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1. PROBLEM ANALYSIS INCLUDING EVIDENCE BASE
Health systems are nowadays in full transformation. Demographic (ageing), epidemiological
(chronic disease increase) and lifestyle conditions together with the financial and budgetary crisis
of recent years require new models of delivering health and social services to ensure their future
sustainability. According to the dates published by the World Health Organization (WHO), the
percentage of persons globally affected by chronic diseases can be estimated around 35% of
women and 29% of men, and the average percentage is clearly influenced by social determinants
of health. Chronic disease patient mortality has been increased in the last years) and stands
recently around 86%. In addition, it is expected that worldwide deaths caused by no
communicable diseases increase to 69% in 2030.
Although there is a very wide range of data about it, the costs of chronic diseases is highly
relevant, reaching 6.77% of a country‟s GDP in some EU countries and, approximately, from 9%
to 25% of the household incomes affecting labour supply and productivity. The chronic diseases
with more incidence in EU countries are cancer and cardiovascular diseases; for example, cancer
diseases cost the EU €126 billion in 2009, with health care accounting for €51·0 billion (40%)
and cardiovascular events increase the formal caregiving costs during the year of the event from
5608€ to 6658€ at average in high-income countries (EU Member States and USA). The diabetes
disease costs suppose a 2,5%-15% of national health expenditures depending on each EU
Member State. Other conditions and risks factors, such as depression (0,9% of national health
expenditure for UK) or obesity (2% of national health expenditure in France and 3.5% in
Portugal) are expected to rise and increase their incidence in higher-income EU countries, being
the risks factors intrinsically dependent of the poverty and low-income of the population.In
addition to the previously mentioned costs, chronic diseases predominantly attack the labour
force’s most productive age groups, reducing their productivity and competitiveness, and
threatening the sustainability of the region‟s recent macroeconomic achievements.
Fortunately, chronic diseases can be prevented and/or be controlled by reducing risk factors
related to high blood pressure, consumption of tobacco and/or alcohol, hyperglycaemia,
stress factors and obesity. These risk factors are mostly linked to unhealthy sedentary lifestyles
of chronic disease patients, which could be successfully modified by health literacy. At this
concern, a relevant number of programs have shown evidence on their positive impact on
chronic conditions prevention and management, while there is scarce data on the efficiency
and cost-benefit of these programs. This lack of data reduces, in some cases, the policy
engagement and support to these programmes; but most important, it prevents health systems
from being more sustainable and efficient. In addition, socio-economic factors have been also
demonstrated to be extremely relevant health determinants.
EFFICHRONIC project goes beyond the current state of the art by providing costefficiency evidence data of chronic prevention and management evidenced-based
programmes, while integrating social determinants of health as part of the recruitment
and engagement of individuals in the research methodology.

1.1. Socioeconomic status and health conditions.
Many research articles have demonstrated that the socio-economic and socio-cultural
differences can produce both, short-term and long-term inequalities concerning health care
and self-care behaviours, both essential dimensions of chronic conditions prevention and
management. For example, the socioeconomic status (henceforth, SES) and ethnicity seem to
have a certain effect on the smoking initiation and experimental smoking among youths1. Some
other studies have shown how the age, sex, gender, ethnicity and SES, understood as a whole,
can determine the following risk behaviours: smoking, sedentarisim, lack of vegetables in their
1

Harrell, J. S., Bangdiwala, S. I., Deng, S., Webb, J. P., & Bradley, C. (1998). Smoking initiation in youth: the roles of
gender, race, socioeconomics, and developmental status. Journal of Adolescent Health, 23(5), 271-279.
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diet, heavy drinking episodes and abusive drugs consumption. While the vast majority of
adolescents (over than 63%) reported 2 or more of the 5 risk behaviours specified above, those
teenagers whose parents have a higher educational level or qualification degree showed a lower
impact. In fact, the most evidenced sociocultural determinants of the diet and other preventive
habits or attitudes in adolescents are a) the education of parents and b) the gender (girls show
healthier routines, eating more fruits and vegetables than boys2).
In addition, as the family income increases, the teenagers are less likely to smoke cigarettes,
to be sedentary and to drink excessively. The inequality with regard the informal learning
opportunities and access could explain this particular point. The informal learning contexts are
more accessible for boys and girls at medium and medium-high sociocultural and
socioeconomic deciles: these contexts include the health literacy. These learning environments
outside the schools and educational institutions are determined, mainly, by the family3: as shown
by Bowles and Gintis4 and Bourdieu5the hidden curricula might facilitate to enjoy more informal
education opportunities. These SES disparities are also observed among adult individuals.
European research has shown significant and substantial inequalities for most chronic diseases
group: particularly, stroke, diseases of the nervous system, diabetes mellitus and arthritis are
more prevalent among the less educated group. On the opposite, allergies or asthma are less
prevalent for the lowest socio-economic status, and their prevalence rises as the family incomes
increase.6.
Health systems are mainly designed to address individual diseases rather than multimorbidity,
and in this context chronic diseases are a great challenge from the Public Health point of view.
One study, published in The Lancet7, based on a cross-sectional analysis of a national dataset by
the Primary Care Informatics Unit at University of Aberdeen (United Kingdom) established some
correlations between the multimorbidity and economic deprivation, as well as mental illness. The
first and second deciles (affluent individuals)
Figure 1 – Demography, multimorbidity and health
show a lower percentage of multimorbidity
(19,5% and 19,9% respectively). Then, the
percentage of individuals suffering from
multimorbidity
conditions
increases
proportionately to the deciles, when 1 means
affluent and 10 means deprived.
The impact of deprivation is also remarkable
concerning the percentage of individuals affected
by a physical– mental health comorbidity. From a
gender-based analysis, women are more affected
by multimorbidity conditions than men, and by a
physical-mental health comorbidity as well: “(…)
although age had the strongest association with
multimorbidity, we noted a substantial excess of
multimorbidity in young and middle-aged adults living in the
most deprived areas who had the same prevalence of
multimorbidity as people aged about 10–15 years older living
in the most affluent areas (…) women had higher rates of
multimorbidity than men, and consistently higher rates of
2

Lowry, R., Kann, L., Collins, J. L., & Kolbe, L. J. (1996). The effect of socioeconomic status on chronic disease risk
behaviors among US adolescents. Jama, 276(10), 792-797.
3
Schultz, T. W. (1974). Economics of the family: Marriage, children, and human capital. NBER Books.
4
Bowles, S., Gintis, H., & Groves, M. O. (Eds.). (2009). Unequal chances: Family background and economic success.
Princeton University Press.
5
Bourdieu, P., & Passeron, J. C. (1970). La reproduction éléments pour une théorie du système d'enseignement.
6
Dalstra, J. A., Kunst, A. E., Borrell, C., Breeze, E., Cambois, E., Costa, G., ... & Regidor, E. (2005). Socioeconomic
differences in the prevalence of common chronic diseases: an overview of eight European countries. International
journal of epidemiology, 34(2), 316-326.
7
Barnett, K., Mercer, S. W., Norbury, M., Watt, G., Wyke, S., & Guthrie, B. (2012). Epidemiology of multimorbidity
and implications for health care, research, and medical education: a cross-sectional study. The Lancet,380(9836),
37-43.
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mental health disorders. People with multimorbidity have poorer functional status, quality of life, and health outcomes,
and are higher users of ambulatory and inpatient care than are those without multimorbidity”8.

In addition, it has been demonstrated since the decade of 1960 that there is a correlation between
the education and income9 (throughout heritability of academic credentials, SES and sociocultural status10 11). Thus, the most educated individuals are less predisposed to suffer from some
kind or margination or socioeconomic risk, are have more professional career potential and better
labour integration and job placement12.
These economic factors are also conditioning the individuals' lifestyles13, including their concerns
about health and self-care as a part of their way of life. As a consequence, the most educated
patients suffering from a chronic disorder have often better skills to manage their
conditions and therefore, show better health indicators than those less educated or with
lowest socioeconomic status: at the same time, the former are most likely and interested in
participating in community-based interventions, training programmes and research
actions. Thus, the impact of interventions targeted to increase self-management skills and
improve health condition of individuals with chronic diseases could be extremely higher in
those individuals with specific education and socioeconomic vulnerability traits.

1.2. The Chronic Care Model and Chronic Disease Self-Management Program
EFFICHRONIC is built on the CCM (Chronic
Care Model) aimed to promote patients‟
autonomy and empowerment. The CCM is
internationally acknowledged model developed
by the MacColl Institute for Healthcare
Innovation in the United States, and it has been
improved since the creation of the MacColl
Center in 1998 by the Robert Wood Johnson
Foundation and the national implementation
initiative called "Improving Chronic Illness
Care”. The CCM identifies six key elements
that interact with each other to improve care for
people with chronic diseases. These elements
are the community, the health system, selfmanagement support, delivery system design,
decision support and clinical information
systems. Evidence-based concepts of the
behavioural change lay under each key element
and, in combination, foster productive
interactions between informed patients who take
an active part in their care and providers with
resources and expertise.

Figure 2: Expanded chronic care model.

Source: Organización Panamericana de la Salud.

These key elements were reviewed in an expanded model developed in Canada, called the
Expanded Chronic Care Model, which includes additional activities to promote health, paying
particular attention to the social determinants of health (Figure 2).

8

Ibid, pp.40-41
Schultz, T. W. (1961). Investment in human capital. The American economic review, 51(1), 1-17.
10
Jencks, C. (1972). Inequality: A reassessment of the effect of family and schooling in America.
11
Saguier, E. R. (2004). Prebendalism and Factionalism in Science and Higher Education. Education Policy Analysis
Archives (EPAA), 12(6).
12
Tilak, J. B. (1989). Education and Its Relation to Economic Growth, Poverty, and Income Distribution: Past
Evidence and Further Analysis. World Bank Discussion Paper 46. Publications Sales Unit, Department F, World
Bank, 1818 H Street NW, Washington, DC 20433..
13
Muller, A. (2002). Education, income inequality, and mortality: a multiple regression analysis. Bmj, 324(7328), 23.
9
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The CCM is strongly linked with the concept of Patients Schools. Patients Schools address
prevention, promotion and management of chronic health conditions from a patient-centered
model, taking into account the cultural background and system context while facilitating a greater
individual autonomy and responsibility. One key principle of the Patients Schools is to change
the passive role of the patient towards a more empowered role, to self-care and self-management
of the disease process. The aim is to engage individuals in an active role, where educated and
informed patients are a relevant part of decision-making in daily routines, increasing their
responsibility on their health. For this purpose, citizens and their caregivers are provided with
self-management strategies, enabling them to live and thrive as individuals, being able to adapt
the disease to his life, to face it and adapt it to their personal and sociocultural environment.
Within this theoretical and evidenced base framework, EFFICHRONIC is built on the
Chronic Disease Self-Management Program (CDSMP). This Programme (CDSMP) has been
developed by the Stanford University has been successfully implemented face-to-face in more
than 12 countries (for instance, in UK called Expert Patient Programme and the Co-creating
Health; in Australia named Flinders, in Canada known as Canada´s Chronic Disease SelfManagement Programme; and also in Denmark, Japan, China, USA and Norway). Its expansion
overall different countries and the fact that the Standford University has been working in the
methodology, have generated a significant scientific relevance and acceptance.
This program has been assessed for 20 years by the Research Center at Stanford University14. It
includes an action planning and feedback about problem-solving skills and other desired
behaviors and competencies such as the reinterpretation of symptoms and specific training in
disease management. Patients are permanently supported in order to obtain a significant benefit
from the chronic illness management. The election of this training programme, when compared
to other, is mainly based on the magnitude of research studies demonstrating its
effectiveness and its impact on health and cost savings to healthcare systems. The more
detailed analysis of these positive results is detailed in the National or International Research
section of this proposal.
Research carried out applying CDSMP has shown its effectiveness in: improving the health,
quality of life, self-care, self-management of the disease, increased physical activity and social
relations, improved communication with Health, the declining health claim, the decrease in the
use of emergency and health services.
Figure 3: CDSMP key elements in EFFICHRONIC

14

The
underlying
conceptual
elements in CDSMP are, as
follows
self-efficacy,
empowerment,
pair-to-pair
education, recognition of the
social determinants of health,
salutogenesis,
community
participation
and
risk
stratification. Special emphasis
will
be
given
to
the
salutogenesis approach in
EFFICHRONIC
within
a
positive health basis. Working
under
a
problem-solving
framework to reach individual
solutions by collaborative means
while strengthening the ability of
each individual to find the
adequate way to acquire a

http://patienteducation.stanford.edu/staff.html
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healthier lifestyle understood as a whole (motivation, proactive behavior, nutrition and physical
activity).
The self-efficacy awareness is one of the pillars of success on which a training action in the
health field, aimed to reach the patients empowerment, should be built. In accordance with this
project‟s aims, the patient’s empowerment and to provide them with the opportunities and
conditions to develop their skills and knowledge to turn their selves into an active agent of their
own care and life is a key objective besides the pair-to-pair education. The meaningful learning
often occurs by or from an equal: for example, people suffering diseases or their informal
caregivers, relatives or love ones. The key role of the peers15 in the self-education would be
explained by the social determinants of health. Our peers are people similar to us and, often, we
are, and we have grown under the same material circumstances (climate, terrain and
environmental conditions, food available, etc.), even behavioral, biological and psychosocial
factors. They act as a particularly compelling source of cognitive conflict but also conflict
resolution. The meanings and references used by our peers are the same that we use to assign
significance as well16: we can speak to one another on the same level, and it is easier to
understand without hedging words. Moreover, while we take the feedback of our peers seriously
and we are strongly disposed to reconcile contradictions, these feedbacks are less emotionally
threatening than the advice or corrective advice from an expert, health professional, etc. We have
learnt that our point of view should be communicated to others and accepted as a valid opinion. It
ensures a sense of social responsibility in reasoning, and avoids that individuals sustain
mistreated opinion and ad hoc solutions to cognitive dissonances (self-deception17). Meanwhile,
the structural determinants, for instance the cultural background, socioeconomic context,
political environment, wealth distribution and race-class-gender status, besides
microeconomic issues, job positions or education, together with the material circumstances
of life, also have an important impact on equity, access to Health services, access to
information, well-being or healthy behavioral patterns.
At this concern, research has been addressed to evaluate the impact of preventing and
managing chronic disorders, by providing individuals with relevant clinical information,
shared decision making and the increase their co-responsibility in disease, by applying
CDSMP intervention (see some references in Table 1 below).
Study

Year

Duration

Study type

Alaska
Lorig,K(1)
California
Lorig,K(2)
Stanford
Lorig,K (3)

201011
2007

1 year

2010

1 year

Randomized
controlled trial
Prospective
longitudinal study
Randomized
Controlled Trial

Colorado
Glasgow,R(4)
Stanford
Lorig,K (6)

2011

1 year

2006

1 year

Canada
Moreau(11)
Hawai
Layi,
Gabriela(12)

2014

1 year

20092010

1 year

1 year

Randomized
Controlled Trial
Randomized
Controlled Trial
Prospective
longitudinal study
Descriptive study

Analysi
s
cutting
6
months
M6,
M12
M12

Illness type

Sampl
e size

%
Women

Average
age

Diabetes
Mellitus II
Several

761

73%

54,3

568

78%

45,6

Arthitis
or
Fibromyalgia

855

89,8%

M4,
M12
M6,
M12

Diabetes

463

49,8%

Several

958

71,2%

52,2
(SD=10.
9)
58,4
(SD=9.2)
57,4
(SD=10,
5)

Diabetes t. II

83

Cancer

352

82

52
(SD=
10,2)

Table 1: Research on Self-management for patients suffering from a chronic disease.
Source: General Direction of Public Health. Asturias 2015

15

Damon, W. (1984). Peer education: The untapped potential. Journal of applied developmental psychology, 5(4), 331343.
16
Quine, W. V. (1956). Quantifiers and propositional attitudes. the Journal of Philosophy, 53(5), 177-187.
17
Fingarette, H. (2000). Self-Deception: With a New Chapter. University of California Press.
Document Version 1.00 dated 16/04/2015

Page 7 / 77

According to these literature, most patients showed an increase in self-management,
improved access to services, the ability to control their disease, together with better health
outcomes. Concrete improvements on health outcomes and service utilization found after the
CDSMP implementation are analysed in the following table 4.
Study

Health distress
(0-5)↓

Alaska
http://dx.doi.org/10.2337%2Fdc092153
California (
http://dx.doi.org/10.1177%2F174239
5308098886
Canadá

-0.714±0,993

Activity
limitation
(0-4) ↓
-0,257±0,986

-0.460±1,04

-0,004±0,305

-0.392±0,996

-0,209±0,832

Depression
(0-27) ↓
-1,60±5,33

-1,70±4,89

SelfEfficacy
(0-10) ↑
0,350±2,
40

Physical activity
(min/wek) ↑
18,62 ±112

0,840±2,
02

9,40±76,2

0,513±1,
77
2,48±4,6
6

4,31±161,5

Stanford
-2,45±1,17
-2,20±1,03
100±104
http://dx.doi.org/10.1002%2Fart.2381
7
Colorado
-2,30±1,20
-0,455±0.341
6,05±2,2
38,2±75,6
http://dx.doi.org/10.1016%2Fj.pec.20
2
11.07.024
Toronto
-1,60±1,10
- 1,4±1,1
6,5±1,7
127,6±116,1
http://dx.doi.org/10.2196%2Fresprot.
4099
NOTE: We have included the outcome variables that can be used compared to the same validated measurement scales and the same
parameters

Table 2: Health outcomes post intervention
Source: General Direction of Public Health. Asturias 2015

Figure 4 - Why the sample stratification in accordance with
cultural and socioeconomic risk factors have been mostly linked
with a higher burden of chronic disorders?

Hovewer,
research
on
prevention programmes has
not targeted individuals with
specific
vulnerability
profiles, but mainly focusing
on one specific chronic
conditions.

As previously mentioned,
socio-economic and cultural
differences produce short
and long-term inequalities
regarding self-care and
health, affecting the diet,
physical activity and stress management, that might determine some high-risk behaviours. There
are also differences in the use of and adherence to health resources, which influences as well on
the impact of potential chronic conditions in the individuals under specific social determinants.

EFFICHRONIC aims to empower individuals to manage chronic conditions from an
integrated approach, joining together patients suffering from various conditions: as it is not
illness-specific, CDSMP can be implemented in small populations, being a good choice and
opportunity for deprived or socially excluded communities. The resources and materials are
adequate for illiterate or semi-illiterate persons and the costs associated with these
resources are significantly less than others self-management programmes18 19.
18

Richardson, G., Kennedy, A., Reeves, D., Bower, P., Lee, V., Middleton, E., ... & Rogers, A. (2008). Cost
effectiveness of the Expert Patients Programme (EPP) for patients with chronic conditions. Journal of
Epidemiology and Community Health, 62(4), 361-367.
19
Lorig, K. R., Laurent, D. D., Deyo, R. A., Marnell, M. E., Minor, M. A., & Ritter, P. L. (2002). Can a Back Pain Email Discussion Group improve health status and lower health care costs?: A randomized study. Archives of
internal medicine, 162(7), 792-796.
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Several studies have provided promising data on the cost-efficiency and cost-savings generated
by prevention and self-management intervention in chronic conditions. A two-arm pragmatic
randomised controlled trial in community settings in England, based on the CDSMP and focused
on patients with a broad range of self-defined long-term conditions, has measured the costs
estimated over a 6-month period and the health outcomes. The intervention group has been
associated with better health outcomes at lower cost: concretely, 0.020 QALY when compared
with the control group. It supposes a reduced cost of 34,75€ (£27) per patient: while it might
seem small in absolute term, the QALY is equivalent to an extra one week of perfect health per
year20. Also, a different two-arm pragmatic randomised trial in community settings with 629
patients21 has shown the following outcomes: increased self-efficacy, energy and better routine
health and NHS use reported. The cost-effectiveness analysis shows that the patients who
received the CDMSP course reported significant improvement in their health and a reduction in
direct costs by use of NHS services. If a quality adjusted life year was valued at £20 000 ($39
191; €30 282), there was a 70% probability that the intervention was cost-effective: according to
the current research, CDMSP approach is likely to be cost effective over 6 months at
conventional values
However, transnational research is needed in order to provide a comprehensive and
comparative economic assessment, including cost-efficiency, ROI and SROI calculations
and other relevant estimations derived from the implementation of evidenced-based prevention
and management programmes across countries and within the framework of the different
National Health System budgets.
Finally, it is relevant to highlight the studies carried out using the gender-based variables:
differences between men and women should be addressed from the empowerment process22.
Gender equity is a crucial factor in the design of interventions, as studied by Garland and Martin.
They found that there was a difference in the learning behaviour: gender was a factor in the
association between learning style and student participation23 24 . The results and potential
outcomes apply to different races/ethnicities, in different contexts, and are equally effective due
to the sections of the program (specifically "Bulletin Boards"), which allows participation and
contextual and cultural adaptation of the training.25 One study26 found statistically significant
differences in the implementation of the program where coaches were health professionals.

There is vast evidence on the potential impact of prevention and management interventions in
chronic patients. However, there is no sufficient data on cost-efficiency of these programmes,
which would foster a wider adoption of prevention and empowerment policies for chronic
conditions management in European Health Systems. Among the key factors contributing to
increase the cost-efficiency of well-evidenced chronic prevention interventions,
EFFICHRONIC consortium is designed to address and integrate socio-economic
determinants of health within the identification and stratification of individuals to be
recruited and engaged in the CMSPD programme implementation.
20

Ibid [Richardson, G (2008)]
Kennedy, A., Reeves, D., Bower, P., Lee, V., Middleton, E., Richardson, G., ... & Rogers, A. (2007). The
effectiveness and cost effectiveness of a national lay-led self care support programme for patients with long-term
conditions: a pragmatic randomised controlled trial. Journal of Epidemiology and Community Health, 61(3), 254261.
22
Ramírez-Correa PE, Arenas-Gaitán J, Rondán-Cataluña FJ. Gender and Acceptance of E-Learning: A Multi-Group
Analysis Based on a Structural Equation Model among College Students in Chile and Spain. Loutfy MR, editor. PLOS
ONE. 14 de octubre de 2015;10(10):e0140460.
23
Dağ F, Geçer A. Relations between online learning and learning styles. Procedia - Soc Behav Sci. 2009;1(1):862-71.
24
Cuadrado-García M, Ruiz-Molina M-E, Montoro-Pons JD. Are there gender differences in e-learning use and
assessment? Evidence from an interuniversity online project in Europe. Procedia - Soc Behav Sci. 2010;2(2):36771
25
Case S, Jernigan V, Gardner A, Ritter P, Heaney CA, Lorig KR. Content and Frequency of Writing on Diabetes
Bulletin Boards: Does Race Make a Difference? J Med Internet Res. 24 de junio de 2009;11(2):e22.
26
Yank V, Laurent D, Plant K, Lorig K. Web-based self-management support training for health professionals: A pilot
study. Patient Educ Couns. enero de 2013;90(1):29-37
21
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2. AIMS AND OBJECTIVES OF THE PROJECT
2.1. General objective of the project
The main goal of EFFICHRONIC is to contribute to reduce the burden of the most common
chronic diseases and increase the sustainability of health systems by providing evidence on
the cost-efficiency of investments in evidenced-based prevention and management chronic
disorders programmes. Concretely, EFFICHRONIC will implement the Chronic Disease
Self-Management Program (CDSMP) in 5 different European countries in a wide
geographical and context coverage (France, Italy, The Netherlands, Spain & UK), with a
total sample of more than 2500 engaged patients.
Socioeconomics determinants of health will be a key element in the methodology design. The
project proposes, not only showing evidence on the effectiveness and efficiency of the investment
in this program, but also identifying and addressing those individuals whose risk factors have
been mostly linked with a higher burden of chronic disorders in our societies (health &
medical related but also social, cultural, economic). To meet this goal, EFFICHRONIC will
adapt existing evidenced-based interventions by providing an innovative framework and
methodology for the individuals recruitment and engagement in these programmes, but also
by generating international comparative data on the cost-efficiency and health economics in order
to foster the implementation of well designed chronic conditions interventions and the scaling up
of related policies at regional, national and European. Three main sub-objectives are, therefore:
- To carry out multidimensional analysis and stratification methodologies to identify
vulnerable groups/individuals in the 5 countries/regions involved, maximising the impact of the
CDSMP when implemented.
- To elaborate a comprehensive framework for the impact assessment which must include
the cost-efficiency and health economics analysis, while implementing specific methodologies to
provide evidence-based comparative data on the effectiveness and efficiency of the investment in
prevention and management of chronic conditions.
- To implement the programme in the 5 countries, also fostering the scaling up of the chronic
prevention and empowerment policies to another country or region, contributing to knowledge
transfer processes. To assure this goal, Guidelines will be elaborated, including policy
recommendations and best practices.

2.2. Specific objective(s) of the project
Specific Objective SO1
Number
To carry out multidimensional analysis and stratification methodologies
Specific Objective
to identify vulnerable groups/individuals in the 5 countries/regions
involved to maximise the impact of the CDSMP when implemented.
This Specific Objective will be reached in WP4.
Process Indicator(s)
Target
Clinical variables identification
1
Socio-economic and cultural variables identification
1
Output Indicator(s)
Target
Number of variables and criteria identified and assessed
>16
Algorithms to identify those individual/groups regarding clinical and socio- 1 (5)
economic variables
Outcome/Impact Indicator(s)
Target
Consensus agreement on the variables identified and stratification 1
methodology for EFFICHRONIC
Stakeholders engaged in the multidimensional analysis and stratification >25
methodologies
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Specific Objective SO2
Number
Specific Objective To design specific strategies to reach the targeted individual/groups
identified/stratified to involve them in the program implementation. This
Specific Objective will be reached in WP4.
Process Indicator(s)
Target
Individual recruitment plan
5
Community analysis methodology
5
Output Indicator(s)
Target
Community recruitment plan
5
Outcome/Impact Indicator(s)
Target
Regions and/or health entities using the methodology on recruitment for 4
stratified groups using socioeconomic determinants
Specific
Objective
Number
Specific
Objective

SO3

To implement the programme in the 5 regions countries, including the
appropriate measures to involve at least 500 individuals of the
stratified/identified populations in each setting (N=2500). This Specific
Objective will be reached in WP5.
Process Indicator(s)
Target
Individuals reached during the communication-recruitment phase
250000
Individuals engaged in EFFICHRONIC
2500-2750
Output Indicator(s)
Target
Countries where the EFFICHRONIC is implemented
5
Facilitators recruited per country
32
Patients suffering from or at risk at chronic disease recruited
500-750
Outcome/Impact Indicator(s)
Target
Global learning outcomes. Percentage of successful accomplishment
80%
Experimental mortality rate
<20%
Specific Objective SO4
Number
To generate a comprehensive framework for the impact assessment
Specific Objective
(including cost-efficiency and health economics techniques) and implement
specific methodologies to provide evidence-based comparative data on the
effectiveness and efficiency of the investment in such preventive and
management empowerment programmes in a specific population. This
Specific Objective will be reached in WP6.
Process Indicator(s)
Target
2500
Number of patients-intervention tested
3
Health Economics dimensions assessed
10
Socioeconomic and sociocultural dimensions assessed
8
Clinical/medical specific dimensions assessed
Output Indicator(s)
Target
Framework for effectiveness and cost-efficiency evaluation
1
Number of completed and documented assessments
5
Outcome/Impact Indicator(s)
Target
Effectiveness and cost-efficiency analysis performed
5 ROI and
SROI
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Number of downloads of the evaluation framework for cost-efficiency assessment
Specific
Objective
Number
Specific
Objective

50

SO5

To elaborate on the conclusions obtained to define policy recommendations
and concrete guidelines to contribute to the scaling up of the stratification and
CDSMP adaptation in other regions and countries in Europe. This Specific
Objective will be reached in WP7.
Process Indicator(s)
Target
Agreed Action Plans to transfer and/or scale up interventions
>5
Number of stakeholders reached
>50
Number of people suffering from chronic diseases reached by the end of the project. 350.000
Number of experts engaged in EFFICHRONIC guidelines elaboration
30
Output Indicator(s)
Number of successful CDSMP processes implemented
Number of health professionals expressing their interest in EFFICHRONIC
Outcome/Impact Indicator(s)
Number of health professionals applying the tool after the project completion

Target
5
100
Target
10

3. TARGET GROUPS
EFFICHRONIC will impact on different target groups, according to specific characteristics and
variables to be identified within Wp4 (see description of multidimensional analysis and
recruitment strategy in the methodology section). Among other potential target groups (e.g., the
general society, SME and companies, etc.) the mentioned population will be the most directly
affected the following:
Primary target groups:
• Individuals suffering from chronic diseases identified according to specific variables
(clinical but also including social determinants of health) and stratification
methodologies.
• Caregivers attending the intervention programme
Secondary target groups:
• Relatives and family of people suffering from chronic diseases and informal caregivers.
• Special attention will be put to target children (daughters and sons, or even grandsons)
by activating learning processes in the families of those of individuals suffering from a
chronic condition participating in the EFFICHRONIC intervention. By adopting a
“Healthy parenting” approach, making children to participate on the behavioural change
of their parents/grandparents, since long-term chronic disease prevention depends on
the diet, exercise, habits and behaviours learnt and generated in the childhood.
Tertiary target groups:
 Health professionals: it includes general practitioners, specialists, physicians etc.,
working in public and private hospital but also nurses, and other health professionals,
such as psychotherapists.
• Researchers in the field chronic diseases, sociology of health and health economics.
• NHS and stakeholders from Public Administration.
• Civil society
In order to reach the mentioned targeted groups, EFFICHRONIC builds a dissemination strategy
(T2.4.), which will take into account the report published by the EC DG Research “Guide to
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successful Communications”. The main principles faced in the report are: (a) Defining Key
messages; (b) establishing target audiences; (c) selecting the appropriate modes of
communication; (d) tailoring information to the intended outlets; (e) building good relationships
with the media; (f) evaluating results; (g) maximizing the exposure of messages; and (h) tapping
useful Commission and other external resources.
The increased demand of a
Figure 5 – The chronic diseases lifecycle, risk-factors (including SES)
more proactive healthcare
and genetic issues.
service by the whole European
society but maintaining an
adequate cost control would
directly benefit the patients,
their
access
to
crucial
information, education and selfmanaged learning, sometimes
mediated by their peers.
EFFICHRONIC will provide
stakeholders with evidence
and knowledge to make a more efficient healthcare system and governance.
The table below summarises the estimated targets and the channels to access to them.
Target Groups

Individuals suffering from chronic
diseases according to the identification of
specific
variables (e.g.
deprivated
populations, less educated individuals, and
those who are mostly linked with a higher
burden of chronic disorders) or their
caregivers attending the programme.
Relatives of people suffering from chronic
diseases and informal caregivers

Children (sons and daughters, or even
grandchildren) of the primary targets

Health professionals: it includes general
practitioners, specialists, physicians etc.,
Civil society
workers, etc.)

(Associations,

social

Researchers in the field chronic diseases
and sociology of health
NHS and stakeholders from Public
Administration

Outcome
measurements
Primary target
>250000
approached
individuals
>2500
recruited
individuals
Secondary target
>5000 individuals

=1000000
individuals
at
medium and longterm
Tertiary target
>500 professionals

50 Associations
>100
social
workers
>100 researchers
>20
institutions/
representants

Means to reach and communication
strategy
Direct communication with Health
professionals (Nurses, physicians),
social workers, stakeholders and
Associations (Civil Society)
Dissemination
and
offline/online
Communication activities.

Direct communication with Health
professionals (Nurses, physicians),
social workers, stakeholders and
Associations (Civil Society)
Direct communication with their
parents, family modelling and learning
processes, including imitation of
healthy habits.
Direct communication with Partners
and our collaborators/integrators at
national level
Direct communication with Partners
and our collaborators/integrators at
national level
Scientific,
events,
workshops,
conferences
Direct
communication
with
EFFICHRONIC
partners
and
Communication activities

Table 3 – Target groups, measurements and means.
One of the objectives of the project is to raise public awareness and participation in the general
public and policy makers. Relevant content will be accordingly generated to reach this relevant
policy transfer goal in WP. In addition, indicators for measuring the dissemination activity will
be developed during the WP2. Specifically, Task 2.4 – Dissemination and communication
strategy and action plan. These indicators include: the number of Scientific and Technological
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publications, the number of publications addressing general public (e.g. CD-ROMs, WEB sites,
TV appearances, press releases), the number of publications addressing decision makers or public
authorities, the number of academic production (e.g., PhD thesis, MsD Thesis...) generated by the
project and the number of patients followed. Any dissemination activities and publications in the
project, including the project website, will (i) specify that the project has received Community
research funding and (ii) display the European acknowledgement.

4. POLITICAL RELEVANCE
4.1. Contribution to meeting the objectives and priorities defined in the annual work
programme
The table below summarises how EFFICHRONIC contribute to EU Health Programme priorities:
EU Health Annual Work
Programme

EFFICHRONIC contribution to EU Health priorities

The objective of this action is to
identify and address key
elements with a potential to
reduce the burden of major
chronic diseases and increase the
sustainability of health systems.
It should provide new evidence
on economic and efficient means
to
achieve
better
health
outcomes, including on the costefficiency of investments in
prevention, and to alleviate the
burden on health and social
systems if implemented at an
appropriate scale in Member
States.
Proposed
initiatives
should generate impact when
implemented, be transferable to
other settings and elaborate
incentives for implementation.

EFFICHRONIC project will contribute to identifying and
address the key risk factors, but also takes into account
social conditions and indicators: it will assist in reducing
the burden of chronic diseases and reduce the costs
associated with each National Health System while
providing new evidence on efficient means to archive and
improve the individuals‟ health. Attending to
socioeconomic and sociocultural status of the people
suffering from chronic disease we expect to reduce the
costs derivate for their formal care, to prevent in a more
efficient way the reproduction of chronic conditions in the
same family (e.g., obesity, diabetes…) and to implement a
cost-efficient intervention able to be applied in several
countries, even low-income countries.

They should have the potential
to become relevant elements of
national
chronic
disease
strategies and add up to an
integrated response to chronic
diseases. Initiatives should help
to reduce avoidable costs and
burden for 8 patients and health
care systems. This action will
complement the action on
chronic diseases referred to

Peer learning supposes a cost-efficient opportunity that also
guarantees a better outreach of the health-related messages
and health education. In fact, to pay attention to
socioeconomic status and education of the individuals also
allow to improve and increase their margins for health
improvement, reducing the care burden for the National
Health Systems along EU Member States due to a late and
delayed identification of the chronic disease.
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Also, EFFICHRONIC will support the public
administration and will take into account the unusual and
new situation of vulnerable migrants and refugees,
considering them as a part of the primary target group when
relevant. The main aim is to increase the community-based
cooperation in the fields of health promotion and disease
prevention, assuring an adequate response to communicable
chronic diseases by the National Health Systems while
reducing the costs associated with the care of populations at
high risk of social exclusion. Following the course syllabus,
the heavy episodic drinking and drugs abuse issues will be
met.

EFFICHRONIC is intended to reach a sample of n=2500
patients in 5 European Countries
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under 2.2.1.2.
Activities should concentrate on following areas:
1) Identify, develop and put into practice
evidence based measures to prevent and
manage chronic diseases, also by addressing
the major common risks factors (smoking,
alcohol abuse, unhealthy diet, physical
inactivity and others) with a focus on:


Specifically, EFFICHRONIC focuses on
prevention and management of chronic
diseases: on the one hand, the primary target
group is comprised of people suffering from a
chronic condition, also under conditions of
vulnerability, disadvantage or marginalisation.
These individuals show the highest levels of
risk for mortality. As a secondary target group,
their relatives and family also have a high-risk
for a future chronic disease due to their living
and material conditions. Empowered patients
will act as multipliers, as agents for change
who can promote a more efficient prevention
among their peers and loved ones. Moreover,
these empowered patients would be facilitators
and trainers for other people with chronic
conditions once they finish their training and
the further training for facilitators. Self-care
attitudes will lead a change also for the whole
society and will facilitate these patients to
acquire new skills and behaviours that could
help them to increase their opportunities for an
efficient job performance and a better labour
integration. An empowered patient develops
their critical thinking and is more trained to
access, select and analyse information as well
as to manage and plan his/her self-care.

early detection of major diseases and
adequate timely intervention with a
focus on inter-sectoral and cross cutting
interventions;
 identification
of
needs
and
opportunities for disease prevention
and targeted intervention for most
vulnerable groups;
 effective means to facilitate access and
retain chronic disease patients in the
labour market and their home
environment;
 enhancement of community care for
better chronic disease prevention and
management;
 elements
for
more
effective
management of multi-morbidity;
 identification or development and
implementation of integrated patient
and care pathways;
 Health Technology Assessment (HTA)
for best interventions;
2) Strengthen the evidence base EFFICHRONIC will research, determine and analyse
for a response to prevent and several indicators which can influence and determine the
manage chronic diseases through chronic condition. These also will be assessed from the
improved health information and Health economics to assure that the intervention has a real
impact on the National Health System and its outcomes
health intelligence by:
are cost-efficient, contributing to reduce the costs and
 expanding
data
for
burdens associated with these diseases. The whole
monitoring
and
consortium will outline a strategy for improving the
assessment of policies and
engagement with policy makers and stakeholders (tertiary
health related actions;
targets groups) as well as the general society; also, we will
and
contact with several associations. Peer learning approach
 improving the health will contribute to increasing the health literacy, the selfliteracy through better care behaviours and a healthier lifestyle that will be
access and availability of extended to the patients‟ relatives; specifically focused on
health related information most vulnerable groups, EFFICHRONIC will increase the
for
most
vulnerable health literacy and the competencies related to the
interpretation and selection of the information as well.
groups.

4.2. Added value at EU level in the field of public health
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Many initiatives in Europe have Figure 6: EFFICHRONIC contribution to the European Scaling Up
focused on face-to-face training to Strategy.
empower people and to foster
shared decision making: Projects
like
Empathie
(Empowering
Patients in the management of
chronic
disease)
EUPATI
(European Patients Academy on
Therapeutic Innovation), PISCI
(Pilot Project on the promotion of
self-care system in the Europe
Union), among others, have made
progress in the development of the
best evidence to empower people,
increase their health knowledge
and improve their lives. The
conclusions of these projects
suggest the need for further studies and evidence on cost-efficiency of these interventions, but
also on how to overcome the barriers found to reach specific high-risk population.
Some potentially related projects have been found, also funded by the EU Health Programme:
however, they are mainly focused on one or two chronic diseases or risk factors and have not a
comprehensive model for all chronic diseases while considering the individuals and their entity.
Considering that these projects are not direct competitors, but they are complimentary with our
aims and objectives, the project coordinators will be contacted to establish networking and a
fruitful communication and collaboration: it might amplify the scope of EFFICHRONIC
contributing to guarantee the geographical relevance and European outreach of our outputs.
These are the most important H2020 projects related to EFFICHRONIC working in the field of
chronic diseases


FEEL4DIABETES (ref:643708) aims to develop and implement a community-based
intervention to create a more supportive social and physical environment for lifestyle
changes to prevent diabetes in vulnerable families across Europe. While this project is
not approaching the peer-learning model, due to its target groups, we considered that
FEEL4DIABETES is more related than others; the project coordinator will be contacted
to improve our recruitment strategy.



Another similar project, also in the diabetes field, is SMART2D (Ref: 643692) more
people-centred and focused on self-management and peer-learning but only applying to
diabetes.



SITLESS (Ref: 634270) also has a preventive point of view and it is aimed to decrease
the sedentary behaviors by means of self-management strategies: SITless shows a more
comprehensive and preventive approach, but, as a difference, the intervention is being
managed by Primary Care professionals instead peers.



EMPATTICS (ref: 690492) is not directly related to our project objectives. Nevertheless,
we should try to establish contact with the consortium to benefit ourselves from the
innovations and outcomes reached in terms of communication with patients, how to
improve it or how to use the ICT tools to drive the intervention.

Additionally, several partners (e.g CESPA, UVEG, EMC, EOG) are also implementing
projects funded by the Health Programme and other funding programmes, whose topics are
complementary and leverage EFFICHRONIC results. Among them, we can mentioned:
MPI-AGE aims to use multidimensional prognostic indices (MPI) that predict mortality to
improve the cost-effectiveness of health interventions in older individuals with multimorbidity
and polypharmacy.
Document Version 1.00 dated 16/04/2015
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ASSESH focused on stratification methodologies implemented to manage chronic diseases and
frailty risk.
UHCE aimed to implement social and care pathways for active and healthy ageing and
prevention programmes.
APPCARE includes also a stratification methodology specifically aimed at reducing the
recurrent hospital admissions and promotes new means of organisation for the hospitalisation
system.
FRAILCLINIC project aims to develop and assess the feasibility and effectiveness of several
instruments and interventions designed to screen and manage frail older patients in different
clinical settings (oncology, cardiology, major surgery,etc.) .
It is also worthy to mention that the Consortium has a large network of European contacts due to
its active role in European research and policy design. Among others, they work together with:
ENSA – European Network of Social Authorities; Council for European Studies;
ECHALLIANCE – European Connected Health Alliance; or ELISAN - European Local
Inclusion & Social Action Network; EEN- European Enterprise Network.
Finally, EFFICHRONIC contributes to high relevant European guidelines and recommendations:
-

Council conclusions “Innovative approaches for chronic diseases in public health and
healthcare systems” 3053rd EMPLOYMENT, SOCIAL POLICY HEALTH and
CONSUMER AFFAIRS Council meeting Brussels, 7 December 2010

-

Council report: Reflection process: Innovative approaches for chronic diseases in public
health and healthcare systems. Brussels, 23 September 2013. 12983/13 LIMITE SAN
304

-

Communication from the Commission: Solidarity in health: reducing health inequalities
in the EU {SEC(2009) 1396}{SEC(2009) 1397}.

Thus, EFFICHRONIC main European added value lays on its multipliying effect and the
approach taken. By taking advantage of the knowledge and evidence already generated for
prevention and management of chronic diseases and providing guidelines and policy
recommendations to a) identifying and targeting those individuals with highest potential to
reduce the burden of chronic diseases with effective intervention oriented to them; b) providing
scientific data on cost-efficiency and return of investment in prevention for chronic conditions
(including SROI) and c) contributing to generate more sustainable and equal health systems in
Europe.

4.3. Pertinence of geographical coverage
EFFICHRONIC project aims to implement an existing validated program (CDSMP) in different
settings in Europe: UK, Spain, Italy, France and Netherlands. These countries represent a
broad range of realities from a social, economic and health burdens point of view: their health
system structures are complex and diverse, also parallel, as well as the competencies in the field
of Public Health, Health Education and Chronic care programmes.
The Spanish Health System ensures, in principle, Universal coverage and free provision of care
to all citizens. The main objective of the public chronic care system should be to focus on the
prevention of illness, given priority to self-management and primary health care27. Last decade,
the 90% of all deaths were caused by chronic diseases: specifically, cardiovascular diseases,
cancer, chronic respiratory diseases and diabetes. The raised body mass index of the adult
population nowadays supposes a major cause of the permanent condition and the overweight and
obesity prevalence is expected to increase: the 70% of the male population is affected by
27

Is Spain‟s National Health Service evolving to a high-performing chronic health system?
http://blogs.lse.ac.uk/healthandsocialcare/2014/01/22/is-spains-national-health-service-evolving-to-a-highperforming-chronic-health-system/
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overweighing, as well as the 60% of a Spanish woman 28. The current primary care model is
focused more on acute episodes of care than preventive or recurrent care for chronic conditions.
Currently, chronic diseases cost €131 per capita.
The European Project Unit of Health of the Principality of Asturias (FICYT), is an initiative
funded by the Ministry of Economy and Competitiveness and it supports and facilitates the
internationalisation of Health research in the Principality of Asturias. The UPS unit is the entity
that is responsible for the management of European projects for the research groups of SESPA
and CSPA. On the one hand, CSPA is the Regional Government for Health in Asturias, Spain.
CSPA has been in charge for decades of any regional responsibility in health promotion, and
primary, secondary and tertiary prevention. Also, they have an extensive experience in a broad
range of Health Education interventions, such as breastfeeding, smoking cessation and
environmental health programmes, psychosocial intervention for people with disabilities,
screening and cancer awareness initiatives. On the other hand, SESPA is the main government
body responsible for Healthcare in Asturias since 2002. FICYT, CSPA and SESPA (the latter
being affiliated entities) will coordinate the project, integrating the project management, leading
the implementation of EFFICHRONIC, and combining both scientific and technical coordination.
UVEG (Universidad de Valencia - Polibienestar Research Institute) will be responsible for the
internal evaluation of the project, assessing its accomplishment of goals, milestones, the quality
assurance and the adequateness of the workflow. Their areas of activity and research are entirely
in-line with our project objectives and aims. UVEG is specialised in preventive medicine, Public
health, sociology, Didactics and Educational Sciences, assessment and psychological treatment,
applied economics, marketing, social security law, social work and social services.
In the United Kingdom, chronic diseases are projected to account for 85% of all deaths and
approximately 5 million people will die from a chronic disease from 2010 to 2020: it might
suppose a cost over 33 billion pounds over the decade. However, at least 80% of heart diseases or
stroke and type 2 diabetes, the most prevalent chronic conditions, can be prevented: for instance,
the overweight is a critical cause of chronic disease: in the case of UK, 76% of men and 69% of
women are overweighed or obese. The most successful interventions from a cost-effectiveness
perspective involve the whole society, using a community-based approach, while combining with
an individualised intervention29. In the UK, the costs per capital of chronic condition are
approximately €314. QISMET is an independent and values-driven organisation plenty focused
on education and training in the fields of self-management and self-care. QISMET collaborates
with statutory, voluntary and third sector players and institutions specifically for quality
assurance, also having experience and expertise in the CDSMP programme.
Italy also provides free and public national health care to its citizenship. The total care costs per
capital are €234, 10% of the total health care expenditure: the most prevalent chronic conditions
are diabetes mellitus, ischaemic heart disease and heart failure. Italy has implemented some selfmanagement programmes, focused on psychosocial support and training, specifically for
diabetes, cardiovascular diseases and heart failures30. EOG (Ente Ospedaliero Galliera) will
provide evidence on determinants and evaluation criteria from a clinical point of view. EOG also
has implemented the CDSMP in their own settings taking advantage of their expertise elderly
people care, including chronic conditions. This Hospital also has built on fruitful relationships
and cooperation with pharmaceutical companies and home automation partnerships as an asset
with a high value for our project and its transferability along Europe.
Diabetes, hypertension, respiratory diseases and neurodegenerative diseases, as well as cancer,
are the most frequent permanent conditions in France: the costs of their care are €215 per capita
each year, the 7% of total health care budget. CHU-Montpellier and Inserm (National Institute for
28

WHO – Spain (Chronic Diseases impact – Report) http://www.who.int/chp/chronic_disease_report/spain.pdf
WHO
–
United
Kingdom
(Chronic
Diseases
impact
–
Report)
http://www.who.int/chp/chronic_disease_report/media/uk.pdf
30
Gini, R., Francesconi, P., Mazzaglia, G., Cricelli, I., Pasqua, A., Gallina, P., ... & Zocchetti, C. (2013). Chronic
disease prevalence from Italian administrative databases in the VALORE project: a validation through comparison
of population estimates with general practice databases and national survey. BMC Public Health, 13(1), 1.
29
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Health and Medical Research) has wealth of experience in manage research and development
projects, which associate academic with private groups and leading the legal and IPR issues.
They will provide evidence on the proof of principle of the proposal from a clinical point of
view: their most important scientific and medical research is being development in the fields of
regenerative medicine, and CHUM has developed a wide range of projects and well-documented
pilots and trials for pre-clinical diagnosis and treatment.
In The Netherlands, the most frequent chronic conditions are Chronic Obstructive Pulmonary
Disease, diabetes and cardiovascular diseases. The costs per capita are around €270 per year on
average. The Erasmus University Medical Centre (EMC) main research is conducted in
collaboration with local, national and international Health Systems and organisations, focused on
determinants and primary prevention and secondary intervention and care. Then, EMC main
research topics are full in line with EFFICHRONIC concerning social and physical determinants
of population health, migrant status and poverty impacts on health, preventive initiatives,
affirmative actions and cost-effectiveness of health care interventions.
France and The Netherlands have implemented some follow-up and self-care protocols, disease
and risks management programmes, more access to social support, and affirmative actions as
wells. Anyhow, there is not a homogeneous procedure and protocol: in the case of France, it
seems to be caused by a very complex and heterogeneous social structure, especially, in the
biggest cities (Marseille, Paris). Any protocol should be adapted to these very particular
circumstances. The Netherlands are mainly researching in the field of socioeconomic
determinants: their economy is the 18th largest in the worlds with only 17 million inhabitants
who receive an average salary of €3780 (gross) within a less inequitable social structure.
These 5 countries and their specific settings, cultures and societies will provide a wide range
of geographical and societal coverage to the EFFICHRONIC outputs and results, assuring
their transferability to the other EU Member States, even with an international scope.
Moreover, the country-specific analysis and implementation, and the heterogeneous societal
challenges met, can improve the clinicians' competencies and skills to support and motivate
vulnerable populations at the same time that enhancing the self-management and self-care habits
of these individuals and the organisations representing them. The Consortium assures an
adequate geographical coverage to meet EFFICHRONIC objectives, while providing a better
understanding of the issues and challenges faced, specifically, in the recruitment and
implementation phases and regarding the transferability of the EFFICHRONIC outcomes to other
settings. The partnership also includes an experienced team to assure the quality and impact of
self-assessment processes and internal evaluation (UVEG).
The participating entities will be supported by numerous networks and organisations, even Public
Administrations, to assure and enhance the knowledge transfer processes and the dissemination
of our results. Among them, NHF (New Health Foundation) is a non-profit entity specialised in
the areas of terminal illness, elderly and ageing and highly dependents and aimed at improving
and following-up the National Health Systems, care facilities, social services and services for
supporting families and communities quality of life. Their involvement and actions in
international cooperation, awareness campaigns and the observatory of permanent conditions
offer a needed perspective on Best Practices for palliative care as well as Sociology of Health,
Health Politics and Public Health Affairs. Also, NHF has developed their own project: the
NEWPALEX certification focused on socio-economic and cultural determinants and social
facilities for the handle, management and support of the palliative care from a holistic approach
able to influence on Public Health policies. Their experience in communication and networking
with stakeholders, policy makers and Public Administration is a key value for achieving our
purposes.
Other supporting entities such as Rotterdam Municipality from The Netherlands and Liguria
Region and University of Genova will work closely with the project team, being highly interested
and therefore committed with EFFICHRONIC, and concretely concerning relevant tasks and
outputs of the project, mainly in Wp4 (multidimensional analysis and engagement strategies) and
Wp7 (policy recommendations). In addition, it is expected to engage a relevant pool of
Document Version 1.00 dated 16/04/2015
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international experts and stakeholders to maximise the impact of this action. The Rotterdam
Municipality is fully engaged with EMC and has lend support to the Rotterdam Study; a
prospective cohort study started in 1990 which now comprises a total of 10994 individuals, men
and women over 55 years old suffering from a long-term condition. Univeristé de Genève has
experience researching into intervention on Chronic Diseases in Humanitarian contexts,
emergency and unstable health policy settings. Its asset value is the proof knowledge about the
socioeconomic determinants that this institution holds.

4.4. Consideration of the social, cultural and political context
The involved countries represent very heterogeneous realities regarding their social, economic
and educational contexts. It assures the transferability and significance at a European level, while
increases the scaling up potential of EFFICHRONIC. The CDSMP is highly versatile and
adaptable to a broad range of targeted populations, independently of their SES, literacy,
education, etc31. Moreover, the EFFICHRONIC partners will adapt the materials, as well as the
stratification methodology, to their national and regional-specific settings, contexts and cultures.
Country

Economy
Spain
Italy

Salary incomes (average, net)
Income share held by lowest 20%32
Migrat population33 (thousands)
Refugee population

1734€
5.8
280.8
5798

Gross enrollment ratio, primary, both sexes
(%)34

105.6

Early leavers both sexes (thousands)

21.9

UK

France

Netherlands

€2,064
7.5
526
117161

2180€
7.8
332.6
252264

2158€
8.9
129.4
82494

101,9

108,7

105.6

106,2

15

11.8

9

8.7

3311

4334

5601

1560€
6.2
307.5
93715

Education

Health system
Health expense per person

2846

3126

Table 4: Social and economic contexts. Elaborated by the authors using sources from World
Bank and Eurostat
a. Economy and social exclusion
Concerning the average net salary incomes, Italy and Spain have the lowest average incomes
inhabitant: 1560€ and 1734€ respectively. However, in both cases, these measurements must take
into account the Inequality Index (Financial and Consumption). France and Netherlands led the
highest net salary incomes: 2180€ and 2158€ on average, next to UK (2064€). The inequality
between these five countries can be explained if the income share, held by lowest 20% (of the
total population) is also considered: the 5,8 of the income share in the case of Spain, and 6,2% in
the case of Italy give us a more distinct idea.
With regard the most vulnerable population, migrant and refugees, Spain in the country with the
smaller refugee population: only 5,798 individuals, followed by Netherlands (82,494) and Italy
31

The resources and learning materials < http://patienteducation.stanford.edu/materials/spanish.html;
http://patienteducation.stanford.edu/materials/international.html > have been designed to be able to adapting to
anyone. Also, several research and intervention trials have been tested with severely deprived and low-skilled
populations:
Lorig K, Ritter PL, Pifer C, Werner P. Effectiveness of the chronic disease self-management program for persons
with a serious mental illness: A translation study. Community Mental Health Journal 06/2013
Lorig K, Ritter P, Jacquez A. Outcomes of border health Spanish/English chronic disease self-management
programs. Diabetes Educ 2005;31(3):401-409.

32

World Bank. Percentage share of income or consumption is the share that accrues to subgroups of population
indicated by deciles or quintiles. Percentage shares by quintile may not sum to 100 because of rounding.
33
Eurostat, 2015
34
World Bank. Total enrollment in primary education, regardless of age, expressed as a percentage of the population of
official primary education age.
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(93,715). Netherlands (129.400 people) and Spain (280.800 individuals) are also the countries
with the smallest migrant population, being the UK and France the largest samples.
Figure 7: Unemployment (% of total labor force)

b. Education and employment
Spain has one the highest Early
Leavers ratio in Europe in spite of the
gross enrolment ratio is in accordance
with the geographical environment.
This high rate also supposes an
additional burden which limits a
successful market labour inclusion
among young people. The level of
unemployment is significantly higher
when compared with UK, France, Italy
and Netherlands (over 25% of total
labour force)

While the circumstances in Italy are
far less serious than the Spanish
situation, it is being considered that to
lend special attention to these education and employment variables and inclusion criteria are
especially relevant for both countries. With regard France, UK and Netherlands, it seems that
unemployment is not the biggest challenges to be faced. All these differences will be must be
taken into account in the Guidelines & policy recommendations elaboration (WP7)
Source: World Bank

c. Cultural background
The different cultural traits of Mediterranean culture compared with other Central Europe or
Northern countries are highly linked with chronic conditions prevention. Among other issues,
Mediterranean cultures are characterized by:
-

A diet (Mediterranean Diet) that, as specified by PREDIMED, is comprised of
vegetables, fruits, whole grains, small amounts of meat, eggs, fish and dairy products, as
well as olive oil and red wine within moderation. However, the Mediterranean Diet must
be understood as a lifestyle, including the physical activity and socialization. As
concluded by PREDIMED35 and accepted by WHO and the whole scientific community
at International level, the Mediterranean Diet is able to reduce the cardiovascular
diseases among other permanent conditions, such as diabetes, and shows a highlypromising potential regarding cancer and ageing.

-

Social support is a critical part of the mentioned above Mediterranean "lifestyle", the
Mediterranean peoples the family and households structure are still large, even multigeneration, instead of nuclear.

Nevertheless, the Mediterranean cultural background, which might reduce the risk exposure of
the vulnerable population are being replaced for strange, unfamiliar habits and customs: the same
situation can be observed in UK and Netherlands. Dietary customs were higher in saturated fats,
starches and lower in vegetables, whole grains and monounsaturated fats, when compared the
Mediterranean ones (France, Spain and Italy), the globalization process are also changing their
gastronomic traditions. Besides the low-cost of the recent trends, such as fast-food, these low
quality, with less nutrient density and high energy density, are palatable foods and can to change
the Europeans' deep-rooted traditions. Due to the ease of accessibility and the costs, highlyvulnerable groups are more vulnerable than middle and upper-middle classes.
d. Gender issues

35

PREDIMED Project website: http://www.predimed.es/introduction.html
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The European Union aims to play supporting national and regional policies to address chronic
diseases, concretely through "European Innovation Partnership (EIP) on Active and Healthy
Ageing", one of the flagship initiatives of the Europe 2020 strategy and EU Health Programme
from an explicit recognition of the lifestyles, life conditions and inequalities or burdens as
determinants of the health status of the EU citizenship. The European Union has considered the
gender-issues as risks factors that must be considered in all interventions that aim at tackling the
prevention and administrative response to chronic conditions in a cross-sectional and multistakeholders approach. The CE also encourages the supporting for screening risk groups, the
early detection and the enhancement of diagnostic services in terms of promotion of genderbased approach to controlling and following-up the permanent conditions while addressing the
difference in the risks of morbidity among the various populations, such as women and men 36.
Several studies have demonstrated how chronic disease differs among different groups of women
and how it must be understood through a gender approach. Regarding the prevention challenges,
as long as women are the main responsible for the preparation of meals, as well as gender plays
an important role when determining the risk for eating disorders, unassertiveness and low selfesteem, the sex-gender factors should be considered. Additionally, women are less included in
the productive job and more focused on reproductive labour than men. It supposes a notable
reduction of their incomes and financial autonomy and, as the socioeconomic status has a
significant correlation with the chronic disease and health outcomes, these issues must be taken
into account, and the risks associated with certain jobs typically performed by men as well. As
World Bank states37: “While women saw their mortality rates decline over four decades, men in
some age groups have experienced increases in mortality and others have seen little or no
progress. For men aged 25 to 29, mortality rates were nearly the same in 2010 as they were in
1970, despite improvements for men globally in this age group”. For example, in United
Kingdom, the most important cause of COPD is smoking, but about 15% of cases are workrelated (dust, smoke exposition at work, etc.)
Furthermore, the gender-based conditions must be taken into account while selecting and
analysing the results. For example, in Spain, chronic diseases affect to 46,9% of women and
37,8% of men, also shows different chronic conditions depending on sex38. European men tend
to assess their health status more positively than women: 70,7% perceive their health as
Good or Very Good, while women report less positively on their health. It might be caused
by different circumstances. On the one hand, the life expectancy of women is longer, so they face
more health issues. On the other hand, to deal with chronic illness nowadays supposes a very
complex interaction between the expected certainty over women's bodies by the society and the
reproductive labour and care works that they consider obliged to perform, as Diane Driedger and
Michelle Owen have explained39.

36

REFLECTION
PROCESS
on
CHRONIC
DISEASES
Interim
Report
http://ec.europa.eu/health/major_chronic_diseases/docs/reflection_process_cd_en.pdf
37
Rising Chronic Disease and a Gender Gap in Health Take a Growing Toll in Eastern Europe and Central Asia http://www.worldbank.org/en/news/press-release/2013/09/04/rising-chronic-disease-gender-gap-health-growingtoll-eastern-europe-central-asia
38
INE (Instituto Nacional de Estadística, Spain) - Mujeres y hombres en España / Salud (actualizado 20 mayo 2015) /
4.3 Estado de salud (estado de salud percibido, enfermedades crónicas, calidad de vida, dependencia funcional)
http://www.ine.es/ss/Satellite?L=es_ES&c=INESeccion_C&cid=1259926692949&p=1254735110672&pagename
=ProductosYServicios%2FPYSLayout
39
Dieger, D. and Owen, M. (2008). Dissonant Disabilities: Women with Chronic Illnesses Explore Their Lives.
Women‟s Press, Toronto, 2008
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As seen before, the versatility of the intervention and the research outcomes shows how the
CDSMP is able to be adapted to a wide variety of settings, including different socioeconomic40,
cultural41 and health42 conditions. With regard the applicants and participants, the ethical aspects,
the data protection (especially, when concerning to personal data), must be analysed by all
partners and a protocol for intervention will be agreed and stated, also in close collaboration with
the entities which will implement the programme.

5. METHODS AND MEANS
EFFICHRONIC is based on the implementation of the CDSMP in 5 European countries reaching
a wide sample (N=2500) of stratified population which will be targeted and engaged according to
their medical, socio-economic and cultural determinants of health. Through a complex and
comprehensive multidimensional analysis led by expert entities (Galliera Hospital & CSPA) and
supported by all project partners and also other associate partners and stakeholders, a consensus
framework to identify those individuals with highest benefit potential, contributing not only
to make the health and social systems more equal, but also more cost-efficient and
sustainable.
At this concern, CDSMP has been proposed as EFFICHRONIC methodology because several
features of this chronic prevention and management programme:
- The underlying conceptual elements in CDSMP, this is, self-efficacy, empowerment, pairto-pair education, recognition of the social determinants of health, salutogenesis,
community participation and risk stratification are key elements of EFFICHRONIC
fundamentals. As said the program is based on relevant and validated psychosocial models
effective for the adoption of healthy lifestyles and individuals‟ empowerment.
- It is a robustly validated program (CDSMP) which has extensive evidence of its positive
impact on health, it is easily adaptable to different context, language, culture, etnical
tradition or race. The programme has shown efficacy even in iliterated subjects.
- The cost of implementing the programme is reduced (due to peer procedures, easy to use
materials and co-design methodology) and there is preliminar data showing cost-efficiency and
promisign return of investment.
More in depth, EFFICHRONIC lays on three main methodological steps:
a) Stratification of population & individuals recruitment
b) Implementation procedure
c) Evaluation, cost-efficiency and health economics estimations

5.1. Stratification of population & individuals recruitment strategy
Following the methodology and knowledge generated around the multidimensional prognostic
indices (MPI) developed by one of the project partners EOG (Ente Ospedaliero Galliera) under a
European funded project, the partners will define main clinical and health related indicators to be
approached within the comprehensive multidimensional analysis. The analysis will be

40

Stillwater B, Farr C. Clinical outcomes associated with self-management classes among patients of an
urban community health center. Alaska Section of Chronic Disease Prevention and Health Promotion
July 2013; 5(2):1-6

41

Swerissen H, Belfrage J, Weeks A, Jordan L, Walker C, Furler J, McAvoy B, Carter M, Peterson, C. A
randomised controlled trial of a self-management program for people with a chronic illness from
Vietnamese, Chinese, Italian and Greek Bbckgrounds. Patient Educ Couns 2006;64:360-368.

42

Webel AR. Testing a peer-based symptom management intervention for women living with HIV/AIDS.
AIDS Care 2010 Sep:(9):1029-40.
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complemented by the integration of those socioeconomic determinants of health relevant for
chronic prevention. Among them, the following variables should be pointed out:
Socioeconomic Status (SES): measured as the relative frequency as a percentage of people
at the IV or V quintiles. The socioeconomic status will be determined through quintiles and will
include the education, the job position and the economic situation in accordance to the incomes
perceived.
Socioeconomic and cultural variables
Variable
(individually
measured)

Detailed description

Maximum
Education stage
or
qualification
credential

As seen before, the Education is a crucial factor which might determine the potential
health outcomes, as stated by the Human Capital Approach.

Employment
condition

To have a job allows to supply our necessities and it might improve our self-concept,
enhancing our identity from both points of view, individual and collective. The
unemployment might impair the mental health as well as the physical health
conditions: unemployed people have a higher rate of premature mortality and
physical-mental disorders.

Social wage or
similar
benefits
received

The social wage is an economic benefit aimed at people who have not enough
financial resources to face their necessities: then, it is a key indicator to determine
the percentage of individuals under deprivation conditions.

Risk of social
exclusion and/or
poverty

The relative poverty rate, as defined by Eurostat, is the percentage of persons
below the poverty threshold, measured as 60% of the median income per
consumption unit of individuals. Nowadays, the social dynamics generate new
social segregation and marginalisation processes that go far beyond from the poverty
definition, widely used in the last decades. This dynamic element has been increased
during the last seven years, due to the economic crisis and the new socialisation and
development conditions in the high-technologized postmodern society. Social
exclusion is a multifactorial phenomenon mediated by various circumstances, for
instance, cultural, social, behavioural or economic issues, among others

Access
to
economic
and
material resources

Indicated by the lack of resources to satisfy at least four of these nine requirements:
one week of holidays per year; to eat meat, chicken or fish at least each two days; to
pay charges per heating; to pay in time for all utilities (gas, water, electricity,
maintenance fees...) and rent/mortgage; to handle unforeseen expenses; to have and
maintain: a car; phone; television;washing machine.

The social support level, as well as other variables such as to life alone, express the
degree of social integration, intrinsically related to the risks associated with sudden
changes in the environment, life balance currently sustained or compensatory
strategies. The social support and the affective, social and psychobiological
development of a certain individual, while it is correlated with socioeconomic
factors (e.g., financial and economic security of a citizen), can undermine the
potential health status of a family and the individuals who compose it.
These individual variables will be translated to relative frequency in order to simplify the analysis
and to foster a systematic approach by means of stratification to certain groups/populations.
Clinical variables43
Clinical variable
Means of verification and assessment
Activities of Daily Living - ADL
Functional aspects
Instrumental Activities of Daily Living - IADL
Short Portable Mental Status Questionnaire - SPMSQ
Cognitive functions
Family structure,
social
networks
and support

43

Individuals suffering from chronic diseases are very often suffering from several conditions
(multimorbidity and polypharmacy): it supposes a great challenge due to the current economic crisis.
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Nutrition
Motibility
Multimorbidity
Polypharmacy
Co-habitation status
Other
disease-specific
domains

Mini Nutritional Assessement - MNA
Exton-Smith scale to evaluate the risk of pressure sores
Comorbidity Index Rating Scale - CIRS
Number of drugs. Interview.
Interview
Laboratory and instrumental-based information

Once all relevant variables have been proposed, the final proposal will be reached by a consensus
based procedure (Delphi method) including an expert panel led by EOG & CSPA and supported
by all project partners and also other associate partners and stakeholders will be carried out, in
order to conclude with an agreed framework for the definition of the criteria to identify
individuals with the highest potential to benefit from CDSMP and additional methodologies for
the stratification of the population or groups according to the mentioned criteria.
This framework will be translated to an algorithm for patients‟ recruitment and key guidelines for
the individuals‟ recruitment will be elaborated according to each country conditions and needs.
Two main recruitment strategies are foreseen to be followed in EFFICHRONIC. On the one
hand, individual recruitment will be articulated by two complementary but different channels,
the health system (hospital, primary care centres, public health providers, etc) and the social,
associative and community-based structures (social workers, associations, community
resources, health promotion organisations, etc.).
On the other hand, stratification methods will enable a different recruitment strategy based on
specific parameter abstracted from the multidimensional analysis (relative frequency of
individuals with a lowest qualification credential - education, lowest incomes, unemployed,
receiving a social wage or similar benefit, severe deprivation of economic-material resources,
living alone and/or with a lowest social support), which will identify “high risk” communities
and concrete actions could be implemented to reach and engage those “stratified” groups.
Self-care, which includes physical activity, a healthy diet and stress management, can produce
value for the individuals and the whole society, and impacts on the quality of life, educational or
labour achievements and economic value. However, to reach some subaltern communities is
still a challenge for the intervention itself. This challenge can only be met if the intervention can
join together some key social stakeholders and it reaches a well-balanced community-based
action. In this particular case, the peer learning will be a crucial factor. Peers are very similar to
us, and as explained above, it is a very powerful tool to drive the changes and innovation among
the traditionally marginalised community, or those with a particular socio-cultural or socioeconomic status. Peers will act as facilitators in the EFFICHRONIC project. They can reflect
how they face the same situations and circumstances that affect us, express our views in the same
terms and vividly verify them, and think about our day-to-day activities and established habits.
Additionally, underprivileged people can build meaningful relationships with social workers
and Associations’ representatives as well. Specifically, social workers often have a wider
perspective of the current needs at a provincial and local level and they must be engaged in
EFFICHRONIC. The economic value of the self-care behaviours understood as an investment,
has been analysed by the Human Capital Model. Regarding the HCM, the self-care habits
developed by an individual increase the physical capital, showing a direct impact on health and a
positive influence concerning the individuals‟ responsibility and productivity whileimproving the
psychological and emotional state and the person's self-esteem44.

44

Bailey, R., Hillman, C., Arent, S., & Petitpas, A. (2013). Physical activity: an underestimated investment in human
capital. Journal of Physical Activity and Health, 10(3), 289-308.
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5.2. Implementation procedure
The figure below shows the relevant phases for the implementation of EFFICHRONIC. These
phases are strongly connected with the recruitment strategies and with the evaluation methods,
described in previous and later sections.
Phase 1 – Recruitment.
Implementation starts when patients have been recruited for the programme implementation. The
sample size (2500 individuals) has been estimated as the required for finite populations (this is,
people with chronic disease). Thus, due to the experimental mortality (around 20% according to
current scientific evidence), the target is composed of 750 persons per country to assure that 500
individuals will have been finished the programme until the end. Taking into account that the
success in the recruitment oscillates between 1% and 16%, it would be required to reach 250.000
individuals through the collaboration of physicians, associations, social workers and
stakeholders. In this case, "success" supposes the acceptance to a particular person to participate
in the EFFICHRONIC training. The most disadvantaged population are less likely to engage in
these kinds of activities and still show reluctance to the health practitioners.
Figure 8: Implementation Scheme

The selection of participants
will be made according to
the recruitment strategies
mentioned in the previous
section
and
will
be
determined by the different
established criteria, and
among them, the social
determinants of health and
gender: low education level;
low-income level; social
exclusion risk, low social
support and/or limited social
network coverage, living
alone condition.
Phase 2 – Initial training
to facilitators.

In
parallel,
facilitators
guiding
EFFICHRONIC
implementation will be
trained on the CDSMP
methodology. In response to the twofold approach, followed the training will take place to health
professionals belonging to the health system (primary care or health centre) and persons suffering
from a chronic disease (recruited in collaboration with health practitioners, associations, social
workers and stakeholders)
Therefore, in this phase, 32 facilitators per country (160 total) will be trained. Sixteen of them
will be healthcare professionals and the other sixteen will be patients. The initial training
provides the facilitators with the philosophy, skills and methodological basis for implementing
the EFFICHRONIC training: empowerment, self-efficacy, group management, coping with
painful emotions, positive health, capacitating, communication skills, among other concepts
faced at this stage. The duration of this training will be two weeks, four days for training, with a
total of 24 hours of theoretical training and two evaluation tests.
Since there is a percentage between 20 and 30% of those being trained that will not pass the
assessment tests, a higher number of facilitators (178 in total, 36 per partner involved in these
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tasks) will be qualified. The 50% of the trained facilitators will be female, ensuring a wellbalanced gender equity.
Phase 3 – Programme Implementation
The third phase is the EFFICHRONIC implementation itself. The facilitators have previously
received specific training (Phase 3).
They will be 160 facilitators as mentioned above. The duration of the programme will be six
weeks (15 hours total; 2,5 hours per week) with a face-to-face course with a dual role of
participant and facilitator and a total of 20-25 people per group.
Two facilitators will guide the activities to be completed: one patient suffering from a chronic
condition and one health practitioner. The essential role of the health professional is to guide the
facilitator-patient and to help her/him concerning to action plans solving the problems or doubts
that might exist.
As mentioned, main contents of EFFICHRONIC are: overview of self-management and
chronic health conditions, making an action plan, relaxation/cognitive symptom management,
feedback/problem-solving, painful emotions, fitness/exercise, better breathing, fatigue, healthy
diet, advance directives, communication, medications, making treatment decisions, depression,
informing the health care team, and working with your health care professional and future selfcare action plans. It is expected to implement two programme releases per year in each country
of the consortium members: UK, Spain, Italy and Netherlands.

5.3. Evaluation, cost-efficiency and health economics estimations
Before, during and after the initial training (Phase 2) and the implementation of the programme
itself (Phase 3), the EFFICHRONIC outcomes will be assessed in terms of:
•
•
•
•

the effectiveness of the program in improving adherence to treatment, regular physical
exercise and healthy diet
the efficiency of the program in daily and social activities of the individual
the impact on health outcomes and other relevant variables () of the intervention in the
use of health services when meeting highly deprived groups .
cost-efficiency calculations and other estimations oriented to provide relevant economic
information.

All the variables will be disaggregated by gender, socioeconomic status, age and other relevant
indicators. The conclusions will provide about the impact through the different settings in
Europe: effectiveness on health and quality of life outcomes, targeted populations improvements
in the field of self-management and healthier behaviors, efficiency and cost-benefit results to
drive the adoption of prevention evidenced programs for the sake of health systems sustainability.
The foreseen assessment of individuals will take place at baseline and one year later in the
EFFICHRONIC implementation group. To collect the data from the research objectives, the
variables required and the questionnaires to be used are described in the following table
Health Behaviors
Communications with Physician
Diet
Physical Exercise
Practice Stress Management
Medicationcompliance
Self-Efficacy

Questionnaire CCICA. Assessing Clinical Communication in ConsultationsUniver. Rovira I Virgili (reduced version)
Mediterranean Diet Adherence (MEDAS). 11 items
Exercice Behavior. Stanford Patient Education. Research Center. 6 items
Haynes- Sackett / Morisky- Green.
Chronic Disease Self-Efficacy and Spanish Chronic Disease Self-Efficacy.
Stanford Patient Education. Research Center. 4 Ítems

Activity
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Activity Limitation

Barthel Index. 10 items

Physical health
Psychological health
Social relationships
Environment

WHOQOL-BREF: Group. Measuring quality of life.
The development of the World Health Organization Q. 26 items
EuroQol-5D ( EQ-5D). 6 items

Physician visits/ last 6 months
Emergency room /last 6 months
Nights in hospital /last 6 months
Time hospitalized /last 6 months

Health Care Utilization and Spanish Health Care Utilization. Stanford Patient
Education. Research Center. 4 items

Social/Role Limitations

6-item Chronic Disease Self-Efficacy
Social Network and family support (ad hoc questionnaire)
Stanford Patient Education. Research Center. 4 items
Recruitment and Interview: persons below the poverty threshold, measured as
60% of the median income per consumption unit of individuals.
Recruitment Questionnaire ad hoc: individuals whose annual incomes (annual,
gross) are below the minimum legal wage stablished by each country and/or
individuals‟ income:consumption rate is the share of lowest 20% regarding the
total population
Recruitment Questionnaire ad hoc: individuals without any formal education
credential or only compulsory education.
Recruitment Questionnaire ad hoc: individuals living alone, victims of
violence (gender violence, etc.), migrants, refugees, etc.
Recruitment Questionnaire ad hoc

Quality of Life

Health Care Utilization

Socio-economic determinants

-People at risk of social exclusion

Low incomes

Low education

To have not enough/any social
network and support
Single-parent households
Cost-benefit & Economic analysis related variables (SROI)
Economic variables

Cost indicators and economic variables estimations from the e-Chronic
implementation, health managers and other sources .
QALYs
ICER

Additional Variables
Country
Demographic variables (age, sex, education, marital status, ethnicity, SES, family structure)

Questionnaire ad hoc

Chronic Disease
Alcohol consumption, Smoke
Weight, blood pressure…
Table 5: Outcome variables and measurement instruments
Source: General Direction of Public Health. Asturias 2015

5.3.1. Cost-effectiveness analysis
The cost-effectiveness analysis will be performed from a societal and health care provider
perspective with a 1-year time horizon. For each intervention, the quality of life and the costs
associated for that technique will be calculated. In the budget impact analysis, we will estimate
the budget impact of the current situation and compare that to the situation in which the most
cost-effective interventions are applied.
General considerations
The primary economic analysis will be a cost-utility analysis to determine if the intervention
approach is cost-effective. This cost-utility analysis will be performed according to the Dutch
guidelines45, and a societal and health care provider perspective will be used. In case no
45

Hakkaart-van Roijen L,Tan SS, Bouwmans CAM. Handleiding voor kostenonderzoek, methoden en standaard
kostprijzen voor economische evaluaties in de gezondheidszorg. College voor zorgverzekeringen. Geactualiseerde
versie 2010.
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differences in QALYs (based on EQ-5D-5L) are found, a cost-effectiveness analysis performed
from a societal and health care provider perspective will be conducted (based on QLQ-C30 and
QLQ BN-20). The time horizon will be from the first contact with the care system (t=0) till 12
months follow-up to take all relevant costs and effects regarding the intervention into account.
The incremental cost-effectiveness ratios of the new approach will be calculated (ICERs; the
differences in costs of one intervention approach vs another intervention mix divided by the
average change in QALYs, HRQoL, respectively). The sensitivity of various costs per unit of
resource will be tested in sensitivity analyses. Due to the relatively short time horizon (12
months), no discounting for costs and effects will be used.
Cost analysis
In the cost analysis we will account for the direct and indirect costs (i.e., a societal perspective is
adopted). That is, we will account for the direct care costs of each intervention element. Costs
will be collected from care registrations and estimated by multiplying resource utilization with
the cost per unit of resource following the micro-costing method which is based on
comprehensive „bottom-up‟ analyses and included costs of employment, material and equipment.
Direct non-care costs (i.e., travel costs of the patients) will be determined using ZIP codes.
Finally, the indirect non-care costs will be taken into account using the SF-HLQ (t=0, 3, 6, 9, 12)
and the friction cost approach. The time horizon will be from the first contact with the care
system (t=0) till 12 months follow-up. For robust calculations, sensitivity analyses will be
performed for uncertain and variable input parameters.
Patient outcome analysis
The primary effect measures are QALYs and HRQoL.

5.3.2. Budget Impact Analysis.
General consideration
In the budget impact analysis, we will use a Markov model to estimate the budget impact
(affordability) of the current situation (which includes different intervention approaches) and
compare that to the situation in which the most cost-effective intervention mix only is conducted.
In the budget impact analysis, we will use a Markov model to estimate the budget impact
(affordability) of the current situation and compare that to the situation in which the most costeffective intervention mix only is conducted.
Cost analysis
We aim to estimate the financial impact (affordability) of replacing the current situation (which
includes current care) by the intervention only from a government and health care perspective.
These analyses include direct and indirect costs for the government perspective, and only direct
costs for the health care perspective. Model inputs for the Markov model include demographic
data, estimates of the prevalence of eligible patients, utilization of (additional) treatment(s) and
follow-up, and costs46 47. Data sources for input variables include care registrations, claims data,
national statistics, government reports, published literature, and expert opinion. For robust
calculations, probabilistic sensitivity, scenario and subgroup analyses will be conducted. The
results will be presented as yearly budget impact and disaggregated impact, including the results
of the sensitivity analyses.

46

Mauskopf JA, Sullivan SD, Annemans L, Caro J, Mullins CD, Nuijten M, Orlewska E, Watkins J, Trueman P.
Principles of good practice for budget impact analysis: report of the ISPOR Task Force on good research
practices--budget impact analysis. Value Health. 2007 Sep-Oct;10(5):336-47
47
Sullivan SD, Mauskopf JA, Augustovski F, Jaime Caro J, Lee KM, Minchin M, Orlewska E, Penna P, Rodriguez
Barrios JM, Shau WY. Budget impact analysis-principles of good practice: report of the ISPOR 2012 Budget Impact
Analysis Good Practice II Task Force.
Value Health. 2014 Jan-Feb;17(1):5-14
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6. EXPECTED OUTCOMES
EFFICHRONIC is designed to bring additional evidence on effectiveness, efficiency and
relevant factors affecting the health outcomes and quality of life of those individuals and
systems. A total sample of 2500 ndividuals and a comprehensive and a rigorous
methodology, involving 5 community and health settings in very different countries will
provide solid evidence on EFFICHRONIC impact (WP5).
This evidence will be appropriately disseminated to reach the wider audience with the highest
potential impact in each relevant target group, including citizens, researchers, health
professionals, patients‟ associations, health service managers and providers, policy makers and
public administrators (see WP2 and dissemination section).
A wider impact will be reached by elaborating policy recommendations for the scaling up of
the EFFICHRONIC implementation in other regions/countries in Europe.
Concerning the individuals with chronic conditions, they will benefit from a system that will
supply them personal recommendations oriented at making better use of the health training and
information, learning new skills while developing their critical thinking competency, maintain
his/her interest in their healthcare and obtaining a qualification that can be based not only on
closed health decisions/solutions but in the development of self-management skills (WP5).
Other relevant impacts for the individuals with chronic conditions and their caregivers, health
professionals, the care systems and the whole in Europe are listed below:

Figure 9: Patients’ engagement impact

Higher level of chronic patient and
caregiver commitment

EFFICHRONIC objective is to increase
the commitment and responsibility of
the individuals and their caregivers on
their disease process and provide
evidence to engage health institutions
and policy makers in promoting selfmanagement
by
showing
costefficiency and sustainability data. This
commitment
includes
a
proper
adherence to treatment prescribed by
the physician. Also includes the
demand of clear and precise
information about their treatment,
potential adverse effects, interactions
and side effects. In the program
implementation, there are several
training sessions about aspects like
responsibility while taking medicines,
searching for alternatives and seeking a
second approach, techniques for decision-making and effective communication with the health
professionals, including how to get reliable information about their disease, and therefore on its
pharmacological treatment. All these processes have been proven to increase the patient
commitment48.
Positive health impacts by increasing patient capacity for “self-care and self-management”
CDSMP is based on the psychological theory of Albert Bandura, among other elements. The four
pillars of efficacy described are incorporated in the various activities of the training program:
positive previous experiences, vicarious learning, verbal persuasion and suitable physiological
48
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state. The activities that enhance self-efficacy in the program are supplemented by teaching three
skills that increase empowerment: formulation of purpose or action plans, decision-making
techniques and problem-solving ability. Previous studies (check also section !.3.2 on existing
evidence) concluded positive effects in increasing the efficacy (in diabetics in Alaska)49,
increased 6 health status variables (pain, fatigue, activity limitation, health distress, disability,
and self - Reported overall health) 4 health behaviours (aerobic exercise, stretching and Strength
training, stress management, and Communication with physicians), 5 used variables (physician
visits, emergency room visits, chiropractic visits, physical therapy visits, and nights in hospital),
and self- efficacy in arthritis, fibromyalgia, diabetes and multiple chronic diseases50.
Health cost reduction by increasing patient engagement
According to existing data on cost savings of face-to-face self-management program (similar
contents) conducted with a sample population of 33,000 patients (comparable characteristics) in
USA, it is expected a decreased of 21% of health costs in those patients in a highest level of
engagement in the self-management program, compared with those with the lowest
engagement51. Concretely, it has been estimated a relevant reduction on readmissions and
medical errors in those active and engaged patients (see figure below). A relevant share of
chronic patients being highly empowered could, therefore, generate a saving in health budgets,
which cover around 15% of GDP in many member States. In fact, according to the European
Commission between 70 and 80% of health budgets across the EU are currently spent on treating
chronic diseases (acute and long-term care). With millions of individuals with chronic
conditions and estimations of long-term care costs of 395 euros per year in France, and 243
euros in Spain, only by reducing 21% of health costs in some individuals engaged in
EFFICHRONIC in the two countries, the project will save up to 83 and 51 euros
respectively per patient per year in France and Spain. Only by implementing
EFFICHRONIC in these two countries a maximum of 80.000 euros can be saved annually,
which becomes a relevant first data on cost-efficiency potential.
The following table shows different data on the high potential of the intervention and the
opportunities in the partner‟s countries and how specific target groups could be benefitted by
EFFICHRONIC, becoming an added value which can generate services and products to enter the
Eu market:
Country Indicators
FR
ES
UK
NE
IT
62 036
44 486
63 705
19,000
60,674
Population(000s)
82,4
83,1
81,1
81,3
82,7
Life expectancy at birth (years)
64
64
64,4
61,4
61
Healthy life years52
$42.503
$29.863
$41.787
$44,828
$35.925
GPD per capita
11.1
9.4
9.3
11.8
9.2
Total Health expenditure (% GDP) 53*
Added value for a
 More long-life learning opportunities and, as a consequence, employment
market new scenario
opportunities
for health professionals  Wider knowledge on chronic disease socioeconomic conditions, behavioral patterns,
and researchers
patients’ profiles.

Lorig K, Ritter PL, Laurent DD, Plant K, Green M, Jernigan VBB, et al. Online diabetes self-management program: a
randomized study. Diabetes Care. Jun 2010;33(6):1275-81
50
Lorig K, Ritter PL, Plant K, Laurent DD, Kelly P, Rowe S. The South Australia health chronic disease selfmanagement Internet trial. Health Educ Behav Of Publ Soc Public Health Educ. febrero de 2013;40(1):67-77.
51
Hibbard JH, Greene J, Overton V. Patients with lower activation associated with higher costs; delivery systems
should know their patients‟ «scores». Health Aff Proj Hope.2013;32(2):216-22.
52

http://ec.europa.eu/eurostat/statisticsexplained/images/1/19/Healthy_life_years%2C_2013_%28years%29_YB15.png
53
http://www.oecd.org/els/health-systems/Briefing-Note-SPAIN-2014.pdf
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 Consolidated knowledge and research outputs on patients‟ profiles and empowerment
processes susceptible to be exploited
 New business models with societal benefits
 New products, services to be developed based on the research outputs and knowledge transfer
(e.g. training services, insurance companies).
 Increased demand of a more proactive healthcare service while maintaining the costs with
direct benefit the whole society.
 Market opportunities in an emergent sector and niche.
Added Market impact
 Empowerment and critical thinking competency in health topics54.
for individuals (end
 New useful services and applications ranges, as well as non-formal education
users)
provisions.
* GDP: Gross Domestic Product
Added value for
other market
players
including service
providers,
health managers
or public
administrations.

Table 6: Impact indicators and potential

In addition, it is expected that a high number of individuals will adopt a high level of
engagement, therefore reducing the health-related costs. At this concern, this project plans to
elaborate ROI and SROI analysis (see Wp6). These analyses will allow to estimate the time to
recover the investment in implementing CDSMP through the cost savings on health services
generated.
Level of efficiency by involving facilitators as “peer-to peer” training
A systematic review of 45 studies on the impact of peer intervention concluded that there is
strong evidence on its efficacy in different settings. CDSMP provides additional evidence by
recruiting a large sample composed of individuals identified as those ensuring the highest
cost-efficiency rate for this intervention. The difficulties shown in previous literature to engage
individuals with specific socioeconomic determinants of health in preventive programmes will be
tackle by several features of the CDSMP intervention: peer to peer processes, materials easy to
use for low education people and other specific conditions. The large sample size, participation
and integration in the research of patients‟ associations (and their members), provides significant
and remarkable outputs susceptible to be extrapolated to other countries. At this moment, there is
no on-going EU-wide similar study. Moreover, a transnational research which involves patients
from different countries (English, French, Italian, Dutch and Spanish) with different contexts,
cultures and healthcare systems, allows to analyse the impact of different variables within the
same training program.
In conclusion, the table below summarises expected outcomes of EFFICHRONIC
Impact
Health costs of each patient

Potential Health costs saved
Transferability

Expected outcome
National Health Systems
- 15-21% depending on the engagement
50-90€ per patient per year (depending on cost of
living as country-specific measure)
Approx 50.000-80.000€ annually
>5 regions implementing the programme

Means of analysis
Cost-effective and Health
Economics
Evaluation
(TX.X.)

Networking
and
Communication activity
Health professionals: improved communication +25% improved on self-perception about Self-reported efficacy
skills and informal teaching competencies
communication skills with patients.
over baseline.
Patients
Reduced readmitted/recurrent hospitalisation
-10%
See table Health
Indicators
in
Experienced of medical error
-17%
section
5.3.
Improved communication between patient +15%
Evaluation,
and practitioner
cost-efficiency
Enhanced confidence in the NHS
+10%
and
health
Adherence
+20%
economics
Enhanced intrapersonal communication skills +10-30% depending on the baseline skills assessed
54

Gremeaux V, Coudeyre E. The Internet and the therapeutic education of patients: A systematic review of the
literature. Ann PhysRehabil Med. diciembre de 2010;53(10):669-92.
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Physical activity and/or exercise
Enhanced stress management
Critical thinking and improved selection of
information

+15% over baseline of the participants as a group
estimations
+40% over baseline of the participants as a group
+10% over baseline of the Rubrics (competency-based qualitative
participants as a group
evaluation adapted to each context of
implementation)
Researchers
New research into these fields
2 MsD Thesis
5 articles/position papers published
Contact stablished
5 EU and/or National funded projects
5 research institutions working on/interested in these field.
Potential long-term market impact
New
resources
and
public-private +3 public-private partnerships stablished during the five years after the
partnership initiatives
project completion
Long-life
training
for
companies, +2 new services based on the 5 years after the project
Employees‟Health Awareness training, etc.
EFFICHRONIC knowledge transfer
completion
New useful translated and adapted services +10 services based on the EFFICHRONIC 10
years
after
for Health literacy
knowledge transfer
EFFICHRONIC
completion
Table 7: Expected impact, outcomes and means of verification

In addition to the mentioned expected impacts, the assessment of relevant variables before and
one year after the implementation of EFFICHRONIC will provide conclusions to improve the
public resources utilization. Some of the indicators to be measured and analysed about healthy
lifestyle adoption, health outcomes, treatment adherence and quality of life, will be (WP6): SelfEfficacy, Quality of Life, Health Care Utilization, etc. among others,for instance, ROI, SROI,
and socioeconomic determinants analysis.

6.1. Children education on healthier behaviors within the EFFICHRONIC scope
The policy makers in the field of Public Health have always been concerned about how to
approach and address the challenge that the children‟s habits and behaviours involving their
health may suppose. The socialisation starts during the first years of life55: along the childhood,
individuals learn the most important self-care habits and generate highly-interiorized patterns, but
fully inserted in their social environment and contexts, which includes values, attitudes, even
skills and roles (cultural reproduction56). These developmental phases are mainly influenced by
relatives, but also school and peers. The family determines the child directly and it is the most
important agent of socialisation, transferring behaviours, values, lifestyles and rules. Depending
on these conditions, children may acquire more or less healthy customs in their adult life. In
parallel to the primary socialisation process, we must take into account the ecologic model57. This
approach explains the influence of the different context within several issues regarding the
children development: the children development depends on the dynamic interaction between the
girl or boy and her/his environment (communities, school and family, among others, with their
rules and values to reproduce, even their own culture).
During the implementation phase, heads of the households, taking into account the relevance of
the gender issues in this particular criteria, will receive additional training to improve the
education of their daughters and sons. As explained bellow, women will be considered as agents
of change due to their multiplier potential. EFFICHRONIC should encourage the creation of
local groups and informal communities where empowered mothers and, secondarily, fathers,
could enhance the development and maintenance of healthy habits. Moreover, it is an essential

55

Bandura, A. (1982). Teoría del aprendizaje social. Madrid: Espasa-Calpe.
Bourdieu, P. (2003). Social Reproduction. Culture: Critical Concepts in Sociology, 3, 63.
57
Gifre Monreal, M., & Esteban Guitart, M. (2012). Consideraciones educativas de la perspectiva ecológica de Urie
Bronferbrenner. © Contextos educativos. Revista de educación, 2012, núm. 15, p. 79-92.
56
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goal which assures a long-term sustainability and a wider potential with regard the prevention of
chronic diseases over time.

7. WORK PACKAGES
7.1. Overview on work packages
EFFICHRONIC WorkPackages (WPs) have been designed to implement its objectives and to
accomplish with the goals and milestones, optimizing time, resources and quality. This structure
will provide a validated intervention able to be transferred to other national or international
settings, as well as to integrate the cost-efficiency analysis and stratification methods to be
implemented through Public Health policies to be scaling up anywhere in Europe.
WP
Title
number

Description

1

Management

2

Dissemination

3

Project Evaluation

4

Stratification
and
vulnerability
multidimensional analysis
Implementation
of
the
intervention
Assessment and data analysis

Actions undertaken to manage the project and to make sure
that it is implemented as planned.
Actions undertaken to ensure that the results and deliverables
of the project will be made available to the target groups.
Actions undertaken to verify the extent to which the project is
being implemented as planned and reaches the objectives.
Tasks carried out to perform the multidimensional analysis and
stratification methods to identify the most vulnerable
individuals
Activities to recruit, to plan, to prepare and to implement the
EFFICHRONIC programmes in various settings.
Activities aimed at analyzing the data, evaluating the
performance of EFFICHRONIC Health Literacy training and
assessing the cost-efficiency of the intervention, including its
ROI and SROI
Research into the current Best Practices in health intervention
and adaptation to the European and country-specific context.

5
6

7

Guidelines
and
Recommendations

Policy

Figure 10: EFFICHRONIC structure

There are three
horizontal and five
vertical
work
packages, within a
total duration of 36
months for the
implementation of
the project, the
majority of which
will be dedicated to
the
intervention
(WP5) and, as very
relevant
complementary
tasks
including
multidimensional
analysis of individuals to be engaged in the programme (WP4) and a comprehensive assessment
including cost-efficiency (WP6)
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7.2. Work package descriptions
Work package number 1
MANAGEMENT
Work package title
1
36
Starting month
Ending month
FICYT
Leading applicant
1
1
1
2
3
4
5
6
Applicants Nr
FICYT CSPA SESPA CHUM QISMET EMC EOG UVEG
Acronym
12
0
2
3
3
3
4
3
PM applicant
Objectives
To monitor the activities to check whether they are implemented according to the plan, whether
results and deliverables are attained at the milestones, if there are obstacles or difficulties which
may prevent the project from delivering, and to assure the overall quality of the project
implementation. These tasks will be performed by the project manager with input from all
participants (General Assembly).
Also to describe how information will be exchanged among participants, how potential conflicts
between participants will be coped with and the planned meetings among the participants (note:
the kick-off meeting should be held in Luxemburg) etc
Description of work
Task 1.1. Project’s activity coordination. (FICYT, all)
The Project Coordinator is the intermediary for communication between the Consortium and the
European Commission and shall report and be accountable to the Executive Board and the
General Assembly. The Project Coordinator has the responsibility of managing the project,
including clear day to day management aspects, distribution of work within project partners,
assessment of results, risk management, etc. Project management activities include the creation
of a coordination structure, organisation of technical activities, an organisation of 7 project
meetings (in Asturias, Italy, France, Netherlands, UK, Belgium and Spain), internal/periodical
technical meetings, quality and project progress assessment, among others. Project management
will end when all technical and financial reports submitted to the EC are approved, and the
project is officially completed. Intermediary reports will be submitted as deliverables, in
addition to the contractual follow-up reports, due to M18 and the final report in M36.
The Project Coordinator will arrange face-to-face project meetings at least every 6 months. In
these meetings, WP leaders will make formal presentations covering progress on each of the
active tasks and the actions needed for the following period. In addition, bi-monthly scheduled
virtual meetings will be also carryed out to monitor and keep project progress on track. Further
details on the project coordination (i.e. responsibilities from the managing and technical point of
view) are given in section 9.
Task 1.2 Efficient Grant management (resources optimization). (FICYT, all).
EFFICHRONIC project Consortium is comprised by 6 partners and an efficient Management
Structure will be developed to coordinate project activities enabling the smooth and timely
progress of the project activities. This Management Structure will is described in section 9.
Task 1.3 Communication with the EC, Risk Management. (FICYT, all).
The Coordinator is the sole point of contact between the EC and the Project Consortium. It must
ensure that all milestones are met and that all deliverables are prepared in accordance with the
contractual requirements. The structure for monitoring and reporting progress will consist of a
series of reports and meetings. Technical reports will be sent to the EC according to the EC
reporting guidelines. Review procedures will be agreed and included in the Consortium
Agreement to ensure that all the project deliverables reach a satisfactory quality standard (e.g.
technical deliverables will be assessed by the TMC or certain appointed members and the
Project Coordinator prior to submitting them to the EC). At the beginning of the project and for
each Work package, the risk indicators will be defined taking into account the overall project
progress. Each WP leader will identify the risk indicators and will monitor technical progress at
WP level along the project implementation. Those risk indicators will be reviewed and updated
by the consortium as a whole in every General Assembly (GA) Meeting.
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Deliverables linked to this work package
D1.1 Periodic Report: First Interim Report including risk assessment (M18). This report
describes the activities carried out, milestones and results achieved in the first half of the
project.
D1.2 Final Report including risk assessment (M36). This report describes the project
implementation and the results achieved.
Milestones to be reached by this WP
MS1.1 Project Kick-Off meeting, Oviedo (Spain) (M1) FICYT

Work package number 2
DISSEMINATION
Work package title
Starting month 1
Ending month
QISMET
Leading applicant
1
1
1
2
3
Applicants Nr
FICYT CSPA SESPA CHUM QISMET
Acronym
3
3
2
5
9
PM applicant
Objectives

36
4
EMC
5

5
EOG
4

6
UVEG
5

The WP2 should met the following objectives:
1. To raise the awareness at European, national and International level about the
EFFICHRONIC ambitions, the outputs and results during and after the stratification,
recruitment and implementation phases and the evaluation outcomes. These results must be
reflected on a Guidelines comprised by a compilation of Best Practises and a series of policy
recommendations to handle the challenges that the socioeconomic disparities suppose for Public
Health politics.
2. To assure the adequateness and transferability of the practices, the framework for evaluation,
the implementation method and its outcomes to other settings, regions and nations.
Specific objectives are:
• To inform about the project, its content, activities, progress and outputs to the target
audiences.
• To provide a fluent and effective communication and a fruitful intellectual exchange
among the partners
• To reinforce the actions of the project: getting the specific target groups to participate in
the project, focusing specifically in maintain and active role of chronic patients,
facilitating and motivating they are involved in all the learning phases of the online
programme.
To achieve this objective a communication plan will be elaborated. The Communication Plan is
aimed to spread the research and implementation outputs, but strengthening the project‟s
outcomes in each stage (recruitment, face-to-face training, implementation). In accordance with
these objectives, the dissemination plan is based on a multiplatform approach to the highest
standards with regard its strategy, accessibility and ethical basis.
Description of work
Task 2.1 – Communication and dissemination plan (FICYT, all)
Definition, design and description of communication and dissemination plan following a
participative methodology which has into account the different realities of each participant and
previous experiences in Dissemination. To contribute to the objectives of the project this plan
will identify key messages, communication strategies, the different audiences, general and
specific, and targets groups, channels, formats, tools and methods.
Task 2.2 – Information and Communication resources (QISMET, all)
Information and communication resources will be designed and developed. Different target
groups will be defined to adapt these resources, among others institutional/organisational
stakeholders, the scientific community, health professionals, patients associations, youth
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chronic, caregivers, etc. The following resources will be developed during the project duration:
- Website, which will include some internal communication tools for the consortium
partners. The website will be connected to Social Media channels and any other
corporative channel.
- Project Identity and branding. The guidebook and guidelines for graphic style, branding
but also language styles fully adapted to each target group are a very important part of
this project identity (T2.3.)
- Content and Materials: videos, leaflet, flyer and brochure public animated and
multimedia presentation, corporative information dossier, Press Kit (written, audio and
visual material, newsletters).
These resources will be designed following a process of co-production methodology and based
on materials and the experience of ENOPE and the UK QISMET network in engaging
individuals and any relevant stakeholders in self-management programs. Different workshops
will be carried out in the 3 countries to ensure the communications are relevant to each specific
community.
Task 2.3 – Communication protocol (QISMET, all)
Due to its relevance, specific attention will be paid to ensure that communications are consistent
and developed under high-quality standards. Aimed at assuring the highest quality of the
materials a communications protocol will be developed and all resources should be designed
through a process of co-production with the target/stakeholder group, agreed upon by partners,
and coordinated by a specific responsible. The Dissemination and Communication Responsible
must ensure the coherence of external communications. Also, this protocol will ensure a single
point of contact for external enquiries, and mechanisms to collect audience satisfaction with
resources used, among other quality issues.
Thus, this protocol will be based on a full version control and updating of any resource with a
central online “library” of materials and tools. The resource database will be online updated and
open while also a monthly bulletin will be send out to inform partners of any changes or and to
summarise communication activities, also to guarantee that websites and other dissemination
channels are regularly updated. Some dditional guidelines will also be tackled (how to
communicate to media, to general public and specific audiences, generation of contents, social
networks policy, etc.)
Task 2.4 – Dissemination and communication strategy and action plan (FICYT, all)
Different dissemination activities such as workshops, meetings and conferences will be
organized to inform and recruit users and different agents that contribute to the project (health
professionals, patients‟ organizations and public authorities). 5 National workshops in each
country are expected be held in the first 3 months, aiming at project presentation and looking for
stakeholders. Also project partners will join activities and events organized by others
organization or projects related to the topic of EFFICHRONIC project. The objective of this
task is to develop a targeted Dissemination Strategy and Action Plan. This Dissemination Plan
will be organised combining several axes of activities such as regional and European
dissemination as well as operational and policy-oriented dissemination. To ensure high visibility
of the project its whole lifecycle, the Dissemination Strategy will furthermore be organised into
the following phases:
• Phase 1 - Outreach: is focused on the development of the project identity (offline,
online, graphical identity and branding) and the project materials production. For
instance, website, social media if it is needed and determined in the Dissemination
Strategy, presentation videos, templates, leaflets
• Phase 2 - Consolidation: must be targeted to social workers, health professionals,
patients and caregivers, among other target groups determined in the Strategy outlines,
and its primary objective is to lend support to the integrators in the recruitment, training
and implementation phase.
• Phase 3- Networking: focused on gather and disseminate the outputs and results of the
first implementation stages, is aimed at enhancing the engagement with stakeholders
and stablishing networks with associations, EU and National funded projects, etc.
• Phase 4 - Promotion of the outcomes and guidelines dissemination. It will be
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focused on the widespread of Policy Guidelines and Best Practises purposed after the
Implementation completion phase. Materials and resources produced will be available
for five years.
Task 2.5 – Digital communication (FICYT, all)
Implementation of different digital communication campaigns addressed to specific objectives,
activities and audiences selected in the Communication and Dissemination Plan will be done in
this task. Also, EFFICHRONIC will take attention to the Public and corporative Media
Relations, Social networks and proper channels (newsletter, Facebook, YouTube, Twitter,).
Measures of control, performance indicators and activities of reinforcement will be taken into
account:
Some examples of this specific campaigns:
External campaigns
Informative campaign to general media about the project.
Awareness campaign to individuals with chronic conditions.
Mobilization campaign to users.
Internal communication actions
Motivation and feedback to the partners of consortium.
Task 2.6. Communication and Dissemination evaluation (QISMET, all)
In the last months of the project, communication and dissemination activities carried out within
the project will be evaluated. ENOPE will lead these tasks by undertaking an initial scoping
exercise. An Impact Map will be drafted, working with stakeholders (via stakeholder
workshops, supported by individual interviews if needed facilitated using online webinars) and
following a Social Return on Investment (ROI) methodology. Its objectives are to identify
inputs, value those inputs, and clarify and describe the outcomes expected and arising from the
impact of communications and dissemination. To this aim, a quick to answer survey will be
elaborated to evaluate the awareness and relevance of EFFICHRONIC findings. This survey
will be launched in different moments during the project implementation (at least twice),
making possible corrective measure to optimise the impact of communications and
dissemination activities.
Deliverables linked to this work package
D2.1 Project materials and platforms (M3). Such as leaflet, flyers, brochures and project brand.
Project materials to promote the project.
D2.2. Project Web-site (M3). The web-site will have a public part and another one accessible
only to the participants.
D2.3 Communication and dissemination plan (M6, updated M12 -24)
D2.4 Communication protocol system (M6)
D2.5. Dissemination and communication activities report (M12,updated M24)
D2.6 Digital communication (M3)
D2.7 Communication and Dissemination evaluation report (M12, updated M24)
D2.8 Layman version of the final report (M24) is a short version of the final report, written for
the interested public as a target group.
Milestones to be reached by this WP
MS2.1. Communication and Dissemination Procedures (M12). QISMET
MS2.2. Communication activity assessment (M36). QISMET
Work package number 3
PROJECT EVALUATION
Work package title
Starting month 1
Ending month
UVEG
Leading applicant
1
1
1
2
3
Applicants Nr
FICYT CSPA SESPA CHUM QISMET
Acronym
0
1
1
1
1
PM applicant
Objectives
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4
EMC
1

5
EOG
1

6
UVEG
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To evaluate the project activities, this includes all actions undertaken to verify if the project is
being implemented as planned and reaches the objectives. An evaluation strategy will be
developed which includes a clear description of the methods for the evaluation, indicators and
measures of verification. The evaluation will monitor the project work flow, evaluate the results
achieved with respect to the project objectives using performance, qualitative and quantitative
measures, and assess the outputs quality.
Description of work
Task 3.1. Evaluation framework (UVEG)
The conceptual framework of the evaluation will be designed together with the methodology,
indicators, criteria and the tools for the data collection. The evaluation will assess the project
performance in terms of effectiveness (measurement of results) and quality (quality assurance),
allowing to evaluate whether the project goals are met and to ensure that those are met to the
highest standard. This strategy will be focused on an Internal Evaluation Approach (IEA). The
internal evaluation is the appraisal process performed by the institution or individuals
responsible for the activities being evaluated. Internal evaluators support the project
management decision-making process, through serving the dual purpose of providing
information and influencing behaviour. Moreover, internal evaluation aims at measuring and
benchmarking the quality, strengthening governance, promoting strategic planning and risk
management, measuring performance and maintaining accountability. In practical terms, the
project evaluation methodology will be focused on two connected perspectives, namely
formative and summative project evaluation; the formative project evaluation will allow for
feedback to be implemented during the project cycle as part of the monitoring and quality
assurance of partnership performance, whereas the summative project evaluation will be
focused on an evaluation of the overall objectives and outcomes of the project, in order to
determine its effectiveness.
Task 3.2. Specific objective Indicators (UVEG)
A set of indicators are designed in order to evaluate effectiveness and quality of the outputs (see
specific objectives description).
In terms of effectiveness:
The indicators will be reviewed and agreed at the beginning of the project, according to the final
Work Plan. The final indicators will be included in the evaluation framework.
In terms of quality:
- Well structured, logical and clear report
- Clear and full description of the „object‟ of the action/analysis
- Purpose, objectives and scope fully explained
- Appropriate and sound methodology
- Findings, conclusions, recommendations and lessons learned are based on evidence and sound
analysis
Task 3.3 Data collection (UVEG, All)
Effectiveness. The effectiveness evaluation will be performed yearly, three times along the
project; the first two evaluations are expected to be formative, the last one summative. The data
will be collected through a questionnaire aimed to verify whether the expected results are
achieved and to what extent; deviations produced; corrective actions. The evaluation results will
be reported in the intermediate (2) and final (1) evaluation report, highlighting main barriers,
facilitators, corrective actions and improvement areas. The data collected will be both
qualitative and quantitative. Interviews will be also taken into consideration as a mean for
collecting data. The effectiveness evaluation will involve the Evaluation Group (internal
evaluators, UVEG) and the WP leaders (WPMT).
Quality. The project outputs (Deliverables) will be evaluated against specific quality criteria
(quality control) in order to ensure that the proper quality standards are met (quality assurance),
ensuring the highest standards for the project performance and the usability and generalizability
of its outcome, as an important mechanism for pulling together results and documenting
procedural knowledge. The quality evaluation will be performed on the project deliverables
before their delivery through a questionnaire (quality control questionnaire) aimed at assessing
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whether they are credible reports that address the project purpose and objectives based on
evidence, and therefore can be used with confidence. The quality control will determine, thus,
whether the project allowed a clear and complete understanding of its results and produced
credible knowledge deemed to be a sound basis for decision making. The quality control will
involve the Evaluation Group (internal evaluators, UVEG) for the coordination, the WP leaders
(WPMT) for the deliverables production and improvements, and the Scientific Committee for
the review; the Scientific Committee will use as a tool for assessment the quality control
questionnaire. The main results will be included in the intermediate and final evaluation reports.
Task 3.4 Evaluation analysis and recommendations
The data collected along the evaluation will be reported in the evaluation reports (intermediate;
final). Both for the effectiveness evaluation and the quality assessment, the main barriers,
facilitators, deviations and corrective actions will be described and improvement areas will be
highlighted in order to improve the project workflow and future experiences in the same field
(partners; other projects in the field). The evaluation results indeed will be used to correct any
deviation produced within the project and ensure the quality of the project; but they will also
constitute a relevant basis for similar experiences in the field, building on the experience and
lessons learned. Lessons learned are grounded in the evidence arising from the evaluation, but
provide insights that are relevant beyond the specific scope of the projects, programs or policies
evaluated. Lessons learned highlight elements of preparation, planning, design or
implementation that can be expected to have positive or negative effects on performance,
outcome, or impact.
Deliverables linked to this work package
D3.1 Evaluation framework. (M8).
D3.2. Intermediate evaluation (M15; M27)
D3.3 Final Evaluation (M36)
Milestones to be reached by this WP
M3.1. Evaluation framework designed; (M6) - UVEG
M3.2. Project workflow monitored (M35) - UVEG
M3.3. Evaluation on project performance, implementation and summative outcomes (M35) UVEG
4
STRATIFICATION: VULNERABILITY MULTIDIMENSIONAL
ANALYSIS
12
Starting month 1
Ending month
EOG
Leading applicant
1
1
1
2
3
4
5
6
Applicants Nr
FICYT
CSPA
SESPA
CHUM
QISMET
EMC
EOG
UVEG
Acronym
0
5
1
1
1
1
9
0
PM applicant
Objectives
Work package number
Work package title



To carry out multidimensional analysis and stratification methodologies to identify
vulnerable groups/individuals in the 5 countries/regions involved to maximise the impact of
the CDSMP when implemented.
 To design specific strategies to reach the targeted individual/groups identified/stratified to
involve them in the program implementation.
Description of work
Task 4.1: Clinical variables identification (EOG, FICYT, CHUM, QSMET, EMC, supporting
partners)
Recent epidemiologic changes and current economic crisis are challenging our health care
systems to find innovative strategies to guarantee effective and appropriate health-care service
delivery to individuals with chronic diseases, often accompanied by multimorbidity and
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polypharmacy. Together with some social variables and social determinants, to be analysed and
identified in WP4.2, clinical and functional consequences of chronic diseases are of great
concern for citizens, health professionals and policy makers: innovative approaches are needed
in order to foster better efficiency of health-care systems while assuring their accessibility and
long-term financial sustainability. For this reasons, the first task of WP4 is dedicated to the
identification of clinical and functional variables according to a comprehensive and
multidimensional approach to the patient with chronic conditions. Thus, it will be taken into
consideration the main domains with prognostic value in the patient with chronic diseases
including functional aspects (1.Activities of Daily Living - ADL and 2.Instrumental Activities
of Daily Living - IADL), cognitive functions (3.Short Portable Mental Status Questionnaire SPMSQ), nutrition (4.Mini Nutritional Assessement - MNA) and motibility (5.Exton-Smith
scale to evaluate the risk of pressure sores) together with the multimorbidity (6.Comorbidity
Index Rating Scale - CIRS), polypharmacy (7.number of drugs) and co-habitation status. Other
disease-specific domains, including laboratory and instrumental-based information, will be
included to better identify the short- and long-term risks of those patients in which specific
disorders, i.e. cancer, chronic heart failure, chronic kidney disease, etc., may directly influence
the health outcomes. This task will be carried-out by a transnational research into the individual
partner's clinical and scientific specificities.
Task 4.2: Social determinants (FICYT, EOG, CHUM, QSMET, EMC, supporting partners)
As previously introduced there are several social variables that have been identified as
vulnerability factors, since they have been linked with poor management of chronic conditions
(and/or health conditions in general). Among the variables to be considered as part of the
stratification methodology to identify those individuals more in need to become part of the
EFFICHRONIC intervention, the following indicators will be considered, among others: low
education level; low income level; social exclusion risk, low social support and/or scarce social
network coverage, living alone condition, occupational status and lifestyle domains (cultural
and technological fruition and social empowerment). All these domains will be assessed through
specific validated tools.
Task 4.3: Algorithms for vulnerable individual/groups identification (EOG)
Both the clinical variables (4.1) and the social determinants (4.2) will be part of a
Multidimensional Prognostic Index (MPI), a setting-specific prognostic index, an innovative
tool able to act as a reference model for allocating resources and lowering costs in healthcare
with regards to chronic diseases58. The work will be done using a systematic approach to
identify the significant dataset of predictors and the outcomes. With reference to clinical
variables, a propensity score matching will be used to reduce bias in treatment comparisons. A
5-to-1 digit greedy matching algorithm will also be employed. The analysis is to acquire
suitable data that includes detailed information about health, clinical, functional, social and
administrative data that focuses on cost-effective expenses grouped by specific intervention
programs. In order for this MPI to work efficiently, a multidimensional and multi-professional
approach involving doctors, nurses, pharmacists, psychologists and social workers will be used
to plan setting-specific integrated care pathways to assure tailored and cost-effective health
interventions according to the individual MPI-chronic base profile (WP5). Indeed, the use of
specific MPIs will be also carried-out to identify disease-specific MPI indices in patients with
specific chronic diseases such as cancer (ONCO_MPI)59, chronic kidmey disease
(CKD_MPI)60 or other common condition leading to negative health outcomes particularly in

58

MPI_Age project, http://www.mpiage.eu/home/about-mpi
Brunello A, Fontana A, Zafferri V et al. Development of an oncological-multidimensional prognostic index (OncoMPI) for mortality prediction in older cancer patients. J Cancer Res Clin Oncol. 2016 ;142(5):1069-77.
doi:10.1007/s00432-015-2088-x.
60
Pilotto A, Sancarlo D, Aucella F et al. Addition of the Multidimensional Prognostic Index to the estimated
Glomerular Filtration Rate improve prediction of long-term all-cause mortality in older patients with Chronic
Kidney Disease. Rejuvenation Res 2012; 15(1): 82-88.
59
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the frail subjects61. From the results obtained, stratification methods will be developed to
identify population with highest risks according to the estimated MPI indexes.
Task 4.4: Recruiting and engagement strategies design (FICYT, EOG, CHUM, QSMET,
EMC, supporting partners).
Once the stratification procedure will be elaborated, several strategies will be designed to reach
and engage the those individuals with vulnerability profiles based on the algorithm. Among
them, there will be two main pathways to recruit the individuals to implement the programme:
a) the partners involved in the implementation will address specific individuals according to
the selection criteria, (by different health & social channels, see section 5 for more details on
recruitment strategies)
b) by applying stratification methods based on population parameters and targeting the
stratified population with actions designed to engage them.
Deliverables linked to this work package
D4.1 List of clinical variables. (M9) List of clinical variables for the Multidimensional Analysis
of patients with Chronic Diseases
D4.2 List of social variables. (M9) List of social variables for the Multidimensional Analysis of
patients with Chronic Diseases
D4.3 MPI, disease-specific MPI index, and stratification methods for population (M12)
D4.4 Ethics, methodologies and standards (M12) to engage specific (vulnerable) individuals in
Public Health interventions. Recommendations to recruit stratified individuals (including
vulnerable populations) and engage them in interventions and innovations in the field of Public
Health, and concretely chronic conditions programmes.
Milestones to be reached by this WP
MS4.1. Clinical variables and Social determinants identified; Disease-specific_MPI (index
based on Algorithms) for vulnerable individual/groups identification created. (M9) - EOG
MS4.2 Plan for recruitment of the individuals reached (M12) - EOG

Work package number 5
IMPLEMENTATION OF THE INTERVENTION
Work package title
28
Starting month 7
Ending month
FICYT / SESPA
Leading applicant
1
1
1
2
3
4
Applicants Nr
FICYT CSPA SESPA CHUM QISMET EMC
Acronym
21
5
16
18
18
18
PM applicant
Objectives

5
EOG
18

6
UVEG
0

To implement the programme in the 5 regions countries, including the appropriate measures to
involve at least 500 individuals of the stratified/identified populations in each setting (N=2500).
Description of work
Task 5.1. Recruitment of the sample in the 5 countries according to the strategies
designed. (FICYT/SESPA, EOG, CHUM, QSMET, EMC)
According to the fundamentals set in previous WP and expecting to collect a sample composed
by 2500 individuals (+ additional individuals to reduce the effect of the experimental mortality
and foreseen loss of sample at 20% on average), 250.000 persons will be targeted by physicians,
nurses social workers, associations, stakeholders, community oriented actions and other
61

Pilotto A, Sancarlo D, Polidori MC, Cruz-Jentoft AJ, Mattace-Raso F, Paccalin M, Topinkova E, Welmer AK,
Maggi S on behalf of the MPI_AGE Investigators. The MPI_AGE European Project: Using Multidimensional
Prognostic Indices (MPI) to improve cost-effectiveness of interventions in multimorbid frail older persons.
Background, aim and design. Eur Geriatr Med 2015; 6: 184-188.
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additional dissemination means (relatives, multipliers, etc.). The final expected sample should
cover 500 individuals from each country and, at least 32 facilitators, recruited among patients
suffering from a chronic condition but demonstrating a fair self-management of their diseases.
Task 5.2. Preparation of the intervention programme. (FICYT/SESPA, EOG, CHUM,
QSMET, EMC), including
- Training of the CDSMP monitors (only in those countries where the programme has not been
implemented yet, since Spain has trained staff already). The monitors (health or social trained
staff) of the EFFICHRONIC programme will receive specific training on the Standford
Methodology by certified trainers in the respective countries. They will work together with the
facilitators who will be trained in the following areas: empowerment, self-efficacy, positive
health and healthy habits. The facilitators (32 per country; 160 total) will be identified among
those individuals recruited and they will carry on the teaching and learning activities within a
peer learning processs in T5.3.
Task 5.3. Implementation of the CDSMP (FICYT/SESPA, EOG, CHUM, QSMET, EMC).
The duration of these programme is 6 weeks/15 hours (2,5 hours per week). The main contents
of EFFICHRONIC are: overview of self-management and chronic health conditions, making an
action plan, relaxation/cognitive symptom management, feedback/problem-solving, painful
emotions, fitness/exercise, better breathing, fatigue, healthy diet, advance directives,
communication, medications, making treatment decisions, depression, informing the health care
team, and working with your health care professional and future self-care action plans.
Baseline and post-intervention assessment of relevant variables will be performed (see WP6) in
order to provide the expected cost-efficiency and comparative evalution across countries.
Deliverables linked to this work
D5.1. CDSMP plan.(M24) Planning in the 5 countries, actions plans, stratification criteria and
report on recruitment (T5.1.) and preparation stages (T5.2.). FYCIT
D5.2 CDSMP Implementation report. (M28) After the implementation, the D5.2. will be
provided to the EC. It will explain the overall results, opinions expressed by trainers and
trainees, challenges and problems faced and solved, suggestions for improvement, etc. FICTY
Milestones to be reached by this WP
M5.1. Full implementation of CDSMP in 5 European countries, reaching the sample size
(N=2.500) (M28) - FICTY

Work package number 6
ASSESSMENT AND DATA ANALYSIS
Work package title
34
Starting month 10
Ending month
EMC
Leading applicant
1
1
1
2
3
4
Applicants Nr
FICYT CSPA SESPA CHUM QISMET EMC
Acronym
0
1
2
3
3
12
PM applicant
Objectives

5
EOG
3

6
UVEG
0

The main objective of this work package is to analyse the data and to evaluate the performance
of the EFFICHRONIC health literacy programme in three countries. In particular, the evaluation
will cover the following aspects in a country-sensitive perspective fulfilment of the learning
objectives of the users. The evaluation design will combine quantitative and qualitative
measurements and data sources in order to make possible comparative studies across the three
countries. The qualitative data will be used to produce case-specific narratives, presenting both
prototypical and critical cases in the form of user stories. The specific objectives are to:
 To manage the electronic case record forms, methods of randomisation and the central
database to be used during the project.
 To agree the Statistical and Health Economic Analysis Plan for the project.
 To undertake analysis of data in accordance with the Statistical and health Economic
Analysis plan.
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Description of work
Task 6.1. Design of evaluation methodology and instruments (EMC, FICYT, CHUM,
QISMET, EOG)
Design and description of the evaluation design: it will combine formative and summative
evaluation, as well as a quantitative approach to measuring effect and satisfaction and a
qualitative effect to evaluate the tool and its usefulness from a country and user perspective.
Some number of particularities must be taken into account, such as illness, demographics,
literacy level, personal network, motivation and learning objectives of the individual, etc. A
preliminary selection of variables and instruments is detailed in sections 5.2, 5.3, 5.5 and 6.2
Task 6.2. Statistical and economic analysis plan (EMC, FICYT, CHUM, QISMET, EOG)
The plan for statistical and health economic analysis will be written, circulated to research
partners for comment and the final plan agreed before first patient data are collected.
With the first sufficient data collected, exploratory factor analysis (EFA) with varimax rotation
will be performed to determine the underlying dimensions of variables evaluated. A second step
will test the measurement model using confirmatory factor analysis (CFA), to determine if the
extracted dimensions in the previous step offered a good fit to the data. This preparatory
analysis will provide robust measurement dimensions to analyse the relationships among the
constructs using structural equation modelling approach.
Task 6.3. Evaluation on health indicators & other relevant variables (EMC,
FICYT,
CHUM, QISMET, EOG)
The proposed model has six main constructs (outcomes). These are named as Health Indicators,
Health Behaviours, Self- Efficacy, Quality of Life, Health Care Utilization. In this stage of the
study, relationships among the constructs will be examined using variance-based structural
equation modelling technique which is named as a partial least square approach.
The main concern is, in general, related to the explanatory power of the path model along with
the significance level of standardized regression weights. An iterative scheme of simple and/or
multiple regressions contingents on the particular model is performed until a solution converges
on a set of weights used for estimating the latent variables scores.
Task 6.4 Statistical and economic analysis final report (EMC, FICYT, CHUM, QISMET,
EOG)
Data will be analysed, including among other issues intention to treat results, according to the
statistical and economic plan defined in Task 3.2. cost-efficiency values together with other
relevant estimations such as ROI and SROI of EFFICHRONIC will be calculated, elaborating
relevant conclusions in a final report that will be circulated to all partners before issuing the
final report.
Deliverables linked to this work package
D6.1 Evaluation design and plan report. (M24). Report describing the instruments used for data
collection.
D6.2. Evaluation Report (M24) Evaluation of training as described in tasks 5.2 and 5.3
D6.3 Evaluation of use of on EFFICHRONIC after patients implementation report. Report and
recommendations for future use (M34)
D6.4 EFFICHRONIC evidence based results and health economic analysis report (M34)
Milestones to be reached by this WP
M6.1. Final data collection (M34)
M6.2. Final economic and health analysis report of EFFICHRONIC implementation. (M34)
Work package number 7
GUIDELINES & POLICY RECOMMENDATIONS
Work package title
36
Starting month 14
Ending month
CHUM
Leading applicant
1
1
1
2
3
4
5
Applicants Nr
FICYT CSPA SESPA CHUM QISMET EMC EOG
Acronym
0
2
1
6
2
2
3
PM applicant
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Objectives
To identify the most commonly extended Best Practices in the field of Public Health and
Chronis Diseases management, as well as the self-management and other programmes
implemented along the European Union
To adapt the outcomes and result of EFFICHRONIC and the lessons learnt by other projects and
policies to different national, regional and social (SES and cultural) context.
To elaborate and disseminate a series of Guidelines for Public Health and self-management
programmes.
Description of work
Task 7.1– Best Practices for the implementation of chronic conditions prevention and
management programmes, taking into account socio-economic determinants of health
(CHUM, FICYT, QISMET, EMC, EOG).
Previously to the elaboration of the Guidelines and Policy recommendations, a compilation of
experiences and best practices along the EU Member States will be implemented. Also, several
Associations of patients, also people under low income and/or marginalisation conditions will
be consulted to collect accurate information, ensuring a well-balanced adequacy between the
different cultures that coexist along the European context and the Public Health proposals and
plans.
Task 7.2 – Analysis of country-specific context (CHUM, FICYT, QISMET, EMC, EOG), the
EFFICHRONIC partners will evaluate specific dimensions of their context (national-specific
conditions, health systems values and culture) which will be taken into account in order to make
transferable and applicable the policy guidelines.
Task 7.3 – Elaboration of the Guidelines and Policy recommendations for cost-efficiency
and inclusion driven chronic prevention and management programmes in Europe,
integrating social determinants of health (CHUM, FICYT, QISMET, EMC, EOG, UVEG).
A report providing the Guidelines and Policy recommendations, based on the knowledge and
result generated by EFFICHRONIC project will be elaborated. A consensus based procedure
will be launched, involving also supporting partners to agree and finalise the report. The
Guidelines will be then published at disposal to the whole society and, particularly, to the policy
makers. A comprehensive dissemination strategy to engage relevant stakeholder will be
implemented to merge both, communication campaigns and face-to-face actions (e.g.,
conferences, congresses, networking, etc.).
Deliverables linked to this work package (brief description, month of delivery, reference to
the list of deliverables)
D7.1 Best Practices for the implementation of chronic conditions prevention and management
programmes, taking into account socio-economic determinants of health (CHUM, FICYT,
QISMET, EMC, EOG). (M24) Report compiling relevant practices to be promoted and
integrated in EFFICHRONIC lessons learnt.
D7.2 Guidelines and Policy recommendations for cost-efficiency and inclusion driven chronic
prevention and management programmes in Europe, integrating social determinants of health
(CHUM, FICYT, QISMET, EMC, EOG, UVEG.) (M36)
Milestones to be reached by this WP
M7.1 Publication of the Guidelines and Policy recommendations deliverable, reaching the
targeted expected audience.
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7.3. Timetable or Gantt Chart
1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

WP1. MANAGEMENT
T1.1 Project's activity coordination
T1.2 Efficient Grant Management
T1.3 Communication with the EC, Risk Management
WP2. DISSEMINATION
T2.1 Communication and dissemination plan
T2.2 Information and Communication resources
T2.3 Communication protocol
T2.4 Dissemination and communication strategy and action plan
T2.5 Digial communication
T2.6 Communication and Dissemination evaluation
WP3. PROJECT EVALUATION
T3.1 Evaluation framework
T3.2 Specific objective Indicators
T3.3 Data collection
T3.4 Evaluation analysis and recommendations
WP4 STRATIFICATION
T4.1 clinical variables identification
T4.2 Social determinants
T4.3 Algorithms for vulnerables individual/groups identification
T4.4 Recruiting and engagement strategies design
WP5. IMPLEMENTATION OF THE INTERVENTION
T5.1 Recruitment of the sample
T5.2 Preparation of the intervention programme
T5.3 Impelmentation of the CDSMP
WP6. ASSESSMENT AND DATA ANALYSIS
T6.1 Design of evaluation methodology and instruments
T6.2. Statistical and economic analysis plan
T6.3 Evaluation on health indicators & other relevant variables
T6.4 Statistical and economic analysis final report
WP7 GUIDELINES & POLICY RECOMMENDATIONS
T7.1 Research into the Current BP for socio-educ. and health
T7.2 Adaptation to the EU and country-specific context
T7.3 Elaboration of the Guidelines for policy makers

.
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18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

8. MILESTONES AND DELIVERABLES
Deliv
Nº

Deliverable
Name

WP
Nº

D1.1

Periodic Report:
First
Interim
Report including
risk assessment

1

Leading
applican
t
acronym
FICYT

D1.2

Final
Report
including
risk
assessment
Project materials
and platforms

1

FICYT

2

FICTY

D2.2

Project Web-site

2

FICYT

D2.3

Communication
and dissemination
plan

2

FICYT

D2.4

Communication
protocol system

2

QISMET

D2.5

Dissemination
and
communication
activities report
Digital
communication
Communication
and
Dissemination
evaluation report
Layman version
of the final report

2

QISMET

2

FICYT

2

QISMET

2

QISMET

D3.1

Evaluation
framework

3

UVEG

D3.2

Intermediate
evaluation
Final evaluation
List of clinical
variables

3

UVEG

3
4

UVEG
EOG

D2.1

D2.6
D2.7

D2.8

D3.3
D4.1
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Content specification

Disseminati
on level

Deliv
Month

This report describes the
activities
carried
out,
milestones
and
results
achieved in the first half of
the project
This report describes the
project implementation and
the results achieved
Such as leaflet, flyers,
brochures and project brand.
Project materials to promote
the project
The web-site will have a
public part and another one
accessible only to the
participants.
dissemination plan following
a participative methodology
which has into account the
different realities of each
participant and previous
experiences
in
Dissemination
to
ensure
that
communications
are
consistent and developed
under high-quality standards
Document with the reporting
dissemination
project
activities.

CO

18

CO

36

PU

3

PU-CO

3

CO

12-24

CO

6

PU

12-24

Digital
communication
campaings
Evaluation
of
the
communication
and
dissemination activities

PU

3

CO

12-24

Short version of the final
rerpot, written for the
interested public as target
group
The conceptual framework
of the evaluation will be
designed together with the
methodology,
indicators,
criteria and the tools for the
data collection
Interim evaluation

PU

24

CO

6

CO

15,27

Final evaluation report
List of clinical variables for
the
Multidimensional
Analysis of patients with

CO
CO

36
9
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D4.2

List of
variables

social

4

FYCIT

D4.3

MPI and disease
specific
MPI
index
Ethics,
methodologies
and standards

4

EOG

4

FICYT

D5.1

CDSMP plan

5

FICTY

D5.2

CDSMP
Implementation
plan

5

FICYT

D6.1

Evaluation design
and plan report

6

EMC

D6.2
D6.3

Evaluation report
Evaluation of use
of
on
EFFICHRONIC
after
patients
implementation
report
EFFICHRONIC
evidence
based
results and health
economic analysis
report
Compilation
of
Best Practices for
social
Intervention in the
fields of Health
Country-specific
analysis

6
6

EMC
EMC

6

Guidelines
for
Best Practices

D4.4

D6.4

D7.1

D7.2

D7.3

Milestone
number
MS1.1.
MS2.1

Chronic Diseases
List of social variables for
the
Multidimensional
Analysis of patients with
Chronic Disesases
Index of Multidimensional
Prognostic Index

CO

9

CO

12

Recommendation to engage
specific
(vulnerable)
individuals in Public Health
interventions.
Planning in the 5 countries,
actions plans, stratification
criteria and report on
recruitment (T5.1.) and
preparation stages (T5.2.)
Explanaition the overall
results, opinions expressed
by trainers and trainees,
challenges and problems
faced
and
solved,
suggestions
for
improvement, etc
Report
describing
the
instruments used for data
collection.
Evaluation of training
Report
and
recommendations for future
use

CO

12

CO

24

CO

28

CO

24

CO
CO

24
34

EMC

Report with health economic
analysis

CO

34

7

CHUM

Report with best practices

CO

22

7

CHUM

CO

30

7

CHUM

Analysis by country of Best
Practices
for
social
Intervention in the fields of
Health
Guidelines for Best Practices
for
Chronic
Diseases
management and social
inclusion

PU

36

Milestone name
Project Kick-off Meeting, Oviedo (Spain)
Communication and Dissemination
Procedures
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Related
work
package(s)
WP1

Lead
Beneficiary

Estimated
date

FICYT

M1

WP2

QISMET

M12
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MS2.2
MS3.1
MS3.2
MS3.3

MS4.1

MS4.2
MS5.1
MS6.1
MS6.2

Communication activity assessment
Evaluation framework designed
Project workflow monitored
Evaluation on project performance,
implementation and summative outcomes
Clinical variables and Social determinants
identified; Disease-specific_MPI (index
based on Algorithms) for vulnerable
individual/groups identification created.
Plan for recruitment of the individuals
reached
Full implementation of CDSMP in 5
European countries, reaching the sample
size (N=2.500)
Final data collection
Final economic and health analysis report of
EFFICHRONIC implementation.

MS7.1

WP2
WP3
WP3

QISMET
UVEG
UVEG

M36
M6
M35

WP3

UVEG

M35

WP4

EOG

M9

WP4

EOG

M12

WP5

FICTY

M28

WP6

EMC

M34

WP6

EMC

34

WP7

CHUM

36

9. PROJECT MANAGEMENT STRUCTURE
The management structure has been designed to provide a high management quality. For the
management structure, CSPA has been defined by the consortium to take overall managerial
responsibility for the project. The entity involves a high-expertise staff, and it has accrued
substantial experience in the management of national RTD projects.
The management structure strikes an optimum balance between flexible structure, agile response,
maximum efficiency in effort management allocation and effective decision-making process.
Taking into account project scope, the management structure has been defined in a very simple
way, to avoid excessive bureaucracy and speed up the decisions adoption when necessary.
(a)

The Executive Board (EB) as the supervisory body for the project execution.

(b)
The Project Management will be executed by the Project Coordinator (PC), having the
necessary support for day-by-day project management by the Project Secretariat, as well as for
reporting activities to the European Commission.
(c)
The WP Management Teams (WPMT) in charge of managing day-to-day technical
work and reports to EB.
(d)
The Advisory Group will be comprised by experts selected by Project Members, and
will be involved in the frailty definition and the biomarkers selection.
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Figure 11 – Strategic and operational management of EFFICHRONIC

The EB is made up of the PC, and the Work package Leaders (WPL). The Executive Board (EB)
shall coordinate the co-operation between the Contractors for analyzing and approving all results
generated by the project.
It includes the development of a consensus on the technical content of the project, at the global as
well as at the detailed level and the recommendation of technical amendments to the project work
programme to mitigate risks or to develop corrective actions. The EB shall be responsible for:
•

Supporting the Coordinator in fulfilling all obligations towards the European
Commission.

•

Ensuring that all work meets the functional requirements and proposing changes in work
sharing, budget and participants.

•

Agreeing on procedures and policies in accordance with the Contract for Dissemination
of Knowledge from the project which is not to be used by the Parties.

NOTE: Advisory Board is expected to be involved in WP4 & WP7
Project Coordinator
The overall Project Management of the project is realized by the PC (Marta Pisano Gonzalez, see
Cv in Section 4), with well-defined management responsibilities areas. The Project Coordinator
(CSPA) has the responsibility for the overall financial, administrative and technical management
of the project to be covered by the following issues:
 The day-to-day operation of the Project supported by the Project Secretariat and single
point of contact and intermediary between the EC and Consortium.
 To monitor the project on the scheduled timing and to estimate costs - management of
project funds.
 Preparation and submission of Project contractual reports, costs statements and main
deliverables.
 Preparation of Consortium agreement between partners.
 Supervision of timing and progress of project activities and preparation of Progress
Reports.
 Quality of the preparation of deliverables and tracking of project milestones and
objectives.
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 Quality assurance of information flows between partners for an optimal co-operation
among them.
 Monitoring of the work progress according to plans and evaluation of WP results in cooperation with the EB.
 Co-ordination of common dissemination/exploitation activities and planned meetings.
Work Package Management Teams
In agreement with the WP structure the WPMT consist of the WP Leaders and Task Leaders and
is in charge of:
a) Monitoring and harmonization of activities in the different WPs, assuring quality of the
WP related deliverables,
b) The allocation of the budget and reviewing and proposing the budget transfer to the
concerned Contractors,
c) Deciding upon the exchange of work or parts of a specific WP between the Contractors,
and the amendment to the WP at a detailed level, if necessary,
d) In the event of the default of any Contractor, the WPMT is responsible for alerting the
Coordinator and the EB.
The responsible WP Leaders are already nominated (WP list in page 40) and will be confirmed
by the EB. The WP Leader is responsible for organizational and communication-related matters
and implements the decisions of the EB.
Quality Assurance Management
The quality assurance management will be based on guidelines of proven project management
methodologies, especially the following QA aspects will be addressed to guarantee a timely
accomplishment of all planned tasks:
 Organization: Clear definition, agreement and update of roles and responsibilities.
 Planning: Preparation of an achievable and agreed statement of what the project is to
produce, when and how it is to be produced, assigned to the different WPs.
 Controls: Regular review of the status and update of the work plan.
 Quality Reviews: To identify errors in products by means of a planned and documented
inspection, ensuring all deliverables are of acceptable standard before delivery. The
quality reviews are reported using Quality Review forms.
The process is re-iterated until the product can be signed off by the responsible of each WP
Leader.
Reporting and Management Tools
The experience of the project coordinator with former large-scale projects has shown, that
reporting should not be made only immediately before project meetings. At such short notice,
time usually lacks for taking appropriate corrective actions.
The communications strategy within the consortium is an important instrument to monitor and
report progress. It will ensure that the project schedule is kept and that project results and project
deliverables are planned and submitted on time.
The communication strategy is based on short reports issued by all task leaders at quarterly
intervals (i.e. every three months) which are sent to the respective work package leaders. The
work package leaders verify all task reports and compile one WP report, which is forwarded to
the project coordinator. In this report, the WP leader especially comments on the completeness of
the work done. In case a deviation from the original work plan is identified, the project
coordinator assesses the problem from an integrated project level, notifies the EB and proposes
appropriate corrective actions. After consultation, the EB defines the corrections actions to be
taken. The work package leader is notified of the decision by the project coordinator and
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forwards it to the task leader. In view of easy documentation and filing, all relevant information
is exchanged per e-mail. A generic model of the entire communication and information process is
illustrated in the Figure below. Additionally, reporting towards the European Commission is
depicted.
Figure 12 Communication and information process

9.1. Quality of the partnership
The EFFICHRONIC consortium is comprised by a multidisciplinary partnership which merges a
heterogeneous expertise within their participants, those who have a broad research experience in
different but complimentary fields.
EFFICHRONIC will be coordinated by FICYT, a non-profit cultural foundation which holds a
vast background coordinating EU funded projects. FICYT will support CSPA (Regional
Government for Health, Asturias), the main responsible at province-level of the organization,
management, implementation and evaluation of the competencies attributed to the autonomous
community in public health, etc. as well as the formulation and coordination of policies to be
implemented by the administration of Asturias on drug dependence, development of policies to
encourage citizen participation in health services and involvement in improving personal and
community health.
SESPA has a multidisciplinary team and their central objective to protect and enhance the health
status of the Asturian citizenship. CSPA and SESPA will work in close collaboration during the
EFFICHRONIC project.
CHU-Montpellier and Inserm (National Institute for Health and Medical Research) is a university
hospital with an outstanding clinical research programme. The staff involved have experience in
the CDSMP training and a comprehensive background in chronic diseases management, self-care
and, specifically, in rheumatology.
QISMET (Quality Institute for Self-Management Education and Training) is plenty focused on
the self-care training for organisations: statutory, voluntary and Third Sector. QISMET follows
the highest standards concerning quality assurance to guaranteeing the consistency and coherency
of services provided across England. Their main areas of expertise and their participation offer an
added-value to EFFICHRONIC: QISMET will assure the adequateness to the training
programme, as well as the country-specific adaptations pertinence and quality.
EMC (Erasmus University Medical Centre) are experts in social and physical determinants of
Health, the development of primary preventive interventions and self-care. The active researcher
has a vast background in community care for high-risk groups, self-caring and e-Health applied
to patient empowerment
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9.2. Capacity of the staff
9.2.1. Coordinator institution profile, description of competences, background,
leadership and authority in the action area, and key staff of the coordinator –
description of profile (leadership and authority) and background in the action area
Partner 1/ FICYT (Foundation for the Promotion in Asturias of Applied Scientific
Research and Technology)
FICYT is a non-profit Cultural Foundation established in 1984 by Regional Healh service. Its
main objective is to promote, encourage and promote activities aimed at applied scientific
research in all aspects of economic and social life that may contribute to the development and
improvement of living conditions of the Asturian community.
The European Project Unit of Health of the Principality of Asturias (UPS), is an initiative funded
by the Ministry of Economy and Competitiveness, through the call corresponding to the actions
of revitalization of international European networks and Managers aids, referred to in the State
Program R & D Oriented Society Challenges (Resolution of 23 July 2014). UPS supports and
facilitates the internationalization of Health research in the Principality of Asturias. The main
objectives of this Unit are: 1/ to increase the participation of Health research groups in the area of
R&D European programmes such as 3rd Health Programme and H2020; 2/ to enhance the
leadership, excellence and internationalization improving the success rate of the proposals
submitted, and; 3/ to provide research groups Health System of Asturias of a stable structure and
highly specialized programs involving international R & D.
With the creation of this new unit, and under the agreement signed with the Ministry of Health of
the Principality of Asturias, the UPS unit is the entity that is responsible for the management of
European projects for the research groups of SESPA and CSPA, this facilitates the economic
implementation of projects and freeing researchers from the bureaucratic burden lead.
FICYT has already involved in the FRAILCLINIC project, "Feasibility and effectiveness of the
Implementation of programs to screen and manage frail older Patients in different clinical
settings", which is an European project funded by the Directorate General for Health and
Consumers of the European Union, under the Health Programme of the European Union (20082013). Other experiences in Europeans projects are:







Nanoker project (FP6) – Financial coordinator - carrying out the financial management of
the whole project with 28 partners (2005-2009).
Galactea-Plus project – Coordinators – Consortium that belongs to the Enterprise Europe
Network (EEN) (CIP Programme) (2008-running)
EEN is an European Network that promotes technology transfer activities and the
participation in H2020 among companies and research organizations. Is made of more than
600 organizations that act as local representatives for the Commission.
Key Account Manager (KAM) – Regional representative to act as KAM, related to the SME
Instrument funding scheme in H2020 (2014-running)
Regional representative to act as KAM to give support (financial management support and
link with Commission) to SMEs that are granted with funding from SME Instrument scheme
in H2020.
“CLARIN-COFUND”- Coordinator – carrying out tasks related to the management and
launching of international funding calls to fund postdoctoral fellowships (2014-running).

Partner 1/CSPA – Regional Government of Health (Affiliated entity of FICYT)
The CSPA is the Regional Government for Health in Asturias, Spain. Within this regional
structure, the General Directorate for Public Health (DGSP) aims at dealing with “the
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organization, management, implementation and evaluation of the competences attributed to the
autonomous community in public health, … , the formulation and coordination of policies to be
implemented by the administration of Asturias on drug dependence, development of policies to
encourage citizen participation in health services and involvement in improving personal and
community healh”.
CSPA has been in charge for decades of any regional responsibility in health promotion, and
primary, secondary and tertiary prevention. Many programs have been undertaken, such as
education programs in school (school canteens, education affective-sexual, positive parenting,
oral health ...), health centers programs (smoking cessation, breastfeeding, education and health
promotion ...), community programs (drug plan, local governance in health, community resource
mapping, ranking health observatory and health inequalities ...), program screening (breast
cancer, cancer colorectal ...), boarding programs for handicapped (visual and hearing
impairments), environmental health programs and epidemiological surveillance ... among others.
CSPA has led the network of patient‟s schools known as Health Program for Active Patients in
Asturias, where different programs have complemented and reinforced community networks,
professional networks and networks of citizens created in the region. CPSA has demonstrated
experience, resources and leadership needed to carry out successfully a community preventive
program.
Partner1/ SESPA – Asturian Health service (Affiliated entity of FICYT)
It is the body responsible for health care in the Principality of Asturias since 2002. The SESPA
performs health activities and management of own health services of the Administration of the
Principality of Asturias in order to protect and improve the health status of the Asturian
population.

Main Key Staff: FICYT
Project
Ms. Inés Rey Hidalgo (Female), Bachelor´s degree in Biology, She is a Project
Coordinator,
Manager with extensive experience in EU Research and Innovation projects and
project manager policy (FP7/Horizon 2020, CIP, Structural Funds, etc). She has been working for 9
and
finnacial years in European projects. Inés is an accredited project manager and will support
officer.
CSPA in the Management and Quality of EFFICHRONIC. She is responsible for the
Responsible
of European Health Projects Unit of the Public Health System of Asturias (UPSthe
European Asturias) which main aim is to coordinate and manage the budget of the National and
Health Projects European projects granted to the Regional Ministry of Health (CSPA) and all the
Unit in Asturias.
hospitals from the Public Health System of Asturias.
Main Key Staff: CSPA
José Ramón Hevia Fernández (male). He is PhD in Medicine faculty of medicine at
the University of Oviedo (1978), Preventive Medicine and Public Health Specialist
Doctor in the area
and Master in Health Economics and Health Planification (Escuela Nacional de
of work. Head of
Sanidad, Madrid Autonomous University and John Hopkins Public Health
Health Promotion
School).He is head of Service of Health Promotion and Community Participation at
and participation
the General Direction of Public Health of Principality of Asturias (Spain). In this
of DG Public
Service is included the Scholl Patients and “Patient Active Programme”. He will be
Health.
in charge of WP5 leadership
Doctor
in
Epidemiology.
Head
of
the
Health
Assessment and
programs of DG
Public Health
Doctor.

Rafael Cofiño Fernández (male). He is the General Director of the Health
Evaluation and Programmes Services, specialised in Community Medicine and
Public Health. Within the EFFICHRONIC project, he will be the principal
responsible for the general management and the architecture and theoretical
foundation specification to develop the general model for the data collection. Rafael
will also establish the potential applications of the results and outcomes concerning
the public health practises.
Mario Margolles (male) Physician and expert in Preventive Care and Public
Health. Currently, he is the responsible of the Epidemiological Surveillance
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Department and has participated in several national and international research
projects. Within the EFFICHRONIC project, he will analyse the data and apply
them in the epidemiological surveillance field. Also, he will develop the predictive
models, adjustments and standardisation for the variables studied and exploited.

Nurse. Technical
Planning Service
DG Public Health

Documentalist of
DG Public Health

Doctor in the area
of work. Head of
Health Promotion
and participation
of DG Public
Health.

Marcial Argüelles Suárez (male). He has experience in the design, construction and
exploitation of databases for several Operative Systems, currently working in the
Health Observatory of the Directorate-General for Public Health. In the case of
EFFICHRONIC Project, Marcial will be responsible for the extraction, analysis and
exploitation of the data-bases
Camino Gontán Menéndez (female). She has a Degree in Information and
Documentation from the University of Leon; also she has Master Trainer in Chronic
Disease Self-Management Program by the Stanford School of Medicine (Stanford
Patient Education Research Centre), incorporated to “Paciente Activo” program since
2014. Currently She is Documentalist of the General Direction of Public Health.
Nadia María García Alas (female). She has a degree in Pedagogy from the
University of Oviedo (2000) and Occupational Training Specialist from the
University of Vigo (2002). Coordinator for Community Prevention of Drug
Consumption and Health promotion since 2005 to present. Coordinator of the
Training Plan of the General Directorate of Public Health with the Institute of Public
Administration "Adolfo Posada" from 2011 to the present.

Main Key Staff: SESPA
Nurse and Phd Marta Pisano González (female). She is PhD candidate at the faculty of
Psychology.
Psychology at the University of Oviedo, Degree in Nursing, Bachelor of Nursing
Coordinator
of from the Hogeschool Zeeland Holland and Master in Health Sciences at the
Patients Schools University of Alicante and Master in Community Intervention from the Complutense
in
DG
ublic University of Madrid. She is Coordinator of the Scholl Patients and “Patient Active
Health.
Programme” at the General Direction of Public Health, also she do other scientific
activities such as former President of the Regional Scientific Society (SEAPA) and
Implementation
of
the former President of a Federation of National Associations (FAECAP) and President
of the EFC magazine: National Research Journal.
intervention
responsible
(WP5)
Psychologist
Oscar Suárez Álvarez (male) Psychologist and expert in the field of Quality
Management Systems for the Health Sector. He has a vast experience in research
projects. Specifically, focused on feature extraction for comparison with target
characteristic data bases. He will be the technical coordinator for the
EFFICHRONIC project, designing the functional architecture for the databases
exploitation and analysis and developing the theoretical framework and the further
potential applications in the Public Health area.
Primary
care Ana Cao Fernández (female). She has Degree in Nursing from the University of
nurse
Oviedo (1992). Also she has Teaching certificate from the University of Oviedo and
Update certificate in Primary Care Nursing from the School of Health Sciences at
the Complutense University of Madrid. She has the accreditation of European Expert
in Quality Management of Health Services, course organized by AEC (2002).
Currently, she is Health Monitor of the “Tiempo Propio” program, at the Asturian
Institute for Women. She was Head of nursing primary care team in December 2006,
Director of Primary Care Nursing in VII Health Area from 2009 to 2012, and to
date, Assistant Director of Management and Nursing Care in V Health AreA. In both
stalls, responsible for Health Education Programs.

9.2.2. Participants' institutions, description of competence, experience, leadership and
authority in the action area and key staff of the participants – description of
competence (leadership and authority) and experience in the action area
Partner 2/ CHUM – Centre Hospitalier Universitaires Montpellier
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CHU-Montpellier and Inserm (National Institute of Health and Medical Research), led by Prof C
Jorgensen has experience in stem cells trials in rheumatology. The University Montpellier
Hospital is the tertiary referral centre of the Region. CHRU is a university hospital with 800 beds
and recognized as EULAR centre of excellence in rheumatology and will lead inclusion and
sponsor the trial. This clinical research program is based on a number of well-documented pilot
trial in RA and preclinical work of the different participants, which supports the proof of
principle of the proposal. CHU-M has unique expertise in running projects, which associate
academic with private groups
and then developing intellectual property. This will be a valuable asset to this consortium.
The Institute for Regenerative Medicine and Biotherapy (IRMB) associates the University
Hospital of Montpellier (CHU Montpellier), the INSERM and the University Montpellier (UM).
IRMB gathers scientist and medical expertise on regenerative medicine and innovative
immunotherapies. The objectives of IRMB are to increase the knowledge of stem cell biology,
interactions between stem cells and immune cells, stem cell niches and homing, as well as the
role of epigenetics mechanisms in chronic and age related diseases. These researches include
both basic biological aspects and innovative applications of regenerative therapy.
The aim of this project is to facilitate the transfer of research on stem cell biology to clinical
applications in consultation with clinical specialists in chronic diseases (rheumatoid arthritis, rare
genetic diseases, autoinflammatory disorders, diabetes, liver disease, musculoskeletal disorders).
IRMB combines on a single site the INSERM unit U1183, hospital laboratories, private
companies gathered around common technical platforms and two national infrastructures in
health biology dedicated to stem cells (ECELLFRANCE and INGESTEM). It participates to
national initiatives including Labex, and 2
Infrastructures of excellence.
The Inserm unit U1183 includes 4 teams dedicated to stem cell research and immunotherapies.
This unit is the combination of the INSERM team dedicated to immunotherapies and
mesenchymal stem cells and scientists working on stem cell biology in ES, hepatocytes,
neurodegerative diseases as well as a team dedicated to
senescence/aging and reprogramming.
Main Key Staff
Head of Unit,
scientific
and
clinical CHUM
coordinator.

Christian Jorgensen (male), (scientific and clinical coordinator). He has PhD in
Medicine and PhD in Biology-Health, from Montpellier University. He has Degree in
Arthroscopy from The University of Paris VII also Degree in Specialized Studies of
Rheumatology. He has Master degree in Integrated biological systems, Option
immunology from the University of Paris-Sud. At the present, He is vice director of
“école doctorale” CBS2. He teaches in the Faculty of Medicine Montpellier-Nîmes
(MT11, MB4). He works in the Biology Master of Health Montpellier 2 and DES
teaching rheumatology. He is Pedagogic Director of Master « Engénierie de la Santé,
parcours Méthodologie des essais clinique », spécialité Biologie Santé, University of
Montpellier 1. He is also responsible for the clinical unit clinical immunology
therapeutic at the University Hospital of Montpellier, where he receives fellows in
internal medicine and pharmacists. He is heading the clinical unit of Immunorheumatology at the University hospital of Montpellier, including 4 senior
rheumatologists. He was the coordinator of ADIPOA H2020 project dedicated to MSC
based clinical trial in osteoarthritis. Currently, He is coordinator of the French network
ECELLFRANCE dedicated to translational program in stem cell based Therapy
(national infrastructure biologie santé “investissement d‟avenir” dedicated to stem cell
therapy). Since 2014, as head of the Institute for Regenerative medicine in Montpellier
(IRMB), he animates this group composed by 150 permanent researchers dedicated to
therapeutic innovation in the field of arthritis and diseases of cartilage.

Partner 3/QISMET – Quality Institute for Self-Management Education and Training
QISMET (Quality Institute for Self-Management Education and Training is an independent body
created in 2008 as a result of the shared recognition of self-management and self-care provider
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organisations (statutory, voluntary and third sector ) that a benchmark for quality assurance is
essential to secure the quality and consistency of service provision across England.
QISMET is independent and values-driven organisation that develops and manage standards and
certification processes for a range of self-management education and training services including
Stanford self-management programmes
It Supports self-management education and training providers to build capacity and expertise for
continuous improvement including evaluation and social return on investment. In addition it
provides network based information and support services and promotes the involvement of
people living with long-term conditions, professionals and organisations, in the development and
implementation of self-management education and training
QISMET has Quality Mark Certification Scheme for self-management education and training
provider agencies. Qismet by provides independent information and advice about the latest
developments in the field of self-management education and training.
Main Key Staff
Director. Project Mr. Jim Phillips (Male)-Diploma counselling and therapy Executive
manager.
director. Director Quality Institute for Self Management Education and
Training. 20 years‟ experience of designing, running and evaluating selfmanagement programmes including economic impact. Previous experience
of working on EU projects and English speaking. He will be in charge of the
WP2 leadership.
Partner 4/ EMC (Erasmus University Medical Centre)
The Erasmus University Medical Centre (www.erasmusmc.nl) is the largest university medical
centre in the Netherlands, with approximately 14.000 employees. In addition to having the largest
number of university hospital disciplines in the country, it includes excellent health science and
basic research departments.
The Department of Public Health is a top medical research institute in Europe and in the world.
The Department of Public Health employs circa 130 persons (among which 100 scientific staff).
It‟s research is conducted in close collaboration with local, national and international public
health and health care organizations, and is organized in two main programmes: Determinants
and primary prevention (i.e. to better understand the social and physical determinants of
population health and to develop effective primary preventive interventions to improve
population health), and Secondary prevention and care (i.e. to contribute to population health by
evaluating the process, effects, and cost-effectiveness of health care interventions). The
department is the coordination centre of many international studies on health and health care
funded by different funding bodies such as the European Commission. Furthermore, research is
embedded in the Netherlands Institute of Health Sciences (www.nihes.nl) research school, which
is acknowledged and rated as excellent by the Royal Netherlands Academy of Arts and Sciences.
Main Key Staff
Professor.
Project manager.

Hein Raat, MD, PhD, MBA is professor and expert in E-health applications in
community care for high risk groups and with regard to patient reported outcome
measures (PROMs) to include the patient perspective in health care innovations. He
develops, implements, and evaluates how information technology (E-health) empowers
patients and (informal) caregivers. He studies the impact of social factors including
migrant status and poverty on health. He is project leader of the EU-funded Urban
Health Centre 2.0 (http://www.uhce.eu/). He is actively engaged in exchanges between
research, policy, and practice. He authored circa 225 peer-reviewed international
scientific publications. He will be in charge of the WP6 leadership.

Partner 5/ EOG (Ente Ospedaliero Galliera)

Document Version 1.00 dated 16/04/2015

Page 57 / 77

The Ente Ospedaliero Galliera (EOG) is a public entity who was founded by the Duchess of
Galliera in 1877. With the law D.P.C.M. 14/07/1995 has been identified as a center of National
Importance and High Specialization, part of the National Health System. The hospital is
organized in 9 health departments, 4 administrative departments and 4 inter-departments with an
availability of nearly 500 beds. The Hospital hosts the Italian National Registry of Bone Marrow
Donors and a new Technological Center that includes: 1 Positron Emission Tomography (PET), 3
Computed axial tomography (CAT), 3 Magnetic Resonance, 3 Linear Accelerators, 2
Angiography and 1 MID (Iron Metal Detector) unique in the world.
EOG carries out research and technological development as one of its main objectives. A
Scientific Committee was estabilished in 2003 and a Clinical Trial Research Unit in 2008. The
number of scientific publications and normalized Impact Factor (IFN) in the last 13 years
increased from 32 and 64 in 2003 to 180 and 456 in 2015, respectively. A significant research
activity mainly on aging and clinical aspects of the elderly people was developed. As of today,
130 studies are ongoing, including 3 projects funded by the Italian Ministry of Health and 6
European Projects. EOG cooperate with National Research Council of Italy (CNR), Universities
and IIT (Italian Institute of Technology) to promote, transfer and improve research activities in
the main sectors of health field.
Galliera Hospital may be considered as a successful experience of “Reference Site for Healthy
problems” of the older people who are living in the metropolitan area of the city of Genoa City
other cities/location in all the Liguria Region. Geriatric Care, OrthoGeriatrics and Rehabilitation
Department of EOG has developed, in addition to more traditional services (Geriatrics Unit,
Geriatrics Outpatient Clinics and Day Hospital), the following Units and Services specifically
oriented to older patients: a Hospital-at-Home-Services (including Geriatric Care, Palliative Care
and Rehabilitation Services), two Residential Facilities for patients with orthopedic/neurological
rehabilitation needs and with Alzheimer‟s disease, two levels of OrthoGeriatrics (acute and postacute/rehabilitation). In 2015, the Geriatric Outpatients Clinics have been subdivided in a Center
for Cognitive Decline and Dementia (CDCD), an Osteometabolic Center, a Center for Down
Syndrome and other genetic disabilities of the adult and older people, and a Frailty Clinic in
order to respond to the emerging needs of the elderly. The Liguria Region has identified all these
Centers as official Reference Centers for the screening, diagnosis, treatments and rehabilitation of
older people who are living in the Liguria Region. All these Services are connected to each other
ensuring continuity of care to elderly patients by using the methodology of the Comprehensive
Geriatric Assessment (CGA) and the Geriatric Evaluation and Management Unit (GEMU).
Galliera represents industry considering its relationships with pharmaceutical companies and
home automation companies (with expertise in Informatics/Bio-engineering /architectural
solutions for the elderly) related to the major topic of assisted living facility (ALF), i.e. applied
domotic solutions in an in-hospital “Protected Discharge Home” recently activated inside the
Galliera Hospital for hospitalized older subjects with disabilities and frailty who are fit for
discharge from the hospital but who are experiencing some difficulties in returning to their home
due to social and/or assistance problems.
Through its Public Relations Office, Galliera involve stakeholders and civil society, either
individual citizens and organizations representative of patients, their families and care-givers, inhospital workers and all end-users, in exploring new solutions to the care of older subjects inside
and outside the hospital.
Other significant facilities strictly linked with the management and care of chronic diseases in the
elderly are the Histopathology and Laboratory facilities, the Imaging division, equipped with
completely digitalized examination report system (RIS) and image filing system (PACS), the
Nuclear Medicine Unit, expert in functional diagnostic investigations in oncology using
radiopharmaceuticals, thyroid ultrasound diagnosis and radioisotope therapies and a specific
Information Communications Technology (ICT) Unit.
Main Key Staff
European Project
manager.
Geriatric

and

Alberto Pilotto (Male). He is graduate in Medicine and Surgery at the Padua
University, Italy (1982) and specialized (Post-graduated) in Gastroenterology (1986)
and in Gerontology-Geriatrics (1990) at the same University. At present Dr Pilotto is
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gerontology
specialist.
Chronic patients.

the Director of the Department Geriatric Care, OrthoGeriatrics and Rehabilitation Frailty Area - at the E.O. Galliera Hospital. He is coordinator of research projects
funded by the EU and Italian Ministry of Health, presently he is the project leader of
the EU funded MPI_AGE Project (Multidimensional Prognostic Indices in Frail Multimorbid Older People). Currently is a consultant of the EMA (European Medicines
Agency). He published over 300 articles in international peer-review journals and over
100 chapters of books. He is currently Editor in Chief of the Journal Geriatric Care
(Page Press), official journal of the SIGOT (Italian Geriatric Society Hospital and
Community). Member of Directive Council of the SIGG (Italian Society of
Gerontology and Geriatrics), the SIGOT (Italian Geriatric Society Hospital and
Community), and the Academic Board of the EUGMS (European Union Geriatric
Medicine Society); presently he is the coordinator of the EUGMS Special Interest
Group on Comprehensive Geriatric Assessment. He will be in charge of WP4
leadership.

Partner 6/ UVEG – Polibienestar Research Institue
Polibienestar Research Institute is a Public Research Institute belonging to the University of
Valencia (Spain), led by Jordi Garcés, Prince of Asturias distinguished visiting professor at
Georgetown University (Washington DC). It is specialized in research, innovation and social
technology, technical advice and training in the field of public policies. Its final mission is the
improvement of the Welfare and Quality of Life of society.
Polibienestar is composed by an interdisciplinary team with 34 senior and 24 junior researchers
with national and European experience from the departments of Preventive Medicine and Public
Health; Didactics and School Organisation; Educational Sciences; Personality, Assessment and
Psychological Treatment; Applied Economics; Marketing; Labour and Social Security Law;
Commercial Law; Social Work and Social Services; Sociology and Social Anthropology, from
eight Universities: Valencia, Castilla-León, Murcia, Castellón, Madrid, Castilla-La Mancha,
Extremadura and Pais Vasco.
Additionally, Polibienestar has a large network of European contacts due to its active role in
European research and policy design. Among others, they work together with: ENSA – European
Network of Social Authorities; Council for European Studies; ECHALLIANCE – European
Connected Health Alliance; or ELISAN - European Local Inclusion & Social Action Network.
Polibienestar develops interdisciplinary research applied in social sciences. This interdisciplinary
perspective is necessary to respond to the complexity of welfare systems and allows Polibienestar
to develop, from innovative and classic research, effective analysis and solutions for new social
challenges. In this line, Polibienestar advises the Administration and private entities in the design,
planning and implementation of social welfare policies and services.
Polibienestar has a large trajectory working in European projects under funding programmes as
the following: VI and VII Framework, , Ambient Assisted Living (AAL), III Daphne, Progress,
Erasmus+, LifeLong Learning, Competitiveness and Innovation Framework, etc. Regarding II
and III Health programme, UVEG has 4 projects ongoing, SCIROCCO, APPCARE, UHC AND
ASSEHS.
In the last ten years Polibienestar has developed 41 R&D projects and 40 contracts and has
produced 68 ISI articles, 37 indexed to different networks, 23 book chapters and 13 books.
Main Key Staff
Professor. Social
policy
expert,
specialist
in
ageing and social
innovation.

Mr. Jorge Garcés is a Full Professor at the University of Valencia and Director of
Polibienestar Research Institute. He occupies the Prince of Asturias Chair at
Georgetown University (Washington) since January 2014. His research has been
focused on Comparative Social Policy in Europe, especially on ageing and social
innovation and on the increase of efficiency and effectiveness of long term care
policies in Europe. He has been main researcher or member of research teams in nearly
100 projects and research contracts with European, Regional and Local
Administrations. He is the author/ co-author of 25 books and more than 100 scientific
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R& D European
project manager.

Professor.
Specialist
clinical
psychology.

in

Researcher.
Chronic diseases,
public healthcare
system.

papers and he has participated in almost 200 national and international conferences
especially related to social policies. In 2009 he awarded a Doctorate Honoris Causa by
the University of San Pedro in the Republic of Peru, in 2013 by the Autonomous
University of Encarnación (Paraguay) and in 2016 by the University Jaume I of
Catellón. In 2015 the University of Burgos has awareded him with a medal for the
services provided.
Mrs. Elisa Valía has a degree in Architecture by the Universidad Politécnica de
Valencia (2008), an Executive Master Degree in Innovation by the Industrial
Organization School in Madrid (2012) and a Master Degree in International Studies
and European Union Studies by the Universitat de València (2014). In Polibienestar
she participates in research projects at European level related to the design and
implementation of public policies aiming at increasing the sustainability, efficiency
and effectiveness of health systems, improving the quality of life of older people and
advancing in the integration of health and social care systems.
Ms. Estrella Durá is PhD in Psychology by the University of Valencia (1989) and has
a Specialist degree in Clinical Psychology accredited by the Ministry of Education,
Culture and Sports of Spain. Currently, she works as a Professor at the Department of
Personality, Evaluation and Psychological Treatment of the University of Valencia.
Mrs. Ascensión Doñate has a degree in Psychology in the University of Valencia
(2008) and is post-graduated on Neurosciences (2010) and currently she is researcher
and project manager at Polibienestar Research Institute. She is developing her PhD on
the management of elderly patients with chronic diseases within public healthcare
system.

9.3. External and internal risk analysis and contingency planning
Identified Risk

Likelihood

Impact

Contingency planning

Problems and risks related Medium
to the communication and
potential conflicts among
the consortium partners

Medium

Increase team-building among members
and promote regular face to face or
teleconference communications when
possible. Gather all points of view and
intervention of project coordinator to
solve the problem. Anticipate these
potential troubles and implementing
accurate measures in the Consortium
Agreement with detailed provisions
concerning the IPR and conflict
resolution procedures.

Problems
in
the Low
management
of
the
project: for instance, a
certain partner does not
comply
with
the
obligations described in
the Grant Agreement and
Consortium Agreement,
delay to meet the
Milestones
and
Deliverables & Reports or
the whole management
structure does not meet
the objectives

High

A close follow-up of project activities
will be carried out. Periodic meetings
and reports are scheduled.
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The project team has achieved full
consensus on all main components of the
work plan and the overall approach;
conflict resolution strict application will
mitigate this risk. WP4, WP5, WP6 and
WP7 are central to the realisation of the
concept.
Consortium Agreement must
flexibility for amendments
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approach. If necessary tasks
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reallocated or a new partner recruited
Lack
of
stakeholder Medium
engagement.

Medium

The communication plan will be revised
to review the outreach strategy to
stakeholders and to improve/refocus the
message
of
our
communication
campaign.

Lack of target groups Medium
engagement
and
involvement
for
the
Implementation

High

The inclusion of new criteria based on
socioeconomic
status
and
risks,
including gender, cultural and agespecific adaptation/customization must
be respectful with the already validated
CSDMP self-management program. To
improve the recruitment, we have
supposed a 1% of success after the
communication during this phase: as a
consequence, it is expected to reach, at
least, 250.000 individuals, recruiting for
the implementation a sample n=2500
persons.

Potential high dropout Medium
rate
(experimental
mortality)

High

The sample n=2500 is supposed taking
into account an experimental mortality
slightly
higher
than
usual.
EFFICHRONIC supposes it on a 20%.
Consequently, the individuals recruited
for the implementation will vary
between 500-750 persons (depending on
national
and
regional-specific
circumstances), expecting that 500
people complete the course.

9.4. Financial management
A fair financial management is crucial to the success of a project as complex as EFFICHRONIC.
Thus, the project partners have all committed to working together for assuring an efficient
financial management and timely distribution of the resources, but also ensure the quality of the
research outcomes. A rigorous financial management framework linking together all the project
components will be implemented. The management structure will have two main levels to
guarantee a smooth development of EFFICHRONIC: the Management Board and the General
Assembly.
The Management Board, chaired by the Project Coordinator, will be responsible for the
financial management, among other key tasks, ensuring a full transparency within the
Consortium within the contractual framework and a continuous monitoring of external and the
internal risks that can directly affect our economic resources or the project implementation and
development.
The Management Board is comprised by the Project Coordinator, the Quality and Ethics Manager
and the Technical Manager. The project coordinator will monitor the costs, defining and updating
the charges breakdown structure way that is compatible with the spending categories used by the
partners. Those costs incurred will be monitored and reported by the Project Coordinator at least
on a quarterly basis. Concerning payments, costs statements will be prepared and signed by the
Project Coordinator and submitted to the European Commission regularly. The Project
Coordinator will also be responsible for following up the payment status of the invoices
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submitted to the European Commission. The amounts shall be claimed following the payment
plan defined by the Grant Agreement signature and the Consortium Agreement.
Ms. Inés Rey Hidalgo will the Financial Manager, responsible for cost monitoring and
management within the project and will define and update the cost breakdown structure in a way
that is compatible with the cost categories used by the partners. Her main responsibilities are as
they follow:
•
•
•
•
•

Regularly assess the ability to fulfil the stated objectives of the project with the
resources available.
Prioritise problems, help to find means of solving them and facilitate decision‐
making.
Ensure the timely and cost-effective delivery of the identified outputs and outcomes.
Maintain acceptable standards of quality.
Achieve the outputs and outcomes identified for the Project.

In order to assure an adecquate monitoring of the expenses and budget for EFFICHORNIC
project, the Project Coordinator will implement an Open Source solution, such as
FrontAccounting or FriFinans
In addition, these issues will be discussed along the whole project lifecycle through the
commonly used communication channels. Thus, email, skype and a Google group will be
regulated and implemented by the Project Coordinator, in order to ensure a fluent and agile
communication among the consortium members. Also, during the three years of EFFICHRONIC,
7 meetings will be held between EFFICHRONIC partners: as a very relevant field, fully inserted
into the WP1-Project Management, the financial management affairs will be discussed. All
partners will agree on a fair procedure in the first Kick-up meeting with regard the pre-financing
and the budget distribution in accordance with their tasks and responsibilities. Despite the fact
that the final budget will be stated after the GA/CA and Document of Action signature, during
the proposal preparation, project partners have previously met in order to define a first
management and decision-making strategy that ensure the smooth development of the project
activities and the preliminary budgeting.
All technical and financial decisions will be initially discussed, setting the rules of the consortium
governance. All the Consortium partners will have a vote in the General Assembly.

10. BUDGET
10.1. Content description and justification
The EFFICHRONIC budget has been constructed based around the extensive and deep skills
available within the European Project Unit of FICYT (UPS) and together with consortium
members. Budget is based on the Third EU Health Programme Guide for Applicants62, Third
Health Programme Model Grant Agreement 63and Regulation (EU, Euratom) No 966/2012 of the
financial rules applicable to the general budget of the Union64. Also, Due to the complexity of
the structure formed by the three entities, FICTY, CSPA and SESPA, the project coordinator
contacted with the Spanish National Focal Point of Health programme to receive advice on how
to establish the better structure of the project management and how to set the budget for these
three entities.
FICYT will carry out with the financial management and administrative issues of SESPA and
CSPA projects. According to the Spanish law all hospitals and public health administrations can
establish a collaboration agreement with a foundation to make them easier the financial execution
and justification of the National and European projects. The main aim of working this way in
Spain is because Public Administrations and hospitals have a really heavy bureaucracy and the
62

http://ec.europa.eu/chafea/documents/health/hp-pj-2016-guide_en.pdf
http://ec.europa.eu/chafea/documents/health/hp-pj-2016-mga_en.pdf
64
http://eur-lex.europa.eu/legal-content/EN/TXT/HTML/?uri=CELEX:32012R0966&from=EN
63
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management and justification of the projects are really difficult. With the collaboration of
foundations like FICYT, the difficulties have been eliminated.The specific tasks that FICYT
carry out within the EFFICHRONIC project are: hiring new staff needed for the projects that will
work in SESPA and CSPA facilities according to the International Code of Conduct for
Recruitment; applying for ethical authorizations; purchase of consumables and equipments,
according to the National Funding Law, the National Law of Contracts for the Public Sector and
following the principles of transparency and market competitiveness of the European Treatments;
managing travels and audits; and any other cost related to the project.
The budget has been made in the most appropriate manner taking into account the best value for
money (maximum efficiency and effectiveness). Following Table 8 shows total budget of the
EFFICHRONIC project per each partner and categories.

Participant

Direct costs
of
Other direct
subcontractin
costs
g
(b)
©

Direct
personnel
costs/€
(a)

1/ FICYT

188.868,00 €

40.000,00 €

Indirect costs
Total
(max 7% on
estimated
a,b and c)
elegible costs
(d)

€

90.184,00 €

22.333,64 €

341.385,64 €

1/ CSPA (aff)

52.942,51 €

-

€

-

€

3.705,98 €

56.648,49 €

1/SESPA (aff)

54.256,65 €

-

€

-

€

3.797,97 €

58.054,62 €

2/ CHUM

166.250,00 €

-

€

20.884,00 €

13.099,38 €

200.233,38 €

3/ ENOPE

240.500,00 €

-

€

19.924,00 €

18.229,68 €

278.653,68 €

4/ EMC

331.200,00 €

-

5/ EOG

154.000,00 €

6/ UVEG

104.900,00 €
1.292.917,16 €

€

20.884,00 €

24.645,88 €

376.729,88 €

10.000,00 €

27.884,00 €

13.431,88 €

205.315,88 €

€

11.000,00 €

8.113,00 €

124.013,00 €

50.000,00 € 190.760,00 € 107.357,40 €

1.641.034,56 €

-

Table 8. EFFICHRONIC BUDGET
Figure 13 EFFICHRONIC partner budget distribution
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Figure 14 EFFICHRONIC category costs distribution

As shown in image above, the category of personnel costs has the highest proportion on the
budget (79%), this is because the staff involved in the project are doctors and graduates. Besides,
the CHUM, EMC, EOG and QISMET have more costs because they are responsible for the
development of WP5 “Implementation of intervention”.
In order to ensure the EFFICHRONIC work is truly integrated and provide the necessary
opportunities to discuss and disseminate its progress and findings, costs for 7 project meetings
(Spain, Italy, France, Netherlands, UK, Belgium and Spain), national event and final conference
have been allocated. There is an expectation that advisory board and supporting partners (aprox.
20 people) will attend 2 consensus meetings (to be held at same time as project meetings), these
are expected in 3rd project meeting (M12) and in final meeting and final conference event. There
will also communications costs allocated to project coordinator, such as web/site, networks,
project image design,… A service for organization, coordination and management of 6 national
events (T2.4), 2 consensus meetings and the final conference has been foreseen (€ 35.000).
Training and implementation material have been allocated FICYT, CHUM, EMC, EOG and
QISMET, including Stanford license, 2 training sessions of Standard method which each sesion
consists of 30 hours per week addressed to 20-24 people, monitors book and patiens cd‟s.
FICYT will subcontract New Health Foundation to support in T4.4 with the elaboaration and
design of strategies, and specially New Health Foundation will support and collaborate in T7.3
elaborating the Guidelines for Best Practices in the Public Health. The New Health Foundation is
a Spanish non-for-profit organisation for the improvement and optimization of health and social
care systems to develop new and better models of care for people with advanced chronic
diseases, high dependency and at the end-of-life. In April 2014, the New Health Foundation
launched
the
Spanish
Observatory
on
Integrated
Care
(OMIS,
www.omis.newhealthfoundation.org) as a bottom up, collaborative initiative to take the
integrated chronic care agenda forward in Spain.
EOG will subcontract the WP4.3 activity foreseeing a specific data analysis and statistical skills
(creation of algorythm). EOG prefer to activate a public tender to have the best value-for-money
services in order to increase the quality of the result.

Document Version 1.00 dated 16/04/2015

Page 64 / 77

10.2. Summary of staff effort
Total
Person/
Months
per
Applicant

WP 1

WP2

WP3

WP4

WP5

WP6

WP7

1/ FICYT

13

6

1

3

33

6

4

66

1/ CSPA (aff)

0

1

1

3

3

1

2

11

1/SESPA (aff)

1

1

1

1

6

1

1

12

2/ CHUM

3

5

1

1

18

3

6

37

3/ ENOPE

3

9

1

1

18

3

2

37

4/ EMC

3

5

1

1

18

12

2

42

5/ EOG

4

4

1

9

18

3

3

42

6/ UVEG

3

5

12

0

0

0

2

22

Total
Person/Months

17

30

18

16

81

23

18

203

Figure 15 EFFICHRONIC WP effort distribution

Figure 16 Partner effort distribution
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10.3. Detailed budget
Applicant Number/
Short Name
(If affiliated entity: Affiliated to which Applicant
number/Short name)
(A) Direct personnel costs
Staff function
Project Coordinator, project manager and finnacial
officer. Responsible of the European Health Projects
Unit in Asturias.
2 Graduate in Nursing, Psychology, Sociology (to be
hired)
TOTAL

1/ FICYT

WP1
WP2
WP3
WP4
Manage Dissemi Evaluati Strat &
ment
nation
on
anlysis

WP5
Implem

WP6
WP7
Asses & Guidelin
D.
es &

12
1

6

1

3

33

6

4

13

6

1

3

33

6

4

Monthly
Cost

Estimated
Person- Sum Cost (€)
month

4.300,00 €

12

51.600,00 €

2.542,00 €

54

137.268,00 €

Total
person
month

Total Costs
(€) for (A)
66

188.868,00 €

Justification
According to the profiles described in section 9.2, FICYT functions in EFFICHRONIC project are:
- Leader of WP1- Project management
- Contribution to WP2: contribution in all communication and dissemination project activities
- Contribution to WP3: answer to project evaluation questionnaires
- Contribution to WP4: identification of clinical variables (T4.1) and social determinants (T4.2)
- Leader of WP5.
- Contribution to WP6: giving data and information to EMC for evaluation of the implementation
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader.
(B) Direct costs of sub-contracting

Newhealtfoundation

Costs
(€)
40000

Task(s)/Justification
Supporting and contribution to T4.4 (143 hours) and T7.3. (572 hours)

Total Costs (€) of (B)
40000
Justification
FICYT will subcontract New health foundation to support in T4.4 with the elaboaration and design of strategies, and specially New Health Foundation will support and
collaborate in T7.3 elaborating the Guidelines for Best Practices in the Public Health.
(C) Other direct costs
(C.1) Travel
Justification
Costs (€)
5 project meetings abroad for 3 people of CSPA, SESPA and FICYT (project manager, financial manager, technical manager). Travel and subsistance
12.500,00 €
2 people travelling by car for interventions. 30 workshops, € 0.32 / km (around 50 km for each workshop)
960,00 €
Total Costs (€) of (C.1)
13.460,00 €
(C.2) Equipment
Justification
Costs (€)
Total Costs (€) of (C.2)
- €
(C.3) Other goods and services
Justification
Costs (€)
Advisory Board and Supporting partners (aprox. 20 people): 2 meetings/event projects each one (500 per travel)
20.000,00 €
National Event (room rent, cattering,…). Project presentation (Month 2)
600,00 €
Final conference (room rent, cattering, project materials, speakers,…)
2.500,00 €
DISSEMINATION - Web site / networks: Image desing and re- adaptation to the digital platforms (3,000 €), Web (2,000 €); Web maintenance and updates /
9.500,00 €
microsites (3,000 €); content and multiformat material digitalization (1,500 €)
Implementation material. Monitors material: 20 manual books (price 18 €/book) and print materials (600 €). Patients materials: 500 CD 500 CD relaxation and
2.464,00 €
physical exercises
Project print material for interventions
150,00 €
2 CD devices
60,00 €
Stanford license
650,00 €
Training
5.000,00 €
Project material conference: 100 project package (usb, pen, notebook…)
800,00 €
Services of organization, coordination and management of 6 national events, 2 Workshops and 1 final conference
35.000,00 €
Total Costs (€) of (C.3)
76.724,00 €
Total Costs (€) of (C) 90.184,00 €
(D) Indirect Costs (Max. 7% on A, B and C) 22.333,64 €
Total estimated eligible costs 341.385,64 €
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Applicant Number/
Short Name

1/ CSPA

(If affiliated entity: Affiliated to which Applicant
number/Short name)

Yes. Affiliated to 1/ FICYT

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

Manageme Dissemina
Evaluation
nt
tion

Doctor in the area of work. Head of Health Promotion and
participation of DG Public Health.
Doctor in Epidemiology. Head of the Health Assessment
and programs of DG Public Health
Doctor.

0

WP5
Implem

1

Nurse. Technical Planning Service DG Public Health
Documentalist of DG Public Health

0

Pedagogist of DG Public Health

0

TOTAL

WP4
S trat &
anlysis

0

1

2

WP6

WP7

Asses & D. Guide line s Monthly Cost
Analysis & Pol. Re m

1

1

1

0

1

0

0

1

0

1

1
1

1

3

3

1

Estimated
Personmonth

Sum Cost (€)

5.528,75 €

5

27.643,75 €

4.953,80 €

2

9.907,60 €

5.310,21 €
4.082,79 €
2.634,64 €
3.363,52 €

1
1
1
1

5.310,21 €
4.082,79 €
2.634,64 €
3.363,52 €

2
Total person Total Costs (€)
month
for (A)

11

52.942,51 €

Justification
According to the profiles described in section 9.2, CSPA functions in EFFICHRONIC project are:
- Contribution to WP1 (project meetings, technical reporting management, final event management)
- Contribution to WP2: contribution in all communication and dissemination project activities
- Contribution to WP3: answer to project evaluation questionnaires
- Contribution to WP4: identification of clinical variables (T4.1) and social determinants (T4.2)
- Contribution to WP5: Supporting SESPA with the implementation of the intervention in Spain
- Contribution to WP6: giving data and information to EMC for evaluation of the implementation
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader.

(B) Direct costs of sub-contracting
Costs (€)

Task(s)/Justification

Total Costs (€) of (B)

- €

Justification
N/A

(C) Other direct costs
(C.1) Travel
Costs (€)

Justification

Total Costs (€) of (C.1)

- €

(C.2) Equipment
Costs (€)

Justification

Total Costs (€) of (C.2)

- €

(C.3) Other goods and services
Costs (€)

Justification

Total Costs (€) of (C.3)
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Total Costs (€) of (C)
(D) Indirect Costs (M ax. 7% on A, B and C)

- €
- €
3.705,98 €

Total estimated eligible costs

56.648,49 €
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Applicant Number/
Short Name

1/ SESPA

(If affiliated entity: Affiliated to which Applicant
number/Short name)

Yes. Affiliated to 1/ FICYT

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

WP4

WP5

S trat &
anlysis

Implem

1

0

4

0

1

Manageme Dissemina
Evaluation
nt
tion

Nurse and Phd Psychology. Coordinator of Patients
Schools in DG ublic Health
Psychologist

1

1

Primary care nurse

WP6

WP7

Asses & D. Guide line s Monthly Cost
Analysis & Pol. Re m

1

1

0
1

Coordinator of continuity care

0

TOTAL

1

1

1

1

1

6

1

Estimated
Personmonth

Sum Cost (€)

4.556,01 €

9

41.004,09 €

3.605,92 €
5.152,88 €
4.493,76 €

1
1
1

3.605,92 €
5.152,88 €
4.493,76 €

1
Total person Total Costs (€)
month
for (A)

12

54.256,65 €

Justification
According to the profiles described in section 9.2, SESPA functions in EFFICHRONIC project are:
- Contribution to WP1 (project meetings, technical reporting management, final event management)
- Contribution to WP2: contribution in all communication and dissemination project activities
- Contribution to WP3: answer to project evaluation questionnaires
- Contribution to WP4: identification of clinical variables (T4.1) and social determinants (T4.2)
- Leader of WP5.
- Contribution to WP6: giving data and information to EMC for evaluation of the implementation
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader.

(B) Direct costs of sub-contracting
Costs (€)

Task(s)/Justification

Total Costs (€) of (B)

- €

Justification
N/A

(C) Other direct costs
(C.1) Travel
Costs (€)

Justification

Total Costs (€) of (C.1)

- €

(C.2) Equipment
Costs (€)

Justification

Total Costs (€) of (C.2)

- €

(C.3) Other goods and services
Costs (€)

Justification

Total Costs (€) of (C.3)
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Total Costs (€) of (C)
(D) Indirect Costs (M ax. 7% on A, B and C)

- €
- €
3.797,97 €

Total estimated eligible costs

58.054,62 €
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Applicant Number/
Short Name

3 / CHUM

(If affiliated entity: Affiliated to which Applicant
number/Short name)

no

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

Manageme Dissemina
Evaluation
nt
tion

Head of Unit, scientific and clinical CHUM coordinator.

1

2

0

Researcher

1

2

1

Project manager and financial and legal issues

TOTAL

1

1

3

5

1

WP4

WP5

S trat &
anlysis

Implem

1

4

1

1

7

1

4

1

WP6

WP7

Asses & D. Guide line s Monthly Cost
Analysis & Pol. Re m

7

1

1

18

3

6

6.500,00 €
3.750,00 €
3.750,00 €

Estimated
Personmonth

Sum Cost (€)

65.000,00 €
60.000,00 €
41.250,00 €

10
16
11

Total person Total Costs (€)
month
for (A)

37

166.250,00 €

Justification
According to the profiles described in section 9.2, CHUM functions in EFFICHRONIC project are:
- Contribution to WP1: project meetings, technical and financial reporting
- Contribution to WP2: contribution in all communication and dissemination project activities
- Contribution to WP3: answer to project evaluation questionnaires
- Contribution to WP4: identification of clinical variables (T4.1) and social determinants (T4.2)
- Contribution to WP5: implementation of the intervention in France
- Contribution to WP6: giving data and information to EMC for evaluation of the implementation
- Leader of WP7.

(B) Direct costs of sub-contracting
Costs (€)

Task(s)/Justification

Total Costs (€) of (B)

- €

Justification
N/A

(C) Other direct costs
(C.1) Travel
Justification
6 project meetings abroad for 2 people (project manager, technical staff). Travel and subsistance.750 € per person/project meeting
2 people travelling by car for interventions. 30 workshops, € 0.32 / km (around 50 km for each workshop)

Costs (€)
9.000,00 €
960,00 €
Total Costs (€) of (C.1)

(C.2) Equipment
Justification
-

9.960,00 €
Costs (€)

Total Costs (€) of (C.2)
- €
(C.3) Other goods and services
Justification
Costs (€)
600,00 €
National Event (room rent, cattering,…). Project presentation (Month 3)
5.000,00 €
2 training sesions of Stanford methods. Each sesion consists of 30 hours per week addressed to 20-24 people.
2.000,00 €
Translations (project results, dissemination project content)
650,00 €
Stanford license
Implementation material. Monitors material: 48 manual books (price 18 €/book) and print materials (600 €). Patients materials: 500 CD 500 CD relaxation and
2.464,00 €
physical exercises (1.000 €)
150,00 €
Project print material for interventions
2 CD devices
60,00 €
Total Costs (€) of (C.3)
10.924,00 €
Total Costs (€) of (C) 20.884,00 €
(D) Indirect Costs (M ax. 7% on A, B and C) 13.099,38 €

Total estimated eligible costs 200.233,38 €
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Applicant Number/
Short Name

4/ QISMET

(If affiliated entity: Affiliated to which Applicant
number/Short name)

No

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

Manageme Dissemina
Evaluation
nt
tion

Director

TOTAL

WP4

WP5

S trat &
anlysis

Implem

WP6

WP7

Asses & D. Guidelines Monthly Cost
Analysis & Pol. Rem

3

9

1

1

18

3

2

3

9

1

1

18

3

2

6.500,00 €

Estimated
Personmonth

Sum Cost (€)

240.500,00 €

37

Total person Total Costs (€)
month
for (A)

37

240.500,00 €

Justification
According to the profiles described in section 9.2, QISMET functions in EFFICHRONIC project are:
- Contribution to WP1: project meetings, technical and financial reporting
- Leader of WP2.
- Contribution to WP3: answer to project evaluation questionnaires
- Contribution to WP4: identification of clinical variables (T4.1) and social determinants (T4.2)
- Contribution to WP5: implementation of the intervention in UK.
- Contribution to WP6: giving data and information to EMC for evaluation of the implementation
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader.

(B) Direct costs of sub-contracting
Costs (€)

Task(s)/Justification

Total Costs (€) of (B)

- €

Justification
N/A

(C) Other direct costs
(C.1) Travel
Justification
6 project meetings abroad for 2 people (project manager, technical staff). Travel and subsistance.750 € per person/project meeting

Costs (€)
9.000,00 €
Total Costs (€) of (C.1)

(C.2) Equipment
Justification
-

9.000,00 €
Costs (€)

Total Costs (€) of (C.2)
- €
(C.3) Other goods and services
Justification
Costs (€)
600,00 €
National Event (room rent, cattering,…). Project presentation (Month 3)
5.000,00 €
2 training sesions of Stanford methods. Each sesion consists of 30 hours per week addressed to 20-24 people.
2.000,00 €
Translations (project results, dissemination project content)
650,00 €
Stanford license
2.464,00 €
Implementation material. Monitors material: 48 manual books (price 18 €/book) and print materials (600 €). Patients materials: 500 CD 500 CD relaxation and
150,00 €
Project print material for interventions
2 CD devices
60,00 €
Total Costs (€) of (C.3) 10.924,00 €
Total Costs (€) of (C) 19.924,00 €
(D) Indirect Costs (M ax. 7% on A, B and C) 18.229,68 €

Total estimated eligible costs

Document Version 1.00 dated 16/04/2015

Page 70 / 77

278.653,68 €

Applicant Number/
Short Name

5/ EMC

(If affiliated entity: Affiliated to which Applicant
number/Short name)

No

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

Manageme Dissemina
Evaluation
nt
tion

WP4

WP5

S trat &
anlysis

Implem

WP6

WP7

Asses & D. Guidelines Monthly Cost
Analysis & Pol. Rem

Professor

1

1

0

5

4

1

Post-doc

2

4

1

1

13

8

1

3

5

1

1

18

12

2

TOTAL

12.000,00 €
6.240,00 €

Estimated
Personmonth

Sum Cost (€)

144.000,00 €
187.200,00 €

12
30

Total person Total Costs (€)
month
for (A)

42

331.200,00 €

Justification
According to the profiles described in section 9.2, EMC functions in EFFICHRONIC project are:
- Contribution to WP1: project meetings, technical and financial reporting
- Contribution to WP2: contribution in all communication and dissemination project activities
- Contribution to WP3: answer to project evaluation questionnaires
- Contribution to WP4: identification of clinical variables (T4.1) and social determinants (T4.2)
- Contribution to WP5: implementation of the intervention in The Netherland
- Leader of WP6.
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader

(B) Direct costs of sub-contracting
Costs (€)

Task(s)/Justification

Total Costs (€) of (B)

- €

Justification
N/A

(C) Other direct costs
(C.1) Travel
Justification
6 project meetings abroad for 2 people (project manager, technical staff). Travel and subsistance.750 € per person/project meeting
2 people travelling by car for interventions. 30 workshops, € 0.32 / km (around 50 km for each workshop)

Costs (€)
9.000,00 €
960,00 €
Total Costs (€) of (C.1)

(C.2) Equipment
Justification
-

9.960,00 €
Costs (€)

Total Costs (€) of (C.2)
- €
(C.3) Other goods and services
Justification
Costs (€)
600,00 €
National Event (room rent, cattering,…). Project presentation (Month 3)
5.000,00 €
2 training sesions of Stanford methods. Each sesion consists of 30 hours per week addressed to 20-24 people.
2.000,00 €
Translations (project results, dissemination project content)
650,00 €
Stanford license
2.464,00 €
Implementation material. Monitors material: 48 manual books (price 18 €/book) and print materials (600 €). Patients materials: 500 CD 500 CD relaxation and
150,00 €
Project print material for interventions
2 CD devices
60,00 €
Total Costs (€) of (C.3) 10.924,00 €
Total Costs (€) of (C) 20.884,00 €
(D) Indirect Costs (M ax. 7% on A, B and C) 24.645,88 €

Total estimated eligible costs
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376.729,88 €

Applicant Number/
Short Name

6/ EOG

(If affiliated entity: Affiliated to which Applicant
number/Short name)

No

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

Manageme Dissemina
Evaluation
nt
tion

WP4

WP5

S trat &
anlysis

Implem

WP6

WP7

Asses & D. Guidelines Monthly Cost
Analysis & Pol. Rem

Senior Clinical Physician

6

6

1

1

Junior Researcher

3

10

1

1

2

1

1

9

18

3

3

Study Coordinator. Project

TOTAL

4

4

1

4

4

1

6.000,00 €
2.500,00 €
2.500,00 €

Estimated
Personmonth

Sum Cost (€)

84.000,00 €
37.500,00 €
32.500,00 €

14
15
13

Total person Total Costs (€)
month
for (A)
154.000,00 €

42
Justification
According to the profiles described in section 9.2, EOG functions in EFFICHRONIC project are:
- Contribution to WP1: project meetings, technical and financial reporting
- Contribution to WP2: contribution in all communication and dissemination project activities
- Contribution to WP3: answer to project evaluation questionnaires
- Leader of WP4.
- Contribution to WP5: Implementation of the invervention in Italy
- Contribution to WP6: giving data and information to EMC for evaluation of the implementation
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader

(B) Direct costs of sub-contracting
Costs (€)
External services for data analysis related to WP4.3 activity 10000
Total Costs (€) of (B)

Task(s)/Justification

The WP4.3 activity forsees specific data analysis and statistical skills (creation of algorythm).

10000

Justification
T4.3 will be subcontracte by Galliera Hospital. A public tender will be activated and the best value-for-money services will be applied in order to increase the quality of the results.

(C) Other direct costs
(C.1) Travel
Justification
6 project meetings abroad for 2 people (project manager, technical staff). Travel and subsistance.750 € per person/project meeting
2 people travelling by car for interventions. 30 workshops, € 0.32 / km (around 50 km for each workshop)

Costs (€)
9.000,00 €
960,00 €
Total Costs (€) of (C.1)

(C.2) Equipment
Justification
N. 2 Laptop

9.960,00 €
Costs (€)
1.000,00 €

Total Costs (€) of (C.2)

1.000,00 €

(C.3) Other goods and services
Justification
Costs (€)
600,00 €
National Event (room rent, cattering,…). Project presentation (Month 3)
5.000,00 €
2 training sesions of Stanford methods. Each sesion consists of 30 hours per week addressed to 20-24 people.
2.000,00 €
Translations (project results, dissemination project content)
650,00 €
Stanford license
2.464,00 €
Implementation material. Monitors material: 48 manual books (price 18 €/book) and print materials (600 €). Patients materials: 500 CD 500 CD relaxation and
150,00 €
Project print material for interventions
60,00 €
2 CD devices
Travel & Subsistance Costs for "Collaborating Partners" staff (2 people for 4 events at 750 euros each)
6.000,00 €
Total Costs (€) of (C.3) 16.924,00 €
Total Costs (€) of (C) 27.884,00 €
(D) Indirect Costs (M ax. 7% on A, B and C) 13.431,88 €
Total estimated eligible costs
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205.315,88 €

Applicant Number/
Short Name

7/ UVEG

(If affiliated entity: Affiliated to which Applicant
number/Short name)

No

(A) Direct personnel costs
WP1
Staff function

WP2

WP3

Manageme Dissemina
Evaluation
nt
tion

WP4

WP5

S trat &
anlysis

Implem

WP6

WP7

Asses & D. Guide line s Monthly Cost
Analysis & Pol. Re m

Professor

0

2

4

0

0

0

1

Researcher & project manager

3

3

8

0

0

0

1

3

5

12

0

0

0

2

TOTAL

6.200,00 €
4.100,00 €

Estimated
Personmonth

Sum Cost (€)
43.400,00 €

7
15

61.500,00 €

Total person Total Costs (€)
month
for (A)

22

104.900,00 €

Justification
According to the profiles described in section 9.2, UVEG functions in EFFICHRONIC project are:
- Contribution to WP1: project meetings, technical and financial reporting
- Contribution to WP2: contribution in all communication and dissemination project activities
- Leader of WP3.
- Contribution to WP7: supporting in the elaboration of Guidelines and policy recommendations, giving advice and information to WP leader.

(B) Direct costs of sub-contracting
Costs (€)

Task(s)/Justification

Total Costs (€) of (B)

- €

Justification
N/A

(C) Other direct costs
(C.1) Travel
Justification
6 project meetings abroad for 2 people (project manager, technical staff). Travel and subsistance.750 € per person/project meeting

Costs (€)
9.000,00 €

Total Costs (€) of (C.1)

(C.2) Equipment
Justification
2 laptops

9.000,00 €
Costs (€)
2.000,00 €

Total Costs (€) of (C.2)

(C.3) Other goods and services
Justification
-

2.000,00 €
Costs (€)

Total Costs (€) of (C.3)
- €
Total Costs (€) of (C) 11.000,00 €
(D) Indirect Costs (M ax. 7% on A, B and C) 8.113,00 €

Total estimated eligible costs
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124.013,00 €

11. PREVIOUS AND CURRENT
THE LAST 3 YEARS)

GRANTS RELEVANT TO THE PROGRAMME (LIMITED TO

Programme: EU Health Programme 2008-2013
Project No 20131208
Acronym: FRAILCLINIC
Title: Feasibility and effectiveness of the implementation of programs to screen and
manage frail older patients in different clinical settings
Lead partner: Fundación de Investigación Biomética del Hopstial Universitario de
Getafe (Spain)
Project duration: 36 month (ongoing)
Maximum EC Contribution: 2 991 105,00€
Website: http://www.frailclinic.eu/index.htm
FICYT functions: FICYT is in charge of carrying out the management of the budget of
the Central University Hospital of Asturias and all the administrative issues (hiring new
staff, ethics committee authorizations, CRO grants ), and also leads the WP for the
Evaluation of the project.
Programme: Horizon 2020
H2020-EU.3.1. - SOCIETAL CHALLENGES - Health, demographic change and wellbeing
HCO-08-2014 - ERA-NET: Aligning national/regional translational cancer research
programmes and activities
Project No 643638
Acronym: TRANSCAN-2
Title: Aligning national/regional translational cancer research programmes and
activities
Lead partner: MINISTERO DELLA SALUTE (Italy)
Project duration: 60 months. From 2015-01-01 to 2019-12-31, ongoing project.
Maximum EC Contribution: EUR 6 672 187
Website: http://www.transcanfp7.eu/transcan/mod/resource/view.php?id=87
FICYT functions: Partner leading the tasks of: Strategy on identifying scientific priority
topics, call topic selection, and implementation of the fourth joint international joint
call.
Programme: European Commission and the US National Institutes of Health
innitiative
Acronym: IRDiRC
Title: International Rare Diseases Research Consortium
Website: http://www.irdirc.org/
EFFICHRONIC -
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12. CURRENT APPLICATIONS RELEVANT TO THE PROGRAMME
No

13. EXCEPTIONAL UTILITY
EFFICHRONIC fulfill the criteria for exceptional utility.
As is indicated in 3rd Health programme rules, the CRITERIA FOR THE EXCEPTIONAL
UTILITY OF PROJECTS is:
1. At least 60 % of the total budget of the action must be used to fund staff. This criterion
intends to promote capacity building for development and implementation of effective
health policies.
EFFICHRONIC Fund staff percentage is 79%
2. 2. At least 30 % of the budget of the proposed action is allocated to Member States
whose gross national income (GNI) per inhabitant is less than 90 % of the Union
average. This criterion intends to promote the participation of health actors from
Member States with a low GNI.
Project partners whose gross national income (GNI) per inhabitant is less than 90% of the Union
average are: FICTY (Spain), EOG (Italy) and UVEG (Spain). These three partners has 48% of
the overall budget (more than 30%).

EFFICHRONIC -
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14. COLLABORATING STAKEHOLDERS
The following collaborating stakeholders, organisations and individual persons have been already contacted by EFFICHRONIC in order to increase the
technical and scientific content of the project, as well as its relevance for different stakeholders in the EU. Their contribution is expected in WP4 (T4.1, T4.2)
and WP7.

Institution

Contact person
(First
name
and last name)

City
Country

&

ERRIN

Richard Tuffs

Brussels,
Belgium

EUREGHA

Tony Dedeu

Europe

Spanish
Ministry of
Health,
Social
Services and
Equality

Elena Andradas

Madrid, Spain

Ministry of
Health
of
Turkey

Ozan Beyhan

Ankara, Turkey

Stanford
Patient
Education

Kate Lorig

Palo
Alto,
California,

EFFICHRONIC -

Description

Founded in 2001, ERRIN is a unique Brussels-based network of more than 120 regional stakeholders organisation
most of whom are represented by their Policy Makers. ERRIN promotes knowledge exchange between its members
(118 regions), focusing on joint actions and project partnerships to strengthen regional research and innovation
capacities. Through these actions ERRIN seeks to contribute to the implementation of the Europe 2020 Strategy, the
Innovation Union flagship and Smart Specialisation strategies.
EUREGHA is a network of 14 European Regional and Local ealth Authorities focused on public health and health
care, which was created on January 30th 2006 following an opinion of the Committee of regarding patient mobility and
open coordination on health quality care. EUREGHA has also an additional contact´s database comprised of
approximately 80 regions.
The General Directorate of the Spanish Ministry of Health, Social Services and Equality coordinates the Network of
Health Schools for the citizens, which main aim is to provide the patients, families and caregivers with sources of
information and training tools, from the commitment to make available for them the best evidences available. This
National Network is made up of a regional patients schools and regional and national patient´s associations in Spain,
putting together all the stakeholders in Spain related to chronic diseases training in order to share experiences, best
practices, evidences and work together.
Ministry of Health, which has more than 860 hospitals functioning under its jurisdiction, has a unique position in
Turkey being the utmost authority in health-related policies, service delivery, dissemination and exploitation activities.
It is a highly esteemed authoritative organization, whose policies and missions will be welcomed by formal and
informal caregivers, including research institutes and patient organizations.
The Stanford Patient Education Research Center is part of the Department of Medicine at the Stanford University
School of Medicine, located in Palo Alto, California, U.S.A. For over 3 decades, they have developed, evaluated, and
translated into practice self-management programs for English and Spanish-speakers with chronic health problems, as
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Research
Center

U.S.A

well as cancer survivors and caregivers. All of their programs are designed to help people gain self-confidence in their
ability to control their symptoms, better manage their health problems, and lead fuller lives.
MA in philosophy and rhetoric, chief consultant in The Danish Committee for Health Education (NGO), T-trainer in
CDSMP (The Stanford chronic disease self-management program), process consultant. Nicolaj have 10 years of
experience in working with the CDSMP program in Europe. Nicolaj have extensive experience, particularly in training
peer leaders in Denmark (>1000) and master trainers in Denmark, Sweden, Germany, Switzerland and Austria (>50).
Nicolaj have been the driving part behind the ENOPE (European network for patient empowerment www.enope.eu).
Next to working with the CDSMP, Nicolaj have been involved in training of health care professionals in numerous
settings and in projects with elements of digital or app-based health and empowerment communication and interaction
strategies. His participation in the e-Chronic will
ensure that it will be faithful to the original personal communication approach in the CDSMP.
The Spanish Federation is a network of associations of rural women in Spain. These association is fully engaged with
different projects dealing with the improvement of life conditions, quality of life and access to different wellbeing
services for women living in rural settings.

The Danish
Committee
for Health
Education
(NGO)

Nicolaj Holm
Ravn Faber

Denmark

The Spanish
Federation
of
Rural
Women

Teresa Lopez

Madrid, Spain

Turkish
Health
Information
Systems

M. Mahir Ulgu

Turkey

The health information system department is involved in increasing the access and services supported by ICT and
digital systems in Turkey.

Coordination
RIC SUD

Dr.
Yves
Maries Pers

Montpellier,
France

The association of Rhumatismes Inflammatoires Chroniques (rheumatology inflammatory chronic diseases) will
collaborate and support project activities, contributing to the knowledge and expertise on the patient perspective.

R&D Health
Center,
Mexico

Juan Manuel
Saldívar Blanco

Nuevo
Mexico

The R&D Health Center belongs to the University of Nuevo León, México and aims at providing quality research and
innovation activities, including transfer of knowledge on relevant health topics. Disseminating and collaborating with
e-Chronic is a huge interest for this associate partner

EFFICHRONIC -

León,
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