Joint action

m JACARDI cardiovascular diseases

and diabetes

State of the art — -

Report of findings from
the context analysis at
the European and
country level and
reviews of the existing
practices

JACARDI
Deliverable 5.2

AR Co-funded by

BCEN the European Union




ﬁ JACARDI

Document Information

Project Title

JACARDI

GA Number

Project: 101126953

Document Title

State of the art — Report of findings from the review and context analysis

Deliverable number

5.2

Work Package WP5
Dissemination Level

Date

Doc. Version

List of Contributors Institution

Graziano Onder

Fondazione Policlinico Gemelli (FPG, Italy)

Benedetta Armocida

Istituto Superiore di Sanita (ISS, Italy)

Beatrice Formenti

Fondazione Policlinico Gemelli (FPG, Italy)

Chiara Di Girolamo

University of Torino (UNITO, ltaly)

Federica Turatto

University of Torino (UNITO, Italy)

Alessandro Froio

Fondazione Policlinico Gemelli (FPG, Italy)

Tommaso Bertossi

Fondazione Policlinico Gemelli (FPG, Italy)

Cecilia Damiano

Istituto Superiore di Sanita (ISS, Italy)

Enrica Finotto

Istituto Superiore di Sanita (ISS, Italy)

Marco Silano

Istituto Superiore di Sanita (ISS, Italy)

Jelka Zaletel

National Institute of Public Health Slovenia (NIJZ, Slovenia)

Yhasmine Hamu Azcarate

Biosistemak (BS, Spain)

Ane Fullaondo

Biosistemak (BS, Spain)

Dolores Verdoy

Biosistemak (BS, Spain)

Natalia Skogberg

Finnish Institute for Health and Welfare (THL, Finland)

Teresa Spadea

Servizio Sovrazonale di Epidemiologia ASL TO3 (lItaly)

Mounia El Yamani

Santé publique France (SpF, France)

Richard Osborne

Santé publique France (SpF, France)

Andrea Guajardo Villar

Irati Erreguerena

Santé publique France (SpF, France)
Biosistemak (BS, Spain)

Co-funded by
the European Union




ﬁ JACARDI

Markku Peltonen

Finnish Institute for Health and Welfare (THL, Finland)

Hector Bueno

Spanish National Centre for Cardiovascular Research (CNIC, Spain

Sandra Fernandez

Spanish National Centre for Cardiovascular Research (CNIC, Spain

Fatima Sanchez-Cabo

Spanish National Centre for Cardiovascular Research

Carlos Torroja

Spanish National Centre for Cardiovascular Research (CNIC, Spain

Adrian Garcia

)
)
CNIC, Spain)
)
)

Spanish National Centre for Cardiovascular Research (CNIC, Spain

Paula Maillo

Hospital Universitario 12 de Octubre (Spain)

Sheila Romero

Hospital Universitario 12 de Octubre (Spain)

Jorge Vélez

Hospital Universitario 12 de Octubre (Spain)

Miguel Hernandez

Hospital Universitario 12 de Octubre (Spain)

Sandra Redondo

Hospital Universitario 12 de Octubre (Spain

Nicolas Rosillo

)
)

Hospital Universitario 12 de Octubre (Spain

José Luis Bernal

German Seara

Hospital Universitario 12 de Octubre (Spain

Guillermo Moreno

(

(

(
Hospital Universitario 12 de Octubre (Spain)

(

(

)
Hospital Universitario 12 de Octubre (Spain)

Hanna Tolonen Finnish Institute for Health and Welfare (THL, Finland)

Hanna Elonheimo Finnish Institute for Health and Welfare (THL, Finland)

Luigi Palmieri Istituto Superiore di Sanita (ISS, Italy)

Helena Safadi Gottsegen Gyorgy Orszagos Kardiovaszkularis Intézet (Gokvi, Hungary)

Judit Lam Gottsegen Gyorgy Orszagos Kardiovaszkularis Intézet (Gokvi, Hungary)

Cecilia Surjan

(
(

Gottsegen Gyorgy Orszagos Kardiovaszkularis Intézet (Gokvi, Hungary)
(

Gergely Varga Gottsegen Gyorgy Orszagos Kardiovaszkularis Intézet (Gokvi, Hungary)

Edwin Wouters University of Antwerp (Belgium)

Katrien Danhieux University of Antwerp (Belgium)

Bernardino Morillo Fundacion para la Formacion e Investigacion de los Profesionales de la
Salud de Extremadura (FundeSalud, Spain)

Marche Region (ltaly)

Roberta Papa

Giulia Franceschini Marche Region (ltaly)

Ewelina Chawlowska Poznan University of Medical Sciences (PUMS, Poland)

Julia Wolska Poznan University of Medical Sciences (PUMS, Poland)

Matilde Leonardi Istituto Neurologico "Carlo Besta" (ltaly)

Competent Authorities of All the Competent Authorities of the JACARDI Consortium
JACARDI

Co-funded by
the European Union




a JACARDI

National Focal Points for

Health

All the National Focal Points participating in the JA NFP4Health

Version history

Revision Date Editor Comments

0.1 01/04/2024 JACARDI Coordination Team Finalisation of the first draft

0.2 16/04/2024 Technical WP leaders Revision by the technical WP leaders

0.3 24/04/2024 JACARDI Coordination Team | Finalisation of the final version
JACARDI Coordination team revised

04 01/08/2025 JACARDI Coordination Team accordingly to the revision provided
within the Periodic Report M18

4 Co-funded by

the European Union



ﬁ JACARDI

Glossary of Acronyms

Acronym Description

CVDs Cardiovascular Diseases

DG SANTE European Commission’s Directorate-General for Health and Food Safety
DM Diabetes

EC European Commission

EC Best Practice

EU Best Practice Portal

EU European Union
GDPR General Data Protection Regulation
HaDEA European Health and Digital Executive Agency
ISS Istituto Superiore di Sanita
JA Joint Action
JACARDI Joint Action on Cardiovascular Diseases and Diabetes
JANFP4Health Joint Action of National Focal Points for Health
NCDs Non-Communicable Diseases
NFP National Focal Point
MS(s) Member State(s)
WP Work Package
WPs 6-11 Technical Work Packages
Keywords

Context analysis; mapping; best practices; EU; cardiovascular diseases; diabetes

Configuration Management: Document Location

The latest version of this Document is stored in <JACARDI Sharepoint, WP5.1 Folder>."

" This link is only accessible to people who already have access to Teams (JACARDI partners).

Co-funded by
the European Union




ﬁ JACARDI

Table of Content

1. EXECULIVE SUMIMAIY ..ottt ettt e e ettt e e et et e e e e ae e e e e e neeeeeeanneeeeeaneeeaeaanseeaeanns 7
1.1 Structure of the dOCUMENT........ooi i e e e e e eeeas 8

D [ o1 (oo 1W o7 1 o] o NP PPPPROE 8
211 Purpose and scope of the dOCUMENL ...........ooiiiiiiiieeeee e 8
2.1.2 Relation to other work in the project ... 9
2.1.3 Applicable and reference dOCUMENLS............ooiiiiiiiiiiee e e 9

3. The context analysis at the European and country level .............oueeeveeiiiiiciiiiee e 10
3.1 RaAtIONQAIE.......cc oo 10
3.2 L0 o] 1= o 117 SRR 11
3.3 Methodological Framework for context analysis at the European and country level ................. 11
3.3.1 The country-level QUESHIONNEAIIES. ..........coociiiiiii e 12
B TR T I 1= T o 1 o o ) SR 13
3.3.3 Questionnaire distribution and Stakeholder involvement ... 14
3.3.4 Data analysis and rePOrtING ......ccceei i s e e e e e e s e e e e e e e e e s anraereeeaeeeeaaannnanees 15
3.4 Fostering synergies between JACARDI and JANFP4Health ..o 16
B O RESUIS . 17

4. Review and Identification of best practices and other appropriate practices.........ccccococcveriicernnnnne. 168
4.1 RaAtiONAIE.......c.ccceeeeeee 168
4.2 L0 o] [=Tox 11V T PO 168
4.3 Methodological Framework for the review and identification of best practices and other
= 1o (o SO SE 168
4.3.1 TIMEINE .. 171
4.4 RESUILS ..., 171
4.4.1 From mapping to action: alignment and relevance of pilot interventions..............ccccooiniiiiniis 184

S TR @7 o Tod U1 o o [ RPN 187

T N g1 1o (- R STP 188
6.1 Context analysis resources: questionnaires and gloSSary.........cccccveeecciiiieiee e eccceeeee e 188
6.2 JACARDI Pilots presentation and “validation” of their Scientific Rationale — Practice(s) identified
ChECKIIST ... 188
6.3 Country Profile from the European mapping...........ccceeeeiiiiiciiiiiiiee e eesciieeee e e e e eea e e e e 188
6.4 Spider Graph from the WP9 questionnaire ... 188

Co-funded by
the European Union




5 JACARDI

State of the art —

Report of findings from the context analysis at the
European and country level and reviews of the existing
practices

1. Executive Summary

The prevention and management of cardiovascular diseases (CVDs) and diabetes pose significant
challenges to health systems across Europe, requiring coordinated, evidence-based public health
interventions. As part of the JACARDI Joint Action, this report presents the methodological framework and
findings of Task 5.1, which aims to provide structured guidance to facilitate context analysis and evidence-
based practice identification across technical Work Packages (WPs 6-11). These activities are integral to
shaping effective pilot interventions and fostering an appropriate and coherent, equity-driven approach to
tackling CVDs and diabetes at European and national levels.

The context analysis conducted offers a comprehensive assessment of CVDs and diabetes prevention and
management across Europe. By examining governance, financing, service delivery, capacity, intersectoral
collaboration, and equity, this analysis establishes a foundation for understanding systemic gaps and
opportunities. The analysis incorporates both EU-wide trends and country-specific findings, enabling core
pilot teams to align their interventions with identified needs. Furthermore, the analysis supports the iterative
refinement of pilot strategies, ensuring adaptability to evolving public health landscapes. The outcomes of
this activity extend beyond academic inquiry; they might serve as a useful tool for policymakers, health
authorities, and stakeholders in designing and implementing responsive, sustainable health interventions.

In parallel, a specific focus is given to the identification of evidence-based best practices and other relevant
approaches to inform pilot implementation. This process leverages the EU Best Practice Portal, scientific
evidence, and expert consultations, ensuring that selected interventions align with key criteria of
effectiveness, equity, sustainability, transferability, participation, and intersectoral collaboration. The
integration of elements of best practices or other evidence-based interventions reinforces the scientific and
operational foundation of pilots, enhancing their scalability and long-term impact. Dedicated WP-specific
meetings provided a platform for pilot teams to critically assess and justify their choices, fostering a shared
vision and coherent implementation strategies across JACARDI. Furthermore, for each technical WPs 6-11,
a triangulation of results was conducted to determine how the pilots' objectives can effectively address the
gaps identified in the context analysis. This harmonisation of results ensures that pilot projects are both
aligned with health system needs at local and national levels but also reflect the defining criteria of best
practices, increasing their potential for broader adoption and sustainability within public health systems.
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1.1 Structure of the document

This document is structured as follows:
¢ Introduction: Presents the scope and purpose, outlines the document's structure, and explains its
connection to other project activities.
e The context analysis at the European and country level
e The review and identification of best practices or other appropriate practices
e Conclusions

2. Introduction

211 Purpose and scope of the document

This document presents the methodological framework and results of the activities carried out under Task
5.1 of the JACARDI Joint Action. The overall objective of this task is to provide structured guidance to
support and facilitate the technical WPs 6-11 in two key areas: conducting context analyses at the European
level and identifying best practices and other relevant practices related to the prevention and management
of cardiovascular diseases (CVDs) and diabetes. These activities are aligned with the specific objectives and
focus areas of each WP.

The document is structured around two complementary subtasks:

e Subtask 5.1.1 focuses on conducting a context analysis to assess the current state of CVDs and
diabetes prevention and management across Europe. The analysis explores various dimensions—
including governance, financing, service delivery capacity, intersectoral collaboration, and equity—
and aligns with the thematic areas of WPs 6-11. In this document, we present the methodology and
the results of the context analysis at the EU level, organised both by thematic area (corresponding to
the focus of each WPs 6-11) and by disease (CVDs and diabetes). In addition, we provide country-
specific information sheets for those countries that responded to the survey, offering a concise
overview of national-level findings. These findings support the core pilot teams in assessing whether
and how their pilots address these needs at their local and national level. Although pilots had already
defined their general and specific objectives, as well as their implementation plans, the iterative
approach embedded in the Methodological Framework (Deliverable 5.1) allows them to integrate the
results of this analysis during intermediate reporting phases and make any necessary adjustments.
Furthermore, the mapping may assist pilot teams in completing specific sections of the Final
Implementation Report and the Sustainability Action Plan—two key reporting outputs at the pilot site
level. These reports, to be submitted by Month 43, will contribute to the development of the
Roadmap, the final deliverable of WPs 6-11, ensuring a structured and evidence-informed approach
to long-term impact.

e Subtask 5.1.2 is designed to guide WPs 6-11 in identifying elements or single element of evidence-
based best practices—primarily from the EU Best Practice Portal—and/or other context-appropriate
practices to inform pilot implementation. This process provides a solid evidence-based rationale for
each pilot and facilitates team building, helping pilot teams clarify objectives and align activities.
Through this subtask, core pilot teams explored practices implemented in other European contexts
and assessed their relevance for adaptation at national or regional levels. The selected practices
were then presented and discussed during dedicated WP-specific meetings involving the
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Implementation Board and Coordination Team. These exchanges allowed pilot teams to justify their
choices and discuss potential benefits and implementation strategies, contributing to a shared and
coherent approach across the Joint Action.

2.1.2 Relation to other work in the project

This document is directly linked to the Methodological Framework (Deliverable 5.1), which outlines the
methodology and guidelines for the activities described herein. It is also strongly connected to the
implementation activities of the WPs 6-11, as it forms the foundational basis upon which the pilot teams
have reflected on their objectives and implementation plans. Furthermore, this document will continue to
inform and support their ongoing work, particularly through the results of the context analysis, which will
guide the adaptation of their activities to address the gaps and needs identified at the country level. As such,
the process of adaptation remains iterative, following the guidance and principles established in the
Methodological Framework (Deliverable 5.1), ensuring continuous alignment with the local and/or national
needs identified through the project.

21.3 Applicable and reference documents

The methodology presented in this report, including the Annex IV Country-level context analysis and review
and the identification of European best practices and other relevant practices, is outlined in the
Methodological Framework (Deliverable 5.1).

This methodology draws on four key references:

e SCIROCCO Maturity Model: For the development of the questionnaire for the European context
analysis, the SCIROCCO Maturity Model was used as a foundational reference. SCIROCCO is an
online participatory self-assessment tool that helps stakeholders understand the local context and
conditions for delivering integrated care in health and social services. It assists in identifying (1) the
strengths and weaknesses of the local system, (2) the readiness level of a country, region, or
organisation to adopt and scale-up integrated care, and (3) the actions taken by more advanced
regions to share knowledge, enable twinning, and provide coaching to overcome barriers and
accelerate demand-driven innovation.

e The WHO Health System Building Blocks provide a structured framework for assessing the
performance and functionality of health service systems. These six core components, service
delivery, health workforce, health information systems, access to essential medicines, financing, and
leadership/governance, enable a comprehensive evaluation of how health systems operate and
respond to population needs. By examining each block, it becomes possible to identify strengths,
weaknesses, and interdependencies within the system, offering critical insights into areas requiring
improvement. This framework is particularly useful for guiding reforms, ensuring resource efficiency,
enhancing service quality, and ultimately improving health outcomes and equity.

e EU Best Practice Portal: For the identification of evidence-based best practices, primarily from the
EU Best Practice Portal, and/or other context-appropriate practices, we referenced the Guide for
submitting Best and Promising Practices to the Public Health Best Practice Portal, as well as the
Criteria to Select Best Practices in Health Promotion and Disease Prevention and Management in
Europe. These documents provide the framework for selecting and evaluating practices that have
demonstrated effectiveness in improving health outcomes and system efficiency.

Co-funded by
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e JADECARE Joint Action: Additionally, we drew upon insights from the JADECARE Joint Action, a
previous European initiative in which the coordinators are now part of the JACARDI consortium. As
part of this effort, JADECARE supported the transfer of four evidence-based Good Practices,
selected by the Steering Group on Health Promotion and Prevention and Management of Non-
Communicable Diseases of the European Commission, from their original healthcare systems to 21
other healthcare systems across Europe.

3. The context analysis at the European and country level

3.1 Rationale

The rationale for conducting a context analysis at both the European and national levels is anchored in the
need to comprehend the broader socio-political and healthcare environment in which new public health
interventions will be implemented. The design and successful scaling of interventions aimed at the
prevention and management of CVDs and diabetes are contingent upon a thorough understanding of the
existing healthcare systems, policies, service delivery models, and institutional capacities at both the
European and national levels. Establishing a comprehensive baseline of current frameworks, policies, and
practices enables the identification of critical gaps and systemic challenges that may impede the
achievement of optimal health outcomes in the prevention and management of these conditions.

The initial phase of this process involves conducting an assessment of the current state of art, which
encompasses the strategic frameworks, policy landscapes, healthcare service delivery capacities in place
for addressing CVDs and diabetes. This analysis provides a detailed overview of how each country currently
approaches these health issues, offering a clear understanding of strengths, weaknesses, and areas of
need.

Through the identification of key areas requiring improvement or intervention, this context analysis serves as
a foundational tool for informing the design and refinement of pilot projects.

It allows core pilot teams to align their strategies with the most pressing needs at local, regional, and
national levels, ensuring that interventions are contextually relevant and targeted. Furthermore, the findings
from this analysis contribute to the development of the sustainability action plan, providing a basis for scaling
and sustaining the outcomes of the pilots beyond the project's lifespan. This ensures that the interventions
remain impactful in the long term and can continue to address the evolving needs of the population.

Therefore, the context analysis serves at five major purposes:

¢ For the pilot implementation teams: It ensures that the design and execution of pilot interventions
are evidence-informed and responsive to local contexts. By grounding the pilots with the gaps
identified through the context analysis enhances the potential for achieving meaningful and
measurable impact within diverse health systems.

e For WPs 6-11 leadership teams: It provides critical insights that are necessary for the development
of roadmaps for scaling up pilot results and outcomes. The analysis also highlights the specific
characteristics, factors, and contextual elements that must be taken into account when developing
robust implementation strategies tailored to the needs of each country and region.
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e For the JACARDI sustainability action plan: This analysis informs the development of a
sustainable framework for the future impact of JACARDI, ensuring that the initiatives launched under
the Joint Action have long-term benefits and are integrated into ongoing public health strategies.

e For national and regional policymakers and stakeholders: The context analysis equips
policymakers with the evidence needed to design and implement more effective responses to the
growing burden of CVDs, diabetes, and other NCDs. It provides the necessary information to
incorporate the outcomes of JACARDI pilots into national health strategies, fostering better
coordination and resource allocation.

e For European policymakers and stakeholders: On a broader scale, the analysis contributes to
EU-level policy development aimed at addressing the burden of CVDs and diabetes across Europe.
By understanding the diverse challenges and solutions across different countries, it helps to
exchange evidence-based practices and to foster collaboration and synergies, creating a unified and
effective approach to reducing the burden of these public health challenges on a European level.

In sum, the context analysis is not merely an academic exercise; it is a tool for shaping effective,
evidence-based public health policies and interventions. It ensures that the work of JACARDI is
grounded in real-world needs and that the pilots can be adapted to achieve meaningful, sustainable
impacts at local, national, and European levels.

3.2 Objective

The objective of the context analysis is to establish a comprehensive understanding of the current landscape
of CVDs and diabetes prevention and management across Europe, with a focus on national and regional
specificities (e.g. variations in health care systems, policy landscapes, etc). This comprehensive assessment
focused on six key thematic areas: i) health literacy and awareness; ii) data availability, quality, and
harmonization; iii) screening of high-risk populations; iv) integrated healthcare pathways; v) patients’ self-
management; vi) and labour participation. These domains reflect the core intervention areas of JACARDI
WPs 6-11 and represent critical components for achieving impactful and sustainable public health outcomes.
By systematically mapping existing policies, healthcare delivery models, institutional capacities, and public
health frameworks, the analysis aims to identify critical gaps, systemic challenges, and opportunities for
improvement. This foundational assessment supports the design, implementation, and scaling of effective,
contextually relevant interventions under the JACARDI Joint Action. It ensures that pilot projects are tailored
to the specific needs of local health systems and populations, while also informing strategic planning for
sustainability and policy integration at national and EU levels. Ultimately, the context analysis facilitates
evidence-based decision-making and fosters a coordinated public health response to the growing burden of
CVDs and diabetes, contributing to stronger, more resilient health systems across the European Union.

3.3 Methodological Framework for context analysis at the European and country
level

To achieve the objective of Task 5.1.1, a structured questionnaire-based survey was designed to
systematically assess the current national-level measures for the prevention and management of CVDs and
diabetes across Europe. Twelve separate yet complementary questionnaires were developed for each of the
six thematic areas - health literacy and awareness, data availability and quality, screening of high-risk
populations, integrated care pathways, patients’ self-management, and labour participation - with tailored
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content specific to both CVDs and diabetes. The questionnaires were constructed to capture comprehensive
and comparable data across countries, including quantitative and qualitative elements. The questionnaire
was developed drawing on internationally recognised models (WHO Health System Building Blocks,
SCIROCCO Maturity Model) to ensure methodological robustness, and through contributions from WPs 6—
11 leadership teams, who formulated questions based on expert knowledge, evidence from scientific and
grey literature, and international guidelines, ensuring alignment with international standards, thematic
objectives and operational contexts.

The survey was disseminated to National Focal Points for Health in 32 European countries through a
collaborative mechanism with the Joint Action of National Focal Points for Health (JANFP4Health). The
participating countries included: Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark,
Estonia, Finland, France, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania, Luxembourg,
Malta, Moldova, Netherlands, Norway, Poland, Portugal, Republic of Serbia, Romania, Slovakia, Slovenia,
Spain, Sweden, and Ukraine.

Of these, 21 countries are participating in JACARDI, and to maximise alignment and synergy between the
two Joint Actions (JACARDI and JANFP4Health), the questionnaires were also distributed directly to the 21
Competent Authorities involved in JACARDI. This dual distribution strategy was designed to enhance
response rates and ensure consistency in data collection.

3.3.1 The country-level questionnaires

To systematically assess the six thematic areas identified for the context analysis, a total of 12 structured
questionnaires were developed - one for each thematic area, tailored separately for CVDs and diabetes. The
thematic areas included:

e Health literacy and awareness

o Data availability, quality, accessibility, and sharing
e Screening of high-risk populations and individuals
e Integrated care pathways

e Patients’ self-management

e Labour participation

Each questionnaire followed a common structure comprising two main sections:
i) Governance and Financing, and ii) Service Delivery and Capacity, enabling a comprehensive assessment
of both policy-level and operational aspects.

.  Governance and Financing
This section, consisting of approximately 15 structured questions, aimed to assess the legal and strategic
frameworks, intersectoral policies, equity-oriented approaches, and financing mechanisms in place for the
prevention and management of CVDs and diabetes at the national level. The section was organised around
five key domains:

e Legal framework
e Strategic framework
¢ Intersectoral policies and practices
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e Equity-oriented approaches
¢ Funding mechanisms

The conceptual underpinning of this section drew from internationally recognised models, notably the WHO
Health System Building Blocks and the SCIROCCO Maturity Model, ensuring methodological robustness
and alignment with evidence-based standards. The Task 5.1 team initially developed a core set of questions,
which were then tailored to the specific focus and objectives of WPs 6-11. A process of iterative refinement
followed, conducted in close coordination with WPs 6-11 leadership teams, to ensure relevance, clarity, and
consistency across thematic areas.

Il. Service Delivery and Capacity
This section was designed to assess the actual implementation and availability of health services related to
CVDs and diabetes. It focused on mapping existing capacities, identifying service gaps, and understanding
challenges at both national and EU levels. The WPs 6-11 leadership teams were responsible for developing
the content of this section, ensuring that the questions reflected the specific objectives, target populations,
and operational realities of their respective thematic areas.

To ensure coherence and alignment with international standards, WPs 6-11 teams were requested to define
an “ideal state” for service delivery and capacity in their thematic area. The identification of the ideal state
was guided by three primary sources of information:

e The expert knowledge and experience of WP6-11 leadership teams and partners, supported by
references and bibliographic evidence.

e A review of scientific literature, grey literature, national and international guidelines, and findings
from previous EU-funded Joint Actions or projects.

e Additional relevant sources, including expert consultations, specialised databases, and web-based
resources deemed credible and evidence-based.

Upon submission of the draft questionnaires by each WPs 6-11 team, the Task 5.1 team conducted a
thorough harmonisation and quality control process, ensuring consistency in format, terminology, and
structure across all 12 questionnaires. This final step was critical to facilitate comparability of results and
ensure methodological rigour.

For further information on the 12 questionnaires developed, including structure and content, please refer to
Annex 6.1.

3.3.2 REDCap tool

For the deployment and data collection of the 12 structured questionnaires, the REDCap (Research
Electronic Data Capture) online platform was selected. This choice was based on a combination of
methodological, operational, and regulatory considerations:

e Data security and compliance: REDCap is a secure, web-based application designed to support data
capture for research and evaluation studies. It facilitates a robust and secure data collection process
through protective security measures and role-based access controls. Additionally, REDCap is
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designed to support compliance with General Data Protection Regulation (GDPR) standards,
ensuring the protection of personal data.

e Functionality and user-friendliness: REDCap offers a user-friendly interface that allows for efficient
data entry and progressive saving of responses. These features support the completion of complex
surveys in a flexible manner, accommodating different working rhythms across participating
countries.

e Reliability and customisation: The platform supports the creation of customised survey links and the
enforcement of mandatory fields, which ensures completeness of data and standardisation of inputs
across diverse settings.

Each of the 12 questionnaires was deployed through individualised REDCap survey links, corresponding to
the six thematic areas for both CVDs and diabetes. Respondents accessed the questionnaires through
these unique URLs, which enabled structured and topic-specific data collection.

Key technical features of the REDCap distribution included:

e Mandatory completion: The system was configured to require responses to all mandatory questions
prior to submission. This ensured data completeness and minimised missing data, which is critical
for robust analysis and comparability across countries.

e Multi-session completion: Respondents had the option to save their progress and complete the
questionnaire over multiple sessions, supporting higher response quality and facilitating consultation
with relevant stakeholders during the response process.

e Anonymity and data integrity: The entire process of data entry was designed to be anonymous, with
no personally identifiable information collected, although respondents were asked to indicate their
country and institution. This approach ensured confidentiality and encouraged open and accurate
reporting of national-level data, particularly on potentially sensitive issues related to governance,
financing, and service gaps.

The use of REDCap thus provided a secure, efficient, and standardised method for gathering high-quality
data across multiple countries, supporting the overarching methodological rigour of Task 5.1.1 and enabling
reliable analysis of the current landscape in CVDs and diabetes prevention and management across
Europe.

3.3.3 Questionnaire distribution and Stakeholder involvement

To ensure effective implementation of Task 5.1.1 and foster collaboration with key national stakeholders, two
virtual briefing sessions were organised on 9 February and 22 March 2024 with the National Focal Points for
Health participating in the Joint Action on National Focal Points for Health (JANFP4Health). These sessions
served multiple purposes:

e To present the objectives and methodological framework of the context analysis;

e Tolllustrate the structure and content of the 12 questionnaires;

e To emphasise the importance of synergies between JACARDI and JANFP4Health in enhancing data
completeness, validity, and comparability across European countries;

e To provide practical guidance on the completion timeline and the use of the REDCap platform for
data collection.
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These meetings also facilitated direct interaction with the Task 5.1 team, allowing NFPs to raise clarifying
questions and ensure alignment with national-level processes for data gathering and expert engagement.

Following the preparatory phase, on 2 April 2024, the 12 REDCap questionnaire links were officially
distributed to the National Focal Points for Health of 32 European countries, including all 21 countries
participating in JACARDI. The distribution was carried out via email by the Coordination Team of the Joint
Action on National Focal Points for Health (JANFP4Health), ensuring alignment between the two Joint
Actions and facilitating a streamlined and coordinated dissemination process. To strengthen national-level
collaboration and ensure comprehensive responses, Competent Authorities involved in JACARDI were also
engaged and requested to provide support in two key areas:

e Selection of thematic experts for specific questionnaires, based on national expertise and
institutional responsibilities;
e Completion of the questionnaires, either directly or in collaboration with the respective NFP.

Each NFP received a comprehensive package of materials [Annex 6.1], including:

e A Guide to Completion, outlining detailed instructions for accessing, navigating, and completing the
online questionnaires;

¢ A Glossary of Terms, aimed at ensuring consistency in the interpretation of key concepts across
different countries and contexts;

e The 12 questionnaires in PDF format, provided for preliminary review and consultation prior to online
completion.

The initial deadline for submission was set for 17 May 2024. In response to requests from participating
countries and to enhance data completeness, a deadline extension was granted until 7 June 2024, marking
the conclusion of the data collection phase. An exceptional submission was subsequently accepted from one
country on 12 February 2025, under extraordinary circumstances.

Formal follow-ups were conducted on 30 April, 17 May, and 31 May 2024. Additionally, further bilateral
follow-ups were carried out by the JANFP4Health coordination team with the NFPs to ensure timely and
complete submission of data.

This structured and multi-level approach to stakeholder engagement and data collection ensured a high level
of participation, fostered cross-country comparability, and supported the generation of robust evidence for
the subsequent phases of results analysis and within JACARDI.

3.3.4 Data analysis and reporting

Following the completion of the data collection process, the Task 5.1 team conducted a descriptive analysis
between June and November 2024 to summarize the collected data and extract key insights.

The data were processed using Stata software (version 17 and 18; StataCorp, College Station, TX), a widely
used statistical tool, ensuring consistency and methodological rigor in data handling.

Given the nature of the collected information, the analysis primarily involved descriptive statistics, with
results presented as absolute numbers (N) and corresponding percentages (%). This approach allowed for a
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clear and structured representation of the frequency of responses, facilitating the identification of trends and
variations across the surveyed countries.

The analysis aimed to provide an in-depth overview of the current status of CVDs and diabetes
prevention and management at both the European and national levels. To achieve this, the findings
were summarized for each WPs 6-11 and disease (namely CVDs and diabetes), with an additional
breakdown at the country level.

The results were presented through a combination of visualizations (such as figures, charts, and graphs)
and textual summaries. This approach ensured that the findings were both concise and comprehensive,
enabling easy interpretation of complex data.

Each WP and disease area was followed by a key messages and implications section, which highlighted
the most critical policy and practice implications at the EU level, offering actionable insights for stakeholders
and decision-makers.

Additionally, country profiles were developed, providing a snapshot of the governance, financing, and
service delivery and capacity status in each country that participated in the survey. These profiles facilitated
a comparative understanding of national contexts, serving as a valuable resource for evaluating local
challenges and opportunities in the implementation of CVD and diabetes-related interventions.

To enhance the clarity and accessibility of the data, the final report was complemented by a graphical layout,
designed to improve the readability and understanding of the presented results, ensuring that stakeholders
at all levels could easily interpret and act upon the findings. This structured presentation of data, combining
both quantitative and qualitative approaches, supports the formulation of evidence-based recommendations
for future public health strategies across Europe.

Methodological Note

The results presented below are derived exclusively from the responses of NFPs, JACARDI Competent
Authorities, or their designated experts and may not fully capture the comprehensive national context or
accurately represent the on-the-ground realities.

The results derived from the questionnaires are based on responses provided at the national level, which
may not fully capture the regional or local variations within each country. This is particularly relevant in
countries where there may be significant differences in healthcare policies, service delivery, and capacity
between different regions or localities. As such, while the data reflects the national perspective, it may not
entirely represent the nuances or specificities of local healthcare contexts. Therefore, caution should be
exercised when interpreting and generalizing these findings, as they are based on national-level responses
and may not fully reflect all aspects of the local context.

3.4 Fostering synergies between JACARDI and JANFP4Health

A preliminary session to present the synergies between JACARDI and JANFP4Health, along with the
methodological process employed for mapping, was held during the “Synergies meeting for Integrated Care
Showcase event’, co-organized by the European Health and Digital Executive Agency (HaDEA) on October
28-29, 2024 at Spazio Europa, Rome. This event served as a first opportunity to highlight the collaborative
efforts between the two Joint Actions, demonstrating how their complementary expertise and resources have
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been leveraged to enhance the mapping process for CVDs and diabetes prevention and management. The
session also emphasized the methodology used, the cross-country analysis, and evidence-based
approaches to ensure the relevance and impact of the findings. A more comprehensive workshop, focused
on presenting the detailed results of the context analysis, will be organized in autumn 2025, offering a
deeper dive into the outcomes and further fostering the exchange of knowledge and practices between the
stakeholders involved.

3.5 Results

The following sections present the results of the context analysis, offering a structured overview at the
European level. The findings are organized by disease area, first addressing CVDs and subsequently
diabetes.

Each disease-specific section is further divided into key thematic areas aligned with the focus of the
technical WPs: i) Health literacy and awareness; ii) Data availability, quality, accessibility, and sharing; iii)
Screening of high-risk populations and individuals; iv) Integrated care pathways; v) Patients’ self-
management; vi) Labour participation.

To enhance interpretability and support evidence-informed decision-making, the presentation of results will
conclude with key messages and implications for each disease-specific section. These will underscore the
most critical policy and practice implications at the EU level, offering actionable insights for stakeholders and
policymakers.

Finally, detailed country profiles for responding countries are included as Annex 6.3. These profiles,
organized alphabetically, first present information on CVDs, followed by diabetes, offering a country-level
perspective that complements the broader European analysis.
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European mapping on Health Literacy

Health literacy is a fundamental pillar for promoting and sustaining
health and well-being across all stages of life. Limited health
literacy presents a significant barrier to effective health policies and
practices. The pilot projects in JACARDI aim to optimize the way
individuals, communities and organizations access, understand and
use health information, taking into account their social, cultural and
economic characteristics.

This report presents the main findings of the context analysis on
health literacy on cardiovascular diseases (CVDs), which aims
at mapping the state of the art at both national and European
levels, identifying the current situation. This assessment includes
the availability of governance and financing structures, including
aspects of intersectoral collaboration and equity, as well as the
status of service delivery and capacity for the prevention and
management of cardiovascular diseases.

In this report the information is provided in an aggregated form, for
detailed information about each of the responding countries please
refer to the Country Profiles Annex.

Please refer to the Methodological Framework for context analysis at
the European and country level section for the methodological note.
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Cardiovascular diseases
General overview

1. Governance and Financing

An analysis of governance and financing structures related to cardiovascular diseases was conducted across 21 Euro-
pean countries that responded to the JACARDI survey. The results are summarized in an index' , which evaluates the
presence of key components: specific legislations, national strategic frameworks, intersectoral approaches, equity-ori-
ented strategies, and dedicated national funding. Figure 1 represents the index distribution, with countries shaded

in darker tones indicating higher availability of governance and financing structures. Countries shown in grey did not
participate in the survey.

The availability of governance and financing structures for health literacy
on cardiovascular diseases

-

No availability Availability
of governance of governance
and financing and financing
structures structures

o 1 2 © 4 5

Romania Lithuania Ireland Finland Latvia Poland
Greece Iceland France Italy

Belgium Hungary Spain

Croatia Portugal

Czech Republic Ukraine

Slovenia

Slovakia

Norway

Malta

MALTA

Figure 1

The index ranges from 0 to 5, each key component contributes one point to the overall index.
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Health Literacy on CVDs

1.1 Legal framework

About 48% (N=10/21) of the responding countries report
having a national legislation on health literacy, either
specific or non-specific to cardiovascular diseases (Figure
1.1).

Among the ten countries with a national legislation, only
two report a regional and/or local variability in the adop-
tion of the national legislation (six report no variability and
for the remaining two the information is not available).

Percentage of countries with a national
strategic framework on health literacy

47.6%

4.8%
14.3%
33.3%

H Yes

m Not in place but under development

m No

m No information

Figure 1.2.1
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Percentage of countries with a national
legislation on health literacy

28.6%

19.0%

9.5%

42.9%

m CVD-specific legislation

m Non-CVD-specific legislation
m No legislation

B No information

Figure 1.1

1.2 Strategic framework

Almost half (48%, N=10/21) of responding countries re-

port having a national strategic framework established
for promoting health literacy on cardiovascular diseases.
Additionally, only one (5%, N=1/21) indicates that such a
framework is currently under development (Figure 1.2.1).

Among the countries without a national strategic frame-
work, only one reports a local and/or regional version of
the framework.
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The five most frequently reported objectives of the national strategic frameworks are: improving population health
literacy, promoting behavioural changes, addressing and reducing health inequities, promoting early detection, and
enhancing the health literacy responsiveness of health services (Figure 1.2.2).

The five most frequently reported objectives of the national strategic frameworks

Improve the health literacy of the population

Promote behaviour change

Address/reduce health inequities

Promote the importance of early detection

Improve the health literacy responsiveness
of health services

Figure 1.2.2

Among the ten countries with a national strategic frame-
work, three (30%, N=3/10) report having already com-
pleted and assessed their framework (with one country
also reporting the update of the strategic framework).

Two countries (20%, N=2/10) report having started the
implementation of their framework, while the same pro-
portion (20%, N=2/10) report having approved theirs, al-
though implementation has not yet started (Figure 1.2.3).

Three countries (30%, N=3/10) report regional or local
variability in the implementation stages of their national
strategic frameworks.
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FREQUENCY

Percentage of countries by implementation
stage of national strategic framework

20.0%

20.0%
10.0%

10.0%

20.0%

B Completed, assessed and updated
m Completed and assessed
W Started but not assessed

m Other or multiple strategies

®m No information Figure 1.2.3



Health Literacy on CVDs

1.3 Intersectoral approach

Of the eleven countries with a strategic framework in place (either national or regional/local), all (N=11/11) report the
involvement of multiple stakeholders in the development and/or implementation of the strategic framework, with the
most frequently mentioned stakeholders being Ministry of Health, Public Health Agencies on a National, Regional and/
or Local level, and Regional and/or Local Health Authorities (Figure 1.3).

The five most frequently reported stakeholders involved in the development and/or implementation
of the strategic framework

Ministry of health (or equivalent)

National, Regional and/or Local Public Health Agencies

Regional and/or Local Health Authorities

Social science and health research institutes/Universities

Scientific societies

Figure 1.3 FREQUENCY

1.4 Equity-oriented approach

Among the eleven countries with a strategic framework in place, 73% (N=8/11) report that an equity approach is
embedded in the framework.

The frequently reported recommendations to ensure equity through the strategic framework are: developing and
implementing school-based initiatives, monitoring and evaluating social inequalities in health literacy programs among
different population subgroups, and collaborating with community leaders and organizations representing populations
living in vulnerable situations (Figure 1.4.1).

The five most frequently reported recommendations to ensure equity through the strategic framework

Developing and implementing school-based initiatives

Monitoring and evaluating social inequities in health literacy
programs among different population subgroups

Collaborating with community leaders and organizations
representing populations living in vulnerable situations

Development of plain language and multilingual
(health-related) communications

Training health services providers in working with persons
from diverse cultural and ethnic backgrounds

Figure 1.4.1 FREQUENCY
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The most frequently reported populations in vulnerable situations addressed by the strategic framework are children,
adolescents and older persons (Figure 1.4.2).

The five most frequently reported populations in vulnerable situations addressed
by the strategic framework

Children

Adolescents

Older persons

Pregnant woman

Individuals with a family history of CVDs

Figure 1.4.2 FREQUENCY

About 43% (N=9/21) of the responding countries report having education or awareness campaigns that aim to tackle
commercial determinants of health (i.e., systems, practices, and pathways through which commercial actors affect
health and equity).

The main reported awareness campaigns are on: harmful health effects of unhealthy commodities, incentives for food
healthy products, and age-specific restrictions on the sale/distribution of unhealthy commaodities (Figure 1.4.3).

The five most frequently reported awareness campaigns aimed at tackling commercial determinants
of health

Campaigns on harmful health effects
of unhealthy commodities

Campaigns on incentives for food healthy products
(e.g. non-processed food, fruit and vegetables,...)

Campaigns on age-specific restrictions
on the sale/distribution of unhealthy commodities

Campaigns on food labelling and regulaton
of food portion sizes

Campaigns about market and advertising
strategies of unhealthy commodities

Figure 1.4.3 FREQUENCY
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1.5 Funding

Above half of the responding countries (57%, N=12/21)
report the availability of national funding for health liter-
acy strategies on cardiovascular diseases. One country
(5%, N=1/21) reports structural funding (Figure 1.5).

About a quarter of the responding countries (24%,
N=5/21) report the availability of funding at the regional
and/or local level.
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Percentage of countries with available
national funding for health literacy

14.3%

4.8%

9.5%

B Yes, structural
B Yes but not on a scheduled basis
m Other sources of funding

m No information
Figure 1.5
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2. Service Delivery and Capacity

About 48% of the responding countries (N=10/21) report
the implementation, either full or partial, of surveys aim-
ing at enabling comparison of health literacy profiles
within regions and countries to help incentivize author-
ities and organizations (including governments) to invest
in health literacy.

An additional almost 24% of the responding countries
(N=5/21) report having planned to conduct such surveys
but they have not started yet (Figure 2.1).

Percentage of countries reporting the
implementation of activities to promote
health literacy on cardiovascular diseases
among leaders and policy-makers

in different sectors

33.3%

4.8%
23.8%
| Fully implemented
m Partially implemented
Planned but not yet implemented
B No information
Figure 2.2
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Percentage of countries reporting the
implementation of surveys aiming at enabling
comparison of health literacy on
cardiovascular diseases profiles within
regions and countries

33.3%

23.8%
m Fully implemented
m Partially implemented
Planned but not yet implemented
B No information
Figure 2.1

Approximately, 38% of the responding countries (N=8/21)
report the implementation, either full or partial, of activ-
ities to promote health literacy among leaders and
policy-makers in different sectors to create enabling
environments and to assist leaders and policy-makers

in the understanding and, therefore, in the application of
health literacy issues across sectors in useful and effec-
tive ways.

Additionally, almost 24% of the responding countries
(N=5/21) report having planned to promote health literacy
among leaders and policy-makers but they have not
started yet (Figure 2.2).
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Percentage of countries reporting the
implementation of strategies concerning
health literacy on cardiovascular diseases
for mass communication

23.8%
19.19
9.5% Sl
m Fully implemented
m Partially implemented
Planned but not yet implemented

B No information

Figure 2.3

Almost 48% of the responding countries (N=10/21) report
the implementation, either full or partial, of programs to
promote child and adolescent health literacy on car-
diovascular diseases through actions aimed at develop-
ing knowledge, motivation and competencies of children,
parents, school principals and teachers concerning health
(e.g. nutrition, anatomy, healthy behaviours, sleep and
health services) to promote, access and maintain health
throughout life.

Additionally, about 24% of the responding countries
(N=5/21) report having planned to implement programs
to promote child and adolescent health literacy but they
have not started yet (Figure 2.4).
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A third of the responding countries (33%, N=7/21) report
the implementation, either full or partial, of strategies
concerning health literacy on cardiovascular diseas-
es for mass communication, including setting guide-
lines for content, presentation, sustainability and delivery
systems for information, such as mass media, information
websites and hubs, and literature for mass dissemination.
Furthermore, approximately a fifth of the responding
countries (19%, N=4/21) report having planned strategies
for mass communication but they have not started yet
(Figure 2.3).

Percentage of countries reporting the
implementation of programs to promote
child and adolescent health literacy

on cardiovascular diseases

| Fully implemented
W Partially implemented
Planned but not yet implemented

m No information
Figure 2.4
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Percentage of countries reporting the
implementation of initiatives to improve
digital health literacy on cardiovascular
diseases

9.5%

9.5%

m Fully implemented
m Partially implemented
Planned but not yet implemented

B No information
Figure 2.5

Around 57% of the responding countries (N=12/21) report
the implementation, either full or partial, of programs

to improve health literacy and behaviour change
competencies of health-care staff concerning cardi-
ovascular diseases, including cultural competence and
non-stigmatizing attitudes, especially when engaging with
minority groups and groups that may experience margin-
alization.

Additionally, almost 10% of the responding countries
(N=2/21) report having planned these programs but they
have not started yet (Figure 2.6).
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Only 19% of the responding countries (N=4/21) report
the implementation, either full or partial, of initiatives to
improve digital health literacy concerning cardiovas-
cular diseases in order to ensure that people have the
information, knowledge and skills to engage well in all
forms of health services on digital platforms (e.g. use of
information technology and digital health, navigation and
access to services and insurance systems).

Additionally, almost 43% of the responding countries
(N=9/21) report having planned to implement initiatives
to improve digital health literacy but they have not started
yet (Figure 2.5).

Percentage of countries reporting the
implementation of programs to improve
health literacy and behaviour change
competencies of health-care staff concerning
cardiovascular diseases

m Fully implemented
m Partially implemented
Planned but not yet implemented

B No information
Figure 2.6
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Percentage of countries reporting the
implementation of health literacy-related
activities for targeting “gap” groups

42.9%

4.8%
9.5%
B Fully implemented
m Partially implemented
Planned but not yet implemented
® No information
Figure 2.7

Almost 29% of the responding countries (N=6/21) report
the implementation, either full or partial, of health liter-
acy initiatives directed to enabling consumer choice
and self-direction concerning cardiovascular diseas-
es with the aim of strengthening programs that focus on
self-management and people-centred approaches.
Additionally, 19% of the responding countries (N=4/21)
report having planned these initiatives but they have not
started yet (Figure 2.8).
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Approximately, 48% of the responding countries
(N=10/21) report the implementation, either full or partial,
of health literacy-related activities for targeting “gap”
groups — individuals who are not, or are insufficiently,
engaging with health services or preventive activities, as
well as those not benefiting from current cardiovascular
health literacy strategies.

Additionally, about 10% of the responding countries
(N=2/21) report having planned these activities but they
have not started yet (Figure 2.7).

Percentage of countries reporting the
implementation of health literacy initiatives
directed to enabling consumer choice and
self-direction concerning cardiovascular
diseases

14.3%

19.1%
14.3%

| Fully implemented
m Partially implemented
Planned but not yet implemented

m No information
Figure 2.8



Health Literacy on CVDs

31

Percentage of countries reporting the
implementation of initiatives to promote
community action on health-related issues
concerning cardiovascular diseases

38.1%

14.3%

4.8%
m Fully implemented
m Partially implemented
Planned but not yet implemented
B No information
Figure 2.9

About 52% of the responding countries (N=11/21) report
the implementation, either full or partial, of initiatives to
promote community action on health-related issues
concerning cardiovascular diseases stressing the ex-
tent to which people have the critical health literacy needed
to actively engage in their communities and wider society
through talking about their concerns, participating in public
debates and decision-making processes about health, and
demanding policy and programme changes necessary to
improve health and equity for people around them.
Additionally, one country (5%, N=1/21) reports having
planned these initiatives but it has not started yet (Figure
2.9).
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European mapping on Data availability, quality,
accessibility and sharing

Accurately monitoring risk factors, prevalence and progress of
diseases is essential to identify a country’s health challenges. The
pilot projects in JACARDI aim to improve data quality and collection
methods for cardiovascular diseases (CVDs). This is achieved
through standardization and harmonization of the data, which allows
for better comparisons between countries and helps to pinpoint
opportunities for improvement in each country.

This report presents the main findings of the context analysis on
data availability, quality, accessibility and sharing, which aims

at mapping the state of the art at both national and European
levels, identifying the current situation. This assessment includes
the availability of governance and financing structures, including
aspects of intersectoral collaboration and equity, as well as the
status of service delivery and capacity for the prevention and
management of cardiovascular diseases.

In this report the information is provided in an aggregated form, for
detailed information about each of the responding countries please
refer to the Country Profiles Annex.

Please refer to the Methodological Framework for context analysis at
the European and country level section for the methodological note.
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Cardiovascular diseases
General overview

1. Governance and Financing

An analysis of governance and financing structures related to cardiovascular diseases was conducted across 20 Euro-
pean countries that responded to the JACARDI survey. The results are summarized in an index' , which evaluates the

presence of key components: specific legislations, national strategic frameworks, intersectoral approaches, equity-ori-

ented strategies, and dedicated national funding. Figure 1 represents the index distribution, with countries shaded

in darker tones indicating higher availability of governance and financing structures. Countries shown in grey did not
participate in the survey.

The availability of governance and financing structures for disease registries
on cardiovascular diseases

L )

No availability Availability
of governance MALTA CYPRUS of governance
and financing and financing
structures structures
(0, @ @ 3 4] 5 2

7/
Greece Cyprus Iceland Spain Finland Poland
Belgium Czech Republic Croatia Hungary
Malta France Slovenia
Ireland Italy
Latvia Romania
Portugal Norway

Ukraine
Figure 1

The index ranges from 0 to 5, each key component contributes one point to the overall index.
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1.1 Legal framework

70% (N=14/20) of the responding countries report having
a national legislation on disease registries, either specif-
ic or non-specific to cardiovascular diseases (Figure 1.1).

Among the 14 countries with a national legislation, only
one reports a regional and/or local variability in the
adoption of the national legislation (11 report no variability
and for the remaining 2 the information is not available).

Percentage of countries with a national
strategic framework on disease registries

25.0%

10.0%

40.0%
H Yes
m Not in place but under development
m No

m No information

Figure 1.2.1
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Percentage of countries with a national
legislation on disease registries

30.0%

40.0%

5.0%

25.0%

m CVD-specific legislation

m Non-CVD-specific legislation
m No legislation

B No information

Figure 1.1

1.2 Strategic framework

A limited number of responding countries (25%, N=5/20)
report having a national strategic framework established
for developing and implementing cardiovascular diseases
registries. Additionally, 25% (N=5/20) indicate that such a
framework is currently under development (Figure 1.2.1).

Among the countries without a national strategic frame-
work, only one reports a local and/or regional version of
the framework.
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The five most frequently reported objectives of the national strategic frameworks are: contributing to public health
intervention planning as well as scientific and epidemiological research, facilitating access to data, monitoring and
evaluating the effectiveness of public health interventions and population health (Figure 1.2.2).

The five most frequently reported objectives of the national strategic frameworks

Contribute to public health intervention planning
Contribute to scientific and epidemiological research

Facilitate access to data

Monitor and evaluate the effectiveness of public health
interventions

Monitor population health

Figure 1.2.2

Among the five countries with a national strategic frame-
work, only one (20%, N=1/5) reports having already
completed, assessed and updated its framework.

The majority of countries (60%, N=3/5) report having
started the implementation of their framework, with one
country also reporting that it has made its assessment
and two others reporting that their assessments are still
pending.

However, one country (20%, N=1/5) reports having
prepared and approved the framework but has not yet
started its implementation (Figure 1.2.3).

One country (20%, N=1/5) reports regional or local var-
iability in the implementation stages of its national strate-
gic framework.
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Percentage of countries by implementation
stage of national strategic framework

20.0%

20.0%

40.0%

B Completed, assessed and updated
m Started and assessed
W Started but not assessed

Figure 1.2.3
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1.3 Intersectoral approach

Of the six countries with a strategic framework in place (either national or regional/local), almost all (83%, N=5/6) re-
port the involvement of multiple stakeholders in the development and/or implementation of the strategic framework,
with the most frequently mentioned stakeholders being Ministry of Health, Social science and health research insti-
tutes/Universities, and Public Health Agencies on a National, Regional and/or Local level (Figure 1.3).

The five most frequently reported stakeholders involved in the development and/or implementation
of the strategic framework

Ministry of Health (or equivalent)

Social science and health research institutes/Universities

National, Regional and/or Local Public Health Agencies

Scientific societies

Regional and/or Local Health Authorities

Figure 1.3 FREQUENCY

1.4 Equity-oriented approach

Among the six countries with a strategic framework in place, nearly all (83%, N=5/6) report that their cardiovascular
diseases registries incorporate an equity focus and collect, or can be linked, to sociodemographic data.
The frequently reported sociodemographic variables included are sex, age, and comorbidities (Figure 1.4).
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The five most frequently reported sociodemographic variables included in the registries
on cardiovascular diseases

Sex

Age

Comorbidities

Urbanization

Citizenship

Figure 1.4 FREQUENCY
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1.5 Funding

Percentage of countries with available
45% (N=9/20) of the responding countries report the national funding for registries on
availability of national funding for the creation and main- cardiovascular diseases
tenance of digital platforms or registries on cardiovascular
diseases. Structural funding is available in 20% (N=4/20)
of the responding countries (Figure 1.5).

30% of the responding countries (N=6/20) report the
availability of funding at the regional and/or local level.

B Yes, structural

B Yes but not on a scheduled basis
® No funding

B No information

Figure 1.5
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2. Service Delivery and Capacity

All of the responding countries (N=20/20) report conducting regular national health examination surveys, health inter-
view surveys, or cohort studies that analyse the prevalence and/or incidence of cardiovascular diseases, health-re-
lated lifestyles, and biological risk factors. The most frequently investigated indicators are body mass index (BMI),
physical activity and/or sedentarism, and alcohol consumption habits. (Figure 2.1).

The five most frequently reported indicators investigated in national health interview or cohort studies

Body mass index (BMI)

Physical activity and/or sedentarism

Alcohol consumption habits

Smoking consumption habits

Blood pressure levels (hypertension)

Figure 2.1 FREQUENCY

35% of the responding countries (N=7/20) report the presence of registries for cardiovascular diseases that include
information on epidemiology, clinical care and outcomes at national level (Czech Republic, Finland, Hungary, Iceland,
Norway, Poland, Ukraine).

30% of the responding countries (N=6/20) indicate that registries for cardiovascular diseases are available at the re-
gional/local level (Belgium, Croatia, Finland, Hungary, Iceland, Ireland).

75% of the responding countries (N=15/20) report having a unique identifier for each individual, which facilitates ac-
cess to and integration of all health-related information at the national level. Additionally, 60% (N=12/20) report having
an electronic health record system that enables the integration of health-related data specifically for cardiovascular
care at national level.
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60% of the responding countries (N=12/20) report having
recommendations for the use and implementation of Percentage of countries reporting
standard data terminologies (e.g. International Classifica- recommendations on the use

tion of Diseases (ICD) system, Systemized Nomenclature and implementation of standard
of Medicine (SNOMED) system, Logical Observation : :

Identifiers Names and Codes (LOINC) system, Human St ineleees
Phenotype Ontology (HPO) vocabulary, etc.) including
all levels of the health system. Of these, 45% (N=9/20) o
report recommendations and implementation at both 45.0%
national and local/regional levels, 10% (N=2/20) only
at national level and 5% (N=1/20) only at regional/local
level, as shown in Figure 2.2.

10.0%
5.0%
B Yes at both national and local/regional level
m Yes only at national level
H Yesonly at regional/local level
m No information
Figure 2.2

45% of the responding countries (N=9/20) report having

Percentage of countries reporting policies in place on data accessibility, including data
the implementation of policies on data governance standards for accessing raw source data
accessibility from electronic health records (EHR) (Figure 2.3).

B Yes at both national and local/regional level
m Yes only at national level

H No

B No information

Figure 2.3
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45% of the responding countries (N=9/20) report having
policies that ensure accountability for data accessibility

and transparency (Figure 2.4).

41

Percentage of countries reporting the
implementation of policies on traceability
of data access by managers, researchers
or other data access stakeholders

35.0%
15.0%

30.0% 20.0%

B Yes at both national and local/regional level
m Yes only at national level

H No

B No information

Figure 2.5

Percentage of countries reporting the
implementation of policies on accountability
for data accessibility

10.0%

15.0%
m Yes at both national and local/regional level
m Yes only at national level
m No
B No information
Figure 2.4

Half of the responding countries (50%, N=10/20)
report having policies on traceability of data access
by managers, researchers, or other data access
stakeholders (Figure 2.5).



Data availability on CVDs

25% of the responding countries (N=5/20) report having

recommendations and methodologies for calculating Percentage of countries reporting
and evaluating the costs associated with cardiovascular recommendations and methodologies for
diseases (Figure 2.6). - .

calculating and evaluating the costs

associated with cardiovascular diseases

20.0%

5.0%

B Yes at both national and local/regional level
m Yes only at national level

m No

B No information

Figure 2.6
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populations and individuals

Identifying individuals with an increased risk of developing
cardiovascular diseases (CVDs) is essential, as the onset and
progression of this condition can largely be prevented through
lifestyle changes and adequate management of risk factors.

The pilot projects in this area aim to collect standardized information
on the distribution of specific risk factors and on global risk
assessment for cardiovascular diseases across European countries,
so that targeted measures can be taken for the population at risk.

This report presents the main findings of the context analysis on
screening for high-risk populations and individuals, which aims
at mapping the state of the art at both national and European
levels, identifying the current situation. This assessment includes
the availability of governance and financing structures, including
aspects of intersectoral collaboration and equity, as well as the
status of service delivery and capacity for the prevention and
management of cardiovascular diseases.

In this report the information is provided in an aggregated form, for
detailed information about each of the responding countries please
refer to the Country Profiles Annex.

Please refer to the Methodological Framework for context analysis at
the European and country level section for the methodological note.
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Cardiovascular diseases
General overview

1. Governance and Financing

An analysis of governance and financing structures related to cardiovascular diseases was conducted across 18 Euro-
pean countries that responded to the JACARDI survey. The results are summarized in an index' , which evaluates the
presence of key components: specific legislations, national strategic frameworks, intersectoral approaches, equity-ori-
ented strategies, and dedicated national funding. Figure 1 represents the index distribution, with countries shaded

in darker tones indicating higher availability of governance and financing structures. Countries shown in grey did not
participate in the survey.

The availability of governance and financing structures for screening of cardiovascular

diseases

No availability Availability
of governance MALTA of governance
and financing and financing
structures structures
(0 @ ® © 4] 5 2
Belgium France Poland Norway Spain

Ireland Greece Malta Ukraine

Portugal Italy Finland Croatia

Romania Slovenia

Iceland Hungary

Czech Republic

Figure 1

The index ranges from 0 to 5, each key component contributes one point to the overall index.
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1.1 Legal framework

Half of the responding countries (50%, N=9/18) report
having a national legislation on screening activities for
persons at high risk of developing either cardiovascular
diseases or non-communicable diseases (NCDs), either
specific or non-specific to cardiovascular diseases (Figure
1.1).

Among the nine countries with a national legislation, only
two report a regional and/or local variability in the adop-
tion of the national legislation (six report no variability and
for the remaining one the information is not available).

Percentage of countries with a national
strategic framework on screening activities
for persons at high risk of developing
cardiovascular diseases

50.0%

11.1%
16.7%
H Yes
m Not in place but under development
m No

B No information

Figure 1.2.1
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Percentage of countries with a national
legislation on screening activities

16.7%

5.6%

m CVD-specific legislation

m Non-CVD-specific legislation
m No legislation

B No information

Figure 1.1

1.2 Strategic framework

Half of the responding countries (50%, N=9/18) report
having a national strategic framework established to
promote screening activities for persons at high risk of
developing cardiovascular diseases. Additionally, about
22% (N=4/18) indicate that such a framework is currently
under development (Figure 1.2.1).

Among the countries without a national strategic frame-
work, none reports a local and/or regional version of the
framework.

Responding countries have been asked to report the
main objectives of the national strategic framework on
the screening of high-risk populations and individuals.
Screening activities are generally framed in the preven-
tion plans and aim at ensuring equal access to prevention
programmes for all. Details on the answers are provided
in the Appendix.
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Among the nine countries with a national strategic frame-
work, five (56%, N=5/9) report having already completed
and assessed their framework (with three countries also
reporting the update of the strategic framework).

Two countries (22%, N=2/9) report having started the
implementation of their framework (with one country also
reporting that it has made its assessment).

One country (11%, N=1/9) reports having another strat-
egy or multiple ones at different stages and lastly, one
country (11%, N=1/9) reports no information (Figure
1.2.2).

Four countries (44%, N=4/9) report regional or local
variability in the implementation stages of their national
strategic frameworks.

1.3 Intersectoral approach

Percentage of countries by implementation
stage of national strategic framework

33.3%
22.2%

11.2%
11.1%

11.1%

B Completed, assessed and updated
m Completed and assessed
W Started and assessed

m Other or multiple strategies

m No information Figure 1.2.2

Of the nine countries with a strategic framework in place, almost 78% (N=7/9) report the involvement of multiple
stakeholders in the development and/or implementation of the strategic framework, with the most frequently men-
tioned stakeholders being Ministry of Health, Public Health Agencies on a National, Regional and/or Local level, and

Regional and/or Local Health Authorities (Figure 1.3).

The five most frequently reported stakeholders involved in the development and/or implementation of

the strategic framework

Ministry of Health (or equivalent)

National, Regional and/or Local Public Health Agencies

Regional and/or Local Health Authorities

Scientific societies

Social science and health research institutes/Universities

Figure 1.3
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1.4 Equity-oriented approach

Among the nine countries with a strategic framework in place, almost 67% (N=6/9) report that an equity approach is
embedded in the framework. All of them (N=6/6) report having recommendations to address health inequities.

The frequently reported recommendations to ensure equity through the strategic framework are: providing free or
low-cost screening services, promoting health literacy and raising awareness on the importance of screening among
persons at a high risk for cardiovascular diseases, and training health services providers in working with persons from
diverse cultural and ethnic backgrounds (Figure 1.4.1).

The five most frequently reported recommendations to ensure equity through the strategic framework

Providing free or low-cost screening services

Promoting health literacy and rising awareness on the
importance of screening among persons at a high risk
for CVDs

Training health services providers in working with persons
from diverse cultural and ethnic backgrounds

Developing screening strategies that respect and
incorporate cultural beliefs and practices

Development of plain language and multilingual
(health-related) communications

Figure 1.4.1 FREQUENCY

Among the nine countries with a strategic framework in place, 56% (N=5/9) report that the strategic framework specifi-
cally addresses populations in vulnerable situations.

The most frequently reported populations in vulnerable situations addressed by the strategic framework are children,
older persons, and individuals belonging to socioeconomically disadvantaged groups (Figure 1.4.2).

The five most frequently reported populations in vulnerable situations addressed by the
strategic framework

Children

Older persons

Individuals belonging to socioeconomically disadvantaged
groups (such as low income, unemployed, living in a
deprived neighborhood)

Individuals in rural or remote communities

Individuals with mental health conditions

Figure 1.4.2 FREQUENCY

48



Screening on CVDs

1.5 Funding

Almost 67% (N=12/18) of the responding countries report
the availability of national funding for screening activi-
ties for persons at high risk of developing cardiovascular
diseases. Structural funding is available in approximately
22% (N=4/18) of the responding countries (Figure 1.5).

About 39% of the responding countries (N=7/18) report
the availability of funding at the regional and/or local
level.
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Percentage of countries with available national
funding for screening activities for persons at
high risk of developing cardiovascular diseases

22.2%

22.2%

B Yes, structural
m Yes but not on a scheduled basis
W Other sources of funding

m No information
Figure 1.5
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2. Service Delivery and Capacity

Over half of the responding countries (56%, N=10/18) report having a systematic surveillance for risk factors for cardi-
ovascular diseases. In five countries this is conducted at the national level, in one only at the regional/local level, and

in four countries it is conducted at both the national and regional/local level.

The most frequently reported instances where data is routinely collected to monitor risk factors for cardiovascular dis-
eases are through: population based (general population) health examination surveys, targeted systematic screening

in healthcare settings, and opportunistic screening (Figure 2.1).

The five most frequently reported instances where data is routinely collected to monitor risk factors
for cardiovascular diseases

Population based (general population) health
examination survey

Through targeted systemic screening at the health
care setting

Through opportunistic screening

Other

Population based, targeted population group such as
migrants, health examination

Figure 2.1 FREQUENCY

The great majority of responding countries (83%, N=15/18) report having cardiovascular diseases risk assessment
tools routinely used.

The most frequently reported risk assessment tools are: the European Society of Cardiology Systematic Coronary
Risk Evaluation 2 (ESC SCORE2), the European Society of Cardiology Systematic Coronary Risk Evaluation 2-Older
Persons (ESC SCORE2-OP) and the European Society of Cardiology Systematic Coronary Risk Evaluation 2-Diabe-
tes (ESC SCORE2-Diabetes) (Figure 2.2).

The five most frequently reported cardiovascular diseases risk assessment tools

ESC SCORE?2

ESC SCORE2-OP

ESC SCORE2-Diabetes

ESC SCORE national adaptation

Other

Figure 2.2 FREQUENCY
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Appendix

Please describe briefly the declared objectives of the national strategic

framework (including if it is population based or opportunistic)

Croatia

The National program of screening and early detection of family hypercholesterolae-
mia is a document that describes how the screening for family hypercholesterolemia
among children starting elementary school is to be carried out in Croatia.

Finland

The Current Care guidelines are intended as a basis for clinical decision-making and
can be used by healthcare professionals and citizens. The screening activities that
these guidelines endorse (e.g., risk calculators and diagnostic tests) may be applied in
population-based, opportunistic, and systematic screening.

Hungary

Above 21 years old.

Italy

Early identification and taken in charge persons in conditions of risk increased for
non-communicable diseases and/or affected by pathology in connection with the
actions of National Chronic Care Plan.

Malta

Objectives were targeted for the year 2020. Currently there are efforts to update the
framework and strategy.

Norway

The Norwegian Directorate of Health has issued a national guideline for the preven-
tion of cardiovascular disease. The guideline is well implemented in both primary care
and the specialist health care. The guideline promotes:

- active case-finding of persons at high risk of cardiovascular diseases

- to use arisk-based approach when deciding to whom advice lifestyle change
(healthy diet, more physical activity, enough sleep, stop smoking, less alcohol etc) and
who should receive primary prevention of cardiovascular diseases with drugs (anti-hy-

pertensive treatment and/or cholesterol lowering).

Slovenia

Resolution on the National Health Care Plan 2016-2025 defines a specific goal on:

+ strengthening preventive approaches at primary health level aiming at upgrading
curative care with prevention activities. By introducing new preventive approaches
in all clinics at the primary level and pharmacies, the aim is to:

+ ensure equal access to prevention programmes for all, with a particular focus on
the accessibility of programmes for populations living in vulnerable situations.
Health centres must provide a comprehensive preventive-curative activity to meet
the needs of the local population. Prevention programmes shall be upgraded and
expanded with the aim of:

+ more effective prevention and management of chronic diseases and other condi-
tions, especially addressing the specific needs of populations living in vulnerable
situations and elderly populations who do not fully benefit from preventive ser-
vices. (https://www.gov.si/assets/ministrstva/MZ/DOKUMENTI/staro/2-DRZA-
VNI-ORGANI-MZ/5-0-ministrstvu/SKUPAJ-ZA-DRUZBO-ZDRAVJA-Resoluci-
ja-o-nacionalnem-planu-zdravstvenega-varstva-2016-2025-v2.pdf)

Preventive health care, including screening is carried out in accordance with the
Programme for Integrated Prevention of Chronic Non-Communicable Diseases
in Adults which is defined in the Rules as described above. The aim is to prepare
a specific strategic document for cardiovascular diseases in the next two years
where the screening for cardiovascular diseases will be defined.
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Spain The national strategic framework has the following declared objectives:

- Improve cardiovascular health of the Spanish population: increase lifespan with
the highest possible level of health and quality of life, reduce the prevalence and
incidence of cardiova<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>