
In this presentation we will describe the methodology used to
redistribute ill-defined deaths in the Scottish study - the
development, the application and the strengths and weaknesses
of our approach. We will also discuss the example of COVID-
19 and how competition between the underlying cause of
death is likely to impact how we need to approach IDDs in the
future.
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Having valid information on mortality within a country is of
great importance for public health planning. This includes
knowing the causes of death (CoD) within a population.
However, these data are not always suitable for Burden of
Disease calculations from the start and hence, need some
realignment in advance. The CoD statistics in Germany
include a relatively high share (26% in 2017) of ill-defined
deaths (IDD) - using the definition of the Global Burden of
Disease Study. Additionally, only the underlying CoD is
included in the national statistics and no multicausal data are
available yet. As part of the German Burden of Disease project
BURDEN 2020 we redistributed IDD to valid CoD using a
process of proportional redistribution. To do so, we made use
of the distribution of the valid ICD-codes in the data. In the
proposed presentation, we use examples of stroke, diabetes,
and heart failure to illustrate how IDD were reallocated. After
redistribution, the largest increases for both women and men
were seen for lower respiratory infections, diabetes mellitus,
and stroke. The numbers of deaths for these causes more than
doubled after redistribution. Within this project, we carried
out the first comprehensive redistribution of IDD for German
CoD statistics.
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Information on years of life lost (YLLs) due to premature
mortality is necessary to assess the fatal impact of disease,
crucial for the calculation of Belgian disability-adjusted life
years (DALYs). This study presents a novel method to
redistribute cause of death data. Belgian cause of death data
are obtained from Statistics Belgium (Statbel). After mapping
the ICD-10 codes defining the underlying cause of death to the
GBD cause list, we redistributed ill-defined deaths (IDDs) to
specific causes using a four-step probabilistic redistribution
process developed to fit the Belgian context: internal redis-
tribution, redistribution using predefined ICD codes, redis-
tribution using multiple causes of death data, and
redistribution to all causes. Finally, we used the GBD 2019
standard life expectancy table to calculate the years of life lost
at age of death. In Belgium, between 2004 and 2018, IDDs
increased from 31% to 34% of all deaths, reflecting increases in
the average age at death. The majority was redistributed using
predefined ICD codes (13%), followed by the redistribution
using multiple causes of death data (10-11%). The total
number of YLLs decreased from 1.83 to 1.77 million. In 2018,
the top causes of YLLs were ischemic heart disease and lung
cancer with a share of 8.4% each, followed by dementia and
cerebrovascular disease with a share of 5.5% each. All results
are stratified by age, sex, region, and year, and can be explored
via an online tool: https://burden.sciensano.be/shiny/mortality.
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The rising burden of multiple chronic diseases requires
countries to change the reactive approach of their health
systems, originally designed to cure acute illness, to a proactive
approach that scales up preventive interventions and integrates
cure (health care) and care (long term care and social care).
This requires a central coordination role for primary health
care (PHC). PHC is the foundation for delivering health
services to the population. It mainly encompasses the first level
of professional health care and includes PHC practitioners and
other health workers. Together, PHC providers can satisfy
most curative and preventative health needs, ideally providing
integrated services. In this way, PHC has the potential to
agilely respond to population health needs; help individuals
navigate their way to good health and stay healthy; prevent
disease by identifying risk factors; and manage chronic disease
outside of hospital settings. Yet PHC in many countries is not

designed to fully realize these promises and ongoing reforms
aim to strengthen it. Meanwhile, this potential was on display
in several countries during the COVID-19 pandemic, when
primary care doctors played a key role in making an early
diagnosis; helping vulnerable people cope with their anxiety
about the virus; reducing the demand for hospital services; and
delivering vaccinations-all while reaching out to vulnerable
patients and maintaining access to essential (non-COVID)
services for the wider population using new in-person
protocols or new digital solutions. This workshop will
update the audience on recent PHC reforms across the EU
and provide insights from three key examples-Estonia, Poland,
and Slovenia. An introductory presentation sets the stage by
putting PHC reforms in a wider context of reforms introduced
across the 31 countries of the Health Systems and Policy
Monitor network of the European Observatory on Health
Systems and Policies between 2018 and 2021. A second
presentation describes how Estonia has introduced a series of
PHC reforms over time and used financial incentives to
encourage multidisciplinary care. A third presentation looks to
Poland, which from mid-2018 through 2021 piloted a multi-
professional model of PHC organization in around 40 PHC
practices, with an emphasis on care coordination and disease
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