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Abstract

Background
Cardiovascular are considered as the first cause of morbidity and mortality globally
(WHO). The SPIM EU project(http://spimeu.org/ aims in contributing to the

reduction of cardiemetabolic morbidity and mortality in EU Member States by
implementing innovative evidence based selective prevention actions in general

practice in five EU Member States representing various health care systems.

Aim

The overall aim of the study is to test the feasibility of implementing the first steps of
tailored selective prevention programs, in five EU Member States (SWE, DNK, CZE,
NLD, GRE).

Methods

This is afeasibility study within the framework of the SPIMEWopectwith primary

objective to identifyfactors that hamper or favor the implementation of the initial

steps (i.e. identification, invitation and risk profiling of eligible persons) of a selective
prevention program in specific primary care settings ive fEU Member States

representing different health care systerfibe design istailored to each ofthe

primary care settirgin the five EU Member States (SWE, DNK, CZE, NLD, GRE).

| generic methodologwasa ppl i ed in all five meW hMambher S
and some aspects of themethoalogy were customized toeach setting in the
respective Member St &thieal approkat wassseatiadnd r e d me't

obtainedfrom ethical committees within the five countries.

Results

Two hundred eligible individuals were identified and invited to participate in the
selective prevention program in each counffjie majority (65% to 100%) of
participantsaccepted to complete the raksessmenprofile in all countries This
selective pevention program managed to identify in some extent (7% to 22%) healthy
individuals who were at highsk for CVD in all participating countries with

exception of Sweden.


http://spimeu.org/
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Most participants identified this prevention program as feasible and useful tidyle

stated that they were willing to try to change their$if@le towards a healthier one. In
parallel, participating GPs stated that they recognized such prevention programs as a

legitimate part of their job and that they would continue to supporptbjsct.

Conclusion

The findings of the feasibility studies lestl to the formulation of certain
recommendations regarding the acceptability and efficiency of selective prevention
programs in different health care systeifise outcomes athis studyprovided input

for the toolbox (WP2) of possible measures to tailor the implementation of selective
prevention actions in all EU Member States taking their respective social, cultural,

political and health care system contexts into account.
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FIRST PART: GENERAL PROTOCOL DESIGN

Introduction

Background and rationale

Cardiovascular diseases caused more than 17, 7 million deaths worldwide in 2015 and
they are considered as the first cause of morbidity and mortality globally (WHO).
Furthermore, the guideline on cardiovascular riseanagement of the European
Society of Cardiology states th#&Ps have a unique role in identifying individuals at

risk of, but without established CVD, and assessing their eligibility for intervéntion
(Piepoli et al, 2016). Selective prevention aims tenidy highrisk individuals in

order to provide preventive actions for them.

The SPIM EU projectimedin ficontributing to the reduction of cardimetabolic
morbidity and mortality in EU Member States by establishing the feasibility of
implementing inneative evidence based selective prevention actions in general
practice in five EU Member States representing various health care sgstems
(http://spimeu.org/ Also, SPIMEU project intenced to cont r i b the e t o

implementation of an innovative approach to identify persafsgh-risk for cardio
metabolic diseases by establishing its feasibility in different EU Member States with

their typical health care systemshtip://spimewrgl). In order to facilitate this aim,

selective preventiowas selectederve as the most suitable opti@&y. the end of the
project, the consortium aied to provide a toolbox for tailoring selective prevention
actions that could be implemented in all Blember Stategplease, find further

information inD2.4).

For the needs of WP8 and in context of the study in the five participating countries of
the project, quantitative data were collected. Two separate questionnaires (one for
invited clients/patientsand one for GPs) were created. Thus, two separate online

forms were formed for each country (see image below).

This deliverable conveys three sections; the first part reportstiteeluction, aim
and research questioritbat guided the design and implentation the feasibility

studies in five participating countried.he second part conveys the specification for


http://spimeu.org/
http://spimeu.org/

- rf T : d:'" Unian S PI M E U Final report on feasibility studies

the methodology that each participating country followed as well as referent¢es of t

REDCAP online platform that was wused for online data entry

(https://redcap.med.auth.gi& https://www.projectredcap.org/). The third part

repors the results of the feasibility studies. Thesults presentations follows the

research questormnd t he outcomes that are ,present
which makes the report easier to resud follow. Also, in the final part of the report

the recommendation for the methodology and the Ingaiticy maker are included.

Finally, in the appendix section all questionnaires, consent famdsopies of the

bioethical approval that was retrieved in each couanteyincluded

Aim

WP8 aimedin testing the feasibility of the implementation of the first steps of a
selective prevention program, namely the identification, invitation and completed the
risk assessment of eligible persons. The implementatiasbe based on above
mentioned principlesbut tailored to the context of primary care in the countries
represented in the SPIMEU project (the Czech Repubkomark, Greece, Sweden

& the Netherlands

Thus, the overall aim of the stushyasto test the feasibility of implementing the first
stepsof tailored selective prevention programs, (designed on the basis of the WP7
guiding principle) in five EU Member States (SWE, DNK, CZE, NLD, GRE).

The research questions that guidbe feasibility studywere meant to explore the
acceptability and practidity of the identification, invitation and risk profiling of

eligible persons as first steps of a selective prevention program, and more specifically:

1. How many of the invited participants accepted participation in the selective
prevention program, and \ahwere their characteristics?

2. How many of those who accepted participation completed the risk profile
assessment and what was their risk profile?

3. To what extent didoarticipants consider the first steps of the program as
feasible, useful and relevant fdheir health status, do they intend to
undertake riskeducing actions and what barriers do they experience in

understanding such actions?


https://redcap.med.auth.gr/
https://www.project-redcap.org/
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4. To what extent didprimary care professionalgonsider the program as

feasible, useful and relevant, and what chavgesld they propose, if any,

for a successful customised implementation?
Methods

Study design

The feasibility study within the framework of the SPIMEU project aims in identifying

factors that hamper or favor the implementation of the initial stepsdgmtification,

invitation and risk profiling of eligible persons) of a selective prevention program in

specific primary care settings in five EU Member States representing different health

care systems. A distinction will be made in the Methods sectitweba the generic

methodology which will be applied identically in all five EU Member States (the

6core methodd) and aspects of the methods
the respective Member State (6tailored met

Study setting and samping

Core method
Setting general practice

Eligible participantspersons listed in (or regularly attending) a participating practice,

aged 4665 years without any known cardiometabolic disease or condition according
to their medical record (hypertensionardiovascular disease, diabetes mellitus,

chronic renal disease, hypercholestemia)

Procedure to identify cardiometabolic risks
Core method
The following elements are the sequential steps that will be evaluated. It is expected
that only a subgroup ahe persons will flow to each subsequent step.
- Personal invitation of 200 eligible persons per country for participation (step
A).
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- Completing a risk assessment according to a validated tool based on the ESC

guideline for cardiovascular risk management ornational guideline,
endorsed by a relevant national society or authority (step B).

- Evaluation of the the cardiometabolic risk of the patient in his/her general
health statugstep C).

Tailored method

- Size and number of participating general practices.

- Method of approaching eligible persons

- Age range of eligible persons may be different (but must includés4gear
olds).

- Selection of a validated risk assessment tool and performance of
measurements accordingly.

- Ways of communication with the invited persons for performing
measurements and discussing the results of the risk assessment (e.g. invitation

for a consultation or telephone call, GP or practice nurse, etc.).

Outcome measures and measurements

Core methods
Primary outcome measures of this feasibility study will be:

a) The number of invited eligible participants who participate in the selective
prevention program;

b) The average time per person whose risk assessment has been completed
needed for the implementatiof the selective prevention program in the
practice. The amount of time they spend on: (1) selecting eligible patients,
(2) inviting them, (3) performing additional tests or answering questions of
patients due to this feasibility study. This will be thel e n o mi nat or 6,
numerator will be the number of persons who have completed the risk
assessment. The amount of time used for CVD risk assessment is not part
of the calculation of average time.

c) The extent to which participants who completed the risk sssad
considered it useful and relevant for their health status, whether they are
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willing to undertake any riskeduction actions to modify their lifestyle

(according to their risk assessment results), and the barriers they
experienced in order to modifyngir lifestyle into a healthier one. To
measure this outcome senlosed questions on which patients can express
their opinion will be used'(see Appendix 2).

d) The extent to which the implementation of such a selective prevention
program is feasible, préacal and acceptable according to primary care
professionals.

Specification of outcome measures

- Proportion of invited persons who respond positively to the invitation for
participation; this will be calculated on the basis of a careful administration in
the participating practices;

- Proportion of participating persons whose risk assessment is completed (i.e.
whose risk score can be calculated) and their risk score. The results and the
scores will be calculated on the basis of a careful administrationein th
participating practices;

- Opinions of participating persons regarding the feasibility of the program and
their willingness to decrease their cardiometabolic risk (if applicable); this will
be measured by a written questionnaire to be completed at the moment of
being invited (see bew);

- Opinions of primary care professionals regarding the feasibility of the
program; specifically they will be asked if consider it as an important element,
to elicit their preference on integration and state their opinion on- st
long-term implenentation. A written questionnaire would be used for that

purpose. (see below).
Participant questionnaire (see also appendix

All persons who are being invited to participate readivegether with the invitation,
a questionnaire/instrument to be comgtet This questionnaire is meant to collect

information on:

- demographic characteristics of participants (age, sex, education);

10
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- life-style behaviors: smoking, physical exercise, diet factors, BMI, alcohol

consumption;
- the acceptability of being invited fos&blishing a healthisk profile, as well
as the experiences from its content and methods;
- the willingness to decrease their risk (if applicable) by changing their risk
behavior.
As much as possible, items from validated surveys will be chosen, suchSas ES

(European Social Survey http://www.europeansocialsurvey.prgranslated to the

national languagéolease, see the full report about the database in D8.2)

Primary care professional sdé questionnaire

The questionnaire for primary care professionals exgltine extent to which the
procedure to identify persons at high risk for a cardiometabolic disease can be
performed in terms of resources, time, and commitment. Questions for professionals
regarding e feasibility of implementing the selective prevention program in their
daily practice, the time allocated to implement the program, the disciplines involved,
and whether they consider the program as an important element of their services will
be included Practicalityalsq wasassessed by evaluating the extent of missing data.
In each participating practice the health care professional who was most involved with
the i mplementation of the pr ogrwasaskddt he con
to complée this questionnaire after completion of the study activities in the respective
practices. NOMAD questionnaire (Finch et., al, 20{lpase, see the full report
about the database in D8.2)

11
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SECOND PART: Specification for the implementation for each

partner country

Netherlands
A total of 200 patients from 5 general practices were invited, 40 patients per practice.
The patients were between-85 years old without (treatment for) cardiometabolic

diseases. The selection was a random selection per practice.

The Dutch teamused a Xtep approach. All invited patients received the

guestionnaire containing questions to numbefs2g appendix 1)

The last part of the questionnaire setat all patients contained the question whether
they would want to participate in a health check. If yes, they were asked to complete
the risk score test. After completing the risk score test, patients were askedro retur
the questionnaire and the risk score test by the provided envelope. If the calculates
risk score was above 30 (men) or 35 (women), patients were advised to make an

appointment with their GP for a complete risk assessment.

Patients that made an appointmédar this complete risk assessment obtained a
second questionnaire containing the remaining questions (regarding willingness to
change and relevance). The patient received an envelope to return the questionnaire.

The GP completed also a small questiorealvout this consult.

The ri sk scor e t est i s t he one i ncluded
Consulat i on Car di o,nletely aleeddy asedRn thek Metherlands and
familiar for GPs.

Czech Republic

A total of 200 patients from 10 genegalactices/ GPs were invited, 20 patients per
practice/per one GP. The study took place in Prague region and in Central Bohemian
region (five practices/GPs in each region). The patients were betwesSwyéars old
without (treatment for) cardiometaboliordition according to their medical records.

(i.e. persons without treated hypertension or hypercholesterolemia, cardiovascular
disease, diabetes mellitus, chronic renal disease). Eligible patients were invited
personally by GPs during routine visits. E&8R included 20 patients. The first part

of the questionnaire was presented personally by a GP or GP nurse. After the first

12



- (r T : d:'" Unian S PI M E U Final report on feasibility studies

part, patients had the option of deciding whether to continue with performing

measurements and discuss the results of the risksassets If yes: blood pressure,
height, weight and waist circumference were measured followed by risk assessment
using SCORE chart. After a discussion about a healthy lifestyle, the participants were

given the second part of the questionnaire.

The validated i sk assessment, which was wused is t|
Guidelines for the Management of Dyslipida
Denmark

We recruited two GPs from two clini¢sone in Odense and one in Copenhagen. We

then invited 200 patients (100 from each of the@Pspat i ent | i sts) to p
eligibility criteria for invitation to the study excluded patients who had been

diagnosed with a cardiometabolic disease and/or were not between 40 yeals

old. Of the original sample of 200 patients, 62 patiedité4d) agreed to participate.

We mailed hard copy invitations, consent forms, and risk assessment materials, as
well as prepaid return envelopes to patients. The invitation informed prospective
participants of the nature of the study, including the inhemgodsibility of
participating in a health check at their GP. The risk assessment included all items up
to question 29. If participants agreed to participate, they followed the instructions in
the invitation and filled out the consent form and risk assassqeestionnaire, and

mailed it back to us.

We then assessed each participating patien:
validated algorithms. Health profiles based on these risk assessments were then
generated and mailed back to each parti¢cipEmose participants who scored above a

certain threshold were prompted to make an appointment with their GP for a health

check. Those who scored below the threshold were informed that their participation in

the study was complete.

Those participants who wedeemedo be at risk and who made an appointment for a
health check were given the rest of the patient questionnaire (tapping willingness to
change and relevance of the intervention) by their GP to fill out and send back to us
after their appointment. Similarly, the GPs were asked to fill out AUDITs after each

patient health check.

13
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Greece

The studytook place in the Prefecture of Heraklion, one of the four districts of the
region of Crete. The UoC research team reeduihree diferent general practices

(two in an urban setting and one in rural area). The data collectdnplace the
Municipality of Heraklion (urban area) and the Municipality of Gortina (rural area)
from December 2017 to February 2018. A total of 3 GPs paataipThe Heraklion
district, has 304.270 inhabitants (150.810 men and 153.460 women) (NSSG, 2011).
The Municipality of Heraklion has 173.450 inhabitants (85.210 men and 88.240
women) and the Municipality of Gortina has 15.&32abitants. (NSSG, 2011).

A written inform consentvasbe providedo all participantsThe UoC research team
provided all information about the developed online database for the data collection
process.We invited 200 patientsthat werelisted (or regularly attending) in the
participating general practices, aged6®years without any known cardiometabolic
disease or condition, according to their medical records (hypertension, cardiovascular
disease, diabetes mellitus, chronic renaase, hypercholesterolemia)

The validated risk assessment taa@s implementedentitted:i SCORE Char 't : 20
ESC/ EAS Guidelines for the Managemeent of D
appendix2) and the performance evaluatioras be conducted basesin A NOMA D

measurement instrumento (Finch et. al., 20

Sweden

Two hundred patients 465 years old, listed on one health care center in Stockholm
county, Stuvsta vardcentralere invited by letter to participate. They had not been at
the care center for at least 18 months, to exclude all treated for CVD or diabetes, as
we are not allowed to read patients records without patient consent for research
purposes in Sweden.

Patients were sent an invitation letter and the questionnaire before the screening along
with information regarding telephone hours to book an appointment at the health care
center. Despite given specific telephone hours, the phone was answered at all hours to
maximize participation. During the phone call the participants booked an appointment
for the screening, were asked to come to the health care center at least one day before

their appointment for glucose and total cholesterol tests and received inforhmation

14
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to prepare for the test. Furthermore, they were reminded to sign the consent form and

fill in the questionnaire and bring them along for the screening appointment.

During the screening (or health dialog) it was made sure that the participants had
signed the consent form and answered the questionnaire. Blood pressure, height,
weight and waist circumference were measured followed by showing the participants
their test results and SCORE http://www.lakartidningen.se/Klindoch
vetenskap/Rapport/2017/04/NCOREvisarfa-medhogrisk-att-do-i-hjartinfarkt

eller-stroke). After a discussion about a healtlifgstyle, the participants were given

the second part of the questionnaire.

15
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THIRD PART: Results

1. Participants and their main characteristics

I Recruitment and participation rates

Two hundred eligible individuals were identified and invitedptrticipate in the
selective prevention program in each country. In the Czech Republic af 20Gted
persons accepted participation (response rate of 100%). In Denmark 62 of the 200
invited individuals accepted panipation (response rate of 34), in Greece 107 of

the 200 invited individuals accepted participatianthe program (response rate 54

%), in the Netherlands 66 out of the 200 individuals accepaetitipation (response

rate 33%) and finally in Sweden 39 out of the 200 invited individuateepted
participation (response rat20 %). Details of this process can be found in the
Flowchart of the study.

Flowchart diagram of the Study

Eligible/Invited N=200 in all countries
Accepted participationin the Czech Republic:200/200Response rate00%
selective prevention Denmark: 62/200Response ratgl.0%
program Greece 107/200 Response rei8.5%
Netherlands 66/200 Response radd.0%
Sweden 39/200 Response ratd.5%

!

Completed risk profile Czech Republic:174/200(87.0%)
assessment Denmark: 58/62(93.5%)
Greece 70/107 65.4%)
Netherlands 58/66(89.2%)
Sweden 39/39 100.0%)

)

Identified as being at high Czech Republic:12/174(6.9%)
risk for CVD Denmark: 5/62(8.6%)
Greece 8/70(11.4%)
Netherlands 21/57(36.8%)
Sweden 0/39(0.0%)

16
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Ii. Main characteristics of participants
The basic demographic characteristics of participants are summarized in Table 1. In
all participating countries besides Denmark the majority of participants were females.
The mean age of participants was 50.0 (+ 8.8) years in the Czech Republic, 55.5 (+
6.3) years in Denmark, 52.7 (+ 8.5) years in Greece, 54 (+ 10.3) years in the
Netherlands and 51.1 (x 6.3) years in Sweden.

In all participating countries the majority of participants were married with a median
number of housemates of two (in Denmark andhi Netherlands) or three (in the
Czech Republic, Greece and in Sweden). As regards the level of education in all
countries except Greece most participants had attended either college or university

while in Greece the majority of participants had completsecondary education.

In all countries most participants were currently working eithettiimé or paritime

and had a health insurance or were fully covered by the public health system of their
country. Finally in all participating countries excepte€ce most participants stated
that their income was correspondingly or

I n Greece the majority stated that their

Table 1.Basic demographic characteristics of participantspantry

Country Czech | Denmark | Greece | Netherlands Sweden
Rep.
n=200 n=62 n=107 n=66 n=39
Gender (n,%)
Female 121 29 34 36 (54.5%) 24 (69.2%)
(60.5%) | (46.8%) | (59.8%)
Male 79 33 43 30 (45.5%) 12 (30.8%)

(39.5%) | (53.2%) | (40.2%)

Age (years)

Mean (SD)| 50.0 (8.8)| 55.5 (6.3) 52.7 54.0 (10.3) 51.1 (6.3)
(8.5)
Marital status
(n,%)
Married/live in 142 44 85 47 (71.2%) 33 (84.6%)
partner| (72.8%) | (71.0%) | (79.4%)
Divorced 32 7 (11.3%) | 7 (6.5%)| 9 (13.6%) 4 (10.3%)
(16.4%)
Single, never 16 10 6 (5.6%) | 9 (13.6%) 1 (2.6%)
married| (8.2%) (16.1%)
Widowed| 5(2.6%) | 1(1.6%) | 9(8.4%)| 1 (1.5%) 1 (2.6%)

17



(‘Fddh

ealtl
F\ED

i i S PI M E U Final report on feasibility studies

Number of
housemates
Median (min, 3(0,6;2)| 2(0,5;1) | 3(1,6;2) 2 (1,5;2) 3(1,6;2)
max; IQR)
Number of
children in the
household
Median(min, 1(0,42)| 0(0,3;2 | 1(0,4;2) 1(0,3;2) 1(0,4;1)
max; IQR)
Highest
educational level
achieved (n,%)
None| 0 (0.0%)| 0(0.0%) | 5(4.7%)| 0 (0.0%) 0 (0.0%)
Primary| 1(0.5%) | 1 (1.9%) 19 1 (1.5%) 0 (0.0%)
(17.8%)
Secondary 34 8 (14.8%) 52 12 (18.2%) 0 (0.0%)
(17.2%) (48.6%)
College/university 163 45 31 53 (80.3%) 39 (100.0%)
(82.3%) | (83.4%) | (29.0%)
Years of full-
time education
Mean (SD)| 14.3 (2.9)| 17.5 (4.9) 114 14.5 (4.7) 15.0 (3.3)
(4.5)
Work status (last
7 days) (n,%)
Working full-time 131 37 62 32 (48.5%) 36 (92.3%)
(65.5%) | (59.7%) | (57.9%)
Working part 30 11 22 17 (25.8%) 2 (5.1%)
time | (15.0%) | (17.7%) | (20.6%)
Pensioner 11 8 (12.9%) | 9(8.4%) | 12 (18.2%) 1 (2.6%)
(5.5%)
Unemployed| 4 (2.0%) | 4 (6.5%) 14 3 (4.5%) 0 (0.0%)
(13.1%)
Disabled 24 2(3.2%) | 0(0.0%)| 2 (3.0%) 0 (0.0%)
(12.0%)
Do you have
health
insurance? (n,%)
Yes 192 26 (41.9) 84 66 (100.0%) 27 (69.2%)
(96.0%) (79.2%)
No | 3(1.5%) | 4 (6.5%) 21 0 (0.0%) 7 (17.9%)
(19.8%)
Not | 5 (2.5%) 32 1(0.9%)| 0(0.0%) 5 (12.8%)
applicable/fully (51.6%)
covered by publig
health
How would you
describe your
income
compared to
your <cou
average (n, %)
Lower 44 21 67 5 (7.7%) 3 (7.7%)
(22.0%) | (34.4%) | (62.6%)
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Correspondingly 61 22 23 35 (53.8%) 8 (20.5%)
(30.7%) | (36.1%) | (21.5%)
Higher 84 17 0 (0.0%) | 24 (36.9%) 24 (61.5%)
(42.2%) | (27.9%)
Dondt 10 1 (1.6%) 17 1 (1.5%) 4 (10.3%)
(5.0%) (15.9%)

2. Participation in the risk assessment and risk profile

I. Participation in the riskassessment

In the Czech Republic 87.0% of those who accepted participation completed the risk
profile assessment, in Denmark this rate was 94 %, in Greece was 65 %, in the
Netherlands 89 % and finally in Sweden all who accepted participation completed the
risk profile assessment (100.0%). Details of this process can be found in the

Flowchart of the study.
. Riskprofile of participants

a. Physical activity
Details regarding the physical activity of respondents can be found in the Table 2
below. In the Czech Republic about 15% of participants were classified have a
sedentary lifestyle, in Denmark this figure was 8%, in Greece 20%, in the
Netherlands 12% anoh Sweden 10%. Roughly one out of four participants were
classified as undeactive in the Czech Republic, Denmark, the Netherlands and in
Sweden, while in Greece that figure was double where almost half participants (48%)

were found to be underactive.

Onthe contrary, half or more of participants were classified as having an active life
style in the Czech Republic (46%), in Denmark (67%), the Netherland (60%) and in
Sweden (67%), whereas in Greece the respective figures were 21%. In activities to
increag muscle strength were engaged 29% of respondents in the Czech Republic,
20% in Denmark, 6% in Greece, 38% in the Netherlands and 69% in Sweden. Finally
in activities to improve flexibility (such as yoga or stretching) were engaged 48% of
respondents in th Czech Republic, 23% in Denmark, 9% in Greece, 62% in the
Netherlands and 59% in Sweden.
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Table 2. Physical activity of participants per country

Country Czech Denmark Greece Netherland Sweden
Rep. S
n=200 n=62 n=107 n=66 n=39
Sedentary 29 (14.7%)| 5 (8.1%) 21 (19.6%) | 8(12.1%) | 4 (10.3%)

(I rarely or never
do any physical
activities)

Underactive

(I do some light or
moderate
physical
activities, but not
every week)

62 (31.6%)

12 (25.0%)

51 (48.1%)

13 (20.0%)

10 (25.6%)

Underactive/regul
ar-light

(I do some light
physical activity
every week)

146
(74.1%)

38 (67.9%)

75 (70.1%)

39 (609%)

33 (84.6%)

Underactive/regul
ar

(I do moderate
physical
activities every
week, but less
than 30 minutes
a day or 5 days &
week)

91 (46.4%)

29 (52.7%)

36 (33.6%)

29 (44.6%)

22 (56.4%)

Underactive/regul
ar

(I do vigorous
physical
activities every
week, but less
than 20 minutes
a day or 3 days 4
week)

59 (30.1%)

12 (23.5%)

10 (9.3%)

16 (24.2%)

16 (41.0%)

Active

(I do 30 minutes or|
morea day of
moderate
physical
activities, 5 or
more days a
week)

58 (29.4%)

26 (47.3%)

13 (12.1%)

28 (42.4%)

15 (38.5%)
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| do 20 minutes or

Active 33 (16.8%)| 11 (20.0%) | 10 (9.3%) | 11 (17.5%)] 11 (28.2%)

more a day of
vigorous
physical
activities, 3 or
more days a
week.

| do activities to 58 (29.3%)| 11 (19.3%) 6 (5.6%) 25 (37.9%) | 27 (69.2%)
increasemuscle
strength, such
as lifting weights
or calisthenics,
once a week or

more.

| do activitiesto | 94 (47.7%)| 13 (23.2%) | 10 (9.4%) | 17 (62.2%) 23 59.
improve 0%
flexibility , such )

as stretching or
yoga, once a
week ormore.

b. Smoking and alcohol consumption
Results regarding smoking and drinking habits of participants are preseritablen
3. In the Czech Republic 61% of the respondents were never smokers, in Denmark
this rate was 40%, in Greece 33%, in the Netherlands 56% and in Sweden 72%. The
highest rates of current daily smokers was observed in Greece 43%, followed by
Denmark (17%), the Czech Republic (14%), Sweden (5%) and the Netherlands (3%).
Occasional smokemgere 8% in Greece and Denmark, 7% in the Czech Republic, 5%

in the Netherlands and none of the respondents in Sweden.

As regards alcohol consumption in Greek participants stated that they drink at a

median of seven standard drinks per week, followed bijcpaants from Denmark

(four standard drinks per week), Sweden (three standard drinks per week), the Czech
Republic and the Netherlands (two standard drinks per week in both countries).

Furthermore,more than 10%of participantsin all countries stated #t they drink

four/five standard drinks on a single occasamce/week or more frequent
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Table 3.Smoking and drinking habits of participants per country

Country Czech Rep| Denmark Greece | Netherlands Sweden
n=200 n=62 n=107 n=66 n=39
Do you smoke
tobacco?
| have never 122 24 35 (32.7%)| 36 (56.3%) 28 (71.8%)
been a tobacc{ (61.0%) (40.0%)
smoker
| quit over six| 34 (17.0%) 20 16 (15.0%)| 22 (34.4%) 8 (20.5%)
months agg (33.3%)
I quitlessthan 3 (1.5%) | 1(1.7%) | 1 (0.9%) 1 (1.6%) 1 (2.6%)
six months agc
Occasionally] 13 (6.5%) | 5(8.3%) | 9 (8.4%) 3 (4.7%) 0 (0.0%)
Everyday| 28 (14.0%) 10 46 (43.0%)| 2 (3.1%) 2 (5.1%)
(16.7%)
On average,
how many
standard drink
per week?
Median (min,| 2 (0,40;6) | 4 (0,60;8) | 7 (0, 46;9)| 2 (0,70;7) 3(0,30;5)
max, IQR)
How often do
you have more
than four (if
you are female)
or five (if you
are male)
standard
drinks on a
single occasion?
Everyday or| 4 (2.0%) | 4(6.5%) | 3 (2.8%) 2 (3.1%) 0(0.0%)
nearly everyday
Once a weell 29 (14.5%)| 8 (12.9%)| 12 (11.3%)| 8(12.5%) 4 (10.3%)
Once a month 48 (24.0%) 18 11 (10.4%)| 8 (12.5%) 8 (20.5%)
(29.0%)
Rarely | 86 (43.0%) 29 31 (29.2%)| 25 (39.1%) 24 (61.5%)
(46.8%)
Never| 33 (16.5%)| 3 (4.8%) | 49 (46.2%)| 21 (32.8%) 3 (7.7%)
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c. Dietary habits of participants

Questions regarding the dietary habits of participants are presenfablm 4. As
regards the frequency of vegetables and/or root vegetables consumption, 82% of
participants in Sweden, 80% in the Netherlands, 61% in Denmark, 44% in the Czech
Republic and12% in Greece stated that they consumed them once/day or more
frequent. Regarding the frequency of fruit consumption, 71% of participants in the
Netherlands, 56% of participants in Sweden, 54% of participants in the Czech
Republic, 47% in Denmark and 22% Greece stated that they consumed them
once/day or more frequent. EigHiye percent of participants in Sweden, 74% in the
Netherlands, 50% in Denmark, 38% in the Czech Republic and 33% in Greece stated
that they consumed a main of fish or shellfishednmeek or more often. Finally, 36%

of participants in the Czech Republic, 30% of participants in Greece, 17% of
participants in the Netherlands, 10% of participants in Denmark and none in Sweden
stated that they consumed pastries, chocolates, candy aof/alrinks on a daily
basis. The mean Body Mass Index (BMI) of participants was 26.7 (5.7) Kg/m2 in
the Czech Republic, 26.5 (x4.2) Kg/m2 in Denmark, 25.8 (£3.9) Kg/m2 in Greece,
25.2 (= 4.1) Kg/m2 in the Netherlands and 24.1 (£ 3.1) Kg/m2 in Swedeheln
Czech Republic 37 (19%) participants were classified as obese, 10 (16 %) in
Denmark, 16 (15%) in Greece, 4 (6%) participants in the Netherlands and 2 (5%)
participants in Sweden.

Table 4.Dietary habits of participants per country

Country Czech | Denmark | Greece | Netherlands Sweden
Rep
n=200 n=62 n=107 n=66 n=39

How often do you
have vegetables
and/or root
vegetables (fresh
or frozen)?

Once/week or les 22 2 (3.2%) 32 0 (0.0%) 2 (5.1%)
(11.1%) (29.9%)
A few times/week 89 22 62 13 (20.0%) 5 (12.8%)
(44.7%) | (35.5%) | (57.9%)
Once/day 71 25 12 46 (70.8%) 24 (61.5%)
(35.7%) | (40.3%) | (11.2%)
Twice/day or morg 17 (8.5%) 13 1 (0.9%) 6 (9.2%) 8 (20.5%)
(21.0%)

How often do you
have fruit and/or
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berries (fresh,
frozen, preserved,
juice/smoothie)?
Once/week or les 21 9 (14.5%) 27 2 (3.1%) 5 (12.8%)
(10.5%) (25.2%)
A few times/week 71 24 57 17 (26.2%) 12 (30.8%)
(35.5%) | (38.7%) | (53.3%)
Once/day 83 22 19 30 (46.2%) 15 (38.5%)
(41.5%) | (35.5%) | (17.8%)
Twice/day or more 25 7 (11.3%)| 4(3.7%) | 16 (24.6%) 7 (17.9%)
(12.5%)
How often do you
have a main of
fish or shellfish?
A few times/monthy 123 31 72 17 (26.2%) 6 (15.4%)
orless| (62.1%) | (50.0%) (67.3%)
Once/week 56 19 26 33 (50.8%) 14 (35.9%)
(28.3%) | (30.6%) | (24.3%)
Twice/week| 13 (6.6%)| 9 (14.5%) | 9 (8.4%) | 12 (18.5%) 13 (33.3%)
Tree times/week o| 6 (3.0%) | 3 (4.8%) | 0 (0.0%) 3 (4.6%) 6 (15.4%)
more
How often do you
have pastries,
chocolate, candy,
and/or soft
drink?
Once/week or les 28 16 21 18 (27.7%) 19(48.7%)
(14.0%) | (25.8%) | (20.2%)
A few times/week 59 25 32 27 (40.9%) 15 (38.5%)
(29.5%) | (40.3%) | (30.8%)
Nearly everyday 41 15 20 9 (13.8%) 5 (12.8%)
(20.5%) | (24.2%) | (19.2%)
Everyday 72 6 (9.7%) 31 11 (16.9%) 0 (0.0%)
(36.0%) (29.8%)

d. The riskassessment tools

Risk assessment was performed using the FB@A@RE instrument in the Czech
Republic, Greece and Sweden, the KRAMRASK risk assessment score was used in
Denmark and in the Netherlands the Prevention Consultation cardiometabolic risk
instrument (PC CMR) wasised. The median raw scores and the quartiles are
presented in Table 5. In the Czech Republic 7% of individuals who completed the risk
assessment were found to be of high risk. In Denmark this rate was 8.6%, in Greece
11.4% and in Sweden none of the pgoants was identified as being at high risk. In

the Netherlands, 22% of participants were characterized as being at high risk
according to the instrument and the-offtscores that was applied. These results are

presented imable 5below.
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Table 5. Analysis of the instruments for risk assessment per country

Country Czech | Denmark** Greece* | Netherlands*** | Sweden*
Rep*

n=174 n=58 n=70 n=57 n=39

Heart SCORE
(European High
Risk Chart)

Median (25% | 1 (07 2) - 1(01 3) - 0 (071 1)
75%)

Participants with
Heart SC(
5%

(n,%) | 12 (6.9%) - 8 (11.4%) - 0 (0.0%)

KRAMRASK risk
assessment score

Median (25% - 2 (17 3) - - -
75%)

Danish
participants at
high-risk

(n,%) - 5 (8.6%) - - :

Dutch PC CMR

Median (25% - - - 22.0 -
75%) (13.5i 39.5)

Dutch
participants at
high risk

(n, %) 21 (36.8%) -

* The Czech Republic, Greece and Sweden useHelaet SCORE (European High Risk Ch
**Denmark used th&RAMRASK risk assessment tool
** The Netherlands used tliereventionConsultation cardiometabolic risk (PC CMR)

3. After the risk -assessmenfevaluation of the feasibility, usefulness and
relevance for health status, intentitmundertake riskeduction actions and

barriers)

I. Participantods ass#@uwlysment of the f
After the risk assessment, participants were asked to evaluate the risk assessment. All
guestions were responded in a-ddnt Likertscale with 1 being the negative

endpoint and 10 being the positive endpoint.

Participants in the Czech Republic andSweden replied that this risk assessment
were quite relevant to them (median score 7.2 in the Czech Republic and 7.4 in

Sweden) and respondents in Greece to a fewer extent (median score 5.9).
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Furthermore, this risk assessment action was evaluated tasugeiul in the Czech

Republic (median score 7.5) and in Greece (median score 7.3) and to a smaller extent
useful in Sweden (median score 6.1). Participants in all countries assessed this action
as quite or very feasible (median score 7.5 in the CzechliRep7.4 in Greece and

9.2 in Sweden).

Finally participants stated that this risk assessment encouraged them to pursue a
healthier lifestyle (median score 7.5 in the Czech Republic, 7.6 in Greece and 6.5 in

Sweden). All the above results are presentélchble 6 below.

Table6.Parti ci pantsd assessment regarding
prevention program per participating country

Country Czech Rep | Denmark Greece Netherla Sweden
* nds*
n=174 n=62 n=70 n=66 n=39

To what extent do
you think that this
action/ risk
assessment was
relevant to you?
1=not at all relevant
10= very much

Median (25% 75%) 7.20 5.85 7.40
(5.10i 8.63) (5.47-7.70) (5.107 8.00)

To what extent do
you think that this
action/ risk
assessment was
useful for your
health?

1=not useful
10=very useful

Median (25% 75%) 7.50 7.30 6.10
(6.207 9.20) (6.987 7.83) (5.00i 7.40)

To what extent do
you think that this
action/ risk
assessment was
feasible?

1=not feasible
10=very feasible

Median (25% 75%) 7.45 7.35 9.20
(5.10i 7.45) (6.98i 7.80) (8.20i 9.90)

Do you think that
this action/ risk
assessment
encouraged you to
pursue a healthier
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lifestyle?
1=not encouraged
10=very encouraged

Median (25% 75%) 7.50 7.55 6.50
(5.00i 8.75) (7.10i 7.90) (5.10i 8.70)

*These questions were optional and were not asked in Denmark and the Netherlands ag
countries followed a-8tep approach

ii. Willingness to change
After the risk assessment, participants were asked whétlegr were willing to
change their lifestyle behavior in order to reduce their risk for cardiovascular disease
and/or typell diabetes. Most participants all countries stated that they were willing to
change their lifestyle behavior (85% of participants the Czech Republic, 93% of

participants in Greece and 82% of participants in Sweden). Main reasons that

participants were willing to change 1incl uc
CVD/ di abeteso (31% in the CzecwedeRamubl i c,
A want to be healthiero (72% in the Czec

Sweden)The above results are presentedatle 7 below.

Table7.Partici pantsdé willingness to change
Country Czech Rep | Denmark Greece Netherlan | Sweden
* ds*
n=174 n=62 n=70 n=66 n=39
| am willing to 147 (84.5%) 64 (92.8%) 32 (82.1%)

change your life
style behavior in
order to reduce
your risk for
cardiovascular
diseases (CVD)
and/or Type-2-
diabetes
| am willing to
change because:
| think | might have § 51 (31.0%) 5 (7.1%) 10 (25.6%)
high risk for
CVD/diabetes
| want to be healthie| 124 (71.3%) 43 (61.4%) 24 (61.5%)
my partner, family o 14 (8.0%) (8.6%) 0 (0.0%)
friends insists to d
o)
the doctor persuadg 14 (8.0%) 15 (21.4%) 0 (0.0%)
me to do sg
*These questions were optional and were not asked in Denmark and the Netherlands as 1
countries followed a-8tep approach
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About one out of three participants who completed the risk assessment in the
Czech Republic (35%) stated that they had encountered barriers in order to start to
change their lifestyle, in Greece this rate was 13% and in Sweden 15%. Some of
the main barries that were reported were the lack of time (37% in the Czech
Republic and 44% in Greece), lack of budget (7% in the Czech Republic and 67%
in Greece), lack of motivation (36% in the Czech Republic, 22% in Greece, 33%
in Sweden) and too difficult (22% imeé Czech Republic, 100% in Greece and
50% in Sweden). The above results are presentédhle 8 below.

Table8.Par t i anaiplmmidrd® éhange lifestyle behavior per country
Country Czech Rep | Denmark* Greece Netherlands* | Sweden
n=174 n=62 n=70 n=66 n=39
Did you encounter
any barrier in
order to start to
change your
lifestyle into a
healthier one?
Yes (n,%) 59 (34.5%) | 1(1.7%) 9 (12.8%) 6 (15.4%)
Which barriers:
I donoét 4/59 0/1 (0.0%) 3/9 1/6
to start / where to (6.8%) (33.3%) (16.7%)
begin
My 3/59 0/1 (0.0%) 1/9 0/6
family/surrounding (5.1%) (11.1%) (0.0%)
did not support me
|l donoét 4/59 0/1 (0.0%) 6/9 0/6
budget to change (6.8%) (66.6%) (0.0%)
my lifestyle
Il donoét F 22/59 0/1 (0.0%) 4/9 0/6
change my lifestylg  (37.3%) (44.4%) (0.0%)
I lack the 21/59 0/1 (0.0%) 2/9 2/6
motivation to (35.6%) (22.2%) (33.3%)
change
| tried, but it is too 13/59 0/1 (0.0%) 9/9 3/6
difficult (22.0%) (100.0%) (50.0%)
Other reason 0/59 1/1 0/9 4/6
(0.0%) (100.0%) (0.0%) (66.7%)
*These questions were optional and were not asked in Denmark and the Netherlands as t
countries followed a-8tep approach
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4, Heal t h care professional s assessment o

I Assessment of the selective prevention program using the NoMAD
guestionnaire
Two dimensions of the NOMAD questionnaire were used; Coherence and Cognitive
participation. Detailed responses per item and country can be foliathle@9 below.
As regards thetéms found under the Coherence dimension, most health care
the Czech
program differs

professionals in Republic disag!

prevention from usual way s
care professionals in Greece and 8areagreed with the above statement. As regards

the rest of the statements of the Coherence dimension, there was an agreement in all
countries with the statements AStaff in th
of the

t he

pur pose of fplr euvnednetrisotna npdr ohgorwa npor e v e n t

nature of my own worko, and Al <can see

for my wor ko.

As regards the Cognitive participation dimension of the NoMAD questionnaire,
health care professionals in tBgech Republic and in Greece somewhat agreed with

the statement AThere are key people who dr

ot her s i nvol vedo. Finally, there was a

professionals in all participating countriestiwthe rest of the statements of the

Cognitive participation dimension namely i

program is a |l egitimate part of my roleo,

~

ways t o use prevent i ontnug to csgppoat nptevendom d il v

progr amo.

Table 9. The NOMAD questionnaire

NoMAD questions per Strongly | Agree Neither | Disagree | Strongly

dimension Agree agree nor disagree

disagree

Coherence

| can see how prevention | CZ: 0/10 | CZ: CzZ:0/10 | CzZ:7/10 | CZ: 2/10

program differs from usual | GR: 0/3 | 1/10 GR:1/3 | GR:0/3 | GR:0/3

ways ofworking SW:1/1 | GR:2/3 | SW:0/1 | SW:0/1 | SW:0/1
SW: 0/1

Staff in this organization Cz:3/10 | Cz: CZ:0/10 | CZ:0/10 | CZ:0/10

have a shared understandin GR: 0/3 | 6/10 GR:0/3 | GR:0/3 | GR:0/3

of the purpose of prevention SW:1/1 | GR:3/3 | SW:0/1 | SW:0/1 | SW:0/1
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program SW: 0/1

I understand how prevention CZ: 3/10 | CZ: CZ: 0/10 | CZ:0/10 | CZz:0/10

program affects the nature ¢ GR: 1/3 | 7/10 GR:0/3 | GR:0/3 | GR:0/3

my own work SW:1/1 | GR:2/3 | SW:0/1 | SW:0/1 | SW:0/1
SW: 0/1

| can see the potential valug CZ: 3/10 | CZ: CZ: 0/10 | CZ:0/10 | Cz:0/10

of prevention program for | GR: 1/3 | 7/10 GR:0/3 | GR:0/3 | GR:0/3

my work SW:1/1 |GR:2/3 | SW:0/1 | SW:0/1 | SW:0/1
SW: 0/1

Cognitive participation

There are key people who | CZ: 1/10 | CZ: Cz:2/10 | CZ: 1/10 | CZ: 0/10

drive prevention program | GR: 0/3 | 4/10 GR:1/3 | GR:0/3 | GR:0/3

forward and get others SW:1/1 |GR:2/3 | SW:0/1 | SW:0/1 | SW:0/1

involved SW: 0/1

| believe that participating inf CZ: 4/10 | CZ: CZ:0/10 | CZ: 0/10 | CZ:0/10

preventionprogram is a GR: 0/3 | 6/10 GR:0/3 | GR:0/3 | GR:0/3

legitimate part of my role SW:1/1 |GR:3/3 | SW:0/1 |SW:0/1 | SW:0/1
SW: 0/1

|l &m open to CzZ3/10 |Cz: Cz:0/10 | CZ:0/10 | CZ:0/10

colleagues in new waysto | GR: 0/3 | 7/10 GR:0/3 | GR:0/3 | GR:0/3

use prevention program SW:1/1 | GR:3/3 | SW:0/1 |SW:0/1 | SW:0/1
SW: 0/1

| will continue to support CZ: 3/10 | Cz: CZ:0/10 | CZ:0/10 | Cz:0/10

prevention program GR:0/3 | 7/10 GR:0/3 | GR:0/3 | GR:0/3

SW:1/1 | GR:3/3 | SW:0/1 |SW:0/1 | SW:0/1

SW: 0/1

CZ: Czech Republic, GR: Greece, SW: Sweden

. Barriers encountered during implementation/use of this program in

practice

In the Czech Republic eight out of ten health care professionals identified barrier
during the implementation of the program. Most commonly reported barriers were
lack of time (8/10),
recommendation and/guidelines (3/10), not clear which professional is responsible

not enough remuneration (3/10), discrepancies in the
for implementation (3/10), no support from government/policy (3/10) and staff
shortage (2/10). In Greece all three health care professionals reported barriers during
implementation of the pregm. Most commonly reported barriers included lack of
time (3/3), staff shortage (2/3), not effective in their opinion as general practitioners
(1/3) and no support from the (practice) management (1/3). In Sweden the health care

professional reported noheountering any barriers during implementation.

Health care professionals were asked why not using this risk assessment in practice.

In the Czech Republic most health care professionals reported not using this risk

30



- rf T : d:'" Unian S PI M E U Final report on feasibility studies

assessment in practice due to lack ofeti(B/10), due to staff shortage (1/10), due to

not enough remuneration available (1/10) and due not having the support from the
practice management (1/10). In Greece all three GPs reported not using this risk
assessment due to lack of time, one due td stairtage and one due to the fact that

there was no remuneration available at all. In Sweden the health care professional
reported not using this risk assessment in practice due to the fact that she is a

nutritionist.

5. Additional information about thegk-assessment program

I. Time required for identification and invitation
In the Czech Republic a total of ten (10) GPs participated in the selective prevention
program. A median of two (2) (minimum one; maximum three) persons were
involved in the process of identification and invitation of eligible participants. Four
GPs statedhat it took a few hours in order to identify and invite the eligible
participants, three GPs stated that it took some days in order to complete this process

and three GPs stated that it was a matter of a few minutes.

In Greece three GPs participatedtie selective prevention program. Two of them
sent invitations upon checking the eligibility criteria based on the electronic health
records of their subscribed patients and the other GP based on consecutive visitors on
his setting. The first GP statedathit required the effort of two persons for forty
minutes in order to identify the eligible participants, the second GP stated that it
required a total of ten (10) days in order to identify and invite the eligible participants
and the other GP stated thatook five minutes per consecutive visitor in order to
perform the required check for eligibility and make the invitation.

In Sweden a total of two persons participated in the process of identification and
invitation of eligible participants and the abtime that was required for that process

was two days.

. Time required for risk assessment
In the Czech Republic each risk assessment lasted on average 12.0 (+ 4.5) minutes, in
Denmark 10.6 (£ 6.1) minutes, in Greece 15.6 (x 5.2) minutes and in Swe@dg 12.

5.9) minutes.
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The majority(65% to 100%)f those who participated in the selective prevention
program accepted to complete the 1@ssessment in all countriehis selective
feasibility prevention program hadsomanaged to identifin some extent®% to
22%) percentage of healthy individuals who were at higk for CVD in all

participating countriew/ith exception oSweden.

Most participants identified this prevention program as feasible and usefus, whil
they stated that they were willing to try to change their-difde towards a
healthier oneln parallel to this, participating GPs stated that they recognized such
prevention programs as a legitimate part of their job and that they would continue
to sypport this project.

This was a feasibility study thus having all the limitation of ssithlydesigns.

Due to the fact that participating countries had different PHC systems, this study
had a core design which all countries followget each country followed t s 6
tailored method of recruitment, invitatiomnd instrument for identification of
participants as being at higtsk for CVD. To this end, a direct comparison of

results between participating countries is not recommended.
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Recommendations

The findings of the feasibility stugs that were implementead the five EU Member
States, can lead to the formulation of certain recommendatioegarding the
acceptability and efficiency of selective prevention prograndifferent heah care

systens. These recommendationsould haveinput for creating a toolbox for
implementing selective prevention programs (see WP2).

Recommendations relevant to the implementation of selective prevention programs

(issues ommethodology

- Theimplementation of effective selective CMevention should include a
validated risk assessment tool for CMD;

- A selective CMDprevention program that usasvalidated risk assessment
tool seems to be importawhen it is implemented in the ageoupof 40to 65
years old.Ilt manages to identify a portion of 10@r greatey of otherwise
healthy individualsas having a high risk in the Netherlands, Greece, Denmark
and the Czech Republic;

- During a consultation in primary care personalized intervention plan the
framework of a selective prevention progtashould be initiated based on the
individualinitial risk profile andheintervention should follow afterwargs

- In a selective CMEprevention programimplementedin the primary care
settingwith the involvementof GPs seems to be timeost effective way of
approach

- The optimal time for the patients to complete the program, including the initial
risk assessment and interventseems to b&5 minutes;

- The implementation of selective CMPrevention progam should include
approaches to change the lifestyle behavior of the patient within the daily
practicewithout any additional financial cost.

Recommendations relevant the implementation of selective prevention programs

(issues orhealth carepolicy)

Specifications that should be undertaken by the health policy makers include the

following:
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- The implementation of a selective CMidevention programme in primary

care that would be considered on a national lexti the support of central
and regionaauthorities

- Cost for selective CMD prevention should be centrally allocated and
coordinated by the national government.

- During the implementation of effective selective CNdEevention, additional
support to a multidisciplinary health care team in primarye cgtrould be
provided in national level.

- A successfuimplementation of a selective CMprevention should include
training of a multidisciplinary health care team in primary care by using a

validated risk assessment tool with GPs having a leading role.

Ethical considerations

Obtaining Approval from ethical committees will be essential within the five
countries. Ethical approval has to be sought as required by national and European law,
and is required by many scientific journals. We plan to follow ghklil guidelines

for reporting of survey research (Kelley 2003; Bennett et al., 20hE) copies of the

approvals from the ethical committees are in Appendix 5.
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Appendixes

Appendixla. Clientp a t i quedtionase
Part 1. Sociodemographic data

1. What is your sex?
Male C
Female C
2. Please write down you exact age?
....... years old
3. What is your height?
...... centimeters
4. How much do you weight?
...... kilograms
5. Including yourself, how many peoplancluding childreri live here regularly as
members of this household at this moment?

...... persons

6. Thinking about the people other than yourself who live in your house, what is your
relationship with them?

Spouse/partner C Yes
C No

Number of children .......
Number of others (besides children,
Please specify relationship...........ooooiii s
7. What is your current maritaiegus?
a. Married/live-in partner
b. Divorced

c. Single, never married
d. Widowed

)OO0

8. In which country was your father born? ...........ccooocccs s s

9. In which country was your mother born? ............cccccooc s
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10.  About how many years of fulltime education have you completed?

Number of years: ...................

11. And what is the highest educational level that you completed?

a. No education C
b. Primary school C
c. Secondary school (up to 16 year old) C
d. College C
e. University C
12. What is your most recent occupation? (

13. Which of these descriptions applies most to what you have been doing for the last
7 days?

a. Working fulltime C

b. Working parttime C
c. Pensioner C
d. Unemployed C
e. Disabled C
14. Do you have health insurance?
a. Yes C
b. No C
c. Not applicable (fully covered by public health) C
15. How would you describe your income com
a. Lower C
b. Correspondingly C
c. Higher C
d Dondét know

16. Do you have any one or more of the followgligeases or conditions?

Yes No
a. High blood pressure? C C
b. High cholesterol? C C
c. Angina? C C
d. Heart attack (myocardial C C
infarction)?
e. Coronary surgery / PTCA
(Percutaneous Transluminal C C

Angioplasty)?
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f. Heart failure?

g. Transient ischaemic atta¢kIA)?

h. Stroke?
i. Depression?

O O O 0
O O O 0

17. Does any member of your family have any one or more of the following diseases
or conditions?

Yes No

a. High blood pressure? C C

b. High cholesterol? C C

c. Angina? C C
d. Heart attack (myocardial

(my C C

infarction)?

e. Coronary surgery / PTCA
(Percutaneous Transluminal
Angioplasty)?

f. Heart failure?
g. Transient ischaemic attack (TIA)

h. Stroke?
i. Depression?

O O 0 0 O
O O 0O 0 O

18.Did or do any of your parents, brothers or sisters suffer from a cardiovascular
disease (for example a myocardial infarction, stroke, TIA, heart failure) before the
age of 60Please tickoneanswer
C Yes
C No
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Part 2. Physical activity

Physical Activitiesare activities where you move and increase your heart rate above

its resting rate, whether you do them for pleasure, work, or transportation.

The following questions ask about the amount and intensity of physical activity you
usually do. The intensityf@he activity is related to the amount of energy you use to

do these activities.

Examples of physical activity intensity levels:

Light activities
A your hes
slightly faster than
normal
A you can
sing

Moderate activities
A yheartibeats
faster than normal
A you can
sing

Fast
Walking

Aerobics Class

Strength
Training

Swimming
Gently

Vigorous activities
A your hes
increases a lot
A you cané
your talking is broken
up by largebreaths

Stair Machine

Jogging or
Running

Tennis, Racquetball, Pickleball o
Badminton

19.How physically active are youACheck one answer on each line)
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Does this accurately
describe you?

Yes No
| rarely or never do any physicattivities. C C
| do somdight or moderate physical activities, but not every C C
week.
| do somdight physical activity every week. C C
| do moderate physical activities every week, but less than 30 C C
minutes a day or 5 days a week.
| do vigorous physical activities every week, but less than 20 C C
minutes a day or 3 days a week.
| do 30 minutes or more a daymbderate physical activities, 5 C C
or more days a week.
| do 20 minutes or more a daywgorous physical activities, 3 ot C C
more days a week.
| do activities to increase musd#&ength, such as lifting weights C C
or calisthenics, once a week or more.
| do activities to improvdexibility , such as stretching or yoga, C C

once a week amore.
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Part3.Pat i bealth dsk assessment

20.Generally speaking, how would you define your health?

Excellent
Very good
Good

Not so good
Poor

T >t D D >

21.Do you smoke tobacco?
Every day
Occasionally

It v > D >

| quit less than six months ago
| quit over six months ago
| have never been a tobacco smoker.

22.0n average, how many standard drinks do you have per week?

Standard drinks measure
the amount of pure alcohol
you are drinking. One
standard drink equals

10 grams of pure alcohol.

\J@

106G OF ALCOMOL

What is a standard drink?

€10 (READY TO ORINK)

0 Y =

310w CAN W) GLASS I BOTIIE TOWBOTILE WOIM EOTTIE  JUTRE CASC
QFESER©  OF TARLE WINE O‘ RO SART: OFWARE S QF SRS & CFwae
A% AL TN NC @IN AL 4T% AL

Number of standard drinks per week

23.How often do you have more

than four (if you are female) or five (if you are

male) standard drinks on a single occasion?

Every day or nearly
Once a week

Once a month
Rarely

Never

It > >y e >

every day

24.How often do you have vegetables and/or root vegetables (fréstzen)?
A Twice a day or more

A Once a day
A A few times a week
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A Once a week or less

25.How often do you have fruit and/or berries (fresh, frozen, preserved,
juice/smoothie)?

Twice a day or more

Once a day

A few times a week

Once a week or less

T v >

26.How o

=

en do ya have a main of fish or shellfish?
Three times a week or more
Twice a week
Once a week
A few times a month or less

T v >

27.How o

=

en do you have pastries, chocolate, candy, and/or soft drink?
Every day
Nearly every day
A few times a week
Once a week or less

I > >

28. Over the past year, how would you describe your level of physical activity in
your spare time?

| work out and participate in competitive sports on a regular basis,

several times a week.

| do sports and/or laborsome yard work at least three hours a week.

| walk, bicycle, or do other physical activity at least four hours a week

(construction, housework, table tennis, bowling).

| usually spend most of my spare time engaging in sedentary activities

such as reading, watching TV, going to the movies, etc.

I > P

p>]

29.1s there anyone in your immediate family under 70 years old who currently has, or
have had (before they turned 70) any of the following conditions?

A High blood pressure
A High cholesterol
A Heart attack
A Stroke
A Blood clot in lungs or legs
A Type 1 diabetes
A Type2 diabetes
30.0pti onal addi tional guestions on patients
Question Yes No
30.1| Are you a norsmoker? C C
30.2| Do you drink between one alcoholic drink/month
and three alcoholic drinks/day? ¢ ¢
30.3| Do you participate in moderate or intense physic C C
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activity once a week or more?

30.4| Do you eat processed meats as a main meal mg

seldom than once a week? C C
30.5| Do you eat fish at least once every week? C C
30.6| Do you eat fruit every day? C C
30.7| Do you eat vegetables every day? C C

Part 4. Participation in a preventive health check for cardiovascular diseases
(CVD) and/or diabetes.

31.Would you patrticipate in a health check for diabetes or CVD?
Please tickoneanswer

C YesllPl ease continue to AClIient/ patiento
C No U0OThank you very much for completing this questionnaire. To

subscribe to the newsletter or for more information abousEH& EU

project go to www.spimeu.org.
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Appendixlb.Cl i ent / pati ent 0s

heal

t h

Part 5. SCORE Chart: 2016 ESC/EAS Guidelines for the Management of
Dyslipidaemias (to be completed with the guidance of the accountable Health

Professional).

check

Please, complete the risk assessment according to a validated tool based on the ESC
guideline for cardiovascular risk management or a national guideline, endorsed by a relevant
national society or authority. For further information, please follow the Hezote® Web
usersbo
http://www.heartscore.org/static_file/HeartScore/Documents/heartsaseeguide.pdf

based

versi

on

SCORE - European High Risk Chart

10 year isk o fatal CVD n high risk egjons of Eurape by gender, age, systolic blood presstre, total cholesterol and smoking status

|S)rstu|lc blood pressure [mmHg] |

13 15 17 19
10 12 13

40

| Nonsmoker | [ Smoker |
14 16 19 22 26
113 15 16
113

26 30 35
18 21 25 29
13 15 17 20

10 12

11 13 15 18
10 12

18 21 24 28
12 14 17 20

10 12

2

2
2 2 12

i 2 -

2

Her do | use the SO0RE charts o assess CWD
TisK I asymptomatic parsons?

1. Usa e low risk charts 1 Andom, Ausra, Bagm”,
Cyprus, Dermeet, Firiasd, Fran oo, Garmany, Grieea”, akan,
Frutand, e, Kafy Lunemiboung, Maka, Monac, The Mathr-
Tt Pomugd, S Wi, Sownd, San’,
Swarla”, Bwkzoriand anltha Linflec ingelom,

Lkt g s charts in pihar BLTOpaan courinias. Of thiss,
S0 e 2k very hwigh sk and fhe chorts mey undarestimala sk

PR, Mok, Bussts, UEaing and Lieiisan.
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oAk facars, 5a thet his i age & 65, This can be reduoed by reducng his
risk faciors.

Risk estimation using SCORE: Cualiflers

« Tha charts shautd ba wsad In tha ighet of the dindars Inwiedge and
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SCORE - European Low Risk Chart

10 year risk of fatal CVD in low risk regions of Europe by gender, age, systolic blood pressure, total cholesterol and smoking status

[ Nonsmoker | [ Smoker [ Nonsmoker | [ Smoker |
1 1 12 10 12 1215 17 20 23
150‘ 101012 14 18
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E 40
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risk frchors.
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Sooialy deprisad Vs and et M 10N ETNC Mineahe

St e e, g o the SCORE tharts o oy ba Ltec! i hesa

[Mongmoker | [ Smoker | " Wihtypo ! dafckes wia:argetngan damac; okar dafck subjacs
e em———
2. Find tha <ol nsaree I e parons age, dhobeforsd and B aanaec & [7 ] 11z et i I
S, g i i 1 2wl 3t wa T[22 T [e 78|y wummmmwwmm
- M0 g z|2]z|3 3|a|asfs|n - o L
3, Chack tha gl OO OBE BREaak Tz oduatoko savas i iy dana
P — T 5678 s 567 8 JEFR sk miinin T ne)
N i HIL. okt e o e o T e
Chalesterel [mmali] e [ =

www.escardio.org/EACPR

Tw - Framreon (% ddsbne nn U Bt in il Broactios | 317

® @

Sourcehttps://www.escardio.org/Education/Practiteols/CVD-preventiontoolbox/SCORERisk-Charts.

Eur Heart J. 2016;37(39):299058. doi:10.1093/eurheartj/ehw272. Ewgart J | © 2016 European Society of
Cardiology and European Atherosclerosis Association. All rights reserved. For permissions please email:
journals.permissions@oup.com

32.Please, write here the estima®@@ORE number:

33.How much time did it take to complete this questionnaire? minutes
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Part 6. Willingness to change your lifestyle behaviour (smoking, exercise, eating
habits, alcohol consumption, medication for reducing blood pressure or
cholesterol level during your health check for cardiovascular diseases (CVD)
and/or diabetes

34.Would you be wiling to change your lifestyle behaviour (smoking, exercise,
eating habits, alcohol consumption, medication for reducing blood pressure or
cholesterol level) in order to reduce your risk for cardiovascular diseases (CVD)
and/or Type2-diabetesPlease ttk oneanswer.

C Yesll please continue to question 35
C No [ please continue to question 36

35.Yes, I am willing to change. . .
Please tick all the reasons that were important in your decision to participate in the
health check.

Because | think | might have a high risk for CvD/diabetes
Because | want to be healthier

Only because my partner, family or friends insists to do so
Only becaus¢he doctopersuaded me to do so

Other reason: . . ... .
None of the above mentioned reasons 0

-0 Q0T

36.No, I am not willing to change my lifstyle behavior because . . .
Please tick all the reasons that were important in your decisiootparticipate in
the health check.

a. | think that | am healthy
(]
b. The information and suggestions for the-btgle change is offered online and
| do not have access to theernet

U

c. |think I am too young to benefit from a lityle change

U
d. Ithink | amtoo old to benefit from a lifstyle change

J

e. |did not have time to change

]
f. ] candét affor-dtyloechiam@@e tmyol exXgensi ve

J
gl dondét want -style change my |ife

U
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i. None of the above mentioned reasons
[]

48



- (r I : d:'" Unian S PI M E U Final report on feasibility studies

Part 7. Relevance, feasibility and barriers.In the next5 questions please mark on
the line how you think about the mentioned subjects. For example, when you feel very
worried to develop a cardiovascular disease you mark the line on the right side of the

line (see example).

Example question
To what extenti@ you worried about your risk to develop a cardiovascular

disease such as a myocardial infarction, stroke or diabetes?
I I ﬁ
I I

1 (Not worried) 10 (Very worried)

37.To what extent do you think that this action/ risk assessment was relevant to
you?

Please mark on the line how relevant tagsion/ risk assessmentere to you.

1 (Not at all relevant)

10 (Very much)

38.To what extent do you think that this action/ risk assessment was useful for
your healtl®?

Please mark on the line how useful thision/ risk assessments to your

health.

I | I

I I I

1 (Notuseful) 10 (Veryuseful)

39.To what extent do you think that this action/ risk assessment was f@asible

Please mark on the line how feasible thision/ risk assessmenss.

I I I

I | |

1 (Notfeasible 10 (Veryfeasible)

40.Do you think that this action/ risk assessmamtouraged you to pursue a
healthier lifestyl@

Please mark on the line how encouraged you feel to pursue a healthier

lifestyle.
I I I
I I I
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1 (Not encouraged) 10 (Very encouraged)

41.Did you encounter any barrier in order to start to change your lifestyle into a
healthier one?

C No
C Yes [ Please, indicate the barriers you encountered, youticknmore
answers

|l dondt tkstan/whehedoiegin

My family/surrounding did not support me

| dondt have the budget to change n
| dondt have time to change my | ife
| lack the motivation to change

| tried, but it is too difficult

Other barriers,

namely

Thank you very much for completing this questionnaire. To subscribe to the
newsletter or for more information about tAEIMEU project go to
www.spimeu.org.
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Appendix2. Primary care practitionerso gt

Background information for the participating primary care practitioners

This feasibility study within the framework of the SPIMEU project aims in
identifying factors that hamper or favor timplementation of the initial steps (i.e.
identification, invitation and risk profiling of eligible persons) of a selective
prevention program in specific primary care settings in five EU Member States

representing different health care systems.

Inclusion Criteria: Eligible participants are those persons listed in (or regularly
attending) your participating practice, aged-A4D years without any known
cardiometabolic disease or condition according to their medical record:
1 hypertension
cardiovascular diseas

1

1 diabetes mellitus

1 chronic renal disease
1

hypercholesterolemia

Procedure The following steps are required for this feasibility study:
1 Personal invitation of 200 eligible persons per country for participation.
1 Completing a risk assessment according\al@ated tool based on the ESC
guideline for cardiovascular risk management or a national guideline,
endorsed by a relevant national society or authority.

1 Evaluation of the cardiometabolic risk in the general practice
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Part 1. sociodemographic dataf primary care professionals

1. What is your sex?

Male C
Female C

2. Please write down you exact age?
....... years old
3. What is your occupation?
a. General PractitionerC
b. Nurse C
c. Other C
4. When did you received your degree?
Year: ..coocccviveeiiinnees
5. How many years of experience do you have?

Number of years: ..........c........

6. What is your current work status?

a. Working full time C
b. Working part time C
c. Other C

7. Typeof employment
a. Private C
b. Public C
c. Mixed C
d. Other C
8. What is your level of education?
a. BSc C
b. MSc C
c. PhD C
d. Other C
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Part 2. Barriers

9. Which barriers did you encounter
during implementation of thigsk
assessmemrotocol?

Please ticlall that apply

10.Why do you not use thissk
assessmertbol in your practice?
Please ticlall that apply

000 O O 00 O 00000

0O 0 OO0 O O 00 0O 00000

Lack of time

Staff shortage

No remuneration available at all

Not enoughremuneration available
Discrepancies in the recommendatior
and/or guidelines

Not effective in your opinion as a
general practitioner

Not effective in opiniorof patients

Not clear which professional is
responsible for implementation

No support from (practice)
management

Competence in prevention and health
promotion not sufficient

No support from government/ policy
No barriers at all

Other

Lack of time

Staff shortage

No remuneration available at all

Not enoughremuneration available
Discrepancies in the recommendatior
and/or guidelines

Not effective in your opinion as a
general practitioner

Not effective in opinion of patients
Not clear which professional is
responsible

No support from (practice)
management

Competence in prevention and health
promotion not sufficient

No support frongovernment/ policy
CMD prevention is not a priority in my
practice

Other

| use this protocol in my daily practice
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Part 3. Effort devoted for this project
11.How much personnel were utilized C One person
for identification andnvitation of C Two persons

eligible participants? C Three or more persons
12.How much time was needed for minutes or

identification and invitation of hours or

eligible participants? days

Part 4. AUDIT after the dialogue with the client/patient

13.1n your opinion, would the patient benefit from lifestyle advice and guidance from
a health professional?

C Yes
C No

14.1n terms of lifestyle change, how motivated do you believe the patient is at this
point in time?

1 Not at all motivated

OO0 O OO OO OO

2
3
4
5
6
7
8
9
1

0 Very motivated

15.1n your opinion, how resourceful is the patient in terms of lifestyle change at this
point in time?

1 Not at all resourceful

O -0 00O O OO OO

2
3
4
5
6
7
8
9
1

0 Very resourceful
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16.How confident are you thalhe patient will achieve his or her desired changes in
lifestyle?

1 Not at all confident

OO0 O O OO O OO

2
3
4
5
6
7
8
9
10 Very confident

17.Did you and the patient plan next steps in terms of treatment following the health
dialogue?

C We have scheduled a folleup GPappointment.
C Guidance and advice in terms of lifestyle health factors.
C Adjustment of medical treatment.
C Assessment of vulnerability factors (stress, anxiety, depression, etc.).
C Other:
18.1 have referredhe patient to one or more municipal lifestglgange programs.
C Yes
C No

19.1f so, what is the focus/foci of the program(s)?

Weight loss
Exercise

Diet

Alcohol consumption
Smoking

Other:

)OO O OO

20. Patient treatmerttas been finalized.
C Yes
C No
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21.1f so, with what justification has treatment been finalized?

C The patient is sufficiently capable of sekre.
C There are no appropriate lifestytbange programs.

¢

Other:

22.How long did the health dialogue take?

OO OO OO

10 min.
20 min.
30 min.
40 min.
50 min.
60 min.
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Appendix3. Evaluations questionnaire: NoMad: Implementation measure based
on Normalization Process Theory. [Measurement instrument]

Part 5. NoMad questions after the dialogue with client/patient.
Please marloneanswer with a tick ¢).

Section C1

Strongly
Agree

Agree

Neither
agree nof
disagree

Disagree

Strongly
disagree

23

| can see how prevention
program differs from usual
ways ofworking

24

Staff in this organization
have a shared understandin
of the purpose of prevention
program

25

| understand how preventior,
program affects the nature ¢
my own work

26

| can see the potential value
of prevention program for
my work

Section C2

27

There are key people who
drive prevention program
forward and get others
involved

28

| believe that participating in
prevention program is a
legitimate part of my role

29

| 6m open to
colleagues imew ways to
use prevention program

30

| will continue to support
prevention program

Thank you very much for completing this questionnaire. To subscribe to the

newsletter or for more information about theIMEU project go to

Www.spimeu.org.
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Appendix4. A. Written consents

Participantds consent

PLEASEtick every box

C | have read the information, or it has been read to me. | have asked all questions
about the project that | wanfll my questions have been answered to my
satisfaction.

C | consent voluntarily to participate in completing the questionnaire about
implementation of a selective prevention program in specific primary care settings
within the framework of the feasibility study 8PIMEU project

C What participants say can be uselanonymous quotations in the reports on the
SPIMEU project.

Name of
Participant
Signature of Participant
Date

Day/month/year
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Appendix4. B. Consent form participation of SPIMEU project.

Primary care practitionerso s consent

C | have accurately read out the information sheet to the potential parti@pdrin
thebest of my ability made sure that the participant understands the purpose and
scope of the study.

C | confirm that the participant was given @pportunity to ask questions about the
study,and all thequestions asked by the participant have mewered correctly
and to the best of my ability.

C | confirm that the individual has not been coerced into giving consent, and the
consent has been given freely and voluntarily.

Name of person taking the
consent

Signature of person taking the
consent

Date

Day/month/year
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Appendix 5. Copy of the receiveBioethical approval per participation
countryin national languages.

Copy from the Czech Republic.

Eticki komise Ma Bojist 1
Viephecndé fakulini nemocnice v Praze 128 08 Praha 2
ETHICS COMMITTEE tel; 224964131
of the General University Hospital, Prague c-mail: eticka komise@vin.ce
Viadeny pun
Dog. MUDr. Bohumil Seifert, Ph.0. 16112017
Ustay vEeob. lékafstvi |LF UK a VFN v Praze, 50 1946716 S-TV

Albertov 7, 121 08, Praia 2

Etickd komise VFN projednala na svieh zaseddnich 24112016 a 16,11.2017 Vémi pfedlozeny individualn
vizkumny projekt & 198o6/16 S-1Y — individilng vizkom

Mizey studie/Tiife of T Determinanty dspééné implementace selektivai prevence kardiometabolickych
onemocnéni v Evropé (SPIMEL)

anatelf,dppﬁmun Doc, MUDr. Bohumil Seifert, PhD., Ustav vieobecného lkafstvi 1LLF UK a VFN v Praze,
Albertov 7, 121 08, Praha 2

Lhita pro podini pisemné gpriavy o pribéhy KH od jeho zahajoni’ Time sefedule for submission of the
written Anmial Report: 1% rodnd/ice & pear Clvim IhivadOtfrer

Uhrada nakladi spofenvch s posouzenim #dosti @ vydanim stanoviska (Reimbersement of costs related to
assessmeny af the BC:[] AnvdYes [ Ne, divod!Wo reasons: Nesponzaravany prajekt

Dratum dorudeni Bidosti ¢ Dare of submission of the Application Foree: 111120016

Diatum jedndni EE+8as/ Dare and e af Efics Committes s session;

24.11.2016 (15,30 —18,00 hod.) - pozastaveno, piipominky zaslny e-mailem, seznam Elend bude dedan s
konegnym stanoviskem;

« Dpravené dokumenty dodany: 12102007 pod . 1646417 A, 15,1

16102017 (15,30 — 18 20 hod. ) — souhlas

Seznam mist hodnoceni s oznatenim mist, ke kterym se EK vyjadiila jako mistni EK a kde vikondvd dohled

Misto hodwocend £ Sméne shondefieflo Mistnf EK Adresa misini EX

| Wrigt Site / Naw 2 af Frvasiiparar Lacel FC Address
'Dm‘, MUDr, Bohumil Seifere, Ph.D., Ustav vieobecného lékafstvi | LF | 5 EK pii VFM, Na Bojis 1,
:UK_ a VEN v Prage, Alberov 7, 121 08, Praha 2 128 08 Praha 2

Seznam hodnocenyeh dokumentd / List of all submiited docimernts:
| Mizey dokumentu, verze, datum Schvileno | Ma védoml /
| Docwment tifle, version, date Idpproved | Taker into
| OO

AMNO | NE [ANO | NE
Fis No | Fex [ Mo

| Privvadni dopis ze dne £.11.2016 __ iin
| Dotaznlk: Cast ] = 6, nedatavin
| Stanovisko holandské Etické komise z3.11.2016 ]
— 1646/17 A, 15, D
[Pritvodal dopis de_dng_ 12.10,2017 D
| Dotaznlk pro paclenty, nedatovine
| Dotaznik pro parktické lékare, nedatovano
| Informovany souhlas Gtasinika, nedatovano R |
| Souhlas praktického Kkale/lékarky, nedatoving N L
| Seznam spolupracujlelch praktickych Iékath (WPS), nedatwﬂna
| Zikladni informace pro ziéasinéng praktické Iékafe, nedatoving
'n;.huuca SCORE & 2016 jako nistroj hodnocen! rizik
ﬂm_vknl studie proveditelnosti, SPIM-ELU, nedatoving
ﬁjjngv[;]m ctické komise:
ER wyddvd ¢ EC lssoes (4 Sounlasné stanovisko/Favourable opftion
[0 Mesouhlasné stanovisko! Unfavourable apinien
EK VFM vydivi soulilasné stanovisko k provedeni studie: Determinanty Gspéiné implementace Selektivil
prevence kardiometabalickych cnemocnéni v Eveopl (SFIMEU] v Ustavu vieobecného 1ekafstel LLF UK a

¥FM v Praze. | . i/
Eficka komisa J';I Y ‘J{ ) '
P I‘akullnf P encrics Podpis predsedy EKISnglm aof Chairpersan
whrj-amﬁ?ilﬂka P MUDy. Josef SEDIVY, Cse. 13
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Copy from Greece.

EAAHNIKH AHMOKPATIA

YNOYPTEIO YTEIAZ

7n YTEIONOMIKH NEPIDEPEIA KPHTHE
AIEYOYNIH: NPOIPAMMATIIMOY & ANANTYZHI
MOAITIKQON NAPOXHI YNHPEZION YTEIAZ &

KOINQNIKHE AAAHAEITYHZ HpéxAeio, 08 Auyovotou 2017
TMHMA EPEYNAZ & ANANTYZHE Ap. Npwr.: {3682 /o F-B~[F
Tay. Afvon: : 3° yAp E.O. Hpakhelou — Motpwy, Mdxehog: Epeuva

Eotaupwpévog, T.K. 71500,

HpdixAewo Kpitng, TO 1285

NMAnp.: A. Mavoupdg

TnA: 2813404433

Fax: 2810300412

Email:amanouras@hc-crete.gr

NPOZ: k. Atovi) Xprioto,

KaBnyntr larpikrig IxoArg
Navemotnuiov Kprng.

KOIN.:1. Topéag Kowvwvikig latpikig
laxpukrig IxoAng Navemotnpiou

Kprrng.
2. Iuvtoviotég Afvtég K.Y.
7™ Y.NE Kprtng.

Oépa: «Eykplon Siefaywyng EpEUVNTIKOU TPOYPAUMATOCH
Ixet.:H pe ap. npwrt. 13581/07-8-17 aitnon tou k. Aoviy Xpriotou, KaBnyntr Mevikiig
latpukrig & MN.@.Y. latpxris ExoAng Naveruompiov Kprtng.

S0 EVNUEPWVOUNE OTL gykpivoups va SiefayBel to Eupwnaikd Mpoypappa SPIM ~EU
(Determinants of successful implementation of selective prevention of cardiometabolic
diseases across Europe), to omolo evtacostan oto mAaicwo Sphong tou Tpitou
Npoypaupatos e Eupwnaikiig Evwonc.

ITOX0¢ tou mMpoyphppatog sivar n peiwon g epdaviong Twy kapbio-petafolikiv
voonuédrwy. Mo va enwevyBel o okondg avtog, Ba SwefayxBolv HEAETEG yia TRV aviyvwon

¢ ordong twy EmayyeApatuoy Yyeiag xat 1ou yevikold mAnBuopiol, oe oxéon e Spaosig
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npoAndng kaw extipnong tou kwdivou, Ba xpnowononBolv epwinpatodoyia, TNAEPwVIKES
ETUKOLVWVIEG 1) Katl CUVEVTEVEELC TPOOWIO HE TIPOCWNO TWV EMOKENTWY ota Kévipa Yyelag
ko Twv EmayyeApotuov N.O.Y. (Tevikwv latpuv xat NoonAsutpuwv).

H Eykplon Sivetan pe tnv Séopevan 6t npw tn dnpoocievon twv anoteAeopdTwy g £pEuvag,
Ba npooxopioete nepthndn twy anotekeopdtwy g peuvag otnv Awiknon 77 Y.NE Kpitng, kat
we v npoinoBeon g Tpnong GAwv Twv kavovwy Nk kal deovrodoyiag, tng npootaciag
TWV MPOCWTIKWY SESOUEVWY KALTN YPATTTH CUYKATABEDn Twy ouppetexdviwy, kabwg kat tng un
owovopkig emBdpuvong tng 7™ Y.NE Kprtng xon twv Movadwy Yyelag nou enontedel

Eipaate ot SuaBeor oag v kaBe Sevkplvion.

O YNOAIOIKHTHZ

AHMHTPAKONOYAOZ ETEAIOZ

Eowrt. Mavoun: 1. Tpadeio AtowAtpiag 7™ Y.NE Kprg,

2. Ynodownrég 7™ YNE KpAtng
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Copy from the Netherlands
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