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1. Developments within the objectives, concepts and work 
packages of the “PIA PHR“-project 

Public Health Reporting (PHR) activities1 are very important to support decision making, pol-
icy making and political debates. Within the European Union PHR activities differ between 
member states. In some countries they are more established than in others and there are 
different kinds of institutionalizations and functions due to different political systems and 
health systems. 

The project “Policy Impact Assessment of Public Health Reporting” (PIA PHR) aims to find 
ways to enhance the impact of PHR on different audiences (particularly politicians and policy 
makers, but also scientists, health service organizations, citizens …) and to develop a meth-
odology for health reporting in Europe which considers the most appropriate and effective 
ways of disseminating information to the various user groups. Therefore it is necessary to 
understand decision making processes of different user groups on the national, regional and 
local level, their needs and expectations (Grant Agreement 2004109: 29 f.). 

The project is based on experiences with PHR activities in six EU member states (France, 
Germany, Hungary, Ireland, Malta and the United Kingdom, mainly England). It supports an 
exchange of these experiences but aims to produce some findings which are of value for 
PHR activities in all member states and also on the EU level. One of the main questions is 
how higher levels like the EU or national states can support PHR activities on lower (re-
gional, local) levels. 

During the first year, the work within the project was focused on the development of a con-
ceptual framework for the impact of PHR activities and the preparation of a Delphi-survey as 
well as group- and in-depth interviews to collect information for the development of a meth-

                                                
1  As already mentioned in the First PIA PHR Interim Report, „Public Health Reporting“ is defined as 

„[...] a system of different products and measures aiming at creating knowledge and awareness of 
important Public Health problems and their determinants (in different population groups) among po-
licy makers and others involved in organisations that can influence the health of a population.“ (Ro-
sén 1998). 

 Or, more in detail: „Public health reporting is a system for collecting, organizing, analysing, report-
ing, and disseminating data and information on health, diseases, and their determinants in a de-
fined population. 

 By stressing public health reporting as a system, I emphasise that it is not a single product, such as 
a report, nor is it a time-limited project. Reporting is a continuous process where many different 
products and activities will contribute to the overall objectives. Collecting, organizing, analysing, re-
porting, and disseminating are all key words necessary for successful implementation. According to 
the above definition, activities in public health reporting could include annual statistical reports, sta-
tistics made available on the internet, summaries and reports on the health status of the population, 
conferences on public health issues, formulation of targets, health impact assessments, etc.“ (Ro-
sén 2002). 
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odology for PHR activities and a health information tool box to support people being active in 
PHR activities (see first PIA PHR interim report). 

During the period of the second interim report, group- and in-depth interviews with users and 
producers of PHR information in France, Germany, Hungary, Ireland, Malta and the United 
Kingdom (mainly England) have been conducted and analysed. The findings have been dis-
cussed to outline a methodology in the form of a health information tool box for people being 
active in PHR. In the process of the project relevant dimensions of the impact of PHR activi-
ties – the PHR process, different aims and contexts as well as levels of PHR activities – will 
be described, problems will be named and identified tools to solve the problems and to maxi-
mise the chance to realise a policy impact will be presented. 

A pilot test will be conducted to test the methodology / health information tool box. Following 
the General Agreement for the pilot test an issue of major interest was chosen together with 
the EU Commission. It was decided to look for “good practice” in the supply of information 
from PHR activities to support the development of strategies for regional development. The 
issue is of high importance and actuality. “Health is Wealth” is on the WHO agenda, there are 
new possibilities to use the EU Structural Funds for investments in the health of populations 
and health infrastructure and there is an ongoing debate about impulses from the health sec-
tor for economic growth, employment and regional development. To identify health problems, 
important fields for action and possibilities to link issues of regional development with issues 
concerning the health of populations are important tasks for which an information base for 
the rational utilization of resources is needed. 

In the end of the project there will be 6 country reports which deliver the foundation for a 
more general description of the methodology in the form of a health information tool box. 
Some of the boxes will be filled with concrete tools to support those being active in PHR ac-
tivities. Within the pilot test, tools will be developed to deliver information to support those 
which are involved in regional development strategies in Europe. 

The second interim report gives a short overview of the main results of the project until 
10/2007 (chapter 2). It documents presentations of findings from the project (chapter 3), 
members of the project group and the discussions and results of the third project meeting 
(chapter 4). The experience with the Delphi-survey (chapter 5) and the findings from the 
group- and in-depth interviews (chapter 6) are presented in greater detail. The findings are 
used to outline the methodology / health information tool box (chapter 7) and provide the 
foundation for the pilot-test (chapter 8). 
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2. Overview of the results 

Chart 1: Work packages 

Work package (WP) First results / next steps 

WP 1: Development of an instrument to 
conduct group- and in-depth interviews 
months 1 – 8 (11/2005 – 6/2006) 

The development of the instrument (guidelines) was ac-
complished 12/2006 by the following activities: 

desktop research about PHR, policy research, policy 
counselling, utilization of knowledge, impact of different 
products of the health information and knowledge system, 
e.g. reports, HNA, HTA, HIA etc. (desktop research will be 
continued through the whole period of the project) 

several interviews/talks with PHR experts about PHR 
activities and its policy impact (11/2005 – 2/2005) 

a Delphi survey about features of PHR in six European 
countries: the first round (8/2006 – 10/2006) was about 
the “as is” state, the “importance in principle” and thereby 
also about deficits of 86 features of PHR; the second 
round (1/2007 – 2/2007) was about priorities for the fur-
ther development of PHR activities; it was planned to ask 
the participants to comment on the priority rank lists re-
sulting from the second round in a third round, but due to 
the low participation rate in the second round, a third 
round was not realized  

WP 2: Conduct of focus group inter-
views (and additional in-depth inter-
views) 
months 7 – 17 (5/2006 – 3/2007) 

150 persons (users and producers of PHR information) 
were interviewed in France, Germany, Hungary, Ireland, 
Malta and the United Kingdom mainly in the period 1/2007 
– 4/2007; some additional interviews were conducted until 
11/2007 and it is planned to conduct further interviews 
accompanying the pilot test 

WP 3: Analysis of group interviews  
months 14 – 23 (12/2006 – 9/2007) 

Due to the low participation rate in the second round of 
the Delphi-survey, only the results from the first round are 
available for analysis 

The group and in-depth interviews were analysed during 
the period 3/2007-11/2007 

Country reports will be written and the material has been 
used as an empirical base for the development of an evi-
dence-based methodology / health information tool box 

WP 4: Pilot to test application of meth-
odology 
months 18 – 28 (4/2007 – 2/2008) 

Ideas for the pilot test were developed in the period 
4/2007 – 11/2007 and the test will be conducted during 
the period 12/2007 – 8/2008. 
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WP 5: Project meetings / European 
conference 
months 3 – 31 (1/2006 – 5/2008) 

first project meeting: 2/2006 (Bielefeld, Germany) 

second meeting: 11/2006 (Montreux, Switzerland) 

third meeting: 10/2007 (Helsinki, Finland) 

WP 6: Final Report / Dissemination of 
results 

articles, abstracts and oral presentations of the project, 
e.g. at the EUPHA-conference 11/2006 in Montreux and a 
workshop at the EUPHA-conference 10/2007 in Helsinki 
(s. chapter 3) 

project internet site www.pia-phr.nrw.de 

WP 7: Coordination of Project 
months 1 – 36 (11/2005 – 10/2008) 

Project-Coordinator: Dr Kai Michelsen, lögd (Bielefeld, 
Germany) 

 

Chart 2: Output indicators 

Output indicator title Target value to achieve Status 

Bibliography of health reports approx. 120 entries aprox. 65 health reports have been 
collected and uploaded 

Project Information Flyer 2,000 copies 1,200 copies were printed, most of 
them have been distributed 

Further flyers will be produced / dis-
tributed to announce the publication 
concerning the pilot test and the final 

conference 

Internet page 
www.pia-phr.de 

100 visits a day 
expected 

internet page is online 

Pilot application published as a 
paper 

200 copies to be accomplished 8/2008 

Papers and presentations de-
livered at international confer-

ences 

5 1 (EUPHA conference Montreux 
11/2006) 

1 (ISARE conference, Prague, 4/2007) 

1 (Meeting of the Working Party on 
Health Systems, 6/2007, Luxembourg) 

4 (EUPHA conference Helsinki 
10/2007) 

International conference 100 participants ex-
pected 

to be accomplished in 2008 

Distribution of final reports 500 copies to be accomplished after 10/2008 
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Chart 3: Activity indicators 

Indicator title Target value to achieve Status 

Project meetings 3 3 (2/2006, 11/2006, 10/2007) 

Group interviews: conduct and 
analysis 

2/partner mainly accomplished (additional inter-
views may be conducted) 

in some countries dominance of in-
depth interviews instead of group inter-

views 

Interim report 2 2 

Presentation of results in con-
ferences and journals 

5 e.g. 

6 abstracts 

2 articles 

16 presentations 

Collection of health reports 120 65 reports have been collected 

Maintenance of webpage monthly update reports have been uploaded 

it is possible to search for reports by 
keywords 

presentations have been uploaded 

Final report 1 to be accomplished until 10/2008 
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3. Public presentation of the “PIA PHR”-project 

A project flyer with information on the aims, objectives, work packages, partners and contact 
persons of the project was produced in the beginning of the project. A revised version of the 
flyer will be produced 2008 to announce a publication with the results from the pilot test and 
the final conference. The website (www.pia-phr.nrw.de) informing about the project has been 
developed at the beginning of the project and is being extended in the course of the project. 
Users and those preparing public health reports in the countries represented in the project 
were informed about the project and its aims when they were asked to participate in the Del-
phi survey as well as in the group- and in-depth interviews conducted as part of the project. 

The aims and objectives of the project were presented at some events – directly (the project 
as the main topic) or indirectly (main topics: policy consultancy, the use of research or scien-
tific knowledge, the interface between those preparing public health reports and users of 
public health reporting). 

Chart 4: Events at which the project was presented 

Events 

Date Venue Presenter / Topic 

(period of the first interim report) 

03.05.06 Public “lögd training seminars”, Institute of 
Public Health NRW, Bielefeld (Germany) 

Kai Michelsen: “PIA PHR” 

14.08.06 Sommerakademie Magdeburg-Stendahl, 
Magdeburg (Germany) 

Kai Michelsen: “How Can Political Parties 
Support Health Promotion” 

(period of the second interim report) 

2.11.06 EPHZ-Meeting, Düsseldorf (Germany) Kai Michelsen / “PIA PHR” 

18.11.06 Annual EUPHA Conference, Montreux 
(Switzerland) 

Kai Michelsen:  “PIA PHR – First Results 
of A Delphi Survey” 

21.11.06 EU Funds, Community Initiatives and 
Programmes 2004-2006, Ministry of 
Health, Valletta (Malta) 

Amanda Salib: “PIA PHR” 
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24.11.06 Studentische Fachtagung Pflegewissen-
schaft, Fulda (Germany) 

Kai Michelsen: “Policy Counselling and 
Health Policy” 

26.-27. 
4.2007 

ISARE, Final Conference, Prague (Czech 
Republic) 

Kai Michelsen: “PIA PHR“ 

26.-28.4.07 57th Scientific Congress of Physicians 
and Dentists of Public Health Services; 
Bad Lausick (Germany) 

Helmut Brand/Kai Michelsen: „Gesund-
heitsberichterstattung als Politikbera-
tung?“ (“PHR activities as policy counsel-
ling?”) 

23-24.5.07 6th National Health Information Forum 
(Budapest) 

Csilla Kaposvari: “PIA-PHR First findings 
of the Delphi Survey” 

08.06.07 Training “Monitoring and Reporting Sys-
tem Public Health (Mrs. PH)”; Jurmala 
(Lettland) 

Wolfgang Hellmeier: “Understanding the 
reasons for “Mrs. PH“ from a customer’s 
point of view” 

11.-
12.6.2007 

8th Meeting of the Working Party of Health 
Systems, Luxembourg 

Kai Michelsen: PIA PHR / Discussion of 
the pilot test 

15.06.2007 PHR working group of the “Arbeitsge-
meinschaften der obersten Landesge-
sundheitsbehörden“; Hamburg (Germany) 

Wolfgang Hellmeier: “PIA PHR” 

10.09.07 Conference for branch managers of local 
health conferences in North-Rhine West-
phalia; Beckum (Germany) 

Kai Michelsen: “Local PHR activities: As-
is state, deficits and need for support. 
First results from expert interviews within 
the project (PIA PHR)” 

10.-13.10.07 Annual EUPHA Conference, Helsinki 
(Finland) 

Workshop: Public health reporting – The 
challenge to realize a policy impact 
(Chairperson: John Wilkinson): 

Claire Bradford, Rachel Barrett, Anthony 
Staines: “Public health reporting systems, 
utilisation and impact in England and Ire-
land” 

Csilla Kaposvári, Amanda Salib: “Public 
health reporting systems, their utilization 
and impact in Hungary and Malta” 
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Bernard Ledésert, Kai Michelsen: “Public 
health reporting systems, their utilization 
and impact in France and Germany” 

Helmut Brand, Alfons Hollederer, Kai 
Michelsen, Nicole Rosenkötter: “Scientific 
knowledge, its utilization and impact – 
some hypotheses for public health report-
ing” 

22-24.11.07 Congress 2007 of the French Public 
Health Society; Montpellier (France) 

Bernard Ledésert, Kai Michelsen, Helmut 
Brand, John Wilkinson: Rapports de 
santé: comment améliorer leur impact 
auprès des décideurs (Health reports : 
how to improve their impact on decision 
makers) 

30.11.07 13th Congress Poverty and Health; Berlin 
(Germany) 

Alfons Hollederer: PHR and Policy Coun-
selling. First Findings of the EU-Project 
“Policy Impact Assessment of Public 
Health Reporting” 

 

Posters (period of the first interim report) 

16.-19.11.05 Medica, Düsseldorf (Germany) Poster / “PIA PHR” 

16.-18.11.06 Medica, Düsseldorf (Germany)  Poster / “PIA PHR“ 

Publications (periods of the first and second interim report) 

Bradford, Claire / Barrett, Rachel / Staines, Anthony (2007): Public health reporting systems, utilization 
and impact in England and Ireland. European Journal of Public Health Vol. 17 Supplement 2. 15th 
EUPHA Conference. Abstract Supplement 

Brand, Helmut / Michelsen, Kai (2007): GBE als Politikberatung. Das Gesundheitswesen Vol. 69 No. 
3: 178 (Abstract)  

Brand, Helmut / Michelsen, Kai: Politikberatung durch Gesundheitsberichterstattung? Das Gesund-
heitswesen Vol. 69 No. 10: 527-533 

Brand, Helmut / Hollederer, Alfons / Michelsen, Kai / Rosenkötter, Nicole (2007): Scientific knowledge, 
its utilization and impact – some hypotheses for public health reporting. European Journal of Public 
Health Vol. 17 Supplement 2. 15th EUPHA Conference. Abstract Supplement 
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Kaposvári, Csilla / Salib, Amanda (2007): Public health reporting systems, their untilization and impact 
in Hungary and Malta. European Journal of Public Health Vol. 17 Supplement 2. 15th EUPHA Confer-
ence. Abstract Supplement 

Ledésert, Bernard / Michelsen, Kai (2007): Public health reporting systems, their untilization and im-
pact in France and Germany. European Journal of Public Health Vol. 17 Supplement 2. 15th EUPHA 
Conference. Abstract Supplement 

Michelsen, Kai (2006): Policy Impact Assessment of Public Health Reporting (PIA PHR). European 
Journal of Public Health Vol. 16 Supplement 1. 14th EUPHA Conference. Abstract Supplement 

Michelsen, Kai / Brand, Helmut (2007): Gesundheitsberichterstattung und Politik. In: Reintjes, Ralf / 
Klein, Silvia (Hrsg.) (2007): Gesundheitsberichterstattung und Surveillance. Messen, Entscheiden, 
Handeln. Bern: Verlag Hans Huber 

It is planned to write papers about PHR activities and their impact in France, Germany, Hungary, Ire-
land, Malta and the United Kingdom following the presentations at the EUPHA conference 2007 and 
publish them in an international journal. 
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4. Project group and meetings of the project group 

Chart 5: Members of the “PIA PHR” project group 

Project Coordination: 

Institute of Public Health NRW 
Dr Helmut Brand (Project Leader) 
Dr Kai Michelsen (Project Coordinator) 
Dr Alfons Hollederer 
Ms Gudula Ward 
Westerfeldstraße 35-37 
33611 Bielefeld 
Germany 

Associated Beneficiaries: 

Ministry of Health, the Elderly and Community 
Care 
Department of Health Information and Research 
Amanda Salib 
95, G’mangia Hill 
Guardamangia PTA 1313 
Malta 

University College Dublin 
Dr Anthony Staines, Rachel Barrett 
School of Public Health and Population Sciences 
Woodview House 
Belfield  
Dublin 4 
Ireland 

Fédération Nationale des Observatoires Régio-
naux de la Santé 
Dr Bernard Ledésert 
62, boulevard Garibaldi 
75015 Paris 
France 

University of Applied Sciences Bielefeld 
Prof. Dr Angela Brand 
Ms Nicole Rosenkoetter 
Deutsches Zentrum Public Health Genetics 
(DZPHG) 
Kurt-Schumacher-Straße 6 
33615 Bielefeld 
Germany 

TÀRKI Social Research Institute Inc. 
Ms. Csilla Kaposvári 
Budaörsi út 45 
H-1112 Budapest 
Hungary 

North East Public Health Observatory 
Prof. Dr John Wilkinson, Dr Claire Bradford 
Wolfson Research Institute 
University of Durham Queen’s Campus 
University Boulevard 
Stockton on Tees TS17 6BH 
United Kingdom 

Experts: 

RIVM 
Dr Peter Achterberg 
Antonie van Leeuwenhoeklaan 9 
P.O. Box 1 
3720 BA Bilthoven 
The Netherlands 

European Observatory of Health Systems and 
Policies 
Dr Matthias Wismar 
Rue de l’Autonomie 4 
1070 Brussels 
Belgium 
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4.1 Issues of the project meetings 

At the first project meeting on February 16th/17th 2006 in Bielefeld (Germany), the aims, ob-
jectives and methodological implications of the project were discussed. It was decided to 
complement the group and in-depth interviews with a Delphi survey and not only to integrate 
different audiences but also those preparing public health reports in the survey. Topics at the 
second meeting on November 18th 2006 in Montreux (Switzerland) were the state of the Del-
phi survey, the preparation of the group- and in-depth interviews and ideas for the methodol-
ogy / health information tool box. 

Participants of the third meeting on October 10th 2007 in Helsinki (Finland) were Barret, Ra-
chel; Bradford, Claire; Kaposvári, Csilla; Ledésert, Bernard; Michelsen, Kai; Rosenkötter, 
Nicole; Salib, Amanda; Staines, Anthony; Wilkinson, John; Wismar, Matthias. At the meeting 
the results of the group- and in-depth interviews in the countries were presented. Further 
topics were the conceptual framework of the methodology / health information tool box and 
the implementation of the pilot test. 

4.2 Discussion about the findings of the group and in-depth inter-
views 

The country-specific findings of the interviews were discussed. It was agreed to submit the 
procedures and the results of the expert interviews in the form of written comprehensive 
country reports. The preliminary findings of the interviews were used to prepare “two-country 
comparisons” for the workshop “Public health reporting – the challenge to realise a policy 
impact” at the EUPHA conference 2007. The following points entered the discussion: 

1. Public health reporting (PHR) and the role of the media and the public: The role of the 
media was seen as essential to reach more policy impact. The media can influence the 
policy level directly or indirectly by influencing and creating the public opinion towards the 
issue of PHR. The point was raised that it could be difficult to get the media interested in 
the topics of PHR as well as getting the correct messages transported. Tools/examples 
which support or demonstrate the cooperation with the media should be added to the tool 
box. 

2. An economic component within the public health reports could raise the policy impact. 

3. Independency of public health reporting: Trust in PHR was in some countries reported as 
low. It should be transparent why respective topics are chosen by governmentally organ-
ised PHR. 

4. Enhancement of the cooperation between users and producers of PHR. The cooperation 
of different actors in PHR (governmental organisations, self-help groups, health insur-
ances, producers of PHR information etc.) should be better coordinated. Users should be 
involved from the early stages of a public health report and if necessary all throughout the 
process. 
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5. It might be that the relationship between research and PHR activities as well as the re-
spective policy impacts vary between countries. Similarities between research and PHR 
activities were discussed and it was assumed that both can have some overlaps, but in 
general Public Health Research was seen as something different to Public Health Report-
ing. 

4.3 Discussion of ideas for the methodology / health information 
tool box 

Based on first impressions from the findings of the interviews in Germany, a preliminary con-
cept for the methodology / health information tool box was presented. It was suggested that 
the tool box could comprehend tools for different levels (local, regional, national, interna-
tional), for different stages of the PHR processes and for different functions or contexts of 
PHR activities: 

1. “Process”: The PHR activities could be structured by the different stages of the process, 
e.g. preparation to produce a product, production of the product, dissemination of the 
product/entailed information, evaluation of the process and the impact of this PHR activ-
ity. All stages have certain issues to be taken into account to maximise the chances to 
realise a policy impact. 

2. “Level”: There are different needs, expectations, kinds of utilization, resources and regu-
lations on different levels of PHR activities (EU, national, regional, local). Higher levels 
can support activities on lower levels. They are of more importance in the field of agenda 
setting and can open “windows” or policy opportunities for lower levels, whereas lower 
levels are closer to certain concrete actions. The policy impact of PHR activities can be 
raised by horizontal and vertical cooperation, coordination and integration.  

3. “Functions/context”: There are different contexts, functions and audiences of PHR activi-
ties (see Figure 1). Sometimes PHR activities produce tools for administrative planning. 
Sometimes they are an information source in policy making, sometimes they can be used 
in raising a public health issue. They can entail recommendations for policy options or be 
embedded in their development. PHR is used as a resource for “own” activities, that 
means within public management, but it is also used to stimulate action outside the public 
sector. Information and knowledge from PHR activities are used as data, arguments and 
can stimulate ideas. The different contexts and functions influence the kinds and chances 
of “policy impacts”. So in a third dimension different functions of PHR activities are put in 
line with different kinds of decision making (no direct link with decision making: pure in-
formation, “technocratic” decision making: decisions within policies and existing regula-
tions, ”political” decision making: decisions over policies). 
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Figure 1 Contexts of PHR activities: Many ways to realize an impact 
 

In the discussion it was agreed that the deeper analysis of the interviews could lead to the 
conclusion that other dimensions are more important or that only two dimensions are of rele-
vance. The headlines of the suggested classification (see figure 1) were discussed and it 
was recommended to change  

• “decisions within policies” to “information” 

• “no policy decision” to “ideas” 

• “decision about policies” to “arguments”. 

Further it was raised that there are interactions between the main headlines. 

In the presented concept for the methodology / health information tool box the three dimen-
sions “process”, “level” and “functions / contexts” were integrated in a cube (see Figure 2). It 
was discussed if it was possible to use the interviews and the results from the Delphi survey 
(mainly first round) to selectively fill in the boxes for descriptive explanatory purposes: To 
describe which needs and expectations different audiences have in different contexts, how 
they use the supply or how they would like to use it, to give selective examples where PHR 
activities have had a high or low impact, to describe ideal types of PHR activities and deliver 
some tools. To give some ideas how the tool box could be filled some tools were listed ex-
emplarily.  

It was agreed that the dimensions of the cube can be used to demonstrate the complexity 
and probably they can be used to develop a guideline for writing reports. But there were also 
doubts whether the model of the cube would be useful because the problems and needs to 
be described in the cells are too similar in many cases. Therefore it was decided not to link 
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the dimensions in a cube but to treat them separately. The participants of the meeting were 
asked to think about relevant and already existing PHR tools in their country. 
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Figure 2 Ideas for the Methodology / Tool Box 
 

4.4 Ideas for the pilot test 

To discuss the idea of the pilot test, information about the EU Structural Funds and health- 
related issues and the two lines of argumentation to link “health” and “wealth” were pre-
sented:  

1. The “Health and Wealth”-line (e.g. Mackenbach/Meerding/Kunst 2007; Suhrke u.a. 2005; 
Suhrke/McKee/Sauto Arce u.a. 2007; Suhrke/Rocco/McKee 2007; 
Suhrcke/Urban/Moesgaard u.a. 2007). 

2. The economic line which is used to argue that the health sector delivers important contri-
butions to economic prosperity and employment in regions (e.g. Heinze/Hilbert/Dahlbeck 
u.a. 2006). 

It was agreed that the pilot test should entail the development of an application which offers 
health-relevant indicators and social and economic indicators to support people active in de-
veloping and supporting “Health is Wealth”-strategies for regional development – not at least 
by the utilization of the EU Structural Funds. It was decided that the project members should  

• collect information in what kind health is a topic for projects supported by the EU Struc-
tural Funds in their countries,  

• think about useful information / indicators for the pilot and 

• think about available information / indicators. 
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The addressees for the application are people being active in PHR, but also other people 
who are involved in the development of strategies for regional development, who want to set 
health issues on the agenda within strategies for regional development, who want to realize 
projects and utilize funding from the EU Structural Funds or who decide about utilization of 
the budgets of the EU-Structural Funds. The information about regions should be useful for 
audiences of the local, regional, national and European level. It was mentioned that it is nec-
essary to talk to economists about their information needs and expectations concerning in-
formation from PHR activities. 
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5. The Delphi survey 

5.1 Background and method 

The reason to conduct a Delphi survey was to ask more people about their priorities for the 
further development of PHR activities than it would have been possible by group- and in-
depth interviews alone. 

The Delphi survey was planned as a qualitative approach. In a first round from August to 
October 2006, representatives of different user groups and people active in PHR from the 
national, regional and local level in France, Germany, Hungary, Ireland, Malta and the United 
Kingdom were asked to participate in the survey. It was aspired to recruit 2-4 persons for 
each group of interest. Potential participants were asked by mail, email or personally to take 
part in the survey. By sending an email they could get a user name and password to access 
the online questionnaire. After four weeks, a reminder was sent to all people who had been 
asked to participate. 

In the first round, the participants were asked to assess the as-is state and the importance in 
principle of 86 characteristics of PHR activities drawn from literature. In a second round the 
results from the first round were presented (see Figure 3). It was possible to take a look at 
the results for all answers, at the answers for one of the six countries the participants came 
from, at the answers of people with more experience in PHR activities or at the answers of 
people with less experience. 

The participants from the first round were asked to take part in the second round by email. 
For each item of the first round the question was: “When it comes to the improvement of 
Public Health Reporting in your country: Which priority would you attach to the respective 
field of action?” It was planned to use the answers to create ranking lists and to ask the par-
ticipants in a third round to comment on these ranking lists from their professional back-
ground: Do they assess those areas at the top as most problematic for their work? Do they 
expect that respective activities on the further development of PHR activities would be sup-
portive for their work, fulfil their needs and expectations and raise the policy impact of PHR 
activities? By this design it was expected to get information about the needs and expecta-
tions of individuals with different professional backgrounds and thereby different user groups 
which would be similar to the information derived from in-depth and group interviews. 

Unfortunately, the participation rate in the second round was very low even after a reminder 
had been sent around by email. Of 194 persons of the first round only 57 filled in the ques-
tionnaire of the second round at least partially. It was not useful to conduct the third and most 
important round. Therefore the findings are very restricted. The first round delivers some 
quantitative information but it can only be used for deducing hypotheses very carefully be-
cause the compilation of the sample has not been controlled for bias. Within the design of the 
Delphi survey this did not seem to be necessary because individual perceptions in the third 
round should deliver the material for a qualitative analysis and the first two rounds should 
mainly stimulate the commentaries in the third. 
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Does this statement apply to your country? (1 = does not apply at all, 7 = applies fully)

How important is this feature for health reporting activities in principle?
(1 = not important at all, 7 = very important)

/ 0 1 2 3 4 5

 

 

Figure 3 Presentation of the results in the second round of the Delphi survey 
 

Reasons for the low participation rate in the second round have been that due to workplace 
changes and in some countries owing to the reorganization of health services and political 
changes it was not possible to contact participants of the first round by their old email ad-
dresses. Also the questionnaire was very long and maybe too monotonous to attract people. 
There is also the possibility that the questionnaire was too complicated. 

5.2 Results of the first round 

Some of the results of the first round are documented in Annex 1. For the interpretation of 
the results, the following aspects have to be taken into account: 
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• The numbers of participants (s. Annex, chapter 1) and their compilation differ between 
countries. Differences between countries and different groups of interviewees have to be 
assumed. The results for all interviewees have to be interpreted with caution because of a 
high probability of bias. There are some differences between the medians for each country. 
On the other hand, the ranking lists which have been produced on the basis of the medians 
for each country are very similar. Therefore it seems to be possible to use the ranking lists 
for all results to get a rough picture of deficits mentioned by the participants in the survey. 

• If the results are analysed to identify areas of PHR activities which should have a high 
priority for the further development of PHR activities, two variables have to be taken into 
account: “importance in principle” and the difference between “importance in principle” 
and the “as-is state”. The most important topics should rank high in their importance and 
show high deficits. It has to be taken into account that the medians for the “importance in 
principle” are high for most of the items and do not vary strongly. The item with the high-
est rank has a median of 6,62 and the quartiles are 6,17 (25 percent highest ranks), 5,99 
(50 percent) and 5,69 (75 percent). The lowest median is 3,81. Therefore a relatively low 
rank does not mean that a topic is assessed as unimportant. 

For the analyses the items have been ranked by the medians for “importance in principle” 
and the difference between the medians for “importance in principle” and the ”as-is state”. To 
give an idea about the most important topics for the further development of PHR activities, 
chart 6 entails the items which belong to the 50 percent of high ranks for “importance in prin-
ciple” as well as “difference between importance in principle and as-is state”. Because the 
medians for importance in principle are close together, the items which belong to the 50 per-
cent of the highest ranks for “difference between importance in principle and as-is state” but 
not for “importance in principle” are listed additionally in chart 7. 

Of major importance for the discussion about the policy impact of PHR activities is that there 
seem to be deficits in supporting administrative planning processes (5.10) and sound political 
and administrative decisions (7.3), identifying areas were political action is needed (5.11), 
supporting policy making by developing policy proposals (5.13) and – with relatively low 
ranks on the “importance in principle” scale – assessing the impact of policy options (5.14) 
and evaluating health programmes (5.15). 

Interface problems are set on the agenda. The interviewees see large differences between 
the “importance in principle” and the “as-is state” when regular contacts and the interaction 
between those preparing the reports and relevant user groups are concerned (8.5, 8.6; 8.7, 
8,9). For them those being active in PHR activities should take more into account the re-
quirements and problems of users (8.8) and the other way round (8.9). These deficits seem 
to be quite important even if for some of the items the ranks for “importance in principle” are 
low. These low ranks can perhaps be explained by questions as to what PHR activities are, 
what the role and expertise of people being active in PHR activities is about and how the 
interface between PHR activities and decision or policy making should be structured. 
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Chart 6: Ranking List: Items which are in the upper half of the ranks of “importance in 
principle” and “difference between importance in principle and as-is state” 

 
„Importance in 
Principal“ (Rank) 

Difference be-
tween „Importance 
in Principal“ and 
„As-Is State“ 
(Rank) 

2.6 PHR provides all relevant information over the internet. 28 29 

3.6 PHR informs about health-relevant behaviour and lifestyles 19 40 

3.7 PHR informs about health-relevant environmental conditions / environmental 
risks. 30 

30 

3.8 PHR informs about disease prevention and health promotion. 26 34 

3.18 PHR informs about social inequality in health risks (e.g. differences in the 
health status or risk factors determined by social conditions). 13 

24 

4.9 PHR takes account of the different dimensions of health circumstances and 
problems. 20 

33 

4.10 PHR is clearly structured 4 36 

5.8 PHR provides scientific information in accessible language. 38 27 

5.9 PHR provides systematic monitoring and measuring activities to record changes 
in the health status of populations. 11 

21 

5.10 PHR supports administrative planning processes. 17 23 

5.11 PHR identifies areas in which political action is needed. 12 15 

5.12 PHR supports coordination between health policy makers in the field of health 
care. 21 

7 

5.13 PHR supports policy making by developing proposals for policies. 23 

9 

5.14 PHR supports policy making by assessing the impact of policy options. 40 

2 

5.18 PHR promotes public discussion about health policy. 27 5 

6.1 PHR results reach politicians. 18 38 

6.2 PHR results reach relevant decision makers in administration and authorities. 2 

41 

6.5 PHR results reach relevant managers of medical and social care facilities (health 
centres, hospitals, nursing care facilities and services, helpdesks). 36 

32 

6.7 PHR results reach decision makers in organisations representing the interests of 
patients or handicapped persons. 34 

28 

7.3 PHR is used for making sound political and administrative decisions. 16 

6 

7.7 PHR is contributing to change the consciousness of problems among health 
policy actors in the long run. 25 

22 

8.1 Public health reporting is characterised by continuity and regularity. 6 

16 

8.2 Public health reporting is up to date. 3 17 

8.5 There are regular contacts between those preparing the reports and the relevant 
user groups. 35 

4 

8.8 In their work, those preparing public health reports take account of the require-
ments and problems of users. 33 

12 

9.3 Those preparing public health reports are independent scientifically qualified 
experts. 41 

42 
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Chart 7: Items which are in the upper half of the ranks for “difference between impor-
tance in principle and as-is state” but not for “importance in principle” 

 
„Importance in 
Principal“ (Rank) 

Difference be-
tween „Importance 
in Principal“ and 
„As-Is State“ 
(Rank) 

3.11 PHR informs about demand for medical services and the corresponding supply. 57 31 

3.12 PHR informs about costs and financing in the health system. 52 43 

3.13 PHR informs about cost-benefit ratios in the provision of services. 56 3 

3.15 PHR informs about health-relevant developments in the future. 61 19 

3.19 PHR informs about the health of migrant groups. 67 13 

3.20 PHR informs about context-relevant differences between regional entities 
(municipalities, regions). 

64 35 

5.6 PHR summarises the state-of-the art in research. 75 37 

5.15 PHR evaluates health programmes 45 8 

5.16 PHR serves health counselling for the citizens(e.g. health advisers, health 
visitors, health trainers). 

73 18 

5.17 PHR contributes to public transparency in health-relevant concerns. 49 9 

6.6 PHR results reach health care practitioners. 51 25 

6.9 PHR results reach the interested general public. 59 14 

7.8 PHR is contributing to change the consciousness of problems in the general 
public in the long run. 

46 11 

8.6 Objectives and issues of public health reporting are agreed in close cooperation 
between those preparing the reports and the bodies commissioning these activities. 

70 39 

8.7 Those preparing public health reports and users work together in joint projects. 72 20 

8.9 The users know all about the requirements and problems of public health report-
ing 

66 1 

9.5 Those preparing public health reports are “advocates” of the population’s inter-
ests in health-relevant concerns 

79 26 

 

A number of audiences are not being reached satisfactorily by PHR activities in the eyes of 
the interviewees. Decision makers in administration and authorities (6.2) are seen as very 
important while the deficits do not rank very high. Politicians (6.1), managers of medical and 
social care facilities (6.5) and decision makers in organisations representing the interests of 
patients and handicapped persons (6.7) are assessed as important audiences while the dif-
ferences between “importance in principle” and the “as-is state” is relatively high. Health care 
practitioners do not rank high on the “importance in principle” scale but the difference be-
tween “importance in principle” and the “as-is state” is relatively large. 
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PHR activities should not only support policy makers and be more successful in changing 
their consciousness of problems in the long run (7.7). Even if not assessed as very “impor-
tant in principle”, there seem to be large differences when the general public is concerned. 
PHR activities should be more effective in reaching the general public (6.9), changing their 
consciousness in the long run, promoting public discussions about policy making (5.18) and 
contributing to public transparency in health relevant concerns (5.17). 

A couple of items address contents which are important for PHR activities but not addressed 
satisfactorily. Such contents are health relevant behaviours and lifestyles (3.6), health relevant 
environmental conditions and environmental risks (3.7), disease prevention and health promotion 
(3.8), social inequality in health risks (3.18). Some further contents have somewhat lower ranks 
in the “importance in principle” scale but show high differences between “importance in principle” 
and the “as-is state”: especially cost-benefit ratios in the provision of health services (3.13), 
health of migrant groups (3.19), health relevant developments in the future (3.15), but also with 
somewhat lower ranks demand for medical services and the corresponding supply (3.11), con-
text-relevant differences between regions (3.20) and costs and financing of the health system 
(3.12). That some of the items which address information about health services and economic 
questions rank high on the scale “differences between importance in principle and as-is state” 
have lower ranks on the “importance in principle” scale can perhaps be explained by different 
concepts of PHR activities which influence the ideas about the content of public health reports 
and differences between them and public health service reports. Different ideas about the con-
tents of public health reports are perhaps also behind the large differences between “important in 
principle” and “as-is state” for item 5.16 “PHR serves health counselling for citizens”. 

PHR activities should also consider more strongly the different dimensions of health circum-
stances and problems (4.9) and provide more systematic monitoring and measuring activities 
to record changes in the health status of populations (5.9). Continuity and regularity (8.1) as 
well as being up to date (8.2) also seem to be areas with important deficits. 

Some items address the form of PHR information. More attention should be paid to a clear 
structure (4.10) and an accessible language (5.8). Summaries about the state of art in re-
search (5.6) rank low on the “importance in principle” scale but show even then large differ-
ences between the importance in principle and the as-is state. 

Only one item addresses products of PHR activities and the dissemination of results: The 
internet should be used to provide all relevant information (2.6). 

The remaining items are about those preparing public health reports. Keywords are inde-
pendence and / or scientific qualification (9.3). It does not seem to be of high importance in 
principle that they are “advocates” of the population´s interest in health but they could per-
haps do a little bit more in this respect (9.5). 

The Delphi survey delivers some empirical material and gives some ideas, but because of 
the reasons mentioned above the development of the methodology and the health informa-
tion tool box must rely mainly on the findings of the in-depth and group interviews. The find-
ings of the group and in-depth interviews are not fundamentally different, but more detailed 
and deliver some additional information to understand the results of the Delphi survey. 
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6. Results of the group- and in-depths interviews about 
the policy impact of PHR 

6.1 Background and method 

The methodology aims to develop the evidence base for maximising the chance to realise a 
policy impact by PHR activities. It is based on the group and in-depth interviews, the results 
of the Delphi survey and literature about the relationship between scientific/expert knowledge 
and decision making. 

Originally it was planned to organise 2 group interviews and additional in-depth interviews in 
each country. But for a couple of reasons more people were involved in in-depth interviews 
than in group interviews. First, especially for countries with a high number of relevant user 
groups and two or three levels of PHR activities the number of relevant interviewees was 
much higher than the number of people which could have participated in two group inter-
views. Second, especially for the national and regional level many people were not willing to 
participate in a group interview due to time and effort required, while most of them were will-
ing to participate in in-depth interviews. Furthermore, some interviewees appreciated the 
anonymity of the in-depth interviews. While group interviews can have the advantage to 
stimulate debates, thereby delivering additional information, in-depth interviews might have 
had the positive effect that the interviewees were encouraged to give their private opinions 
instead of more or less official statements. 

So in the end most of the interviewees were involved in in-depths interviews. The in-depth inter-
views were conducted face-to-face or by phone and had a length of between 45 and 60 minutes.  

154 persons had participated in group and in-depth interviews and some further interviews 
may be conducted when the analysis of the interviews or developments within the pilot test 
will lead to new questions. 

Chart 8: Number of interviewees in group and in-depth interviews 

 Interviewees in group-
interviews (number of 

group interviews) 

Interviewees in in-depth 
interviews 

France 0 (0) 10 

Germany 9 (1) 33 

Hungary 16 (2) 15 

Ireland 0 (0) 12 

Malta 29 (2) 19 

United Kingdom 0 (0) 11 

Total 54 (5) 100 
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Chart 9: Number of interviewees on the different levels of PHR activities 

 national level regional level local level cannot be 
assigned to a 
certain level 

France 4 5 1  

Germany 10 5 20 7 

Hungary 18 6 5 2 

Ireland 12    

Malta 46 1 1  

United Kingdom 4  6* 1 

Total 94 17 33 10 

* Local and regional level. 

Chart 10: Number of interviewees for different user groups 

 Politi-
cians 

Govern-
ment De-

partment / 
Public 
admini-
stration 

Associa-
tions,  

Interest 
Organisa-

tions 

Primary 
Care 
Trust 

Scientists 
not in-

volved in 
PHR  

activities 

People 
involved 
in PHR 

activities 

France 1 5 1   3 

Germany** 3 14 9  * 16*** 

Hungary 1 11 4   15 

Ireland 1 4 3   4 

Malta 2 10 8 2 1 25*** 

United 
Kingdom 

 6****  3****  2 

Total 8 50 25 5 1 65 

* Scientists which have been interviewed were involved in PHR activities. 

** Many interviewees from public services and associations / interest organisation have experiences 
with PHR activities. 

*** Including interviewees who accompanied the conceptual development of PHR activities and scien-
tists which are involved in PHR activities. 

**** Including people who are as well user and producer. 

 

The interviewees were representatives from the most important user groups on the relevant 
levels of PHR activities, people active in PHR activities and experts for PHR activities. Due to 
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differences in the political systems and health systems, the compilation of interviewees dif-
fers for the countries in which the interviews were conducted. 

The group interviews and the in-depth interviews were based on a guideline. The questions 
of the guideline were about 

1. satisfaction with the supply of PHR (different levels); 

2. utilization of PHR resources (which? how?); 

3. examples for a high / low policy impact; 

4. factors influencing the policy impact; 

5. PHR and the policy cycle; 

6. priorities for the further development of PHR; 

7. possibilities to support people active in PHR. 

The empirical material was summarised and arranged along the main topics which were de-
duced from the qualitative analysis of the interviews. The main topics have been used to out-
line the methodology. Thereby empirical studies and theory from the fields of policy consul-
tancy and about the utilization of scientific information in policy and decision making have 
been taken into account. 

Reports for each country and the respective PHR systems will be written by the project part-
ners who have been involved in conducting the interviews and their analysis. The preliminary 
findings from the analysis have been used to compare PHR activities, the utilization of infor-
mation from PHR activities and the needs and expectations of users as well the impressions 
and experiences of people being active in PHR activities in 

• England and Ireland; 

• France and Germany; 

• Hungary and Malta. 

The findings of the comparisons have been presented at a workshop at the EUPHA confer-
ence in Helsinki and it is planned to publish them in a scientific journal. The comparisons 
serve to identify similarities and differences between countries, to raise questions and to de-
velop hypotheses as well as producing some insights which could influence the reinterpreta-
tion of national findings. The national findings will be integrated in the methodology. 

6.2 Differences between countries 

In some countries, more investments are needed for making relevant data sources available 
for PHR, while in other countries a lot of resources have already been mobilized for the con-
struction of a database over the last years. However, even if it is possible and necessary to 
realize further improvements of the database, a couple of interviewees from different coun-
tries mentioned that now it would be essential to develop concepts for the better utilization of 
available data. But it is also mentioned that respective resources are often missing. 
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Due to differences between political systems and health systems as well as routines and 
resources concerning PHR activities the experiences and problems in the six countries 
where the interviews took place were described somewhat different. The differences will be 
explored in detail in the country reports which will be part of the final report. At this point only 
some selected examples are given for illustrative purposes. 

In England, policies are centrally driven. At the local level, PHR activities are used to support 
the implementation rather than the development of policy proposals. Information from PHR 
activities are used to deliver local, regional and national health profiles which allow identifying 
certain problems in a comparative approach (time and place). Information is used for the 
commissioning of services. Reports of chief medical officers inform about problems and ac-
tions, can entail recommendations and contribute to political discussion. 

In contrast to the National Health Service in the UK the health systems in France and Ger-
many are based on social insurances. Nevertheless compared with Germany’s federal struc-
ture of governing the French state is centralized, with France having stronger and more sys-
tematic links between PHR activities and health targets since the public health law voted in 
2004. Most of the health targets have been selected and defined at the national level on the 
basis of specific health reports and while national PHR activities are still oriented on the defi-
nition of general guidelines for the orientation of the national health policy they are now also 
more linked with the follow-up of those targets. At the regional level, PHR activities support 
the selection of health targets by the assessment of regional health needs within the national 
frame of health targets. They support the development of respective regional health policies 
and monitor the developments in the chosen fields of action. At the local level PHR activities 
are currently not developed. But the topic health is more and more recognised as being im-
portant for local policies and interest in improving knowledge about the health status of the 
local population, local health needs and the access to care is growing. 

In Germany PHR activities are not so closely linked with health targets like in France. Health 
targets (or: priority areas for action) differ between the national level and the federal states as 
well as between federal states. In the interviews it is assumed that PHR activities on the na-
tional level can only give very rough recommendations which describe a framework for ac-
tion, promote certain aims and deliver general findings, and that it is difficult to deliver con-
crete recommendations due to concurrent legislative powers and because in many cases the 
relevant actors are active on the level of the federal states. For the level of the federal states 
it is argued that PHR activities are also mainly about producing information and knowledge. 
But some interviewees are of the opinion that they are established as steering instruments 
more than on the national or local level at least in some federal states. Strong differences 
between federal states are mentioned. The possibility for close links between analysis, rec-
ommendations and activities is assessed to be best on the local level. But concerning PHR 
activities the situation on the local level is assumed to be very heterogeneous between local 
authorities within a federal state and between the local authorities of different federal states. 
There are examples of PHR activities that are more or less established and linked with local 
policy making, but for the majority of local authorities this would not be the case. At all levels 
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PHR activities should serve as an information tool to support coordination in a pluralistic 
health system with many policy makers / actors. 

Malta gives an example of certain problems which exist in other small states. The interview-
ees mentioned difficulties in comparing regions within small states. Therefore for Malta PHR 
activities on the EU level appear to be more important than for the larger countries for whom 
regional comparisons within the countries are possible and useful. Further problems of 
smaller countries are that prevalence rates are sometimes too low to draw definite conclu-
sions and safeguarding anonymity can be difficult. While due to proximity there could be 
some advantages concerning the access to and the availability of information, due to the lack 
of economies of scale the administrative costs would be relatively high. 

Ireland too experiences issues as a small state, with difficulties in obtaining specific, relevant 
information. PHR activities, however, are regarded as having an impact on the development 
of policy as well as its implementation. The development of an overall body governing health 
services in the country was felt to increase the impact of PHR activities.  

In Hungary the actual situation of PHR activities reflects the political, health care and admin-
istrative transitions. Despite of some notable efforts for improvement, the PHR system is 
seen to be predominantly data-driven and fragmented with parallel institutions and activities. 
Shortage of capacity to generate and disseminate information and knowledge are mentioned. 
PHR functions in general are seen to be underdeveloped in order to facilitate planning, moni-
toring, evaluation of programmes and to support policy developments. The need for a coher-
ent health information system that is linked to a long term health strategy is voiced by some 
interviewees along with a switch in thinking towards health systems rather than the health 
care system. 

Differences like these have to be taken into account when the further development of PHR 
activities is discussed in the countries and when experiences of some countries are reported 
to learn from each other. What works in one country might not fit to the context of PHR activi-
ties in another country. But even if there are differences it is possible to outline a general 
framework for PHR activities which is presented in the next chapter. 

6.3. Satisfaction with PHR activities 

Interviewees who said to be satisfied with PHR activities accent positive developments in the 
last 20 years (quality, amount of information, transparency, usability), expect further im-
provements or are of the opinion that it is always possible to realize further improvements. 
They mention that just a couple of years ago, PHR was still very data driven, while now it 
would be much more linked with policy making. The establishment of surveys is valued as 
important progress. 

Other interviewees are not satisfied with PHR activities as a whole, but with single reports. 
Satisfaction seems to be higher for problem- or situation-related reports, compared with rou-
tine reports. 

For some interviewees, PHR activities deliver successful information through different chan-
nels to different user groups. For them, PHR activities are successful and impressive and it 
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has been possible to push issues on the agenda or to rationalise debates. Others criticise 
that findings of PHR activities are presented in too vague a manner to be convincing and that 
not enough recommendations for action are being given. 

Further critical statements concern: 

1) information by PHR activities: 

a. availability and usability of data, especially for the local level; 

b. difficulties to link data from different collections and inconsistencies in the re-
porting of statistics from different sources, fragmentation; 

c. actuality of data; 

d. follow up reports; 

e. missing issues and themes (e.g. inequalities in health; what can be done to 
improve the situation?; health economics; primary care, ethnicity); 

f. usability and understandability of different products of PHR activities (basic 
reports, special reports, indicator-based reports; language has to be simple, it 
should be easy to understand the message, adequate combination of text and 
data; multiple formats are possible and they must depend on the customer); 

g. the question about major addressees of PHR activities (politicians, associa-
tions / interest organisations, media, general public); 

h. problems of the dissemination of information by the media; 

i. the dissemination of information and the access to information concerning the 
different user groups (e.g. signposting of good quality on the web; marketing 
of PHR information; utilization of the internet); 

j. the different kinds of utilization of the PHR supply (see 7.). 

2) the promoting and hindering factors to realize a policy impact with PHR activities: 

a. missing resources and capacities; 

b. time windows (possibilities to deliver the right information at the right moment, 
understanding of the policy process ‘in reality”); 

c. a vacuum between when the report is done and when it’s being utilized: there 
must be more marketing and awareness in between; 

d. the problem to receive attention in a situation of information flooding; 

e. the problem to produce “new“ information by PHR to receive attention; 

f. the restricted possibilities for comparisons, while comparisons are very useful 
to receive attention, building up political pressure and therefore realising a pol-
icy impact; 
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g. the significance and problems of cooperation (in agencies, between agencies, 
between agencies and important policy making organisations, between the 
different levels of PHR activities); 

h. the institutionalisation of PHR activities (conflicts about the political control of 
knowledge, independence of people being active in PHR activities; positive 
assessment of health conferences, participative interpretation of information 
from PHR activities); 

i. to concentrate the reports and the related information on a limited number of 
access point; 

j. to organize the dissemination of the PHR not only via the media or the internet 
but also by organising direct dissemination to the decision makers, profes-
sionals and population through local meetings on the local health policies. 

3) links between PHR activities and the policy cycle: 

a. differences between reality and the ”policy cycle“ model; 

b. possibilities to rationalise debates by PHR activities (important and possible, 
but restricted); 

c. the influence of PHR activities on agenda setting (important issues are not be-
ing set on the agenda by PHR activities alone, but some actors normally al-
ready know about the importance of an issue, while PHR activities can give 
support to set an issue on the agenda for other groups); 

d. the possibilities of PHR activities to give some orientation for action or even 
recommendations (for most of the interviewees it is very important that the de-
velopment of recommendations is linked with PHR activities, but many doubt 
that people active in PHR are qualified or authorized to do so and think that 
policy makers do not want to be confronted with recommendations which 
could build up political pressure they do not like; health impact assessments 
may support policy formulation); 

e. the possibilities of PHR activities to support evaluation (little experiences, re-
stricted possibilities and capacities, resistance from policy makers, but rea-
sonable). 
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7. (Preliminary) Conclusions for the methodology 

7.1 Different possibilities to realize a policy impact 

There are different kinds of PHR activities and many ways to realize an impact. They can 
affect policy making directly or influence it indirectly after many detours. The analysis of the 
empirical material and theories, models and hypothesis about the relationship between sci-
entific/expert knowledge and decision/policy making can be used to identify the main dimen-
sions along which the different kinds of PHR activities can be described in a structured man-
ner. 

PHR activities have different functions and are conducted in different contexts. The inter-
viewees agree that PHR activities should deliver an information base, but they have different 
ideas and priorities about the further aims of PHR activities. For them, they should 

a) support planning; 

b) support evidence-based policy making; 

c) support the identification of priority fields for action; 

d) support the development of recommendations for action / policy proposals and assess 
the impact of policy options; 

e) evaluate policies; 

f) inform about issues; 

g) give enlightenment about relevant circumstances (e.g. to understand population status 
and how it might develop); 

h) promote prevention; 

i) give ideas and insights what has happened in different parts of the country or other coun-
tries; 

j) allow comparisons between regions inside or outside a country and between countries; 

k) promote debates; 

l) rationalise debates; 

m) answer questions; 

n) deliver arguments and strengthen positions; 

o) refer patients to the relevant sources; 

p) offer the possibility to be used in (medical) education and for updating knowledge. 

Concerning aims and user interests, reports have to be distinguished for their political rele-
vance. Some contexts are more political, others more mechanistic or instrumental or not di-
rectly linked with decision making. Information from PHR activities can therefore be used 

 



 - 34 -  

• beside concrete decision-making contexts (mainly to deliver ideas); 

• in a strong regulated (administrative) decision-making context (“if ..., then ...“; mainly to 
deliver information); 

• in a political context (mainly to deliver arguments). 

It should be noted that there are no clear divides between the different contexts and no clear 
links between the contexts and “ideas”, “information” and “arguments” but that this typology 
is useful for heuristic reasons (Figure 4). 

 

 

Figure 4 Contexts: Information, Ideas, Arguments 
 

The utilisation and optimal design of PHR activities is affected by the distribution of responsi-
bilities and competencies between users and the kinds of decisions which have to be taken 
(political, administrative, practical). The report might be used to give information to the pri-
mary user or in order to give information to others trying to stimulate action. For example, for 
the national and sometimes also regional level in the German health system the second vari-
ant is realized relatively well. PHR activities, the delivery of factual information of high quality 
and the realized transparency are an important instrument of governance, which should allow 

• officials (government, civil servants) to fulfil their responsibilities concerning the health of 
the population by the delivery of information 

• officials to raise the attention of relevant actors of the health system for certain problems 
and to motivate for action; 

• officials to legitimate regulations, the constituency of the health systems and reforms; 
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• officials to build up political pressure on the relevant actors of the health system; 

• to solve conflicts and conduct controversies on a common and acknowledged information 
base (rationalisation); 

• interest groups to articulate political demands; 

• different actors of the health system to react on certain developments within existing 
regulations and structures; 

• the voluntary and community groups and the general public to assess health policies; 

• enlightenment, information for PH experts and scientists. 

7.2 A model to describe the PHR activities 

PHR activities start with the identification of a problem or a question. This is followed by the 
design in the core area (scientifically founded criteria for a good information base). There is 
an interrelation with the communication of the information in the border area. It entails two 
phases, in which someone being active in PHR activities delivers information on a scientific, 
professional base and in which this information is explained to relevant actors in the border 
area by Public Health experts and interpreted by them together. The findings of PHR activi-
ties are the result of an evaluative interpretation of information in the core and border area. 
The PHR process is a process of division of labour. One person delivers the information 
base. Its interpretation is done in a participatory manner by different experts and profession-
als, from different perspectives, by bringing different kinds of knowledge together. The proc-
ess of (personal) communication is very important for PHR activities and the same holds for 
the documentation of this communication process and its results in PH reports. The integra-
tion of the findings in the political process is beyond the sphere of PHR activities – even in 
the area of assessments, which are seen very close to PHR activities. 

PHR activities can deliver judgements and recommendations or they can deliver a foundation 
for the development of judgements and recommendations. At the same time, many problems 
concerning the realisation of the different aims of PHR activities are reported. The percep-
tions of the problems and ideas for solutions are shaped by perceptions about policy making. 
The question is how PHR activities can be institutionalized that on the one hand enough in-
dependency is realised so that a) the provided information is acknowledged as factual and b) 
PHR activities can influence agenda setting and action. On the other hand there is a close 
relationship to policy making which allows support policy makers by satisfying their informa-
tion needs and political projects. 

From the findings of the interviews it is possible to deduct a model from the interviews which 
has consequences for the perception of PHR activities, addressees of PHR activities and the 
dissemination of information. Following this model, a core area, a border area and an outside 
area of PHR activities are to be distinguished. In the core area, the scientifically founded in-
formation base is produced and supplied. The information base allows experts in sciences 
and organisations which are important actors in the health system to identify relevant prob-
lems and fields for action. Thereby it supports activities in the border area and indirectly in 
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the outside area. In the border area the information provided by the core area is processed 
for utilization in the outside area. The information is translated for different contexts of utiliza-
tion, interpreted and politicised. The outside area entails the different areas of the political 
decision-making process, which are modelled in the policy cycle as consecutive steps. In 
opposition to the model of the policy cycle and in line with the kinds of utilization of informa-
tion from PHR, two assessments are distinguished. Assessment (1) is about the identification 
of priority fields for action. If an issue has been set on the agenda by assessment (1), it is 
possible to order further information for certain problems and questions. Assessment (2) is 
directed to deliver information about priority fields of action. 

Following this model, the areas of policy making in the outside area can be supported by 
information from the core area if they are converted in the border area. But the outside area 
does not belong to PHR activities. Political priorities are not set by PHR activities alone, PHR 
activities do not conduct assessments, formulate policies, implement policies or evaluate 
policies. PHR activities can only support those activities through their activities in the border 
area or interfaces between PHR activities and policy making. Furthermore, information about 
activities and decisions in the outside area and the border area can be part of PHR activities. 
PHR can report for the other areas what is going on in the outside areas and what impact 
these activities would have on public health. 

 

Figure 5 Core and border area of PHR activities 
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What is decisive is that with a distinction between a core area and a border area, the delivery 
of an information base is separated from its interpretation and the development of recom-
mendations for action, while these activities in the border areas still belong to Public Health 
Reporting activities. A distinction between activities in the core and border area does not 
mean that it cannot be one and the same person or institution being active in both areas. 
Also, data, interpretation and recommendation are ingredients for a good PH report – which 
is based on activities in both areas. 

In this model, PHR activities in the core area are not directly addressed to persons in the 
outside area, but to experts who are active in the border area or at the interfaces between 
PHR activities and policy making. Therefore main addressees are not necessarily politicians 
or policy maker, but also people who process and transfer the information to them, e.g. Pub-
lic Health experts and scientists, associations, interest organisations, policy consultants and 
the media. The actors in the border area also translate needs, questions and problems from 
the outside area for activities in the core area. They influence the core area which has to 
deliver information which can be used in the border area by brokers and multipliers. 

PH reports should entail the information base and the results of the communication in the 
border areas to support their usability in the outside area. 

Following this model, the activities in the core area deliver and develop factual PH informa-
tion of high quality. Independence and the dominance of professional PH knowledge are very 
important. Conflicts about the control of knowledge are located in the border area, when it is 
decided and enforced which information from the core area is needed and asked for, how it 
should be provided and interpreted. Therefore for a pluralistic society it is of highest impor-
tance that all relevant actors have access to information from the core area, to allow an evi-
dence based discussion and to balance the interest-led or political utilisations in the border 
area. Only then can PHR activities satisfy the information needs of different user groups in 
different contexts. 

Institutes and organisations which are active in PHR differ in their institutionalisation and their 
activities. Some are very close to the core area, producing scientific information more in dis-
tance to the different audiences. Others are more active in the border area. Those differ-
ences in the “as is”-state of PHR activities have to be kept in mind when PHR activities be-
tween countries and levels are compared and the further development of PHR activities is 
discussed. 

7.3 Achieving attention 

To realize a policy impact, the findings of PHR activities have to achieve attention, must be 
picked up by actors, initiate activities or stimulate political requirements. A direct link with 
professionals conducting public health programmes and professionals working directly with 
the population is particularly efficient at the regional/local level and can help to enhance spe-
cific fields of action. A direct link promising to realize a policy impact is also given when PHR 
activities are commissioned by policy actors who are willing to act. But a closeness between 
PHR activities and policy makers, therefore also politics, is accompanied by a high conflict 
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potential between a professional and a politically defined need for action. It is a problem to 
convince policy makers about the need for action by delivering information. The chances are 
better when findings of PHR activities are picked up and politicised by interest organisations 
and when political pressure becomes a political problem for policy makers. But policy makers 
are not interested to be confronted with political pressure. Therefore it is reasonable for them 
to try to control PHR activities and their findings. So there can be negative consequences for 
PHR activities which are organised very close to policy makers in cases where professionally 
defined needs for action shall be set on the political agenda. 

Attention should be achieved for all PHR information as there are single reports and single 
messages in the reports. Respective activities have to take place in the border areas of PHR 
activities. It is the business of those who interpret information from PHR core activities 

• to draw conclusions, develop findings and transfer them to the outside area,  

• to support the production of the respective products by PHR activities and  

• to disseminate the central findings through available channels with their own media. 

Thereby, attention for the original PH report could be achieved. Health insurances, organisa-
tions of physicians, hospital societies, trade unions or patient organisations etc. can use their 
publications to report the findings of PHR activities. They can comment  on them and add 
their political requirements. The respective agencies (in Germany e.g. Bundeszentrale für 
politische Aufklärung (BZgA), Landesinstitute für Gesundheit, Verbraucherzentralen, Wohl-
fahrtsverbände etc.) can produce information material, support activities and organise cam-
paigns. 

To achieve attention, information from PHR activities can be published in a way that they 
have newsworthiness. The newsworthiness is dependent from the addressees and their 
knowledge. Known professional knowledge can be newsworthy for other audiences. In many 
cases it is possible to produce newsworthiness by combining known information with addi-
tional information. Data and statements about the local situation can reflect in principal 
known circumstances but have an original newsworthiness. Comparisons in time, changes in 
trends, comparisons between geographic entities of the same level or of different levels, 
comparisons of problems (e.g. health burden of disease), support attention for problems the 
significance of which is not easily detected by non-professionals otherwise. It is important to 
give information about the dimensions and magnitude of a problem and to develop the re-
spective display formats. 

A further possibility to achieve attention is to link health issues with policies which are more 
attractive for policy makers. Examples are the demographic development and its conse-
quences for the health of populations, the social structure and its consequences for the 
health of populations and links between health and wealth or strategies of (regional) eco-
nomic development. 

Many times it’s the public that pushes for policies and changes and thus it is important to 
compile ‘popular summaries’ to be understood by the public and also by policy makers who 
are not in the remit of health. Many times politicians act when the public is frustrated; how-
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ever the problem is that the public is not always really well informed. It’s very hard to reach a 
balance between a report that is meant to outreach everyone and a report that is meant to be 
used by people working in the field. 

7.4 Differentiation of PHR activities 

In the interviews the issue to focus on issues is broached. Maybe the mentioned problems 
can be minimized by a differentiation of PHR activities if a decision about a certain type of 
PH report is made or reports are differentiated systematically for certain focuses. There are 
general reports and specific/thematic reports, and as practised in Sweden, it is thinkable to 
differentiate reports / focuses which 

a) have an epidemiological and (social-)medicine orientation and report about the health of 
populations (Public Health Report); 

b) deal with health services and structures of the health system and treat economic ques-
tions (Health Service Report); 

c) deal with health policies and decision making in health policies (Public Health Policy Re-
port). 

7.5 The PHR process 

To rationalize the process of PHR, the relevant data has to be available in a way that it can 
be used easily and fast so that processing in PHR activities is supported. Even if a consolida-
tion of data from different reporting systems is not possible or wishful because they serve 
different information needs, the compatibility of the systems can be strengthened. 

PHR activities can produce basic reports which can be used to identify priority fields for ac-
tion. Special reports can deliver more detailed information about the priority fields for action. 

In both cases it is of advantage to organise a participative process to define 

• the issue of the report, 

• the frame of reference for the report, 

• the aims of reporting, 

• central questions and problems, 

• information needs, 

• information on how the report will be used. 

The interpretation of information from PHR activities and the development of findings should 
also be organised in a participative way. 

As far as PHR activities are organised close to policy making, it seems to be attractive to 
report to the parliament, even if there is the risk that the discussion might become too “politi-
cised” from a professional standpoint of view. The concept of health conferences seems also 
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to be attractive. It supports the collaboration and exchange of mind between different groups 
of professionals and politicians. Following this concept 

• politicians can submit a report after consultations with the health conference and PH pro-
fessionals; 

• the health conference can submit a report or even be involved in PH activities; 

• the health conference can give politicians recommendations for action based on informa-
tion from PHR; 

• politicians can give the health conference recommendations based on information from 
PHR activities; 

• professionals can translate political or other information needs for those being active in 
PHR activities; 

• professionals can deliver interpretations of the information from PHR activities for discus-
sion; 

• different PH professionals can be involved in PHR activities. 

In this process there is a permanent need for translations. All actors should be involved in 
translations. PHR activities are part of the translation process. 

 

 

Figure 6 PHR activities and health conferences 
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In the process of PHR activities it is important to keep in mind from the beginning who the 
main addressees and interested parties of the activities are. Strategies for the dissemination 
of information and findings should be developed early. It should be taken into account that 

• the attention of addressees is achieved (if necessary: personal contact) and access to 
information is easy; 

• potentially interested parties have a good chance to get informed about the existence of 
the information and to get it; 

• the central findings are disseminated by the media to reach the general public. 

If possible, the PHR process should be evaluated. 

Beside the process of commissioned PHR activities, two further processes have to be opti-
mized: 

• The process to get information and 

• the process to get answers on concrete questions. 

The production of a report requires many resources and takes a lot of time. Therefore the 
issues for a report have to be chosen carefully and not all issues of interest can be treated. 
Due to this fact, interested parties with specific information needs should be supported to 
look for data and conduct interpretations on their own or to ask professionals concrete ques-
tions. 

7.6 Levels of PHR activities 

User oriented PHR activities have to consider the distribution of responsibilities and compe-
tencies between the different levels of the political system. This does not mean that PHR 
activities on a certain level should only address needs for action which can be offered on that 
level. The message can be send to actors on other levels. 

While the developments of the European and the national level are valued positively, quanti-
tative and qualitative differences between countries, the regions/federal states and local gov-
ernments are mentioned. 

The interviewees assess different chances to realize a “policy impact“ at the different levels. 
On the European level, the EU can try to use PHR activities to influence the policies of the 
member states indirectly by identifying differences between countries and regions, needs for 
action and setting benchmarks. The findings have to be discussed by actors in the respective 
geographic region, e.g. to look for reasons for differences. 

In some interviews it is mentioned that the activities (especially concerning indicators and 
core activities) on the different levels should become more interlocked. The people who have 
responsibilities for PHR activities on the different levels should coordinate their work and 
define which issues should be treated on which level. It is proposed to offer indicators which 
are available for all levels and identify those indicators which are of importance for the re-
spective level. 
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To interlock activities is very important for comparisons. Higher levels must ensure the com-
parability of data or even produce and offer them. On the national level, data should be of-
fered which allows regions to learn about their situation by comparing each other. A health 
survey can offer new possibilities for regional comparisons. European PHR activities can 
support comparisons. Agenda- or priority setting on higher levels can push for activities on 
lower levels. EU funded projects like ECHIM, HIS/HES support these issues. 

Shortage of resources is a central problem for PHR activities. Vertical and horizontal inter-
locking and cooperation can raise the effectiveness in the utilization of available resources. 
Coordination can assure better comparability of indicators and reports. Comparisons within a 
report would become easier but it would also be possible to compare geographic entities by 
working with their reports. On the local level, in many cases the same issue is treated by sev-
eral local authorities at the same time. Cooperation between the persons being active in PHR 
can be very helpful and include the division of labour. The coordination of activities between 
different levels would support the development of concepts, formats, modules, style sheets 
and it would be possible to deliver more accurate data. 

7.7 Possibilities to support people being active in PHR activities 

It is a major result of the analysis of the interviews that there are possibilities to maximize the 
chance to realize a policy impact by developing and supplying recommendations and tools 
for those being active in PHR, but that they are restricted. The institutionalisation of PHR 
activities and the interfaces between PHR activities and policy making are of major impor-
tance. For many interviewees people being active in PHR have only small possibilities to 
raise the policy impact of their work by their own. But even then the interviews deliver a cou-
ple of starting points. It is possible that people being active in PHR activities 

• calculate which issues are promising, which options for action have chances to be picked 
up, what kind of PHR activities will be pushed forward in the political sphere; 

• think about the design, direction and addressees before starting to provide information, 
not at least to avoid conflicts and to protect themselves from moving to a certain political 
position unintentionally; 

• look for the expectations and needs of users / policy makers, for interest constellations 
and ”win-win“-situations and ask the question how they can support the success of their 
superiors; 

• try to decrease conflicts by not criticising decision makers openly but giving them advice 
for improvements and reporting positive developments beside negative ones; 

• try to produce reports which people like to read, channel them to committees, parties, 
governments and try to win the attention of the key audiences; 

• set issues on the agenda independent from concrete demands, as long as not demanded 
becomes not wanted; 

• take care about their credibility. 
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To improve the process, people active in PHR activities should 

• follow a pluralistic approach; 

• not only analyse data but talk with persons being active in the fields of interest about their 
needs and recommendations; 

• learn from the past: dig up old reports and analyse which impact has been realized; 

• discuss questions and findings with all relevant actors and draw conclusions together 
with them; 

• integrate all relevant actors in information search but keeping in mind and balancing the 
different  interests; 

• develop effective strategies of dissemination; 

• determine which is the best time to issue certain data to avoid bombardment of informa-
tion;  

• monitor and evaluate their own work. 

People active in PHR activities can be supported by 

• the delivery of guidelines for beginners about the organisation of the process of PHR ac-
tivities. 

• the promotion of a professional exchange about PHR activities and of networks with peo-
ple being active in PHR. 

• coaching for the implementation and realisation of PHR activities in a local concept for 
action: Is a report worthwhile, what medium is promising success, how to minimise input / 
maximise output and realise better results? The heads of the local PH authorities know 
about the political ”mess“ on the local level and can give advice. 

• offering education and workshops: What can be done with simple means? How to write a 
report with own data? 

• the opportunity to learn from other reports / best practices for successful reports. 

• (online-)libraries with reports. 

• hints about new data sources, methods, literature. 

• style sheets, statistic- and graphic tools, guidelines for reports. 

• cooperation on modules, graphics and unit construction systems: It is not necessary that 
the wheel is reinvented again and again. 

• an information exchange about who is working on which issue. 

• a one stop shop (a clearing house) for health information. 

• the supply of an adequate database. 

• a supply of public use files. 
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• the dissemination of knowledge about indicators and the possibilities to use them. 

• a good statistical software. 

• the dissemination of available instruments and tools. 

It is possible to raise the “policy impact“ of PHR activities by 

• showing the dimensions and magnitude of a problem; 

• delivering information at the right time – even when the actuality of an issue cannot be 
influenced by people being active in PHR; 

• giving users the possibility to look for the information they need on their own; 

• serving policy makers; 

• building up pressure for policy making; 

• building up alliances with relevant actors; 

• showing the financial advantages of acting on a problem and the financial repercussions 
of not acting; 

• raising the efficiency of resources: If there are enough resources, a basic report should 
be written and deliver the information for priority setting and special reports. If there are 
not enough resources, they should be used in a way to maximise the impact. 

Tools to support people being active in PHR activities already exist. They were created not 
for those activities but to support the work and the policy impact on fields where the respec-
tive problems are quiet similar, e.g. research, HNA, HTA, HIA. Examples for available tool 
kits or boxes are beyond others 

• “MAPP – Mobilizing through Action and Planning Partnership” 
(www.mapp.nachho.org/chsa/index.asp) 

• “Tools for Policy Impact. A Handbook for Researchers” (Start/Hovland 2004) 

• “Community Health Assessment Clearing House” (www.health.state.ny/statistics/chac) 

• “Healthy People 2010 Toolkit” (www.healthypeople.gov/state/toolkit/) 

For the description of the methodology, those existing tool boxes will be screened for tools 
which are useful for PHR activities and the respective problems. 
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8. The pilot test: Choosing an issue of major importance 

8.1 Tackling health issues within strategies for regional develop-
ment 

The methodology or the respective health information tool box which will be developed con-
sidering the findings of the interviews frame the outline of the pilot test. While the methodol-
ogy and the respective tool box for PHR activities have to consider different functions, con-
texts, audiences, levels and the process of PHR activities, the pilot to test the application is 
about one certain context in which information and knowledge should be delivered in the 
most appropriate and effective way to the relevant user groups to maximize the impact. 
Therefore not all boxes of the tool box will be filled with tools by working on the pilot test. 

In choosing a scenario or issue for the pilot test, the following criteria have been of rele-
vance: 

1. To support the policy impact of PHR, the scenario should be evidence based and close to 
direct decision or policy making and it should be possible to link PHR activities with the 
different stages of the policy making process (monitoring, assessment/agenda setting, 
development of policy options, implementation and evaluation). 

2. The policy area should be of high political relevance, not at least for the EU Commis-
sion/DG Sanco and the EU member states. 

It was suggested by the project group and decided at the 8th Meeting of the Working Party on 
Health systems that the “Health and Wealth“-campaign, public health oriented health eco-
nomic strategies for regional developments and thereby investments in health for regional 
development not at least by EU Structural Funds deliver a scenario which fulfils the criteria 
mentioned above and which can be used to demonstrate how user and impact oriented PHR 
activities can be organized. Raising the impact of regional and local PHR activities is impor-
tant by itself, but the debates about new chances to use the EU structural funds for health 
issues as well as the “Health and Wealth”-debate facilitate the link between PHR activities 
and a field of high interest for policy makers. It was also seen as an advantage that the 
methods and tools which are developed and presented for this scenario can be easily trans-
ferred to PHR activities on the sub-national level in general. 

This scenario also has the advantage that for a couple of reasons levels beyond the national 
level (e.g. the regional level) are of special importance to PHR activities. There are important 
differences between geographic entities within countries. Levels beyond the national level 
are in many countries the levels, where certain health issues and problems are to be identi-
fied, concrete action is planned and services are delivered. 

8.2 Delivering an information base for policy making 

The importance of this approach can be illustrated by the “Health and Wealth” publications 
and publications published by the Health & Consumer Protection Directorate General pub-
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lished to discuss an EU Health Strategy. The foundation of the discussion is the Lisbon 
agenda which reflects population health as a key factor for productivity and growth. Under 
the cohesion policy 2007-2013, different goals and funds can be used to tackle health issues 
in European regions. In a speech (March 2007) Madelin (Director General for Health and 
Consumer Protection at the European Commission) mentions the importance of the funds, 
especially to tackle health gaps and health inequalities, and stresses the relevance of PHR 
activities. He said that the EU Structural Funds may play a key role in reducing health gaps 
and health inequalities across Europe, that they are an effective tool to achieve the Lisbon 
objectives (more growth and jobs). Furthermore, one of the priority areas for investment 
within the new regulations for the use of Structural Funds in 2007-13 are health infrastruc-
ture, cooperation and joint infrastructure across regions, investment in human resources, 
training and capacity building. Supporting the importance of PHR activities he also mentions: 
“[...] to be effective these investments need to be targeted and based on a thorough analysis 
of the health needs. Sufficient clarity as to the long-term and strategic nature of the invest-
ments in health is therefore essential. [...]. Member States need to prioritise health in their 
national plans as a long-term investment both for population health and for growth and com-
petitiveness.” 

8.3 Realising an impact 

While there are new chances to link health, wealth, growth and employment within strategies 
of regional development (not at least in line with the utilization of the EU Structural Funds), it 
is not guaranteed that decision and policy makers which are involved in the development of 
sub-national / regional development strategies will recognize the health of populations and 
the health infrastructure as an important pillar. Recognising public health issues is a new 
issue for economic experts. In the actual debate about the possibilities to support regional 
developments and wealth by investments in health and the health economy there are two 
different lines of argumentation. While one line of argument is purely economic and concen-
trates on economic growth, employment in the health sector etc., another line of argument is 
more public health oriented, arguing that “Health is Wealth” or that investments in the health 
of the population (not only but also in health industries, services etc.) support regional devel-
opments by their output “health” or “healthy workforce” (see Figure 7). Both lines of argument 
are of relevance when investments in health, not at least by the EU Structural Funds, are 
discussed. PHR activities can support decision making in these areas by providing informa-
tion for economists and decision makers who are active in regional development and the 
utilization of the EU Structural Funds. The information should include health needs in a re-
gion and sometimes information about economic consequences of health problems and con-
sequences of strategies for regional development on health. 
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Figure 7 Areas of health investment within structural funds (Source:European Commission, DG 
SANCO. Factsheet: Funding health in your region. European Communities 2007 

 

Until now “health” is not of major importance in the official documents concerning the EU 
Structural Funds. The EU Structural Funds mainly follow the priorities of the Lisbon agenda 
(economic, social, environmental pillar), where “health” is of minor importance, directly men-
tioned only in one sentence in chapter 3.3. “Creating more and better jobs”: “In order to at-
tract and keep more people in employment, the Commission will assist Member States in 
developing active ageing strategies, including measures to increase healthy life years.” The 
cohesion policy by itself is based on title XVII “Economic and social cohesion” of the Treaty 
on European Union and of the Treaty Establishing the European Community, and here also 
economic and social cohesion is not directly linked with health issues or health inequalities. 
In the “Strategic Guidelines on Cohesion” (Council Decision of 6 October 2006), health is 
mentioned, but also not very accentuated. Priorities are a) to focus on knowledge, research, 
innovation, human capital; b) to pursue the synergies between economic, social and envi-
ronmental dimensions; c) to pursue the objective of equality between men and women; d) to 
prevent any discrimination. The guidelines are 

1. Making Europe and its regions more attractive places in which to invest and work (trans-
port infrastructures, synergies between environmental protection and growth, energy 
sources); 

2. Improving knowledge and innovation for growth (investment in Research and Techno-
logical Development, innovation, entrepreneurship, information society, e.g. e-health, im-
prove access to finance); 

3. More and better jobs (more people in employment, social protection systems, employ-
ment policies, quality and productivity at work, social and territorial cohesion, life-cycle 
approach to work, inclusive labour markets also with regard to disadvantaged people, 
matching of labour market needs); 

4. Raising the administrative capacity (productivity and quality at work in the public sector, 
support good policy and programme designs); 

5. Help maintain a healthy labour force especially in regions lagging behind economically 
(demographic development with an ageing population, reduce health inequalities by 
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health promotion, disease prevention, health care facilities, greater participation in the la-
bour market, longer working life, higher productivity, lower healthcare and social costs). 
Guidelines are: 

a. “Preventing health risks to help raise productivity levels by means of health infor-
mation campaigns and by ensuring a transfer of knowledge and technology and 
ensure that health services have the necessary skills, products and equipment to 
prevent risks and minimise their potential damage.” 

b. “Filling the gaps in health infrastructure and promoting efficient provision of ser-
vices where the economic development of the less prosperous Member States 
and regions is being effected. This action should be based on a thorough analysis 
of the optimal level of services provision and appropriate technology, such as 
telemedicine and the cost-saving potential of e-health services.” 

In the Council Regulations about the EU Structural Funds there are also only some direct 
links with health issues: 

1. Convergence (for regions with gross domestic product per capita less than 75 % of the 
average GDP of the EU-25, Member States with gross national income (GNI) per capita 
less than 90 % of the average GNI of the EU-25): European Regional Development 
Fund: Investments in health and social infrastructure which contribute to regional and lo-
cal development and increasing the quality of life. 

2. Convergence/Regional competitiveness and employment (all regions): European Social 
Fund: “the design and dissemination of innovative and more productive forms of work or-
ganization, including better health and safety at work [...].” 

3. European territorial cooperation: European Regional Development Fund: developing col-
laboration, capacity and joint use of infrastructure, beyond others in the health sector. 

In line with these guidelines/priorities/regulations, the National Strategic Reference Frame-
works for the EU member states and the Operational Programmes also do not accentuate 
health issues as being of central importance for regional development. 

Even when health issues are not strongly stressed in the priorities, guidelines and regula-
tions of the EU Structural Funds, it is possible and of political importance to bring health is-
sues in. 

1. Health is de facto an important condition for growth and employment. 

2. There are manifold indirect links (health market, growth and employment; innovation; 
information society and e-health, risk prevention, healthy labour force etc.). 

3. The funds have only partially to be spent in line with the priorities of the EU (conver-
gence: 60 %, regional competitiveness and employment: 75 %). 

4. Regional development has consequences for health. 
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8.4 PHR and the Policy Cycle 

The new EU Structural Fund policy is an opportunity to enhance PHR activities at the re-
gional level: to use existing data and reports, but also to develop new links with economic 
and social issues and to support more comparisons between regions in the EU. New chal-
lenges for PHR activities arise. One challenge is to deliver information which supports setting 
health issues on the agenda when programmes for regional development are set up. Other 
challenges and information needs are linked with the procedure to get and to use budgets 
from the funds (Figure 8). Operational Programmes and National Strategic Reference 
Frameworks have to be written. They must entail an analysis of the social and economic 
situation of regions in a national, European and world context. Reasons for a chosen strategy 
have to be given, e.g. it has to be argued that there is a special need for action and that cer-
tain effects can be realized. The relationships between growth, employment and health have 
to be addressed. Indicators to evaluate programmes have to be named. 

Therefore, if regional and national policy makers want to address health issues, they need 
information and maybe also recommendation from PHR activities and experts. Further, PHR 
activities are relevant for the documentation of the effectiveness of implemented pro-
grammes and there will also be evaluation reports of the projects. Information and knowledge 
from PHR activities are also relevant for those who are involved in the evaluation of pro-
grammes at the EU level. 
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Figure 8 Structural Funds: Agendas, Programmes, Guidelines 
 

8.5 Ideas for the design of the tools to be offered 

For the reasons given above, it is extremely useful to use the scenario “Tackling health is-
sues within strategies for regional development”. The methodology in the pilot test will de-
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velop tools to deliver and disseminate information in order to improve the effectiveness of 
PHR in policy development and implementation. The tool, which will be based on existing 
indicators about economic, social and health conditions of regions, will use geodemographic 
software to produce regional profiles. The tool development will use the evidence base ob-
tained from the project to date. The identified indicator list will be communicated for further 
outreach to the ECHIM project or more in detail to the International Compendium of Health 
Indicators (www.healthindicators.org).  

The profile will deliver information about the linkages between health, wealth and the health 
system as part of the health economy (Figure 8). Within the pilot test, a pragmatic approach 
to available indicators will be used. The main work is to develop a concept for the utilization 
of existing data and to find ways not only to identify needs for action but also to show the 
magnitude of a problem. 

The profile should entail 

• selected health indicators susceptible to economic problems (= health influences wealth); 

• selected economic and social indicators susceptible to health problems (= wealth influ-
ences health); 

• selected indicators to assess how the health services meet the health needs and 

• selected indicators to assess the health economy as part of the economy. 

 

 

 

Figure 9 Health, Wealth, Health Services 
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As far as the link between “health” and “wealth” is concerned, the indicators should deliver 
information 

• if the health status of populations constrains wealth on the micro level and macro level 
and 

• if economic and social conditions have negative impacts on health; 

As far as the links between “health” and the “health system / health economy” are concerned, 
indicators should deliver information about 

• health needs; 

• if the capacities of the health system are able to meet them; 

• consequences of health needs for the health economy. 

As far as the links between “wealth” and the “health system” as well as the “health economy” 
are concerned, indicators should deliver information about 

• the contributions of the health system to wealth; 

• economic and social restrictions effecting the health system and the health economy; 

• the contribution of the health economy to economic growth and employment. 

As far as the EU Structural Funds are concerned, the following areas are of special impor-
tance (Figure 7): 

• Healthy workforce: Health promotion and disease prevention, safety at work etc. 

• Healthy aging: health promotion and screening, rehabilitation etc. 

• Human capacity (especially health professionals) 

• Health infrastructure 

• Health information and research: investments and capacities 

Further areas are directly addressed by the supply of information being developed by the 
pilot test directly: 

• Cross-border cooperation: The application delivers information about health problems 
and health infrastructure in regions and therefore also for cross-border cooperation. 

• Knowledge and Information society: The application is a tool to deliver and disseminate 
information. 

In line with the evidence base the profile will deliver information and by that stimulate ideas 
and support rational planning. It should be helpful to identify problems, to set priorities, to set 
issues on the agendas by or for decision and policy makers, for policy formulation and the 
monitoring of developments to get some first impressions or hypotheses about the conse-
quences of policies. 
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The profile should not only support policy making in a region but also help to identify regions 

• with the highest needs of action in certain problematic fields and 

• with large similarities and similar problems to support cooperation and an exchange of 
experiences. 

The profile should be developed that it is suitable for the relevant audiences – policy and 
decision makers, media, the interested public, scientists as well as people active in PHR – as 
an enter point to look for information and to process them in line with their needs. Therefore 
users of the profile should 

• have the possibility to use the profile for PHR activities; 

• have the possibility to use the profile as a stand alone report; 

• get further guidance to understand the information delivered and how to get the relevant 
information for their region. 

Therefore it is useful to complement the profile with a website/online report in which important 
findings are presented for the European level by a combination of interactive maps and a text 
in which the situation for Europe is described on a general level and the possibilities for further 
analysis with the application is explained. It would be possible for users to use the interactive 
map to get the respective information for their region and to compare their regional position 
both within Europe and / or their country. Thereby the work on sub-national, regional health 
reports would also be supported. It would be possible to process information relatively quickly 
and raise the chance to deliver information timely, using the chances of policy windows. 

By creating such profiles at the European level there will be both more transparency and an 
information base for rational policy making. It will also deliver an information base which can 
stimulate political pressure in cause of comparisons which allow to assess the magnitude of 
problems – either in a way that policy makers in a region are confronted with political pres-
sure to become active or that they use the application to build up political pressure on actors 
in the region or on the national or European level. By developing such a profile at the Euro-
pean level there will be support for political action, policy development and PHR activities on 
the sub-national level. 

Beyond the pilot test for this application it would be possible to add further functions, thereby 
creating a website portal for “Tackling health issues within strategies for regional develop-
ment”. Those functions or additional applications could be 

• a database with information about policies, programmes and examples of good practise 
in the respective regions; 

• a database with reports about the respective regions; 

• a forum where experts can discuss ideas for the utilization of the application and its fur-
ther development; 

• a forum where experts from regions with similar economic and social profiles and health 
problems can discuss strategies for regional development. 
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9. Summary and outlook 

In the final report a methodology of PHR will be presented in the form of an evidence-based 
tool box which gives orientation about the many problems and chances to maximise an im-
pact by PHR activities. An abstract tool box will be used to outline the dimensions and to 
show which kind of tools could be useful. Some tools will be mentioned and described as 
examples, but it is not the intention to deliver tools for all boxes. Instead, it is the aim to offer 
a list of factors influencing the policy impact of PHR activities and more general recommen-
dations how PHR activities can be supported. Therefore the tool box could get a “work in 
progress” status: It could be used to fill in and discuss tools beyond the horizon of the pro-
ject. 

In the annex of the final report, reports about PHR activities in the six countries being repre-
sented in the project will illustrate similarities and differences of PHR activities and their insti-
tutionalisation. The examples (case studies) will give some ideas about advantages, disad-
vantages and possibilities for the further development of PHR activities not only in these 
countries and document the empirical basis for the construction of the methodology / health 
information tool box. 

An evidence-based guideline and concrete tools will be delivered for the issue which is 
treated in the pilot test: For people active in the field of regional development in special but 
also in PHR activities in general. To use the pilot test to develop a guideline for bringing 
health issues in and through the procedure of the cohesion policy has several advantages. It 
is of high political relevance in cause of the chance to strengthen “health” in an important 
policy field. 

It is planned to realise the pilot-test by the following steps: 

1. Indicators 

a) Checking which indicators are available to describe the economic, social and 
health conditions of regions. Here it is possible to link PIA PHR with other EU-
funded projects like ISARE, ECHIM etc. 

b) Identification of information needs (which can be satisfied by PHR activities in the-
ory) concerning decision making about investments in health following the “Health 
and Wealth”-Strategy of regional development, by analysing the Lisbon Agenda, 
the Council Regulations about the Structural Funds etc. and maybe by selected 
expert interviews with people / economists being active in the fields of health 
economy and the “Health and Wealth”-debate. 

c) Developing a concept and clarifying which indicators and which indicator sets are 
susceptible to describe health problems and health risks which are of special im-
portance for regional development strategies and the impact of investments in re-
gional development on health. 

d) Producing a data base (indicators). 
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2. Using a geodemographic software to create a profile with maps and basic statistical tools 
to create presentations and possibilities to analyse the information: 

a) Developing a concept for the presentation of data which allows to identify priori-
ties for investment strategies / the utilization of EU Structural Funds. 

b) If possible: Defining filter which allow to cluster regions / to identify most similar 
regions. 

3. Development of an online document / website which supports users to analyse the situa-
tion of a region of interest: 

a) Defining most important presentations of data, creating the respective maps and 
giving respective explanations as well recommendations to create own maps. 

b) Creating a framework for a print version of regional health profiles (good example: 
The NHS Health Profiles). 

4. Testing the pilot version: Are the chosen indicators susceptible to deliver needed informa-
tion? Which are the most suitable ways to present information?  

a) In a first step, the pilot version will be tested and modified by the PIA PHR project 
group. 

b) In a second step, experts for “Health and Wealth”, regional development and the 
area of activities by the EU Structural Funds are asked to take a look at the pre-
liminary results of the pilot and give recommendations. 

c) As far as possible, revising of the application. 

5. Writing a Report about the Pilot-Test (content: background of the project and the pilot 
test, concept of the application, documentation of the online-document and recommenda-
tions by experts) 

6. Presentation and discussion of the results of the Pilot-Test at the final conference of the 
project. 
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Chart 12: Time schedule for the pilot test 

Time Aim Who? 

1.12.07 – 31.12.2007 Second interim report lögd (project 
group) 

1.12.07 – 15.2.2008 Screening for available indicators about economic, 
social and health conditions in regions (EUROSTAT, 
ISARE, ECHI etc.) 

Developing a concept for the presentation with a ge-
odemographic software 

project group 

1.2.2008 – 15.9.2008 Preparing the final conference lögd, (project 
group) 

1.2.2008 – 15.3.2008 Selecting indicators for the user window: What are the 
most suitable and available indicators for the pilot? 

Preparing indicators for the geodemographic software 

project group 

until 31.3.2008 Programming the application ? 

1.4.2008 – 30.6.2008 Working with / testing the application: What are the 
most useful indicators, correlations and tools to pre-
sent information? 

Producing an online document which supports users 
by explaining the functions of the application, impor-
tant correlations between indicators and delivering the 
respective presentations 

project group 

1.6.2008 – 30.6.2008 Peer Review of the application and the online docu-
ment by experts being active in the fields of “Health 
and Wealth” and EU Structural Funds 

project group 

1.6.2008 – 31.7.2008 Report about the Pilot Study, containing a description 
of the work package “pilot test”, the application, the 
online-document, regional profiles for a small number 
of regions as examples and the comments / recom-
mendations from the peer review by experts 

lögd (project 
group) 

1.7.2008 – 31.8.2008 Revising in the application in line with the recommen-
dations of experts 

? / lögd 

1.8.2008 – 31.8.2008 Printing the Pilot Study lögd 

1.7.2008 – 31.10.2008 Final Report lögd / project 
group 

September 2008 Conference lögd 

31.10.2008 End of the project  
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11. Enclosures: Findings of the first round of the Delphi 
survey 

11.1 Numbers (“N”) per country for difference “importance in prin-
cipal” and “as-is state” 

11.1.1 Products 

 GER FR UK IRL MLT HUN TOTAL 
2.1 PHR provides publications which con-

centrate on the presentation of data with little 
commentary (e.g. in the form of statistical 

yearbooks for health care systems). 

55 21 25 13 25 24 163 

2.2 PHR provides basic reports (compre-
hensive reports about the health of the 

population). 

53 21 24 15 26 24 163 

2.3 PHR provides comprehensive special 
reports (e.g. about the health of certain 

population groups, certain diseases/health 
problems). 

54 21 24 16 26 24 165 

2.4 PHR provides short reports. 48 21 21 15 27 24 156 

2.5 PHR provides regularly newsletters 
(paper format or online). 

46 21 20 13 26 23 149 

2.6 PHR provides all relevant information 
over the internet. 

51 20 23 14 26 23 157 
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11.1.2 Contents 

 GER FR UK IRL MLT HUN TOTAL 
3.1 PHR informs about demographic condi-

tions. 
51 20 25 15 26 23 160 

3.2 PHR informs about socio-economic 
conditions. 

50 19 25 15 26 23 158 

3.3 PHR informs about mortality (number of 
deaths etc.). 

49 20 25 14 26 23 157 

3.4 PHR informs about morbidity (illness, 
disease). 

48 20 25 14 26 23 156 

3.5 PHR informs about the subjective health 
status of populations (e.g. information about 

how people assess their health status). 

46 21 24 13 25 23 152 

3.6 PHR informs about health-relevant 
behaviour and lifestyles 

49 21 25 15 25 22 157 

3.7 PHR informs about health-relevant 
environmental conditions / environmental 

risks. 

47 21 25 13 25 23 154 

3.8 PHR informs about disease prevention 
and health promotion. 

46 20 24 15 26 23 154 

3.9 PHR informs about the use of health 
services. 

47 20 25 13 27 23 155 

3.10 PHR informs about health system 
resources (personnel, hospital beds etc). 

50 20 25 14 26 23 158 

3.11 PHR informs about demand for medical 
services and the corresponding supply. 

50 18 24 13 25 22 152 

3.12 PHR informs about costs and financing 
in the health system. 

50 19 25 13 25 23 155 

3.13 PHR informs about cost-benefit ratios in 
the provision of services. 

51 19 24 13 23 22 152 

3.14PHR informs about health-relevant 
developments in the past. 

45 17 21 10 23 22 138 

3.15 PHR informs about health-relevant 
developments in the future. 

46 19 23 13 23 22 146 

3.16 PHR informs about age-specific differ-
ences in health. 

47 20 25 14 24 23 153 

3.17 PHR informs about sex and gender-
specific differences in health. 

47 19 25 14 25 22 152 

3.18 PHR informs about social inequality in 
health risks (e.g. differences in the health 
status or risk factors determined by social 

conditions). 

48 19 25 14 24 23 153 

3.19 PHR informs about the health of mi-
grant groups. 

48 19 24 13 24 23 151 

3.20 PHR informs about context-relevant 
differences between regional entities (mu-

nicipalities, regions). 

47 19 25 13 22 22 148 

3.21 PHR informs about international differ-
ences. 

46 19 24 14 22 21 146 
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11.1.3 Structuring and Methods 

 GER FR UK IRL MLT HUN TOTAL 

4.1 PHR consists of data and statistics. 49 20 23 15 26 23 156 

4.2 PHR includes detailed explanations of 
indicators, statistical methods and technical 

terms. 

48 20 23 13 26 23 153 

4.3 PHR consists of texts drawn up on the 
basis of data material. 

48 19 22 14 26 23 152 

4.4 PHR includes summaries of the most 
important information. 

48 20 23 12 26 23 152 

4.5 PHR attaches special importance to 
graphical and pictorial display of the most 

important information. 

47 20 24 13 23 23 150 

4.6 PHR gives links to sources for further 
information. 

45 20 22 13 23 23 146 

4.7 PHR presents high-quality data. 44 19 22 14 25 23 147 

4.8 PHR is ment to be as comprehensive as 
possible. 

45 20 22 12 25 23 147 

4.9 PHR takes account of the different di-
mensions of health circumstances and 

problems. 

44 20 20 12 25 23 144 

4.10 PHR is clearly structured 46 18 22 15 25 23 149 
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11.1.4 Functions 

 GER FR UK IRL MLT HUN TOTAL 

5.1 PHR provides epidemiological data. 47 19 19 15 26 23 149 

5.2 PHR provides data which was originally 
collected for administrative purposes by 
public administration, health insurances, 

health services and others (administrative 
data). 

46 18 19 13 23 22 141 

5.3 PHR provides data which was collected 
by research (research data). 

47 19 18 14 25 19 142 

5.4 PHR brings together data drawn from 
different sources. 

46 19 18 14 25 20 142 

5.5 PHR develops indicators for public 
health reporting. 

44 19 21 12 25 22 143 

5.6 PHR summarises the state-of-the art in 
research. 

45 19 20 13 25 21 143 

5.7 PHR summarises expert knowledge. 47 19 20 14 25 22 147 

5.8 PHR provides scientific information in 
accessible language. 

46 18 21 15 25 23 148 

5.9 PHR provides systematic monitoring and 
measuring activities to record changes in the 

health status of populations. 

48 19 20 13 25 23 148 

5.10 PHR supports administrative planning 
processes. 

44 18 17 12 25 22 138 

5.11 PHR identifies areas in which political 
action is needed. 

47 18 22 12 24 23 146 

5.12 PHR supports coordination between 
health policy makers in the field of health 

care. 

45 18 22 13 25 22 145 

5.13 PHR supports policy making by devel-
oping proposals for policies. 

43 19 22 14 25 22 145 

5.14 PHR supports policy making by assess-
ing the impact of policy options. 

43 18 20 13 26 22 142 

5.15 PHR evaluates health programmes 46 19 21 12 25 22 145 

5.16 PHR serves health counselling for the 
citizens(e.g. health advisers, health visitors, 

health trainers). 

46 16 17 9 26 22 136 

5.17 PHR contributes to public transparency 
in health-relevant concerns. 

47 18 20 12 26 22 145 

5.18 PHR promotes public discussion about 
health policy. 

47 17 21 13 25 22 145 
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11.1.5 Addressees 

 GER FR UK IRL MLT HUN TOTAL 

6.1 PHR results reach politicians. 42 19 22 14 23 21 141 

6.2 PHR results reach relevant decision 
makers in administration and authorities. 

43 20 21 14 23 21 142 

6.3 PHR results reach relevant decision 
makers in health insurance funds. 

39 18 16 7 18 21 119 

6.4 PHR results reach relevant decision 
makers in associations of health professions. 

41 19 18 11 21 21 131 

6.5 PHR results reach relevant managers of 
medical and social care facilities (health 

centres, hospitals, nursing care facilities and 
services, helpdesks). 

42 19 20 13 22 21 137 

6.6 PHR results reach health care practitio-
ners. 

41 20 17 14 25 21 138 

6.7 PHR results reach decision makers in 
organisations representing the interests of 

patients or handicapped persons. 

40 19 19 10 23 21 132 

6.8 PHR results reach media. 42 19 22 14 22 22 141 

6.9 PHR results reach the interested general 
public. 

41 19 21 13 21 22 137 

 

11.1.6 Use 

 GER FR UK IRL MLT HUN TOTAL 
7.1 PHR is used for looking up specific 

information to provide answers to individual 
questions if the need arises. 

44 20 20 13 22 23 142 

7.2 PHR is used to get comprehensive 
information about a thematic area. 

45 20 20 15 23 23 146 

7.3 PHR is used for making sound political 
and administrative decisions. 

42 20 21 14 22 22 141 

7.4 PHR is used to substantiate positions in 
political conflicts with the help of arguments. 

42 18 19 12 21 23 135 

7.5 PHR is interpreted on the basis of differ-
ent values and interests. 

40 17 18 10 24 20 129 

7.6 PHR is aligned with the interests of 
political decision makers. 

39 19 17 12 23 21 131 

7.7 PHR is contributing to change the con-
sciousness of problems among health policy 

actors in the long run. 

42 20 18 14 24 23 141 

7.8 PHR is contributing to change the con-
sciousness of problems in the general public 

in the long run. 

43 20 19 14 24 22 142 
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11.1.7 Process 

 GER FR UK IRL MLT HUN TOTAL 

8.1 Public health reporting is characterised 
by continuity and regularity. 

46 20 21 15 23 22 147 

8.2 Public health reporting is up to date. 46 19 21 15 23 21 145 

8.3 The topics to be covered by public health 
reporting activities are determined by those 

preparing the reports. 

37 18 20 11 19 22 127 

8.4 The topics to be covered by public health 
reporting activities are determined by bodies 

commissioning these activities. 

37 19 19 13 20 22 130 

8.5 There are regular contacts between 
those preparing the reports and the relevant 

user groups. 

39 19 20 12 20 23 133 

8.6 Objectives and issues of public health 
reporting are agreed in close cooperation 

between those preparing the reports and the 
bodies commissioning these activities. 

36 18 18 12 21 22 127 

8.7 Those preparing public health reports 
and users work together in joint projects. 

37 20 19 13 20 22 131 

8.8 In their work, those preparing public 
health reports take account of the require-

ments and problems of users. 

41 20 18 12 19 22 132 

8.9 The users know all about the require-
ments and problems of public health report-

ing 

41 19 18 13 22 21 134 

 

11.1.8 Roles of Those Preparing Public Health Reports 

 GER FR UK IRL MLT HUN TOTAL 
9.1 Those preparing public health reports 
are ”service providers“ for the sectors of 

policy and administration. 

46 20 19 12 22 21 140 

9.2 Those preparing public health reports 
are “service providers” for the general public. 

47 19 19 12 21 21 139 

9.3 Those preparing public health reports 
are independent scientifically qualified ex-

perts. 

43 19 19 13 20 23 137 

9.4 Those preparing public health reports 
are policy consultants. 

41 17 18 12 20 22 130 

9.5 Those preparing public health reports 
are “advocates” of the population’s interests 

in health-relevant concerns 

44 18 19 12 21 22 136 
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11.2  Difference „importance in principal“ and „as-is state“: Results 
ranked for “ranks for all items” 

11.2.1 Products 

Item 

Median 
"Importance 
in Principal" 

Difference 
"Importance 
in Principal" 

(Median) and 
"As-Is State" 

(Median) 

Ranks (All 
Items) Differ-
ence "Impor-

tance in 
Principal" and 
"As-Is State" 

Numbers 
("N") per 
countries 

(without "do 
not know" 

and missing 
values): 

Difference 
"Importance 
in Principal" 
and "As-Is 

State" 

2.6 PHR provides all relevant information over the internet. 6,11 1,94 29 157 
2.5 PHR provides regularly newsletters (paper format or 

online). 5,15 1,38 56 149 

2.3 PHR provides comprehensive special reports (e.g. about 
the health of certain population groups, certain diseases/health 

problems). 6,1 1,12 68 165 

2.2 PHR provides basic reports (comprehensive reports about 
the health of the population). 6,02 0,96 72 163 

2.4 PHR provides short reports. 5,49 0,93 74 156 

2.1 PHR provides publications which concentrate on the pres-
entation of data with little commentary (e.g. in the form of statis-

tical yearbooks for health care systems). 5,1 0,5 79 163 
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11.2.2 Contents 

Items 

Median “Im-
portance in 
Principal” 

Difference 
"Importance in 
Principal" 
(Median) and 
"As-Is State" 
(Median) 

Ranks (All 
Items) Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

Numbers ("N") 
per countries 
(without "do 
not know" and 
missing val-
ues): Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

3.13 PHR informs about cost-benefit ratios in the provi-
sion of services. 

5,78 2,82 3 152 

3.19 PHR informs about the health of migrant groups. 5,59 2,39 13 151 

3.15 PHR informs about health-relevant developments in 
the future. 

5,69 2,22 19 146 

3.18 PHR informs about social inequality in health risks 
(e.g. differences in the health status or risk factors deter-

mined by social conditions). 
6,28 2,07 24 153 

3.7 PHR informs about health-relevant environmental 
conditions / environmental risks. 

6,11 1,90 30 154 

3.11 PHR informs about demand for medical services and 
the corresponding supply. 

5,74 1,88 31 152 

3.8 PHR informs about disease prevention and health 
promotion. 6,12 1,78 34 154 

3.20 PHR informs about context-relevant differences 
between regional entities (municipalities, regions). 

5,62 1,76 35 148 

3.6 PHR informs about health-relevant behaviour and 
lifestyles 6,2 1,61 40 157 

3.12 PHR informs about costs and financing in the health 
system. 5,86 1,53 43 155 

3.21 PHR informs about international differences. 5,54 1,51 45 146 
3.14PHR informs about health-relevant developments in 

the past. 4,89 1,49 48 138 

3.5 PHR informs about the subjective health status of 
populations (e.g. information about how people assess 

their health status). 
5,69 1,48 49 152 

3.2 PHR informs about socio-economic conditions. 6,28 1,37 57 158 

3.4 PHR informs about morbidity (illness, disease). 6,62 1,36 59 156 

3.9 PHR informs about the use of health services. 6 1,35 60 155 

3.16 PHR informs about age-specific differences in health. 6,11 1,19 65 153 

3.17 PHR informs about sex and gender-specific differ-
ences in health. 

6,1 1,11 70 152 

3.10 PHR informs about health system resources (per-
sonnel, hospital beds etc). 

5,71 0,93 73 158 

3.1 PHR informs about demographic conditions. 6,37 0,53 77 160 

3.3 PHR informs about mortality (number of deaths etc.). 6,42 0,09 82 157 
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11.2.3 Structuring and Methods 

Items 

Median “Im-
portance in 
Principal” 

Difference 
"Importance in 
Principal" 
(Median) and 
"As-Is State" 
(Median)" 

Ranks (All 
Items) Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

Numbers ("N") 
per countries 
(without "do 
not know" and 
missing val-
ues): Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

4.9 PHR takes account of the different dimensions of 
health circumstances and problems. 

6,18 1,83 33 144 

4.10 PHR is clearly structured 6,49 1,75 36 149 

4.7 PHR presents high-quality data. 6,48 1,52 44 147 

4.6 PHR gives links to sources for further information. 5,99 1,38 55 146 

4.2 PHR includes detailed explanations of indicators, 
statistical methods and technical terms. 

5,85 1,37 58 153 

4.4 PHR includes summaries of the most important infor-
mation. 6,44 1,33 61 152 

4.8 PHR is ment to be as comprehensive as possible. 5,9 1,2 62 147 

4.5 PHR attaches special importance to graphical and 
pictorial display of the most important information. 

5,96 1,19 66 150 

4.3 PHR consists of texts drawn up on the basis of data 
material. 5,79 0,92 75 152 

4.1 PHR consists of data and statistics. 6,04 0,33 81 156 
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11.2.4 Functions 

Items 

Median “Im-
portance in 
Principal” 

Difference 
"Importance in 
Principal" 
(Median) and 
"As-Is State" 
(Median) 

Ranks (All 
Items) Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

Numbers ("N") 
per countries 
(without "do 
not know" and 
missing val-
ues): Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

5.14 PHR supports policy making by assessing the impact 
of policy options. 

6,02 3,12 2 142 

5.18 PHR promotes public discussion about health policy. 6,12 2,64 5 145 

5.12 PHR supports coordination between health policy 
makers in the field of health care. 

6,17 2,56 7 145 

5.15 PHR evaluates health programmes 5,96 2,53 8 145 

5.13 PHR supports policy making by developing propos-
als for policies. 

6,14 2,52 9 145 

5.17 PHR contributes to public transparency in health-
relevant concerns. 

5,91 2,52 9 145 

5.11 PHR identifies areas in which political action is 
needed. 6,31 2,32 15 146 

5.16 PHR serves health counselling for the citizens(e.g. 
health advisers, health visitors, health trainers). 

5,49 2,27 18 136 

5.9 PHR provides systematic monitoring and measuring 
activities to record changes in the health status of popula-

tions. 
6,33 2,16 21 148 

5.10 PHR supports administrative planning processes. 6,2 2,1 23 138 
5.8 PHR provides scientific information in accessible 

language. 6,03 1,95 27 148 

5.6 PHR summarises the state-of-the art in research. 5,44 1,73 37 143 

5.7 PHR summarises expert knowledge. 5,62 1,5 47 147 

5.5 PHR develops indicators for public health reporting. 6,15 1,47 50 143 

5.3 PHR provides data which was collected by research 
(research data). 

5,79 1,4 52 142 

5.4 PHR brings together data drawn from different 
sources. 6,28 1,39 53 142 

5.1 PHR provides epidemiological data. 6,43 1,17 67 149 
5.2 PHR provides data which was originally collected for 
administrative purposes by public administration, health 
insurances, health services and others (administrative 

data). 

5,62 0,5 78 141 
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11.2.5 Addressees 

Items 

Median “Im-
portance in 
Principal” 

Difference 
"Importance in 
Principal" 
(Median) and 
"As-Is State" 
(Median) 

Ranks (All 
Items) Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

Numbers ("N") 
per countries 
(without "do 
not know" and 
missing val-
ues): Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

6.9 PHR results reach the interested general public. 5,71 2,34 14 137 

6.6 PHR results reach health care practitioners. 5,87 2,01 25 138 
6.7 PHR results reach decision makers in organisations 

representing the interests of patients or handicapped 
persons. 

6,09 1,94 28 132 

6.5 PHR results reach relevant managers of medical and 
social care facilities (health centres, hospitals, nursing 

care facilities and services, helpdesks). 
6,04 1,84 32 137 

6.1 PHR results reach politicians. 6,2 1,72 38 141 

6.2 PHR results reach relevant decision makers in ad-
ministration and authorities. 

6,56 1,56 41 142 

6.4 PHR results reach relevant decision makers in asso-
ciations of health professions. 

6,14 1,44 51 131 

6.3 PHR results reach relevant decision makers in health 
insurance funds. 

5,95 1,19 63 119 

6.8 PHR results reach media. 5,72 1,19 64 141 

 

11.2.6 Use 

Items 

Median “Im-
portance in 
Principal” 

Difference 
"Importance in 
Principal" 
(Median) and 
"As-Is State" 
(Median) 

Ranks (All 
Items) Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

Numbers ("N") 
per countries 
(without "do 
not know" and 
missing val-
ues): Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

7.3 PHR is used for making sound political and adminis-
trative decisions. 

6,22 2,57 6 141 

7.8 PHR is contributing to change the consciousness of 
problems in the general public in the long run. 

5,96 2,5 11 142 

7.7 PHR is contributing to change the consciousness of 
problems among health policy actors in the long run. 

6,12 2,12 22 141 

7.4 PHR is used to substantiate positions in political 
conflicts with the help of arguments. 

5,58 1,39 54 135 

7.2 PHR is used to get comprehensive information about 
a thematic area. 

5,91 1,12 69 146 

7.1 PHR is used for looking up specific information to 
provide answers to individual questions if the need arises. 

5,33 1,03 71 142 

7.6 PHR is aligned with the interests of political decision 
makers. 3,81 -0,01 83 131 

7.5 PHR is interpreted on the basis of different values and 
interests. 

4,59 -0,26 85 129 
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11.2.7 Process 

Items 

Median “Im-
portance in 
Principal” 

Difference 
"Importance in 
Principal" 
(Median) and 
"As-Is State" 
(Median) 

Ranks (All 
Items) Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

Numbers ("N") 
per countries 
(without "do 
not know" and 
missing val-
ues): Differ-
ence "Impor-
tance in Prin-
cipal" and "As-
Is State" 

8.9 The users know all about the requirements and prob-
lems of public health reporting 

5,61 3,14 1 134 

8.5 There are regular contacts between those preparing 
the reports and the relevant user groups. 

6,07 2,73 4 133 

8.8 In their work, those preparing public health reports 
take account of the requirements and problems of users. 

6,09 2,4 12 132 

8.1 Public health reporting is characterised by continuity 
and regularity. 

6,47 2,31 16 147 

8.2 Public health reporting is up to date. 6,51 2,3 17 145 

8.7 Those preparing public health reports and users work 
together in joint projects. 

5,5 2,18 20 131 

8.6 Objectives and issues of public health reporting are 
agreed in close cooperation between those preparing the 

reports and the bodies commissioning these activities. 
5,5 1,65 39 127 

8.4 The topics to be covered by public health reporting 
activities are determined by bodies commissioning these 

activities. 
4,6 -0,08 84 130 

8.3 The topics to be covered by public health reporting 
activities are determined by those preparing the reports. 

4,09 -0,67 86 127 

 

11.2.8 Roles of Those Preparing Public Health Results 

 

Median 
„Importance 
in Principal“ 

Difference 
"Importance 
in Principal" 
(Median) and 
"As-Is State" 
(Median) 

Ranks (All 
Items) Differ-
ence "Impor-
tance in 
Principal" and 
"As-Is State" 

Numbers 
("N") per 
countries 
(without "do 
not know" 
and missing 
values): 
Difference 
"Importance 
in Principal" 
and "As-Is 
State" 

9.5 Those preparing public health reports are “advocates” of the 
population’s interests in health-relevant concerns 

5,14 1,99 26 136 

9.3 Those preparing public health reports are independent 
scientifically qualified experts. 

6 1,55 42 137 

9.2 Those preparing public health reports are “service provid-
ers” for the general public. 

5,16 1,51 46 139 

9.4 Those preparing public health reports are policy consult-
ants. 4,37 0,63 76 130 

9.1 Those preparing public health reports are ”service provid-
ers“ for the sectors of policy and administration. 

5,5 0,44 80 140 

 



 - 69 -  

11.3 Differences between „importance in principal“ and „as-is 
state“: Ranks for countries 

11.3.1 Products 

 TOTAL GER FR UK IRL MLT HUN 

2.1 PHR provides publications which con-
centrate on the presentation of data with little 

commentary (e.g. in the form of statistical 
yearbooks for health care systems). 

79 78 77 70 70 79 85 

2.2 PHR provides basic reports (compre-
hensive reports about the health of the 

population). 

72 67 78 72 60 70 62 

2.3 PHR provides comprehensive special 
reports (e.g. about the health of certain 

population groups, certain diseases/health 
problems). 

68 68 66 73 73 54 47 

2.4 PHR provides short reports. 74 76 60 66 75 72 59 

2.5 PHR provides regularly newsletters 
(paper format or online). 

56 41 70 82 70 51 24 

2.6 PHR provides all relevant information 
over the internet. 

29 21 29 52 30 58 10 
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11.3.2 Contents 

 TOTAL GER FR UK IRL MLT HUN 

3.1 PHR informs about demographic condi-
tions. 

77 79 76 65 79 78 82 

3.2 PHR informs about socio-economic 
conditions. 

57 44 63 48 63 57 54 

3.3 PHR informs about mortality (number of 
deaths etc.). 

82 82 81 80 82 82 81 

3.4 PHR informs about morbidity (illness, 
disease). 

59 61 49 38 61 67 40 

3.5 PHR informs about the subjective health 
status of populations (e.g. information about 

how people assess their health status). 

49 64 33 29 77 49 36 

3.6 PHR informs about health-relevant 
behaviour and lifestyles 

40 33 47 30 76 56 33 

3.7 PHR informs about health-relevant 
environmental conditions / environmental 

risks. 

30 37 24 36 40 15 32 

3.8 PHR informs about disease prevention 
and health promotion. 

34 24 17 46 63 66 27 

3.9 PHR informs about the use of health 
services. 

60 66 41 74 49 36 48 

3.10 PHR informs about health system 
resources (personnel, hospital beds etc). 

73 80 68 62 65 51 58 

3.11 PHR informs about demand for medical 
services and the corresponding supply. 

31 40 27 55 10 28 23 

3.12 PHR informs about costs and financing 
in the health system. 

43 62 59 43 34 20 28 

3.13 PHR informs about cost-benefit ratios in 
the provision of services. 

3 3 4 16 2 4 8 

3.14PHR informs about health-relevant 
developments in the past. 

48 58 48 64 42 60 22 

3.15 PHR informs about health-relevant 
developments in the future. 

19 4 20 52 25 30 18 

3.16 PHR informs about age-specific differ-
ences in health. 

65 53 68 54 43 47 75 

3.17 PHR informs about sex and gender-
specific differences in health. 

70 70 67 70 36 49 66 

3.18 PHR informs about social inequality in 
health risks (e.g. differences in the health 
status or risk factors determined by social 

conditions). 

24 29 12 48 32 9 16 

3.19 PHR informs about the health of mi-
grant groups. 

13 27 7 15 21 3 13 

3.20 PHR informs about context-relevant 
differences between regional entities (mu-

nicipalities, regions). 

35 39 23 36 29 41 42 

3.21 PHR informs about international differ-
ences. 

45 36 34 39 56 76 52 
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11.3.3 Structuring and Methods 

 TOTAL GER FR UK IRL MLT HUN 

4.1 PHR consists of data and statistics. 81 81 80 78 66 80 84 

4.2 PHR includes detailed explanations of 
indicators, statistical methods and technical 

terms. 

58 59 38 79 53 37 44 

4.3 PHR consists of texts drawn up on the 
basis of data material. 

75 74 62 77 69 53 68 

4.4 PHR includes summaries of the most 
important information. 

61 65 49 25 50 44 73 

4.5 PHR attaches special importance to 
graphical and pictorial display of the most 

important information. 

66 72 38 35 72 43 72 

4.6 PHR gives links to sources for further 
information. 

55 69 57 60 34 32 51 

4.7 PHR presents high-quality data. 44 45 31 47 30 65 61 

4.8 PHR is ment to be as comprehensive as 
possible. 

62 50 52 63 58 71 68 

4.9 PHR takes account of the different di-
mensions of health circumstances and 

problems. 

33 32 21 41 20 26 57 

4.10 PHR is clearly structured 36 28 5 27 26 45 77 
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11.3.4 Functions 

 TOTAL GER FR UK IRL MLT HUN 

5.1 PHR provides epidemiological data. 67 55 64 50 55 63 70 

5.2 PHR provides data which was originally 
collected for administrative purposes by 
public administration, health insurances, 

health services and others (administrative 
data). 

78 77 83 75 67 73 83 

5.3 PHR provides data which was collected 
by research (research data). 

52 49 58 69 51 38 56 

5.4 PHR brings together data drawn from 
different sources. 

53 51 54 67 37 32 71 

5.5 PHR develops indicators for public 
health reporting. 

50 63 40 61 23 40 53 

5.6 PHR summarises the state-of-the art in 
research. 

37 30 35 51 15 28 65 

5.7 PHR summarises expert knowledge. 47 53 51 57 43 23 55 

5.8 PHR provides scientific information in 
accessible language. 

27 26 25 21 27 38 43 

5.9 PHR provides systematic monitoring and 
measuring activities to record changes in the 

health status of populations. 

21 18 15 31 9 23 37 

5.10 PHR supports administrative planning 
processes. 

23 17 45 32 10 17 34 

5.11 PHR identifies areas in which political 
action is needed. 

15 8 18 17 16 18 28 

5.12 PHR supports coordination between 
health policy makers in the field of health 

care. 

7 7 9 8 7 31 6 

5.13 PHR supports policy making by devel-
oping proposals for policies. 

9 5 28 7 8 23 14 

5.14 PHR supports policy making by assess-
ing the impact of policy options. 

2 1 3 2 6 14 2 

5.15 PHR evaluates health programmes 8 20 10 13 10 8 3 

5.16 PHR serves health counselling for the 
citizens(e.g. health advisers, health visitors, 

health trainers). 

18 23 14 33 17 10 9 

5.17 PHR contributes to public transparency 
in health-relevant concerns. 

9 11 2 12 19 12 18 

5.18 PHR promotes public discussion about 
health policy. 

5 6 6 10 18 6 11 
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11.3.5 Addressees 

 TOTAL GER FR UK IRL MLT HUN 

6.1 PHR results reach politicians. 38 16 56 44 45 68 30 

6.2 PHR results reach relevant decision 
makers in administration and authorities. 

41 34 73 21 52 62 38 

6.3 PHR results reach relevant decision 
makers in health insurance funds. 

63 60 71 42 80 59 45 

6.4 PHR results reach relevant decision 
makers in associations of health professions. 

51 46 53 45 74 55 50 

6.5 PHR results reach relevant managers of 
medical and social care facilities (health 

centres, hospitals, nursing care facilities and 
services, helpdesks). 

32 22 43 19 40 61 38 

6.6 PHR results reach health care practitio-
ners. 

25 12 41 23 45 45 30 

6.7 PHR results reach decision makers in 
organisations representing the interests of 

patients or handicapped persons. 

28 38 19 28 38 34 25 

6.8 PHR results reach media. 64 57 75 40 68 75 40 

6.9 PHR results reach the interested general 
public. 

14 14 32 5 48 48 4 

 

11.3.6 Use 

 TOTAL GER FR UK IRL MLT HUN 

7.1 PHR is used for looking up specific 
information to provide answers to individual 

questions if the need arises. 

71 56 61 68 57 77 73 

7.2 PHR is used to get comprehensive 
information about a thematic area. 

69 52 73 57 62 74 60 

7.3 PHR is used for making sound political 
and administrative decisions. 

6 2 55 3 5 10 26 

7.4 PHR is used to substantiate positions in 
political conflicts with the help of arguments. 

54 43 71 59 39 69 48 

7.5 PHR is interpreted on the basis of differ-
ent values and interests. 

85 83 85 85 81 84 80 

7.6 PHR is aligned with the interests of 
political decision makers. 

83 85 64 56 85 86 79 

7.7 PHR is contributing to change the con-
sciousness of problems among health policy 

actors in the long run. 

22 15 36 19 32 35 17 

7.8 PHR is contributing to change the con-
sciousness of problems in the general public 

in the long run. 

11 10 21 6 10 19 12 
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11.3.7 Process 

 TOTAL GER FR UK IRL MLT HUN 

8.1 Public health reporting is characterised 
by continuity and regularity. 

16 42 11 14 4 21 5 

8.2 Public health reporting is up to date. 17 19 26 8 1 21 46 

8.3 The topics to be covered by public health 
reporting activities are determined by those 

preparing the reports. 

86 84 86 86 86 85 86 

8.4 The topics to be covered by public health 
reporting activities are determined by bodies 

commissioning these activities. 

84 86 82 81 84 83 64 

8.5 There are regular contacts between 
those preparing the reports and the relevant 

user groups. 

4 9 16 11 10 7 1 

8.6 Objectives and issues of public health 
reporting are agreed in close cooperation 

between those preparing the reports and the 
bodies commissioning these activities. 

39 75 30 26 47 27 21 

8.7 Those preparing public health reports 
and users work together in joint projects. 

20 35 13 18 22 16 15 

8.8 In their work, those preparing public 
health reports take account of the require-

ments and problems of users. 

12 25 8 4 24 13 18 

8.9 The users know all about the require-
ments and problems of public health report-

ing 

1 13 1 1 3 1 7 

 

11.3.8 Roles of Those Preparing Public Health Reports 

 TOTAL GER FR UK IRL MLT HUN 

9.1 Those preparing public health reports 
are ”service providers“ for the sectors of 

policy and administration. 

80 73 84 83 77 81 78 

9.2 Those preparing public health reports 
are “service providers” for the general public. 

46 47 37 24 58 64 63 

9.3 Those preparing public health reports 
are independent scientifically qualified ex-

perts. 

42 48 44 76 54 2 67 

9.4 Those preparing public health reports 
are policy consultants. 

76 71 79 84 83 42 76 

9.5 Those preparing public health reports 
are “advocates” of the population’s interests 

in health-relevant concerns 

26 31 46 34 27 5 35 
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