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1 Introduction

1.1  Aimsof the present study

As part of the Satigtica framework programme 1993-1997 and in view of severa Community
programmes on hedlth, like on health promotion and on hedth monitoring Eurodtet is developing a
system of hedth statistics for the EU on the hedlth status of the population, and on determinants,
services and resources related to health. The present report describes one of the projects executed
in order to support this elaoration.

The generd aim of this project isto make a detailed inventory of data on hedlth and hedlth-related
domains that are gathered by population surveysin each of the 15 MS. In order to get amore
extensve picture of the surveys performed in Western Europe, dso the main national hedlth surveys
of Norway, Iceland and Switzerland are included.

The specific ams of the project are the following:

1 Inventory of recent nationd hedth interview surveys and Smilar surveyswith a substantia hedlth
component in the 15 MS of the EU and in 3 additiona countries (1994-1996),

2 Inventory of future plans with regard to netiond hedlth interview and smilar surveysin these
countries (1997-1999),

3 Overview of the coverage of hedth and hedth related areas, as mentioned in the EU
programmes, by these surveys,

4 Overview of how these hedth and hedth related areas are measured: study of the wording of the
nationa questions, inter-survey comparisons and comparisons with recommended instruments (if

avaladle).

The purpose of the detailed inventory is: to collect information on how health and hedth related aress
are dready measured in MS by means of population surveys, to facilitate harmonisation activitiesin
order to improve comparability and to explore the possibilities for adequate collection of datafrom
these national surveys by Eurotat.
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1.2  Linkagewith existing harmonisation activities

The European Community Household Panel (ECHP) is a harmonised EU-wide survey devel oped by
Eurogtat in co-operation with the National Statistical Ingtitutes (NSIs); sample size is 5,000
households on average per country. The first wavein 1994 was carried out in dl MS at that time;
126,000 persons of 16 years and older were interviewed in 60,000 households. Each year until

1999 one wave will be executed, and thusin total 6 waveswill be carried out. The survey contains a
small hedlth section (5 topics) and some hedlth related indicators in other sections. In an annex to this
report (which will be added later) this section will be discussed, with the am to complete the
information on deta availability. Given the limited space for a hedlth component in the ECHP,
covering the wide area of social eventsin abirds eye view, it can of course by no means provide dl

information on health which could best be collected by means of nationa surveys.

The Eurobarometer is a hdf-yearly opinion survey funded by the Commission of the European
Communities. It is EU-wide fielded via market research organisations, sample sizeis 1,000 persons
for most countries. The main survey is on opinions regarding the European Union, but ‘ supplements
have been added to the survey, among others on questions that cover parts of the information needs
for some of the EU health programmes (cancer, drugs, aids). In an annex (which will be added later
to this report) recent health-related modules in the Eurobarometer will be discussed. The inclusion of
hedlth related topics in the Eurobarometer can only partidly fulfil the information needs (relatively
amdl sample size, quality aspects).

Ancther very important internationd activity is the WHO Hedth For All indicators project (HFA,
only the ‘survey indicators') and in particular the WHO-Euro HIS project. In the following
paragraphs the items related to these HFA indicators are presented separately in the list of
areas/topics extracted from the EU public hedth programmes. The recommended instrumentsin the
WHO/NCBS publication ‘Hedth Interview Surveys. Towards international harmonisation of
methods and insruments (WHO, 1996) are used as a reference for evauating the nationa questions
on the items for which common instruments exist. The results of a WHO-Euro enquiry onitemsin

hedlth interview surveys conducted in 1995, the so-cdled survey of surveys, could not yet be
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included in this sudy (WHO, 1997a, Fourth Consultation to develop common methods and
ingruments for headlth interview surveysin Europe, Copenhagen, 26-28 February 1997,
INFO020305/26).

2 Health and health related areas

21 EU action programmesin the field of public health

As mentioned above, in the present report an inventory is made of the coverage by surveys of hedth
and hedlth related areas as mentioned in EU action programmes. Within the framework for action in
the field of public hedth (COM (93) 559 final) diseases or hedth threats are identified, that have a
large impact on the hedlth satus of the Community population and that can be prevented by
appropriate actions taken at Community level. Based on these arguments, priority areas for
Community action in the fild of public hedth have been specified, covering both horizontal
programmes dealing with severa topics or diseases, and vertica programmes dedling with one topic
or disease group. The following priority areas have been distinguished:

Hedth promotion, education, information and training

Hedlth data and indicators, and monitoring and surveillance of diseases

Cancer

Drugs

AIDS and other communicable diseases

Accidents and injuries

Pollution - related diseases

Rare diseases

Other hedth threats

© 00 N o o B~ W N P

For actions concerning disease prevention and health promotion knowledge about existing health
problemsis required. In order to ascertain that actions attain their objectives and actudly lead to the
improvements intended, it is necessary to measure changes in health as wel as the impact of policies,

programmes, and actions. Thus, gppropriate measures to monitor health and its determinants, as well
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as a cgpacity for monitoring and evaluation of actions are needed. Therefore, hedth data and
indicators have been identified as one of the priority areas within the framework for action in the field
of public hedlth. The European Parliament and the Council of the European Union have adopted a
programme of Community action on health monitoring (COM (95) 449 findl; Decision No
1400/97/EC). This programme covers the areas of public heath mentioned above.

The Community action programme on health monitoring has three objectives, namely:

- establish a system to monitor health and hedlth determinants throughout the Community

- fadilitate planning, monitoring and evaluation of Community programmes and actions,

- support nationa hedlth policies of MS.

Annex |1 of the Decison lists a number of areas in which indicators may be established as part of the
health monitoring system (see Annex 2.1).

With regard to the collection of data on hedth, the Community action on health monitoring intends to
lead to afast and cost-€effective implementation of data registers by building on existing nationd data
bases, which are vaidated by Member States' authorities. These data may have to be supplemented
by specific surveysin order to collect datathat are not available by other means. As MS often define
their hedth data and indicators differently, the comparability of the existing datafrom MSis currently
inadequate, and thus the correspondence should be improved. In generd it is easier to harmonise
urvey questions, instruments and methodol ogies than dements in exigting regidtries. Moreover,
activities have dready been initiated in this area by WHO-Euro, Reves and the MS. Consequently,
harmonisation is likdly to be lesstime- and resource consuming in the case of surveysthan in the case

of regidrations (COM (95) 449 find).

In the preparation of the Health Monitoring programme, the recommendations of the High Leve
Committee on Hedlth have been used extensvely (Ministry of Hedth, Denmark, 1994). This
Committee comprises senior representatives of the Health Minigtries of the M S, who advise the
Commission on hedth matters. In 1993 this Committee set up the ‘Working Party on Hedlth Data
and Indicators to assst in the development of a Community health monitoring system. The Working
Party made a comprehensive review of definitions and sources of available indicators a the

European leve collected by Eurogtat, WHO, and OECD.
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With regard to the priority areas mentioned in the Community action in the fidd of public hedth

(COM (93) 559 find), programmes are available for areas 1-8. The programmes for areas 6-8 are

not yet formally adopted by the Parliament and the Council.

1 Community action on hedth promotion, information, education and training (COM (94) 202
find; Decison No 645/96/EC),

2 Community action on hedth monitoring (COM (95) 449 fina; Decision No 1400/97/EC),

3 Community action plan to combat cancer (COM (94) 83 final; Decision No 646/96/EC),

4  Community action on the prevention of drug dependence (COM (94) 223 find; Decison No
102/97/EC),

5 Community action on the prevention of AIDS and certain other communicable diseases
(Decison No 647/96/EC),

6 Community action on injury prevention (COM (97) 178 find),

7  Community action on pollution-related diseases (COM (97) 266 final),

8 Community action on rare diseases (COM (97) 225 findl).

These programmes have been screened with regard to interview data that may be needed for

evauation purposes.

In addition, we aso included:

- the HFA survey-indicators (see above) (WHO, 1996, List of hedth for dl indicatorsfor which
hedlth interview surveys are rlevant, Table |, page 13-14)

- the survey indicators that were proposed in 1994 by the ‘Working Party on Community Hedlth
Dataand Indicators and adopted by the High Level Committee on Hedlth (HLC, see above)
(Ministry of Hedlth, Denmark, 1994)

- information needs extracted from HELIOS I1: Third Community action programme to assst
disabled people. This programme is related to the ones listed above and relevant for the present
inventory of health survey coverage))

2.2  Selection of health related areas and topics

Based on the information needs of the programmes mentioned above, we made an overview of
aress, that may be included in hedlth interview surveys, and on amore detailed level we composed a
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list of topics. Regarding the content of this list, the Community action programme on hedth
promotion is the mogt influentia, as hedth interview surveys are an important source of information
on lifestyle and other topics within this programme (COM (94) 202 find). In fact Sgnificant parts of
the areas and topics extracted from the vertical programmes like cancer, drugs, and aids are dso
linked to hedth promation.
The proposed Community action programme on hedth monitoring ‘serves the other hedth
programmes (COM (95) 449 findl). Therefore, the *areas and topics' list is structured according to
the sdlection of ‘areasin which hedlth indicators may be established under a Community hedth
monitoring systlem’. In this programme the areas have been classified according to five main
categories, namely:

Hedth satus

Life style and hedlth habits

A
B
C Living and working conditions
D Hedlth protection

E Demographic and other socid factors
A

complete overview of the areasislisted in Annex 2.1.

Starting with the Hedth Monitoring programme, areas that could not be measured by means of
hedlth interview surveys were excluded. The sdected areas that might be covered by hedth interview
surveys are underlined in Annex 2.1. Secondly, it was checked whether areas that were mentioned in
the other programmes were included in thisligt; if not, they were added. This procedure was dso
used on the more detailed level of topics. The complete list of areasis presented in Annex 2.2, and
the ligt of topicsin Annex 2.3. These overviews aso include references to the relevant programmes.
Only from the programme on rare diseases no topics could be extracted that could be measured by
means of hedth interview surveys, and therefore this programme is not included in these overviews.
Thelig of topicsin Annex 2.3 indicates that some topics are derived from other topics. To give an
example: respondents will not be asked to give their body massindex (BMI), but their weight and
height. Thus, BMI will be computed with help of the figures on height and weight. Smilarly, given the

occurrence of more than one disease, co-morbidity can be assessed.
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It appears that the amount of data that are needed for support of these programmes and that may be
gathered by hedth interview surveysis consderable. It should be clarified here that thisis a tentative
list of topics and not of indicators; afuture Committee to be established under the Heglth Monitoring
programme will make decisions on alist of indicators for EU purposes.

This overview clearly shows the smilarities and differences between the programmes. The topics of
the Health Monitoring programme correspond with those of the High Level Committee and with the
Hedth for All programme of the WHO-Euro. On the other hand, some of the topics mentioned in
the Health Promotion programme and the specific programmes on cancer, drugs, AIDS, disahility,
injuries and pollution-related diseases are not goecificaly mentioned in the Hedth Monitoring
programme, and thus these topics are appended. Especialy in the area of life style and hedlth habits
topics are added, like attitudes regarding health promotion, and risk factors for cancer.

This overview serves as a reference to make an examination of the hedth and hedlth related topics
which are included in national hedlth interview and smilar surveys. For each survey the areas and
topics covered are marked on thislist. Next, for each specific topic alisting of surveysthat cover this
topic ismade. Also the phrasing of the questions thet are included in these surveysislisted in order

to examine the comparability of these questions.

3 Inventory of health interview surveys and other surveyson health in 18 European
countries
31 Methods

In order to gather information on nationa surveys on hedth or health related topicsin the EU, NSIs,
Ministries of Hedlth and other indtitutes which execute such surveys were asked to send information.
In August 1996 Eurogtat sent letters to these indtitutes explaining the am and the background of the
inventory. Thisletter isincluded in Annex 3.1.

The indtitutes were asked to provide questionnaires of hedth interview surveys, surveyson
impairments, disabilities and handicaps, multi purpose surveys, sandard of living surveys or other

surveys with a hedth related component, which were carried out since 1994. Also older surveys
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which might be repeated in the coming years were requested. It was asked to forward questionnaires
in the origind language(s) and if avallable dso in English. Moreover, the inditutes were asked to send
publications and information on (provisiond) plans for future surveys (until the year 2000).

Together with the letter a form was enclosed to gether some generd information on these surveys,
like mode of data collection, sample size and non-response (see Annex 3.2). Finaly, for each
country alist of ingtitutes that were addressed was attached. If the person who answered the letter
was aware of other ingtitutes than those listed which aso conducted surveys on hedlth or hedth-
related topics, he/she was asked to provide the addresses of those indtitutes.

3.2 Results

Table 3.3 shows the ingtitutes that were addressed and their reactions. First, in each country of the
EU at least one and at mogt five ingtitutes were approached, and in total 39 ingtitutes were
addressed. Moreover, 3 inditutes (in Austria, Germany and Luxembourg) referred to another
ingtitute, that conducted hedlth related surveys, and dso these ingtitutes were requested to
collaborate. In addition, aso the NSIsin Norway, |celand and Switzerland were asked to send
information regarding hedth interview surveys and other hedlth rdated surveys. Inditutes, which did
not reply, were sent reminders and were contacted by telephone. Of the 45 indtitutes, 43 indtitutes
replied, and the mgority of these indtitutes (33) reported specific hedlth surveys.

National referencesto internationd surveys like the European Community Household Pand are not
included in Table 3.1 and 3.2. Also references to studies that obtain data from regigtrations instead
of surveys are excluded, as thisis beyond the scope of the inventory. In total we received
information with regard to 78 surveys. The associates of the NSIs, Ministries of Health and other
ingtitutes, whom we contacted, generally have an overdl view of the hedlth related surveysin thar
country. Indeed, some contributors included information of surveys, that were conducted by other
indtitutes, or referred to other indtitutes. We may conclude that these 78 surveys represent the most
important nationa surveys.
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Table 3.2 presents generd information on these surveys, based on the information of the returned

forms. For surveysthat are executed more than once, the data reported in the Table refer to the

most recent year, for which thisinformation is available (this year is printed in bold). Thefollowing

aspects are reported:

- how often the survey is repested

- the data collection method

- the number of persons and/or households that collaborated

- thenon-response

- which ingtitutionalised groups were included: personsliving in homes for dderly, nurang homes,
and/or other habitations, and

- which age groups were addressed.

The column named ‘ questionnaire’ shows which questionnaires were provided, and more specificaly

the year and language(s) of the questionnaire. The second last column shows which questionnaires

are checked to make aligting of the included topics. The following surveys are not analysed:

- surveysfor which no questionnaires are available yet,

- surveysthat have been conducted before 1994 and that will not be repeated, and

- aurveysthat address only a specific part of the population like children, adolescents or prisoners.

Of the 78 surveysincluded in Table 3.2 atota of 52 questionnaires have been checked.

In the last column additiond information is added. The footnotes in this column refer to the survey in

the same row. Based on these data and on information in reports and papers, a description of recent

surveys and future plansin each country is made. This can be found in Annex 3.3.
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4 Coverage of health related areas and topics by surveys

41  Methods

The questionnaires of the salection of surveys that met the inclusion criteria (see Table 3.2) were
screened. Questionnaires in English, French, German and Dutch have been screened in ther origind
language. With regard to the other languages, the collaborating indtitutes often provided English
versons, and if these were not available the questionnaires or at least the hedlth related sections were
trandated into English by sworn trandators.

For each of the 52 questionnaires an overview was made of the questions that referred to one of the
topics, mentioned in Annex 2.3. These results are presented in Annex 4.1. Aswe focused on hedth
questions, the inventory of hedlth related topics is complete. However, as we did not always receive
or trandate the background questions, the demographic and socid factors are not totally complete.
In afew cases topics are subdivided, e.g. pharmaceutical products (within category D Hedth
Protection) covers both prescribed medicines and ‘ over the counter’ medicines. If referenceis made
to prescribed medicines in aquestionnaire, the question is assigned to this topic, and if referenceis
made to medicines, without any further specification, the question is dlocated to pharmaceutica
products. Thus, in generd a question is assigned to the most specific topic available. Of course not
each health related question in the screened questionnaires could be covered by one of the topics.
References to general complaints for instance could not be recorded in the topic list. Therefore, alist

of hedth rdated questions that could not be included in Annex 4.1 was made for each questionnaire.

4.2 Results

Annex 4.1 shows for each topic which surveys cover that topic, and the first column presents the
total number of surveysthat cover atopic. In order to assess how often these topics are questioned
Annex 4.2 presents the years in which these topics were included in a survey for each country. This
Annex aso shows how many countries gather at least once information on these topics. Hedlth
related topics that were included in at least 20 surveys are presented in Table 4.1. The following

conclusions can be drawn from these overviews.
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Hedlth status

questions on sdf- percaived hedlth, chronic conditions, physica disability, activity limitetions,
mental health and stress, disease- specific morbidity, and adult body weight and height are
included in more than haf of the questionnaires, and information on these topicsis gathered in 12
to 16 countries,

items that refer to socia network and children’s body weight and height are included in 11 to 15
questionnairesin 10 or 11 countries,

the additiona topics are included in a smaller number of questionnaires.

Life style and hedlth habits

questions on present and former smoking, the consumption of acoholic drinks and on the leve of
leisure activities are included most frequently (in 22 to 37 questionnaires) in 14 or 16 countries,
the consumption of narcotics and psychotropic substances are questioned in 9 surveysin 8
countries,

the levd of daily activities and vigorous exercise are included in one-fourth of the surveys (13
questionnaires) in haf of the countries (8 respectively 9 countries),

with regard to diet the consumption of fruit and vegetables are included most often (in 15 surveys
and 11 countries),

information on breest feeding is gathered in 9 surveysin 9 countries,

acouple of surveys refer to knowledge on hedlthy lifestyles and attitudes regarding hedth
promotion,

the other aress, like exposure to ultraviolet radiation and persona hygiene, are hardly enclosed.

Living and working conditions

occupation isincluded in nearly each survey,

onethird of the surveys cover items on housing conditions, like type of dwelling and number of
rooms,

accidents at home or school, a work, leisure accidents and traffic accidents are included 13 to 17
surveysin about 10 countries,

topics relating to the externd environment like air pollution and exposure to noise areincluded in a

smal number of questionnaires, and no questionnaire covers questions on radiation.
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Hedlth protection

- surveysin most countries cover questions on outpatient and inpatient care (respectively 41
surveysin 15 countries, and 34 surveysin 13 countries),

- itemson the use of medicines are covered by 25 questionnairesin 14 countries,

- 19 quegtionnaires in 13 countries include questions on dental care and 17 questionnairesin 11
countries cover questions on technical aids,

- itemson screening for cancer are covered in 10 surveysin 9 countries.

- questions on vaccination are questioned in 7 surveysin 6 countries.

Demographic and socia factors

- information on background variables like gender, age, marita status, and education are included
in nearly dl surveys,

- questions on income, population subgroups (operationaised by nationdity), hedth-insurance
datus and region of resdence areincluded in about half of the surveys.

Table4.1
Topicsthat are covered most frequently by national health interview surveys

Topics Surveys Countries
out patient care 41 15
self-perceived health! 37 16
present smoking® 37 16
chronic conditions 36 15
physical disability (long-term)* 4 15
in patient care A 13
consumption of alcohol 31 16
former smoking® 28 14
activity limitations/temporary disability* 27 14
mental health* 26 13
pharmaceutical products 25 14
disease-specific morbidity 24 12
weight (adults)! 24 14
height (adults)* 23 14
level of leisure activities' 22 14

! recommended instruments available (WHO, 1996)
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5 Compar ability of questionsin different surveys

In order to examine the comparability of survey question, this chapter describes the following themes
for asdection of topics

1 related indicators (if applicadle),

2 recommended or provisond questions (if available),

3 pointsfor attention, that are used as a checklist for the comparison,

4 the differences and smilarities between the questions that are examined,

5 the comparability of derived measures (e.g. co-morbidity in the case of chronic conditions).
Findly, conclusons on the comparaility and recommendations to improve the comparability are

presented.

For each topic that isincluded in this chapter, Annex 5.1 reports comments concerning each
question of the 52 surveysthat cover thistopic. In addition, for some topics the wording of the
questions and the answer possibilitiesis reported.

51 Chronic conditions

1 Chronic conditions: related indicators
- prevalence of specific diseases
- overd| prevdence of chronic conditions

- co-morbidity

2 Chronic conditions: provisional questions

In the case of chronic conditions, two types of questions can be distinguished: disease specific
guestions and open ended questions. Disease specific questions include a checklist of conditions, and
respondents are questioned whether or not they have these conditions. Opentended questions
inquire whether respondents have a chronic condition, and eventualy which condition(s). These two
types of questions will be discussed separately.

Hedth and hedlth related interview surveys can include one type or both types of questions. In
addition, detailed questions on specific diseases can be enclosed. The Danish Hedlth and Morbidity
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Survey of 1994 for instance enclosed a number of questions on athmaand alergies. Asthese
questions differ between the surveys, the comparability of these detailed questions is not examined.
Examples of provisond questions of both types are reported below

provisiona disease specific question (WHO, 1996, pp. 95-98)

Now | am going to read for you alist of conditions/diseases. Please tell me for every disease/condition
whether you suffer from it (now or in the past 12 months).
- Asthma (Yes/No for every disease)

- Chronic bronchitis

- Chronic heart disease

- Hypertension

- Stroke and effects of stroke

- Stomach ulcer/duodenal ulcer

- Chronic back problems

- Chronic skin condition

- Disease of the liver, liver cirrhosis

- Diabetes médllitus

- Thyroid trouble or goitre

- Epilepsy

- Migraine

- Arthritis

- Other, namely...........

provisiona open ended question (based on questions in ECHP)

1 Do you have any chronic physica or menta hedth problem, illness or disability?
-Yes
-No(goto Q..

2 Areyou hampered in your daily activities by this chronic physical or menta health problem, illness
or disability?
-Yes
-No

provisional open ended question (Health survey for England)

Do you have any long-standing illness, disability or infirmity? By long-standing | mean anything that has
troubled you over a period of time, or that it is likely to affect you over a period of time.

- yes

- no

If yes, what is the matter with you? (record fully, probe for detail)

Can | check, do you have any other long-standing illness, disability or infirmity?
. yes

- no

(up to 6 long-standing illnesses)
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Does thi%!slness or disability limit your activitiesin any way?

- no

3 Chronic conditions: pointsfor attention

1 type of question
Of the 52 questionnaires that have been examined, 36 questionnaires include at least one question on
chronic conditions.
- 13 surveysinclude only disease specific questions
(A01, AO2, AO3, AO5, D03, D04, D05, D06, FINO1, FO1, FO3, FO7 and 102),
- 14 surveysinclude only open ended questions
(ELO1, FINO4, FINO5, FINO8, FIN12, NL02, S01, UK01, UK02, UK04, UK05, UK06,
UKO09 and N01),
- 9 surveysinclude both types
(BO1, DKO1, EO01, 101, NLO1, P01, UK03, UK10 and CHO1).

2 type of conditions

The checkligt of disease pecific questions may cover different types of conditions: for instance only
physica conditions or dso menta conditions. Also the terminology may vary: the checklist can
include forma medical terms, descriptions of symptoms and/or complaints.

Open ended questions on chronic conditions may refer explicitly to physical and/or mental conditions
or not. As respondents can answer in their own words, the answers probably cover medica terms,

symptoms and complaints.

3 thecriteria for reporting diseases
Respondents can be asked to mention diseases they have, diseases which hamper them in ther

daily activities or diseases which are diagnosed or treated by a doctor.

4 the reference period

Questions can refer to the present state of hedlth or to the occurrence of chronic diseases during a

specific period (e.g. the past year).
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4 Chronic conditions: differences between disease specific questions
22 Surveys include questions that are based on a checklist of chronic conditions and diseases. These

questions differ in anumber of respects (see Annex 5.1 for the exact wording of these questions).

1 the type of diseases

The German Survey on Environment, Hedlth and Health Promotion (D06) uses alist of diseases,
which is based on the affected organs or organ systems.

Some checkligts include temporary conditions like fractures or children’ s diseases (e.g. the Audtrian
and Begian Hedth Interview Surveys AO1 and B01), and some ligtsinclude menta conditionslike
depression and deeping problems (e.g. the Belgian Hedth Interview Survey BO1, two French
Surveys FO1 and FO3).

2 the number of diseases on the checklist

The number of diseasesin these lists vary between 2 and 40. Mot listsinclude 15 to 30 diseases.

3 the number of diseases that can be reported
The mgority of the surveys alow to report for each disease whether or not the respondent hasit.
Only the Audtrian surveys (A01 and A02) limit the number of answers (max. 3 repectively 4

answers possible).

4 the criteria for reporting diseases

Most often, the respondents are asked which diseases they have and/or from which diseases they
suffer (18 questionnaires). One questionnaire inquires about diseases which hamper the respondents
intheir daly activities (A02). The Spanish Nationd Hedth Survey (EOL), the Finnish Survey on
Hedth Behaviour (FINO1) and the Swiss Hedlth Interview survey (CHO1) use different criteria: these
surveys examine illnesses which are diagnosed and/or treated by a doctor.

5 the possibility to add diseases that are not covered by the checklist
Half of the surveys include an additiona answer category ‘other diseases or disabilities (11
questionnaires). Seven of these surveys ask to specify this disease or disability. Thus, respondents
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can add diseases which are not covered by the checklist. Moreover, if they did not recognise the
terminology of their disease in the checklig, they can report their disease or symptomsin their own
words. This answer may be recoded to the proper category later on.

6 the reference period

Eight questionnaires do not specify a period. As these questions are phrased in the present tense,
they refer to the present Sate of health. The Spanish National Hedlth Survey (EO1) and the French
survey on Hedlth Care and Socia Insurance (FO3) stress that they examine diseases from which the
respondents currently have. Six surveys examine which diseases the respondents ever had. If
reference to a certain period is made, the question often refers to the last year or the past 12 months

(6 questionnaires).

7 additional questions

Besides examining whether respondents have a disease, some surveys aso investigate

- whether this disease is treated, or more specificaly trested in hospita (e.g. AOL, FO3,
UKO03),

- whether respondents till have or whether they had this disease (e.g. A01, DKO01, 101), and

- sncewhen they had it (e.g. FO3, 101).

5 Chronic conditions: differences between open ended questions
23 Surveys include open ended questions on chronic conditions. Possible sources of dissmilarities
between these questions are described in this paragraph and the wording of the questionsis reported

in Annex 5.1.

1 the type of diseases

Nearly dl surveys emphasise that they cover long-standing or chronic conditions (16 questionnaires).
In addition to long-standing conditions, 5 questions aso cover accidents and temporary diseases.
The Spanish National Health Survey (EOL), for instance, specifiesthat illnesses are directed, which
restricted the respondent’ s activities for more than 10 days. Two surveys (UK 05 and CHOL)
emphasise that dso menta conditions should be mentioned.
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2 the description of the disease

The mgjority of the surveys ask the respondent to name the disease, or if the respondent does not
know the name, to mention:

- the symptoms or complaints (e.g. FIN0O4, P01, S01, UK03, UKQ09, UK 10),

- where in the body the complaints are located (e.g. DK01, FINO4, S01), and/or

- what the doctor stated (e.g. FINO4, SO1).

3 the number of diseases that can be reported

Mostly up to 4, 5 or 6 diseases can be reported. About haf of the surveys explicitly invedtigate
whether the respondent suffers from more than one disease (e.g. DK01, FINO4, FINO8, S01,
UK09, UK 10).

The Finnish Living Conditions Survey (FINO4) encourages respondents to mention another disease
by stressing thet ‘even avery minor illness' should be added; in addition the respondents recaeive a
ligt of diseases, which they should check. Findly, in this survey and in the Swedish Survey on Living
Conditions (S01) respondents are asked whether they take medicines ‘for any other chronic illness

in order to complete the reporting of chronic diseases asfar as possible.

4 the time period

The mgority of the surveys do not mention a specific period, but they refer to the present, asthe
questions are tated in the present tense. Two surveys explicitly refer to the past year (EO1 and
UKO06), one survey to the last four weeks (101) and one survey to the past two weeks (P01).

5redtriction in daily activities
Most surveysinclude an additiona question to examine whether and to which extent the respondent
isregricted in higher dally activities by theillness.

6 Chronic conditions: tentative conclusions on the comparability

Disease specific questions

The checkligts vary consderably and aso the wording of the questions is not comparable. Hence,

the results of these questions are not comparable. To give an example, when respondents are asked
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to mark diseasesthat are diagnosed or treated by a doctor, they may report fewer diseases than

when they are asked to mark diseases they have. Smilarly, respondents may report fewer diseases

when they are asked to mention diseases they currently have than when they are asked which

diseases they ever had.

It is recommended to devel op a common question, focusing on:

- acommon list of diseases (for instance based on ICD codes),

- the criteriafor diseases that should be reported (e.g. diseases the respondent has or suffers
from),

- whether or not a specific reference period should be included in the question,

- whether or not respondents should be asked to add diseases, and if S0, which questions are
advised.

Open ended questions

The questions included in the following 16 surveys are partly comparable: BO1, DK01, FINO4,
FINO5, FINO8, NL01, S01, UKO01, UK02, UK03, UK04, UK 05, UK09, UK10, NO1 and
CHOL. Unfortunately, we cannot assess the comparability of the reported diseases, as we do not
know which classfication systems are used to code the answers. For the purpose of internationa
comparability it is recommended to code the diseases according to the ICD.

Y et, aso these questions show small deviations that may affect the results. For instance, questions
that indicate that aso menta conditions should be mentioned will lead to higher estimates than
questions that do not include this specification. Therefore, it is advised to develop a recommendation
for thistype of question.

7 Chronic conditions: the comparability of derived measures

Prevalence of specific diseases

Based on the disease specific questions, comparable estimates of the prevaence of specific diseases
may be caculated for diseases that have alow fatdity, that are well known, and that areincluded in
most checkligts, like asthma or diabetes.

The comparability of prevaence figures, based on the open ended questions, depends on the
comparability of the classfication systems that are used to code the answers.
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Overall prevalence of chronic conditions

The comparability of the overdl prevaence figures of chronic diseases based on the disease specific
questionsis very limited, as aresult of the differences between the questions and the checklists. But
when there is a short common lig, the prevaence of this selection of chronic conditions could be
estimated (see a'so Dunndll, Matheson and Bridgewood (1997) for adiscussion of the uses and
limitations of survey data on morbidity).

The results based on the open ended questions are probably better comparable, as these questions

are more dike than the disease specific questions.

Co-morbidity

Based on both types of questions, co-morbidity can be assessed. With regard to the comparability
of this measure, the differences mentioned above should be taken into account. Especidly the extent
to which respondents are encouraged to mention more than one chronic disease affects the results.

52  Height and weight of adults

1 Height and weight: related indicator
body mass index BMI

2 Height and weight: recommended question

Recommended question (WHO (1996) page 85)

What is your height without shoes? cm
How much do you weigh without clothes and shoes? kg
(Pregnant women should be asked what their weight was before pregnancy.)

3 Height and weight: pointsfor attention

1 correction for clothes and shoes
In order to correct for the weight of clothing, respondents may be asked to estimate their weight
without clothes and shoes. Similarly, respondents may be asked to give their height without shoes.
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2 pregnancy
In order to compute BMI as an indicator for overweight or underweight, pregnant women should be

asked to give their weight before pregnancy.

3 type of survey

The respondents’ answers may be biased by socia desirability. Possibly, the effects of this bias differ
between sdlf-administered questionnaires and face to face questionnaires. On the one hand, socid
desirability may occur more often in interview dtuations when people have to mention their sature to
the interviewer, but on the other hand, the deviation from the actud body weight may be smdler

when an interviewer is present.

4 Height and weight: differences between questions
Questions on height and weight that are gpparent in 23 surveys are examined. The wording of these
questionsisincluded in Annex 5.1.

1 correction for clothes and shoes

About one third of the questions explicitly mention that height without shoes and weight without
shoes and clothing should be estimated (8 surveys. BO1, D06, EO1, EO2, NLO1, P01, NO1 and
CHO01). One of the Finnish surveys (FINO1) asks for body weight estimated with light dothing.
Also if these corrections are not specified, most people probably mention their weight and height
without clothing spontaneoudy. Especidly people who want to be thinner may give their weight
without clothing. And if someone' s height is ever measured by a professona (a doctor or nurse, e.g.
for amedica test), he/she probably recalls this height, which is measured without shoes. As aresult,
the deviation between questions that include this correction and questions that do not may be small.

2 pregnancy

Seven surveys specify that pregnant women should give their weight before pregnancy (BO1, EOL,
FINOS, 101, P01, UK09 and NO1). Although the remaining questions do not explicitly include this
condition in the questionnaire, it may be included in the interviewers' ingructions.
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3 type of questionnaire

Most questionnaires that include questions on body weight and height are face to face questionnaires.
Two surveys use salf administered questionnaires (FINO1 and FO3) and two surveys apply
telephone interviews (FINO8 and CHO1). In the Health Survey for England (UK09) weight and
height are measured by a nurse. Only if measurement was not possible, respondents were asked to
give an esimation of their body height and weight. These different methods may possibly leaed to
different results.

4 calculation of BMI

Generally people are asked for their height and weight, and BMI (weight/height?) is computed
afterwards. One questionnaire, however, asks people to caculate their BMI themsalves and to give
thisfigure ingtead of height and weight (LO1). Asthis concerns aface to face questionnaire, the
interviewer may help the respondent in the computation. Y &t, the chance on errorsis high, and as
height and weight are not recorded, the calculation cannot be verified.

5 Height and weight: tentative conclusions on the comparability

The differences between the questions are smdl. Also BMI derived from these questions will be
comparable. Probably other biases, like socid desirability or wrong estimations (e.g. respondents
who do not know their stature and give arough esimation) may affect the religbility to alarger extent
than the differences between the questions, that are discussed above. In order to diminish these
biases asfar as possible, it is recommended to include corrections for clothes and shoes, to ask

pregnant women after their weight before pregnancy, and to follow the recommended question.

53  Dental health: missing teeth

1 Missing teeth: related indicator
average number of missing teeth (35-44 year)
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2 Missing teeth: pointsfor attention

1 type of question: open ended question or precoded answer possibilities

In generd open ended questions produce more precise results than questions with precoded answer
categories: whereas the latter use a categorisation of missing teeth, open ended questions ask for the
exact number of missing teeth. Moreover, as no recommended or provisiona question is available,

answer posshilities may vary.

2 definition of missing teeth

Quedtions can inquire after the number of original teeth respondents have logt, or after the number
of missing teeth, that are not replaced by fase teeth. In addition, it should be clear whether wisdom
teeth are included are not.

3 Missing teeth: differences between the questions
Five surveys incude questions on missing teeth. The wording of these questionsis reported in Annex
5.1

1 type of question
In contrast to the Scandinavian questions that include determined answer categories (DKO01, FINO1,
FINO5 and NO1), the French question (FOL1) is open ended.

2 the answer categories

The Finnish and French questionnaires (FINO1, FINO5 and FO1) focus on the number of missing
teeth, and the Danish and Norwegian ones (DK 01 and NO1) focus on the number of teeth left. The
response categories of the two latter questionnaires can be converted to the number of missng teeth,
but the resulting categorisation differs from the Finnish ones.

1 no teeth left all teeth (28) missing
2 1-9teethleft 19-27 teeth missing
3 10-19teeth left 9-18 teeth missing

4 20 or more teeth left 1-8 teeth missing

5 dl my tegth left no teeth missing
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3 definition of missing teeth

The French question (FO1) inquires after the number of missing teeth that are not replaced by a
prosthesis. On the other hand, one of the Finnish questionnaires (FINO5) examine the number of
original teeth that are missng. The additiond questions do not specify whether or not teeth that are
replaced by false teeth are defined as missing teeth.

In contrast to the other questionnaires, the French and the Norwegian surveys (FO1 and NO1) state
that wisdom teeth should not be counted.

4 calculation of the number of missing teeth

The five questions do not alow to caculate the average number of missng teeth (of 35-44 year
olds). Based on the results of the French questionnaire, the average number of missing teeth that are
not replaced can be caculated, and based on the other questionnaires, only the answer category that
is mentioned most often by people aged 35-44 can be counted.

4 Missing teeth: tentative conclusions on the comparability

The wording of the questionsis not comparable. Questions that emphasi se that wisdom teeth should
not be included will lead to lower figures than questions that do not include this specification.
Moreover, questions using precoded answer categories do not alow to caculate the average
number of missing teeth of 35-44 year. Therefore, it is advised to elaborate a recommended
guestion, that includes a definition and that is open ended.

54  Dental health: toothless persons

1 Toothless persons: related indicator

percentage of people aged 65- 74 years who are toothless

2 Toothless persons: differences between the questions

Nine surveys include questions concerning toothless respondents. The questions and answer
categories are included in Annex 5.1.

The answers that are underlined refer to persons who have no teeth left. In the French survey (FO3)
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this answer category aso includes persons who have lost nearly dl teeth, and in the Finnish survey
(FINOL) the underlined answer category may include people who have fa se teeth, but who have
aso some teeth of their own. The other surveys have a separate answer category for toothless
persons, which alows for acaculation of the percentage of people aged 65-74 yearswho are

toothless.

3 Toothless persons: tentative conclusions on the comparability

The questions of the Belgian and Dutch surveys are Smilar, but the other questions are different.
With regard to the comparability of the percentage of people aged 65- 74 years who are toothless:
this can be computed in the mgjority of the surveys (B01, DK01, FINO5, NLO1, S01, UK10 and
NO1) and can be estimated roughly in 2 surveys (FINO1 and FO3).

If arecommended question for the number of missing teeth would be developed, a separate answer
category for people who miss al teeth should be included.

55  Dental health: dental prosthesis

1 Dental prosthesis: related indicator
percentage of people who have adenta prosthesis

2 Dental prosthesis: differences between questions

Nine questionnaires include questions on dentd prostheses. These questions are reported in Annex
5.1. The answersthat are underlined refer to persons who have a prosthesis.

The context of these questions differs: the questions in one of the French, and in the Italian and
Portuguese surveys (FO3, 101, PO1) cover dl kinds of prostheses and artificia aids, and the Spanish
and Swedish questions (EOL and S01) focus on the generd state of the respondent’ steeth. The
remaining questions refer more specifically to the occurrence of dentd prostheses. In addition, the
Belgian, French and Dutch surveys (BO1, FO1, FO3 and NLO1) inquire whether the prosthesis can

be removed or not. The Finnish survey (FINO5) examines only removable dentures.

3 Dental prosthesis: tentative conclusions on the comparability

Again the Belgian and Dutch questions are Smilar. Although dl surveys dlow to caculate the
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proportion of people who have adentd prosthess, the comparability of the questionsis limited.

56  Present and former smoking

1 Present and former smoking: related indicators
- proportion of daily smokers

- proportion of occasional smokers

- proportion of ex-smokers

- proportion of people who have never smoked

- proportion of heavy smokers

2 Present and former smoking: recommended questions

Recommended question (WHO (1996) page 73)

1 Do you smoke?

- yes, daily

- yes, occasionally

- no

2 How many cigarettes do you usually smoke on average each day?

- does not smoke cigarettes
- fewer than 20
- 20 or more [heavy smoker]

3 Compared with two years ago would you say you now have reduced smoking?

- yes (end)
- no (end)

4 Have you ever smoked?
- yes, daily

- yes, occasionally

- no (end)

5 How long ago did you stop smoking?
- less than two years ago
- two years ago or more

3 Present and former smoking: pointsfor attention

1 definition of smokers
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Questions may refer to smoking in generd or, more specific, to the consumption of cigarettes, cigars
and/or pipe. With regard to cigarettes more detailed information can be gathered: namely on the
choice between manufactured and hand-rolled cigarettes and between cigarettes with and without
filter

2 quantity smoked

Smokers can be asked how many cigarettes, cigars and/or how much pipe tobacco they consume
during a certain time period: daily, weekly or morthly. This question can be open ended, and in that
case the exact answers can be recorded, or precoded answer categories can be used. In the |atter
case, adivison between less than 20 cigarettes per day and more than 20 cigarettes would be

helpful in order to calculate the proportion of heavy smokers.

3 occasional smoking

Questions concerning both present and former smoking may include an answer category ‘yes,
occasonaly’ besdes ‘yes, daly’ in order to digtinguish irregular from regular smokers. If thisis not
the case, occasiona smokers can be characterised by the quantity of cigarettes, cigars or pipes they
smoke: for ingtance less than 1 per day.

4 Present and former smoking: differences between questions
36 Questionnaires include questions on present and former smoking behaviour. The wording of these

questionsis presented in Annex 5.1.

1 definition of smokers

The large mgority of the questionnaires (27) specify that they refer to the consumption of cigarettes,
cigars and pipe. Six questionnaires refer to smoking in genera without further specification (D06,
FINO8, FIN12, FO1, FO6 and IS01), and three questionnaires inquire about cigarette smoking

(A0, IRLO3 and UKO7 (the latter is a study among women)).

Some questionnaires make a further distinction between the type of cigarettes. About one third of the
questionnaires (13) inquire about the consumption of manufactured cigarettes (or in other words:
cigarettes from a pack) and hand-rolled cigarettes (or roll ups, sdif rolled cigarettes or shag) (D03,
D04, FINO1, NLO1, NLO2, UK01, UK02, UK03, UK05, UK06, UK09, UK10 and NO1). About
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one fourth of the questionnaires (8) examine whether respondents smoke cigarettes with or without
filter (AO3, D03, D04, 101, UK01, UK02, UK03 and UK05).

In addition, the Danish questionnaire inquires about the consumption of cheroots (DKO0L), the
Swedish and Swiss questionnaires explore the consumption of cigarillos (S01 and CHOL), and the
Swedish and Norwegian questionnaires include the consumption of snuff or chewing tobacco (S01
and NO1).

2 quantity smoked

Fourteen questionnaires examine the amount of cigarettes, the number of cigars and the amount of
pipe tobacco separately using open ended questions (D03, D04, D05, DK01, EO1, E02, FINO1,
FINO5, NLO1, S01, UK01, UK03, UK06 and CHO1). The Belgian survey (BO1) uses open ended
guestions to determine the consumption of cigars and pipe, and a precoded question to estimate the
daily consumption of cigarettes. One of the French surveys (FO3) examines the daily consumption of
cigars, cigarillos and pipe together, and that of cigarettes separately.

Fifteen questionnaires examine the amount of cigarettes the respondents generaly smoke, but they
do not inquire about the amount of cigars and pipe tobacco. Most surveys (11) use open ended
questions (FIN12, 101, 102, NL02, P01, UK02, UK05, UK07, UK09, UK10 and N0O1), and a
minority of the surveys (4) use precoded questions (A01, AG03, DO1 and IRL03).

Mogt British questionnaires distinguish between the average number of cigarettes smoked on
weekdays and at weekends (UKO01, UK02, UK05, UK06, UK09 and UK 10).

Three questionnaires use open ended questions to inquire about the overadl amounts smoked

(FINO8, FO1 and F06). Two questionnaires, findly, do not examine quantities (D06 and 1S01).

3 occasional smoking

To diginguish daily smokers from occasona smokers, hdf of the questionnaires (18) include an
answer category ‘occasiondly’ to the question concerning present smoking. The terminology,
however, differs. for ingance ‘ gdegentlich’ (A03, D01), ‘not every day’ (EOL, NL0O2), ‘now and
then’ (FIN12, NLO1), or ‘from timeto time’ (S01).

Most questionnaires that do not include such an answer category can estimate the proportion of
occasiond smokers from the quantities consumed (14 questionnaires). If people smoke less than one

cigarette, cigar or pipe per day, for instance, they may be typified as occasona smokers. Only 3
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guestionnaires do not alow to estimate the proportion of occasiona smokers (A01, D06 and 1S01).

4 heavy smokers

The mgority of the questionnaires ask the respondents for the exact number of cigarettes, cigars
and/or pipe tobacco (29 questionnaires). Five questionnaires use precoded answer categories to
estimate these amounts (A01, A03, BO1, D01 and IRL03). The answer categories of these
questionnaires dlow to caculate the proportion of people who are heavy smokers (more than 20
cigarettes per day). The two questionnaires that do not examine quantities (D06 and 1501) provide

no information on heavy smokers.

5 comparison of present smoking with former smoking

A minority of the questionnaires ask respondents whether they smoke more, less or the same amount
compared to before: two questionnaires inquire about changes in smoking behaviour within the last
year (D03 and F06), and four questionnaires ask respondents to compare their current smoking
habits with those 2 years ago (B01, EO1, 101 and PO1). Finally, one study asks for a comparison
with smoking behaviour 7 years ago, asthat survey is repesated every 7 years (UK 03).

6 former smoking

All questionnaires but one (1S01) inspect whether people, who do not smoke currently, have ever
smoked or not. Most questionnaires inquire about the former smoking habits of ex-smokers, e.g.
when they started smoking, when they stopped, how long they have smoked, and how much they
smoked.

7 additional questions
Many questionnaires include additiond questions regarding smoking, for instance whether people
want to diminish their tobacco consumption and the brand of cigarettes they usudly smoke.

5 Present and former smoking: tentative conclusions on the comparability
Generdly, the questions differ from the recommended questions. Probably many countries have their
own tradition with regard to thistopic, as the differences between questionnaires within countries are

smaller than between countries. Although the large mgority of the questionnaires alow to caculate
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the proportions of daily smokers, heavy smokers, occasiond smokers, former smokers, and the
proportion of people who have never smoked, the findings of different surveys may vary as aresult
of the differences between the questions. The proportion of occasiona smokers, for instance,
certainly differs between the surveys as the terminology varies.

In order to get internationally comparable data, the recommended set of questions should be
included in the questionnaires. If more information on smoking behaviour is preferred, for instance on
the consumption of cigars and pipe tobacco, other questions may be added to the recommended
questions. New surveys gppear to follow the recommendations, like the Belgian hedth interview
survey did.

57 Inpatient care

1 In patient care: related indicators
- hospitalised (yes/no)
- number of times

- number of days

2 In patient care: provisional question

No recommended question is available. Therefore, a provisiona question is presented below.

Provisiona question (based on Swinkels, 1996, PHARE seminar on Headlth Interview Surveys)

Basic question

1 Have you been admitted to a hospital or clinic during the past 12 months, since ..... (date). (Do
not include admissions for childbirth.)

- yes, times

- no

Additional question (to be answered for all admissions during reference period)
2 How many nights did you spend in the hospital? nights

3 In patient care: pointsfor attention

1 the context of the question
Questions may focus on in patient care solely, or may focus on different types of care like contacts
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with GP's, dentists and other types of out patient care concurrently.

2 exclusion of hospitalisation due to childbirth
In order to prevent confusion, it should be specified that admissions due to childbearing should not
be reported.

3 the reference period

Because of the low prevalence rate of hospitaisation, a reference period of one yeer is preferred
(Swinkels, 1996). Underreporting resulting from memory effects is probably minor, as people forget
hospitdisations |ess often than vidts to the GP or the dentist due to the more serious nature of the
complaint.

When the respondents are asked whether they have been hospitalised during the past year, the
respondents may refer to the past 365 days or to the past calendar year. When an interview takes
place on 16 February 1997, for instance, respondents may refer to the period since 16 February
1996, or to the cdendar year 1996. Similarly, respondents may refer to dissmilar periods of time
when the question hints at the past 12 months. In order to clarify the exact period of time that is
intended, Swinkels (1996) advised to include the date by adding the statement *so since ..... (date

4 |n patient care: differences between questions
In tota 26 questions on hospitalisation have been examined. The wording of these questionsis
reported in Annex 5.1

1 definition of hospitalisation

HAf of the questionnaires (13) specify that stays in hospital overnight or longer or, in other words,
vidgtsasan in patient or hospital admissions are intended (D01, D03, D04, D05, D06, EO1, FINOS,
FO7, NLO1, UKO1, UK05, UK10 and NO1). The other questionnaires (11) use the term
hospitalisation without further specification (BO1, FINO1, FINO4, FINO5, FO3, 101, 102, LO1, P01,
01 and CHO1). The Portuguese questionnaire (P01), for instance, examines how many daysthe
respondents was in a hospital or aclinic in the two weeks prior to the interview. Probably,
respondents who visited a hospitd, but did not stay overnight also answer positively. As aresult,
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hogpitdisation figures based on this question will be much higher. A British questionnaire (UK03)
examines whether respondents are hospitalised * either overnight or as a day patient’, and one of the
French studies (FO1) explains that not only overnight stays, but aso stays of at least 2 days while the
respondent returns home at night should be reported. Like the Portuguese study, hospitalisation
figures based on these questions are higher.

Respondents may not aways know which kinds of hospitals and clinics are meant, and therefore
some questions include more detalled information. The Norwegian study (NO1), for instance, points
that admissions to hospitals and/or care ingtitutions should be reported, and the Swiss (CHO1) and
one of the Finnish (FINO8) studies indicate that vidts to rehabilitation centres, spas and sanatoria
should be excluded.

2 the context of the question
The mgority of the questionnaires (24) include specific questions on in patient care. Only two
questionnaires (D01 and D06) aso inquire about out patient care.

3 exclusion of hospitalisation due to childbirth

Only 5 questions stress that admissions due to childbirth should not be reported (BO1, 101, 102,
NLO1 and UK05). The other 21 questions do not include this specification. Figures on
hospitaisation based on the latter questions may be higher compared to the figures based on
questions that include this specification.

4 the reference period

All questions on hospitalisation refer to a specific time period. Most questions (18) refer to the past
year or past 12 months. The other questions refer to the past 6 months (FINO8, FO1), 3 months
(FO3, 101, S01), 1 month (UK03), 4 weeks (DO1) or 2 weeks (P01).

Ten questions specify the exact period by adding ‘since .....(date)’ (BO1, EO1, FINO5, FINOS, LO1,
NLO1, S01, UKO1, UKO5 and UK 10). The other 16 questions refer to the past months or weeks
without indicating the dates.

5 number of times

More than haf of the questionnaires (14) examine how many times the respondent has been
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hospitalised during the reference period. Twelve questions use open ended answer categories (BO1,
D03, D04, EO1, FO3, 101, 102, NLO1, S01, UKO01, UK05 and NO1), and two questions use
precoded answer categories (FO1 and CHO1).

6 number of days/nights

Nearly dl questionnaires (23) examine the number of days (or nights) spent in hospitd. They inquire

after:

- the total number of days during the reference period (13 studies: D05, D06, FINO1,
FINO4, FINO5, FINO8, FO7, 102, L01, P01, S01, NO1 and CHO1),

- the number of days for each stay separately (5: D03, D04, NLO1, UKO1 and UK05), or

- the number of days of the last stay (4: BO1, D01, EO1 and FO1).

The Itdian Hedth Interview Survey (101) examines both the total number of days in the reference

period and the number of days of the last time. Most questions refer to the number of nights, which

may lead to different results than questions that examine the number of days.

5 1n patient care: tentative conclusions on the comparability

The large mgority of the questions refer to in patient care solely, and most questions examine
hospitaisation during the past year. Still, the comparability islimited. Some questions refer to a
shorter period of time, which makesiit difficult to compare hospitalisation figures.

The définition of hospitaisation probably has the largest influence on the comparability of the
hospitdisation figures. It is recommended that the question should State that only vidts as an in patient
(and no day visits) have to be recorded, and that women should not report hospital vidts dueto
childbirth. In addition, it is advised to clarify which hospitas are intended and which visits should not
be reported, like visits to sanatoria

6 In patient care: the comparability of derived measures

Number of times

In order to gather information on the number of hospitdisations, it is advised to examine how often
the respondent was hospitalised during the past year (the preferred reference period).
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Number of days

Whereas the number of days is one of the indicators that is used to quantify hospitalisation, most
questions refer to the number of nights Reference to the number of nightsis preferred, asit
emphasises that in patient vists rather than day visits have to be recorded. Moreover, it probably
leads to more reliable estimates, as the number of nights is less ambiguous than the number of days.
When respondents are asked for the number of days they have been hospitalised, they may include
both the first and the last day, they may include one of these days, or they may report only the days
in-between.

Findly, recommendations should be devel oped, that clarify whether the tota number of nightsthe
respondent was hospitalised should be counted, or the number of nights for each visit separately, or
only with regard to the last vidit. The number of nights for each vist separately is preferred, asthis
yields the most detailed information. Moreover, mistakes in the summeation of the number of nights
when respondents have been hospitalised more than once may be eiminated. Only if respondents are
hospitdised very often, they should be asked for the total number of nights.

5.8  Sdf perceived health

1 Self perceived health: recommended question

Recommended question (WHO (1996) page 52)

How isyour hedth in generd?
- very good

- good

- fair

- bad

- very bad

2 Self perceived health: pointsfor attention

1 reference period
It is recommended to refer to ‘hedth in generd’ rather than ‘ present state of hedth’ asit isnot

intended to measure temporary disabilities.
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2 number and type of answer categories
Obvioudy, differencesin the number and wording of the answer categories may lead to different
results. Thus, the number, the wording and the order should be comparable.

3 comparison with ‘ people of the respondent’ s own age’

The WHO/CBS publication (1996) discourages this addition, as this information does not provide
the possibility to monitor progress of the average hedlth status in the population. This question rather
provides information on the hedth status in comparison to the average sate of hedth.

3 Self perceived health: differences between questions
37 Questionnaires include this topic. Two surveys (DKO01 and UK 09) include two questions: onein
aface to face questionnaire and one in a sdf-administered questionnaire. As aresult, 39 questions

have been examined. Annex 5.1 presents the wording of these questions.

1 reference period

Mogt questions (25) refer to ‘hedth in generd’, dthough the word ‘genera’ is not dways specified.
Two guestions examine the state of hedth in the past year or the past 12 months (E01 and UKOL).
The other questions refer to the present state of hedlth or current hedlth status (12 surveys. D03,
D04, D06, DKO01 (face to face questionnaire), FINO1, FINO4, FINO5, FINO8, FIN10, FIN12,
FO1 and CHO1).

2 number and type of answer categories

15 Questions use 5 answer categories that are comparable with the recommendation.

18 Questions dso include 5 answer categories, but the wording of these categories does not

correspond with the recommendation. Of these 18:

- 6 questions include 2 positive answers, 1 average answer and 2 negative answer
categories (A05, FINO1, FINO5, FINO8, FIN10 and FIN12),

- 6 questions include 3 positive and 2 negative answers (D03, D04, D05, D06, 101 and
1S01),

- 3 questions use 3 positive, 1 average and 1 negative answers (DKOL (self

CAUSR\SANDRINE\MDS9035EN.DOC 45
21/05/2001



COVERAGE OF HEALTH TOPICS BY SURVEYSIN THE EUROPEAN UNION

administered part), E02 and UK09 (saf adminigtered part)),
- the 2 Dutch questions have 2 positive, 2 average and 1 negative answer possibility
(NLO1 and NL02), and
- 1 Itdian question (102) does not specify the answer categories, respondents are asked
to assessther hedth on ascale from 1 to 5 (Iabelled: bottom score and top score).
In addition, three questions have 4 answer categories.
- including 2 positive and 2 negative answers (FO6 and FOB), or
- 2 positive, 1 average and 1 negative answer category (UKQ3).
One question (UK01) includes 3 answer possihilities: 1 poditive, 1 average and 1 negative answey.
Finaly, two questions use rating scaes ranging from 0 to 10 (FO3) and from 0 to 100 (UK04).
Ohbvioudy, questions that have different numbers of answer possibilities cannot be compared. Even if

this number issmilar, smal deviationsin the wording of the answers can lead to different results.

3 comparison with ‘ people of the respondent’ s own age’

Some questions include this addition (5 questions. A05, FO1, FO6, FO8 and UK 03).

4 additional questions

Besides the recommended questions referred to above, anumber of questionnaires gather additiona
information. Some questionnaires inquire about a comparison of the present sate of hedth withthe
hedlth status last year (BO1, DKO01, E02, UK09 and NO1) or 5 years ago (D05). Three
guestionnaires ask to rate the present health status on a scale (D06, NLO1 and UK01), and two of
these questionnaires also ask to rate the state of hedlth in the past (one year ago (D06) or 5 years
ago (NLO1)). The Swedish questionnaire includes a question on a comparison of the respondents
hedlth status with that of people of the same age (S01), and the Swiss questionnaire inquires whether
the present dtate of hedth differs from the generd state (CHO1).

4 Self perceived health: tentative conclusions on the comparability

Ten questions correspond with the recommendation of the WHO/CBS, namely A01, BO1, LO1,
P01, S01, UK02, UK05, UK09, UK 10 and NO1. The other questions can be made internationa
comparable:

- by referring to the generd State of hedth instead of the current Sete,
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- by adjugting the wording and eventualy the number and the order of the answer
categories, and

- by skipping the phrase * compared with people of your age'.

The WHO ‘survey of surveys shows large differences between 11 countries in the proportions of

people with a (very) good gtate of hedth, fair/average hedth status, and a (very) bad/poor health

datus. Part of these intercountry differences can be explained by differences in question wording

and/or answer categories (WHO, 1997b).

5.9  Out patient care: general practitioner

1 Out patient care: related indicators

Questions on out-patient care cover vidtsto generd practitioners (GPs), specidids, dentidts,
physothergpists, dternative practitioners like homeopaths etc. Also out patient viststo hospitas are
included. Of these different types of out patient care, visits to the GP are included most frequently in
hedth interview surveys, and therefore we compare this topic. An indicator on GP consultations that
may be used for international comparisonsis the frequency of the consultations.

2 Out patient care GP: provisional question

Provisona question (based on Swinkels, 1996, PHARE seminar on Hedlth Interview Surveys)

Introduction
The following questions concern contacts with your GP. They relate to visits during surgery hours
and house-cdls, but dso to telephone cdls for other reasons than to make an gppointment.

Basic questions

1 How often have you consulted your GP during the past 2 weeks ending yesterday, since.....
(date)?

- times ® gotoquestion 3

- not one single time

2 Can you tdl when you consulted your GP for the last time?
- on 19 (date) or weeks/months/years ago
- never

If last consultation £ 2 monthsago ® go to question 3
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3 How often have you consulted your GP during the past 2 months, since....... (date)?

3 Out patient care GP: pointsfor attention

1 definition of a consultation

In order to clarify which contacts with the GP should be reported, it is necessary to indicate which
contacts should be included and which contacts should be excluded. Home visits and consultations
by telephone may be included, while contacts to make an appointment may be excluded. Moreover,
it may be specified whether consultations on behdf of other people should be reported or not.

2 reference period

Generally questions on consultations with a GP are retrospective, and reference periods may vary.
Studies in the Netherlands have shown that when the reference period is 14 daysit is unlikely that
respondents report consultations wrongly. However, memory effects bias the results when longer
reference periods are used (Swinkels, 1996).

Swinkels (1996) also advises to specify the reference period in order to prevent confusion by adding
the starting date, e.g. * during the past 2 weeks, so since.....". Similarly, the final date can be included:
for example * during the past 2 weeks ending yesterday’ .

3 date of last consultation

In order to estimate the proportion of people who consult a GP during one year, respondents who
did not report a consultation with the family doctor during the reference period should be asked after
the date of their last consultation (Swinkels, 1996). Consequently, it is possble to cdculate how long
ago the consultation took place. Together with the information on the proportion of people who
consulted a GP during the reference period, it can be estimated how many people consulted a doctor

during one year.

4 Out patient care GP: differences between gquestions
The wording of questions that are included in 26 questionnaires has been examined. An overview of
these questionsiis presented in Annex 5.1.
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1 context

The mgority of the questions (12) inquire after visits to ‘a doctor’. Thus, respondents may report not
only viststo GPs (or family doctors), but aso visits to specidists and company doctors. 7
Questionnaires (A01, D03, D04, D05, D06, DKO1 and L01) inquire after contacts with different
types of doctors separately. 5 Studies (BO1, NLO1, NL02, UK02 and UK03) focus on
consultations with GPs solely and 2 studies (UK 05 and CHOL) include two questions. one on
doctors in general and one specificaly on GPs.

2 number of consultations

Of the 26 studies, only one (UK02) does not inquire after the number of consultations. Contrary to
the other studies, one study (LO1) uses precoded answers. Most studiesinquire after the number of
consultations with the GP, and some studiesinquire after the tota number of contacts with different
types of doctors.

3 definition of consultation

7 Studies (D06, FINO1, FINO4, FO6, L01, UK03 and NO1) do not indicate which contacts should
be reported and which contacts should not be reported. 10 Questionnaires emphesise that
consultations by telephone should be included. In contrast, one questionnaire (FINO8) indicates that
telephone contacts should be excluded. 11 Studies specify that home visits should be included, and a
smilar number of sudiesindicate that consultations on behaf of others should be excluded. Findly,
the two Dutch studies (NLO1 and NLO2) report that visits to locums should be recorded.

4 reference period

The reference periods vary widdy: from 2 weeks (5 studies: EO1, UK01, UK05, UK06 and UK 10)
to 12 months (10 studies: A01, D05, D06, FINO1, FINO4, FO6, L01, UK02, NO1 and CHO1).
The other 11 studies refer to periods of 4 weeks, or of 1, 2, 3 or 6 months,

10 Questions (BO1, FIN08, NLO1, NL02, S01, UK01, UK02, UK05, UK06 and UK 10) clarify
which period is referred to by adding exact dates.

5 date of last consultation

Ten studies (BO1, D03, D04, D05, EO1, NLO1, NLO2, UK 10, NO1 and CHO1) ask respondents
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who did not report a consultation during the reference period when the last consultation took place.
Also these questions vary: whereas most questions are open ended, 3 questions use precoded
answer categories, and while 6 questions refer to contacts with the GP, 4 questions inquire after the
date of the last contact for different types of doctors Smultaneoudy.

5 Out patient care GP: tentative conclusions on the comparability
The comparability of the questions on consultations with GPs is limited for a number of reasons.
Firgtly, some questions examine contacts with a variety of doctors, which leads to higher estimates of
the number of consultations than questions that refer specificaly to contacts with GPs. Secondly,
questions that do not specify the type of consultations that should be reported probably give different
estimates than questions that indicate which contacts should be included and which contacts should
be excluded. Thirdly, the reference periods are not comparable. The longer the reference periods,
the larger the effects of memory bias, and the higher the chance on underreporting. Fourthly, a
minority of the studies inquire after the date of the last consultation, if respondents did not report a
consultation during the reference period. Thisinformation contributes to a more accurate estimation
of the number of consultations during one year. However, adso these questions show large variations.
Therefore, it is advised to develop questions that:
- refer specificaly to contacts with GPs, and eventually to contacts with other kinds of

doctors separately,
- specify that home vidits and consultations by tel ephone should be included, (the

number of consultations made on behaf of other persons may be asked separately),
- have a short reference period, preferably of 2 weeks, and
- inquire after the date of the last consultation, if respondents did not consult a GP

during the reference period, preferably by means of an open ended question.
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6 Conclusions and recommendations

The present project has been initiated in order to collect information on how hedlth and hedlth related

topics are measured by means of national population surveysin 18 European countries (the 15

Member States of the EU and Norway, Icdand and Switzerland). The project intends to fecilitate

the production of harmonised gtatistics by improving the comparability of hedth related data and to

explore the possbilities for adequate collection of data from these nationd surveys by Eurogtat.

Chapter 1.1 describes the four specific goas of the project:

1 anoverview of recent nationd hedth interview surveys and other surveys with asubstantia hedth
component in the 18 countries mentioned above,

2 aninventory of future plansfor such surveys,

3 anoverview of the coverage of hedlth related areas and topics by these surveys, and

4 an examination of the comparability of nationa questions included in recent surveys.

The main resultsin the light of these four aims are described in section 6.1. Next, section 6.2 reports

recommendations for future actions.

6.1 Interpretation of theresults

Based on the inventory of recent national hedlth interview surveys and other hedth-related surveys
(the first am), it can be concluded that hedth interview surveys are executed regularly in most
countries: periodic hedth interview surveys are reported in 14 of the 18 countries. Especidly in
Finland, France and the UK many health related surveys have been executed recently. Alsoin
Austria, Germany, Denmark, the Netherlands and Norway periodic national hedlth interview surveys
aswell as non-recurrent health surveys and surveys that focus on a specific hedth theme like acohol
consumption have been performed. In Italy, Sweden and Switzerland periodic hedlth interview
surveys have been executed regularly and in Portugal and Spain such surveys have been repeated at
irregular intervals. In Belgium the firgt nationd health interview survey is executed in 1997, and
subsequently this survey will be repeated regularly.

In contrast to the countries above, no periodic hedth interview surveys have been reported in
Greece, Irdland, Luxembourg and Iceland. However, in these countries (except Greece) multi

purpose surveys that cover hedlth, and surveys on one specific health theme have been executed.
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It seemsthat recently more nationa health and hedlth-related surveys have been executed than ever
before. If thistrend continues, there may be even more hedth surveysin the future. Generdly, many
important surveys are periodic, implying that these will be repested. Moreover, the inventory of
future plans for nationa hedlth related surveys (the second am) shows that dso new hedth surveys
are being planned. To give some examples: in Finland preparations are being made for a study on the
date of health of the Finnsin the year 2000 (Terveys 2000) that will be based on a sample of about
10,000 respondents; in France alarge-scale disability survey is being planned in 1997 in order to
interview about 20,000 disabled people; and in Irdland a nationd lifestyle survey startsin 1997 and
this study will regularly cover hedth related questions from 1998 onwards.

In conclusion, given the large number of nationd hedth interview surveys and other hedth related
surveys in the recent past and in the future, there are numerous heslth data available on the nationa
levdl. However, two comments should be made. Firdtly, the reported hedlth data are by no means
available every year. In contrast to asmall number of hedth surveys that are executed continuoudy
or replicated every year, most surveys are repeated at 2 to 10 yearly intervals. In addition, many
surveys are executed only once. Secondly, the data collection methods vary between the surveys. To
give some examples: the type of survey (hedth interview surveys, disability surveys, multi purpose
surveys etc.), the sample frames, the type of interviews (face to face, salf administered and/or
telephone interviews), the numbers of people that are approached and the response percentages
differ (see Table 3.2). These differences dso affect the comparability of the data.

The third aim focuses on the coverage of hedth and hedlth related topics that are relevant for the
programme on health monitoring and for other programmesin the field of public hedth: which topics
are frequently covered by health related surveys and which topics are hardly covered? First, topics
thet are gpparent in 10 action programmes in the field of public hedth and that may be measured by
means of hedlth interview surveys have been listed (see Annex 2.3). Next, the contents of 52
questionnaires originating from 18 European countries have been investigated.

This examination shows that especially topics that in the area of ‘Hedlth Satus' areincluded in the
guestionnaires like sdf- perceaived hedlth, chronic conditions, physica disability and activity
limitations. Also topics on ‘Hedlth protection’, or in other words medical consumption, are frequently

covered eg. hospitdisation (inpatient care), consultations with the GP (outpatient care) and medicine
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use. Of the topics concerning ‘ Lifestyle and hedlth habits' questions on smoking and drinking habits
and on physicd activities are included most often. However, the area of * Lifestyle and hedth habits
aso incorporates many topics that are hardly included in hedlth surveys, like topics on:

- diet, eg. behaviour regarding food hygiene,

- 3xlife,

- knowledge on hedthy lifestyles,

- attitudes regarding hedlth promotion,

- awareness of health education campaigns,

- risk taking behaviour,

- persona hygiene (for deprived groups),

- risk factors for cancer, and

- exposure to ultraviolet radiation

In addition, thisinventory alows to establish to which extent these hedlth related surveys meset the
information needs of the 10 programmesin the field of public hedlth, that are described in Chapter 2.
The more genera and horizonta programmes cover a gregter variety of themes than the more
specific and vertica programmes, that go into afull consderation of one hedlth problem. On the
whole, the information needs of the generd programmes are more often met than the needs of the
more specific programmes. Thus, the areas of the Community action programmes on hedlth
monitoring (COM (95) 449 find), and on hedth promoation, information, education and training
(COM (94) 202 findl), the Hedlth for All survey indicators (WHO, 1996), and the survey indicators
that have been adopted by the High Level Committee on Hedth (Ministry of Hedth, Denmark,
1994) are more often included in the hedlth related questionnaires than the topics of the Community
action programmes on cancer (COM (94) 83 final), on the prevertion of drug dependence (COM
(94) 223 find), on the prevention of AIDS and certain other communicable diseases (Decision No
647/96/EC), on injury prevention (COM (97) 178 find), on pollution-related diseases (COM (97)
266 find), and the Third Community action programme to assist disabled people (Helios I1).

In order to explore the posshilities for international comparison of data from these nationd surveys,
the comparability of the topicsthat are included most frequently has been studied (the fourth am).
Table 6.1 presents an overview of the comparability with regard to the wording of the questions and

regarding the measures that can be derived from these questions.

CAUSR\SANDRINE\MDS9035EN.DOC 53
21/05/2001



COVERAGE OF HEALTH TOPICS BY SURVEYSIN THE EUROPEAN UNION

Table6.1
The compar ability of questions for 10 frequently measured topics and the compar ability of
derived measures

questions compar.t  derived measures compar.*
chronic conditions: disease specific - prevalence of specific diseases +
overdl prevaence of chronic conditions  +
co-morbidity -
chronic conditions: open ended + prevalence of specific diseases +
overdl prevaence of chronic conditions  +
co-morbidity +
sef perceived health +
height and weight ++ body mass index ++
missing teeth - average number of missing teeth 2
toothless persons - % of toothless persons +
denta prosthesis - % of people with dental prosthesis +
present and former smoking - % of daily smokers +

% of occasiona smokers
% of ex-smokers
% of never smokers
% of heavy smokers
in patient care: hospitalisation - number of hospitalisations -
number of hospitalised days
out patient care: GP consultations - frequency of GP consultations -

+ + +

! comparability: -- not comparable; - comparability islimited; + partly comparable; ++ comparable
2 cannot be calculated

This table shows that the comparability of disease specific questions on chronic conditionsis
limited. Both the wording of the questions and the number and types of diseases that areincluded in
the checklists appear to differ. Despite these differences, the prevadence of wdl-known diseases that
have alow fataity and that are included in most checklists may be comparable, if the wording of the
questionsis comparable. Similarly, the overdl prevalence of chronic conditions can be caculated for
ashort common list of diseases, and the comparability of this measure depends mainly on the
formulation of the questions. The comparability of co-morbidity depends primarily on the
comparability of the checkligs.

Generdly, the wording of the open ended questions on chronic conditions appears to be better
comparable than the formulation of the disease- gpecific questions, and as aresult the comparability
of the overall prevadence of chronic conditions is better comparable too. The prevaence of specific
diseases based on openended questions is comparable for diseases that are well-known and that

have alow fatdity. The comparability of co-morbidity depends mainly on the extent to which
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respondents are encouraged to mention more than one disease.

The questions on self perceived health are partly comparable. Many questions correspond with the
recommended question of the WHO/CBS (WHO, 1996). The other questions differ in the wording
of the questions and/or in the formulation of the answvers.

Questions on adult body height and weight show smdll differences, and consequently the derived
measure, body mass index, is comparable.

With regard to indicators of dental hedlth, the number of missing teeth, the proportion of
toothless persons and the proportion of people who have a dental prosthesis have been
examined. Most questions on the number of missing teeth have precoded answer categories, and
unfortunately these answers do not alow to caculate the average number of missing teeth. The
questions regarding the two other indicators on denta hedth vary widdy from one survey to another.
Y et, most questions alow to calculate the proportion of toothless persons or the proportion of
people who have adenta prosthess, and these figures are (partly) comparable, despite the different
question wordings.

Smilarly, the questions on present and former smoking differ largely. However, dmos dll
questions that refer to the consumption of cigarettes alow to calculate the proportions of daily
cigarette smokers, occasional smokers, heavy smokers, former smokers and ex-smokers. Generdly,
the comparability of these figuresis higher than the comparability of the questions, on which these
figures are based. Only the comparability of occasona smokersis limited, as the formulation and
interpretation of ‘occasiona’ differs between the surveys.

Two main reasons limit the comparability of the questions on in patient care or hospitalisation.
Firgtly, many questions do not clarify which hospitaisations should be reported and which admissons
should not be included, and secondly, the reference periods differ between the questions. These
deviations influence the comparability of the two derived measures: the number of hospitdisations
and the number of hospitalised days.

With regard to out patient care, questions on consultations with the genera practitioner have been
examined. The comparability of these questionsis limited for Smilar reasons as mentioned above:
firdly, the questions vary in the extent in which they ducidate which type of contacts with the GP
should be included and which consultations should be excluded, and secondly, the reference periods
vary widdly. In addition, some questions refer to ‘doctors' in genera, which implies that respondents
may aso include contacts with other doctors than the GP like specididts.
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This overview of comparisons demongrates that one of the basic prerequisites for internationa
comparability isthe existence of comparable definitions. The questions on consultations with the GP,
for ingtance, show that the data of different surveys are not comparable, because of differencesin
hedlth care systems and because of differencesin the interpretation of consultations. On the other
hand, when definitions are clear and unambiguous, which is the case for *

different questions may lead to comparable results.

In order to prevent confusion, definitions should be as clear as possible. The interpretation and
trandation of ‘occasiona (cigarette) smokers , for instance, varies between countries. As aresult, the
comparison of occasond smokersisless reliable than the comparison of daily smokers. Therefore, it
is recommended to clarify the term ‘occasiond’ by including the definition e.g. ‘not every day’ inthe
question.

6.2 Recommendationsfor future actions

In order to improve the comparahility of health related data, it is recommended to:

1 develop guiddines for recommended questions,

2 include these recommended questions in surveys,

3 draw up guiddines for the methodology of hedth surveys, and

4 implement these harmonised methods.

Obvioudy, harmonisation of questions and surveys, or in other words input harmonisation, is the key
to internationdly comparable results. However, aslong asinput harmonisation is not fully
accomplished, output harmonisation should be pursued for topics for which no comparable questions
are available yet. The present inventory shows that it is possible to make comparisons of survey data
in different countries, as long as the differences between the questions and the surveys are taken into
account.

In order to encourage output harmonisation, it is advised to:

1 dudy the effects of differences between questions on the results,

2 continue the present inventory of hedth interview surveys and other hedlth related surveys,

3 collect the data of these surveys, and

4 compare these data, taking into account the possible deviations between the surveys and

guestions.
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These different aspects of harmonisation areillustrated below.

Input harmonisation

In order to encourage input harmonisation, it is recommended to continue the devel opment of
recommended questions, that has been initiated by the WHO/Euro and Statistics Netherlands (1996)
and that will be continued and extended in the WHO EUROHIS Project titled ‘ Developing common
methods and insiruments for hedlth interview surveysin Europe’ within the BIOMED 2 Programme,
and that may be supplemented with other efforts.

The following aspects should be consdered in the development of harmonised instruments. Firs,
gpparently smilar questions may be interpreted differently in different countries. As mentioned
before, the explication of the expression ‘occasiond’ varies between countries. Bias as aresult of
interpretation differences can be reduced by incorporating as many explicit definitions as possble.
Next, recommended questions should be trandated both forward and backward. Moreover, it is
advised to test the vdidity and reliability of the questionsin each country and in each language
separately, e.g. by comparing the results of survey data with registration deta, if possible. In addition,
the effects of the position of the question in the questionnaire should be taken into account.

Next, when recommended questions are available, they should be included in as many surveys as
possible. The present inventory shows that surveys that have been devel oped recently include more
recommended questions than older surveys. Especidly the Belgian and the Portuguese hedth
interview surveys appear to follow many (but not al) recommendations. The usefulness of the
recommendations for the Belgian survey has been discussed at the Fourth consultation to develop
common methods and instruments for hedlth interview surveysin Europe of the WHO (Tafforeau
and Van Oyen, 1997). In genera, this development stimulates further harmonisation: the more
surveys include these recommendations, the more inviting it is for other surveysto incorporate these
internationally comparable questions too.

However, particularly countries that have along history of hedlth interview surveys encounter the
disadvantages of harmonisation. Especidly discontinuity in trends as a result of the difference
between the recommended and the traditiona question is problematic. One possbility to overcome
this drawback is to include both the traditiond (nationa) question and the recommended
(internationa) question in different subsamples of one survey, and to examine the differencesin the

results that may be caused by these different questions.
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In order to have results that are comparable between countries, not only the questions, but dso the
survey methods should be harmonised. The comparability of nationa hedlth interview surveys can be
enlarged by drawing up and implementing guiddines regarding the frequency of these surveys, the
sample frame, the mode of data collection etc. These methodologica aspects have been e aborated
in the WHO/CBS publication (1996).

Output harmonisation

The inventory shows that for some topics, in spite of the different wordings used, survey data are
comparable. In some cases, e.g. the percentage of daily smokers, the derived measures may be even
better comparable than the questions. However, it should be taken into account that if hedlth related
questions differ, a cross-nationa comparison of the resulting data may reflect:

1 red nationd differences,

2 nationd differencesin the wording of questions and answers, and/or

3 nationd differencesin the interpretation of the questions.

To give an example: cross-nationd differences in the proportion of occasional smokers derived from
different nationa hedlth surveys may not only reflect real nationa differencesin the proportion of
occasiond smokers, but o differences in the wording of the questions (e.g. referring to smoking in
generd or to cigarettes only) and/or differences in the interpretation of the expression ‘occasiond’.
Especidly distinctions as aresult of differencesin interpretation are difficult to assess. The effect of
differencesin question wording on the resulting data may be examined by comparing findings derived

from different questions in one country.

Harmonisation may be supported by a continuous inventory of hedth interview surveys and other
hedlth rdlated surveys. A continuous or yearly inventory alows to update the developmentsin hedlth
surveys and to follow the comparability of questions. It is recommended to collect information on the
methodology and the questionnaires of each survey, and to store this information in one deatabase,
that may function as areference toal. If thisinformation would be available on alarge scdein a
computerised format, people who are involved in hedlth related surveys may explore details of the
included surveys and examine the formulation of the questions on particular topics.

The Nationa Surveys Guide of the British Hedth Education Authority (HEA) sets agood example.
This resource was developed as areference tool of the British hedth and lifestyles surveysto assst
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researchers and planners in identifying what information exists and to assst in day-to-day problems
of questionnaire content and design. Initially developed as a paper-based document, the Guide has
been converted to a CD-ROM version in 1996 in order to serve more users. This CD-ROM dlows
to search viatwo main routes: users can look for particular surveys or for particular topics (Hedlth
Education Authority, 1996).

If such a database covering European health surveys would be available, people who are involved in
the development of questionnaires, may use this database to examine which questions are used in
other hedlth surveys. Thisis particularly interesting for topics for which no recommended instruments
aeavalableyet.

Similarly, the findings of the nationa surveys can be collected and stored in a database. These figures
can be used to examine the availability of nationa hedth data, and the comparability of these data
derived from different hedth surveys.

Subject to approval by the TF at its meeting of 19/11/97, the EC Task Force on ‘ Health and health
related survey data’ can support the harmonisation of hedlth related survey data by:

- cooperating in the development of recommended questions,

- including these recommended questions in hedlth surveys,

- developing internationa guidelines for survey methods,

- and gpplying these guiddines,

- finding solutions for drawbacks of these harmonisation activities,

- contributing to the development of a continuous inventory of hedth related surveys, and

- taking part in the provision of survey datafor an internationa health database.
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