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1. CGeneral remarks

The Consultation was hield at the WHO Regiomsl Office for Eurcpe from 6 to 9 April 1981, I
was opened by Dr A.A. Weber, Director, Health Information on behzlf of Dr Lec A. Keprio, Regionsl
Uirector, The list of participants is attached as Annex III.

The purpose of the Consultation was to review indicators to moniter the progress in the Member
States of the European Region of WHO in the implementation of netional strategies and plans of
action for achievimg health for all by the vear 2000.

Indicators are needed at three levels: national indicators are to-be selected znd used by
individual countries according to their situation and objectives; & limited number of regional
indicaters will be needed to measure progress made in the Eurepean Region; gnd 12 global
indicators have been proposed for measurement in relation to the global effort towards the
obhjective of health for all.

The Consultation artempted whenever possible to propose specifiec indicators with suggestions
as to their use, definition, ete. It recognized that in & number of areas, no universally
acceptable indicators could be proposed and that there are general needs in several of these areas
for important developwent efforts.

The preparation of the revised list of indicators is therefore to be seen as the first step
for consultation with national administrations in order (1) te obtain further experience, (2) to
arrive at o meaningful and limited set of regional indicators and (3) to propose a list of
indicators which could be applied at natiomal lavel,

2. Recent development

The 30th World Health Assembly decided in May 1977 that the main social target of governments
and WHO in the coming 20 years should be the attainment by =211 the citizens of the werld by the
yest 2000 of a level of health that will pexmit them to lead a socially and ccomemically productive
Tife.  The relevant references to recent developments are listed on page 4.

The global strategy for health for all by the year 2000 waa then discussed by the
sixci-seventh session of the Executive Board of WHD and submitted to the Thirty-fourth World Health
Assembly (1), This strategy incorporates regional strategies and in particular the regionsl
strategy for attaining health for all by the year 2000 which was discussed in Qetober 1980 at the
thirtieth session of the Reglonal Committee for Europe (2),

Both strategies propose indicators For the monitering of progress towards the objective of
heaith for all by the year 2000.

An annotated list of indicators to guide countries in the selection of indicators for
monitoring national progress was presented to the sixty-seventh sessicn of the Executive Beard
(3). At the Furopean level a workshop which was held in Brussele from 10 to 14 November 1980
reviewvad the list of indicators proposed in the regional strategy in view of specific European
possibilities and requirements (3). It proposed specific indicators for different subjects and
recognized the existence of a number of areass for which either no indicator is at present available
in u uniform way or national or European targets have not yet been agreed upon. In this respect a
Planning Meefing was held 8t the Regional Qffice to discuss further develapment of the regional
strategy towards regional targets (4).

For the purpose of this document on indicators, a target was defined as the expected
completion of certain activities or the attainment of zome results at a given time. In contrast,
-indicators are variable and help measure changes or progress towsrds 2 given result or a given
target, The two concepts are therefore complementary, and the Consultation recognized the need ro
coordinate closely the development of indicators with the asctivities relating te the setting of
targets.

In the development of indicators, due consideration is to be given to the differing levels of
development of health information systems in countries of this Region. Therefore many of the
measures proposed may not be universally avaeilsble 1mmed1ate1y Although date for the
establishment of indicators should be gathered as an intrinsic part of the system for delivering
health care, many require sophisticated population survey methods and may not be available within
some countries at pregent. However, it has seemed worthwhile to include them for those who are
uging szuch surveys. :
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intergovernmental and nengovernmental organizations and to consult them as to: -

Future developments

At the global (world) level the strategy for health for all was submitted to the Thirty-fourth

World Health Assembly in May 1981 for its consideration and approval. The strategy already
contgins 17 ipdicstors for menitoring progress at the global level (Annex 1).

At the regional (European) level, the selection of regienal targets should be undertaken in

1981 as a collaborative effort between the Regional Office and national experts and institutions,
coordinated by a steering group. It is snticipated that the steering group will finalize &
document containing regienal targets by February 1982 and that this document will be submitced to
the thirty-second session of the Regional Committee in 1982, together with » regional plan of
action including common indicators.

The development of indicators for monitoring progress at all levels towards health for all by

the year 2000 is to be compatihle with the above development.

Development end presentation of indicators

‘.p

Eventually all indicators to be retained at any level (natjonal, European or global) should be

presented with the following specifications:

title of indicator,

definition,

procedure for data collection including source{(s} of informalion,
methods of calculation (and fermula if appticsble),

uses and limitations,

availabjlity of comparable information in the European Region (if possible information on past
trends) and availability of proxy indicators,

proposed disaggregation.

It was recognized that in several areas of the strategy the information available is limited

and there ate no internationally agreed indicators. In a few ateas, however, it would be possible
to deseribe such indicators - mainly indicators of mortality and digability ar well as those
dealing with availability and utilization ¢f health care services.

[ )

A list of proposed indicators for monitoring progress in the European Region in attached zs

Annex IT.

Indicators are tentatively classified in four categories;

(1) those for which complete specifications exist and standardized uniform meansurements are
available or readily obtainsble in the majority of European countries {data on such indicators
could be collected and analysed without further research);

(I1) those for which an international definition exists at least in countries of the Regien,
although either there is still insufficient knowledge or agreement as Lo mathods of
measurement and/or comparability from country to country (with such indicators one may wish
first to test the usefulness of information for internationsl cemparisens}, or information is
not readily available in many countries;

(111) those for which a definition has been proposed, although the validity of different
messurement methods and/or the sensitivity to the corresponding health copcern has stil) to be
assessed (more extensive applied research and development is Tequired on such indicators);

(IV) those which correspond to a particular health concern, although they have not been
specifically formulated {in such areas of concern extensive consultations and experimentacion

may be required before an indicator gould be explicitly proposed) .

The Regional Office may therefore wish to submit this list to governments as well as

their agreement with the indicaters listed and/or use of alternative indicators;

—————————————————————————______________IIII--------I-------nlllllﬁ
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the definitions and procedures used;
the uses made of the indicatoers;

the centres, institutions or research workers that are active in the further development of
indicators on the subject or area and who may be willing te take part in a coordinated effort.

The Congultation advocated close cooperation with the activities of regional groups engaged in
formulating targets, global efforts, and international develepments spensored by other
vrpanizations such as the Organisation for Economic Co-operation and Development and the
Internztional Epidemiological Association, Whenever appropriate, indicaters proposed in "the 1980

OFCD list of social indicators" (6) are given in Anmex II.

5. Digaggregation

The indicators proposed cover most of the quantifiable health problems vaiged in the regional
strategy {2) with the important exception related to equity. Measurement of equity in different
social, economic and demographic groups can best be performed by disaggregstion of relevant health
and velated indicators.

The following standard disaggregations are therefore proposed for most of the indicators
related to individuals.

1. Age. For many indicators it is necessary at least to separate children (0-14 years),
active population (15-64 yeavrs) and the elderly (65 years and over).

2. Sex.

3. Geographic location. The dissggregation may be either by admivnistrative subdivigiem or by
criteria related to health, e.g. mountain/plain, desert or nondesert.

4. S8ize of locality. Minimum tabulations should usually distinguish between large cities,
orher oities and rural areas (500 000 inhabitaots and eover has often been chosen as the

minioum limit of a "large eity"}.

5, Sociceconomic status. Various clamsificatisns are recommended according to the type of
indicator: active—inactive; hbroad occupation groups, etc.

6. FEducation level, At least primary, secondary, university and equivalent levels should be
distinguished,

Dther disaggregation criteria may be type and size of household, cccupation and type of
economic activity, nationality, etc,

Disaggregation variables should be selected according to their value in showing meaningful
gradients of health concerns for which action by individwals, the community, heslth and other
services is possible. The choice of suitable classes will be greatly influenced by the
availability in the different countries of data on denominators for the caleculation of relative
values. International and European recommendations, e.g. these drawn up for household and
population surveys and those of internal agencies, should be considered in determining the
diesgpregations to be uged =t the European level.

In reviewing the 1ist &f indicators in Annex IT in the light of the regienal strategy and its
priority areas, it will be seen that the information required for calculating some of the
indicators may be used for two different purposes according to the priority area considered, It
can indicate a specific health concern: for instance the percentage of population with reasomable
accesa to a source of primary heazlth eare (3.3.1) is an indicator of the accessibility of service.
It can slso be used For disaggregating other indicators. The indicator of incidence of diseases
far which effective immunization exists (1.6) may be presented separately for populations living at
ditterent distances from a source of primavy health eare, for instance in attempting to determine
whether immunization coverage may be defective for populations with difficult access te such
sources. Thersfore, the same variate, in this case distance to a source of primary health care,
could be used differently, either for the compilation of an indicater, ox a% an explanatory variste
for diszaggregation of ancother indicator.
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Time~table

It was vecommended that the present report should be forwarded as soon as pessible to the
national administrations and various internstional bodies in order to have the answers analysed by
September 1981. The analysis would be presented in Autumn 1981 to the steering group on regional
tergets and, with their comments, be submitted te mational administrations with proposals for
further developments.
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Annex T

LIST OF 12 IRDICATDRS FOR MONITORING PROGREES AT GLOBAL LEVEL,
ADOPTED BY THE THIRTY-FOURTH WORLD HEALTH ASSEMBELY IN MAY 13812

Progress will be wonitored in terms of the number of countries meeting selected criteria, as
follows.

(1) Countries where health for all hag received endorsement as policy at the highest official
level, €.g., in the form of 8 declaration of commitment by the head of state; allocation of
adequate resources equitably distributed; =z high degree of community involvement; and the
estublishment of & suitable organizational framework and managerial process for national health
development .

(Z) Countries where mechanisms for involving people in the implementation of strategies have been
formed or strengthened, and are actually funetioning, i.e., active and effective mechanisms exist
for people to express demands and veeds; representatives of political parties and organized groups
auch as trade unions, women's organizations, farmers' or other cccupational groups are
participating actively; and decision making on health matters is adequately decentralized to the

various administrative levels.

(3) Countries where at least 5% of the gross national product is spent on health,

(4) Countries where a reasonable percentage of the national health expenditure is deveted to local
health care, i.e., first-level contact, including community health care, health centre care,
dispensary care and the like, excluding hespitals. The percentage considered "reasonable" will be
arrived at through country studies.

(5) Countries where resources are equitably distributed, in that the per capita expenditure as
well 3z the staff and faeilities devoted to primary health care are similar for various population
groups or geographical areas, such as urban and rural areas.

(6) Developing countries which have well-defined strategies for health for all, accompanied by
explicit resource allpcations, and whose needs for external resources are recelving the sustained
support of more affluent countries.

(7) Countrjes where primary health care is svailable to the whele population, with at least the
following:

- =safe water in the home or within 15 minutes’ walking distance, and adequate sanitary
facilities in the home or immediate vicinity;

- immunization against diphtheria, tetanus, whooping—cough, measles, poliomyelitis and
tuberculosis;

- local health care, ineluding availability of ar least 20 essential drugs, within one hour's
walk or tyravel;

- trained personnel for attending pregnancy and childbirxth, and caring for children up to at
least one year of age.

(B) Countries where nutritional status of children is adequate, in that:

~ at least 90% of newbora inFants have a birth weipght of at least 2500 g;

=~ gt least 90% of children have a weight-for-age that corresponds to the standards based on the
WHOQ document "Megsurements of nutritional impact' (WHO/FAP/79.1).

{9) Countries where the infant mortality rate for all identifisble sub-groups is below 50 per 1000
live births.

2 A complete list of indicaters will appear in the WHO "Health for ALL" Series, No. 3.

art timab = it + e 1 8 T Wk B Ty T T L O T T TP P T I T e I SRRt
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(10) Countries where 1ife expectancy at birth is over 60 years.

(11) Countries where the adult literamey rate for both men and women exceeds 70%.

(12) Countries where the gross national product per head exceeds US$ 500.
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Annex I1

PROPOSED INDICATORS FOR MONITORING PROCRESS TOWARDS
HEALTH FOR ALL IN THE EURCPEAN REGION

DEGREE OF
AVAILABILITYA

HEALTH STATLS
A, Mortality
1.1 Life expectancy
1.2 Cause-specific mertality rates
1.2.1 Deaths from
a specific cause:
cancer, cardiovascular
dizeases, aceidents, congenital
apgmalies, other as relevant

1.2,2 Years of life lost

1.3 Infant mertality:
neonatal, post—neonatal

1.4 Perinatal mortality
1.5 Maternal mortality
B. Morbidity
1.6 Incidence of selected diseases:
Diseases for which effective immunization exists
Venereal diseases
Malarig (in affected countries)
Foodborne diseases
biarrhoeas
Other as relevant
Prevalence of dental conditions
1.7.1 Dental caries
1.7.2 Periodental diseases
€. Disability
1,8 Days of restricted activity
1.9 pisability/level of activity

- Prevalence of long—term disability

# gue section 4 of the main report.
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D, Pesitive indicators of social and mental wellbeing

1,10 Self-perception of health state
1.11 Wellbeing

E.  FPhysielogical measurements

1,12 Birth weight
1,13 Height and weight of achoolchildren
1.14 Physical maturity and intellectual development

F. Demographic background variables

1.15 Crude birth rate
1.16 Met reproductien rate
1,17 Proportion of age groups
FACTORS AFFECTING HEALTH
2.1 Behavioural factors
2.1.1 bietary practice
= Calorie intake
- Balanced nutritional intake
2,1.7 Breastfeeding (percentage of
infants fully breastfed at
five months)
2.1.3 Alcohol consumption
2.1.4 Tobacco consumption
2.1.5 Medical drug consumption
2.1,6 Physical activity
Z.1.6,1 Proportion engaging
in recreational
physical activity
2.1.6,2 Levels of activity
2.1.7 Birth planning bhehaviour
2.1.7,1 Contraceptive profile

2.1,7.2 Fffective contraception

- Percentage of women at risk
uzing effective means

2.1.7.3 VUnexpected and undesired pregnancies

- Proportion of pregnancies which came
carlier than planned (or were mot wanted)

Z.1.7.4 Possible proxy indicators:

= Induced abortions, illegitimote births

I1L

ItL - Iv

It

It

TI1 - 1V

ITI

IT

I11

IT=ITT

ITI

III

II

II

T1

I - I1
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= Premarital conceptions I -1t

- Proportion of women with

five pregnancies and more IIT
- Pregnancies before age 15 I
~ Pregnancies between ages 15 and 19 I

2.1.8 Time budget
2,1.8.1 Free time 1
2.1.8,2 Free time activities ITL
2.2 Social and economic factors

2.2,1 Educational lewvel

@ ~ Average age at which full time
education wag finished I

= Percentage distribution of level of
qualifications attained I

- Proportion in regular education
in different age groups I

2.2.7 Employment and quality of working life

2.2.%2.1 Unemployment rate I -1I
2,2.2.2 Involuntary part-time work 1T - IiI
2.2.2,3 Digcouraged workers II1
2.2.2,4 Average working hours I-11
2,2,2.5 Travel time to work IIT
2.2.2.6 Paid annual leave -1
@ 2.2.2.7 Atypical work schedule 111

2.2,2.8 Average earnings III
2.2.2.9 Work enviromment nuisances IiI

2.2,3 Material deprivation 1I

2,2,4 Urbanization IIT - 1V

2,3 Physical envirommental factors
2.3.1 Bafe water 1
- Percentagé of population with safe

water in the home and adequate sanitary
facilities

2.3.2 Waste disposal I

= YPopulsation connected to o public
waste disposal system (coverage
l and frequency of solid waste
collection in rural areaa)
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2.3.3 Chemical pollutien II - 11
2.3.4 Exposure to ionizing radiation T11
2.3.5 Noisc v

2,4 Housing
2.4.1 {Indoor) living space 1
2.4.7 Pasic amenities I
3. HEALTH CARE PROVISTION
3.1 Availability of health services

- Ratin between the population and the health
facilities and pergonnel:

physiciang i
qualified nurses TI
auxiliary nursing personnel 11
midwives 1
dentists I
pharmacigts 1
hospital beds 1

3.7 Availability of primary health care

- Pppulation covered by:

provision of health education 11 - IT1I
2afe water 1
immunization 11 =~ J171
logal health care 1f
trained personnel I11

w Parcentages of doctors, nurses, elc., working Il

putside inetitutions
- TIndiecators of self-care, cte. v
3.3 Accessihilivy of services

~ Proportion of population that can be expected
to use a specific facility or service

3.3.1 Physical accessibility

~ Average delay between an emergéncy and
care 111

- Parcentage of population with reasonable
access to a source of primary health
care 1v

-  Average waiting time for selected ITr
factlities




3.4

3.5

3.6

3,3,.2 Economic accessibility
= Percentage of population covered
by medical insurance, social
security scheme, etc.
3,3.3 Social and cultural accessibilicy

Financial resources

3.4.) Health expenditure as proportion
of GNP and health expenditure per head
of population

3.4.7 Proay measurement of PHC expenditure

- Percentage cost of health zervices
falling ocutside inpatient instituticns

3,4.3 Cost per unit of service

Quality of care

3.5.1 Quglity of care

3.5.2 Consumer satisfaction

3.5,3 Incidence of nosocomial infections
Utilization of care

Proportion of pecple who acturslly receive

a service ip relatien to tetal

popnlation or population in need

3.6.1 Proportion of children at yisk immunized
3.6,2 Proportion of pregnant women who receive

antenatal care, or who have their deliveries
superviged by a trained attendant

POLICY MEASURES

4.1

4,2

Endorsement of health for all as poliey
at the highest official level

Existence of mechanisms for involving people
in the implementation of rtrategies

Change in distribution of resources

11

v

II

III

III

v

Iv

III

IIT

11

I1I

LI

ITI

- 1V
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HEALTH STATUS

Mortality

1.1 Life expectancy (at birth, and at ages 1, 20, 40, &)

Life expectancy = or eéxpectation of life - at a given age is the average number of years which
persons of that age can expect to live under the mortality pattern current in the relevant
population. Life expectancy at birth by sex is the moasure used most frequently,

The infermation is published for mast countries in the Region, and measurement invelves
standard demographic techniques requiring actuarial life tables. Cohort life tables provide
interesting additional information. The longitudinal recording of mortality data - already
availahle in many countries - gives the fundamental trends for the studied population.

Life expectancy is considered as a general indicater of the level of living, As well as
reflecting standarde of health care., Health action to reduce mortality will result in improved
life expectancy.,

Life tables may be cstablished for specific proups by special studies. Anslysis of life
expectancy in relation to socioeconomic status and occupation ig degirable at least on samples.

Where this cannot be achieved, measures of comparative mortality at given apges or the
standardized moctality ratio (SMR) provide alternative imdicators. Ape-specifie rates permit the
idenfification of premature deaths.

1.2 Cause-specific mortality rates (or years of life lost)

1.2.1 peaths from a specific cause (during a calendar year per 100 000 population)

When using aggregated rates, standardization by age and sex is needed for comparisons.

Detailed information iz available in countries in which a satisfactory civil registration
system operateés and in which a high proportion of deaths iz certificed medically. Tn developing
countries lay reporting may be used Lo establish death rates from certain causes, €.g.
gastroenteritis, measles, tetanug, malaria and accidents. Instructions using local terminolopy
should be issued te guide the primary health care personnel.

A high death rate will indicate the public health importance of the particular disease. The
reliability of the determipation of causes of death should be carefully examined,

Tt is recommended to publish mortality rates for cancer, cardiovascular dipesses, accidents,
suicides, congenital anomalies, and for other selected causes according to prievities in couptries.

1.2,2 Years of 1ife lost

This indicator, which gives greater weight to younger deaths, may usefully be caleulated. it
can be calculated by aggregation of the expected years of life st the age at death. The expected
yYears arve often restricted to a final age of 65 or 70 to give grester emphasis to loss of
productive life.

Disaggregations according to sex, marital status and socioeconomic/occupational groups are
recommended.

1.3 Infant mortality (neonatal and post-neonatal to be reported separately whensver possible)

The infant mortality rate (IMR) is the number of deaths of infants up te the age of 1 year per
100¢ liveborn infants in a given year. It includes neonatal mortality (first four weeks) and
pest—nepnatal mortality. Specific rates may alsc be established for early neomatal morcality
(first week of 1ife). Being available through civil registration syrtems, IMK not only reflects
the magnitude ol those health problems which are directly respensibie for the death of infanls,
such as diarrhecal and respiratory infections, maloutrition, along with other specific infectious
diseases and perinatal conditions, but also the level of health of mothers, the level of antenatal
and postnatal care of mothers and infants, Family planming policy, the environmental health
situation and, in general, the sociocconomic development of a society. Within a eociety iLF has
also been found in both developed and developing countries thet IMRs show an inverse correlatien
with sociceconomic status of the parents, no matter what criterion of determining that status is
uved.
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IMR hag also been found to be very indicative for chamge over time in health conditions in =
country. In countries where data on IMR have been caleulated for long periods, steady reductions
have been noted parallel with improvements in the standard of living and sanitary conditions and
ircreased availability and sccessibility of health services to the pepulation.

Disaggregations are recommended according to sociceconomic status/educational level of
parents; maternal age/parity; marital status; causes, including genetic causes; durstion of
gestation; birth weight.

1.4 Perinaral mortality

The caleulation of this indicator has been modified lately to include foetal deaths and early
neonatal deaths of 1000 g and more. The rate is expressed for 1000 foetal deaths and live births
of 1000 g and more. The previous definition included lste foetal deaths (foetal deaths aftar at
leagt 28 weeks gestation) and deaths oecurring within the first week of life. The rate was
expressed per 1000 liveborn infants.

This indicator is particularly relevant for countries implementing specific maternal and child
health programmes.

The recommended dissggregations are the same as for infant mortality.

1.5 Maternal mortality

A maternal death is defined as the death of a woman while pregnant or within 42 days of
termination of pregnancy, irrespective of the duration and the site of the pregrancy, from any
cruse related to or aggravated by the pregnancy or its management, but not from accidental or
incidental causes. The maternal mortality rate should be expressed per 1000 live births, In
commynities where such a long follow-up is not possible, a shorter pericd (say, 48 hours, ot 7
days} may be used, provided it is clearly stated. It might be useful to analyse sepasrstely deaths
in relation to induced sbortien.

The computation of the rate requires a well-developed registration gystem of birthe and
deaths, as well az of the causes of death. 1In the absence of a reliable registration system, A
proxy measurement haged on the ¢ounting of deaths which have occurred te women zoon after
childbirth may be used,

The maternal wmortality rate reflects the risk to mothers during pregnancy and childbirth, and
is influenced by general sociveconomic conditions; unsatisfactory health conditions preceding the
pregnaney; incidence of the various complications of pregnancy and childbircth; availability and
utilization of total health care facilities, including prenatal and cbstetric care,

If the number permits, sge—adjusted maternal mortality rates and standardized mortality should
be computed. It is also sppropriate to calulate perity-adjusted rates. Likewise, if feasible, the
rate may be broken down into two groups according to direct obstetrie deaths, and indirect
obstetric deaths.

B. Morbidity

1.6 Incidence of selected diseases

Incidence rate is defined ag the number of illnesses (spells or pergons, as applicable)
beginning within a specified period of time and related to the average number of persons exposed to
risk during that period., The rate is expressed per 1000 (or 10 000, or 100 000) persons per annum.

Among the various sources of morbidity statistics, the following are of importance:

{a) notifications, which even when incomplete, permit the trend to be followed;

(b) records from health service contacts which permit incidence or prevalence rates to be
computed, namely:

- disease vegisters which are particularly suitable for these purposes;
- hospital records of inpatients, together with records of attendance of outpatients in

hospitals, clinica, dispensaries, school medical serviceg, ete., which can be used
inatead, but usually give only crude indications of morbidity;
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(¢) absenteeism and sickpess records in educational institutiens, the civil service, and
private enterprises, although these are often biased due to administrative differences;

{d) special sickness surveys covering the whole commupity or samples of it;

(e) records taken during domiciliary visits by health staff.

Special attention should be given to subgroups which are at risk for specific diseases,

The incidence rate sg a health status indicator is useful for action to control discases and
for research into etiology and pathogenesis, distribution of diseases, and efficacy of preventive
and therapeutic measures, Analysis of differcnces io incidence rates reported for various
socioeconomic groups and geographical areas way also provide useful inmights inte the effectiveness
of the health services provided. Age and sex distribution is also important.

Recommended indicators in relation to the Tegiomal strafegy include:

incidence of diseascs for which effective immunization exists; tuberculosis, diphtheria,
tetanus, whooping cough, measles, poliomyelitis;

incidence of venereal diseases;

incidence of malaria (in affected countries);

incidence of foodborne diseases, waterborne diseases and diarrhoess;

incidence of other specifiec diseases according teo prierities in cach country (cancer,
cardiovascular diseases, etc.).

Prevalence of dental conditions

.1 Dental caries

Average nuwmbey of decayed, missing and filled teeth per person at given ages (DMFT or DMFE
index).

Average number of missing Leeth per person at given ages (MT index).

.2 Periodontal diseases

Average number of segments affected by intense gingivitis per persen at given ages (¢ehildren 6 .)/
- 15 years of age).

Average number of segments affected by gdvanced periodontal destruction per person At given
ages {ever 16 yeats of age).

C. Disability

1.8 Days of restricted activity

Days of restriction of activity experienced per person per year dye to health problems.

Although best obtained by houschold interview surveys, information may also be colleetred
through sickness absentecism statistics (imsurance scheme, reports from employera, reports on
gschool absentecism).

Such an indicator may reflect morbidity, but also ether social causes, and there is a need for
more investigation about its relevance with regard to health. If possible, dispggregation is
recommended by age, sex, occupation, sociceconomie status, and the mest imporbant causes.

1.9 Diasability/level of activity

Disability is defined as restriction or lack of ability to perform an activity in the manner
or within the range considered normal. Disability may take the form of disturbances (i) in
behaving in an appropriate manner; (if) in personal care (such as excretery control and the
ability to wash and feed oneself); (iii) in the performance of other activities of daily living,
and (iv) in locomotive activities (such as the ability te walk). There is nao international
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definition of what duration should be considercd long-term. A practical definition should be
vatablished which will suit the particular conditions of the community.

The prevalence of long-term disability is expressed by the percentage of population
experiencing long-term disability at & given time. The indicator could be expressed in 3 more
positive way as "persons reporting no long—term health problems which cause limitation of nermal
activicy".

The method most frequently used for collecting information is a community survey in which
hovsehalds ave visited and persons suffering from long-term disability are recorded. The status of
long—term disability is often included az an item in = population census. As a large number of
enumerators are employed in a population census, simple and practical instructions should be
provided to the enumerators on how to identify long=term disability,

In seme countries s significant proportion of disabled persens live in institutions, and this
should he taken into consideration. In some countries information may be made available by health
insurance and social security schemes. Another source, although rather incomplete and biaszed, is
statistics from rehabilitation institurionsz,

The indicator is used for investigation of the causes of disability and for plamning of
preventive, curative and rehabilitative measures.

Disaggregation is recommended sccording to age, sex, tause, type of impairment and geverity of
digability.

b.  Positive indicators of social and mental wellbeing

1,10 Self-perception of health state

This indicater refers to people's perceptions of their own level of health as elicited by
questionnaire techniques,e.g. the proportion of the population degcribing themselves as in good or
excellent health {during the last month). The computation normally excludes the institutional
population. Being available from sample surveys of the population, thege measures have been shown
to produce a differential response in line with known levels of morhidity. Self-perception is
affected by sublective facters which do not necessarily reflect the objective health state. It is
useful to compare results smong different population groups (geographical, socioecomomic, high-risk
groupslt,

1.11 Welibeing

Specific measures of social and mental wellbeing are difficult to determine. Many measures of
social malaise will reflect differences in social and economic conditions, and cultuyral habirz, A
possible globsl measure which reflects secial and meatal as well as physical wellbeing may be
obtained from enquiries on life-satisfaction. Such enquiries may yield an oversll evaluation and
also provide response on specific domains of life experience, which may be individually relevant
{e.g. family relationshipa) or may be combined into =p index.

There is need for a comparative review of pesearch made in this field.
k. Physiological measurements

1,12 Birth weight

Percent distribution of live births by birth weight,

In the global strategy, it is proposed to use the percantage of low birth weight (LBW) using
2500 g asz a standard limit. Countries having good registrations of birth may decide to use more
refined indicatoers,

Birth weight indicates the chance of survival of a baby and itg healthy growth and
development, snd is thus an important guide to the level of care needed by individypal babies. it
Blso reflects the level of nutrition and of health of the mother. A high percentage of LEW
therefore points to deficient health status of pregnant women; too close a spacing of births;
inadequate prenatal care; or 2 need for a high level of care of the newborn. In some countries it
may be an expression of the degree of malaria endemicity.
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It secems likely that genctic traits of c¢ertain populations tend to reduce the birth weight
without correspondingly reducing the survival chances of the mewborn. In such populations, the [BW
gtandard may need to be defined differently.

It will be useful to analyse birth weight in relation to age and parity of the mother and, if
possible, gestational age of the baby.

1.13 Height aud weight of achoelchildren

Percentage of children below and above desirable range of height and weight by age.

A national or jnternational reference population is used for the calculation of these
indicators.

Data are normally available from school health records but when a permanent kealth record is
not wmaintained [or each child, weight, height and age of children may be recorded in conjunction
with a vigit to provide immunigzation or other services or during & Burvey.

The percentage of low height for age correlates with parental stature, but also reflects the
cumlative effects of wndernutrition and infections since birth or even bifore birth, A high
percentage tharefore should be interpreted as anm indication of bad environmental conditiens and/er
carly malnutrition. The percentage of low weight for height, ou the other hand, reflects
exclusively current undernutrition or disease. Tha percentage of low weight for age refleels both
the cumulative cffects of episodes of undernutrition ov chronic undernutrition since birth and
current underputrition. It is thus a composite indicator and more diffieult to interpret than the
other two.

1.14 Physical maturity =nd intellectual development

Messures of physical maturity and intellectual development in schoolchildren may provide &
relevant positive indicater of health state. The use of such indicators is to be encouraged in
countries, for analysis of medivum—term trends. No internationally comparable indicator is propoged
at this stage.

T, Demographic background var iahl oy

Fertility

1,15 Crude birth rate

This indicator refers to the number of births per year par 1000 pepulation.

1.16 Net reproduction rate

This indicator refers to the number of (liveborn) daughters that a cohort of newborn girls
will bear during their lifetime.

Age structure

t.17 DProportion of age groups

Tt ig importanmt to determine the proportion of ape groups (-14, 15~64, 65 years and over in
the popelation, thus allowing the computation of warious dependency ratios.

z, FACTORS AFFECTING MWEALTH

2.1 BRehavisural factors

2.1.1 Dietary practice

Percentage of people whose calorie intake is close to the marm for their age, sex snd level of
aetivity.

Percentage of people having a balanced nutriticnal intake.

These indicators, related to one of the essential requirements for wzintenance of good health,
can be derived from household surveys. 'Nermal” range of values have been described. Countries
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should indicate morms wtilized. The main use of indieators in this field should be for comparison
between population groups, and analysis of trends. tpecial attention should be given te young
children and the elderly, in order to identify causes of major discrepancies.

As 3 crude indicator, the average celorie (or joule) intake pex capita could be given,

2.1.2 Breastfeeding

- Percentage of infants fully breastfed at five months of age. This indicater may be measured
through surveys (nutritional, fertility, ete.) and public health nurse records.
Disaggregation ia recommended by age, parity and socioeconomic status of the mother.

2.1.3 Alcohel consumption

Alcohol consumption per capita may be estimated threugh surveys and analysis of excise data,
The total consumption estimated by gurvey metheds falls short of other cbjective measures (sales
information}, but provides the only means to enable comparisen of levels of consumption in
different groups of population (with disaggregation by age, sex, occupation and other social
varisbles), and to estimate trends in drinking habits in subgroups of the population.

7.1,4 Tobacco consumption

- tevels of consumption to identify percent of nonsmokers and of high congumers.
- Consumption of tebacco per capita.

These indicators may be derived (a) from surveys and (b) from amalysis of sales and excise
duty.

Consumption of tobacco should also be analysed sccording te level and type {cigarette, pipe,
erc.) of individual consumption, and should be disaggregated by sge, sex and gocial class.

2.1.5 Medical drug congumption

There is considerable cencern about overutilization of medical drugs generally and of specific
categories such as tranquillizers. This avea requires examination snd development of appropriate
measures. Information on individual consumption may be collected in a comprehensive way when a
special surveillance system is established for some specific categories. Surveys could be wade
periodically through medical insurance and by interviews.

7.1.6 Physical activity (see also 2.1,8)

2.1.6.1 Proportion emgaging in recreational physical activity

This is a positive indicator meeding te be rxefined at country level. Data can be collected in
interview surveys. Age, sex, socioeconomic status and type of activity are interesting variables
for disaggregation.

7.1.6.2 Levels of (habitual daily physical) activity

This indicater is to be developed in relation to the previous ope. It should measure the
expenditure of effort (i.e. type of activity and time spent). Methods have Lo be refined to
collect the information in interview surveys; existing norms should be compiled and analysed,

Z.1.7 Birth planning behaviour

2.1.7.1 Contraceptive profile

- Current use of contraceptive methods by women at risk. This is a precise indicator te be
defined at country level, Diszaggregation iz recommended according to age, marital state,
parity, education or socioeconomic status. Collection is by survey.

2.1.7.2 Effective coutraception

- Percentage of women at risk using effective means. This indicator should be analysed in
relation ta the previgus indicater.
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2.1.7.3 Vnexpected and yndesired pregnancies

- Proportion of pregnancies which came earlier than planned and those which were not wanted.
Data for this indicator should he collected through fertility surveys.

2,1.7.4 Possible proxy indicators

= Induced sbortion per LOOOH live births.

- Illegitimate births per 1000 live Lirths.

- Premarital conceptions per 1000 live births,

= Proportion of women with five pregnancies or more.

- Pregnancies before age 15 per 1000 girls aged 10-14,

- Pregnancies from 15 to 19 years of age per 1000 female population in the age group.
2.1.8 Time budget (sec alse 2.1.6)
Under thig item two indicators are considered,
2,1,8,1 Free time

- Average number of hours of free time per day (time left ofter deducting necessary time for
work, shopping, sleep, meals, ete.).

2,1.8.2 Free=time activities

- Percentage of population vngaging regulsrly in selected categovies of free time actively, e.g.
sports and othey physical cxercises, cultural, educational, etc.

2.2 8ocial and econcmic factors

2,2,1 Educational level

“ Average age at which last full-time education was finished.
- Percentage distrvibution of level of qualifjcations attsined.
- Propertion in regular education in different age groups (trends to be analysed by cohort).

The above indicators are preferrad Lo the adult literacy rete, which is of dehatable
significance in the European Region. Data are available through statigtics from the aducation
sector and from surveys.

2.2.2 Employment and guality of working life

The following indicators were suggested by the QRECDa gp employment and quality of the
working envirooment.

2.2.2.1 Unemployment rate

— Percentage of the labour force mot in employment,
- Disaggregation by duration of unemployment and branch of economic activity.

2,2.2.2 Involuntary part-time work

Ratio of workers in part=time gainful employment who are seeking full-time gainful employmwent,
te all workers in part-time gainful employment.

——— e r—————

8 DQrganisation for Economic Co=operation and Development. The 1980 OECD list of social
indicators, 1981 (in print).

Y
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2.2.2.,3 Discouraged workers

- Ratie of persons who ate available for work but not seeking it because they consider no work
igs aveilable to them, te the number of workers in the labour force and discouraged workers.

2.2.2.4 Average working hours

- Mean number of hours actually worked per week per person in employment.

2.2.2.5 Travel time to work

- Percentage of persons in employment taking a stated amount of rime for one trip to (or from) work.

2.2.2.6 Paid annual leave

- Main number of paid holidays and paid vacation days of leave entitlement per year per persom
in employment.

2.2,2.7 Atypical work schedule

- Percentage of persons in employment with atypiczel work schedule (shift—work, night—work, work
outside normal working hours)

2.2.2.8 Aversge earnings
- Average earnings received by wage and salary earners.

2.2.2.% Work environment nuisances

Percentage of persons in employment reporting exposurd to nuisances in their work enviromment
(for instante draupght, high or low temperature, moisture, waker, dusts of different kinds,
potluted gir, vibratiom, noise, uncomfortable working position, heavy lifting).

Although all nine indicators could be used as supporting indicators and the underlying data be
used in pelation with nealth indicatoers, for instance disaggregatiom of suieide rate by gainfully
employed persons with or without atypieal work schedules (2.,2.2.7), it is proposed to concentrate
only on those indicators more dirvectly related to health, e.g. unemployment rate (2.2.2.1) snd work
enviromment auisances (2.2.2.9) (see alse 2.3).

7.2.3 Material deprivation

Percentage of individuals with disposable incomes belov a given fraction of the median
disposable income.

Disaggregation should be by size of household, age, sex, socioeconomic groups.
2.2.4 Urbanization
Percentage of population tiving in urban areas.
Resesrch on meaningful and comparable indicaters in this field should be encouraged.
Health-impairing city quarters can only be identified by a multivariable approach.
Ugeful indicators in Chis respect would be: wmedian income, percentage unemployment,
percentage adult population (sged 13 years and more) without secondary or higher education,
living space in m2 per inhabitant, percentage of houses without commedities such as

bath/shower, central heating, private toilet, access to green ATeas {park, garden, etc.)

Physical envirommental factoers

2.3.1 GSafe water

Percentage of population with safe water in the howes, and adequate sanitary facilities in
the home or immediate vicinity.

8 Or within 15 minutes walking distance according to the target for glebal indicator Ne, 7
{see Annex I).
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2.3,7 Waste disposal

Standards exist in countries of the Region. Specific indicators could be developed on
the bagisz of:

= population connected to a public waste disposal system;
= <toverage and frequency of solid waste collection in vural areas.

2,3.3 Chemical pollution

Indicators to be selected by individual countries according to their priority problems
and programnes in the fields of air, water, soil, foed, working environment,

2.3.4 Exposure to ienizing radiarion

Indicaters ave to be developed in relation to the standards set up for radiation exposure ino
industry, and through medical procedures,

2.3.5 Noise

The group did not identify any operatipnal measure to serve as a base for an indicator.
Legizlative measures might be used as well =z measurement of subjective discomfort.

2.4 Housing (see also 2,2.3)

2.4.1 {(lndopr) living space

- Percentage of population living in dwellings cccupied by n persons per room.

2.4.2 bBasic amenities

- Percentage of population living in households not having exclusive use of basic amenities
inside the dwelling,; f£lush toilet, piped water, fixed bath or shower, kitchen or kitchenette,

3. HEALTH CARE PROVISION

3.1 Availability of health seyvices

- Ratio between the population and the health facilities and personnel assigned to it (e.g.
population per health centre, doctor, traditional birth attendant, hospital hed) including
provizion of services for prevention and contrel of environmental risks, whether or not
belonging to the health sector.

Thege indicators, clussically used for planning purposesz, need to be anpalysed in relation to
indicatore of accessibility aud utilization, and indicatprs ¢f primary health care,

Information 1s available in all countries through routine health statistics and reports.
Indicators sheuld specify type of service and type of personnel.
Disaggregation is recommended accarding to geopraphical/urban/rural areas,

Indicators would be available in most countries in the form of rates per 10 000 population or
population per unit of:

= physicians
qualified nurses
auxiliary nursing personnel
midwives

dentists

‘.w
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- pharmacists
- hospital beds (toral and per category of establishment and speciaslty).

3.2 Availability of primary health care (PHC)

Indicators should be developed by each country on basis of its strategy for PHC and targets
set.

The minimum proposed indicator is the population covered by:

- provision of health education;

~ safe water in the home or within 15 minutes' walking distance, and adequate sanitary
facilities in the home ov immediate vicinity;2

-~ maternal and thild health care, ineluding family planning;

- immunization against diphtheria, tetanus, whooping~cough, measles, poliomyelitis end
tuberculosis;

- local health care, including availability of at least 20 essential drugs, within one hour's
walk or travel;

- trained persomnel for attending pregnancy and childbirth, and providing health care for
children up te 2t least one year of age.

Another indicator may be the percentages of dectors, dentists, nurses and other health workers
working outside health institutions.

When cauntry targets are defined, it may be necessary to develop indicators for self-care, lay
¢care, community care, alternative care, overuge of drugs, ete¢.

3.3 Accessibility of services

- Proportion of a given population that can be expected to use a specified facility, service,
etc., given certain barriers to access, which may be physical (distance, travel time)},
econemic (travel cost, fee charged), or mocial and cultural (elass or language barriers).

3,.3,1 To measure physical accessibility, the fellowing indicators are suggested:

(1) Average delay batween sccurrence of an emergency (accident, heart attack) and appropriate
care (requires development).

(2) Percentage of population with reasonable access to a source of primary health care (see
3.7).

(3) Average waiting time for admission for elective surgery or mental care, and te leng-term
institutions.

3,3.2 The indicator suggested to measure economic sccessibility is the percentage of population
covered by medical insurance, a social security scheme, ot free medical service.

These indicators should be analysed by geographical/urban rural erea, special target groups.

3.3,3 Indicators have sfill to be developed for social and cultural accessibility
(acceptability), The main source is likely to be interviews or surveys enquiring about atritudes.

2 fee plso indicator on safe water.
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3.4 TFinancial resources

3.4.1 The following two indicators of health expenditure are suggested as comwon indicators
at regional level:

(1) Health expenditure as a proportion of gross national product.

{2) Health expenditure per head of population including, when possible, percentage of health
cxpenditures financed by:

= govermment (central and local)
social security {compulsory insursnce)
pPrivate in&urance
private direct payment
othet.
3.4.2 As 8 proxy measurement of the percentage of expenditure devoted to PHC, it is suggested

to use the indicator of percentage of cost of health services falling outside inpatient
institutions,

3.4.3 1In addition, countries may use other indicators such as cost per unit of Bervice by
type of service {(and selected disease categories).

Information is available through health accounts, special surveys and heglth insurances,

These indigators can provide for assessment of gllocation of resources; Assessment of
equity; c¢ontrol of ecost containment.

Indicators may be breoken down by source of funds, level of care, and type of cxpenditure.

Dizaggregation variables recommended are geographical, social and beneficiaries, or health
programme.

3.5 Quality of care

3.5.1 1deally, indicators of coverage shouid be supplemented by indicators of guality of care,
although utilization is also a reflection of the quality of care and acceptability.  Qualily
eontrol, however, iz cowplex and requires a profile of g number of indicators,
Managerial/supervisory functions have au important role ip the mazintenance of quality. A number oi
indicators can he developed to be incorporated into a built—in monitering system using a checklist
and 8 simple scoring system, Further details could be developed for this later, if necessary.

3.5,7 Consumer satisfaction could also be ysed as a measurement of quality of care, including
"humanizetion".

3.5.3 Incidence of nosocomial infection may be used as an indicater of quality of care in
ingtitutions.

3.6 vUtilization of care

~ Proportion of people whe actually receive a service in a given pericd, usually a year, in
relation to total population or population in need of the service if identifiable; for
example:

3.6.1 Proportion of children at risk who are immunjzed.

3.6.2 Propertion of pregnant women who receive antenatal care or have their deliveries superviged
by a trained attendant,a

1 This may be supplemented by infermation on use of facilities such as bed occupancy, Tength
of stay, number of acts, ete. which measure mainly the efficiency of health services,
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In estimatring actual utilizatiom, countries sheuld specify the minimum level or standard of
gare mcceptable. In some cases, although facilities exist, lack of drugs or peor quality of care
results in people mot using services. Other reasons for momutilization are that facilities may be
open at hours of the day when people will not come because they are occupied in the fields or the
factories. Also people may be attracted by the prestige of a more distant hopital, and may use it

for care that could have been provided by local primary health care facilities. It should be
clearly indicated whether patients, cages or spells of disease are referred to,

These indicators are used mainly for planning and assessment of underutilization and
averutilizatien. In the majority of countries, the information is partially available only, mainly
from institutions. The number of people who actually use the service can be obtained relatively
easily with properly designed recording systems, especially if voluntary health workers are also
integrated into the system. The measures of utilization reflect both geographical and other kinds
of accesaibility, such as economic and cultural. Information about those who use the services, as
compared with the total pepulation, can by inference, provide some information about those vho do
not uge them; but information on people who do net use services when it would be appropriate for
them to do so, =nd reasens for nonuse, can really only be obtained from comtiunity-based surveys.

Indieators should be broken down by type of care and type of institution. Disaggregation is
recommended by target groups and geographical areas.

4, POLICY MEASURES2 FOR PROMOTION OF HEALTH

4.1 Endorsement of health for all as policy at the highest official level

This endorsement could be in the form of a statement by the head of state or government, an
amendment te the Constitution or legislative measures.

4.7 Exigtence of mechanisms for involving people in the implementation of strategies

Such measures could inelude the formation or strengthening of natienal, distriet or local
health councils.

4.3 Change in distribution of resources

This would involve analygis of trends in indicators of financial resources (see 3.4).

4 yndicators in this field are proposed in line with those suggested for the global strategy,
see Annex I.
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