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top	10	number	of	no.fica.ons	by	origin	

2015 notifications by product category and by classification

Product category Alert Border 
rejection

Information 
for attention

Information 
for follow-up Total

Alcoholic beverages 4 1 1 6 12
Bivalve molluscs and products thereof 23 7 28 3 61
Cephalopods and products thereof 1 15 2 18
Cereals and bakery products 65 28 9 20 122
Cocoa and cocoa preparations, coffee and tea 12 32 7 7 58
Compound feeds 1 2 18 21
Confectionery 12 10 4 7 33
Crustaceans and products thereof 5 26 19 9 59
Dietetic foods, food supplements, fortified foods 46 22 16 38 122
Eggs and egg products 7 3 2 2 14
Fats and oils 5 6 6 6 23
Feed additives 1 1 2
Feed materials 12 55 13 71 151
Feed premixtures 2 2
Fish and fish products 104 67 88 38 297
Food additives and flavourings 1 6 7
Food contact materials 24 83 23 22 152
Fruits and vegetables 81 424 104 25 634
Gastropods 3 3
Herbs and spices 40 74 30 6 150
Honey and royal jelly 1 4 2 7
Ices and desserts 3 2 5
Meat and meat products (other than poultry) 83 24 33 19 159
Milk and milk products 48 2 9 59
Non-alcoholic beverages 7 10 9 26
Nuts, nut products and seeds 46 403 19 9 477
Other food product/mixed 11 16 2 5 34
Pet food 6 6 11 7 30
Poultry meat and poultry meat products 62 59 43 12 176
Prepared dishes and snacks 17 5 3 5 30
Soups, broths, sauces and condiments 20 3 3 9 35
Wine 3 2 5

2015 — Top 10 number of notifications
Number of notifications counted for each combination of hazard/product category/country.

- By origin
Hazard Product category Origin Notifications

Aflatoxins Nuts, nut products and seeds China 97
Salmonella Fruits and vegetables India 78
Salmonella Nuts, nut products and seeds India 65
Mercury Fish and fish products Spain 58
Aflatoxins Nuts, nut products and seeds Iran 55
Aflatoxins Nuts, nut products and seeds Turkey 53
Aflatoxins Fruits and vegetables Turkey 48
Aflatoxins Nuts, nut products and seeds United States 37
Salmonella Poultry meat and poultry meat products Brazil 37
Migration of chromium Food contact materials China 33
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no.fica.ons	by	hazard	category	and	risk	decision		

Country Distr Orig Other Follow-ups
Russia 17 12
Saudi Arabia 2 1
Seychelles 1 1
Sudan 1
Singapore 10 1 2
San Marino 13
Senegal 7 6
Suriname 1
El Salvador 1 1
Syria 1 1
Chad 1
Togo 2 1 1

Country Distr Orig Other Follow-ups
Thailand 4 71 1 21
Tunisia 4 23 1
Turkey 2 283 6 5
Taiwan 6 10 3
Ukraine 13 21 2 4
United States 14 89 7
Uruguay 1
Uzbekistan 6
Venezuela 1
Vietnam 2 87 12 10
Yemen 1 1
South Africa 4 22 1 4

The first column, ‘distribution’, shows the number of 2015 notifications for each country to which the Com-
mission’s services notified distribution of a product. The second column, ‘origin’, shows the number of 2015 
notifications for each country to which the Commission’s services notified a product originating from it. The 
third column, ‘other’, gives the number of notifications for which the country was notified for a reason other 
than origin or distribution, e.g. if the product transited through the country. The fourth column, ‘follow-ups’, 
shows the number of follow-ups received from each country in 2015.

2015 notifications by hazard category and risk decision
Hazard category Undecided Serious Not serious
Food contact materials
Adulteration/fraud 1 3
Composition 3 1
Foreign bodies 1
Heavy metals 30 13 26
Industrial contaminants 4 5 1
Labelling absent/incomplete/incorrect 1
Migration 27 27 23
Not determined/other 1 1
Organoleptic aspects 3
Packaging defective/incorrect 1
Food
Adulteration/fraud 10 9 72
Allergens 11 125 1
Biocontaminants 1 43
Biotoxins (other) 1 16 1
Chemical contamination (other) 4 2 2
Composition 29 56 20
Food additives and flavourings 15 28 97
Foreign bodies 6 48 52
Gmo/novel food 33 4 8
Heavy metals 7 130 2
Industrial contaminants 3 26 3
Labelling absent/incomplete/incorrect 4 9 12
Mycotoxins 3 472 1
Non-pathogenic microorganisms 4 2 41
Not determined/other 2 7
Organoleptic aspects 7 28
Packaging defective/incorrect 4 3 9
Parasitic infestation 1 10
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Hazard category Undecided Serious Not serious
Pathogenic microorganisms 67 536 34
Pesticide residues 188 133 77
Poor or insufficient controls 10 3 74
Radiation 26
Residues of veterinary medicinal products 12 28 16
Feed
Adulteration/fraud 2 2
Composition 8 1
Foreign bodies 1 2
Heavy metals 1 2 8
Industrial contaminants 1 3 7
Mycotoxins 1 16 2
Non-pathogenic microorganisms 5 13
Pathogenic microorganisms 1 17 90
Pesticide residues 2 5
Poor or insufficient controls 1
Residues of veterinary medicinal products 1 3
TSEs 21

There are three headers splitting up the data between food contact materials, food and feed. Categories 
coloured red have predominantly notifications with risk decision ‘serious’, whereas categories coloured 
green have mostly notifications concerning a ‘non-serious’ risk.
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How safe is your food?

Source: European Union summary report on trends and sources of zoonoses, zoonotic agents and food-borne outbreaks in 2014, published by EFSA and ECDC in 2015
* Outbreaks refer to strong-evidence food-borne outbreaks (excluding waterborne outbreaks)
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The most common food-borne diseases in the European Union
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The European Union summary report on trends and sources of 
zoonoses, zoonotic agents and food-borne outbreaks in 2014 

European Food Safety Authority 

European Centre for Disease Prevention and Control 

Abstract 
This report of the European Food Safety Authority and the European Centre for Disease Prevention 

and Control presents the results of the zoonoses monitoring activities carried out in 2014 in 

32 European countries (28 Member States (MS) and four non-MS). Campylobacteriosis was the most 

commonly reported zoonosis with an increase in confirmed human cases in the European Union (EU) 

since 2008. In food the occurrence of Campylobacter remained high in broiler meat. The decreasing 

EU trend for confirmed human salmonellosis cases since 2008 continued. More human Salmonella 

Enteritidis cases were reported whereas the S. Stanley cases remained, as in 2013, at a higher level 

compared with 2011–2012. Most MS met their Salmonella reduction targets for poultry but isolates of 

S. Infantis increased at EU level. In foodstuffs, the EU-level Salmonella non-compliance in fresh and 

processed poultry meat was rare and low, respectively. The numbers of human listeriosis cases 

further increased, since 2008. In ready-to-eat foods Listeria seldom exceeded the EU food safety limit. 

The decreasing EU trend for confirmed yersiniosis cases since 2008 continued. Positive findings for 

Yersinia were mainly reported in pig meat and products thereof. The number of confirmed 

verocytotoxigenic Escherichia coli (VTEC) infections in humans slightly decreased compared with 2013. 

VTEC was reported from food and animals. A total of 5,251 food-borne outbreaks, including water-

borne outbreaks, were reported. Most food-borne outbreaks were caused by viruses, followed by 

Salmonella, bacterial toxins and Campylobacter and with unknown causative agent in 29.1% of all 

outbreaks. Important food vehicles in strong-evidence food-borne outbreaks were ‘eggs and egg 

products’, followed by ‘mixed food’ and ‘crustaceans, shellfish, molluscs and products thereof’. The 

report further summarises trends and sources along the food chain of tuberculosis due to 

Mycobacterium bovis, Brucella, Trichinella, Echinococcus, Toxoplasma, rabies, Coxiella burnetii 

(Q fever), West Nile virus and tularaemia. 
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Foodstuffs 

Broiler meat is considered to be the most important single source of human campylobacteriosis. In 
2014, 38.4% of the 6,703 samples of fresh broiler meat (single or batch, aggregated data from all 
sampling stages) were found to be Campylobacter positive, which is comparable to that observed in 
2013. The variation between MS was high. In raw cow’s milk intended for direct human consumption 
or manufacture of raw or low heat-treated products Campylobacter was detected in up to 16.7% of 
the tested units (single or batch). 

Animals 

In 2014, Campylobacter was found in 30.7% of the 13,603 units of broilers tested in MS. The 
variation in prevalence was high between MS. This prevalence is markedly higher than in 2013, 
though the number of reporting MS differed compared with 2013. The variation in reporting MS and in 
the number of units tested has greatly influenced the overall prevalence. Only few MS reported 
Campylobacter data for other animals. 

Table 1:  Reported hospitalisation and case-fatality rates due to zoonoses in confirmed human cases 
in the EU, 2014 

Disease 

Number of 
confirmed(a) 
human cases 

Hospitalisation Deaths 
Status 

available 
(%) 

Number of 
reporting 

MS(b) 

Reported 
hospitalised 

cases 

Proportion 
hospitalised 

(%) 

Outcome 
available 

(%) 

Number of 
reporting 

MS(b) 

Reported 
deaths 

Case-
fatality 

(%) 
Campylobacteriosis 236,851 25.4 16 18,303 30.4 73.6 15 25 0.01 
Salmonellosis 88,715 32.2 14 9,830 34.4 49.6 15 65 0.15 
Yersiniosis 6,625 15.2 12 442 44.0 58.3 14 5 0.13 
VTEC infections 5,955 39.9 15 930 39.2 58.6 18 7 0.20 
Listeriosis 2,161 38.0 16 812 98.9 64.8 20 210 15.0 
Echinococcosis 801 24.0 14 122 63.5 24.6 12 1 0.51 
Q- fever 777 NA(c) NA NA NA 51.2 11 1 0.26 
Brucellosis 347 62.0 9 142 66.1 41.5 10 0 0.00 
Tularaemia 480 47.1 8 92 40.7 49.0 9 0 0.00 
Trichinellosis 319 74.6 5 150 63.0 74.9 6 2 0.84 
West Nile fever(a) 77 66.2 6 48 94.1 66.2 6 7 13.7 
Rabies 3 NA NA NA NA 66.6 3 2 100.0 

(a): Exception made for West Nile fever where the total number of cases was included. 
(b): Not all countries observed cases for all diseases 
(c): NA-not applicable as the information is not collected for this disease.  

Salmonella 

Humans 

In 2014, a total of 88,715 confirmed salmonellosis cases were reported by 28 EU MS, resulting in an 
EU notification rate of 23.4 cases per 100,000 population. This represented a 15.3% increase in the 
EU notification rate compared with 2013. There was a statistically significant decreasing trend of 
salmonellosis in the 7-year period of 2008-2014. Sixty-five fatal cases were reported by 11 MS among 
the 15 MS that provided data on the outcome of their cases. This gives an EU case-fatality of 0.15% 
among the 43,995 confirmed cases for which this information was available (Table 1). 

As in previous years, the two most commonly reported Salmonella serovars in 2014 were S. Enteritidis 
and S. Typhimurium, representing 44.4% and 17.4%, respectively, of all reported serovars in 
confirmed human cases. The proportion of S. Enteritidis increased compared with 2013. This increase 
was mainly attributed to increase in cases in one MS. S. Typhimurium cases, including the variant 
monophasic S. Typhimurium 1,4,[5],12:i:-, decreased by 21.7% compared with 2013. Cases of 
S. Infantis, the fourth most common serovar, returned to the level of 2012 after the increase in 2013. 
S. Stanley continued to decrease also in 2014 but cases still remained, as in 2013, at a higher level 
than before the large outbreak reported in 2011-2012. The highest increase in 2014 was observed in 
S. Chester and could be explained by an outbreak related to travel to Morocco.  
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Annex 
Political Declaration of the High-level Meeting of the 
General Assembly on the Prevention and Control of  
Non-communicable Diseases  

 We, Heads of State and Government and representatives of States and 
Governments, assembled at the United Nations on 19 and 20 September 2011, to 
address the prevention and control of non-communicable diseases worldwide, with a 
particular focus on developmental and other challenges and social and economic 
impacts, particularly for developing countries,  

1. Acknowledge that the global burden and threat of non-communicable diseases 
constitutes one of the major challenges for development in the twenty-first century, 
which undermines social and economic development throughout the world and 
threatens the achievement of internationally agreed development goals;  

2. Recognize that non-communicable diseases are a threat to the economies of 
many Member States and may lead to increasing inequalities between countries and 
populations;  

3. Recognize the primary role and responsibility of Governments in responding 
to the challenge of non-communicable diseases and the essential need for the efforts 
and engagement of all sectors of society to generate effective responses for the 
prevention and control of non-communicable diseases;  

“una	delle	principali	sfide	per	lo	sviluppo	nel	XXI	secolo,	che	mina	lo	sviluppo	sociale	ed	economico	
in	tu<o	il	mondo	e	minaccia	il	raggiungimento	degli	obie?vi	di	sviluppo	concorda&	a	livello	

internazionale”
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It is increasingly recognised that place and space have an impact on human health and
wellbeing and that individual actions to improve lifestyle or health status are likely to be
influenced by the environmental and socioeconomic context in which they take place. The
built environment, as described here, includes the physical structures engineered and designed
by people, including the places in which people work, live, play and socialise1. Also important
are the connections between these spaces, including the built infrastructure and a range of
natural features. The built environment includes several material determinants of health,
including housing, neighbourhood conditions and transport routes, all of which shape the
social, economic and environmental conditions for which good health is dependent. Within
urban areas, the imaginative integration of built and natural features can help to create
environments which are unique and interesting enough for people to lead varied and healthy
lives. The varying influences on health and wellbeing are depicted in Figure 12.

Figure 1: The determinants of health and wellbeing in our neighbourhoods.
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Source: Barton H, Grant M. A health map for the local human habitat. Journal of the Royal
Society for the Promotion of Public Health 2006;126(6):252-261.

Barton	H,	Grant	M.	A	health	map	for	
the	local	human	habitat.	Journal	of	
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of	Public	Health	2006;126(6):252-261
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3.3 Premature mortality – focusing on 
deaths among those under 70 years of 
age

Also warranting consideration is a proposal for a measure 
of premature mortality with a target of reducing the number 
of deaths before age 70 by 40% by 2030 globally and 
in every country.1 Numbers of deaths before age 70 is a 
more readily measurable indicator than life expectancy, 
and can decrease more rapidly than life expectancy can 
increase as it is more sensitive to interventions. Countries 
at different stages of development could, depending on 
their epidemiological priorities, achieve this kind of gain by 
bringing down mortality due to HIV, malaria, tuberculosis 
or child mortality, or to NCD deaths between ages 30 and 
70. Concerted action to reduce NCD deaths before age 
70 would also reduce NCD death rates for people age 70 
and over.

The impact of attaining the SDG health-related targets 
on numbers of deaths under age 70 can be approximated 
by applying the SDG target impact on mortality rates to 
provisional estimates of deaths in 2015 by cause, age and 
sex.2 There were an estimated 30 million deaths under 
age 70 in 2015, and if the SDG mortality targets had 
been achieved in 2015,3 this would have been reduced 
to 19 million deaths. This represents a 36% reduction 
(almost 11 million averted premature deaths) – close to the 
proposed 40% target. Of these averted deaths, 5 million 

1 Norheim OF, Jha P, Admasu K, Godal T, Hum RJ, Kruk ME et al. Avoiding 40% of 
the premature deaths in each country, 2010–30: review of national mortality 
trends to help quantify the UN Sustainable Development Goal for health. Lancet. 
2015;385(9964):239–52 (http://www.thelancet.com/journals/lancet/article/PIIS0140-
6736%2814%2961591-9/fulltext, accessed 9 April 2016).

2 Provisional estimates based on all-cause mortality from WHO life tables for 2015; 
WHO estimates for MDG causes, cancers, child causes of death, road injury, homicide, 
disasters and conflict; death-registration data reported to WHO; and analyses from the 
Global Burden of Disease 2013 study.

3 Targets for maternal mortality ratio, neonatal and under-five mortality rates; 90% 
reduction in HIV, TB, malaria and NTD death rates, one third reduction in hepatitis, 
cancer, diabetes, cardiovascular disease and chronic respiratory disease; 50% 
reduction in road injury deaths; 50% reduction in diarrhoea deaths (through 
achievement of WASH target); and one third reductions (arbitrary interpretation of the 
SDG target of substantial reduction) in deaths due to homicide, conflict and disasters. 
These estimated mortality reductions are conservative and do not include the mortality 
impacts of suicide, pollution and drug and alcohol targets (beyond their contribution to 
the NCD mortality target).

would have been due to infectious diseases, malnutrition, 
and child and maternal mortality (the MDG causes), with 
a further 5 million and 0.9 million due to NCDs and injuries 
respectively. Fig. 3.6 shows the regional and global rates 
of premature deaths (under 70 years of age) per 1000 
population in 2015, together with estimates of the deaths 
that would have been averted by achievement of the 
SDG mortality targets in 2015. It is worth noting that the 
achievement of SDG mortality targets dramatically narrows 
regional variations in the premature death rate.

3.4 Data gaps – most deaths not registered

As noted, many countries still lack adequate death-
registration capacity. An estimated 53% of deaths go 
unregistered worldwide, and progress in improving 
death registration in developing countries has been 
slow. Nevertheless, a number of countries have made 
considerable progress in recent years, with notable 
examples including Brazil, China, the Islamic Republic of 
Iran, South Africa and Turkey. There are also indications 
of a new momentum to improve civil registration and vital 
statistics (CRVS) systems, backed by significant political 
interest in Asia and Africa and supported by global and 
regional agencies. One of the two indicators for SDG Target 
17.19: “By 2030, build on existing initiatives to develop 
measurements of progress on sustainable development 
that complement gross domestic product, and support 
statistical capacity-building in developing countries” is the 
proportion of countries that have: (a) conducted at least 
one population and housing census in the last 10 years; 
and (b) have achieved 100% birth registration and 80% 
death registration.

For countries with inadequate death-registration capacity, 
mortality data from the population census and household 
surveys are used to obtain mortality estimates. A substantial 
amount of survey information is available for mortality 
for children aged under 5 years, usually based on the 
collection of birth histories,4 while adult mortality levels 
can be estimated from census and survey data on deaths 
in households, orphanhood and sibling survival histories. 
However, there are considerable problems in assessing the 
reporting completeness and biases of such data, and the 
availability of consistent data sources over time is an issue 
for many countries. Information on older child and older age 
mortality is also less often available from survey sources. 
Model life tables and other statistical models are used to 
fill data gaps (Table 3.2).

4 Levels & Trends in Child Mortality: Report 2015. UNICEF, WHO, the World Bank, United 
Nations Population Division. New York: UNICEF on behalf of the UN Inter-agency Group 
for Child Mortality Estimation; 2015 (http://www.childmortality.org/files_v20/download/
IGME%20report%202015%20child%20mortality%20final.pdf, accessed 9 April 2016).

Figure 3.6 
Regional and global premature deaths and deaths that would have been averted by 
achievement of SDG mortality targets, 2015
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Health3
Map 3.1: Deaths from diseases of the circulatory system, by NUTS 2 regions, 2008–10 (1)
(standardised death rate per 100 000 inhabitants)

Cartography: Eurostat — GISCO, 05/2013

Administrative boundaries: © EuroGeographics © UN-FAO © Turkstat

Source: Eurostat (online data code: hlth_cd_ysdr1) 

(standardised death rate per 100 000 inhabitants)

(¹) EU-27, Denmark, Chemnitz (DED4), Leipzig (DED5), Emilia-Romagna (ITH5), Marche (ITI3), Cheshire (UKD6) and Merseyside (UKD7), provisional;
Liechtenstein, 2010; Belgium, Denmark and Iceland, 2007–09; Scotland (UKM), by NUTS 1 region; Denmark, Slovenia and Croatia, national level.
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Italy
Percentage of population living in urban areas: 68.4%

Income Group:  High Population proportion between ages 30 and 70 years:  55.0%

Premature mortality due to NCDs

10% .

Adult risk factors 
males total

Current tobacco smoking (2011) 31% 25%
Total alcohol per capita consumption, in litres of pure alcohol (2010) 9.7 6.7
Raised blood pressure (2008) 33.4% 31.1%
Obesity (2008) 21.2% 19.8%

National systems response to NCDs
Has an operational NCD unit/branch or department within the Ministry of Health, or equivalent    Yes

Yes

Has an operational policy, strategy or action plan to reduce the harmful use of alcohol Yes

Has an operational policy, strategy or action plan to reduce physical inactivity and/or promote physical activity Yes

Yes

Has an operational policy, strategy or action plan to reduce unhealthy diet and/or promote healthy diets Yes

Has evidence-based national guidelines/protocols/standards for the management of major NCDs through a primary care approach No

Has an NCD surveillance and monitoring system in place to enable reporting against the nine global NCD targets Yes

Has a national, population-based cancer registry No

World Health Organization - Noncommunicable Diseases (NCD) Country Profiles , 2014.

18.5%

Total population:  60 885 000

Has an operational multisectoral national policy, strategy or action plan that integrates several NCDs and shared risk factors 

Has an operational policy, strategy or action plan to reduce the burden of tobacco use 

Proportional mortality (% of total deaths, all ages, both sexes)Age-standardized death rates

The probability of dying between ages 30 and 70 years from the 4 main NCDs is

females
18%
3.9

29.0%

Total deaths: 573,000
  NCDs are estimated to account for 92% of total deaths.
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Number of deaths, under 70 years 
Males 
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Number of deaths, under 70 years 
Females 

Cardiovascular Diseases 
Chronic Respiratory Diseases 

Cancers 
Diabetes 

Cardiovascular Diseases Chronic Respiratory Diseases Cancers Diabetes Other NCDs 

Cardiovascular 
diseases 

37% 

Cancers 
29% 

Chronic respiratory 
diseases 

5% 

Diabetes  
4% 

Other NCDs 
17% 

Communicable, 
maternal, perinatal 

and nutritional 
conditions 

4% 

Injuries 
4% 

males 
 

females 

World	Health	Organiza&on	–	NCD	Country	Profiles	,	2014	
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maggiore	a3enzione	alla	qualità,		
stabilizzazione	dei	consumi	
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Synergy	between	sectors:	agriculture	
policy	as	a	tool	to	bene	t	health		

Garan&re	la	più	ampia	disponibilità	di	
alimen.	minimamente	processa.	
a3raverso	filiere	corte	ha	il	potenziale	per	
contribuire	in	modo	significa&vo	alla	
creazione	di	sistemi	alimentari	sani	e	
sostenibili	e	per	sostenere	le	economie	
locali,	garantendo	nel	contempo	che	le	
poli&che	agricole	siano	coeren&	con	gli	
obie?vi	di	sviluppo	sostenibile	globale	e	
fa3ore	di	impa3o	sulla	salute.		

Health 2020: agriculture and health through
food safety and nutrition

Synergy between sectors: working together for
better agriculture and health outcomes

Summary

Strengthening the link between health and
agriculture  through food safety and nutrition

The Health 2020 policy framework has been adopted by all Member States of 
the WHO European Region in order to address Europe’s great social and health 
challenges, calling upon the health sector to reach out to, and work with, all the 
various sectors and parties in the continuous work of improving people’s health 
and well-being. Today, cardiovascular diseases, cancer, diabetes and chronic 
respiratory diseases and their behavioural risk factors, which include unhealthy diets, 
overweight and obesity, account for the most preventable diseases and death in 
the European Region. We are also facing an emergence of new pathogens and the 
re-emergence of infectious diseases, including antimicrobial resistance (AMR). By 
working together, the health and agriculture sectors can ensure policy coherence 
and deliver a safe and nutritious food supply that not only contributes to good 
health and well-being but also fosters healthy communities and economies. 

The agriculture sector can help to create healthier people and communities through:
• working together with the health sector and other areas of government to ensure 

that safe and nutritious foods are available and affordable for all;
• promoting healthy sustainable rural communities, including by exploring the 

potential of short and sustainable supply chains and by addressing food and 
nutrition insecurity;

• ensuring policy coherence in the production and supply of food and goods that are 
key to addressing one of Europe’s greatest health challenges – noncommunicable 
diseases (NCDs);

• working with the health sector on international food trade issues to ensure the 
best outcomes for people and communities; and

• strengthening the prevention of foodborne and zoonotic diseases, including AMR.

In 2012, all 53 Member States in the European Region adopted Health 2020, the 
new common European health policy framework, and committed themselves to 
developing integrative policies that engage with all sectors in addressing the social 
and economic determinants of health and well-being.  The poorest members of our 
communities carry the greatest burden of food-related diseases in terms of both 
nutrition and food safety. 

Linking with the agriculture sector presents an opportunity for the health sector to 
increase the supply of and demand for healthier and safer food. Agriculture policies 
can assist by ensuring the greater availability and affordability of a diverse range 
of healthier food and food products. Ensuring the wider availability of minimally 
processed foods through changes to production and supply chain practices has 
the potential to contribute significantly to creating healthy and sustainable food 
systems. In addition, linking with the agriculture sector is essential in preventing 
and controlling foodborne and zoonotic diseases. This is most cost-effective when 
addressed early in the food chain. Strengthening the surveillance of foodborne and 
zoonotic disease in humans is critical to informing risk-based monitoring and action 
in the agriculture sector. Furthermore, collaboration among the human and animal 
sectors and the environment sector is also crucial to addressing AMR.

Using Health 2020 as a platform for joint work:
a political mandate and evidence base

The Health 2020 policy framework has a political mandate. It has been adopted 
by all European Member States and can be adapted to the various settings and 
realities that make up the European Region. It describes how health and well-being 
can be advanced, sustained and measured through action that creates social 
cohesion, security, a good work–life balance, good health and good education. 
It calls on the health sector to reach out to the many different actors within and 
outside government and provides inspiration and direction on addressing the 
complex health challenges of the 21st century. The framework confirms values, is 
based on evidence and identifies strategic directions and essential actions. It builds 
on the experiences gained through previous Health for All Policies and guides the 
actions of both Member States and the Regional Office.

The framework addresses Europe’s big social and health challenges; including 
inequalities, NCDs and infectious disease threats. Health 2020 has been informed 
by unprecedented research and review processes and serves as a distillate of the 
world public health knowledge.

A safe and nutritious food supply is essential for good health. The joint FAO/WHO 
World Declaration on Nutrition of 1992 states that “… access to nutritionally adequate 
and safe food is a basic individual right”. Unfortunately, both malnutrition and 
foodborne diseases, including the rise of NCDs, constitute a significant challenge to 
the European Region.

Research has demonstrated that aspects of agriculture and food supply chain 
policies can affect people’s diets and their risk of NCDs by influencing the availability 
and affordability of food, both as an input for the food industry and as an end-
product offered to consumers. This can encourage a substitution effect between 
close alternatives (which may be more or less healthy), whereby producers and 
consumers could be incentivized to shift towards healthier options. This potential for 
substitution provides the mechanism by which targeted agriculture policies could 
be used to encourage a shift towards a healthy diet.

In the European Union (EU)/European Economic Area alone, there were more 
than 310 000 reported cases of bacterial foodborne disease in 2013, of which 322 
were fatal. This represents only the tip of the iceberg, as most cases of foodborne 
disease are not reported due to limitations of the surveillance systems. Evidence 
from both research and practice demonstrates that addressing foodborne and 
zoonotic diseases early in the food chain can have a significant impact on these 
diseases appearing in the human population. In 2010, FAO, the World Organisation 
for Animal Health and WHO jointly agreed on a concept to share responsibilities 
and coordinate global activities to address health risks at the animal-human-
ecosystems interfaces. AMR is an area where there has been evidence of successful 
collaboration between sectors, including health and agriculture. For example, an 
EU-wide ban on the use of antibiotics as growth promoters in animal feed entered 
into effect on 1 January 2006 because of public health risks. Such intersectoral 
assessment and action should continue and be strengthened in future collaboration.

Health 2020 sees agriculture as a co-producer of health; a policy area with ownership 
over consumable goods that are key determinants of health; an employer of a 
workforce that is too often vulnerable and at risk; a key influencer on the immediate 
and wider environment; and a partner in striving for investment in governmental 
policies that are coherent in their policy goals.

July 2015

Health 2020: 
key messages

The goal of Health 2020 is 
«to significantly improve the 
health and well-being of 
populations, reduce health 
inequalities, strengthen 
public health and ensure 
people-centred health 
systems that are universal, 
equitable, sustainable and 
of high quality».

1. Health and well-
being are public goods 
and assets for human 
development that 
contribute to strong, 
dynamic and creative 
societies.

2. Health and well-being 
are best achieved if the 
whole of government 
works together, and Health 
2020 promotes whole-of-
government and whole-of-
society approaches.

3. Health and well-being 
can be improved and 
health inequalities reduced, 
through the right policies 
and working with other 
sectors. 

4. Different countries, cities 
and communities are at 
different starting-points; 
each is unique and can 
pursue common goals 
through different pathways.

5. Social progress is best 
measured by objective 
indicators of health, health 
equity and well-being, and 
this includes the conditions 
in which people are born, 
live and work.

Reducing health 
inequalities

To reduce health inequalities, 
addressing the following is a 
good start:

Life-course stage

 - Social protection for 
women, mothers-to-be and 
young families

 - Universal, high-quality and 
affordable early-years 
education and care system

 - Eradication of unsafe work 
and access to employment 
and high quality work

 - Coherent and effective 
intersectoral action to 
tackle inequalities at older 
ages

Wider society

 - Improved social protection, 
according to need

 - Co-creation and 
partnership with those 
targeted, civil society and 
civic partners

 - Action to reduce social 
exclusion

 - Gender equity approach

Broader context

 - Promoting equity through 
tax and transfer payments

 - Long-term planning through 
links with other policies

Systems

 - Greater coherence across 
sectors

 - Comprehensive responses

 - Regular reporting and 
public scrutiny



1. creare	ambien&	alimentari	sani,	
marke&ng	labelling,	public	ins&tu&on	

2. promuove	il	guadagno	di	salute	con	una	
dieta	sana	lungo	il	corso	della	vita	
specialmente	per	i	gruppi	più	
vulnerabili	

3. rinforzare	i	sistemi	sanitari	per	
promuovere	diete	sane	

4. supportare	la	sorveglianza,	il	
monitoraggio,	la	valutazione	e	la	
ricerca	

5. rafforzare	la	governance,	le	alleanze	
interse3oriali	e	le	re&	per	la	salute	
in	tu3e	le	poli&che	

• Diete	sane	e	sostenibili	(dieta	
mediterranea),	farm	to	school



determinan.	della	sicurezza	alimentare	e	
nutrizionale		
• approvvigionamen&	sostenibili	e	adegua&	
• igiene		
• qualità	
• diffusa	disponibilità,	convenienza	e	
accessibilità		

determinan.	delle	scelte	dei	consumatori	
e	dei	modelli	di	consumo,	compresa	la	
distribuzione	domes&ca	degli	alimen&,	
pra&che	culturali,	educazione	e	abilità,	
informazioni,	e&che3atura	dei	prodo?	e	
pra&che	di	marke&ng	persuasivo,	e	se	
ques&	promuovono	o	ostacolano	i	sani	
comportamen&	alimentari,	e	l’op&mum	
nutrizionale	per	ogni	singolo	



un'altra	alterna&va	per	assicurare	una	
corre3a	alimentazione	nelle	persone	
anziane	è	quello	di	massimizzare	il	loro	
apporto	di	vitamine,	minerali	e	compos.	
bioaJvi	da	fon.	alimentari	naturali.	

i	micronutrien&	naturali	ingeri&	con	gli	
alimen&	possono	interagire	tra	loro	e	
presentano	effeJ	sinergici	sulla	salute,	
ques&	effe?	sono	assen.	nella	
supplementazione	dei	nutrien.	in	forme	
sinte.che.	



FOOD

Consumer
health

Primary
appetite control

Dietary
choices

Food
access &
affordability

Food
supply &
offer

Governance

Economy

Environment

Demography
Human physiology

Food supply

Individual factors

Social factors

Food availability

Lifestyle

§ Physical activity
§ Sleeping patterns
§ Cooking skills/frequency
§ Work pattern
§ Work-leisure balance

Information provision

§ Advertisements
§ Labelling
§ Packaging
- handling instructions
- cooking instructions
§ Traceability
§ Transparency
§ Quality indicators
- Brand name
- Store name
- Certification
- Reputation

Food distribution

§ Food deserts
§ Number of fast food
restaurants
§ Number of farmer`s
markets

§ Natural resources

§ Availability
- Water
- Land
- Soil nutrients
- Energy
- Biodiversity
- Fish stocks
§ Efficiency of use

§ 

Globalisation

§ Interconnectedness
§ Volatile markets
§ International trade

Policy

§ Education
§ Health
§ Social
§ Research
§ Food (labelling, taxes)
§ Agricultural
§ Innovation
§ Competitiveness
§ Environment
§ Public procurement

Global population
growth

§ Migration & diversity
§ Demand for food

Macro-economic situation

§ Inequalities
§ Social/Political tensions
§ Protectionism
§ Investments

Ageing

§ Old age dependency
§ Public & private healthcare
and pension expenditure

Healthcare systems

§ Increased demand
§ Focus on prevention

Emerging economies

§ Economic power
§ Food consumption
pattern

Socio-economic status

§ Household structure
§ Employment

Digitalisation

§ E-, m-, s- commerce
§ Internet of things
§ Ubiquitous sensors
§ E-/tele-health

Shopping
environment

§ Outlet format
diversification
§ Marketing practices
§ Multi-channels
§ Interactivity
§ Personalisation

Industry structure

§ Consolidation
§ Concentration
§ Vertical integration
- private labels
§ Economies of scale
§ Market power
- private standards

Information environment

Safety

§ Contaminants
§ Additives
§ Food-borne pathogens
§ Food contact materials

Process quality

§ Production method
§ Place of origin
§ Sustainability
- eco-friendliness
- organic
- social impact/fair trade
- ethics, animal welfare

Nutritional value

§ Macronutrients
§ Micronutrients
§ Energy density
§ Palatability/satiety
§ Portion size
§ Heavily processed
foods
§ Reformulation
§ Functional food

Sensory properties

§ Taste
§ Colour
§ Flavour
§ Texture

Variety

§ Ample choice
§ Differentiation/
specialisation
§ Personalised food

Shelf life/
durability

Food quality

Nutrition needs

§ Energy
§ Macronutrients
§ Micronutrients

Xenobiotics

§ Environmental (ECDs)
§ Drugs/medications

Biological characteristics

§ Genetic profile
§ Age
§ Sex
§ Physiological homeostasis
§ Satiety

Cultural context

§ Tradition
§ Religion
§ National/regional
§ Gender

Societal values

§ Individualism vs collectivism
§ Long term vs short term
§ Peer pressure
§ Prevention vs cure
§ Role of family
§ (Corporate) Social responsibility

Non-health motivations

§ Habits
§ Familiarity
§ Values
- Sustainability
- Animal welfare
- Fair trade
§ Technology acceptance

Psychological factors

§ Hedonism/Pleasure
§ Biases
§ Beliefs
§ Attitudes
§ Self image
§ Resilience
§ Perception of
- Healthiness
- Risk incl. food safety
- Quality

Health motivations

§ Prevention
§ Manage
- Genetic diseases
- Lifestyle diseases
- Multifactorial diseases

Understanding Information

§ Education
§ Nutrition literacy
§ Health literacy
§ Food scares
§ Information overload
§ Misinformation
§ False beliefs

Food waste

Convenience

§ Preprepared food
§ On the go
§ Out of home
§ On-line purchase

CONSUMPTION

Climate change

§ Weather extremes
§ Pests & diseases
§ Shift in production areas

Information source

§ Media
§ Government
§ Industry
§ NGO
§ Health professionals
§ Word of mouth

Information platform

§ Internet
- Social media
- Recommendation sites
§ Newspaper
§ Radio
§ TV
§ Mobile phone

Innovation

Technology

§ Pharmaceuticals, medical devices
§ Food processing & retail
§ Agricultural production
§ Resource efficiency
§ Climate change adaptation/mitigation
§ ICTs

Research
Processes

Services

Products

Non-food uses

§ Energy
§ Bio-based materials

Consumer price

§ Distribution of value added
§ Structure of the food chain
§ Price transmission
§ Labour costs
§ Energy costs
§ Capital
§ Pricing strategy

Food supply chain

§ Primary production
§ Processing and packaging
§ Retail
§ Food service

Factors affecting physiology

§ Drinking
§ Smoking
§ Mental health

EU population distribution

§ Urbanisation
§ Internal migration

Malevolent manipulation

§ Fraud
§ Bioterrorism
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Fig.1: Structural 
framework for the scenario 
development (based on the 

first workshop)

Foresight is by definition a participatory, 
multidisciplinary and discursive activity that should 
be based on the best available evidence and 
judgement. Such conditions make the use of expert 
panels a natural choice. In the present study, a group 
of around 40 experts and stakeholders participated 
in three workshops organised between October 
2012 and October 2013. The group encompassed 
a broad range of different backgrounds, reflecting 
the relevant areas identified for the topic, including 
public health, nutrition, food science and technology, 
paediatrics, consumer science, economics, 
gastronomy, and Foresight analysis. In addition, 
participants represented different actors in the food 
system: academia, industry, consumer organisations, 
policy-makers, national public health organisations 
and international organisations.

A Steering Committee, representing relevant 
European Commission Directorates-General and 
additional external experts, advised the JRC study 
team on the scope and approach of the study, 
including the workshops, the experts/stakeholders to 
involve, and the deliverables. Committee members 
met five times during the course of the study, and 
they all participated in the workshops.
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3 - FARE ATTENZIONE ALLE PORZIONI. 
MANGIARE SOLO QUELLO DI CUI SI 
HA BISOGNO, NÉ PIÙ NÉ MENO

Per adattarsi alle necessità e preferenze, consideriamo la possibilità 
di chiedere mezze porzioni, mezzo menu o un piatto unico. Si può 
condividere il menu con un altro commensale.

1 piatto di insalata mista (50 - 80g)
1 piatto di verdura cotta
1 pomodoro grande o 2 carote

VERDURA E 
ORTAGGI

250g
Minimo

2
PORZIONI

al giorno

1 bicchiere di latte vaccino
1 yogurt
2 - 3 fette (50g) di formaggio stagionato
1 porzione di formaggio fresco (100g)
2 - 3 porzioni a settimana di formaggi

LATTE E DERIVATI
(preferibilmente parzialmente scremati)

2-3
PORZIONI

al giorno

Olio di oliva (per condire e cucinare)
Olio di girasole ad alto contenuto di acido 
oleico (per cucinare)

OLIO VEGETALE 
(1 cucchiaio da minestra)

3-5
PORZIONI

al giorno

PANE E CEREALI
(preferibilmente integrali)

4-6
PORZIONI

al giorno

1 piatto normale di riso o pasta cotta
1 patata grande o 2 piccole (non più di 
2 volte a settimana)
3 - 4 fette di pane o panino

FRUTA
120 - 200g

1 frutto medio (mela, pera, arancia, kiwi)
1 tazza di ciliegie, fragole
2 fette di melone, anguria
2 mandarini, albicocche

Almeno

3
PORZIONI

al giorno
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RICORDA 
SEMPRE

Conviene non servirsi 
porzioni abbondanti, che 

invitano a mangiare più del 
necessario:

– Se si è sazi, lasciare qualcosa nel 
piatto.

– Quando si prepara il 
portavivande, fare attenzione 

alle porzioni che si 
inseriscono.

3 - FARE ATTENZIONE ALLE PORZIONI. MANGIARE SOLO 
QUELLO DI CUI SI HA BISOGNO, NÉ PIÙ NÉ MENO

1 pesce da porzione
5 pesci piccoli

PESCE
125 -150g

3-4
PORZIONI

alla settimana

ACQUA 
POTABILE

200 ml

8 a 10 
BICCHIERI
al giorno

LEGUMI
30 - 50g di prodotto secco

2-3
PORZIONI

alla settimana

1 pugno o singola porzione

FRUTTA SECCA
20 - 30g

3-7
PORZIONI

alla settimana

CARNI GRASSE 
E SALUMI

Con moderazione

Alternare il consumo di:
2 - 3 uova
1 fettina piccola
1 quarto di pollo o coniglio

CARNI MAGRE, 
POLLAME E UOVA

100 - 125g 3-4
PORZIONI

alla settimana

1 piatto singolo normale

1 bicchiere

This folder arises from the project FOOD which has received funding from the European Union, in the framework of the Public Health Programme. 
The European Commission is not responsible for any use that may be made of the information contained therein. The sole responsibility lies with the author.
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…Per	valutare	e	garan.re	la	qualità	
nutrizionale,	è	stato	messo	a	punto	il	
processo	NACCP	(Nutrient	and	Hazard	
Analysis	of	Cri&cal	Control	Point),	un	
insieme	di	procedure,	decisioni	e	protocolli	
che	consentono	di	mantenere	standard	
qualita&vi	eleva&	lungo	l’intera	Filiera	“dal	
campo	al	consumatore”.	

Il	processo	NACCP	si	fonda	su	qua3ro	
principi	generali:	
1.	garanzia	del	mantenimento	del	diri<o	
alla	salute;	
2.	garanzia	della	qualità	nutrizionale;	
3.	garanzia	di	una	corre<a	informazione	sul	
prodo3o	per	un	consumo	consapevole;	
4.	garanzia	di	un	prodo3o	e.co.	
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L’a3uazione	del	processo	NACCP	perme3erà	
di	o3enere	prodo?	in	grado	di	soddisfare	le	
esigenze	del	consumatore,	in	accordo	con	le	
proposte	del	nuovo	approccio	PAN	
(Preference,	accetpance,	need),	basato	sulle	
preferenze	e	necessità	fisiologiche,	
nutrizionali,	energe&che,	gene&che	e	
metaboliche	individuali.	

Oltre	a	un	beneficio	per	la	salute	umana,	
potrebbe	garan&re	per	il	futuro	uno	sbocco	
economico	professionale	per	l’industria	e	
per	l’intero	se<ore	agroalimentare,	con	una	
ricaduta	in	termini	di	risparmio	della	spesa	
sanitaria,	legata	ai	cos&	di	morbilità	e	
mortalità	per	patologie	cronico-degenera&ve	
non	trasmissibili	dieta	-	dipenden&.	
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Proposte	per	migliorare	gli	interven.	di	
diffusione	dell’innovazione	

Sviluppo	e	adozione	di	una	procedura	
innova&va	per	l’analisi	e	la	sorveglianza	
nutrizionale	e	igienico-sanitaria,	
denominato	sistema	di	analisi	dei	pun&	
cri&ci	di	controllo	della	qualità	salutare	e	
nutrizionale	delle	piante	officinali	(NACCP,	
Nutrient	Analysis	of	Cri&cal	Control	Point),	
con	innovazioni	tecnologiche,	di	processo,	
organizza&ve	e	ges&onali.	



Accordo	dd.	24/11/16		
Valutazione	delle	cri.cità	nutrizionali	in	
ambito	nutrizionale	e	strategie	
d’intervento	2016	-	2019	

d.	Promuovere	e	incoraggiare	l’adozione	
del	processo	NACCP	nelle	stru3ure	di	
prevenzione	territoriali	(SIAN	e	VET)	per	
favorire	poli&che	di	sicurezza	alimentare	e	
nutrizionale,	l’o?mizzazione	delle	
capacità	di	controllo,	un	univoco	
progresso	integrato	e	una	comunicazione	
efficace	(	vedi	Allegato	III	-	3).



Il	nostro	obieJvo	è	quello	di	sviluppare	
una	nuova	procedura	per	la	valutazione	
del	Nutriente,	il	processo	di	analisi	dei	
pericoli	e	pun&	cri&ci	di	controllo	
(NACCP),	per	la	ges&one	della	qualità	
totale	(TMQ),	e	o?mizzare	i	livelli	
nutrizionali.		

Ci	sono	tre	fasi	per	l'applicazione	del	
processo	NACCP:	

1)	applicazione	del	NACCP	per	principi	di	
qualità;	

2)	applicazione	del	NACCP	per	principi	di	
salute;	

3)	implementazione	del	processo	NACCP.	
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Qualità	nutrizionale	

Qualità	sensoriale	

Qualità	igienica	

Qualità	tecnologica		
e	commerciale	

NACCP	 HACCP	

NACCP	 NACCP	

QUALITA’	
NUTRIZIONALE		
TOTALE		

Valore	energe*co	 Analisi	bromatologiche	

Valutazione	stato	di	salute	Valore	nutrizionale	

Effe8o	sul	consumatore	

Controllo	del	prodo8o	

Panel	test	
commercializzazione	

Requisi*	legali	

Valore	economico	Pra*cità	d’uso	

fase	1		
Di	Renzo	et	al.	(2015),	“Food	safety	and	nutri.onal	quality	for	the	preven.on	of	non	communicable	diseases:	the	Nutrient,	hazard	Analysis	and	
Cri.cal	Control	Point	process	(NACCP)”,		Journal	of	Transla.onal	Medicine	13:128	DOI	10.1186/s12967-015-0484-2	



Gli	effe?	dei	componen&	alimentari	sulle		MNT	
sono	a3ualmente	indaga&	e	stanno	
indirizzando	le	tradizionali	raccomandazioni	
nutrizionali	verso	un	approccio	più	complesso	
basato	sull'espressione	genica	modulata	dal	
cibo.	

Inoltre,	nell’era	post	genomica,	il	cibo	viene	
considerato	non	solo	una	fonte	di	
macronutrien&,	indispensabile	per	il	
mantenimento	del	metabolismo	cellulare,	ma	
anche	uno	dei	maggiori	fa<ori	in	grado	di	
determinare	la	qualità	della	salute.	

La	stre3a	relazione	che	esiste	tra	
micronutrien.	e	l'espressione	genica	può	
essere	alla	base	dei	fenomeni	fisiopatologici	o,	
al	contrario,	può	rappresentare	un	primo	
obieJvo	nel	ritardare	l'insorgenza	delle	MNT.	
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Non	viene	presa	in	considerazione	la	tutela		
dei	nutrien&	lungo	tu3a	la	catena	
alimentare.	

L'industria	alimentare	ha	voluto	affrontare	la	
nutrizione	e	le	sfide	di	salute	ad	essa	
associate	in	due	modi	complementari:	

1. rimuovendo	e	sos&tuendo	ingredien&	non	
salutari;	

2. incorporando	ingredien&	sani	o	ingredien&	
promotori	di	salute	e	compos&	bioa?vi	in	
nuovi	prodo?	(ad	esempio	alimen&	
funzionali).	

Al	giorno	d'oggi,	abbiamo	bisogno	non	solo	di	
alimen&	sicuri	(già	garan&to	dal	processo	di	
HACCP),	ma	di	cibo	che	può	aiutare	il	
consumatore	a	mantenere	un	buono	stato	di	
salute.	
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significant. While the first five actions of the NACCP
process have an ameliorative and preparatory function, for
the nutritional quality maintenance of the food, the six
and seven actions identify a biomarkers which allow future
examination of the effect of a single nutrient on the con-
sumer’s health, the last three actions aimed to educate and
inform.
The NACCP process actions are described as follows:

– Action 1: Identification of a nutritional biomarker.

Conformation with all steps of food supply chain
should preserve the quality and amount of a selected
nutrient. Nutrients, as well as ensuring the vitality of
metabolic functions, affect the enzymes involved in

physiological processes, effectively determining whether
health is good or bad. According to Regulation CE 178/
2002 a nutrient can be found into the following categor-
ies: i) nutrient: a food constituent in a form and at a
level that helps support life; ii) dietary supplement: a
product that contains one or more of the following diet-
ary ingredients: vitamin, mineral, amino acid (protein)
and also includes concentrates, constituents, extracts or
metabolites of those compounds; iii) a nutraceutical:
any nontoxic food component that has scientifically
proven health benefits, including disease treatment and
prevention.
Young defined a nutrient as “a fully characterized

(physical, chemical, physiological) constituent of a diet,
that serves as a significant energy yielding substrate, or a

Identifing the nutritional and
metabolic biomarker and to prevent,
eliminate and reduce every DANGER

Identifying CRITICAL CONTROL POINT
(CCP): Phases in which it is possible to
prevent, eliminate or reduce a risk of
loss of biomarker and introduction of

DANGER

Establishing critical limits which
separate acceptability /

Establishing effective monitoring

Appling effective monitoring
procedures for CCPs

Establishing corrective actions if the
CCP is not under control

Establishing procedures to be applied
regularly to ensure effective

Assessment of nutritional effects:
• Change in Body composition
• Change in Oxidative and

Inflammatory Metabolic
profile

• Change in Nutrigenetic and
Nutrigenomic profile

BIOMARKER IDENTIFICATION

TOTAL QUALITY MANAGEMENT AND
EFFECTIVENESS PROCEDURES

CLINICAL TRIAL

CONSUMER INFORMATION

Figure 4 Phases of NACCP process.
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fase	2	
il	valore	biologico	del	nutriente	deve	essere	mantenuto	durante	tu3e	le	fasi	citate	in	modo	
che	il	cibo	che	arriva	al	consumatore	finale	sia	sicuro	e	fisiologicamente	prote?vo



fase	3	implementazione	del	processo	
NACCP	

Nel	sistema	NACCP,	le	GNP	sono	i	pun.	
cri.ci	di	controllo,	in	quanto	l'aderenza	
alla	buona	pra&ca	in	ogni	singola	fase	del	
processo	di	produzione	alimentare	
garan&sce	la	presenza	di	biomarcatori	
nutrizionali	e	pertanto	la	qualità	
nutrizionale	totale.	

Le	azioni	corre?ve	possono	essere	
classifica&	in	due	categorie:	

1. azioni	di	prevenzione;	
2. controllo	per		l'iden&ficazione	dei	

prodo?	fini&	non	conformi	alle	
condizioni	di	qualità	nutrizionale.	
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fase	3	

agricoltura		>		ambiente	di	produzione			>			

produzione	-	vendita			>			laboratori	di	trasformazione		(procedure	igieniche)			>				

deposito	-	conservazione			>			trasporto	e	distribuzione			>			mantenimento	e	consumo	

VERIFICA DELLA QUALITA’ 
NUTRIZIONALE

GAP 
Good Agricolture 

Pratics

GEP 
Good 

Environmentale
Pratics GMP 

Good Manufacting 
Pratics

GHP 
Good Hygiene 

Pratics

GLP
Good Laboratory 

Pratics

GKP
Good Housekeeping

pratics

GNP 
Good Nutritional Pratics



Conclusioni	

Per	la	protezione	totale	del	benessere	dei	
consumatori,	è	necessario	a3uare	una	
serie	di	azioni,	tenendo	conto	dell'intera	
filiera	e	affrontare	il	problema	della	qualità	
non	solo	a3raverso	il	sistema	dei	controlli	
ufficiali,	come	il	sistema	HACCP,	ma	anche	
prolungando	e	preservando	la	presenza	
negli	alimen.	di	componen.	nutrizionali	
e	nutraceu.ci	essenziali,	a3raverso	un	
processo	di	analisi	dei	nutrien&.	

Il	processo	NACCP	prende	in	considerazione	
l'intera	catena	alimentare,	dal	campo	al	
consumatore,	così	che	in	ogni	punto	della	
catena	è	necessario	implementare	un	
controllo	rigoroso	al	fine	di	garan&re	la	
qualità	nutrizionale	totale.
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of critical control points which must monitored in order to minimize the likelihood of a reduction in quality;
3) establishment of critical limits to maintain adequate levels of nutrient; 4) establishment, and implementation of
effective monitoring procedures of critical control points; 5) establishment of corrective actions; 6) identification of
metabolic biomarkers; 7) evaluation of the effects of food intake, through the application of specific clinical trials;
8) establishment of procedures for consumer information; 9) implementation of the Health claim Regulation EU
1924/2006; 10) starting a training program.

Results and discussion: We calculate the risk assessment as follows: Risk (R) = probability (P) × damage (D). The
NACCP process considers the entire food supply chain “from farm to consumer”; in each point of the chain it is
necessary implement a tight monitoring in order to guarantee optimal nutritional quality.

Keywords: HACCP process, Food safety and security, Total quality management, Chronic non-communicable
diseases
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Campioni	di:	verdure	fresche,	surgelate	e	in	
scatola	(determinazione	dell’a?vità	
an&ossidante	e	contenuto	di	polifenoli),	quali	
carni,	formaggi,	prodo?	i?ci	trasforma&	e	oli	
(valutazione	del	profilo	quali-quan&ta&vo	della	
componente	lipidica),	preparazioni	pronte	quali	
minestre	e	verdure	(determinazione	dell’a?vità	
an&ossidante	e	contenuto	di	polifenoli).		

La	maggior	parte	dei	prodo?	campiona&	sono	
apparsi	qualita&vamente	inferiori,	in	modo	
significa&vo,	rispe3o	al	prodo3o	comunemente	
presente	sul	mercato.			

È	stato	evidenziato,	inoltre,	un	contenuto	
fenolico	decisamente	rido3o:	la	somma	dei	
polifenoli	potenzialmente	assumibile	con	i	pas&,	
per	individuo,	difficilmente	raggiungeva	i	150	-	
200	mg/die.		

Ne	risulta	un	.po	di	alimentazione	che,	pur	
soddisfacendo	i	fabbisogni	energe.ci,	non	è	
sufficientemente	u.le	a	proteggere	l’anziano	
dallo	stress	ossida.vo.	
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Il paniere degli acquisti medi giornalieri 
pro capite di frutta e di verdura freschi evi-
denzia una importante criticità nelle forni-
ture. I LARN raccomandano di consumare 
almeno 280 – 300 grammi di frutta fresca 
ogni giorno, sono poche le residenze che 
soddisfano questo requisito (Graf. 9).  
Per quanto riguarda le raccomandazioni 
LARN sul consumo giornaliero di verdura 
fresca, pari a almeno 360 grammi, l’analisi 
sui documenti contabili evidenzia che nes-
suna residenza raggiunge questo valore per 
questa referenza fresca (Graf. 10).

Grafico	8:	approvvigionamento	medio	giornaliero	di	milligrammi/ospite	di	EPA	e	DHA

Grafico	9:	approvvigionamento	medio	giornaliero	di	grammi/ospite	di	frutta	fresca	al	netto	degli	scarti

Grafico	10:	approvvigionamento	medio	giornaliero	di	grammi/ospite	di	verdura	fresca	al	netto	degli	
scarti
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5.2 Analisi qualitativa
Sulla base dei documenti di acquisto, si rile-
va che in 21 realtà oltre il 90% del latte ac-
quistato è di tipo UHT: tra queste 16 strut-
ture acquistano esclusivamente latte UHT. 
Sono solo 5 le residenze che impiegano ol-
tre il 90% di latte fresco. In 3 residenze, che 
ospitano anziani non autosufficienti, è stato 
rilevato l’utilizzo prevalente di latte in pol-
vere (oltre 2/3 della documentazione di ac-
quisto del latte, in aggiunta esclusiva al latte 
UHT) (Tab. 17). Nelle altre 11 residenze è 
stata osservata una situazione composita.
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La sicurezza alimentare e 
nutrizionale 

L’adozione	di	tali	misure,	a3e	a	garan&re	la	
sicurezza	nutrizionale	mediante	la	
prevenzione	del	danno	delle	frazioni	
an&ossidan&,	lipidiche,	proteiche	e	
glucidiche,	risponde	alle	indicazioni	di	
sicurezza	alimentare	riportate	tra	i	
Prerequisi(	rela(vi	alla	produzione	degli	
alimen(	nel	Manuale	di	corre6a	prassi	
opera(va	per	la	ristorazione	colle8va	
reda3e	da	Angem	e	Legacoop	e	approvate	
dal	Ministero	della	Salute	DGISAN	
0042521	–	P	18/12/2012.	
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Tra	le	misure	coinciden&	da	segnalare	ad	
esempio	gli	standard	di	qualità	e	sicurezza	
richies&	per:		

il	rigoroso	mantenimento	della	catena	del	
freddo	in	tu3e	le	fasi,	comprese	quelle	
intermedie;	la	garanzia	del	corre3o	flusso	
dell’aria	nelle	a3rezzature	refrigeran&;	
l’alto	livello	a3eso	della	qualità,	
sopra3u3o	delle	referenze	altamente	
deperibili;	le	condizioni	di	consegna,	
l’integrità	della	confezione	e	l’idoneità	
degli	imballi;	le	informazioni	previste	dalla	
norma	riportate	sull’e&che3a	o	sui	
documen&	commerciali;	le	specifiche	
tecniche;	la	procedura	di	rintracciabilità;	i	
tempi	di	esecuzione	delle	operazioni	di	
trasferimento	in	alcune	fasi	cara3erizzate	
da	alto	pericolo	biologico;	le	procedure	di	
scongelamento;	il	rifiuto/eliminazione	del	
prodo3o	non	conforme	anche	per	
mancata	osservanza	dei	parametri	
organole?ci.
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						somministrazione
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biscotti con olio 
di palma verdure in statola pesce surgelato 
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Livelli	Essenziali	di	Assistenza	2016 
Capo	II	Prevenzione	colle?va	e	sanità	
pubblica,	Art.	2	aree	di	a?vità	della	
prevenzione	colle?va	e	sanità	pubblica	

F)	Sorveglianza	e	prevenzione	delle	
mala?e	croniche,	inclusi	la	promozione	di	
s&li	di	vita	sani	ed	i	programmi	organizza&	
per	screening,	sorveglianza	nutrizionale	

F6	programma:	promozione	di	una	sana	
alimentazione	per	favorire	s&li	di	vita	
salutari	
Componen&	del	programma:	interven.	sui	
capitola.	d’appalto	per	migliorare	la	
qualità	nutrizionale	



F6	programma:	ipotesi	di	obie?vi	specifici	

• valutare	l’organizzazione	del	processo	in	
termini	di	carichi	di	lavoro:	
1. cronoprogrammazione	delle	

macrofasi;	
2. qualificazione	professionale	degli	

adde3i;	
3. formazione	nutrizionale;	

• valutare	la	dotazione	e	l’appropriatezza	
strumentale	e	stru3urale;	

• valutare	il	profilo	quali	-	quan&ta&vo	di	
alcuni	micronutrien&	dei	pas&	servi&	
agli	ospi&.	


