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Denne rapport omhandler gennemførelsen af det årlige arbejdsprogram for 2016 under det tredje sundhedsprogram for 2014-2020, som blev oprettet ved Europa-Parlamentets og Rådets forordning (EU) nr. 282/2014 af 11. marts 2014[footnoteRef:1]. [1: 	EUT L 86 af 21.3.2014, s. 1.] 

I overensstemmelse med forordningens artikel 13, stk. 1, skal Kommissionen aflægge rapport til sundhedsprogramudvalget om gennemførelsen af alle aktioner, der finansieres via programmet, og holde Europa-Parlamentet og Rådet underrettet. Denne rapport indeholder detaljerede oplysninger om 2016-budgettet og om, hvordan det blev anvendt.
Det arbejdsdokument fra Kommissionens tjenestegrene, der ledsager denne rapport, indeholder eksempler på vigtige aktioner, der er samfinansieret via det andet[footnoteRef:2] og tredje sundhedsprogram, for hvilke der forelå endelige resultater i 2016. Det omfatter aktioner vedrørende hovedtemaerne (f.eks. sjældne sygdomme og europæiske netværk af referencecentre, koordinering af pleje, registre, sundhedssikkerhed – navnlig i lyset af ebolaepidemi og tobaksrygning), som indgår i flere på hinanden følgende finansieringsafgørelser. Det indeholder også en tabel med en detaljeret oversigt over alle samfinansierede aktiviteter og kontrakter. [2: 	EUT L 301 af 20.11.2007, s. 3.] 

Det årlige arbejdsprogram for 2016 fokuserede på oprettelse af og støtte til de europæiske netværk af referencecentre[footnoteRef:3], der er oprettet i henhold til direktiv 2011/24/EU om patientrettigheder i forbindelse med grænseoverskridende sundhedsydelser[footnoteRef:4]. Europæiske netværk af referencecentre er virtuelle netværk af leverandører af sundhedsydelser i EU, som behandler komplekse eller sjældne sygdomme og lidelser. [3: 	http://ec.europa.eu/health/ern/networks_da.]  [4: 	EUT L 88 af 4.4.2011, s. 45-65.] 

Arbejdsprogrammet for 2016 havde desuden et stærkt fokus på mål 1 – "at fremme sundhed, forebygge sygdomme og skabe gunstige miljøer for en sund livsstil ud fra princippet om, at der skal tages hensyn til sundhed i alle politikker", idet prioriterede emner omhandlede de vigtigste livsstilsfaktorer (alkohol, tobak og narkotika), forebyggelse og forvaltning af kroniske sygdomme samt sundhedsrelaterede spørgsmål vedrørende migranters og flygtninges sundhed.
Kommissionen overvåger nøje gennemførelsen af det tredje sundhedsprogram og sikrer, at resultaterne heraf i højere grad offentliggøres. Den tilskynder også alle medlemsstater og tredjelande, der bidrager til programmet, til at deltage i dens aktioner og skabe forbindelser med andre relevante EU-finansieringsprogrammer såsom Horisont 2020.
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Det årlige arbejdsprogram for 2016 har til formål at bidrage til Kommissionens sundhedsprioriteringer som beskrevet i formandens politiske retningslinjer[footnoteRef:5] og opgavebeskrivelsen for den kommissær, der er ansvarlig for sundhed og fødevaresikkerhed[footnoteRef:6]. [5: 	https://ec.europa.eu/commission/sites/beta-political/files/juncker-political-guidelines-speech_da.pdf.]  [6: 	https://ec.europa.eu/commission/commissioners/sites/cwt/files/commissioner_mission_letters/andriukaitis_en.pdf.] 

Europæiske netværk af referencecentre
Det prioriterede sundhedsinitiativ under det årlige arbejdsprogram for 2016 var at oprette de europæiske netværk af referencecentre (ERN'er) i overensstemmelse med: a) Europa-Parlamentets og Rådets direktiv 2011/24/EU af 9. marts 2011 om patientrettigheder i forbindelse med grænseoverskridende sundhedsydelser[footnoteRef:7] og b) EU's politik vedrørende sjældne sygdomme. [7: 	EUT L 88 af 4.4.2011, s. 45-65.] 

ERN'er er virtuelle netværk, der omfatter mere end 900 udbydere af sundhedsydelser i hele EU. De har til formål at bekæmpe komplekse eller sjældne sygdomme og lidelser, der kræver højt specialiseret behandling og koncentration af viden og ressourcer.
I 2016 blev der anvendt flere forskellige finansieringsforanstaltninger til støtte for ERN'er, som beløb sig til mere end 8 mio. EUR (8 012 343,47 EUR). Disse omfattede:
· en indkaldelse af interessetilkendegivelser vedrørende ERN'er, jf. artikel 2 i gennemførelsesafgørelse 2014/287/EU[footnoteRef:8], efterfulgt af godkendelse hos de enkelte sundhedstjenesteydere og netværk som helhed ved en tilsvarende afgørelse truffet af rådet af medlemsstater, jf. afgørelsens artikel 5 [8: 	EUT L 147 af 17.5.2014, s. 79-87.] 

· anmodninger om tjenesteydelser til de uafhængige vurderingsorganer med henblik på vurdering af kandidatnetværk af referencecentre i overensstemmelse med kriterierne i den delegerede afgørelse 2014/286/EU[footnoteRef:9] (1 646 638,27 EUR) [9: 	EUT L 147 af 17.5.2014, s. 71-78.] 

· en indkaldelse af finansiering af de godkendte netværks omkostninger (4 386 344,15 EUR) 
· en opfordring til støtte af ERN'ers patientregistre over sjældne sygdomme (1 979 361,05 EUR).

Baggrund
I henhold til artikel 12, stk. 1, i direktiv 2011/24/EU skal Europa-Kommissionen støtte medlemsstaterne i at udvikle ERN'er[footnoteRef:10]. I Kommissionens gennemførelsesafgørelse 2014/287/EU fastsættes processen og kriterierne for netværkenes samlede livscyklus fra indkaldelse af forslag til vurdering, godkendelse, oprettelse og evaluering af ERN'er. Forvaltningsorganet for Forbrugere, Sundhed, Landbrug og Fødevarer (CHAFEA) har støttet Kommissionen i alle disse faser, f.eks. ved at: [10: 	I henhold til artikel 12 i direktiv 2011/24/EU om patientrettigheder i forbindelse med grænseoverskridende sundhedsydelser og relevante gennemførelsesforanstaltninger har Europa-Kommissionen – gennem en tjenesteydelseskontrakt forvaltet af CHAFEA – udviklet metoden og de tekniske værktøjer til vurdering af forslagene vedrørende "netværk og sundhedstjenesteydere". Kontrahenten har behandlet alle vurderingstrin fra offentliggørelsen af indkaldelsen af netværk til deres godkendelse, herunder de materialer og metoder, der skal benyttes, og de forventede slutprodukter.] 

· forvalte indkaldelsen af netværk
· sikre vurderingen af alle kandidatnetværk 
· kanalisere EU's samfinansiering til at støtte omkostningerne ved koordinering af de godkendte netværk i fem år (2017-2021).
Mål
De europæiske netværk af referencecentre har til formål at give borgere i EU adgang til den bedste ekspertise og ofte livreddende viden uden at skulle rejse til et andet land.
Midler
Med henblik på at støtte ERN'ernes bæredygtighed blev det besluttet at yde tilskud til langsigtet samarbejde gennem rammeaftaler om partnerskab mellem CHAFEA og støttemodtagerne. Den årlige samfinansiering sikres derefter ved at underskrive specifikke tilskudsaftaler, som dækker netværkenes omkostninger til videnskabelig og teknisk koordinering. Siden juni 2017 har alle 23 ERN'er underskrevet rammeaftaler om partnerskab og to runder med årlige specifikke tilskudsaftaler[footnoteRef:11]. [11: 	Der skal i henhold til arbejdsprogrammet for 2018 ydes et flerårigt tilskud for at dække de sidste 3 års drift af netværkene. Denne EU-finansiering beløber sig til 13 800 000 EUR og løber indtil udgangen af februar 2022.] 


Fremme af sundhed og forebyggelse af sygdomme
Ud over årets hovedfokus støttede flere aktioner fremme af sundhed og forebyggelse af sygdomme , navnlig med fokus på bedste praksis for så vidt angår sårbare grupper af migranter og flygtninge.

Baggrund
Med udgangspunkt i den finansielle støtte, der blev ydet på dette område under migrationskrisen i 2015, fremmede det årlige arbejdsprogram 2016 bæredygtighed gennem kapacitetsopbygning og gennemførelse af bedste praksis inden for pleje af sårbare migranter og flygtninge.


Mål
EU's samfinansiering på dette område har til formål at fremme bedste praksis inden for pleje af sårbare migranter og flygtninge.
Midler
Inden for denne overordnede ramme blev følgende samfinansieret via det årlige arbejdsprogram for 2016:
· tre projekter om "Migranters sundhed: Bedste praksis i forbindelse med pleje af sårbare migranter og flygtninge" (2 484 164,99 EUR)
· to udbud om "Uddannelse for sundhedspersonale, der arbejder med migranter og flygtninge" (4 107 214 EUR)
· en aftale om direkte tilskud med Verdenssundhedsorganisationen (WHO), der fokuserer på udvikling og anvendelse af teknisk vejledning med henblik på at støtte indvandrerbefolkningens adgang til de nationale sundhedssystemer (500 000 EUR) 
· et driftstilskud til "Sårbarhedsnetværket" (326 808,00 EUR).

De tre projekter om migranters sundhed er:
· MigHealthcare, hvor 14 partnere fra ti medlemsstater (Østrig, Bulgarien, Cypern, Frankrig, Tyskland, Grækenland, Italien, Malta, Spanien og Sverige) udvikler og afprøver en omfattende værktøjskasse, der skal omsætte samfundsbaserede plejemodeller for sårbare migranter og flygtninge, herunder prognosemodeller, eksempler på bedste praksis, algoritmer og skræddersyede sundhedsmaterialer, til praksis
· MyHealth, hvor 11 partnere fra syv medlemsstater (Tjekkiet, Tyskland, Grækenland, Irland, Italien, Spanien og Det Forenede Kongerige) udvikler strategier for sundhedsintervention for mental sundhed samt overførbare og ikkeoverførbare sygdomme. Projektet vil også etablere en IKT-baseret platform (herunder et interaktivt kort over EU's sundhedssystemer) til støtte for værktøjer og sundhedsinformationsapplikationer for både patienter og fagfolk i sundhedssektoren 
· OMRAMMA, hvor otte partnere fra fire medlemsstater (Grækenland, Nederlandene, Sverige og Det Forenede Kongerige) fremmer sikkert moderskab og forbedrer adgangen til sundhedspleje for mødre. Projektet omfatter iværksættelse og evaluering af integrerede og omkostningseffektive initiativer med henblik på et sikkert moderskab med fokus på kvinder med særlige risici. Det har også til formål at udbrede god praksis på tværs af EU's sundhedssystemer for at sikre lighed mellem medlemsstaterne.

De to udbud om "Uddannelse for sundhedspersonale, der arbejder med migranter og flygtninge", (4 107 214 EUR) finansierede udviklingen af en avanceret undervisningspakke vedrørende mental sundhed og påvisning af posttraumatisk stress samt gennemførelsen af screening for smitsomme sygdomme hos indvandrere og flygtninge og selve uddannelseskurserne i ti europæiske lande (Bulgarien, Kroatien, Frankrig, Grækenland, Italien, Malta, Norge, Serbien, Slovenien og Spanien).
Projektet henvender sig til sundhedsprofessionelle, politifolk og undervisere af undervisere. Det ventes at føre til en bedre forståelse af indvandrerbefolkningens behov, styrkede færdigheder hos dem, der er involveret i deres pleje, og en positiv indvirkning på folkesundheden, både i de udvalgte lande og i EU som helhed.
Aftalen med WHO om direkte tilskud fokuserer på udvikling og udbredelse af teknisk vejledning, herunder tjeklister, operative standardprocedurer (SOP), indikatorer for god praksis og faktablade inden for seks prioriterede områder vedrørende migranters sundhed [mental sundhed, sundhedsfremme, ikkeoverførbare sygdomme, moren og den nyfødte, børns sundhed (herunder immunisering) og sundhed for ældre mennesker] med henblik på at støtte indvandrerbefolkningens adgang til de nationale sundhedssystemer.
Endelig blev der via arbejdsprogrammet for 2016 ydet økonomisk støtte til det europæiske netværk til nedbringelse af sårbarheder på sundhedsområdet[footnoteRef:12]. Dette netværk udarbejdede observationsrapporten fra 2016 om adgang til sundhedspleje for personer, der er udsat for flere former for sårbarhed på sundhedsområdet (der omfattede 31 byer i 12 lande) og den juridiske rapport fra 2016 om adgang til sundhedspleje (der omfattede 17 lande). [12: 	Driftstilskud til sårbarhedsnetværket, rammeaftalen om partnerskab 2015-2017.] 


En detaljeret oversigt over alle aktioner, som finansieres under arbejdsprogrammet for 2016, findes i det arbejdsdokument fra Kommissionens tjenestegrene, der ledsager denne rapport.
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Det samlede budget til det tredje sundhedsprogram for 2014-2020 er på 449,4 mio. EUR. Dette beløb indbefatter 30 mio. EUR afsat til driften af Forvaltningsorganet for Forbrugere, Sundhed, Landbrug og Fødevarer (CHAFEA), som Kommissionen har givet mandat til at forvalte programmet. CHAFEA har givet Kommissionen teknisk, videnskabelig og administrativ bistand til gennemførelsen af sundhedsprogrammet siden 2005[footnoteRef:13]. Organet afholder årlige indkaldelser af forslag, koordinerer bedømmelsen af de indsendte forslag, forhandler, indgår og forvalter de tilknyttede tilskudsaftaler og videregiver resultaterne af aktionerne. Det har desuden ansvaret for mange udbudsprocedurer. [13: 	Afgørelse 2004/858/EF af 15. december 2004 (EUT L 369 af 16.12.2004, s. 73) ændret ved afgørelse 2008/544/EF af 20. juni 2008 (EUT L 173 af 3.7.2008, s. 27); fra december 2014 har CHAFEA erstattet Forvaltningsorganet for Sundhed og Forbrugere (PHEA) Kommissionens gennemførelsesafgørelse 2014/927/EU.] 

Budgettet var, som det fremgår af arbejdsplanen for det årlige arbejdsprogram for 2016[footnoteRef:14], på 62 160 000 EUR, fordelt som følger: [14: 	Kommissionens gennemførelsesafgørelse af 1.3.2016 C (2016) 1158 final.] 

· driftsudgifter: 56 451 000 EUR svarende til det tredje EU-handlingsprogram for sundhed (2014-2020) budgetpost 17 03 01 ("Fremme innovation i sundhedssektoren, øge sundhedssystemernes bæredygtighed, forbedre EU-borgernes sundhed og beskytte dem mod grænseoverskridende sundhedstrusler")
· administrationsudgifter: 1 500 000 EUR, svarende til udgifter til støttefunktioner i forbindelse med det tredje EU-handlingsprogram for sundhed (2014-2020) budgetpost 17 01 04 02
· bidrag fra sundhedsprogrammet til CHAFEA's budget: 4 209 000 EUR.
Det samlede driftsbudget beløb sig til 57 992 112 EUR, idet det omfattede yderligere 1 541 112 EUR i bidrag modtaget fra EFTA/EØS og indbetalte midler fra tidligere regnskabsår.
Der blev indgået forpligtelser for i alt 56 695 888,83 EUR under det årlige arbejdsprogram for 2016: CHAFEA dækkede 48 248 609,99 EUR af dette beløb, mens GD SANTE forpligtede yderligere 8 447 278,84 EUR til at dække en del af indkøbene og andre aktioner.
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I 2016 var det samlede forpligtede driftsbudget (56 695 888,83 EUR) fordelt mellem de fire specifikke programmål som følger:
1. sundhedsfremme: 25 622 317,07 EUR (45 % af driftsbudgettet i 2016) til fremme af sundhed, forebyggelse af sygdomme og fremme af gunstige miljøer for en sund livsstil under hensyntagen til princippet om "sundhed i alle politikker"
2. sundhedstrusler: 3 947 709,3 EUR (7 %) til beskyttelse af EU-borgerne mod alvorlige grænseoverskridende sundhedstrusler
3. sundhedssystemer: 8 655 656,8 EUR (15 %) til at bidrage til innovative, effektive og bæredygtige sundhedssystemer
4. bedre og sikrere sundhedsydelser: 14 892 153,25 EUR (26 %) til at lette EU-borgernes adgang til bedre og sikrere sundhedsydelser.
Horisontale aktiviteter (IT, kommunikation) beløb sig til 3 578 052,41 EUR (7 %).

Figur 1: Driftsbudgettet opdelt på mål for det tredje sundhedsprogram i 2016
[image: ]

Figuren nedenfor indeholder oplysninger om bevillingerne under sundhedsprogrammet i form af EU-tilskud under de forskellige tematiske prioriteringer i 2016.
Figur 2: Driftsbudget pr. prioriteret tema i 2016
[image: ]

For at opfylde disse mål omfatter programmet en bred vifte af finansieringsinstrumenter. Disse er:
· projekttilskud, herunder specifikke tilskudsaftaler for de europæiske netværk af referencecentre
· driftstilskud til NGO'er
· aktioner, der blev samfinansieret af Kommissionen og medlemsstaternes myndigheder ("fælles aktioner")
· aftaler om direkte tilskud med internationale organisationer
· offentlige udbud 
· andre aktioner, f.eks. støtte til videnskabelige komitéer, administrative aftaler med Det Fælles Forskningscenter og tilskud til formandskabskonferencer.
Der blev benyttet konkurrencebaserede udvælgelses- og tildelingsprocedurer til at udvælge initiativer til finansiering. Der blev ikke benyttet konkurrencebaserede udvælgelses- og tildelingsprocedurer ved fælles aktioner, aftaler om direkte tilskud og tilskud til formandskabskonferencer afholdt af Rådet, fordi de i disse tilfælde enten ikke er tilladt i henhold til specifikke regler eller ikke er passende, eksempelvis som følge af en monopolsituation.
Administrative bevillinger dækkede udgifter til undersøgelser, ekspertmøder, udgifter til information og offentliggørelse samt teknisk og administrativ bistand til IT-systemer.
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	Type af finansieringsmekanisme
	Gennemførelse (i EUR)
	Mekanismens andel i det samlede gennemførte budget 

	Indkaldelser af forslag:
	18 323 884,19
	32,3 %

	Tilskud til projekter
	8 795 212,04
	15,5 % 

	Specifikke tilskudsaftaler til det europæiske netværk af referencecentre (ERN) i henhold til målet om rammeaftaler om partnerskaber
	4 386 344,15
	7,7 %

	Driftstilskud
	5 142 328,00
	9,1 %

	Tilskud til fælles aktioner
	14 376 881,83
	25,4 %

	Tilskud til konferencer til de medlemsstater, der har formandskabet for EU
	141 780,43
	0,3 %

	Aftaler om direkte tilskud
	4 450 000,00
	7,8 %

	Offentlige udbud (servicekontrakter)
	16 089 842,38
	28,3 %

	Forvaltet af CHAFEA
	10 456 063,54
	18,4 %

	Forvaltet af GD SANTE
	5 633 778,84
	9,9 %

	Andre aktioner 
	3 313 500
	5,9 %

	Forvaltet af CHAFEA
	500 000,00
	0,9 %

	Forvaltet af GD SANTE
	2 813 500,00
	5 %

	Budget for det årlige arbejdsprogram gennemført i 2016
	56 695 888,83
	97,76 %

	Samlet disponibelt budget for arbejdsprogrammet for 2016
	57 992 112,00
	

	Uudnyttede bevillinger[footnoteRef:15]  [15: 	Forskelle mellem de disponible bevillinger, der kun kan anvendes i 2016, og de beløb, der rent faktisk er indgået kontrakt om.] 

	
	

	af CHAFEA
	1 282 128,59
	2,22 %

	af GD SANTE
	14 094,58
	0,02 %
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I 2016 blev der indgået over 200[footnoteRef:16] forskellige tilskuds- og servicekontrakter med forskellige modtagere og tjenesteydere, lige fra statslige og ikkestatslige organisationer til videregående uddannelsesinstitutioner og private virksomheder. [16: 	Disse omfatter ikke kontrakter undertegnet med individuelle eksperter, f.eks. eksperter i videnskabelige udvalg.] 

Kategorien "andre" omfatter modtagere såsom leverandører af sundhedstjenester og internationale organisationer. Figur 3 giver et overblik over de forskellige grupper af støttemodtagere.

Figur 3: Typer af støttemodtagere under det tredje sundhedsprogram i 2016
[image: ]
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Programmets støtte til ERN'er har fremmet innovation inden for sundhedspleje og øget adgangen til pleje af høj kvalitet i hele EU.
CHAFEA anvendte alle de forenklingsmidler, organet havde til rådighed, for at strømline EU's finansielle bidrag til de europæiske netværk af referencecentre. Tildeling af rammeaftaler om partnerskaber og efterfølgende specifikke tilskud vil gøre gennemførelsen og rapporteringen lettere og give de europæiske netværk af referencecentre en stabil driftsmæssig ramme.
Vigtige aktioner under programmålet for sundhedsfremme og sygdomsforebyggelse blev samfinansieret af Kommissionen og medlemsstaternes kompetente myndigheder (fælles aktioner). Antallet af deltagere i disse fælles aktioner[footnoteRef:17] afspejler medlemsstaternes interesse i at deltage aktivt i fælles initiativer inden for bekæmpelse af tobaksrygning, forebyggelse af hiv/aids, tuberkulose og viral hepatitis samt kroniske sygdomme. [17: 	I 2016 var der mellem 27 og 44 partnere (støttemodtagere, tilknyttede enheder ikke medregnet) pr. fælles aktion, hvilket var en udfordring for deres overordnede ledelse og koordinering, da alle partnere skulle underskrive tilskudsaftalen.] 

Efter det arbejde, der blev udført i 2015, fortsatte CHAFEA med at investere betydeligt i oplysnings- og formidlingsaktiviteter i tæt samarbejde med GD SANTE og sundhedsprogrammets netværk af nationale kontaktpunkter. CHAFEA arrangerede en række workshopper, samarbejdede om vigtige nationale og internationale konferencer og afholdt enkeltstående arrangementer med nationale myndigheder i EU-landene. Forvaltningsorganet udarbejdede også en række brochurer og informationsark om de vigtigste prioriterede områder i sundhedsprogrammet. Yderligere oplysninger om formidlingsaktiviteter i 2016 findes i arbejdsdokumentet fra Kommissionens tjenestegrene.
For at overvåge gennemførelsen af sundhedsprogrammet vil de fremskridt, der er gjort ifølge CORDA-systemet[footnoteRef:18], blive fulgt op af en analyse af feedbacken om programmets resultater og potentielle virkninger. [18: 	CORDA centraliserer de indsamlede data for alle aktioner, som forvaltes af CHAFEA og overvåges ved brug af elektroniske H2020-værktøjer. Det er gennemført af det fælles støttecenter for forskning og innovation og er den vigtigste kilde til information og giver feedback om gennemførelsen af programmets mål og prioriteringer og om de typer af aktioner og organisationer, der er blevet samfinansieret.] 

Da de fleste aktioner stadig befinder sig i deres tidlige faser, foreligger der endnu ikke konkrete resultater. Der vil først foreligge en dybere forståelse af programmets samlede virkning, når den første generation af samfinansierede aktioner er afsluttet. Ikke desto mindre sikrer den flerårige plan, der blev udarbejdet ved begyndelsen af det tredje sundhedsprogram, kontinuitet og sammenhæng mellem de forskellige typer finansieringsinstrumenter, der er til rådighed. ERN'erne er et klart eksempel, da støtten hertil er blevet optimeret ved at tilpasse udbud (vurdering af leverandører af sundhedstjenester og ERN'er), projekttilskud (til patientregistres arbejde), fælles aktioner (vedrørende sjældne sygdomme og ORPHANET) og specifikke tilskud i henhold til en rammeaftale om partnerskab til koordinering af netværkene.
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ANNEX 1: COMMISSION STAFF WORKING PAPER LINKED TO THE ABOVE REPORT



[bookmark: _Toc459122153]Introduction

[bookmark: _Toc459122154]This Commission staff working document accompanies the report on the implementation of the third health Programme in 2015. The report highlights some of the key initiatives co-funded to further EU health policy and implement EU directives. This staff working document also showcases the results of measures co-funded under the second health Programme, which ended in 2015 and some other that were co-funded in 2015 responding to the specific needs raised under the refugee crisis (CARE, EUR-HUMAN, SH-CAPAC, 8 NGOs in 11 States). Lastly, it highlights several useful figures and statistics, rolls out the full list of all co-funded initiatives and contracts provided from the third health Programme operating budget in 2015.

Highlights of initiatives ending in the reporting year: examples of the programme’s results

Several initiatives co-funded under the second health Programme ended in 2015 and produced interesting results that were further taken up and built onto different levels of other actions. Several examples of actions that had significant outcomes are described below. More information about these and other projects and joint actions and their results can be found in the Health Programme Database managed by the Consumers, Health, Agriculture and Food Executive Agency (Chafea)[footnoteRef:1]. [1:  http://ec.europa.eu/chafea/health/index.html ] 


Please note that this Database covers actions co-funded under the EU Public Health Programme, namely the second and third Health Programmes. 

Most importantly, the modified 2015 AWP called for the co-financing of actions related to XXXx. In this 2015 report, the 4 actions are listed as they are regarded as XXXX

[bookmark: _Toc459122155]

JOINT ACTIONS	Comment by YAZBECK Anne-Marie (CHAFEA): To be completed by Georgios

EUROCAT – 



[bookmark: _Toc511832262]PROJECTS



1. [bookmark: _Toc511832263]EUReMS – European Register for Multiple Sclerosis – A tool to assess, compare and enhance the status of people with Multiple Sclerosis throughout the EU 



Background information

As one of the projects of the health promotion strand, the EUReMS project ran from July 2011 until September 2014 with a co-funding of EUR 987.198,00. It involved 12 partners of ten EU countries (BE, DE, ES, HR, IT, NO, PL, RO, SE, UK). It was set up by an international consortium to address the currently unmet needs of People with Multiple Sclerosis and one of its major strengths is that it gathers partners from different member states sectors such as MS Societies, public health organisations, research and academic organisations and from different cultural backgrounds, thus bringing their unique perspectives directly at the decision making level of the project. This has certainly enriched the EUReMS’ Missions and Objectives.

Brief description

The European Register for Multiple Sclerosis (EUReMS) project established a European Platform for systematic collection, exchange and analysis of longitudinal data on Multiple Sclerosis in Europe.It addressed the lack of data at EU and national level on treatment and care for people with multiple sclerosis (MS) and proved that cross-border multiple sclerosis (MS) data collection is possible and can to lead to better outcomes for those living with MS in Europe.  	Comment by ATHANASSOUDIS Irene (SANTE): GEORGIOS: 
Was finally the Platform established? Can this be presented as a specific result ? 


Specific results

EUReMS project has clearly demonstrated that: 

EUReMS project has clearly demonstrated that: 

· There is a high number (n>20) of national and regional Multi-Sclerosis registries in Europe 

· There is a high heterogeneity among the established Multi-Sclerosis registries concerning their objectives, structure, nomenclature, organisation (e.g. hospital-based vs. population-based; paper format vs. electronic format; neurologist vs. patients), quality control mechanisms, governance and usage 

· The common areas that are covered by MS data collection:  Epidemiology, Healthcare, Long-term therapy research,  Support to clinical trials, Health related Quality of Life from the patients’ perspective,  Cost and cost-effectiveness of treatment, Quality management of healthcare



On the contrary, patient-reported outcomes are underrepresented in the current MS registries. Furthermore, harmonised and standardised integration of data from existing Multi-Sclerosis registries is possible and Integration of high quality Multi-Sclerosis data from different sectors and various sources can be achieved. 



2. [bookmark: _Toc511832264]EPIRARE – European Platform for Rare Disease Registries



Background information

The project ran from  XX to XXX with a budget of XX. It involved partners rom XX countries etc etc The project intended to act as the Scientific Secretariat of an EUCERD[footnoteRef:2] working group on Registries and DataBases to integrate the project in policy development for Rare Diseases. The ISS and EURORDIS[footnoteRef:3] was co-chair of EUCERD.	Comment by YAZBECK Anne-Marie (CHAFEA): Georgios, please complete! 

	Comment by ATHANASSOUDIS Irene (SANTE): Please develop
EU Committee of Experts on Rare Diseases ? 
	Comment by YAZBECK Anne-Marie (CHAFEA): Georgios, what does ISS stand for?  [2:  EUCERD - the European Union Committee of Experts on Rare Diseases was formally established via the European Commission Decision of 30 November 2009 (2009/872/EC); http://www.eucerd.eu/ ]  [3:  https://www.eurordis.org/ ] 


This initiative was to build consensus and synergies to address regulatory, ethical and technical issues associated with the registration of rare diseases (RD) patients and to elaborate possible policy scenarios. Specific attention was given to the scenario of the creation of an EU platform for the collection of data on RD patients and their communication among qualified users, based on a feasibility study.  

Brief description

The project general objective of this initiative was to build consensus and synergies towhile addressing regulatory, ethical and technical issues associated with the registration of Rare Diseases  patients and to elaborate possible policy scenarios. Specific attention was given to the scenario of the creation of an EU platform for the collection of data on RD patients and their communication among qualified users, based on a feasibility study. To this aim, the project defined the options for the preparation of a legal basis on XXX, the possible scopes to achieve most effective synergies, the corresponding governance framework and possible options for sustainability. The feasibility of registration of a minimum data set common to all rare diseases, designed to inform policy-making, the conditions to admit research-driven disease or treatment-specific modules and the ways to ensure a sustainable data flow was assessed. 	Comment by ATHANASSOUDIS Irene (SANTE): Which legal basis ?

Specific results

The project prepared the ground for the collection of an agreed common set of data from Rare Diseases patients providing also rules to ensure data quality and data validation and improve as far as possible comparability of data among countries and concluded that the adoption of an EU legal basis may provide more statistical power to evidence for EU policies, epidemiological investigations and research. 

In particular, (1) a survey was carried out through the existing registries located at universities, and among the patients associations, to identify the needs and interests. (2) The most suitable legal instrument was analysed to provide sound operational indications for the EU Commission to start the process leading to the adoption of an EU-level legal basis. (3) The sustainability of EU RD patients registration was pursued by defining the aims and the scope of the platform and appropriate governance models. (4) A common data set was developed consistently with the public health aims; use of different data sets was considered. (5) The services to be made available through the platform was identified; offering practical instruments to carry out usual tasks for the registry users and facilitate communication with the platform; providing public reports; and fulfilling specific needs of the registry users, as appraised from the surveys. Special attention was given to the involvement of all relevant stakeholders to foster the implementation and sustainability of its recommendations.

The dissemination strategy, the link with a specific Working Group (WG) of the EUCERD and the project deliverables was set in motion a mechanism for the approval of the legal base for the EU registration of Rare Disease patients. Indeed the project provided the European Commission with all the elements to draft a legislative proposal and submit it to the Council and Parliament. If the legislation enters into force it will allow the pooling of data from the EU member states. However, even in the case that the legislation is not approved, the project deliverables and the consensus built within this project will result in beneficial effects.

The results are available on the project website[footnoteRef:4] as well as in Chafea's Database.   [4:  http://www.epirare.eu/del.html ] 




3. [bookmark: _Toc511832265]EURO-WABB – EU Rare Diseases Registry for Wolfram syndrome, Alström syndrome, Bardet-Biedl syndrome and other rare diabetes syndromes 



Background information

The project ran from  XX to XXX with a budget of XX. It involved partners rom XX countries etc etc	Comment by YAZBECK Anne-Marie (CHAFEA): Georgios, please complete



Brief description

This project supported efficient diagnosis, treatment, and research for the overlapping rare genetic diseases Wolfram, Alstrom and Bardet Biedl syndromes and other rarer diabetes syndromes in Europe. This was achieved this by implementing the EU registry for Rare Diabetes Syndromes (RDS), containing clinical, genetic diagnostic and outcome data. The purpose of the registry was: 1) to establish the natural history of RDS (their characteristics, management and outcomes); 2) to assess clinical effectiveness of management and quality of care; 3) to provide an inventory of patients for recruitment to intervention studies; and last but not least 4) to establish genotype-phenotype correlations. 

Specific results

There was a step change in volume and quality of clinical research in RDS diseases. This project supported equal access to genetic testing, education of health professionals, and empowerment of patients. (Council Recommendation on rare diseases); adequate inventorying of RDS diseases; supporting research; development of centres of expertise; gathering expertise at European level; empowering patient organizations as partners; developing sustainability by underpinning a future European Reference Network for RDS diseases; supporting the High Level Pharmaceutical Forum Recommendations (2008); and supporting improvement in health outcomes, a key Lisbon Strategy indicator. 

The project used validated, quantitative questionnaires and focus groups of health professionals, to scope the support requirements of centres for submitting data to the Registry. Further, it developed a consensus on a core dataset for the Registry, then developed a multifunctional web based Registry with user friendly browser-based access. To achieve high usage of the registry, this was linked to rapid genetic testing; and to up to date, accurate information, Frequent Asked Questions, and education material.

A RDS microarray capable of identifying up to 600 different mutations was created; furthermore, several other relevant activities took place, such as quantitative questionnaires and focus groups for patients and health professionals to compile their learning and information needs; preparation of education material and patient information on RDS diseases, and support provision to `meet the expert` platforms and fora for client groups. 

The registry is  also transferable to scientists exploring the mechanisms underlying common diabetes and obesity. This will enable a change the understanding of these rare diseases through increased knowledge of the natural history and genotype phenotype relations informing prognosis. RDS diseases will have increased visibility to the research and health provider communities through Orphanet and EURORDIS. What is also expected is that there will be a change in clinical effectiveness of services for RDS patients. The registry will provide data for assessing the clinical effectiveness and cost-effectiveness of standard care and new interventions in a real-world setting. This, in turn, would lead to improvements in quality of care. The Registry is expected to identify disparities between health care outcomes and provide evidence for health service providers for improvements. 

The results are available on the project website[footnoteRef:5] as well as in Chafea's Database. [5:  http://www.euro-wabb.org/en/  ] 


4. [bookmark: _Toc511740677][bookmark: _Toc511740678][bookmark: _Toc511832266][bookmark: _Toc459122156]EUREGENAS – European Regions enforcing Actions against Suicide

Background information

A health promotion action, the EUREGENAS project ran from January 2012 to December 2014 with a co-funding of EUR 750 000,00. It involved 19 partners in 10 EU countries (BE, DE, ES, FI, IT, PT, RO, SE, SI, and UK).

Brief description

The EUREGENAS project contributed to the prevention of suicidality (suicidal ideation, suicide attempts and suicide) in Europe through the development and implementation of strategies for suicide prevention at regional level that can be of use for other regions of the European Union as examples of good practice. It has been implemented following the 5 following phases:

· identifying and cataloguing good practices of existing actions and strategies on suicide prevention

· carrying out a stakeholders’ needs analysis

· developing and disseminating guidelines and toolkits on suicide prevention and awareness raising strategies

· developing the technical specifications for an integrated model for e-mental healthcare oriented at suicide prevention

· improving knowledge and capabilities among local and regional professionals (i.e. psychologists, psychiatrists, GPs).



Specific results

The project has been successfully completed and continues to attract significant interest in particular, in the deliverables that it has produced as such as (1) the online library, (2) the needs assessment, (3) the technical specifications for e-conceptual model and (4) the Ethical Guidelines for Technology-Based Suicide Prevention Programmes, (5) the General Guidelines on Suicide Prevention, (6) the Suicide prevention toolkit for Media Professionals, Workplace and Schools, (7) the Training module for General Practitioners and (8) the Toolbox for facilitators of survivor support groups. 

For further information, visit:

 https://webgate.ec.europa.eu/chafea_pdb/health/projects/20101203/summary



5. [bookmark: _Toc511832267]SIALON II – Capacity building in combining targeted prevention with meaningful HIV surveillance among MSM



Background information

The health security project SIALON II project ran from November 2011 to January 2015 with a co-funding of EUR 989 960,00. It brought together 28 partners representing Public Health Institutions, Academia and NGOs from 13 European countries.

Brief description

The overall objective of the Sialon II project was to carry out and promote combined and targeted prevention complemented by a meaningful surveillance among men who have sex with men (MSM).  The specific objectives achieved were capacity building on HIV/STI surveillance among MSM using different sampling methodologies, implementation of a bio-behavioural surveys using different sampling methodologies, increase the capacity to use Oral Fluid and serum testing methods for HIV/STI surveillance, implement targeted prevention campaigns and voluntary community testing (VCT) promotion based on the evidence collected through the needs assessment and to expand and maintain a European network for developing a common framework for statistical analysis and data comparison relating to Bio-Behavioural data 



Specific results

The Sialon II project involved a wider project network, including EU neighbouring countries, the application of new sampling methods to perform a bio-behaviour survey using randomized sampling (RDS) in addition to time-location-sampling (TLS) and the implementation of an extensive prevention campaign. 

The SIALON II project became an international reference initiative, valorised by UNAIDS, WHO and ECDC as a model for bio behaviour surveillance and prevention among MSM. 



The MSM civil society organisations were directly implicated on the survey design, perform the data collection, review the survey report, including the creation of city profiles, prevention activities, were in line with the target prevention approach, based on community involvement and peer to peer education.

The SIALON II results are Bio- behavioural survey report presenting the sero-behavioural data using the UNAIDS and European indicators for Second Generation Surveillance Systems (WHO, 2002), the Prevention Report showing the MSM prevention needs coverage, and the HIV prevalence. In terms of HIV prevalence (GARPR 1.14), Weighted HIV prevalence ranged from 10% to 20% in five cities: Brussels, Barcelona, Lisbon, Brighton, and Bucharest; whilst in Hamburg, Warsaw, and Verona it ranged from 5% to 10%. In Stockholm, Vilnius, Ljubljana, Bratislava and Sofia, HIV prevalence was estimated below 5% the HIV Avidity Index (AI) was performed in 80 serum samples to identify the marker of recent HIV infection. The highest proportion (20%) of recent infections was observed in Bratislava, whereas the proportion was lower and similar in Bucharest (10%) and Verona (9%).  The main Sialon II survey findings were summarised in a policy brief - City Profile - focusing on the main prevention implications at local level. 



The main results are available at www.sialon.eu .





In urgent response to the Call to "Support Member States to migratory pressure in their response to health related challenges: 

 As mentioned in the report, the highlight of 2015 was the amended annual work programme 2015 that added another Call. In turn, four projects were awarded EU co-funding from the third Health Programme and one direct grant was signed with IOM. The actions' aims were to fully support Member States under particular migratory pressure in their response to health related challenges and were implemented throughout 2016 as an immediate response: 8 NGOs in 11 States, SH-CAPAC, EUR-HUMAN, and CARE. 



6. 8 NGOs in 11 States



Background information

The Project 8 NGOs in 11 States is a project where 8 NGOs came together to meet health needs of migrants/refugees in 11 countries and was led by Médecin du Monde. Eight NGOs supported the health authorities of 11 EU Member States: BE, BG, DE, EL, ES, FR, HR, IT, NO, SE, SI in providing adequate and accessible health services to newly arrived migrants with a specific focus on children, unaccompanied minors and pregnant women.  

Brief description

The project focused on implementing flexible and adaptive mechanisms such as mobile surveillance and response health units to identify arrival and transit locations to provide continued assessment and meeting of geographically rapidly changing needs. Further, it assessed general health needs and emerging needs and responded to urgent health issues. The 8 NGOs also ensured the reduction of cross-border health threats, carried out health assessments of individuals (for mental and physical health), referred to adequate and accessible primary healthcare (including vaccination), informed on migrants' rights to access healthcare. The 8 NGOs also improved appropriate response and inform health authorities by sharing and discussing experiences and lessons learned with local and national health authorities and with European policy makers; ensured that monitoring of health needs and access to health for migrants were monitored and core indicator data collection. Last but not least, the 8NGOs built within its team capacities in responding to urgent migrants’ health needs through active European coordination and mutual learning mechanisms. 

Specific results

The results lied in mobilized 12 operative mobile units deployed in 11 participating countries; 2012 contacts with other actors in order to map needs; mobilized 71 mobile units to new spots; 699 detected spots were visited by mobile teams within areas of intervention; and a total of 2459 urgent individual health assessments  were carried out with newly arrived migrants. 

The 8 NGOS performed health assessments were performed in 11 participating countries:  49707 physical and 1775 mental health assessments; and 4811 social consultations were also carried out. 

There were 2459 urgent individual health assessments with newly arrived migrants, 3270 referrals to public health care providers, 26601 leaflets disseminated, 250 calls to the hotline, and 443 migrant group sessions (info/education). The 8 NGOs also involved in information and awareness initiatives and carried out 992 meetings with health authorities and other local actors where 494 health professionals participated in the sessions.   

Publications and further information can be found on the website of Médecin du Monde[footnoteRef:6].  [6:  http://www.medecinsdumonde.org/fr/populations/migrants-deplaces  ] 




7. SH-CAPAC – Supporting health coordination, assessments, planning, access to health care and capacity building in Member States



Background information

Project SH-CAPAC - Supporting health coordination, assessments, planning, access to health care and capacity building in Member States under particular migratory pressure with the specific objectives to support MS’s coordination, assessments, planning of a public health response, fostering access to health care and capacity building efforts through training of health workers. It was led by the Andalusian School of Public Health. The project funds were committed very soon after the Call in late 2015 and the project ran for a year across 2016



Brief description

SH-CAPAC supported MS in the establishment or strengthening of a health sector coordination mechanism for implementing a coherent and consolidated national and international response to the health needs of the refugees, asylum seekers and other migrant population. Through the different activities it mapped the response to the health needs of refugees, asylum seekers and other migrants. Country Profiles were prepared for each of the 19 target countries of the project with analyses of major trends: countries of first arrival and transit countries (BG, HR, EL, HU, IT, RO, SK, SI), traditional destination countries (AT, BE, DK, FR, DE, MT, SE, NL), new destination countries (PT, PL, ES).  Further, SH-CAPAC supported: 

· The development of action plans for implementing a public health response and for reinforcing their health systems 

· The promotion and assurance of access of the refugee, asylum seekers and other migrants populations to health care and public health interventions through the development and dissemination of a resource package to reorient local strategies and plans

· The building of national capacity through training health workers

· The analysis of health challenges and unmet health needs



Specific results

There are several specific tangible results attributed to this action to for address the health needs of the recent influx of refugees, asylum seekers and other migrants into the European Union countries. The results were achieved through the development of practical materials, among others, the Coordination Framework, Guide for Assessment of Health Needs and Health Protection Resources,  Guidelines for the Development of Action Plans for Implementing a Public Health Response and to strengthen Country’s Health Systems to address the needs posed by the influx of refugees, asylum seekers and other migrants, aimed at helping relevant stakeholders in target Member States to develop action plans and contingency plans to address the health needs posed by the influx of refugees, asylum seekers and other migrants. SH-CAPAC also engaged in 6 country support missions to BG, GR, ES, SK to introduce, disseminate and discuss the frameworks, methodologies and tools to further explore the possibilities for improving coordination and coherence in the response.

Publications and further information are available on the project's website[footnoteRef:7].  [7:  http://www.easp.es/sh-capac/ ] 




8. EUR-HUMAN – European Refugees – Human Movement and Advisory Network 



Background information



EUR-HUMAN was led by the University of Creta. The project enhanced the capacity of EU MS accepting migrants and refugees in addressing their health needs, safeguard them from risks, and minimize cross-border health risks. This initiative focused on addressing both the early arrival period and longer-term settlement of refugees in European host countries. 



Brief description 



The project focused on defining, designing and evaluating interventions aimed at developing integrated human-centered interventions for the provision of primary health care to refugees and other migrants. 



Such interventions include, amongst others, the development of tools and guiding documents for the provision of continuous primary health care (including emotional, psychosocial and physical wellbeing assessments), from the arrival toward any relocation and final destinations.



In coordination with national, regional and local stakeholders engaged in providing assistance to migrants and their families, EUR-HUMAN targeted newly arrived refugees and migrants, primary health care professionals and social service providers across different settings.



Specific results



The project grounded on a holistic and person-centred Model of Continuity of Care aimed at the provision of appropriate acute and PHC and social service support to refugees and other migrants. Applying a Participatory Learning and Action (PLA) research methodology, the health needs, social problems and barriers to access PHC were identified for refugees and other migrants.



By developing an Appraisal Tool for Optimizing Migrant Health Care’ (ATOMiC), a practical guidance for improving quality and access to PHC services was specifically made then available for primary health care professionals, health managers and policy makers.



A Model of continuity of psychosocial refugee care was secondly developed to address mental health aspects related to migration. A Protocol for early identification of highly traumatized refugees and other migrants was developed based on a stepped model of care consisting of triage, screening, immediate assistance based on Psychological First Aid principles, and referral procedure for full mental health assessment and care as needed, including guidelines and procedures for rapid assessment of mental health needs and psychosocial status. Models, protocol and tools produced by the project were finally piloted and tested against effectiveness in participating countries during an Intervention Training Programme made available also on-line (e-training). It consists of eight different modules for primary health care providers, translated in seven EU languages (plus Arabic) and adapted to country-specific settings (early hosting and first care centres, transit centres and centres for asylum seekers).

More results are available on the project website[footnoteRef:8] as well as in Chafea's Database.  [8:  http://eur-human.uoc.gr/about/ ] 




9. CARE - Common Action for Refugees and other migrants’ health 



Background information 

CARE - Common Action for Refugees and other migrants’ health was led by the Italian National Institute for Health Migration and Poverty. 

The main foci of the CARE project were to promote and sustain the good health of migrants and populations in MS experiencing strong migration pressure. 

Brief description 

Through the project so-called hotspots and migrants’ Centres health management were established to sustain the establishment of a multidisciplinary team and to provide appropriate healthcare provision to migrants. These hotspots and centres were established in IT, EL and HR.  Further, the project also monitored communicable diseases by ensuring rapid detection of diseases outbreaks, assessed the current policy in vaccination, and provided information on endemic and current epidemic diseases in the countries of origin. Furthermore, the project tracked and monitored health status of migrants/refugees at the moment of their arrival based on advanced technology (smart devices and tags). The CARE project also engaged in raising knowledge and awareness in general public with regard to “true” and “false” health topics about migrants and refugees and among others also promoted migrants health literacy with emphasis on the right to access public health care services in MSs aiming to facilitate delivery of services to migrants according to their age. Last but not least it supported national/regional planning and the role of civil society organisations to support the development of integrated public health plans, relevant to migrant and refugee populations.



Specific results

The project ensured the performance of over 11 000 medical examinations in IT. Further, it developed and tested of a Protocol for age assessment into the hotspots through a holistic approach with assessment of 75 children in IT and 103 in GR. Furthermore, it developed the following: syndrome surveillance system, web-based platform, survey on immunization policies targeting newly arrived migrants in different EU countries;  travel medicine information service model on endemic and epidemic diseases in the migrants' countries of origin and transit using digital disease detection (13 dispatches produced); the customization and production of an electronic health record; created residential database (2 in IT; 4 in GR) and inventory of all the existing materials, practices and trainings in participating countries and many other very practical materials (for example, informative booklets and leaflets in different languages addressing health literacy for migrants and misconceptions about migrants for general population). In addition, the project helped identify good practices and prepared recommendations for public health policy regarding migrant and refugee populations and the role of civil society organisations (IT, GR and SI).

[bookmark: _Toc459122167][bookmark: _Toc511832268]The results are available on the project website[footnoteRef:9] as well as in Chafea's Database. [9:  http://careformigrants.eu/the-project/ 
] 




[bookmark: _Toc508271145]OPERATING GRANTS



1. [bookmark: _Toc508271146]EURORDIS FY2014 - European Organisation for Rare Diseases



Background information

The operating grant in the field of rare diseases EURORDIS ran throughout 2014 with a maximum EU co-funding of EUR 770 000,00.	Comment by ATHANASSOUDIS Irene (SANTE): Why not to speak about the three years Operating Grant ? 

EURORDIS is a patient-driven alliance of Patient Organisations and individuals active in the field of rare diseases (RD). EURORDIS is a key rare diseases network covering, in 2014, 1 700 Patient organisations, 560 members, 132 volunteers.

EURORDIS undertakes activities on behalf of its members in the following areas:

· Empowering RD patient groups;

· Advocating RDs as a public health priority;

· Raising public awareness on RDs;

· Improving access to information, treatment, care and support for PLWRD;

· Improving quality of life;

· Encouraging good practices in relation to these issues;

· Promoting scientific and clinical research on RDs;

· Promoting the development of treatments and medicines for people with RDs.



Brief description



The main objectives of the organisation and its activities in 2014 were to consolidate the EU RD patients' community and voice; to facilitate the shaping and implementation of EU legislation/strategies; to build capacities and empower members and volunteers; to sustain human, financial and organisational resources. 	Comment by ATHANASSOUDIS Irene (SANTE): Same as above



Specific results	Comment by ATHANASSOUDIS Irene (SANTE): If possible of 3 years operating grant



The operating grant has enabled among other activities:

· The consolidation of the rare disease patient community with: an increase of the EURORDIS Membership base; the public awareness campaigns and the Rare Disease Day; the update and maintenance of the EURORDIS website; the dissemination of electronic newsletters; the management of EURORDIS social media; the production and dissemination of reference documents.  EURORDIS continued to provide networking and capacity building opportunities to its members in 26 EU countries in 2014. RareConnect, the EURORDIS online patient communities platform continued to grow, exceeding its goal of creating 20 new online communities (22 were created) and reaching over 13 000 subscribed members (a 70% increase compared to 2013), involving 560 patient organisations and over 250 moderators.

· The engagement of rare patient representatives into the effective implementation and monitoring of legislation and strategies through support of patient involvement in  Commission Expert Groups such as the  EU Committee of Experts on Rare Diseases;  the European Medicines Agency’s Committees  and activities; promotion of access to medicines. 

· The capacity building and empowerment of EURORDIS members and volunteers through: the annual EURORDIS membership meeting which includes capacity building workshops for members; provision of support to the Council of the European Network of National Alliances and the Council of European Federations; the EURORDIS Summer School in drug development, clinical trials, regulatory affairs which involved 37 selected volunteers from 26 countries and representing 26 different diseases.

· The Operating grant has also enabled EURORDIS to identify, involve and support a growing volunteer base (from 57 in 2009 to 132 in 2014).	Comment by ATHANASSOUDIS Irene (SANTE): Same as above
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2. [bookmark: _Toc508271147]EUNAAPA - The European Network for Action on Aging and Physical Activity 	Comment by ATHANASSOUDIS Irene (SANTE): This is an Operating Grant under which Health Programme ? 2nd or 3rd ?



Background information

The EUNAAPA operating grant ran from January 2014 to end of December 2014 with a maximum co-funding of EUR 65 453,00. It is a thematic, collaborative network, consisting of 150 members working in the field of physical activity and aging from 26 different countries and from different disciplines specifically science, professionals (e.g. physiotherapists), elderly representatives, policy.	Comment by ATHANASSOUDIS Irene (SANTE): ???  see above	Comment by ATHANASSOUDIS Irene (SANTE): 

Brief description

The objective of the EUNAAPA is to promote optimal health and quality of life for older people in Europe through physical activity and to use evidence-based strategies to improve health and quality of life among older people in Europe through physical activity.

The EUNAAPA objectives were (1) to identify, disseminate and promote evidence-based practice in physical activity for all older people in Europe; (2) to select or develop evidence-based guidelines for practice in the area of aging and physical activity; (3) to provide information, and expert advice to policy makers, providers and professionals in the fields of aging, physical activity, and health; (4) to influence the development of educational curricula and standards of competence for professionals involved in the provision of physical activity for older people; (5) to develop synergies among researchers, providers and professionals in the fields of aging, physical activity, and health; (6) to support policymakers in inter-sectorial approaches to the promotion of physical activity among all older people; (7) to cooperate with other organizations relevant to the promotion of physical activity among all older people; and (8) to involve older people in the development and implementation of network activities.

Specific results

Apart from its normal operations in the year 2014, the network developed a European Training Curriculum for people working in public health, healthcare and non-governmental organisations on how to stimulate physical activity and reduce sedentary behaviour among older adults. It is appropriate for students of various health care professions. The curriculum is based on, and includes, the latest evidence on the topic of promoting physical activity in older persons. The curriculum was pilot tested in a summer school. Furthermore, four regional courses were held in which the EUNAAPA training curriculum was distributed to about 120 health care professionals in 4 countries: Sweden, Belgium, Germany, and Italy. 	Comment by ATHANASSOUDIS Irene (SANTE): Years 2014-2016

All results can be accessed through Chafea's project database. The network is still active in its area and can be followed via its website or via its twitter channel @EUNAAPA. 



DIRECT GRANT WITH INTERNATIONAL ORGANISATIONS



The annual work plan 2015 under Actions under Objective 1 (Promoting health, preventing diseases and fostering supportive environments for healthy lifestyles taking into account the health in all policies principle), Objective 3 (Contributing to innovative, efficient and sustainable health systems)  and Objective 4 (Facilitating access to better and safer healthcare for Union citizens) committed several direct grants with the OECD. This report highlights three actions that are overarching across the second year of the third health Programme: 	Comment by YAZBECK Anne-Marie (CHAFEA): Irene wanted to include these… 
The economics of prevention is not finished yet… but will most likely be by the time this report is published… s

1. OECD-PS – DATA AND ANALYSIS OF DATA ON PATIENT SAFETY WITHIN THE OECD HEALTH CARE QUALITY INDICATORS PROJECT



Background information

OECD-PS was Committed under the annual work plan 2015, this project falls under Objective 4 of the EU Health Programme on "Facilitating access to better and safer healthcare for Union citizens" and more specifically under "Data and analysis of data on patient safety" and within the OECD Health Care Quality Indicators Project. OECD-PS received a co-funding of EUR 150.000,00.



In terms of strategic relevance and contribution to the EU Health Programme, the policy importance of the OECD’s indicator development work, in relation to the on-going co-ordination of European Union activities on patient safety and quality of care, was noted in December 2014 by the Council of the European Union and subsequently by the European Parliament in making its resolution on safer healthcare in Europe in May 2015. In the resolution, the Parliament welcomed the work co-financed by the EU and performed by the OECD on comparable patient safety indicators and calls on EU Member States to implement such indicators with a view to assessing patient safety. The OECD and the EC agreed to enter into a contribution agreement to support the on-going development and use of international patient safety indicators. Effective monitoring of patient events is important for EU Member States and OECD member countries to enhance learning and improvement and provide policy insights into quality performance and outcomes of care. 



The general objective of this project was to improve the ‘actionability’ of the OECD patient safety indicators in EU Member States and OECD member countries, including a focus on expanding the scope, uptake and use of these indicators. The aim was to then use this intelligence to develop future strategies for broader implementation and more purposeful use of the indicators in improving quality of care in EU Member States and OECD member countries. 



Brief description

The OECD established a set of international patient safety indicators and has regularly collected data from member states over the past decade. Over this period the OECD undertook ongoing research and methodological development of these indicators to improve the robustness of the indicators for international comparison. The action was to improve the ‘actionability’ of the international patient safety indicators of the OECD across EU and OECD member states, including a focus on expanding the scope, uptake and use of these indicators. In order to do so, the action tackled to: 

· Understand the current use of patient safety indicators for quality improvement and performance assessment across EU Member States and OECD member countries, including the key challenges being faced by countries currently not implementing the patient safety indicators and the key barriers and enablers to further use of the indicators in countries with existing programmes 

· Use this intelligence to develop future strategies for broader implementation and more purposeful use of the indicators in improving quality of care in EU Member States and OECD member countries; and further develop the methodology of the existing safety indicators to improve their utility and amenability for use by EU Member States and OECD member countries. 

· Build support for the adoption of additional indicators that broadened the scope of services and/or perspectives on patient safety. 

Specific results

Patient safety is a central objective for health systems in providing high quality care and improving health outcomes. Effective measurement and monitoring of patient safety provides a basis for identifying opportunities for improvement and for sharing and learning experiences across health services and systems. But to achieve this is challenging and careful specification and ongoing methodological development is required to establish robust and sustainable approaches. Over the last decade, the OECD has developed technical expertise in the formulation of international patient safety indicators and the provision of advice in support of country efforts to improve policies on quality and safety. While a scientifically rigorous approach is taken by the OECD Health Care Quality Indicators Program to ensure the robustness of international indicators, there is a focus on strengthening the uptake and use of these indicators in EU and OECD member countries to improve the ‘actionability’ for policy makers.



The key indicators under consideration within this project included:

		· Retained surgical item or unretrieved device fragment 



		· Postoperative pulmonary embolism – hip and knee replacement discharges 



		· Postoperative DVT – hip and knee replacement discharges 



		· Postoperative sepsis - abdominal discharges 



		· Postoperative wound dehiscence – abdominal discharges 



		· Obstetric trauma vaginal delivery with instrument 



		· Obstetric trauma vaginal delivery without instrument 



		· Polypharmacy among elderly 



		· Overall volume of opioids prescribed 



		· Death Rate among Surgical Inpatients with Serious Treatable Complications 









2. OECD-HWF – Feasibility study for an international survey of health workers’ skills



Background information

Committed under the annual work plan 2015's call reference on Health Work Force, the study was carried out between September 2016 and August 2017 and received a co-funding of EUR 150 000,00. 

Brief description

The study explored the feasibility of carrying out a sector-specific survey of the skills of health professionals building on the findings of the previous direct grant agreement "20135201 OECD: Overview of education and training programmes for health professionals in the EU" which included an analysis of recent changes in education and training capacities in the EU and an assessment of skills use and skills mismatch in the health sector. Data pointed to significant levels of skills mismatch, while no data source provided a sufficient sample size to analyse in depth the level of skills mismatch of different types of health professionals in a way that would allow for robust comparisons between different countries.

The study reviewed the status of existing surveys that measure health professional skills, identified gaps where more attention and resources are needed to generate policy-relevant evidence on skills requirements, skills use and skills mismatch in healthcare settings; and proposed feasible approaches to develop and implement skills assessment surveys. 

Specific results

The main finding concluded that increasingly, health care demands adaptive problem-solving skills to respond to complex and non-routine patient care issues, as well as complex, multi-disciplinary and frequently stressful working environments. In the coming years, countries will need resilient and flexible health workers who are armed not only with technical and clinical skills, but with cognitive, self-awareness and social skills that will enable them to monitor and assess the situation, make decisions, take a leadership role, and communicate and co-ordinate their actions within a team in order to achieve high levels of patient safety and efficiency as well as assure their own safety and job satisfaction.

The main outputs included the mapping of data needs with existing data sources to identify data gaps, the identification of possible options concerning the scope, content and design of a health-specific skills survey as well as possible next steps to move towards its implementation.



Health promotion	Comment by YAZBECK Anne-Marie (CHAFEA): Georgios: 
Irene wanted to see this study in this report… wot do you think? 


3.    OECD-EOP – Economics of Prevention 

Background information

Committed under the annual work plan 2015, the OECD EOP project ran from January 2017 to December 2018 with a maximum co-funding of EUR 600 000,00. 

Brief description

The general objective of this project was to assess the positive and negative economic impacts of obesity and harmful alcohol use in terms of health care expenditures, other public and private expenditures, and broader economic costs. The geographical scope of the project included European Union Member States as well as other OECD member countries, although the Action’s analytical framework was designed to be more widely applicable, both geographically and to other risk factor and disease areas (e.g. tobacco use; environmental risk factors; etc.).

Central to the project are five major components: (1) the review of existing models and conceptual frameworks o estimate the economic impacts of obesity, harmful alcohol use and associated diseases; (2) the empirical estimation of economic impacts for European Countries in terms of health care costs; other direct consequences; labour market outcomes; economic impacts of welfare benefits; morbidity and mortality costs; (3) the assessment of impacts on human capital and educational outcomes by linking school performance with obesity, physical activity and alcohol use, based on the HBSC (Health Behaviour in School-aged Children) survey; (4) the assessment of the potential of selected public health policies to mitigate the economic impacts of obesity and harmful alcohol use, based on a micro simulation model currently being developed by the OECD; and (5) Production of country profiles in which key country-specific data and findings for individual countries will be collated and summarised in a standardised format.

Specific results

The project established a micro simulation model to evaluate the burden of Alcohol and BMI and the impact of innovative policy options. The novel OECD micro simulation platform is designed to model the impacts of behavioural and metabolic risk factors on chronic diseases and longevity, as well as the extent to which specific policies can modify these impacts. The model created synthetic life histories from birth to death. Quantitative estimated of the future global burden of chronic non-communicable diseases (NCDs) in the EU and policy impact (2016-2050) can be simulated.

There has been growing interest and support of these results by national health policy makers, as well as ministries of finance. This work directly supports higher government decision making, by addressing (and modelling) economic consequences when trading-off various prevention and related policies. For further information, please visit OECD's website[footnoteRef:10].   [10:  https://www.oecd.org/fr/sante/economics-of-prevention.htm] 




CALLS FOR TENDERS



1. [bookmark: _Toc511832269]SERVICE CONTRACT: Life Table Analysis: health system cost effectiveness assessments across Europe 



Objective 

The objective of the contract was to carry out a health-system cost-effectiveness assessment in the EU-27 Member States, Croatia and the EEA countries (Iceland, Norway and Liechtenstein) with the view to highlight the potential impact of changes in lifestyle habits. The duration of the contract was 12 months from 15 April 2013 with a price of EUR 245 334,00 and an additional EUR 4 500 of reimbursement of expenses. 



Description and results

The study sought to provide a health-system cost-effectiveness assessment across the EU Member States, Croatia and the EEA countries for a given reference year (or period). The costs considered were the total health expenditure per capita and the public expenditure on healthcare per capita at country level. The effects (health outcomes) considered, at country level, included associated average life expectancy and average quality-adjusted life expectancy outcomes: Healthy Life Years (HLY), Disability Adjusted Life Years (DALY) and Quality Adjusted Life Years (QALY). The reference year (or period in case average values over several consecutive years are chosen) will be chosen in view of data availability and from 2005 onward.



The study aimed to disentangle some of the complexities inherent to health-system performance measurements at population level by standardising both input (expenditure) and outcome (life expectancy) indicators for the prevalence of population lifestyle factors, i.e. apply (epidemiologic) weighting techniques to improve the comparability of Member State level observations. This way, a corrected average cost-effectiveness was calculated (money spent per life year). Further, based on assumed scenarios for changes in population lifestyle incremental cost-effectiveness estimations will be made (extra money spent/saved per added life year).



The study covered the 27 EU Member States plus Croatia, Iceland, Liechtenstein and Norway, as well as the EU area as a whole. The desired output of the study was a picture of the potential impact of changes in lifestyle habits on health expenditure and health outcomes for each geographical area considered.



The resulting analysis represented an improvement on the state of the art knowledge in this field, specifically as also per capita expenditure data was standardised using input from cost-of-illness studies by applying actuarial valuation methods. 



The results are available in the final report available on the DG SANTE website[footnoteRef:11].  [11:  https://ec.europa.eu/health/sites/health/files/systems_performance_assessment/docs/2015_maceli_report_en.pdf ] 




2. [bookmark: _Toc511832270]SERVICE CONTRACT: The review and mapping of continuous professional development and lifelong learning for health professionals in the EU



Objective 

Falling under the field of health information, the study concerning the review and mapping of continuous professional development and lifelong learning for health professionals in the EU also called the CPD study has been commissioned to a consortium led by the CPME, the standing committee of Europeans doctors.

Description and results

There is widespread recognition of the importance of continuous professional development (CPD) and life-long learning (LLL) of health professionals. CPD and LLL help to ensure that professional practice is up-to-date and to contribute to improving patient outcomes and increase public confidence in the professions. National interpretations of CPD offer a rich scope of differing approaches and present opportunities for the identification of recommendations and best practices in the EU.

This study comprises a unique mapping and review of continuous professional development and lifelong learning for doctors, nurses, dentists, midwives and pharmacists in the 28 member countries of the EU and EFTA countries. It describes the policy background to the topic, reviews available literature and illustrates the outcomes of a Europe-wide survey and expert workshop, as well as presenting an overview of EU and European-level initiatives on CPD. The study identifies policy recommendations to strengthen the exchange of cooperation and best practices at European level and highlighting the need to make efforts allowing all health professionals to undertake CPD, including addressing the main barriers identified, these being a lack of time and resources. The recommendations also call for more research into CPD and its relation to patient safety and quality of care. For the full document with its result, please follow this link.



3. [bookmark: _Toc511832271]SERVICE CONTRACT: Recruitment and Retention of the Health Workforce in Europe 



Objective 

The study concerning in the field of health information the Recruitment and Retention of the Health Workforce in Europe (RR-HWF) has been commissioned to a consortium led by the EHMA, the European Health management association.

Description and results

Many EU countries report both difficulties in retaining and recruiting health staff frequently allied with the challenge of balancing the right number of healthcare staff with the right skills in the right geographical areas to meet the changing needs of populations and health systems. These problems are becoming increasingly urgent as the healthcare demands increase, the health workforce shrinks, with many workers reaching retirement age, risking the future sustainability of Europe’s health systems and access to care.

This study funded under the EU health programme included: a literature review, a mapping and review of recruitment and retention practices for health professionals; eight case studies addressing recruitment and retention of health professionals and policy and management recommendations for policy makers, managers, health professionals, researchers and educators. The findings from the study identified many innovative solutions to the challenges of recruiting and retaining health staff. 

For the full document with its result, please follow this link. 



4. [bookmark: _Toc511832272]SERVICE CONTRACT: EUREST - Study on the development of an EU common reporting format for submission of data on ingredients contained in tobacco and related products, and disclosure of the collected data to the public



Objective

The EUREST study ran from 11 May 2014 for 11 months, and incurred a total cost of EUR 180 680.

One key aspect of the current Tobacco Products Directive (2014/40/EU) (TPD) is the development of an EU common reporting format for submission of data on ingredients contained in tobacco and related products and disclosure of the collected data to the public.  The TPD seeks to further harmonise the approach on ingredients regulation in the context of the internal market and to rationalise the reporting system for manufacturers and importers. In this sense, it provides for a common and standardised electronic reporting format for all Member States for the reporting of tobacco ingredients (Article 5), including both tobacco leaf and additives (TPD Article 2(18)). The TPD also provides for a common electronic notification format for electronic cigarettes and refill containers (Article 20). 

In order to make the TPD fully operational and to keep up with future trends in the tobacco sector, delegated and implementing powers were foreseen to amend or supplement the TPD  and to give effect or 'shape the rules' laid down in the basic act. Accordingly, the Commission shall, by means of implementing acts, lay down the common format for the submission and the making available of the required information on tobacco products (Article 5(5)), as well as the common format for the notification of the required information on e-cigarettes and refill containers (Article 20(13)).

Description and results

This study rose to the challenge by examining the reporting formats previously used in the EU and other jurisdictions while investigating current needs. This involved outlining the strengths and weaknesses of available formats, along with best practices and cost/benefit projections for each format. The study’s results paved the way for the creation of a common EU format for reporting tobacco product ingredients and the notification of e-cigarettes. The final and main deliverables of the EUREST project include a) two data dictionaries that incorporate the domains to be reported within the common reporting format for tobacco products and common notification format for e-cigarettes respectively and b) the pilot submission platform that is built on the aforementioned data dictionaries and facilitates the electronic submission of the data. These helped to deepen EU authorities' knowledge of these products and their effects, strengthening their monitoring capacity and ability to take action.

The full document with its result can be found on the website of the European Commission's DG Health and Food Safety. 





5. [bookmark: _Toc511832273]SERVICE CONTRACT: Tobacco tracking & tracing 



Objective 

Under the of "Analysis and Feasibility Assessment Regarding EU systems for Tracking and Tracing of Tobacco Products and for Security Features", the purpose of this study was to provide service to and assist the European Commission in the preparation for a European Union tracking and tracing system of tobacco products and for security features, as foreseen in the Tobacco products Directive (TPD).

The study ran from 28 November 2013, until January 2015, with a total cost of EUR 297 811. Eurogroup Consulting Portugal – Consultoria em gestão, LDA prepared a feasibility assessment regarding EU systems for tracking and tracing of tobacco products and for security features (hereafter "the Feasibility Study"). The Feasibility Study reaches a conclusion that full traceability of EU tobacco products is achievable. It also confirms that there are many solutions for security features that meet the TPD requirements. 

Description and results

The Feasibility Study presents four potential solutions for traceability and four for security features. Each of the proposed traceability solutions reflects the basic requirements made under the TPD, i.e. a unique identifier must be affixed to a unit packet at the manufacturing site, while information on a unique identifier along with additional information required by Article 15(2), which are generated during production and distribution of tobacco products, must be saved at an independent data storage facility.

The proposed traceability solutions are as follows: 

Option 1: an industry-operated solution, with direct product marking carried out by tobacco manufacturers; manufactures are free to select an independent data storage provider

Option 2: a solution operated by a third party responsible for the product marking process on the production line; the system operates with one central independent data storage provider 

Option 3: each Member State selects between Option 1 and 2 regarding the entity responsible for product marking (manufacture or independent solution provider); the system operates with multiple independent data storage providers 

Option 4: a unique identifier is integrated with a security feature and affixed in the same process as a security feature; the system operates with (a) independent data storage provider(s)

With regards to the solutions for security features, each option includes several levels of protecting features: overt, semi-covert, covert and forensic. On the basis of various available technologies the Feasibility Study proposes the following four options:

Option 1: a security feature using similar authentication technologies to a tax stamp

Option 2: reduced semi-covert elements as compared to Option 1, where the co-presence of a unique identifier is regarded as equivalent to the semi-covert level of protection

Option 3: the fingerprinting technology is used for the semi-covert and covert levels of protection

Option 4: a security feature is integrated with a unique identifier.

The Feasibility Study concluded that no matter which traceability and security feature option is selected, the benefits clearly outweigh the costs from both economic and social perspectives. However, it also recognises that the above options may vary in terms of the likelihood of achieving the full benefits expected from the introduction of traceability and security features.  

The feasibility study was the first step in a series of actions (including other studies, as the "Implementation Study" ) launched to assist the Commission in drafting secondary legislation on traceability for tobacco products, on related data storage contracts and on security features applied to tobacco products.

The feasibility study was published on 7 May 2015 and can be found on the website of the European Commission's DG Health and Food Safety. 



6. [bookmark: _Toc511832274]SERVICE CONTRACT: Economic landscapes of human tissues and cells for clinical application in the EU



Objective 

The study on the Economic landscapes of human tissues and cells for clinical application in the EU ran from December 2013 to May 2015, and was carried out by a consortium led by Rathenau Institute. The total price was EUR 300 000. 

Description and results

The safe and stable supply of tissues and cells for patients requiring transplantation is a key priority for national health authorities and the European Commission alike. Voluntary and unpaid donation (VUD) are governing principles in this field, as laid down in EU legislation (Directive 2004/23/EC) and promoted by international organisations such as the WHO and Council of Europe.

At present, the main concerns are to maintain an adequate supply of tissues and cells for patients requiring transplantation and to warranty their safety and quality. The field of tissues and cells contains three sectors:

· Replacement tissues, such as bone, cornea, skin and cardiovascular tissues (RT)

· Hematopoietic progenitor cells from bone marrow, peripheral blood and cord blood (HPC)

· Gametes and tissues for assisted reproductive technology (ART)

This study maps the economic landscapes and key players in the field of transplantation medicine across the three respective domains across all EU-28 Member States. The study focuses on identifying current and emerging economic practices, key players in public and private sectors, legislative and reimbursement schemes across Member States, and finally on providing a forecast of technological trends and of associated ethical, legal, and social issues.

The final report provides insight into the following aspects:

· The characteristics of the EU tissues and cells economic landscape, such as steps from donor recruitment through donation, procurement/collection, testing, processing, storage, distribution to clinical application. This section covers quantities, prices, the extent and ratio of VUD versus paid donations, concerns and conflicts, supply and demand volumes and other elements in order to better understand the economic parameters and dynamics

· The main actors involved in the different steps from donor recruitment to transplantation, for the EU-28 Member States, but also at the EU level, covering public and private actors in this sector 

· Regulations on reimbursement and financing in the EU Member States to better understand the various models of organization of reimbursement, the overall costs for tissue transplantation, including transplant tourism. This includes also compensation schemes for donors

· A forecast for the EU economic landscape and trends for tissue and cells for transplantation and assisted reproduction for the next 10 years, with respect to economic, medical, social, political and ethical evolutions in the different sectors within the field of tissues and cells markets. This includes the impact of future technological developments and their respective needs for legal provisions to warranty safety and quality of tissue transplantation.

The final report was published on this link. 



[bookmark: _Toc459122172][bookmark: _Toc511832275]HIGHLIGHTS OF CO-FUNDED ‘CROSS-CUTTING’ AND ‘OTHER’ ACTIONS

1. [bookmark: _Toc511832276]Dissemination activities carried out in 2015

Given its competence to plan and implement information operations, Chafea invested significant resources on information and dissemination activities in close collaboration with DG SANTE and the network of the National Focal Points (NFP) of the Health Programme. 

The need to improve the outreach of the Health programme with more and better targeted in scope dissemination actions was highlighted in the final evaluation of the second Health Programme. In response, Chafea organised several workshops, collaborated in major national and international conferences, or organized stand-alone events in collaboration with EU Member States national authorities. 

It further participated with the Health Programme's pop-up stands and dissemination material in more than 20 events, of national or EU dimension. The following events can be highlighted: 

A two-day workshop on Chronic Diseases and Healthy Ageing (CD-HA) took place on February 2015, in The Hague, the Netherlands. Organised in collaboration with the Netherlands Enterprise Agency and Ministry of Health, Welfare and Sport, it brought together 115 participants, mainly policy makers and experts from 6 EU countries (Belgium, France, Germany, Ireland, UK and Spain). 

A Conference on Mental Health in All Policies, titled "Supporting sustainability and growth in Europe" was held in Helsinki in May 2015, with the support of the Finnish Ministry of Health and Finland's national association for mental health. The meeting brought together more than 150 experts, policy makers and stakeholders from 7 Member States (Finland, Norway, Sweden, Denmark, Estonia, Latvia and Lithuania).

Two workshops and a symposium were organised in the framework of the Addictions 2015 conference, in September 2015, Lisbon, Portugal, organised by SICAD (Serviço de Intervenção nos Comportamentos Aditivos e nas Dependências), in collaboration with EMCDDA, DG SANTE and DG HOME. The aim of the workshops was to discuss progress and challenges in providing health interventions such as prevention, harm reduction and treatment for addictive substance-related problems, with a total of 101 participants. 



In addition, Chafea contributed to the final dissemination conference of the Joint Action Achieving Comprehensive Coordination in Organ Donation throughout the European Union (JA ACCORD) on organ donation implemented by Member States, held in Madrid on 2 June 2015, where the achievements of EU-wide collaboration in this area were presented also to the press. 



Chafea organised a full day workshop in the framework of the 8th European Public Health Conference, showcasing the contribution of the Health Programme co-funded actions in the area of health systems as identified in the communication on effective, accessible and resilient health systems. Bringing together more than 80 experts, health professionals, policy makers and project leaders the event also highlighted the role played by public health professionals in sharing experiences and transferring knowledge across the EU. 



Following the publication of the 2015 work programme, Chafea contributed to 15 national or regional information day events in the countries participating in the Health Programme. It also held three National Focal Point meetings. 



The final versions of the thematic, so-called "infosheets", covering important areas of the Health programme (English versions) have been delivered and are available in several EU languages on Chafea's website . 



Two brochures were also finalised: one on the joint actions and the other covering all the actions co-funded in 2013. 



Finally, so as to better plan its dissemination activities, those funded by the Health Programme operational budget, or from Chafea's administrative budget, the Agency launched a tender to develop a comprehensive communication and disseminations strategy for the years to follow (covering the remaining duration of the 3rd Health Programme in 2020).

[bookmark: _Toc459122174]

2. [bookmark: _Toc511832277]Other Actions: 

Scientific Committees 

In 2015, a total of EUR 240 991 EUR was provided under the Third Health Programme to part-fund the activities of the non-food Scientific Committees SCHER (Scientific Committee on Health and Environmental Risks) and SCHENIR (Scientific Committee on Emerging and Newly Identified Health Risks). The third Committee, the SCCS (Scientific Committee on Consumer Safety), was funded under the Consumers Programme. These Committees are managed by the Directorate-General for Health and Food Safety.

The purpose of the Committees is to assist the Commission by providing it with sound scientific advice when preparing its policies and proposals related to consumer safety, health and the environment, and draw its attention to new and emerging problems.

The two Committees SCHER and SCHENIR produced the following Opinions in 2015:

· SCHER Opinions

· New conclusions regarding future trends of cadmium accumulation in EU arable soils

· Opinion on Chromium VI in toys

SCHENIR Opinions

· Opinion on the safety of surgical meshes used in urogynaecological surgery 

· Opinion on the safety of medical devices containing DEHP-plasticized PVC or other plasticizers on neonates and other groups possibly at risk 

· Opinion on the safety of dental amalgam and alternative dental restoration materials for patients and users

· Opinion on the safety of the use of bisphenol A in medical devices

· Opinion on Guidance on the Determination of Potential Health Effects of Nanomaterials Used in Medical Devices 

· Opinion on potential health effects of exposure to electromagnetic fields (EMF) 



Joint SCCS/SCHER/SCHENIR Opinions

· Final opinion on Synthetic Biology III - Risks to the environment and biodiversity related to synthetic biology and research priorities in the field of synthetic biology

· Final opinion on Synthetic Biology II - Risk assessment methodologies and safety aspects

The Programme also provided EUR 201 600 EUR to help fund the scientific and technical assistance provided by external contractors. This assistance included organising scientific hearings and thematic workshops, performing literature searches, proofreading, editing and translating scientific texts into publications for the general public and updating the scientific committees’ website.

In December 2015 in Luxembourg, the Secretariat organised a Conference on Synthetic Biology, following the publications of the 3 joint Opinions.



Expert Panel of Health 



Expert Group on Health Systems Performance Assessment was established in November 2014. In 2015 the Group focused on the assessment of quality care. 

Expert Panel on effective ways of investing in health	Comment by YAZBECK Anne-Marie (CHAFEA): This came from Paivi K but is not final 



The Expert Panel on effective ways of investing in health is an interdisciplinary and independent group established by the European Commission to provide non-binding advice on matters related to effective, accessible and resilient health systems. 

The creation of the Panel goes back to the conclusions on health systems adopted in June 2011 by the Council of Ministers of the EU, which invited the European Commission to initiate a process to provide with independent and evidence-based advice on health systems related questions is crucial in order to support policy making on health.

Since starting its activities on 11 July 2013, the Expert Panel has been working consistently on topical questions issued by the Commission. The opinions of the Expert Panel present the views of the independent scientists who are members of the Expert Panel. They do not necessarily reflect the views of the European Commission.

The areas of competence of the Expert Panel include, but are not limited to, primary care, hospital care, pharmaceuticals, research and development, disease prevention and health promotion, social protection, cross-border cooperation, health economics, eHealth and health education and literacy.

The Expert Panel delivers opinions, which can support health policy making in the EU. These opinions are for the consideration of the Member States' governments and authorities in charge of delivering healthcare. They are also for the consideration of various stakeholders. They aim at generating discussions at EU and national level with a view to inform policy making. They have all a particular focus on the added value that the EU level can bring through mutual learning, best practice identification and knowledge brokering. 

The first three-year term of the panel ended in May 2016. The renewed panel of 14 members was appointed in November 2016, and it serves a three-year term, ending in May 2019. 

List of Expert Panel opinions in 2015-2018:

2015

· Cross-border Cooperation 

· Competition among health care providers in the European Union - Investigating policy options
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