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The European Community Health Indicators (ECHI) initiative started in 1998 as a project responding to the European
Commission’s call to establish a set of public health indicators for the EU. The first version of the ECHI shortlist, which
would serve as the core of a European public health monitoring system, was approved by the Commission and the EU
Member States in 2005. Since then, the indicators in the ECHI shortlist have been regularly improved and updated. In
2008, the European Commission and the EU Member States began implementation of the indicators, i.e. they were put

into practice.

The ECHI work has been coordinated through a series of four DG SANCO funded projects: ECHI-I, ECHI-II, ECHIM
(the M stands for Monitoring) and the Joint Action for ECHIM. In addition to the various project partners, ECHI relies
on close collaboration with the EU Member States, the European Commission (in particular DG SANCO and Eurostat),
WHO Regional Office for Europe, and OECD. The goals and achievements of ECHI-I, ECHI-II and ECHIM have
been described in detail elsewhere (1, 2, 3).

This report is the second volume of a series of three reports that describe the results and achievements of the fourth
ECHI(M) project, the Joint Action for ECHIM. The first report contains all the procedural information on the Joint
Action as well as information on the implementation of the ECHI indicators in the EU Member States (4). The third
report reflects new data developments for the ECHI indicators, including the outcomes of the Joint Action data collection

pilot (5).

The aim of this report is to be a ‘cookbook’ for the ECHI shortlist indicators. It contains all technical indicator
documentation, including the processes needed to keep the ECHI shortlist up to date. The main target audience for this
report is those who are actually working with the indicators at the EU or Member State level, computing the indicators

and/or making the indicators available as an evidence base for policy makers.

The contents of this report are largely based on the outcomes of Work Packages 1 and 2 of the Joint Action for ECHIM,
which were conducted by all Joint Action partners under the lead of the Dutch National Institute for Public Health and
the Environment (RIVM).



1.1.  The ECHI shortlist as a core indicator set for the EU

The ECHI shortlist was first introduced in 2005 as the core set of public health indicators for use throughout the EU. The
selection of indicators for the shortlist was the result of a careful procedure. Concrete criteria were formulated for guiding
the selection of indicators (see textbox 1). Significant input was derived from EU-funded health information projects, and

the results were discussed and approved in a series of meetings involving Member States’ representatives (1).

Textbox 1: the criteria applied for the selection of the ECHI shortlist indicators

e The list should cover the entire public health field, following the commonly applied structure of the well-known
Lalonde model: health status, determinants of health, health interventions/ health services, and socio-economic and
demographic factors.

e The indicators should serve the user’s needs, meaning that they should support potential policy action, both at the EU
and Member State level.

*  Existing indicator systems, such as the indicators used in the WHO Health For All database and OECD Health Data,
should be used as much as possible, but there is room for innovation.

e Use the viewpoint of the general public health official (‘cockpit’) as frame of reference.

*  Focus on the large public health problems, including health inequalities.

¢ Focus on the best possibilities for effective policy action.

The shortlist was designed to be basically stable, but it was agreed to allow limited changes to accommodate new scientific
insights, new developments related to data collections (e.g. European Health Interview Survey (EHIS)) or new policy
needs. The 2005 version of the ECHI shortlist contained 82 indicators (1). In 2008, the shortlist was updated, resulting
in an increase to 88 indicators (2). One of the goals of the Joint Action for ECHIM was to deliver an updated version
of the ECHI shortlist. This new version of the shortlist is elaborated below. For the updating procedure applied and a

detailed explanation of the choices made during this process, see chapter 3.

1.2. Main characteristics of the 2012 version of the ECHI shortlist

During the Joint Action for ECHIM, significant progress was made to elaborate the operationalization of indicators, and
this was processed in the indicator documentation. As a result, there was a more detailed overview of data quality and
data availability than during the previous project phase (2). The 2008 version of the shortlist consisted of two sections:
an implementation and a development section. The former contained the indicators that were deemed (nearly) ready for
implementation and the latter the indicators that still needed considerable developmental work. Improved insights into
the level of ‘implementation readiness’ of the indicators, combined with a greater focus on actual implementation of the
indicators under the Joint Action, as compared to the previous project phases, resulted in the decision to use three sections
in the 2012 version of the ECHI shortlist rather than two. These three sections are:

¢ Implementation section
. Work—in—progress section

*  Development section

Indicators in the implementation section can readily be used to support policy making as they are part of regular
international data collections and data are available for a majority of Member States; they are ready for implementation at
a (inter)national level. Indicators in the work-in-progress section technically are (nearly) ready for incorporation in regular

international data collections, but there may not yet be concrete plans for this to occur. The development section contains



those indicator topics that are not yet ready for incorporation into international regular data collections (and thus for
implementation) due to considerable methodological and/or data availability problems. The next paragraph (paragraph

1.3) contains additional information on the pending work with regard to preparing the indicators for implementation.
Textbox 2 summarizes the main characteristics of the 2012 version of the ECHI shortlist. Table 1 contains an overview
of the indicators in the 2012 version of the ECHI shortlist and their data sources, as well as the division of the indicators

over the three sections.

Textbox 2: The main characteristics of the 2012 version of the ECHI shortlist

e The 2012 version of the shortlist contains 94 indicators in total. These are the same 88 indicators as in the 2008 version
of the shortlist, but for six of these, both a self-reported and a register-based indicator variant have been defined. This
implies that no existing indicators were deleted and no new indicators were added compared to the 2008 version.

e While the 2008 version had two sections, the 2012 version has three, namely:

- Implementation section
- Work-in-progress section
- Development section

*  There are 67 indicators in the implementation section, 14 in the work-in-progress section and 13 in the development
section.

*  For about 25 shortlist indicators, the European Health Interview Survey (EHIS) is the preferred (interim) source. At the
time of ending the Joint Action for ECHIM, the questionnaire for the envisaged 2014 EHIS data collection round was
not yet finalized. This implies that changes in the definitions, calculations and status (implementation, work-in-progress
or development section) of these indicators may still occur.

Table 1: Overview of the 2012 ECHI shortlist

ECHI shortlist indicators

Data source

Status indicator in 2012
version shortlist

Reference: status indicator
in 2008 version shortlist

1. Population by sex/age Eurostat Implementation section Implementation section
2. Birth rate, crude Eurostat Implementation section Implementation section
3. Mother’s age distribution Eurostat Implementation section Implementation section
4. Total fertility rate Eurostat Implementation section Implementation section
5. Population projections Eurostat Implementation section Implementation section

6. Population by education

Eurostat (LFS)

Implementation section

Implementation section

7. Population by occupation

Eurostat (LES)

Implementation section

Implementation section

8. Total unemployment

Eurostat (LES)

Implementation section

Implementation section

9. Population below poverty line
and income inequality

Eurostat (EU-SILC)

Implementation section

Implementation section

10. Life expectancy Eurostat Implementation section Implementation section
11. Infant mortality Eurostat Implementation section Implementation section
12. Perinatal mortality WHO-HFA Implementation section Implementation section

13. Disease-specific mortality;
Eurostat, 65 causes

Eurostat (and CISID for
AIDS-related mortality)

Implementation section

Implementation section

temperatures (formerly ‘by heat
waves’)

14. Drug-related deaths EMCDDA Implementation section Implementation section
15. Smoking-related deaths n.a Work-in-progtess section Implementation section
16. Alcohol-related deaths n.a Work-in-progress section Implementation section
17. Excess mortality by extreme n.a Development section Development section




ECHI shortlist indicators Data source Status indicator in 2012 Reference: status indicator
version shortlist in 2008 version shortlist
18. Selected communicable diseases | ECDC Implementation section Implementation section

19. HIV/AIDS

EURO-HIV/CISID

Implementation section

Implementation section

20. Cancer incidence

Globocan

Implementation section

Implementation section

21. (A) Diabetes, self-reported
prevalence

Eurostat (EHIS)

Implementation section

Implementation section*

21. (B) Diabetes, register-based n.a Work-in-progress section
prevalence
22. Dementia n.a. Work-in-progress section Implementation section

23. (A) Depression, self-reported
prevalence

Eurostat (EHIS)

Implementation section

Implementation section*

23. (B) Depression, register-based n.a Work-in-progress section

prevalence

24. AMI n.a Work-in-progress section Implementation section
25. Stroke n.a Work-in-progress section Implementation section

26. (A) Asthma, self-reported

prevalence

Eurostat (EHIS)

Implementation section

26. (B) Asthma, register-based
prevalence

Work-in-progress section

Implementation section™

27. (A) COPD, self-reported

prevalence

Eurostat (EHIS)

Implementation section

Implementation section*

27. (B) COPD, register-based n.a Work-in-progress section
prevalence
28. (Low) birth weight WHO-HFA Implementation section Implementation section

29. (A) Injuries: home/leisure,
violence, self-reported incidence

Eurostat (EHIS)

Implementation section

29. (B) Injuries: home/leisure,
violence, register-based incidence

IDB

Implementation section

Implementation section*

30. (A) Injuries: road traffic, self-

reported incidence

Eurostat (EHIS)

Implementation section

30. (B) Injuries: road traffic,
register-based incidence

UN ECE

Implementation section

Implementation section*

31. Injuries: workplace

Eurostat (ESAW)

Implementation section

Implementation section

32. Suicide attempt

n.a.

Development section

Development section

33. Self-perceived health

Eurostat (EU-SILC)

Implementation section

Implementation section

34. Self-reported chronic morbidity

Eurostat (EU-SILC)

Implementation section

Implementation section

35. Long-term activity limitations

Eurostat (EU-SILC)

Implementation section

Implementation section

36. Physical and sensory functional | Eurostat (EHIS) Implementation section Implementation section
limitations

37. General musculoskeletal pain n.a Development section Development section
38. Psychological distress n.a Development section Implementation section
39. Psychological well-being n.a Development section Development section
40. Health expectancy: Healthy Life | Eurostat Implementation section Implementation section

Years (HLY)




ECHI shortlist indicators

Data source

Status indicator in 2012
version shortlist

Reference: status indicator
in 2008 version shortlist

41. Health expectancy, others

EHEMU/EHLEIS

project

Work-in-progress section

Implementation section

42. Body mass index

Eurostat (EHIS)

Implementation section

Implementation section

43. Blood pressure

Eurostat (EHIS)

Implementation section

Implementation section

44. Regular smokers

Eurostat (EHIS)

Implementation section

Implementation section

45. Pregnant women smoking

n.a.

Work-in-progress section

Implementation section

46. Total alcohol consumption

WHO (GISAH)

Implementation section

Implementation section

47. Hazardous alcohol

consumption

Eurostat (EHIS)

Implementation section

Implementation section

48. Use of illicit drugs

EMCDDA

Implementation section

Implementation section

49. Consumption of fruit

Eurostat (EHIS)

Implementation section

Implementation section

50. Consumption of vegetables Eurostat (EHIS) Implementation section Implementation section
51. Breastfeeding WHO-HFA Work-in-progtess section Implementation section
52. Physical activity Eurostat (EHIS) Implementation section Implementation section
53. Work-related health risks EUROFOUND Implementation section Development section
54. Social support Eurostat (EHIS) Implementation section Implementation section
55. PM10 (particulate matter) Eurostat Implementation section Implementation section
exposure

56. Vaccination coverage in WHO-HFA Implementation section Implementation section
children

57. Influenza vaccination rate in Eurostat (EHIS) Implementation section Implementation section
elderly

58. Breast cancer screening Eurostat (EHIS) Implementation section Implementation section
59. Cervical cancer screening Eurostat (EHIS) Implementation section Implementation section
60. Colon cancer screening Eurostat (EHIS) Implementation section Development section
61. Timing of first antenatal visits n.a. Work-in-progress section Development section
among pregnant women

62. Hospital beds Eurostat Implementation section Implementation section
63. Practising physicians Eurostat Implementation section Implementation section
64. Practising nurses Eurostat Implementation section Implementation section
65. Mobility of professionals n.a. Development section Development section
66. Medical technologies: MRI Eurostat Implementation section Implementation section
units and CT scans

67. Hospital in-patient discharges, Eurostat Implementation section Implementation section
limited diagnoses

68. Hospital day-cases, limited Eurostat Implementation section Implementation section

diagnoses

69. Hospital day-cases as percentage
of total patient population (in-
patients & day-cases), selected
diagnoses

Eurostat (necessary
discharge data available
but ratio is not centrally
computed yet)

Implementation section

Implementation section

70. Average length of stay (ALOS),

limited diagnoses

Eurostat

Implementation section

Implementation section

71. General practitioner (GP)
utilisation

Eurostat (EHIS)

Implementation section

Implementation section




ECHI shortlist indicators Data source Status indicator in 2012 Reference: status indicator
version shortlist in 2008 version shortlist

72. Selected outpatient visits Eurostat (EHIS) Implementation section Implementation section

73. Surgeries: PTCA, hip, cataract Eurostat Implementation section Implementation section

74. Medicine use, selected groups

Eurostat (EHIS)

Implementation section

Implementation section

75. Patient mobility

Eurostat is regularly
collecting data on patient
mobility but is not yet

Work-in-progress section

Development section

AMI and stroke

publishing these.
76. Insurance coverage OECD Implementation section Implementation section
77. Expenditures on health Eurostat Implementation section Implementation section
78. Survival rates cancer EUROCARE Implementation section Implementation section
79. 30-day in-hospital case-fatality OECD Implementation section Implementation section

80. Equity of access to health care

services

Eurostat (EU-SILC)

Implementation section

Implementation section

81. Waiting times for elective n.a Development section Implementation section
surgeries

82. Surgical wound infections n.a Development section Implementation section
83. Cancer treatment delay n.a Development section Implementation section
84. Diabetes control n.a Development section Implementation section

85. Policies on ETS exposure
(Environmental Tobacco Smoke)

WHO-Euro tobacco
control (computation
of indicator not done

Implementation section

Implementation section

settings, including workplace,
schools, hospital

centrally yert)
86. Policies on healthy nutrition n.a. Development section Development section
87. Policies and practices on healthy | n.a. Development section Development section
lifestyles
88. Integrated programmes in na Development section Development section

* In the 2008 version of the ECHI shortlist, separate A- and B-operationalization did not exist yet for these indicators

1.3.  Required work pending on indicators in the work-in-progress and development sections

ECHI shortlist indicators in the work-in-progress section or development section are not yet ready for implementation
due to methodological problems and/or problems related to data availability. Developmental work for the indicators
in the work-in-progress section has already been performed, or is being performed. However, the indicators are not
yet completely ready for incorporation into regular international data collections. It is also possible that an indicator is
adequately developed and could be incorporated into regular data collections, but there is no possibility to effectuate
incorporation. Indicators in the development section still need substantial methodological work and/or work related
to improving data availability before implementation. It is noted that current activities do not exist for all indicators in
the work-in-progress section. In some instances, developmental work has been performed by projects or initiatives that
have now ended. To further these indicators, new activities are necessary, e.g. further developmental work or a detailed

assessment of data availability in Member States.

The pending problems of the indicators in the work-in-progress and development sections are quite diverse and the

status of development differs per indicator. In the work-in-progress section, for example, some indicator definitions are



well developed but the indicators still need to be incorporated into regular international data collections. This applies to
ECHI indicators 15. Smoking-related deaths, 16. Alcohol-related deaths and 41. Health expectancy, others. For other
indicators, harmonized data collection methods still need to be developed. This applies to the morbidity estimates:
indicators 21. (B) Diabetes, register-based prevalence, 22. Dementia, 23. (B) Depression, register-based prevalence, 26.
(B) Asthma, register-based prevalence, and 27. (B) COPD, register-based prevalence. For these indicators, Eurostat is
currently developing a data collection methodology based on the outcomes of data collection pilots in several Member
States. For other indicators in the work-in-progress section, issues that are more fundamental still need to be resolved,
such as deciding on the definition of the indicator and on the preferred data source. For example, this applies to indicators

45. Pregnant women smoking and 61. Timing of first antenatal visit among pregnant women.

An example of a pending problem in the development section is that for some indicators, basic conceptual work related
to the definitions is still necessary; what exactly do we want to measure and how can this be done best? This applies to
indicators 86. Policies on healthy nutrition, 87. Policies and practices on healthy lifestyles, and 88. Integrated programmes
in settings, including workplace, schools, hospital. For other indicators in the development section, there are no suitable
EU-wide, sustainable data sources in place, and there are no concrete prospects for such sources in the future. For
example, this applies to the indicators 32. Suicide attempt, 37. General musculoskeletal pain, 38. Psychological distress,
and 39. Psychological well-being.

It is emphasised that although indicators are placed in the implementation section of the ECHI shortlist, this does not
mean that these indicators and the related documentation do not require more work. It is true, however, that these
indicators are adequately operationalized and incorporated into regular data collections. Hence, work needed on these
indicators is different than the work needed on the indicators in the work-in-progress and development sections described
above. Work needed on indicators in the implementation section is mainly related to improving harmonization of the
underlying existing international data collections in the Member States. To achieve this, close collaboration is needed
with the supra- and international organisations to which the Member States deliver the data, e.g. Eurostat, WHO Europe

and OECD. Recommendations for future work on the indicators and their documentation are elaborated in chapter 4.

2.1.  The various elements of the ECHI indicator documentation

Various elements in the ECHI indicator documentation exist. First, there are documentation sheets, which were first
developed under the previous project phase (2). Documentation sheets contain all the technical information needed
for computing the ECHI indicators. During the Joint Action, the need emerged for a quick overview of the ECHI
operational indicators, i.e. an overview of the ECHI indicator definitions including the breakdowns required for the
indicators according to sex, age, socio-economic status, and possibly other dimensions. This information can be extracted
from the documentation sheets, but to support implementation in the Member States and at the EU level, it would be
convenient to have an overview of the operational indicators only, without the more detailed information available in
the documentation sheets. Therefore, a list of operational ECHI indicators was developed and maintained during the
Joint Action. Finally, to provide support to policy makers and other target audiences making use of ECHI indicator
data presentations, structured and tailored information about the (in)comparability of the data underlying the ECHI
indicators was compiled in the ECHI remarks on comparability. In the paragraphs below, more information on the
various types of ECHI indicator documentation is provided, as well as a description of the work carried out during the

Joint Action relating to this documentation.



2.2. ECHI indicator documentation sheets

ECHI documentation sheets contain the technical information needed for computing the ECHI indicators, as well as
some basic contextual information needed for interpreting the indicators according to a structured format. This format
is presented in figure 1. For some of the indicators in the work-in-progress and development sections (for which many
methodological and/or data availability problems are still to be solved), a slightly adapted format is being used. In this

adapted format, the sections on ‘Calculation’ and ‘Relevant dimensions and subgroups’ are replaced by a section on ‘Key

issues and problems’.

Figure 1: Standard template for ECHI indicator documentation sheet

ECHIM

Indicator name

A) Shortlist section

1. Indicator name

Relevant policy

areas

Select the relevant application areas from this list:

e Sustainable health care systems

*  Healthy ageing, ageing population

*  Health inequalities (including accessibility of care)

e Health system performance, quality of care, efficiency of care, patient safety
*  Maternal and perinatal health

¢ Non-communicable diseases (NCD), chronic diseases
¢ Health threats, communicable diseases

¢ (Preventable) Burden of Disease (BoD)

¢ Preventable health risks

e Life style, health behaviour

¢ Environmental health

¢ Mental health

e  Child health (including young adults)

*  Occupational health

e (Planning of) health care resources

¢ Health care costs & utilisation

¢ Health in All Policies (HiAP)

Definition

Calculation

Relevant
dimensions and
subgroups

If relevant, describe operationalization of dimensions/subgroups. If the region is a required dimension, use
the following operationalization: according to ISARE recommendations and add reference to www.isare.org
in the References section. Use the order and format below (only list the relevant items):

- Calendar year

- Country

- Region (according to ISARE recommendations; see data availability)
- Sex

- Age group (...)

- Socio-economic status (...)

Preferred data
type and data

source

Preferred data type:

Preferred source:

Data availability

Describe briefly the availability of the various dimensions. In general, focus on unavailability to prevent the
text from becoming too long.

Data periodicity

Rationale

Remarks

Describe here issues directly relevant for the indicator that do not fit within one of the other sections, e.g.
that this indicator is also part of another indicator set (structural indicators, SPC), an explanation why a
certain choice (for (element of) definition/calculation) was made, an explanation that this is an interim
operationalization while waiting for data from a better source (e.g. EHIS, EHES) to become available, etc.
- Ovetlap with other indicator set? (SPC, structural indicators, sustainable development indicators).



www.isare.org

References Only add references that are directly related to topics mentioned in the text of the sections, do not provide
general background information. Try to add a link to the data at the most detailed level possible (e.g. in case
of Eurostat data add a link to the concerned data set in the Eurostat database).

- Health Indicators in the European Regions (ISARE) project: http://www.isare.org

Work to do

During the Joint Action for ECHIM, the documentation sheets for all 88 indicators in the ECHI shortlist were updated
at least once. To the extent possible, choices for specific definitions, calculations and preferred data sources were made.
To reach this goal, a start had been made under the previous two ECHI(M) project phases with mapping (meta-)data
available at European level. This work continued and intensified during the Joint Action. Next, the ECHI experts came
to a preferred operationalization by weighing the pros and cons of the various options for each indicator. Eurostat, as
the EU’s statistical office, was the default, preferred source. If Eurostat had no data for a specific indicator, or data that
were deemed not suitable for ECHI purposes by the ECHI experts, other sources were used; preferably sustainable, non-
project-based initiatives. ECHI and Eurostat staff closely collaborated during this phase, and feedback from other experts
was sought as well, e.g. from EMCDDA, ECDC, OECD, WHO Europe and multiple EU-funded projects and Joint
Actions, such the EUROCISS, EUROCHIP, EUBIROD and IDB projects and the Joint Action EHLEIS on Healthy
Life Years.

In addition to methodological criteria, such as validity and reliability, other important criteria applied in this selection
phase were that the operationalization should be suitable for measuring time trends and performing international
benchmarks. Data availability also was an important criterion; in general the ECHIM experts were inclined to use what
was available, provided that there were no significant quality problems, since by actually using the data and pointing out

imperfections, improvements could be stimulated.

The work on the documentation sheets was coordinated at the WP1 secretariat (RIVM). Important developments, such
as new versions of methodological guidelines or publication of new data, were processed in the sheets on a continuous
basis. Updated sheets were published at the ECHIM products website, www.healthindicators.eu. Unfortunately, it was
not possible to maintain this website after the end of the Joint Action; all indicator documentation has been handed
over to the Finnish ECHIM secretariat for incorporation into the echim.org website, and to the European Commission.
During the course of the Joint Action, the Commission began publishing the documentation sheets in the HEIDI data
tool, an interactive tool for data for ECHI and other EU Health Indicators (6). It is recommended that the Commission

continues to publish the latest versions of the documentation sheets in the HEIDI data tool (also see chapter 4).

All the latest versions of the individual documentation sheets for the 88 shortlist indicators available in May 2012 can
be found in part IT of this report. Some explanation related to the indicator documentation sheets for which EHIS is
the preferred (interim) source is necessary; these documentation sheets are based on the questionnaire used in EHIS
wave L. In preparation for EHIS wave II, which is planned for 2014, the questionnaire will be revised. This may have
consequences for the indicator operationalization as described in the documentation sheets. At the time this final report
was drafted, the revision process was not yet finalized. To inform documentation sheet users of the possible changes in
indicator definition, calculation and status due to the revision, the information presented in textbox 3 was added in
April/May 2012 to all concerned documentation sheets. In part I of this report this ‘disclaimer’ is not repeated with each

concerned documentation sheet, but a shortened version is used, referring to the full text presented below in textbox 3.


http://www.isare.org
www.healthindicators.eu
echim.org

Textbox 3: Information added in April/May 2012 to the documentation sheets for indicators for which EHIS is the preferred (interim) source

April 2012

Additional information for indicators for which EHIS is preferred (interim) source

This documentation sheet is designed to match the questionnaire of the European Health Interview Survey (EHIS) as

it was used in EHIS wave 1. For EHIS wave II, which is envisaged to take place in 2014, the questionnaire is being

revised. Therefore, questions underlying ECHI indicators may have changed in wave II compared to wave I, with possible
consequences for the adequacy of the current documentation sheet. The ECHIM Core Group recommends that the
consequences of this revision, once finalized, will be processed in the documentation sheets for the affected ECHI indicators.
Subsequent changes in the documentation sheets will relate to the indicators’ definition and calculation.

Most of the ECHI shortlist indicators, for which EHIS data have been appointed as preferred (interim) source, have been
placed in the implementation section of the 2012 version of the shortlist. This does not apply to indicators 37. General
musculoskeletal pain, 38. Psychological distress and 39. Psychological well-being, however. These indicators are placed in
the development section. The reason for this is that in preliminary versions of the revised EHIS questionnaire the questions
underlying these indicators were removed. Hence, EHIS wave II will not result in data for these indicators.

The outcomes of the assessment of the results of EHIS wave II may have consequences for assigned status of the ECHI
indicators (implementation section, work-in-progress section, development section). This relates for example to the
performance of the new instruments applied in wave II for alcohol use, physical activity and mental health; if they do not
perform adequately, shifting the related indicators to the work-in-progress section needs to be considered. Like the changes
in definitions and calculations due to the revised questionnaire, such changes in indicator status also need to be processed in
the relevant documentation sheets.

2.3.  ECHI operational indicators

Operational indicators reflect the precise definitions of the breakdowns required for the indicators according to sex,
age, socio-economic status, and other possible dimensions. As such, the list of operational indicators provides a quick
summary per indicator of the definitions/breakdowns to be used for ECHI indicator data presentations. The operational

indicators are in line with the information provided in the indicators’ documentation sheets.

Table 2 presents an example of the operational indicators for one of the ECHI shortlist indicators. The number of
operational indicators per shortlist indicator is quite varied; it ranges from 1 or 2 to approximately 80 operational
indicators. In general, though, the point of departure for ECHI indicators, in line with the general public health
perspective of the shortlist, is to limit the number of requested breakdowns. For example, ECHI uses a default breakdown
of age groups 0-64 and 65+, while for specific analyses more detailed age-disaggregation may be needed. On the other
hand, the number of operational indicators for some ECHI indicators may be (even) longer than the list elaborated,
because no operational indicators were defined for breakdowns for which no data are available. This applies e.g. to the

breakdown according to socio-economic status for indicators that are not based on self-reported (HIS) data.

In the beginning of the Joint Action for ECHIM, a list of operational indicators for all ECHI shortlist indicators in the

then implementation section (i.e. the implementation section of the 2008 version of the ECHI shortlist) was compiled

and published on the ECHIM products website, www.healthindicators.eu. Both a full list and separate overviews of
operational indicators per individual shortlist indicator were made available. The operational indicators were regularly
updated to reflect changes in the indicator operationalization that occurred in the course of the Joint Action. Unfortunately,
as already explained in chapter 2.2, it was not possible to maintain the healthindicators.eu website after the Joint Action
ended. Therefore also the operational indicators have been handed over the Finnish ECHIM secretariat for incorporation
into the echim.org website and to the European Commission. It is recommended that the Commission ensures that the

operational indicators will be kept up to date (also see chapter 4).

In part II of this report, the operational indicators have been made available per indicator, together with the accompanying

documentation sheet and, if relevant, remarks on comparability. Operational indicators were defined for the majority of


www.healthindicators.eu
healthindicators.eu
echim.org

the 88 shortlist indicators; only for the indicators in the development section and some indicators in the work-in-progress

section it was not possible yet to define operational indicators due to pending work on definition and calculation.

Table 2: Example of the operational indicators for one of the ECHI shortlist indicators (33. Self-perceived health)

ID Sub- Indicator | Data Operational indicator(s)
division | name source
22401 | Health 33. Self- Eurostat Proportion of persons who assess their health to be very good or good
status perceived (EU-SILC)
health
22402 Proportion of men who assess their health to be very good or good
22403 Proportion of women who assess their health to be very good or good
22404 Proportion of persons aged 15-64 who assess their health to be good or very
good
22405 Proportion of persons aged 65+ who assess their health to be good or very
good
22406 Proportion of people whose highest completed level of education is
ISCED class 0 or 1, who assess their health to be good or very good
22407 Proportion of people whose highest completed level of education is
ISCED class 2, who assess their health to be good or very good
22408 Proportion of people whose highest completed level of education is
ISCED class 3 or 4, who assess their health to be good or very good
22409 Proportion of people whose highest completed level of education is
ISCED class 5 or 6, who assess their health to be good or very good

2.4.  ECHI remarks on comparability

2.4.1. What is the purpose of ECHI remarks on comparability?

The major aim of the ECHI indicators is to support the development and evaluation of public health policy by providing
a solid evidence base. Of course, at the core of this evidence base are data presentations (tables, graphs). Data presentations
for ECHI indicators are already available in the HEIDI data tool of the European Commission, and in various national

public health reporting systems (6, 4).

However, in addition to the actual data presentations, contextual information is necessary to provide a solid evidence base
for practical use. Here, two major types of contextual information can be discerned:
*  Meta-information: the source of the data, the quality/validity of the data, the extent that the data are comparable

between countries and over time, etc.

*  Broad contextual information: burden of disease, illness costs, health inequalities, explanations of trends, relations
with other public health topics (e.g. the relation between a disease and its determinants), the (possible) influence of

policies, best-practice policy examples, etc.

Meta-information about the comparability of the data underlying the ECHI indicators generally is available in the original
sources of the data (databases such as Eurostat and WHO-HFA). However, it is often difficult to find this information if
one is not familiar with the databases. Moreover, the language used in these databases is often quite scientific (aimed at
statisticians/epidemiologists). Therefore, in the framework of Work Package 2 of the Joint Action for ECHIM ‘remarks on
comparability’ have been produced. These remarks are aimed at supporting policy makers who use ECHI data presentations
by providing focused, structured information on the (in)comparability of the data between countries and over time. The
remarks are not meant to give complete background information about the indicator, but rather to provide a quick overview

of the main comparability issues. Users who want to know more details are referred to additional information.



Originally, the plan was to make broader contextual information regarding the ECHI indicators available in EUPHIX,
the European Union Public Health Information and Knowledge System. EUPHIX was developed as a prototype of a
web-based, comprehensive European public health reporting system (7). For various reasons the European Commission
decided not to develop the prototype into a fully functioning system. Instead, the Commission created HEIDI (Health
in Europe: Information and Data Interface); a comprehensive wiki on public health topics (8). Public health experts are
expected to edit the contents of HEIDI. On May 3rd 2012, after having a beta-version online for a couple of years, the
Commission launched the official version of HEIDI. It remains to be seen how this initiative will develop in the future.
In any case, in the version of HEIDI launched in May 2012, the integration of the ECHI structure and ECHI data in
the HEIDI data tool is far from optimal.

In the framework of the implementation of the ECHI indicators in the Netherlands, a number of International Policy
Overviews have been produced (9). These overviews focus on evidence for effective policy measures applied in practice
in EU countries for major public health topics such as tobacco use, mental health and depression, and obesity. This
is another example of how contextual information for ECHI indicators can be provided, creating a practical tool for

evidence-informed policy making.
2.4.2. Drafting ECHI remarks on comparability

ECHI remarks on comparability are structured according to a fixed format, addressing comparability between countries
and over time (see figure 2). In the framework of Work Package (WP) 2 of the Joint Action for ECHIM, remarks on
comparability were produced for 43 shortlist indicators. These are the indicators for which data are readily available in the
international databases. No remarks on comparability were prodcuced for the ECHI indicators for which the European
Health Interview Survey (EHIS) is the preferred (interim) source and indicators that were part of the Joint Action pilot
data collection. For a detailed description of this pilot, see the Joint Action final report 3 on new data developments for

the ECHI indicators (5).

Information on comparability was extracted from the meta-data in the original databases, and, when possible and relevant,
supplemented with additional information from articles, reports, etc. References to the sources used for compiling the

information as well as references to more in-depth information are provided under ‘further reading’ in the template.
As mentioned above, the remarks address comparability between countries and comparability over time. Nevertheless,
differences often exist between data from international sources and national estimates. To explain this, a general statement

on this phenomenon was added to the remarks on comparability (see textbox 4).

Textbox 4. Statement on the differences between data from international and national data sources

General note on comparability with national data

The figures presented in the HEIDI data tool might be different from those presented by national data providers. Reasons
for these differences are variations in calculation methods and the time-lag between national data collection and delivery to
international databases. Therefore, data from national sources is often more recent than international ones. Furthermore,
figures can differ depending on the reference population (e.g. World standard population, EU standard population) used for
age-standardisation to account for the variable age structure in specific countries.

Staff members of the WP 2 secretariat, i.e. members of the ECHIM team of the Dutch Institute for Public Health and
the Environment (RIVM), drafted the remarks on comparability. Regarding review, the aim was to have two reviewers
per indicator; one expert from the original data source (e.g. Eurostat, EMCDDA, OECD), and one ECHIM core group
member or other expert with specific expertise related to the topic in question. It was not always feasible to find two

reviewers; however, all remarks were reviewed by at least one expert.



Figure 2: format ECHI remarks on comparability

ECHI indicator number and name

Remarks on comparability
Version [date]

Comparability between countries

Comparability over time

Further reading

3.1.  Procedure for updating the ECHI shortlist

Based on the 2008 experience of updating the shortlist (2), developing a less complex and time consuming updating
procedure was one of the goals of the Joint Action for ECHIM. This new procedure was developed in 2010-2011, together
with the Member State representatives of the ECHIM Extended Core Group'. Application of this new procedure resulted
in the 2012 version of the ECHI shortlist (see chapter 1).

Clear criteria for additions or removals of indicators to/from the shortlist are at the core of the new updating procedure.
These are based on the criteria used for selecting the indicators for the original version of the shortlist (see textbox 1).
Furthermore, the strong focus of the Joint Action on implementing the indicators is reflected in the criteria as well. This
is demonstrated by the stricter criteria for eligibility for the current implementation section; only indicators that can
readily be used are placed in this section (see chapter 2). Defining such clear criteria made it possible for the ECHIM
secretariat in charge of indicator development to have a more important role than during the previous updating round.
The secretariat could prepare substantiated proposals, carefully comparing the suggestions for alterations to the shortlist

received from the Member States with the criteria.

From a procedural perspective, compared to the 2008 shortlist update, there was a stronger focus on the involvement of
Member State representatives than on health information experts. This shift is logical considering the current status of
the ECHI work, moving from indicator development to actual indicator implementation at the Member State level. This
certainly does not mean that health information experts are not important for ECHIM. Their expertise has been used in
another way, however, namely by advising on the fine-tuning of the definitions and calculations of the existing indicators
in the shortlist. As such, their input has been of great value for the ECHI indicator documentation, and has contributed

to the ECHI shortlist 2012 version in an indirect way.

For some of the indicators in the ECHI shortlist, much work still needs to be done before they are ready for implementation,
either because of problems with methodology or data availability, or a combination of both. The ECHIM Core Group
and Extended Core Group discussed whether these indicators should be removed from the ECHI shortlist and placed on
a separate list. This list would then serve as input for the health information research and development agenda at the EU

level. It was decided not to make a separate list, and hence to keep all the existing indicators in the shortlist. The main

1 The ECHIM Core Group consists of the Joint Action for ECHIM associated and collaborative partners. The Extended Core Group additionally
includes representatives of all EU Member States who are not represented as associated or collaborative partners in the Joint Action, as well as
from other countries.



reasons for this decision were:

The original selection was carefully made, using the input of many experts, and there is broad support for this

selection.

For enhancing the implementation of the ECHI indicators in the EU Member States it is important that the ECHI

shortlist is a recognizable brand, and hence the stability of the list is critical.

Moving some indicators from the shortlist to another list may result in diminished attention for the indicators on
the separate list, and this would not be beneficial for motivating the necessary research and development work for

these indicators.

Having two lists is conceptually complicated and it is difficult to set hard criteria for removing an indicator from the

shortlist.

The full updating procedure as developed during the Joint Action is presented below in textbox 5.

Textbox 5: Procedure for updating the ECHI shortlist, 2012 version

Updating procedure for the ECHI shortlist
Final version established at the ECHIM Core Group meeting, September 2011 in Rome

Rationale

In order to facilitate the sustainable implementation of the ECHI indicator system in the EU, the ECHI shortlist should,

in principle, remain as stable as possible. Moreover, the selection of indicators for the shortlist has been well-considered

by many experts and received broad consensus and support, and a stable shortlist contributes to making ECHI a robust

and recognizable brand. Nevertheless, to make sure that the ECHI shortlist is up-to-date in terms of scientific insights

and policy needs, and realistic in terms of actual implementation, it is necessary to update the shortlist from time to time.
This document proposes a structured procedure for updating the ECHI shortlist, to be carried out at regular intervals. It is
emphasized that the basic point of departure for the shortlist updates should be to restrict the changes to those issues that are
considered absolutely necessary.

N.B.: the guidelines described below only apply to decisions regarding whether indicator topics should be added to/removed
from the ECHI shortlist, or whether their status (which shortlist section do they belong to) should change. They do not
apply to issues related to the specific operationalization of already selected indicator topics; such decisions can be taken by
the ECHI Core Group (or a comparable body in the future) without the application of a formal procedure as described here.

From two to three sections

The 2008 version of the ECHI shortlist had two sections: an ‘implementation section” and a ‘development section’. They
were meant to reflect the degree of ‘readiness for use’ of the indicators. One of the main results of the current Joint Action is
the more precise definition and documentation of the indicators. This, together with the stronger focus on implementation,
has prompted the adoption of more explicit and stricter criteria for the eligibility of indicators in the different sections of the
shortlist. It also led to the decision to split the old ‘development section’ into two, in order to discriminate between those
indicators which are rather close to full implementation and those for which major methodological or data problems remain.
The resulting three sections are:

¢ Implementation section

e Work-in-progress section

* Development section

The names of these sections reflect the level of ‘implementation-readiness’ of the indicators within the different sections (see
the eligibility criteria below).




Eligibility criteria for the three sections of the ECHI shortlist

Eligibility criteria for the implementation section:

There is consensus on the indicator definition and calculation, and data are adequately available in international
databases = the indicator can be used to support policy making, it is ready for implementation at (inter)national level

Eligibility criteria for the work-in-progress section:

There is consensus on the indicator definition and calculation, or considerable developmental work has already been carried
out (i.e. consensus can be reached within a limited amount of time), but the indicator is not yet incorporated in regular
international data collections. There is an overview of national data availability and data are available in a reasonable number
of countries = Technically, the indicator is (nearly) ready for incorporation in regular international data collections, but
there may not yet be concrete plans for this.

Eligibilizy for the development section:
This section contains those indicator topics that are not ready yet for incorporation in international regular data collections
(and thus for implementation) due to considerable methodological and/or data availability problems.

Possible adaptations to the ECHI shortlist and criteria
Three basic kinds of adaptations are possible:

1) Additions of new indicators to the shortlist

2) Deletions of existing indicators from the shortlist

3) Transfers between the different sections of the shortlist

Criteria:
1) For additions:
e The indicator should have clear policy relevance. This implies that it should be related to one of the major public health
issues in Europe, and the importance of the issue should be reflected by its appearance in leading policy documents.
A public health issue is a policy relevant issue when it is linked to a high burden of disease, clear possibilities for
prevention, and/or clear possibilities for reducing health inequalities.
*  The indicator should not disturb the balance of the ECHI shortlist, i.e. there should not be too many (overlapping)
indicators for similar topics, and not too many indicators for ‘minor’” or contextual topics in the shortlist.
* The indicator should fit the general goals and concepts underlying the ECHI shortlist:
- The shortlist should provide a ‘snapshot’ of public health from the point of view of the public health generalist.
- Indicators in the shortlist should be suitable for:
a) reflecting time trends, and
b) providing a benchmark for international (EU) comparisons.

3) For deletions:
e The indicator is related to a topic that is no longer policy relevant.

4) For transfers between the different sections of the shortlist:
See the eligibility criteria above.

Procedure to apply

e Check whether the criteria as defined for the previous updating round are still adequate given the current situation;
adapt (slightly) if necessary in consultation with The ECHIM Extended Core Group members, or the members of a
comparable body (i.e. a body consisting of Member State representatives, Commission officials (at least DG SANCO
and Eurostat), and representatives of WHO regional office for Europe and OECD).

e The ECHIM Extended Core Group members (or members of a comparable body) are requested to make suggestions for
updating the ECHI shortlist applying the predefined criteria.

e Develop a substantiated proposal for the new version of the ECHI shortlist through collecting, summarizing and
reflecting on the input of the Extended Core Group members. This should be done by a group of people (‘secretariat’)
with adequate knowledge of the (history of the) ECHI work and of indicator development/public health monitoring/
epidemiology. The predefined criteria should be leading here.

* The thus elaborated proposal, together with the underlying reflections, is to be discussed during an ECHIM Extended
Core Group meeting (or a meeting of a comparable body).

e The ‘secretariat’ integrates the outcomes of the discussions during the ECHIM Extended Core Group meeting with the
carlier summary of comments and suggestions (see 2nd and 3rd bullet). Based on this summary, a final proposal for the
new version of the ECHI shortlist is drafted.

 'This final proposal for the new version of the ECHI shortlist is to be approved by the ECHIM Extended Core Group
(or a comparable body), preferably during a meeting, but this could also be done through e-mail, in case there is no
opportunity for a meeting.

*  After approval, it is reccommended that the new version of the ECHI shortlist is sent for information to:

1) Head of Unit SANCO C2: Health information

2) the Expert Group on Health Information (former HIC/NCA)

3) Head of Eurostat Unit F5: Education, health and social protection
4) Head of Health Information WHO regional office for Europe

5) OECD contact person for health information




3.2.  Application of the procedure during the Joint Action for ECHIM

The procedure described in textbox 5 was applied during the Joint Action for ECHIM. This has resulted in the following

outcomes/time line:

¢ The ECHIM Extended Core Group members were requested to make suggestions for updating the ECHI shortlist
applying the above-described criteria (end 2010 — beginning 2011).

e Their input was collected, summarized and reflected upon by the Working Package (WP) 1 secretariat (RIVM). This
resulted in a substantiated proposal for the 2012 version of the ECHI shortlist.

e 'This proposal, together with the underlying reflections, was discussed during the ECHIM Extended Core Group

meeting in March 2011 in Luxembourg.

e The WP1 secretariat integrated the outcomes of the discussions during and after the ECHIM Extended Core Group
meeting with the earlier summary of comments and suggestions (see first and second bullet). Based on this summary,
a new version of the ECHI shortlist 2012 was drafted.

e 'This new proposal for the ECHI shortlist 2012 was discussed and tentatively approved during the ECHIM Core
Group meeting of September 2011 in Rome.

The tentative nature of the approval is due to the fact that the technical documentation for approximately 25 indicators
using EHIS as a (interim) source could not be finalized due to the on-going revision of the EHIS questionnaire. Only
when the revision of the EHIS questionnaire has been completed will it be possible to determine the exact status of all
indicators, and to definitively establish the new version of the shortlist. Unfortunately, the revision will not be finalized
before the end of the Joint Action for ECHIM.

Once the consequences of the EHIS revision have been processed in the ECHI indicator documentation, the final version
of the ECHI shortlist 2012 needs to be elaborated. Then approval for this final version must be sought from the ECHIM
Extended Core Group (or a comparable body, if the work can only be finalised after the end of the Joint Action, and the

Extended Core Group can no longer be sustained).

It is noted that the outcomes of the assessment of the results of EHIS wave II may also cause changes in the status of
ECHI shortlist indicators, which will need to be processed in the ECHI indicator documentation (probably in 2015).
For alcohol use and physical activity, for example, new measurement instruments will be used in EHIS wave II, and their
performance will need to be assessed to determine whether they result in valid measurements that can be compared across

countries.

3.3.  Outcomes of the updating procedure: considerations and decisions underlying the 2012 version
of the ECHI shortlist

All the 88 indicators that were in the 2008 version of the ECHI shortlist remain on the shortlist. Based on the criteria for
deletion, described in the updating procedure (see paragraph 3.1), it was decided that no indicator topic would be deleted
completely. Based on input from Member States, however, the name of the indicator ‘Excess mortality by heat waves ‘ is

changed to ‘Excess mortality by extreme temperatures’.

There were four proposals for additions:

¢ Condom use

e Health care-associated infections
¢ Organ donation rates

e Users satisfaction/experience

Based on (conceptual) overlap with existing indicators, the Work Package 1 secretariat advised not to adopt the proposals
for Health care-associated infections and User satisfaction/experience. The secretariat also deemed the lack of concrete

suggestions for definitions for all four additions as problematic. Feedback was then sought from all the Member State



representatives in the ECHIM Extended Core Group for all four proposed additions. Reactions were received from only
11 Member States, and none of the four additions had a clear majority supporting the proposal. Given this apparent
lack of broad support, the final recommendation from the secretariat was not to adopt the additions. The Core Group

endorsed this recommendation during their meeting in September 2011.

As described in chapter 1, it was decided to distinguish three sections in the ECHI shortlist 2012, compared to two
sections (implementation and development section) in the 2008 version. The three sections in the ECHI shortlist 2012
are:

*  Implementation section
. Work-in-progress section
*  Development section

The great majority of the indicators in the implementation section of the 2008 version of the shortlist remain in the
implementation section of the 2012 version. Most indicators that were in the 2008 development section are now in the work-
in-progress section of the 2012 version, while 13 indicators have been placed in the new development section. However,
due to the use of stricter criteria, improvements in indicator documentation sheets and changes in data situation, several
indicators have been moved to another section of the shortlist. Amongst the indicators moved from the implementation
section to the work-in progress section are some indicators on register-based disease prevalence. For these diseases, the
shortlist also contains indicators using self-reported prevalence. These remain in the implementation section, because
through EHIS these data are readily available at European level. See table 1 for an overview of the ECHI shortlist 2012.

3.4. Recommendations for future management of ECHI shortlist versions

Currently, it is not yet clear how coordination of the ECHI process will be organized after the end of the Joint Action.
Therefore, it is difficult to envisage how the updating procedure should be applied in the future. For example, the
ECHIM Extended Core Group may no longer exist. Nevertheless, the ECHIM Core Group recommends that DG
SANCO provides the means for carrying out the procedure according to the basic principles described in paragraph 3.1

at regular intervals. Once every three years would be a reasonable frequency.

Important elements of the ECHI work related to updating the ECHI shortlist are keeping the ECHI indicator
documentation up to date, stimulating further work on improving the comparability of the indicators, promoting work
on the development section of the shortlist, and promoting further cooperation with WHO Europe and OECD. These

aspects are addressed in more detail in chapter 4.



4.1. Conclusions

During the course of the Joint Action for ECHIM, much has been achieved related to the further development of
indicator definitions and the improvement of indicator documentation:

e For as many indicators as possible, a preferred definition, calculation and data source have been selected
¢ The documentation sheet for all 88 indicators in the shortlist has been thoroughly revised at least once
¢ Small updates were processed in the documentation sheets on a continuous basis

¢ Alist of operational indicators was compiled and kept up to date

e Structured remarks on comparability were produced for 43 shortlist indicators

* A revised procedure for updating the ECHI shortlist was developed

*  The ECHI shortlist was updated, resulting in the 2012 version of the ECHI shortlist

This work was coordinated by the Work Package I secretariat, while the other ECHIM partners and the members of the
ECHIM Core Group and the Extended Core Group provided valuable and indispensable input and feedback. The full
technical documentation for the ECHI shortlist indicators (latest versions available in May 2012) is provided in part II

of this report.

4.2. Work ahead

Though much has been achieved during previous ECHI(M) project phases, as well as during the Joint Action, indicator
development and maintaining up-to-date indicator documentation are continuing tasks. After all, data collection methods
applied by international data collectors such as Eurostat, WHO Europe and OECD are being adapted regularly (due to
e.g. new scientific insights, new data needs as expressed by the Member States), and this may have consequences for the
methodology underlying the ECHI indicators. Moreover, stimulation to harmonize efforts by the Member States needs

to continue and the outcomes of these efforts should be incorporated in the ECHI indicator documentation.

Furthermore, although a large part of the indicators in the ECHI shortlist have been operationalized, for some of these
indicators there are still some (minor) issues to resolve or specific on-going developments to track. This is documented in
the work-to-do-sections of the ECHI indicator documentation sheets. Indicators in the work-in-progress and development

sections of the shortlist require substantial developmental work as elaborated in paragraph 1.3.

The various activities that must be maintained to keep the ECHI indicators up to date, i.e. to ensure that the ECHI shortlist

is a functional tool, lead to the specific recommendations for future indicator work described below in paragraph 4.3.



4.3.

Recommendations for the European Commission relating to future ECHI indicator work

1. Ensure sustainability, quality and efficiency of the ECHI indicator work

How:

Ensure that overall coordination is performed at an overarching health information level, do not delegate,
e.g. to specific disease networks. This will jeopardize the balance of the ECHI shortlist and may endanger the
primary goal of the shortlist, i.e. to be a general public health tool.

Create and sustain a (small) ‘central ECHI unit’, which can serve as the central secretariat for the work needed

on the indicator documentation.

- Make sure this unit is adequately staffed in terms of FTE and expertise, and that there are adequate links
between the unit and other important international health information stakeholders.

- Such a unit could act as the central coordination point for the implementation of the ECHI shortlist in
the Member States, and be responsible for handling the HEIDI data tool (adding data to the database,
ensuring data quality). In any case, close cooperation between the unit and those coordinating the
implementation process, including those responsible for the HEIDI data tool, should be ensured.

Maintain the existing ECHI expert network for providing overall guidance (‘institutional memory’) and

specific input for recommendations 2 - 5. Ensure close links between the above-mentioned ‘central unit’ and

the expert network. Find efficient ways to keep the network functional, such as:

- Establish a closer link between the Expert Group on Health Information (former NCA/HIC) and the
ECHI expert network, e.g. by organizing joint or back-to-back meetings.

- Stimulate connections between the ECHI expert network and the activities that take place in the
framework of the development of a single European EU-WHO Health Information System.

2. Keep the ECHI indicator documentation up to date and easily accessible

How:

Keep track of developments in the data sources used for ECHI that have consequences for the ECHI
documentation sheets and operational indicators (e.g. new version of technical manuals, updated link to
(meta-)information or data, changes in data availability). Process this information in the ECHI indicator
documentation.

In particular the following developments should be monitored, as it is clear that these will have (major)
consequences for ECHI indicator documentation:

- European Health Interview Survey (EHIS)

- European Health Examination Survey (EHES)

- Eurostat morbidity statistics

- OECD Health Care Quality Indicators

See recommendations 3-5: outcomes of work related to these recommendations need to be processed in the
ECHI indicator documentation as well.

Make the indicator documentation sheets and remarks on comparability accessible on the internet in a
sustainable way; 1) in the HEIDI data tool (where they can be accessed as meta-data for the ECHI indicators),
and 2) in a second place where they can be accessed more directly.

Evaluate the usefulness and added value of the remarks on comparability and, based on the outcomes of this
evaluation, make a plan for their further development and maintenance.




3. Work with the supra/international organizations and the Member States on further harmonization of
existing data collections

How:
*  Make sure that there are good connections between the ‘ECHI unit’ and 1) other important health
information stakeholders in Europe (e.g. Eurostat, WHO Europe and OECD), and 2) the people working (on

the coordination of) the implementation in the Member States (see recommendation 1).

- In particular, it is important here to seck coherence with the development of a single European Health
Information system by the European Commission and WHO Europe. Given the purpose of the ECHI
shortlist (as the core of the EU public health monitoring and reporting system), the role of the ECHI
shortlist in this development seems only logical. Moreover, seeking coherence with the harmonization
effort that will take place would be efficient in terms of indicator development and documentation work.

4. Work on improving implementation-readiness of indicators in the work-in-progress and development
section

How:

¢ Stimulate research and developmental work for indicator topics in the development and work-in-progress
sections by placing the concerned indicator topics in the annual Work Programmes of the Health Programmes
(DG SANCO) and/or the Framework Programmes (DG Research).

e Seeking synergy and coherence as much as possible with other indicator initiatives, both within the
Commission (e.g. social protection indicators developed under the OMC) and international organizations
such as WHO-Euro and OECD.

e Work closely together with Eurostat, WHO Europe and OECD in order to stimulate the uptake of ECHI
indicators in regular data collections (for indicators for which this is not yet the case)

*  Keeping track of the developments in and outcomes of Commission funded projects, Joint Actions, network, etc.

5. Update the ECHI shortlist on a regular basis (e.g. once every 3 years)

How:
¢ See the procedure described in paragraph 3.1.
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1.1.

Documentation sheet

ECHIM
Indicator name

A) Demographic and socio-economic factors

1. Population by sex/age

Relevant policy *  Sustainable health care systems
areas *  Healthy ageing, ageing population
*  DPlanning of) health care resources
Definition a) Total population by country, broken down by sex and age.
b) Old-age-dependency ratio.
Calculation a) 'The number of usual resident inhabitants of a given area on 1 January of the year in question (absolute
numbers).
b) The ratio between the total number of elderly persons of an age when they are generally economically
inactive (aged 65 and over) and the number of persons of working age (from 15 to 64).
Relevant For definition a:
dimensions and e Calendar year
subgroups e Country

*  Region (according to ISARE recommendations)

*  Sex
*  Age group (0-14, 15-24, 25-49, 50-64, 65-79 and 80+).
For definition b:

e Calendar year
e Country

Preferred data

Preferred data type: national population censuses or population registers

type and data Preferred source: Eurostat (for both definition a and b)

source

Data availability | Basic demographic data, available for all MSs. National data are available by sex and 1 and 5-years age groups
and for the preferred age groups mentioned above under ‘relevant dimensions and subgroups’. Regional
data are available at NUTS 2 level by sex and age (1 and 5-years age groups, however not by the preferred
age groups mentioned above). At NUTS 3 level data are available by sex and broad age groups (less than
15 years, between 15 and 64 years and 65 years and over), but only for 2007 and 2008.

Data periodicity Data are updated annually.

Rationale Basic demographic data are important by itself and are required for the calculation of many of the other
indicators (denominator for rates and ratios). Age structure is also essential for public health planning and
scenarios.

Remarks * Population data are collected by Eurostat from the National Statistical Offices. National annual estimates

of the population can be based on data from the most recent census adjusted by the components of
population change produced since the last census, or based on population registers. For 8 EU countries,
Iceland, Norway and Liechtenstein, determination of the population size is based on population-register
data only. 18 EU countries use census data only. Lithuania and Switzerland use both (see reference 2).

* The total population may comprise either all usual residents of the country (de jure population) or all
persons present (de facto population) in the country at a given moment in time. Usual residents are
those who have lived in their place of usual residence for a continuous period of at least 12 months
before the reference date or those who arrived in their place of usual residence during the 12 months
before the reference date with the intention of staying there for at least one year. The Eurostat statistics
on population refer to the national and regional population at its usual residence.

*  Eurostat requests from all countries demographic statistics based on the concept of usual resident
population. All countries that carry out traditional population censuses count on the basis of the de jure
population concept. It can be assumed that population registers also only include residents who usually
live in the country (= de jure population). However in practice, countries may encounter problems when
attempting to accurately determine the population size according to the de jure concept. For instance
births and deaths of residents abroad are not always taken into account, while in a number of cases births
and deaths to non-residents in the country itself are included in statistics.




References

Eurostat database, Population by sex and age on 1. January of each year

Eurostat database (tables), old-age-dependency ratio

Eurostat: Methodology for the calculation of Eurostat’s demographic indicators

Eurostat: Demographic statistics: Definitions and methods of collection in 31 European Countries
Eurostat: Population: Reference Metadata in Euro SDMX Metadata Structure (ESMS)

Health Indicators in the European Regions (ISARE) project

Work to do

Consider selecting age groups as percentage of total population as additional operationalizations for this

indicator.

1.2.  Operational indicators

ID Sub- Indicator Data Operational indicator(s)
division | name source
10101 Dem & | 1. Population Eurostat Population on 1 January , total (absolute numbers).
SES by sex/age
10102 Population on 1 January, male (absolute numbers).
10103 Population on 1 January, female (absolute numbers).
10104 Population on 1 January, age 0-14 (absolute numbers).
10105 Population on 1 January, age 15-24 (absolute numbers).
10106 Population on 1 January, age 25-49 (absolute numbers).
10107 Population on 1 January, age 50-64 (absolute numbers).
10108 Population on 1 January, age 65-79 (absolute numbers).
10109 Population on 1 January, age 80+ (absolute numbers).
10110 Ratio between the total number of elderly persons of an age when they
are generally economically inactive (aged 65 and over) and the number
of persons of working age (from 15 to 64).



http://nui.epp.eurostat.ec.europa.eu/nui/show.do?dataset=demo_pjan&lang=en
http://epp.eurostat.ec.europa.eu/tgm/table.do?tab=table&init=1&language=en&pcode=tsdde510&plugin=1
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-CC-04-004/EN/KS-CC-04-004-EN.PDF
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_pop_esms.htm
http://www.isare.org/

1.3.  Remarks on comparability

1. Population by sex/age

Comparability between countries
Eurostat calculates all demographic indicators for all countries using a common methodology. However, there are no international
recommendations for demographic statistics and data collection depends on the registration systems used in each country.

Eurostat requests from all countries demographic statistics based on the concept of ‘usual resident population’. In accordance with

this concept, the following persons are considered to be usual resident population:

* those who have lived in their place of usual residence for a continuous period of at least 12 months before the reference date;

* those who arrived in their place of usual residence during the 12 months before the reference date with the intention of
staying there for at least one year.

According to Eurostat Working paper 25 on demographic statistics, countries that produce their population statistics from
population registers automatically seem to provide the ‘usual resident population’, since it must be assumed that population
registers include only residents who habitually live in the country. Also countries that carry out population censuses, count on
the basis of ‘usual resident populatior’, following the United Nations regulations on population censuses. In practice, countries
may encounter problems when determining the population size according to the ‘usual resident population’ concept. Births and
deaths of residents who are temporarily abroad are not always taken into account, while in a number of cases births and deaths
of non-residents who are temporarily in the country itself are included in statistics. The above applies partly or fully to Austria,
Cyprus, France, Germany, Greece, Hungary, Ireland, Italy, Liechtenstein, Poland, Portugal, Spain and United Kingdom (Eurostat
Working paper 25).

In 13 of the 31 countries under study, determination of the population size is based on population registers (A, B, DK, FIN,

IS, LV, LL, LT, NL, NO, SI, S, CH). For these countries annual figures on population size can be derived directly from the
population registers. In 20 countries determination of the population size is based on a census (BG, CY, CZ, EE, E D, EL, HU,
IRL, I, LT, L, MT, PL, B, RO, SK, E, CH, UK). Calculation of up to date annual estimates in these countries requires data on
births, deaths and international migration. Almost all countries have good or even excellent statistics on births and deaths, but
not all countries are able to produce reliable data on international migration (Eurostat Working paper 25). As a result average
population numbers may be (slightly) inaccurate. Furthermore, in some countries (particularly in those affected by war in the
1990’s (such as the Balkan countries), quality issues for some calendar years may occur.

Eurostat requests data on population on 1 January. Some countries may use a different reference date: 31 December of the
previous year, mid-year (1 July), or another date.

Comparability over time

Some countries had a change in their data collection and therefore a break in their time series. These break in series are flagged
with a footnote in the Heidi Table Chart and some information (if available) on these breaks is given in the annexes belonging
to the Eurostat metadata. There is a break in trend for the EU-27 average in 1998, for Malta in 2001, for Slovenia in 2008, for
Turkey in 2007 due to methodological changes. Until 1997 the EU-27 average did not include the French overseas departments.
Up to 2000, population data for Malta (MT) refer to the Maltese population only, while starting from 2001, figures include also
foreign residents.

General note on comparability with national data
See textbox 4 in chapter 2.4 of this report.

References and further reading
*  See Eurostat metadata Fertility (last update 2 March 2010)
¢ See Eurostat metadata Population (last update 13 January 2010)
¢ Furostat Working paper and studies 3/2003/E/n° 25 Demographic statistics: Definitions and methods of collection in
31 European Countries
¢ Eurostat Working paper and studies 3/2003/F/no 26 Methodology for the calculation of Eurostat’s demographic indicators



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_pop_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_pop_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_pop_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-CC-04-004/EN/KS-CC-04-004-EN.PDF

2.1.  Documentation sheet

ECHIM A) Demographic and socio-economic factors

Indicator name
2. Birth rate, crude

Relevant policy *  Sustainable health care systems

areas *  Maternal and perinatal health

Definition The ratio of the number of births during the year to the average population in that year. The value is
expressed per 1000 inhabitants.

Calculation The crude Birth Rate is calculated as the number of resident live births in a country during a calendar year
divided by the average population for the country multiplied by 1000. The average population during
a calendar year is generally calculated as the arithmetic mean of the population on 1 January of two
consecutive years (it is also referred to as the mean population).

Relevant * Calendar year

dimensions and *  Country

subgroups *  Region (according to ISARE recommendations)

Preferred data Preferred data type: national population censuses, population registers.

type and data Preferred source: Eurostat

source

Data availability | Data are available for EU-27 and the rest of the countries participating in the Joint Action. No regional data
according to ISARE recommendations are available.

Data periodicity Data are updated annually.

Rationale Basic demographic data. An indicator needed for calculating population growth (together with crude
mortality rate).

Remarks * Instead of mean population the number of person-years lived by the population in the same period can

be used as the denominator.

References *  Eurostat metadata on fertility
e Health Indicators in the European Regions (ISARE) project
e Eurostat database, crude birth rate

Work to do -

2.2.  Operational indicators
ID Sub- Indicator name Data source Operational indicator(s)
division
10201 Dem & | 2. Birth rate, crude Eurostat Live births per 1000 population.
SES



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://www.isare.org/
http://epp.eurostat.ec.europa.eu/tgm/table.do?tab=table&init=1&language=en&pcode=tps00112&plugin=1

2.3.  Remarks on comparability

2. Birth rate, crude

Comparability between countries
Eurostat calculates all demographic indicators for all countries using a common methodology. However, there are no international
recommendations for demographic statistics and data collection depends on the registration systems used in each country.

In most countries the definition of a live birth matches the WHO definition, i.e., births of children that showed any sign of life
(it is the number of births excluding stillbirths). Sometimes further criteria on birth weight and/or length of gestational period are
added (e.g. Bulgaria, Czech Republic and Finland). Not all countries register whether the child is born alive or stillborn (Eurostat
Working paper 25; Gissler et al., 2010).

Almost all countries consider their registrations of birth as accurate and complete. However, a small number of the countries
described their registrations as “acceptable” or fairly good’. (Eurostat Working paper 25). Consequently, the comparability for
countries with poorer quality and completeness of their statistics may be less accurate.

Most of the 31 countries under study include children born abroad to own residents in their national statistics and exclude

children born within their territories to non-residents (Eurostat working paper 25). But there are some exceptions.

*  Austria, Germany, Poland and Northern Ireland exclude both categories, thus underestimating the number of births.

*  Cyprus, Greece, Hungary and Spain include both categories, thus overestimating the number of births.

*  France, Ireland, Portugal, England and Wales and Scotland base their birth statistics on the births in their own country, thus
excluding the births to residents abroad and including the births to non-residents in their own country. This may lead to over-
or underestimation of the number of births depending on the number of births to non-residents and to residents abroad.

Comparability over time

Some countries had a change in their data collection and therefore a break in their time series. These break in series are flagged
with a footnote in the Heidi Table Chart and some information (if available) on these breaks is given in the annexes belonging to
the Eurostat metadata. Breaks in trends occurred for the EU-27 average in 1998, for Malta in 2001, Slovenia in 2008 and Turkey
in 2007.

General note on comparability with national data

See textbox 4 in chapter 2.4 of this report.

References and further reading

¢ See Eurostat metadata Fertility (last update 2 March 2010)

*  Eurostat Working paper and studies 3/2003/E/n° 25 Demographic statistics: Definitions and methods of collection in
31 European Countries

*  Gissler M, Mohangoo AD, Blondel B, Chalmers J, Macfarlane A, Gaizauskiene A, Gatt M, Lack N, Sakkeus L, Zeitlin J;
Euro-Peristat Group. Perinatal health monitoring in Europe: results from the EURO-PERISTAT project. Informatics for
Health & Social Care. March 2010; 35(2): 64—79



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf

3.1.

Documentation sheet

ECHIM

Indicator name

A) Demographic and socio-economic factors

3. Mother’s age distribution

Relevant policy *  Health inequalities (including accessibility of care)
areas *  Health system performance, quality of care, efficiency of care, patient safety
*  Maternal and perinatal health
*  Child health (including young adults)
Definition Distribution of live births by mother’s age at last birthday
(NB: age distribution of mothers at delivery would be preferable; see remarks)
Calculation Percentage of live births in mothers younger than 20 years, and percentage of live births in mothers of
35 years of age and older.
Relevant * Calendar year
dimensions and *  Country
subgroups *  Region (according to ISARE recommendations).
*  Socio-economic status (educational level. ISCED 3 aggregated groups: 0-2; 3+4; 5+6), only relevant for
mothers aged 35 and over.
Preferred dara Preferred data type:
type and data (In preference order)
source 1) National population statistics
2) Birth registers and perinatal data bases
3) Perinatal surveys
Preferred source:
Eurostat.
Data availability | Eurostat: Data available for the EU-27 in the Eurostat database. Regional data available for most Member
States (from 1990 onwards, NUTS-II level). Data by socio-economic status (education) is available for
CZ, DK, EE, GR, HU, MT, AT, PL. PT, RO, SI, SK, FI, SE and NO for years 2007 and 2008. The ISARE
project on regional data has collected data on mother’s age (indicators: Number of births by mother’s age,
and: Percentage of births by maternal age).
Data periodicity Data are updated annually.
Rationale Both early and late childbearing are associated with higher than average rates of preterm birth, growth
restriction and mortality in the perinatal period.
Remarks * Currently Eurostat data is based on number of live births, i.e. multiple births are counted multiple times,
and stillbirths are not counted.
* PERISTAT is an EU-funded project on evaluating and monitoring perinatal health in Europe.
PERISTAT recommendation, which is scientifically preferable, is to calculate mother’s age distribution
based on number of mothers (i.e. deliveries). Currently PERISTAT has data only for years 2000
(15 countries) and 2004 (26 countries). Next data round is planned to be for 2010 data.
* PERISTAT plans in the next phase to explicitly work on integrating their recommendations into the
regular Eurostat data collections.
*  Eurostat presents total numbers of live births and live births per one year age group of mothers (15-49
years), so percentages as requested by ECHIM need to be calculated from these figures.
References *  Eurostat database, live births by mother’s age at last birthday (select live births)
*  Eurostat database, births by age of the mother by NUTS 2 regions (demo _r d2natag)
*  Eurostat database, live births by mother’s age at last birthday and educational attainment (ISCED 1997)
*  Eurostat meta-data on fertility statistics
*  Health Indicators in the European Regions (ISARE) project
e PERISTAT
*  For PERISTAT project 2000 data please see: the Special Issue of the European Journal for Obstetrics &
Gynecology and Reproductive Biology, Volume 111 (2003), Supplement 1, S1-S87
*  For PERISTAT project 2004 data please see: “European Perinatal Health Report”
Work to do *  Monitor Eurostat and PERISTAT developments regarding indicator definition and data collection



http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=demo_fagec&lang=en
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=demo_r_d2natag&lang=en
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=demo_faeduc&lang=en
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://www.isare.org/
http://www.europeristat.com
http://www.europeristat.com/publications/european-perinatal-health-report.shtml

3.2.  Operational indicators

ID Sub- Indicator Data Operational indicator(s)
division | name source
10301 | Dem & 3. Mother’s Eurostat | Percentage of live births in mothers younger than 20 years.
SES age
distribution
10302 Percentage of live births in mothers of 35 years of age and older.
10303 Percentage of live births in mothers of 35 years of age and older, whose

highest completed level of education is ISCED class 0, 1 or 2.

10304 Percentage of live births in mothers of 35 years of age and older, whose
highest completed level of education is ISCED class 3 or 4.

10305 Percentage of live births in mothers of 35 years of age and older, whose
highest completed level of education is ISCED class 5 or 6.

3.3.  Remarks on comparability

3. Mother’s age distribution

Comparability between countries

Eurostat calculates all demographic indicators for all countries using a common methodology. However, there are no international
recommendations for demographic statistics and data collection depends on the registration systems used in each country. Two
definitions of age may be used for classifying events in a given calendar year by age:

4) The age reached during the calendar year.

5) The age at last birthday (age completed).

Most countries measure fertility both by age completed and age reached during the year. However some countries apply only
one of the definitions (Eurostat Working paper 25). This can lead to significant differences. To cope with this, Eurostat uses a
conversion method which permits comparability of data according to the different definitions. For young mothers (less than 20
years), the different age definitions give substantially different birth rates and birth distributions. To get more exact statistics on
teenage birth rates, the use of age at last birthday is reccommended (Gissler et al., 2008).

In most countries the definition of a live birth matches the WHO definition, i.e., births of children that showed any sign of life
(it is the number of births excluding stillbirths). Sometimes further criteria on birth weight and/or length of gestational period
are added (Bulgaria, Czech Republic and Finland). Not all countries register whether the child is born alive or stillborn (Eurostat
Working paper 25).

Almost all countries consider their registrations of birth as accurate and complete. However, a small number of the countries
described their registrations as “acceptable” or “fairly good’. (Eurostat Working paper 25). Consequently, the comparability for
countries with poorer quality and completeness of their statistics may be less accurate.

Currently Eurostat data is based on number of live births, i.e. multiple births are counted multiple times, and stillbirths are not
counted. The EU project on perinatal health has recommended that mother’s age distributions is based on number of mothers
(i.e. deliveries) and includes live births and stillbirths from 22 weeks of gestation (Gissler et al. 2010).

Comparability over time
No break in series (trends) are reported, except for EU-27 average in 1998.

General note on comparability with national data

See textbox 4 in chapter 2.4 of this report.

References and further reading

*  See Eurostat metadata Fertility (last update 2 March 2010)

¢ See Eurostat metadata Population (last update 13 January 2010)

¢ FBurostat Working paper and studies 3/2003/E/n° 25 Demographic statistics: Definitions and methods of collection in
31 European Countries

Literature:

*  Gissler M, Hannikainen-Ingman K, Donati S, Jahn A, Oliveira da Silva M, Hemminki E, and the REPROSTAT-group: The
feasibility of European reproductive health indicators. The European Journal of Contraception and Reproductive Health Care
13 (4): 376 - 386, 2008.

*  Gissler M, Mohangoo A, Blondel B, Chalmers J, Macfarlane A, Gaizauskiene A, Gatt M, Lack N, Sakkeus L, Zeitlin J for the
EURO-PERISTAT group: Perinatal health monitoring in Europe: results from the EURO-PERISTAT project. Informatics
for Social and Health Care 35 (2): 64-79, 2010.



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_pop_esms.htm
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf

4.1. Documentation sheet

ECHIM

Indicator name

A) Demographic and socio-economic factors

4. Total fertility rate

Relevant policy *  Sustainable health care systems

areas *  Maternal and perinatal health

Definition of the | The mean number of children that would be born alive to a woman during her lifetime if she were to pass

indicator through her childbearing years conforming to the fertility rates by age of a given year.

Calculation of the | Total fertility rate is computed as the mean number of children that would be born alive to a woman during

indicator her lifetime if she were to pass through her childbearing years (generally defined as 15-49) conforming to the
fertility rates by age of a given year. It is computed by adding the fertility rates by age for women in a given
year (the number of women at each age is assumed to be the same, i.e. mortality is assumed to be zero during
the child-bearing period).

Relevant * Calendar year

dimensions and *  Country

subgroups *  Region (according to ISARE recommendations)

Preferred data Preferred data type:

type and dara * National population censuses, population registers.

source(s) Preferred source:

*  Eurostat

Data availability | Data are available for the EU-27 in the Eurostat database. The ISARE project on regional has not collected
data on fertility rate.

Data periodicity Data are updated annually.

Rationale Basic demographic data. The total fertility rate is the completed fertility of a hypothetical generation and is
also used to indicate the replacement level fertility, i.e. the fertility needed to compensate mortality loss. In
more developed countries, a rate of 2.1 is considered to be replacement level.

Remarks *  Total fertility rate (TFR) is calculated as a period indicator (e.g. assuming that age-specific fertility levels
remain constant in the future), not by birth cohorts. Completed fertility rate by birth cohort (CFR)
refers to the average number of children at the end of reproductive period.

TFR and CFR differ significantly if the timing of childbearing differs by time or by country.

References *  Eurostat metadata, fertility
*  Health Indicators in the European Regions (ISARFE) project
*  Eurostat database, fertility (select total fertility rate)

Work to do -

4.2.  Operational indicators

ID Sub-division | Indicator name | Data Operational indicator(s)
source
10401 | Dem & SES 4. Total fertility Eurostat Total fertility rate.
rate



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://www.isare.org/
http://nui.epp.eurostat.ec.europa.eu/nui/show.do?dataset=demo_find&lang=en

4.3.  Remarks on comparability

4. Total fertility rate

Comparability between countries
Eurostat calculates all demographic indicators for all countries using a common methodology. In this Eurostat methodology the
childbearing years are defined as 15-49 years (Eurostat Working paper 26).

There are no international recommendations for demographic statistics and data collection depends on the registration systems
used in each country. Two definitions of age may be used for classifying events in a given calendar year by age:

1) The age reached during the calendar year.

2) The age at last birthday (age completed).

Most countries measure fertility both by age completed and age reached during the year. However, some countries apply only one
of the definitions (Eurostat Working paper 25). This can lead to significant differences, particularly in analysis by age (e.g. live
births by mother’s age). To cope with this, Eurostat uses a conversion method which permits comparability of data according to
the different definitions. For total fertility rate, however, the different definitions of age have only an insignificant effect.

In most countries the definition of a live birth matches the WHO definition, i.e., births of children that showed any sign of life
(it is the number of births excluding stillbirths). Sometimes further criteria on birth weight and/or length of gestational period
are added (Bulgaria, Czech Republic and Finland). Not all countries register whether the child is born alive or stillborn (Eurostat
Working paper 25).

Almost all countries consider their registrations of birth as accurate and complete. However, a small number of the countries
described their registrations as “acceptable” or “fairly good’. (Eurostat Working paper 25). Consequently, the comparability for
countries with poorer quality and completeness of their statistics may be less accurate.

Comparability over time
No break in series (trends) are reported.

General note on comparability with national data

See textbox 4 in chapter 2.4 of this report.

References and further reading

e See Eurostat metadata Fertility (last update 2 March 2010)

*  See Eurostat metadata Population (last update 13 January 2010)

¢ Eurostat Working paper and studies 3/2003/E/n° 25 Demographic statistics: Definitions and methods of collection in
31 European Countries

*  Eurostat Working paper and studies 3/2003/F/no 26 Methodology for the calculation of Eurostat’s demographic indicators



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_fer_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/demo_pop_esms.htm
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-CC-04-004/EN/KS-CC-04-004-EN.PDF

5.1.  Documentation sheet

ECHIM
Indicator name

A) Demographic and socio-economic factors

5. Population projections

types and source

Relevant policy *  Sustainable health care systems

areas *  Healthy ageing, ageing population
*  (Planning of) health care resources

Definition Population projections are what-if scenarios that aim to provide information about the likely future size
and structure of the population based on assumptions for fertility, mortality and migration. Population
projections expressed in absolute numbers.

Calculation ‘The EUROPOP2010 “convergence scenario” is used. This is based on the population on Ist January
2010, and the assumptions have been developed in a conceptual framework where the socio-economic and
cultural differences between EU Member States would fade away in the long run. This assumption implies
a convergence of the most important demographic values. For example, in the (hypothetical) convergence
year 2150, fertility is assumed to converge to levels achieved by MSs that are considered to be forerunners
in the demographic transition. Life expectancy increases are assumed to be greater for countries at lower
levels of life expectancy and smaller for those at higher levels. Migration is assumed to converge to zero net
migration in 2150. These assumptions can be summarised by means of indicators such as total fertility rate,
life expectancy at birth and net international migration for the target year 2060.

Relevant *  Calendar year (from 2010 up to and including 2060)

dimensions and *  Country

subgroups *  Region (according to ISARE recommendations)

* Sex
*  Age group (0-24, 25-64, 65+)
Preferred data Preferred data type: basic demographic data (as input for the projection models)

Preferred data source: Eurostat (EUROPOP2010)

Data availability

Eurostat calculates projections for all EU Member States and EFTA countries. Population projection data
from Eurostat are available by single age and sex from 2010 (start population) up to and including 2060. For
2008 until 2031Eurostat also calculates regional population projections at NUTS level 2 (i.e. not fully in
accordance with ISARE recommendations).

Data periodicity

Population projections are produced by Eurostat every 3-4 years. There is no official release calendar.

Rationale

Basic demographic data by itself: population projections are predictive measures which implicate that if the
hypothetical projection calculation premises are correct, what projected population size and age structure
would result in any future year. The current scenario is primarily used in the context of the European
Commission’s analysis of the impact of ageing populations on public spending.

Remarks

*  Eurostat projections may differ from national estimates due to different assumptions of fertility,
mortality and migration. Eurostat projections are recommended because Eurostat uses the same
harmonized calculation methods for all countries.

References

*  Eurostat metadata, EUROPOP2010 - Convergence scenario, national level
*  Eurostat (Population and social conditions). Ageing characterises the demographic perspectives of the

European societies. Statistics in focus72/2008

*  Eurostat metadata, EUROPOP2008 - Convergence scenario, regional level
¢ Health Indicators in the European Regions (ISARE) project

*  Eurostat database, population projections, convergence year 2150 - 1 January population by sex and
single year of age

Work to do



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/proj_10c_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-SF-08-072/EN/KS-SF-08-072-EN.PDF
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-SF-08-072/EN/KS-SF-08-072-EN.PDF
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/proj_r08c_esms.htm
: http:/www.isare.org
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=proj_10c2150p&lang=en
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=proj_10c2150p&lang=en

5.2.  Operational indicators

ID Sub- Indicator Data Operational indicator(s)
division | name source

10501 Dem & 5. Population | Eurostat Estimate of population size using convergence scenario (2150), total
SES projections (absolute numbers).

10502 Estimate of population size using convergence scenario (2150), male

(absolute numbers).

10503 Estimate of population size using convergence scenario (2150), female
(absolute numbers).

10504 Estimate of population size using convergence scenario (2150), for age
group 0-24 (absolute numbers).

10505 Estimate of population size using convergence scenario (2150), for age
group 25-64 (absolute numbers).

10506 Estimate of population size using convergence scenario (2150), for age
group 65+ (absolute numbers).

5.3.  Remarks on comparability

5. Population projections

Comparability between countries

Eurostat uses the same harmonized calculation methods for all countries. Eurostat projections may differ from national estimates
due to different assumptions of fertility, mortality and migration.

The Europop2010 (Eurostat Population Projections 2010-based) convergence scenario is used. This scenario is contains:

*  Projected 1st January population by sex and 5-year age group, by 5-year time interval

*  Assumptions on total fertility rates (TFR), life expectancy at birth by sex and net international migration.

Therefore, the comparability issues for population by sex and age, total fertility rate and life expectancy, are also relevant for
population projections. Most countries consider their registrations of birth and deaths as accurate and complete. However, a
small number of the countries described their registrations as “acceptable” or fairly good’. The quality and completeness of
international migration statistics vary widely between the European countries (Eurostat Working paper 25). Consequently, the
projections for countries with poorer quality and completeness of their statistics may be less accurate.

Europop2010 data are purely projections and therefore they should not be intended as population forecasts.

Comparability over time
Not applicable

General note on comparability with national data
See textbox 4 in chapter 2.4 of this report.

References and further reading
¢ See Eurostat metadata EUROPOP2010 - Convergence scenario, national level (last update 2 May 2011

¢ Eurostat Working paper and studies 3/2003/E/n° 25 Demographic statistics: Definitions and methods of collection in
31 European Countries



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/proj_10c_esms.htm
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf
http://ec.europa.eu/eurostat/ramon/statmanuals/files/KS-CC-03-005-EN.pdf

6.1.

Documentation sheet

ECHIM

Indicator name

A) Demographic and socio-economic factors

6. Population by education

Relevant policy *  Health inequalities (including accessibility of care)

areas e  Health in All Policies (HiAP)

Definition Proportion (%) of population divided up into three classes of educational attainment (low, middle and high
education). Attainment profiles are based on highest completed specified level of education.

Caleulation Percentage of total population in the 7 classes of ISCED (International Standard Classification of Education
1997), aggregated into three attainment groups comprising of: elementary and lower secondary education
(ISCED level 0,1 and 2), upper/post secondary (ISCED levels 3 and 4) and tertiary (ISCED levels 5 and 6)
(see remarks).

Relevant * Calendar year

dimensions and *  Country

subgroups *  Region (according to ISARE recommendations; see data availability)
*  Sex

Age group (25-64)

Preferred dara

Preferred data type: HIS

type and data Preferred source: Eurostat (based on Labour Force Survey (LES))

source

Data availability | In the Eurostat database data on educational attainment level (%) from the LFS are divided by sex and
several age groups, including 25-64. Data by region according to ISARE recommendations are not available.
Data on educational attainment level are however available by NUTS 2 level in the Eurostat database.

Data periodicity Eurostat data based on the LFS are available annually and quarterly.

Rationale Together with occupation and income, education belongs to the classic three core indicators of socio-

economic status. The different indicators emphasise the different dimensions of SES. Apart from being an
important indicator for describing the general social condition of the population by itself; stratification
schemes based on the indicator provide an important tool for monitoring socio-economic inequalities in

health.




Remarks

“Educational level should be measured by means of a hierarchical classification of the population
according to their highest completed educational level” “An exception may be made to students, who
might be classified according to the level of education they are attending” (see reference 1 below). So,
students have not reached their highest level of education yet, and this should be taken into account
when interpreting data on population by education.

References 1 and 3 (see below) recommend to use 4 categories (elementary education, lower secondary,
uppet/post secondary and tertiary); “The recommendation on number attainment groups (four) is
taking into account two conflicting requirements. On the one hand, the groups should be small enough
to give a good impression of the size of inequalities. On the other hand, they should be large enough

to have a sufficient number of cases per socio-economic group. In practice, the recommended 4-level
scheme is found to be a good compromise” (see reference 1 below). In case three categories are used, the
distribution among education groups is skewed for the population aged 50+.

However, all three databases (Eurostat, WHO, OECD) provide data on educational attainment divided
into three categories instead of four. Eurostat has data aggregated into the categories ISCEDO-2,
ISCED3-4 and ISCED5-6. Usually comparability and sample size are not sufficient to allow a
breakdown in more than 3 groups.

In 2011 a new ISCED version was released, which contains 9 classes (0 -8). How these could best be
aggregated into larger groups needs to be discussed with experts and Eurostat (see work-to-do-section).
The meaning of education differs between birth cohorts. Because of the general increase in educational
level the comparability of the educational level of elderly and young people is hampered. Therefore
differences in age-distribution of the population should be taken into account.

If possible elderly should be included because the prevalence/incidence of health problems is highest in
the oldest age groups.

Compared with LES EU-SILC has the advantage of the inclusion of the elderly age groups. However

a 2009 Equalsoc Working Paper concludes “As to internationally comparative studies concerning
substantive issues related to education, the results found here do not suggest promoting at this stage EU-
SILC as a promising data base” (see reference 9). Large discrepancies in education distributions result
from EU-SILC and EU-LFS in spite of the fact that both databases are produced by the same National
Statistical Institutes (NSIs). Both data sets are collected by NSIs from similar population samples.

With a few exceptions, EU-LFS educational distributions were found to correspond relatively closely

to educational distributions from national databases. Also because EU-LEFS is usually based on larger
samples than EU-SILC it may be taken as a reference” (see also reference 9).

Sample frame LFS: rotating random sample survey of persons (15+) in private households.

In the EHIS questionnaire the ISCED classification is used (no education and 6 ISCED classes,

7 categories in total). So data for 7 categories will become available from EHIS in the future. Whether
the data quality of data on population by education from EHIS will be preferable over LFS is to be
assessed when EHIS data are available for analysis.

References

Monitoring socio-economic differences in health indicators in the European Union-project

EUROTHINE - Tackling Health Inequalities In Europe: an integrated approach

Kunst, A. Development of health inequalities indicators for the Eurothine project. 2008
EHIS 2007-2008 Methodology: Information from CIRCA

LFS introduction

LES userguide

ISCED International Standard Classification of Education

Health Indicators in the European Regions (ISARE) project

Schneider, 2009. Measurement of Education in EU-SILC Preliminary Evaluation of Measurement
Quality

Eurostat database, dataset Persons with a given education attainment level by sex and age groups (%)
LES main indicators. Reference Metadata in Euro SDMX Metadata Structure (ESMS)

LES series - Detailed quarterly survey results (from 1998). Reference Metadata in Euro SDMX Metadata

Structure (ESMS
ISCED 2011 version

Work to do

Discuss with (Extended) Core Group (or comparable body, if (E)CG is no longer maintained after
the Joint Action for ECHIM) the suggestion made by Eurostat to change the indicator’s name into
‘population by educational attainment level’, in accordance with ISCED 2011 terminology.

Discuss with experts and Eurostat how the 9 classes of the new ISCED version (compared with the

7 classes in ISCED 1997) could be best aggregated into larger groups. N.B.: Eurostat announced that
they intend to publish LES data on educational attainment level, when collected according to ISCED
2011, by at least 4 groups.



http://ec.europa.eu/health/ph_projects/1998/monitoring/monitoring_project_1998_full_en.htm#6
http://ec.europa.eu/health/ph_projects/2003/action1/action1_2003_16_en.htm
http://ec.europa.eu/health/ph_projects/2003/action1/docs/2003_1_16_rep3_en.pdf
http://circa.europa.eu/Public/irc/dsis/health/library?l=/methodologiessandsdatasc/healthsinterviewssurvey/2007-2008_methodology&vm=detailed&sb=Title
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_unemployment_lfs/introduction
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/LFSuserguide_htmlversion/10_Education_and_training/HATLEVEL.htm
http://www.uis.unesco.org/TEMPLATE/pdf/isced/ISCED_A.pdf
http://www.isare.org/
http://www.equalsoc.org/uploaded_files/publications/EducationinEU-SILC.pdf
http://www.equalsoc.org/uploaded_files/publications/EducationinEU-SILC.pdf
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=edat_lfs_9903&lang=en
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/lfsi_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/lfsq_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/lfsq_esms.htm
http://www.uis.unesco.org/Education/Documents/UNESCO_GC_36C-19_ISCED_EN.pdf

6.2.  Operational indicators
ID Sub- Indicator Data source Operational indicator(s)
division | name
10601 | Dem & | 6. Eurostat (LES) Proportion of population aged 25-64 whose highest completed level
SES Population of education is ISCED class 0, 1 or 2, for both sexes.
by education

10602 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 3 or 4, for both sexes.

10603 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 5 or 6, for both sexes.

10604 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 0, 1 or 2, for men.

10605 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 3 or 4, for men.

10606 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 5 or 6, for men.

10607 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 0, 1 or 2, for women.

10608 Proportion of population aged 25-64 whose highest completed level
of education is ISCED class 3 or 4, for women.

10609 Proportion of population aged 25-64 whose highest completed level

of education is ISCED class 5 or 6, for women.




6.3.  Remarks on comparability

6. Population by education

Comparability between countries

Comparability across countries is considered as high. Eurostat obtains the data from the European Union Labour Force
Survey (EU LFS). Common regulations and definitions and a common methodology for this survey go a long way to ensure
comparability of the statistics between the participating countries. For all countries the classification of educational activities is

based on ISCED (the International Standard Classification of Education) developed by UNESCO.

For education, each country has the responsibility to ensure that the national survey provides data that are compatible with the
EU definitions and of the same quality. However, the EU LES is a joint effort by Member States to coordinate their national
employment surveys, which must serve their own national requirements. Therefore, there inevitably remain some differences in
the survey from country to country. In addition, each Member State runs their survey independently, e.g. using different modes
of data collection for the LFS: personal visits, telephone interviews and self-administered questionnaires. Furthermore, part of
the data can be supplied by equivalent information from alternative sources, including administrative registers, provided the
data obtained are of equivalent quality. Typically, the Nordic countries supply the demographic information directly from their
population registers.

The EU LFS results cover the total population usually residing in Member States and living in private households, persons living
in collective or institutional households are hence excluded. Because elderly generally have a lower educational level than younger
people, the exclusion of people in collective or institutional household can result in an overestimation of the percentage of the
population in the highest classes of educational attainment in countries where a high proportion of elderly are institutionalized
compared with countries with a low proportion of institutionalized elderly people. For the same reason differences in age-
distribution of the population should be taken into account. However, data are not age-standardised and therefore comparability
is hampered.

Comparability over time

Comparability over time is considered as reasonably high. The LES is now a continuous survey, of which results are published
quarterly. Initially, the survey was carried out one quarter per year only (usually in spring), but between 1998 and 2005 it
underwent a transition to a continuous survey with interviews being distributed across all weeks of the year. Breaks in series might
result from this transition to a quarterly continuous survey, but also from census revisions and from revisions in survey design,
sample design and the content or order of the questionnaire. These break in series are flagged with a footnote in the Heidi Table
Chart. Detailed information on these breaks in trends is given in the document ‘Comparability of results, breaks in series and
coherence with other statistics’ and in the document “Youth education attainment level’, both available on the Circa site (see
References and further reading).

General note on comparability with national data
See textbox 4 in chapter 2.4 of this report.

References and further reading:

*  Eurostat metadata LFS series - Detailed quarterly survey results (from 1998) (last update 21 March 2012)
* Eurostat metadata LFS main indicators (last update 21 March 2012)

See also the technical information available at the EU- LFS circa-page:

¢ The European Union Labour Force Survey

¢ Comparability of results, breaks in series and coherence with other statistics
¢ Youth education attainment level

See also the LES dedicated section on Eurostat’s website



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/lfsq_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/lfsi_esms.htm
file:///Volumes/Formzet/%e2%80%a2PrePress/Vijfkeerblauw/120988_Echim_rapport%20map/�%09http:/circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/index.htm
file:///Volumes/Formzet/%e2%80%a2PrePress/Vijfkeerblauw/120988_Echim_rapport%20map/�%09http:/circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/LFS_MAIN/LFS/LFS_COMPARABILITY.htm
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/LFS_MAIN/Related_documents/innore_ir09.htm
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_unemployment_lfs/introduction

7.1.

Documentation sheet

ECHIM

Indicator name

A) Demographic and socio-economic factors

7. Population by occupation

Relevant policy *  Health inequalities (including accessibility of care)

areas e Health in All Policies (HiAP)

Definition Proportion (%) of population by occupational group. Classification is based on the current or last (main)
occupation.

Caleulation According to European Socio-economic Classification (ESeC) project recommendations; 9 occupational
classes (and one class for never worked/long-term unemployed), based on ISCO classification and additional
information on: 1) status (self-employed/employees), 2) organization size for employers (less than 10/10
employees or more), 3) hierarchical position for employee (supervisor or ordinary employee). The 9 classes
are to be aggregated into 5 groups: ESeC classes 1+2, 3+6, 4+5, 7, and 8+9.

Relevant *  Calendar year

dimensions and *  Country

subgroups *  Region (according to ISARE recommendations)
*  Sex

Age group (25-64)

Preferred data

Preferred data type: HIS

type and data Preferred source: Labour Force Survey (LES), alternatively: European Social Survey (ESS)
source
Data availability | (Also see first remark)

*  Microdata of European Statistics of Income and Living Condition survey (EU-SILC) and LES allow for
the computation of occupational class according to ESeC since 2004 and 2006 respectively. Eurostat
does not publish data on occupation from these surveys.

* LFS contains data by sex, age and NUTS-II level. This corresponds to ISARE recommendations for a
number of countries only.

e ESS: Data available for years 2002, 2004, 2006, 2008. Next round planned for 2010. 30 countries
participated in 2008. ESS is project based (funded by FP6, FP7 (DG Research).

* Individual level data freely available in ESS database; ISCO classification and additional information
necessary to compute ESeC classes, sex, age. No data on region according to ISARE recommendations
available.

* ISARE project on regional data does not collect data on occupation.

Data periodicity LES: quarterly survey since early 2000’s (before that time: annual).

ESS: biannual survey.

Rationale Next to stratification schemes based on educational level and income, occupation-based social class schemes
provide an important tool for monitoring socio-economic inequalities in health.
Remarks *  Currently no data on population by occupation by ESeC class are centrally computed/published, though

the necessary microdata are available (see data availability). ECHIM will discuss with Eurostat whether
these data can be provided in the future (see work to do). Until these data are available, Labour Force
Survey (LFS) data on occupational class based on ISCO can be used as an alternative (see references).

* LFS applies ISCO classification on 4 digit level for the main job and 3 digit level for the previous
occupation, SILC applies ISCO at 2 digit level. The former therefore is more suitable for calculating
occupational classes according to ESeC.

*  Economically inactive persons should also be assigned to occupational classes to prevent underestimation
of health inequalities. This can be achieved through using the last (main) occupation instead of current
occupation, and/or by assignment of occupational class at household level instead of individual level.

*  Occupational class should only be measured as of age 25, as most socioeconomic characteristics are not
yet established for many young persons. If possible people aged 65+ should be included, but in practice
(good) data for the elderly are often unavailable in surveys.

*  Both LFS and ESS cover the population residential within private households from the age of 15. (N.B.
in LES demographic data are collected for all age groups, labour market related data only for persons
aged 15 and over).

* Disadvantage of ESS compared to LES is the relatively small sample sizes.

*  Occupational class (measured by means of the ISCO classification) can also be a good tool for stratifying
register data. This is the case for mortality data in particular (see recommendations of the Monitoring
socio-economic differences in health indicators in the European Union-project).




References *  European Socio-economic Classification (ESeC) project

*  Social Class in Europe: An Introduction to the European Socio-economic Classification. David Rose and
Eric Harrison (eds). Routledge/ESA studies in European Societies, 2010.

* International Standard Classification of Occupations ISCO)

¢ LFS metadata and LES

*  European Social Survey (ESS)

e  Health Indicators in the European Regions (ISARE) project
*  Monitoring socio-economic differences in health indicators in the European Union-project

¢ Eurostat database, Employment by sex, age groups, professional status and occupation

Work to do *  Check with Eurostat whether data on occupational classes according to ESeC using LFS data can be
provided

*  Check with ESeC experts rationale for recommended aggregation of classes

e Check with ESeC experts whether ESeC guidelines will be adapted to incorporate new ISCO version
(ISCO-08)

e Discuss with (Extended) Core Group (or comparable body, if (E)CG is no longer maintained after
the Joint Action for ECHIM) the suggestion made by Eurostat to change the indicator’s name into
‘Employed population by occupation’

7.2.  Operational indicators

ID Sub- Indicator Data Operational indicator(s)
division | name source

10701 Dem & 7. Population | Eurostat Proportion of population aged 25-64 whose current or last main
SES by occupation | (LFS) occupation is/was in ESeC class 1 or 2, for both sexes.

10702 Proportion of population aged 25-64 whose current or last main

occupation is/was in ESeC class 3 or 6, for both sexes.

10703 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 4 or 5, for both sexes.

10704 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 7, for both sexes.

10705 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 8 or 9, for both sexes.

10706 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 1 or 2, for men.

10707 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 3 or 6, for men.

10708 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 4 or 5, for men.

10709 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 7, for men.

10710 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 8 or 9, for men.

10711 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 1 or 2, for women.

10712 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 3 or 6, for women.

10713 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 4 or 5, for women.

10714 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 7, for women.

10715 Proportion of population aged 25-64 whose current or last main
occupation is/was in ESeC class 8 or 9, for women.



http://www.iser.essex.ac.uk/esec/
http://www.ilo.org/public/english/bureau/stat/isco/isco88/intro.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/employ_esms.htm
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/index.htm
http://www.europeansocialsurvey.org/
http://www.isare.org/
http://ec.europa.eu/health/ph_projects/1998/monitoring/monitoring_project_1998_full_en.htm#6
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=lfsa_egais&lang=en

7.3.  Remarks on comparability

7. Population by occupation

Comparability between countries

Comparability across countries is considered as high. Eurostat obtains the data from the European Union Labour Force Survey (EU

LFS). Common regulations and definitions and a common methodology for this survey go a long way to ensure comparability of

the statistics between the participating countries. Comparability of the main characteristic in the EU Labour Force Survey (labour

status, the distribution of the population in employed, unemployed or economically inactive) is enhanced by EU legislation, in
which particular definitions and sequence of questions is outlined. For example, comparability is ensured by:

* aclose correspondence between the EU list of survey variables and the national survey questionnaires;

*  the use of the same definitions for all countries;

* the use of common classifications; the employed population is subdivided by occupation using an internationally standardised
classification: ISCO (International Standard Classification of Occupations). ISCO-08 from 2011; ISCO-88 (COM) until
2010.

* legally binding minimum precision requirements, which in effect assure a sufficiently large sample size;

* the data being centrally processed by Eurostat.

However, each Member State runs their survey independently, e.g. using different modes of data collection for the LFS: personal
visits, telephone interviews and self-administered questionnaires.

Comparability over time
In 2011 a revision of the ISCO classification took place and the data for previous years were not revised. The introduction of the
new ISCO-08 does create a break in the time series, this is more visible in some countries than in others.

For the time series before 2011, comparability over time is considered as reasonably high. The LES is now a continuous survey,
of which results are published quarterly. Initially, the survey was carried out one quarter per year only (usually in spring), but
between 1998 and 2005 it underwent a transition to a continuous survey with interviews being distributed across all weeks of
the year. Breaks in series might result from this transition to a quarterly continuous survey, but also from census revisions and
from revisions in survey design, sample design and the content or order of the questionnaire. Detailed information on these
breaks in trends is given in the document ‘Comparability of results, breaks in series and coherence with other statistics’ available
on the circa site (see References and further reading). Furthermore, the manner in which certain questions are answered may be
influenced by the political or social circumstances at the time of interview.

General note on comparability with national data
See textbox 4 in chapter 2.4 of this report.

References and further reading

*  Eurostat metadata LFS series - Detailed quarterly survey results (from 1998) (last update 21 March 2012):
* Eurostat metadata LFS main indicators (last update 21 March 2012)

See also the technical information available at the EU- LFS circa-page:

¢ The European Union Labour Force Survey

e Comparability of results, breaks in series and coherence with other statistics
*  Youth education attainment level

See also the LES dedicated section on Eurostat’s website



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/lfsq_esms.htm
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/lfsi_esms.htm
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/index.htm
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/LFS_MAIN/LFS/LFS_COMPARABILITY.htm
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/LFS_MAIN/Related_documents/innore_ir09.htm
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_unemployment_lfs/introduction

8.1.

Documentation sheet

ECHIM

Indicator name

A) Demographic and socio-economic factors

8. Total unemployment

Relevant policy *  Health inequalities (including accessibility of care)

areas e Health in all Policies (HiAP)

Definition 1) Proportion (%) of unemployed persons aged 15-74 in the labour force.

2) Proportion (%) of long-term unemployed persons aged 15-74 in the labour force.

Calculation 1) ‘'The (annual average) number of unemployed people aged 15-74 years who where without work, were
currently available for work and were either actively seeking work in the past four weeks or had already
found a job to start with within the next two weeks, as a proportion of the labour force (unemployed
and employed persons aged 15 to 74 ). Annual averages are calculated based on four reference weeks,
each for one quarter of the year.

2) The (annual average) number of long-term unemployed people (persons who have been unemployed
for one year or more) aged 15-74 years as a proportion of the labour force (unemployed and employed
persons 15 to 74 years of age). Annual averages are calculated based on using four reference weeks, each
for one quarter of the year.

Relevant e Calendar year

dimensions and *  Country

subgroups *  Region (according to ISARE recommendations; see data availability)

* Sex

*  Age group (15-24)

Preferred data Preferred data type:

type and dara *  Survey

source Preferred source:

*  Eurostat, The European Union Labour Force Survey (EU LES)

Data availability | 1) In the Eurostat database data on unemployment for all 27 MS are mostly available from 2000 onwards.
Data are available by sex, age groups and regions (NUTS levels 1, 2, 3). The ISARE project on regional
data has collected regional data on unemployment (indicator: percentage of unemployed persons 14 to
64 years old).

2) Eurostat also has data on long-term unemployment. Data on long-term unemployment for all 27 MS are
mostly available from 2000 onwards. Data are available by sex, age and region (NUTS level 1/ 2 or 3).
The ISARE project on regional data has not collected data on long-term unemployment.

Data periodicity The data of the European Union Labour force survey is updated quarterly since 2000 (data collection).
Annual unemployment data is consistently calculated as average of the quarterly data of the European
Union Labour Force Survey since 2005. The annual averages are published along with quarter 4 data.
Quarterly unemployment rates are released according to national availability. For orientation, the current
legal transmission obligation foresees transmission of national data to Eurostat 12 weeks after the end of the
reference quarter.

Rationale Important indicator from the view of socio-economic differences in health. Besides other special risks,
unemployment is tied up with poverty. Especially long-term unemployment itself has detrimental health
effects.

Remarks *  ‘Unemployment rate by gender’ is one of the EU Structural Indicators as well as one of the EU

Sustainable Development Indicators. ‘Unemployment by age group’ and ‘total long-term unemployment
rate’ are also Sustainable Development Indicators. Both unemployment and long-term unemployment
are overarching indicators of the Open Method of Coordination on Social Inclusion and Social
Protection (OMC). Long-term unemployment rate’ is also one of the indicators on the social inclusion
strand of the OMC.

*  Eurostat also provides data on unemployment rate by education (ISCED).

*  Eurostat currently does not publish data on long-term unemployment by age. The LSF data however do
allow for the computation of this indicator operationalisation.

*  The survey is representative for the population of the Member States aged 15-74 living in private
households. Exceptions are Norway, Iceland, the United Kingdom and Spain, where the data is
representative for the population aged 16-74.

*  People living in collective or institutional households are excluded from the survey.




References

Eurostat database, metadata LFS adjusted series

Unemployment rate annual average by sex and age group

Long-term unemployment annual average by sex

Long-term unemployment (12 months and more) at NUTS level 1 and 2 (1000, %)
Unemployment rate by sex, age and NUTS 3 regions (%)

EU Sustainable Development Indicators, Eurostat website
EU Structural Indicators, Eurostat website

OMC, Indicators of the social inclusion strand, Eurostat website

OMC, overarching indicators, Eurostat website
LFS dedicated section on Eurostat’s website

Work to do

8.2.  Operational indicators

ID Sub- Indicator name | Data Operational indicator(s)
division source
10801 Dem & | 8. Total Eurostat | Unemployment rate, % of labour force, annual average, total
SES unemployment (Labour | population (15-74 years).
Force
Survey)
10802 Unemployment rate, % of labour force, annual average, male
population (15-74 years).
10803 Unemployment rate, % of labour force, annual average, female
population (15-74 years).
10804 Unemployment rate, % of labour force, annual average, age less than
25 years.
10805 Long term unemployment rate, % of labour force, annual average,
total population (15-74 years).
10806 Long term unemployment rate, % of labour force, annual average,
male population (15-74 years).
10807 Long term unemployment rate, % of labour force, annual average,

female population (15-74 years).



http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/EN/une_esms.htm
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=une_rt_a&lang=en
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=une_ltu_a&lang=en
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=lfst_r_lfu2ltu&lang=en
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=lfst_r_lfu3rt&lang=en
http://epp.eurostat.ec.europa.eu/portal/page/portal/sdi/indicators
http://epp.eurostat.ec.europa.eu/portal/page/portal/structural_indicators/indicators/social_cohesion
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_social_policy_equality/omc_social_inclusion_and_social_protection/social_inclusion_strand
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_social_policy_equality/omc_social_inclusion_and_social_protection/overarching
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_unemployment_lfs/introduction

8.3.  Remarks on comparability

8. Total unemployment

Comparability between countries

Comparability across countries is considered as high. Eurostat obtains the data from the European Union Labour Force

Survey (EU LFS). Common regulations and definitions and a common methodology for this survey go a long way to ensure

comparability of the statistics between the participating countries. Comparability of the EU Labour Force Survey results is

ensured by:

* aclose correspondence between the EU list of survey variables and the national survey questionnaires;

* the use of the same definitions for all countries, for unemployment in particular, this is the internationally agreed ILO
concept of unemployment which is further specified in an operational definition of unemployment, legally binding through a
regulation;

e the use of common classifications;

* legally binding minimum precision requirements, which in effect assure a sufficiently large sample size;

* the data being centrally processed by Eurostat.

However, each Member State runs their survey independently, e.g. using different modes of data collection for the LFS: personal
visits, telephone interviews and self-administered questionnaires.

The EU-LEFS results cover the total population usually residing in Member States and living in private households, persons

living in collective or institutional households are hence excluded. Employment and unemployment are concepts defined for the
population of age 15 and over. Questions in the LFS relating to labour market status are hence restricted to persons in the age
group of 15 years or older. Also by definition, unemployment is subject to an upper age limit of 75. The unemployment rates
thus cover the resident population of the Member States aged 15-74 living in private households. Exceptions are Norway, Iceland,
the United Kingdom, Sweden (until 2000) and Spain, where the data covers the population aged 16-74.

Comparability over time

Comparability over time is considered as reasonably high. Breaks in series might result from the transition to a quarterly
continuous survey that took place between 1998 and 2004, from revisions in survey design (e.g. questionnaire and sample design)
and from the gradual alignment with the operational definition of unemployment in Regulation (EC) 1897/2000. However, the
LFS Adjusted Series, which are used for this ECHI indicator as far as possible include corrections for these types of breaks.

In spite of these adjustments, for unemployment a break in series occurred in 2001 for Sweden and in 2007 for Turkey. For long
term unemployment a break in series occurred in 2005 for Germany and Spain, in 2004 for Austria and Italy and in 2002 for
Romania. Breaks are flagged with a footnote in the Heidi Table Chart.

General note on comparability with national data

See textbox 4 in chapter 2.4 of this report.

References and further reading
¢ Eurostat metadata Unemployment - LES adjusted series (last update 04 March 2011)

Eurostat metadata LFS main indicators (last update 04 March 2011)

e See also the LFS dedicated section on Eurostat’s website
*  See also the technical information available at the EU- LES circa-page



http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_unemployment_lfs/introduction
http://epp.eurostat.ec.europa.eu/cache/ITY_SDDS/en/lfsi_esms.htm
http://epp.eurostat.ec.europa.eu/portal/page/portal/employment_unemployment_lfs/introduction
http://circa.europa.eu/irc/dsis/employment/info/data/eu_lfs/index.htm

9.1.

Documentation sheet

ECHIM

Indicator name

A) Demographic and socio-economic factors

9. Population below poverty line and income inequality

Relevant policy

areas

*  Health inequalities (including accessibility of care)
* Life style, health behaviour
e Health in All Policies (HiAP)

Definition

3) Population at risk of poverty: the share of persons with an income below the poverty line.
4) Income inequality: the ratio of total income received by 20% of the country’s population with the
highest income to that received by 20% of the country’s population with the lowest income.

Caleulation

1) Percentage of persons in the total population with an equivalised disposable income below the
“national poverty line” (i.e. below 60% of the national median equivalised disposable income). Total
population is all persons living in private household on the national territory. Total disposable income
of a household is calculated by adding together the personal income received by all of the household
members, plus income received at household level. Disposable household income includes all income
from work, private income from investment en property, transfers between households and all social
transfers received in cash including old-age pensions (see remarks for more detailed definition). Personal
equivalised income is obtained by dividing the total household disposable income by the equivalised
size of the household, using modified OECD scale: 1 for the first person aged 14 or more; 0.5 for any
subsequent person aged 14 or more; and 0.3 for persons aged less then 14.

2) Income inequality is calculated as the ratio of the sum of equivalised disposable income received by
the 20% of the country’s population with the highest equivalised disposable income (top inter-quintile
interval) to that received by the 20% of the country’s population with the lowest equivalised disposable
income (lowest inter-quintile interval).

Relevant
dimensions and

subgroups

Calendar year

Country

Region (according to ISARE recommendations; see data availability)

Sex

Age group (0-17, 18-64 and 65+ for indicator 1, 0-64 and 65+ for indicator 2)

Preferred dara
type and data

source

Preferred data type:

*  Survey

Preferred source:

*  Eurostat, European Statistics of Income and Living Conditions (EU- SILC)

Data availability

3) DPartial coverage partly due to the fact that countries implemented the European Statistics on Income
and Living Conditions in different years (see remarks). Data available from 1995 onwards. From 2005
onwards fairly continuous data for EU-27 plus Iceland and Norway. Data are available for sex and age.
There are no data available for region.

1) Partial coverage. Data available from 1995 onwards. From 2005 onwards fairly continuous data for EU-
27 plus Iceland and Norway. Data are available for sex and age. There are no data available for region.

2) The ISARE project on regional data has not collected data on population below poverty line and/or
income inequality.

Data periodicity

Data are updated annually.

Rationale

Important indicator for social inclusion. Economic deprivation can have a negative effect on health and well-
being. Children are especially vulnerable.




Remarks

‘Population at risk of poverty’ and ‘income inequality’ are EU Structural Indicators and are also
indicators of the social inclusion strand of the Open Method of Coordination on Social Inclusion and
Social Protection (OMC). Both indicators are overarching indicators of the OMC. ‘At risk of poverty
rate’ is also one of the EU Sustainable Development Indicators.

A more detailed definition of disposable income as applied by Eurostat; Disposable household income
includes: the sum for all household members of gross personal income components (gross employee cash

or near cash income; company car; gross cash benefits or losses from self-employment; pensions received
from individual private plans; unemployment benefits; old-age benefits; survivor’ benefits, sickness benefits;
disability benefits and education-related allowances), plus: gross income components at household level
(income from rental of a property or land; family/children related allowances; social exclusion not elsewhere
classified; housing allowances; regular inter-household cash transfers received; interests, dividends, profit from
capital investments in unincorporated business; income received by people aged under 16), minus: regular
taxes on wealth; regular inter-household cash transfer paid; tax on income and social insurance contributions.
After 2001 The European Statistics on Income and Living Conditions (SILC) replaced the European
Community Household Panel (ECHP). The ECHP was the primary source of data for 1994 to 2001
for 15 EU member states. For other countries national databases (mainly based on household budget
surveys) were used.

Countries launched SILC at different times. In 2003: BE, DK, EL, IE, LU, AT, NO. In 2004: EE,

ES, FR, T, PL, FI, SE, IS. In 2005: CZ,DE,CY,LV.LT.HU,MT,NL,PL,SI,SK,UK. In 2007: BG, RO,
TR, CH. During the transition between ECHP and EU-SILC data was provided by National Statistical
Institutes from national sources (with some breaks in series due to lack of information, transition from
national data source to EU-SILC).
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