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ANNEX |
DESCRIPTION OF THE ACTION

Overview

Title

The potential for reduction of health inequalitie€urope
Priority area and action

Priority area 3: generate and disseminate heditihmmation and knowledge (hi-2008)
Action: 3.1 Development of a sustainable health itooing system

Summary (objectives, methods, expected results)

Strategic relevance:

Previous EU sponsored projects, particularly theothine project, have shown that
health inequalities were substantial throughoutBhmpean Union in the 1990s, but that
there were important variations between countndté magnitude of health inequalities.
This suggests that there is great scope for reduwalth inequalities.

General Obijective:
We propose a study that will assess the potemtiakiduction of inequalities in health
outcomes and risk factors in Europe.

Methods and means:

We will collect and present data on socioeconomegjualities in mortality, self-reported
morbidity, and risk factors for the period 2000-200 all European Union countries
with available and comparable data. Mortality datihbe census-linked, and
inequalities in Healthy Life Years and loss of igisy-Adjusted Life-Years will be
calculated. We will then carry out analyses withesal types of “counterfactual”
distributions of socioeconomic determinants ancaiieerisk factors, in order to assess
the potential for reduction of health inequalitieshe European Union. These
“counterfactual” scenarios will be derived from théervention evaluation literature as
well as from observed variations between countiés.will collaborate with the Global
Burden of Disease Study group to take advantadjeeaf methodologies, and to be able
to use their updated analyses of the impact offastors on specific diseases in our
estimates.

Expected outcomes:

- Updated estimates of the magnitude of socioecondnmequalities in health in
Europe.

- Estimates of the contribution of risk factors tce texplanation of these health
inequalities in Europe.

- Estimates of the extent to which health inequalitie Europe can realistically be
reduced by policies and interventions on socioegvaaleterminants as well as on
specific risk factors.



Objectives
General objectives

This project aims at assessing the potential fducBon of health inequalities in Europe,
by identifying the determinants and risk factorsoasated with variations in the
magnitude of health inequalities between Europeamities. Europe offers excellent
opportunities for doing this type of analysis, hesmdata on inequalities in mortality,
morbidity, and risk factors are available in maoytries, and variations in the
magnitude of health inequalities between countiege already been found. On the basis
of the analysis, recommendations for health pddiegt health-in-all-policies will be
formulated at the European and national levels.

Specific objectives

* To elaborate methods for assessing the potentialrdduction of socioeconomic
inequalities in health in Europe

* To build a database on socioeconomic inequalitiemortality, morbidity, and risk
factors in Europe in 2000-2005

» To develop “counterfactual” distributions of so@goaomic determinants and specific
risk factors in Europe

» To estimate the magnitude of socioeconomic inetjeglin health in Europe, and to
assess the contribution of risk factors

* To estimate inequalities in summary measures ofuladpn health, and the
contribution of diseases and risk factors

» To estimate inequalities reduction under “countddal” distributions of
socioeconomic determinants and risk factors

* To formulate recommendations for health policy dmhlth-in-all-policies at the
European and national levels

Indicators chosen

1. Documents and reports: Timely completion of 10w#hbles and related documents
by each WP with contents being in full agreemenhwspecific objectives, including
an interim report and a final report.

2. Papers: Publication of the results of the projgcsiomission of at least three papers
in international peer reviewed scientific journateording to deliverables list.

3. Database: A high-quality database on mortalityafteind by cause of death), self-
reported morbidity, and risk factors by socioecoiostatus in the European Union,
comprising data for at least 20 countries.

4. Analysis: Ensuring adherence to protocol for thalgsis of data according to high-
quality standards of data analysis techniques

Rationale and relative merits of the project

Inequalities in health between socioeconomic grangsincreasingly recognized as one
of the main challenges for health policy. Substdnihequalities in mortality and

morbidity by level of education, occupational class income have been found in all
European countries with available data. These ialgs often amount to more than 5
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years difference in Healthy Life Years at birthdamore than 10 years difference in
disability-free life expectancy, between those with lowest and highest socioeconomic
position. Research into the explanation of healégualities has identified many possible
entry-points for interventions, and a search fadewce-based policies is currently on-
going in several European countries. Despite thesenising developments, it is

currently unknown to what extent socioeconomic usiies in health are actually

modifiable, and which entry-points provide the behbice for making a substantial

impact on the magnitude of health inequalities.sTisi a serious barrier for effective
policy-making, because it hinders both prioritytiset and the formulation of realistic

quantitative targets for reducing health inequediti

International-comparative studies can help to ifenhe scope for reduction of health
inequalities, by providing information on variat®m the magnitude of inequalities, and
their determinants. In a recent study of variatiomsthe magnitude of inequalities
between 22 European countries in the 1990s, wedfahat relative and absolute
inequalities in mortality varied up to twenty-foldyith some Southern European
populations having much smaller inequalities, arhyncountries in Eastern Europe and
the Baltic having much larger inequalities than theropean average. These studies
suggest that important reductions of health indtjeslare feasible, and that further work
to identify the main determinants of these variaies urgently needed.

This project will (1) elaborate new methods foresséng the potential for reducing
health inequalities, and (2) apply these methodsdre recent data on health inequalities
than were previously available. (1) We know thagunalities in smoking and other risk
factors between socioeconomic groups are largsoime countries than in others, and
that countries with smaller inequalities in riskctiars have smaller inequalities in
mortality. Also, some countries have a more skewedribution of socioeconomic
determinants in their populations than others, larger income inequalities, which may
also translate into larger health inequalities.ilumtcently, however, no methods were
available to quantify the impact on health inediedi of modifying the distribution of
underlying socioeconomic determinants or speciigk ifactors. The most important
innovation is that we will apply a methodology rett¢ developed within the Global
Burden of Disease study, to estimate the cont@butdf risk factors to health
inequalities, as well as the reduction in healdgqgunalities that would be obtained, if the
distribution of determinants of health inequalitiesuld be more equal than is currently
the case. Such “counterfactual” distributions vio# created both for socioeconomic
determinants (e.g. a more equal distribution ofelesf education or income in the
population) and for specific risk factors (e.g. arexequal distribution of smoking or
high blood pressure across socioeconomic groufieipopulation). (2) Previous studies
of health inequalities in Europe used data on 9®0% and 1990s, because more recent
data, particularly on socioeconomic inequalitiesnartality in the early 2000s, had not
yet become available. In view of the clear tenddiacywidening health inequalities that
has been observed in many European countries, agsenof the magnitude of health
inequalities in Europe in the 2000s is urgentlydesk

Two major practical applications of the resultstbfs project are foreseen: (1) The
project will provide information on the major deténants and risk factors on which

interventions and policies should focus in orderegduce health inequalities in Europe.
Such information is at the moment fragmentary anky available for a few countries.

By expanding this knowledge-base, the project sujpport the development of packages
of essential policies and interventions for tadgklinequalities in health, on the basis of
evidence-based “counterfactual” scenarios. (b) preect also serves as a basis for
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monitoring health inequalities in Europe. By prougl several “counterfactual”
scenarios, the project will support the developnuémealistic targets for the reduction of
health inequalities in the coming years. It wilk@lprovide a new perspective on
monitoring health inequalities, and for assesshey éffectiveness of interventions and
policies. This increases the sustainability of pineject, which will remain relevant for
many years after its end. Findings will contribute develop strategies to increase
Healthy Life Years in Europe as a whole.

This project will also provide a crucial Europeamtibution to the Global Burden of
Disease 2010 study. Europe offers excellent oppit&s for comparing and analysing
health inequalities and their determinants, becaileg@ on inequalities in mortality,
morbidity, and risk factors are available in mamyumwtries, and because European
countries differ widely in their political, socisdconomic, and epidemiological histories.
The results of this project are therefore likelymiake a major contribution to worldwide
knowledge on how to explain and reduce health iakiigs.

expected results
Outcome
» Updated estimates of the magnitude of socioeconomagualities in health in Europe.

» Estimates of the contribution of risk factors toe tlexplanation of these health
inequalities in Europe.

» Estimates of the extent to which health inequalitie Europe can realistically be
reduced by policies and interventions on socioegooaleterminants as well as on
specific risk factors.



Deliverables

Deliverable | Deliverabletitle Delivery Nature Confidentiality Dissemination
No date level
D1 Research protocol M 12 Protocol for application of the Restricted Project website and project
for “counterfactual” methodology, meetings (internal
“counterfactual” including data specifications and dissemination only). Chapter
analysis framework for specifying final report.
“counterfactual” distributions of
socioeconomic determinants and risk
factors
D2 Harmonized data M 12 The harmonized data base on Confidential | Project website and project
base socioeconomic inequalities in mortality, meetings (internal
morbidity, and risk factors in the dissemination only). Chapter
European Union from national and final report.
international sources.
D3 “Counterfactual” M 24 Report with detailed description of Public Report with detailed

distributions

“counterfactual” scenarios of the
distribution of socioeconomic
determinants and risk factors in Europ

description of “counterfactual’
scenarios of the distribution o
socioeconomic determinants
and risk factors in Europe.
Chapter in final report.




ic

D4 Inequalities in M 24 A report with estimations of the Public Presentations at national and
mortality and magnitude of socioeconomic international conferences,
morbidity inequalities in mortality, morbidity, ano papers in scientific and other

risk factors in Europe in the early 2000s. journals, (links to) the project
website, chapter(s) in final
report, and input in the GBD
expert group on socioeconom
determinants.

D5 Inequalities in M 24 A report with estimations of the Public As deliverable 4
summary measure magnitude of socioeconomic
of population inequalities in Healthy Life Years and
health Disability-Adjusted-Life-Years lost in

Europe in the early 2000s.

D6 Potential for M 36 A report with estimations of the Public As deliverable 4
reduction of potential for reduction of inequalities in
inequalities health in Europe on the basis of

attainable “counterfactual” distributions
of socioeconomic determinants and risk
factors.

D7 Policy M 36 A report with recommendations for Public Involvement of groups of
recommendations health policy and health-in-all-policies policymakers. Presentations &

at European and national levels, base

d

upon results of the analyses, particularly

of WP 6, and focus groups of
policymakers

national and international
conferences, papers in
scientific and other journals,
(links to) the project website,
and chapter in final report.
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D8 Interim & Final M 18, M 36 | D8a: Mid-term report summarizing the Public Presentations at national and
report preliminary results of the project and international conferences,

work carried out by all work packages summary paper in journals,
(M 18). networks of experts and polic
D8b: Report summarizing the main and makers, and project website
final results of the project, together with
separate chapters from most individual
WPs (M 36).

D9 Website M 36 Project website with all materials Public Promotion through
available presentations, papers and

networks
D 10 Evaluation report M 36 Report on the evaluatbthe project Public On the website,

results and impact

communication to the EC




Methodology
Methods used, references, significances

Relevant Evidence-base

Evidence has documented persistent socioeconoragudaiities in health in Europe:
Europeans with a lower level of education, incomealth or occupational class have a
lower life expectancy and experience many morethgaioblems throughout Iit€.
This leads to huge differences between socioecangnoups in the number of years
that people can expect to live in good health (tireaxpectancy’), which typically
amount to 10 years or more. Several reviews ofogaoinomic inequalities in health in
EU member statés® > & ®have shown that these socioeconomic inequalitidsealth
exist in all countries with available data.

International-comparative studies can help to ifletiie scope for reduction of health
inequalities, by providing information on variat®im the magnitude of inequalities,
and their determinants. The most recent Europeé&orte€omprises data for 22
countries and shows that there are enormous \am&tin the magnitude of
socioeconomic inequalities in health between caesitr In this study we found that in
the 1990s relative and absolute inequalities intatity varied up to twenty-fold, with
some Southern European populations having muchleamiakqualities, and many
countries in Eastern Europe and the Baltic havinghmlarger inequalities than the
European average These studies suggest that important reductiohshealth
inequalities are feasible, and that further workidentify the main determinants of
these variations is urgently needed.

These cross-country differences in socioeconomiequalities health can be
hypothesized to represent variations in macro-léaetiors such as social stratification
systems, levels of economic development, and thgaamn of welfare system and
policies®*? all of which can lead to variations in individuakttors such as the social
patterning of health determinants, e.g., smoKinj Understanding to what extent
modifying socioeconomic inequalities in these dmiaants will lead to reducing
inequalities in health is an essential step fordéneelopment of policy.

Methods

We will link mortality to census data on socioecono status, and analyse self-
reported health by socioeconomic position. Data ttee period 2000-2005 have
become available in many countries, and will bedug® measure inequalities in
mortality and morbidity in the early 2000s. Thesea for choosing this time-frame is
that census data need to be linked to follow-uptafioy data in subsequent years in
order to obtain information on socioeconomic indijea in mortality. In most
countries, the most recent linkage covers the gefi000-2005. Because the time-
period for the morbidity and risk factor data hase consistent with the time-period
for the mortality data, we will use the time-perid@00-2005 for all the data in this
project.

We will use these data to estimate inequalitiesummary measures of population
health (particularly Healthy Life Years (HLY) andsk of Disability-Adjusted Life-
Years (DALYSs)). Socioeconomic inequalities in HLYlMbe calculated with all-cause
mortality and generic measures of morbidity. Sooom®mic inequalities in DALYs
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lost will be calculated with the Global Burden ofsBase (GBD) methodology. This
will also enable us to link up with other strandgte new GBD Study (which started
in 2007 and is due for completion in 2010), andenefit from updated estimates of
the contribution of risk factors to disease ocauree

To determine to what extent distributions of socm®mic determinants and specific
risk factors can be modified, a number of differ&sdgunterfactual” scenarios will be
developed, which together give a good picture ef fibtential for reduction of health
inequalities. (1) Complete elimination of inequakt by upward levelling of
determinants or risk factors to the level currerstien in the highest socioeconomic
groups. (2) Partial elimination of inequalities, t®ducing inequalities in determinants
or risk factors to the level currently seen in does with the smallest inequalities. (3)
Partial elimination of inequalities, by reducingequalities in determinants or risk
factors to the level seen in evaluation studiesntdrventions and policies to reduce
health inequalities. (4) Partial elimination of guelities, by reducing inequalities in
determinants or risk factors by the amount spetifiecurrent policy targets, e.g. 25%.
While scenario 1 gives an indication of the thaoettupper limit to what can be
achieved, scenarios 2, 3 and 4 provide a morestieafiicture of what be achieved in
the real world.

In addition to developing a metric to estimate tilealth loss associated with morbidity
and mortality (i.e. DALYs lost), the original Glob&urden of Disease study also
developed methods to assess the expected changexpuhation health that would
result from modifying the population distributioh exposure to a risk factor. These
Comparative Risk Assessment methods were derivean frthe well-known
epidemiological measure of the Population AttribilgaFraction, and will be adapted
for use in this project to estimate the impact obunterfactual” distributions of
socioeconomic determinants and specific risk facton the magnitude of health
inequalities (and on average health) in the poparatAs yet, the GDP project
methodology has never been systematically appbeithé¢ problem of socioeconomic
inequalities in health in Europe. The present mtoie the first European-wide effort to
use this methodology in the context of socioecoramequalities in health.

There are substantial differences between men amdew in how socioeconomic
status relates to health, and in the determinahtsooioeconomic inequalities in
healtH® '* Therefore, the project will assess the potenfial reduction of

socioeconomic inequalities in health in Europe sa#p#y by gender. This gender
perspective will be applied at all levels of theojpct, so that ‘counterfactual’
distributions of socioeconomic determinants andcifigerisk factors, estimates of
inequalities, and the potential for reduction ofaltle inequalities will be assessed
separately by gender. Where appropriate, policgrmenendations will also specifically
refer to the potential for reducing health ineqiedi separately for men and women.

Project management

The Steering Committee (SC) will be the main decismaking body of the project.
Prof. J. P. Mackenbach of the project coordinatiegtre at Erasmus MC will act as
chair of the SC, with associated partners as SC baesn Associated partners have
been selected on the basis of their involvemeptavious European projects on health
inequalities, their active research on explainieglth inequalities, and the expertise
needed for each of the work packages. In additiom,Steering Committee (SC) will
include a key collaborating partner from Centradl &astern European countries (Dr
Mall Leinsalu, Estonia), who will assist the cowraing centre and the associated
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partners to include Eastern and Central Europeantdes in all project activities. In
the previously EU-funded Eurothine project, a finstwork of researchers in the area
was identified. For the current project, we willpaxd our efforts to obtain data of
higher quality for these countries and include asyrof them as possible.

The SC will guide overall project activities, projegrogress, and decisions related to
the work envisaged. It will monitor data qualitydatme end product of each WP. The
SC will provide input for the preparation of progsereports for the European

Commission, and will be responsible for tacklinglgems that may emerge. The SC
will meet six times during the project. Finally,lledorative partners were chosen from
the EU Network on Inequalities in Health, takingoimccount their specific expertise

and representativity for the entire European region

A centralized management structure will be setwipereby the Erasmus MC in the
Netherlands will be responsible for the administeatind financial management of the
project. The Erasmus MC will thus be responsibletifie day-to-day coordination and
financial administration. Work packages will repditectly to the Erasmus MC, which
will be responsible for dealing with administratimed management tasks envisaged in
project implementation. The Erasmus MC will be tentral body responsible for
communication with the European Community. The alldmancial management of
the project will be carried out by the financialg2etment of the Erasmus MC, which
has extensive experience in the financial co-otdinaof EU-funded projects.

Analysis of the risks and contingency planning

There is a potential risk that some of the dataiired are not available in sufficient
detail for certain countries and/or risk factorso @&ddress this, protocols will be
developed to extrapolate findings from comparala@gians or studies to those for
which data are incomplete.

Data may not be fully comparable across all coasjrbecause of differences in data
collection or causes of death registration. Thek mwill be addressed by thorough
investigation of selected country specific datad aensitivity analyses based on
different sets of assumptions of the comparabligitel.

A third risk involves a potential lack of consensus the methodology applied to
examine counterfactuals of risk factors and thrapact on health inequalities. This risk
will be addressed by involving European and intéomal experts in the field from an
early stage of the project, and through discussabm®nsortium meetings scheduled in
the first and third year of the project.
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Work package overview

Work-
package , Sarting | Ending | Deliverable
(WP) Work package title Lead partner date date NoO
No

wp1 |Coordinationofthe g oos Mc 1 36 D-8
project

WP 2 Dissemination of the Erasmus MC 1 36 D-9
results

WP 3 Evaluation of the project Erasmus MC 1 36 D-10
Development of methods
to assess potential for

we 4 reduction of health Erasmus MC 1 12 D-1
inequalities
Building a harmonized

wps | da@baseonhealth oy 1 12 D-2
inequalities in the
European Union
Developing
"counterfactual”

WP 6 distributions of UBAH 13 24 D-3

socioeconomic
determinants and risk
factors
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WP 7

Estimating the
magnitude of inequalitie
in mortality and
morbidity

PCHESS

13

24

D-4

WP 8

Estimating the
magnitude of inequalitie
in summary measures o
population health

|72}

UH

)

13

24

WP 9

Estimating the potential
for reduction of health
inequalities

Erasmus MC

25

36

WP 10

Formulating policy

ASL TO3

recommendations

25

36

D-7
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Time schedule

Consortium tmge

WP 6
WP 7
WP 8
WP 9

WP 10

Steering Committee meeting; CM=

SCM=
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work packages decription
Work package n°1: Coordination of the project
List of partnersinvolved

Erasmus MC
Description of the work

Tasks:

- To ensure the achievement of the specific objestiof the project within the agreed time
and budgetary limits.

- To maintain the harmonized database on socioea@nimequalities in mortality, morbidity,
and risk factors in the European Union.

- To ensure efficient communication within the jecj including through the organization of
meetings of steering committee and full consortithe provision of email newsletters,
website and web conferencing facilities.

- To ensure efficient general administrative amduficial management of the project, and to
coordinate liaisons with the European Union.

Methods:

Task 1: This WP will monitor the activities and gress towards deliverables of all WPs.
Where needed, it will give advice to the WP leadersrder to ensure that the objectives of
their WP are reached within the time and budgelianits. Problems with the progress of
specific WPs will be presented to the Steering Citem (SC, which constitutes of all main
and associated partners).

Task 2: This WP will provide data management fa llarmonized data on socioeconomic
inequalities in mortality, morbidity, and risk facs as prepared in WP5. It will give access to
data which have been collected in previous projeatd will safely store new data which are
collected in this project, taking into account pidy regulations and other quality assurance
procedures. It will also provide full data managetsupport to WP5.

Task 3: The WP will serve as the focal point fomeounication within the project and with
external parties. Communication will be via perdomsits, e-mail, telephone contact,
newsletters, web conferencing facilities and thejgmt website. The WP will organize and
chair 6 Steering Committee (SC) meetings planneterfollowing dates and places: Kick-off
meeting at month 3 (Rotterdam, The Netherlands)etimg at month 9 (Rotterdam, The
Netherlands); meeting at month 15 (Paris, Franoegeting at month 21 (Stockholm,
Sweden); meeting at month 27 (Turin, ltaly); andetimg at month 34 (Rotterdam, The
Netherlands). In addition, two meetings of the rentionsortium will be organized at month 9
(Rotterdam, The Netherlands) and 34 (Rotterdam, Nétnerlands). The WP will prepare
minutes to all SC meetings.

Task 4: This WP will handle all financial and admtrative issues. The WP will prepare
interim and final financial reports for the Europgaommission. This WP will also ensure all
other communication with the European Union, palidy with DG-SANCO, for the
administration of the project and the monitoringpaofgress.
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Milestones

Date Milestone
M-3 Steering Committee 1 and kick-off meeting repor
M-9 Steering Committee meeting 2 and Consortiumtmegé. report
M-15 Steering Committee meeting 3 report
M-18 Interim Report
M-21 Steering Committee meeting 4 report
M-27 Steering Committee meeting 5 report
M-34 Steering Committee meeting 6 and Consortiurating 2 report
M-36 Final report

Deliverables

D-8a: Interim report

D-8b: Final report
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Work package n°2: Dissemination of the results
List of partnersinvolved
Erasmus MC
Overall strategy and methods

Methods for dissemination and for ensuring traradfgity and sustainability
include:

(1) Project website: Results will be published be project web-site, linking to
other relevant EU based web-sites. The website hell freely available to
scientists, policy makers, private stakeholders #ral general public. Due to
privacy regulations, the database of socioeconarm@qualities in health across
Europe will be confidential and accessible to memmbe the consortium only.
However, the results of the analysis of these dallabe freely available in the
website. The main purpose will be to inform allketiaolders of the findings of the
project in the form of summary tables and poliocyomendations that can have a
direct input on social and health policy developten

(2) Networks of policymakers and health promotiom grevention agencies: A
list of European and national policy makers willdsawn up, and the results of the
project will be disseminated to this group via fiteject website, the final report,
and direct communication. Links will also be maing with DG SANCO
officers, who will benefit directly from the ressliof this study. Similarly, the
results will be disseminated among European angmadt health authorities,
health promotion institutes, and ministries of keal

(3) Scientific dissemination: Contributions will Imeade to scientific conferences
in the field of public health, and the results wik published in international
scientific journals.

(4) Participation in new GBD project: We will prald input from Europe into the
GBD-2010 project, particularly the GBD expert groum socioeconomic
determinants chaired by Prof. Johan Mackenbach,chwhhhas members
representing all continents. This GBD expert grauilb collect comparable data
on health inequalities in other continents, patiady North America (USA and
Canada), East Asia (South Korea and Japan) andafast (Australia and New
Zealand), which enlarges the scope for comparainayses, and will provide
additional input into scenario 2. Where relevame, tesults of this project will also
be disseminated to the general public, via the tHeaEU portal
(http://ec.europa.eu/health-eu) and press releases.

(5) Sustainability: The sustainability of the pjewill be ensured through the
project website, and through dissemination of timalfreport and scientific

publications among stakeholders. The results optbgect, including tabulations,
figures and policy recommendations, will be avd#éah the website following the

completion of the project. The dissemination wiainvolve regular updates of
new findings in the website in the form of elecimmpress releases. We will
establish communication with other health-relevamjects and websites through
which findings of the project can be disseminated.
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Objectives

- To ensure the dissemination of the core findingsthe# project through
international publications and press reports

- To develop a project website for the disseminatdninformation on the
project and its findings.

- To support work packages in the publication of iingg in scientific journals

- To coordinate liaisons with the Global Burden ofs&€ise expert group on
socioeconomic determinants.

Description of the dissemination work

Task 1: A website will be maintained that contaatisrelevant information about
the project. Results of specific WPs will be madebljly available through this
website, so as to enhance timely disseminationtefinediate and final results.

Task 2: The results of different WPs will be disssated by their respective
leaders through presentations at national and natenal conferences,
publications in peer-reviewed journals, and dissatmon of results among
stakeholders in Europe. A main product will berefireport.

Task 3: This WP will act as an advisor for other SMR the preparation of
scientific publications for international journals.

Task 4: This work package will establish directl@iobration with the Global
Burden of Disease expert group on socioeconomerai@iants in health, and will
disseminate the results of the study to the broaternational network of this
global initiative.

Milestones and deliverables

Date Milestone
M-3 Development of a communication strategy
M-4 Preliminary version of the website
M-9 D-9: Launch of the website at the Consortiumetmg 1 and

presentation of the communication and disseminaticategy

M-15, M-21,| Presenting communication and dissemination strateggrview at
M-27, M-34 | steering committee meetings

M-9 to M-36 | Constant updates of project progressvelbsite through ‘alert’ system

among network of experts
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List of stakeholders

This knowledge generated by the project is crdoiafour major stakeholders: (1)
policy makers; (2) health promotion and preventagencies; (3) the general
scientific community; and (4) the Global BurdenDa$ease project.

Work package n°3: Evaluation of the project

List of partiesinvolved

Erasmus MC
Description of the work and methodol ogies

Tasks:
- To evaluate the achievement of the specific dhjes of the project

- To ensure time-schedules are met and deliverarkesompleted following the
best quality standards

- To ensure that data and analysis are followedrdony to high methodological
standards established for this purpose

Methods:

Task 1: The WP will assess the achievement of #wers objectives listed in
section 2.2 of the main text. It will focus on tmalicators for the achievement
listed in section 2.3. The scientific progress lué project will be monitored to
ascertain achievement of all objectives by the WRsomplete achievement of
any of the objectives will be evaluated criticallgr its causes and possible
consequences.

Task 2: This WP will monitor the completion of dedfable and commitment to
project objective by each of the work packagessill be done by regularly
contacting WP leaders and monitoring progress alashnpmg of the work
envisaged. If deliverables can not be attainechatproposed timing, the causes
and possible consequences will be evaluated dhtica

Task 3: The WP will ensure that the data colledigdWPs is of the highest
quality, on the basis of set up protocols for theliy of the data to be obtained.
The WP will also use this protocol to examine thealgy of the databases
constructed. In addition, the WP will establishtpomls to ensure that analyses of
data are followed according to state-of-the-art laigti-quality techniques.

Evaluation strategy:

The final evaluation strategy will be defined amptesed upon during the kick-off
meeting (month 3) among all WP leaders. Overall, emgisage an evaluation
strategy will comprise the following elements:
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Evaluation criteria. The first step is to specify the criteria usedattequately
examine to what extent the objectives of the ptojeve been achieved. As a
basis, the project will depart from the followingteria for each of the project
objectives and activities(a) Effectiveness. The extent to which the project
achieved its specific objectives and godly Efficiency: The extent to which the
project used its resources efficiently, and prodidalue for money(c) Utility:
The extent to which the project has a potentialactpn the main target groups
specified, including policy makers, health promotiand prevention agents, and
research agentgd) Sustainability: The extent to which the project has led to
sustainable changes or benefits that will last dlfte project has been completed.

Types of evaluation. The evaluation strategy consists of the major mmmants,
which comprising different set of evaluation adies:

(a) Process evaluation: the performance of each of the WPs during the tirhthe
project will be assessed to determine the appr@méss and usefulness of tasks,
activities performed and tools applied. Evaluateidl also identify potential
problems that may lead to delays or deviationshe planned activities and
outputs. A formal comparison will be made with gh®ject plan and the actual
project implementation.

In order to carry out the process evaluations, separate activities will be
implemented: (a) a formal evaluation of each woskkage will be made at each
of the Steering Committee meetings (months 3, 921527, 34 and 36). This will
be an internal evaluation that will aim at examgnachievement of objectives and
identifying potential room for improvement in the@mk output for the forthcoming
stages of the project. For this purpose, two wakkage leaders will be asked to
lead the assessment of another work package dtivengneetings. They will be
asked to comment on the work of each work packagea@lead the discussion on
the evaluation of their output on the basis ofchteria set up above. (b) At mid-
term (week 17), we will ask each work package &ppre a summary of the work
they have conducted. This summary will be disteébuamong external reviewers
who will be asked to evaluate the work carried lmpieach WP. The main output
of this review will be to obtain comments for impement that will ensure the
successful completion of the project.

(b) Outcome evaluation. The final stage of the evaluation aims to compaee t
expected objectives with those actually achievedheyproject. This evaluation
will be carried out at the final stage of the pobjand discussed during the last SC
meeting. It will look at relevant aspects of effeehess, efficiency, utility, and
sustainability of each work package as well ashef project as a whole. The
evaluation will also try to identify the factorsathcontributed to the overall
achievement of objectives, as well as factor thamtrtbuted to any lack of
achievement of objectives.

To carry out this evaluation, external reviewerdl Wwe asked to review the
work of each work package, as well as the workhef project as a whole.
External reviewers will be selected on the basithefr expertise in the area,
and they will be asked to provide a written repdrévaluation of the output of
each work package. The result of this externalesgwvill then be reviewed by
the project co-ordinator, who will discuss the ewion with the leader of
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each work package and who will make decisions oiBggr the
accomplishment of objectives. The output from #ngluation will form the
basis for the final report of evaluation of thejpod (Deliverable 10).

Work package n°4

List of partnersinvolved

Lead partner: Erasmus MC

Associated partners: INSERM; UBAH; CHESS; UH; ASD3

Objectives

To adapt methods as developed elsewhere (includetgods developed in the
Global Burden of Disease study) to the needs effihpject.

- To develop rules for the specification of "coufaetual" scenarios for the
distribution of socioeconomic determinants and fa&kors.

- To implement these methods and scenarios inrafptaanalysis of data on
socioeconomic, morbidity, mortality, diseases dsk factors in Europe

Description of the work

Estimates of the potential for reduction of healqualities in Europe have to
be based on an understanding of the causes ofesotiomic inequalities in
health. We distinguish between two levels of exatam: ultimate causes of
inequalities found in unequal access to socioecanaasources (education,
income, ...), and direct causes found in the unedis#iibution of specific risk

factors (material, behavioural, psychosocial, ..rpas socioeconomic groups.

In the Global Burden of Disease study, methods Haeen developed for
assessing the contribution of a particular causéhéooccurrence of health
problems, which are based on the concept of theulRtipn Attributable
Fraction (which allows one to calculate the projortof health problems in
the population which can be attributed to a spedadifause). These methods
require availability of data on the current expesaf the population to the risk
factor, on the Relative Risk of the associated thearoblems, and on
counterfactual exposures to the risk factor (e.gtheoretical minimum
exposure). We will adapt these methods to apptinatin the field of health
inequalities.

One important adaptation that is required is a fohrspecification of
"counterfactual” scenarios. General rules for theecgication of these
scenarios will be developed here. These methods emghterfactual
distributions will be elaborated in the form of atailed plan for analysis,
taking into account availability of data in the Bpean Union, and including
final data specific.
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Deliverables and links with other work packages

D-1: Research protocol for “counterfactual” anady@vi-12)
This work package will provide the methodologiagut for subsequent work
in WP7 and WP8.

Work package n°5

List of partnersinvolved

Lead partner: INSERM

Associated partners: All collaborating partnergelisin section 7

Objectives

To collect internationally comparable data on secamomic inequalities in
mortality, morbidity, and risk factors in the Euegm Union from national and
international sources.

To prepare a fully documented, harmonized data tietecan be used for the
analyses required in WPs 4 to 7.

To provide analytical support to WPs 4 to 7 by tabog data according to the
plan for analysis specified in WP 1 and the "codattual® scenarios
developed in WP 3.

Description of the work

Data on socioeconomic inequalities in mortalitytdt@and by cause of death),
self-reported morbidity (self-assessed health, tional impairment), and risk
factors (smoking, alcohol, physical inactivity, oweight/obesity, high blood
pressure, cholesterol, high blood glucose) in 22005 will be collected from
national and international data sources, and hamadrwhere necessary. Data
sources include national and regional longitudinahsus-linked mortality
studies, and national and international healthmwgev and health examination
surveys. Level of education will be the primary igador of socioeconomic
position, where possible supplemented by levelnebine and occupational
class. An effort will be made to cover as many does of the European
Union (including neighbouring countries like Norwa$witzerland, Russia,
...) as possible. Based on the experiences of aquewroject (Eurothine,
which covered the 1990s) we expect to be able ¢tude more than 20
countries in the database with at least one healibator.

The data will be stored in a harmonized and fulbgumented database that
will be easily accessible for data analyses. Thislase will be maintained at
the coordinating centre (see WP 1).

Analytical support will be provided to WPs 7 to Tiata needed for these WPs
will be tabulated according to the analysis plagsetbped in WP 4 and the
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counterfactual scenarios developed in WP 6, andvitig the information
needs of the leaders of WP 7 to 10.

Deliverables and links with other work packages

D-2: Harmonized data base

This work package will provide the data input fabsequent work in WP6, WP7
and WP8. It will receive data management supporhft’VP1.

Work package n°6

List of partnersinvolved

Lead partner: UBAH

Associated partners: EMC; INSERM; CHESS; UH; ASL3TO

Objectives

To elaborate different types of scenarios whichl vélp to assess the
contribution of specific determinants and risk fastto health inequalities, and
to assess the potential for reduction of healthuadties

To review the literature (including policy docume&nand other ‘grey’
literature) to provide theoretical and empirical darpinnings for these
scenarios.

Description of the work

Based on the literature and the guidelines develapework package 1, a
number of counterfactual scenarios will be devedbpieat will help us to
assess the contribution of specific determinantd ask factors to health
inequalities, and to assess the potential for realuof health inequalities. We
expect that we will develop counterfactual scerar@f four types: (1)
Complete elimination of inequalities, by upward déwg of socioeconomic
determinants or specific risk factors to the lesitrently seen in the highest
socioeconomic groups. (2) Partial elimination o&dnoalities, by reducing
inequalities in socioeconomic determinants or djedsk factors to the level
currently seen in countries with the smallest iradigjes. (3) Partial elimination
of inequalities, by reducing inequalities in socioeomic determinants or
specific risk factors to the level seen in evalmastudies of interventions and
policies to reduce health inequalities. (4) Paiahination of inequalities, by
reducing inequalities in socioeconomic determinanmtspecific risk factors by
an arbitrary 5 or 10%. While scenario 1 gives atidation of the theoretical
upper limit to what can be achieved, scenario’8 And 4 provide a more
realistic picture of what be achieved in the reatla:

Scenario 3 requires extensive literature study, pmegaration of systematic
reviews where these are not yet available.
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Deliverables and links with other work packages

D-3: “Counterfactual” distributions

This work package will provide the ‘counterfactualistributions that will
serve as input for the tasks of WP9.

Work package n°7

List of partnersinvolved

Lead partner: CHESS

Associated partners: EMC; INSERM; UBAH; UH; ASL TO3

Objectives

To quantify the magnitude of socioeconomic inedigaiin mortality, self-
reported morbidity, and specific risk factors i tBuropean Union as a whole
in the period 2000-2005

To assess the contribution of specific risk factorsnequalities in mortality
and self-reported morbidity in the European Unisraawvhole and in selected
countries in the period 2000-2005

To make comparisons of the magnitude of socioecananequalities in
mortality, self-reported morbidity and specifickiifactors between European
countries, with a view to assessing the scopedducing these inequalities

Description of the work

The magnitude of socioeconomic inequalities in wmdyt, self-reported
morbidity and specific risk factors in countriedlwavailable data in the period
2000-2005 will be quantified using both relativedaabsolute measures of
inequalities (e.g. the Relative Index of Inequalétgd the Slope Index of
Inequality). Data will be aggregated to the Eurap&lion as a whole using
appropriate population weights.

The contribution of specific risk factors to inegties in mortality and self-
reported morbidity in the European Union as a wlawid in selected countries
will be assessed by applying a "counterfactual"'nade in which all
socioeconomic groups receive the risk factor lewdl the highest
socioeconomic group (i.e. type (1), see WP6)

Where data comparability is sufficient, the magm&uof inequalities in
mortality, self-reported morbidity and specifickifactors will be compared
between countries, including countries in other tic@mts, to identify the
lowest observed inequalities and to provide inpuicounterfactual" scenarios
(i.e. type (2), see WP6).
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Deliverables and links with other work packages

D-4: Inequalities in mortality and morbidity report

The work of this package will provide direct ingat the estimations made in
WP9.

Work package n°8

List of partnersinvolved

Lead partner: UH

Associated partners: EMC; INSERM; CHESS; UH; ASL3TO

Objectives

To quantify the magnitude of socioeconomic inedigdiin Healthy Life Years
and Disability-Adjusted Life-Years lost in selectedropean countries in the
period 2000-2005

To assess the contribution of specific diseasegiakdactors to inequalities in
Healthy Life Years and Disability-Adjusted Life-Yisdost in these countries

To make comparisons of the magnitude of socioecmanequalities in
Healthy Life Years and Disability-Adjusted Life-Yisalost between these
countries, with a view to assessing the scopeducing these inequalities

Description of the work

Two summary measures of population health will edy i.e. Healthy Life
Years (e.g. Disability-Free Life Expectancy (DFLENd loss of Disability-
Adjusted Life-Years (DALYSs). Healthy Life Years Whe calculated using the
Sullivan method. DALYs lost will be calculated ugimethods established in
the Global Burden of Disease study. Because thasemary measures of
population health require within-country comparipilof mortality and
morbidity data (e.g. in their socioeconomic cldsation), we expect this to be
feasible only for a limited number of countries.

The contribution of specific diseases to inequesitin Healthy Life Years and
Disability-Adjusted Life-Years lost will be calcutd using decomposition
techniques. The contribution of specific risk fastdo inequalities in health
expectancy and Disability-Adjusted Life-Years lostll be calculated by
applying a "counterfactual" scenario in which afic®economic groups
receive the risk factor level of the highest socar@mic group (i.e. type (1),
see WP6).

Where data comparability is sufficient, the magm&uof inequalities in

Healthy Life Years and Disability-Adjusted Life-Yisalost will be compared
between countries, including countries in other tic@mts, to identify the

lowest observed inequalities and to provide inputcounterfactual" scenarios
(i.e. type (2), see WP6).
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Deliverables and links with other work packages

D-5: Inequalities in summary measures of populatiealth report

The work of this work package will serve as inpartthe estimations of WP9.

Work package n°9

List of partnersinvolved

Lead partner: EMC

Associated partners: INSERM; UBAH; CHESS; UH; ASD3

Objectives

To analyse the impact on health inequalities andv@rage population health
in Europe of "counterfactual" scenarios assumimgoae equal distribution of
socioeconomic determinants

To analyse the impact on health inequalities anadv@rage population health
in Europe of "counterfactual" scenarios assumimgoae equal distribution of
specific risk factors

Description of the work

Base-line values for inequalities in mortality, foiolity, Healthy Life Years
and Disability-Adjusted Life-Years lost in Europellvbe derived from work
packages 7 and 8. Where data availability and coahidy permit, base-line
data will be selected for the European Union asalevas well as for selected
countries representing the variety of the Europequerience.

Base-line values for the distribution of socioeaoim determinants will be

derived from work packages 7 and 8. Different typds'counterfactual”

scenarios for socioeconomic determinants will bangified using input from

work package 6. The impact of these "counterfatts@narios on inequalities
in mortality, morbidity, Healthy Life Years and Bisility-Adjusted Life-Years

lost, and on average population health, will becwated using methods
developed in work package 4.

Base-line values for the distribution of specifitskr factors across
socioeconomic groups will be derived from work pegés 7 and 8. Different
types of "counterfactual" scenarios for specifgkrfactors will be quantified
using input from work package 6. The impact of éésounterfactual”
scenarios on inequalities in mortality, morbidityealthy Life Years and
Disability-Adjusted Life-Years lost, and on avergggpulation health, will be
calculated using methods developed in work package

Ddiverables and links with other work packages

D-6: Potential for reduction of inequalities
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The estimations of this work package will provideput for the policy
recommendations developed in WP10

Work package n°10

List of partnersinvolved

Lead partner: ASL TO3

Associated partners: EMC; INSERM; UBAH; CHESS; UH

Objectives

To discuss the results of the analyses, partigulailwork package 9, with
sounding boards of policy-makers

To carry out a review of the existing policies aimderventions that are
available for tackling health inequalities in thar@pean Union, and to relate
these policies to the findings of the project igam to the potential reduction
to be achieved by changing the distribution of gmedeterminants of health
inequalities.

To identify priorities for entry-points and action®r reducing health
inequalities in the European Union as a whole, el$ @& in selected countries,
based on the modelling of the project and the pistefor reduction of health
inequalities in each country

To propose realistic targets for reducing healtgiralities in the European
Union as a whole, as well as in selected countbased on both the evidence
provided from the counterfactual models and thelewie on the potential
impact of existing interventions to reduce heatijualities

Description of the work

The work of this work packages involves four sefisteps:

(@)

(b)

A review of existing policies and interventionstaxkle health inequalities at
the national and European level will be made. Thisew will be based on
previous experiences of the expert group on evigldrased interventions to
reduce socioeconomic inequalities in health deteamiis and health outcomes,
including the outcomes from earlier European-fundpbjects (e.g,.
Eurothine).

Information on existing policies and interventionsll then be linked to
evidence from the present project on the poteritalreduction of health
inequalities by focusing in specific determinanisis involves bringing
together information from external sources on @xisand tested strategies to
tackle inequalities in determinants (e.g., smokirg)d evidence from the
present project on the reduction that can be egddct health inequalities by
modifying inequalities in these determinants. Thieee pieces of information
will provide a realistic estimate of what can béiiaged in terms of both the
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causes of health inequalities, and the availalierventions and policies to
tackle their determinants.

(c) Meetings will be held with stakeholders directly iodirectly involved in
tackling health inequalities. Meetings will takeg@é at two different levels:

- Two focus groups of policymakers will be recruitedne group of
European policymakers (civil servants, politiciaggecial interest groups,
...); and one group of national policymakers (with kmlanced
representation from around Europe). Representatiffébese groups will
be informed about the evidence-base on health aligg in Europe, on
relevant policy options, and on the methodologyhef project.

- These groups will then be convened in structuredgisessions to discuss
the results of the analyses on the impact of cofatial scenarios as
carried out in work package 9, and to suggest recendations for health
policy and for ‘health-in-all-policies’. These sttured sessions will place
particular focus on the lessons from stepsnd b above, combining
information on both the potential reduction of hleahequalities from the
counterfactual scenarios and the existing evidemgceinterventions to
tackle health inequalities.

(d) On the basis of these discussions as well as dingcit from other work
packages and the project consortium, a set of reedations for health
policy and for ‘health-in-all-policies’ will be dedoped. These will cover at
least two important areas: priorities for entry rsi for policies (e.qg.
socioeconomic determinants versus specific riskofay and realistically
attainable targets for reducing health inequalitiethe foreseeable future.

Deliverables and links with other work packages
D-7: Policy recommendations

The output of this work package is based primanilythe results of WP9, and
on the review of existing policies and intervensiono tackle health
inequalities. The report translates the findingsatbfcontent work packages
into policy recommendations.
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Measures to ensure visibility of Community co-funding

In all communications regarding the project andrésults, we will explicitly state that the

project has been supported and co-funded by thepan Community. The results of the
project will be made available to all relevant stablders, including policy makers, health
promotion and prevention agencies, the generahsitecommunity, and the Global Burden

of Disease project. The website will be freely &alale to scientists, policy makers, private
stakeholders and the general public, and will €hlimention the support of the community.

The results of this project will also be dissem@uato the general public, via the Health EU
portal (http://ec.europa.eu/health-eu) and pretsases that highlight the support and co-
funding of the commission.
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