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Background

1.1 The first Team Meeting of the newly ovrganized Health Situation and Trend
Assessment Programme {HSATAP) was held in Geneva from 12 to 16 December 1983, and
wags followed by a meeting on programme development from &4 to § February 1985.
Their reports were issued as documents HS5T/84,1 and HST/85.1,

1,2 The GPC agreed that "a second meeting on programme development be held after
the World Health Assembly in 1986 in order to review the action required in
countries to strengthen their health situation and trend assessment programmes, by
taking into account the full experience of the preparaticn of the Seventh Report on
the World Health Situation™. It also agreed that "again all regicnal advisers

would participate in the second meeting" (GPC/MIN/15, page 40),

Alms and Objectives

2.1 These were;

1. To review the progress towards regional and global targets;

2. To develop an agreed framework for action which makes optimum use of the
resources available throughout the programme to achieve the regional and
global targets.

2.2 This report should be read with refereace to the Global Medium Term Programme
of Health Situation and Trend Assessment (HST/MIP/83.1), which gives details of the
targets and objectives of HSATAP.

2.3 The list of participants is glven iu Annex 1.

Opening Address by Dr J. Hemon, ADG

3,1 This meeting was called for by the WHO Global Programme Committee to ensure the
exchange of experience between regional offices, as well as with headquarters, and
the cost—effective use of WHO resources when cooperating with Member States in this
field, or when developing additional investigation tools for this purpose, At
present this technical cooperation places great emphasis on the monltoriang and
avaluation of the HFA2000/PHC atrategies, but it is obviouwus that the periodic
production of national reports on this topiec is far less Important than the
continuwous use of relevant and timely information for the management of all levels
of the national health system,

3.2 Indicators have been developed by the Secretariat as well a5 by Member States
to facilitate the wmonitoring and evaluation, &and comparison within and between
gountries, Some of the proposed indicators are straightforward but this is not
always the case. The WHO Programme Development Working OGroup has thevefore
suggested that during the present interregional meeting some time he devoted to the
manner in which these indicators should be presented to Member States for eliciting
meaningful national assessments and unambiguous reporting.

3.3 When looking back at the work achieved by Member States, with the Secretariat's
support, in improving the information base for health systems mandagement, one iz
impressed by the rapid progress made at the national level in all matters related to
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the monitoring and evalwation of the HFA2000/PHC strategies. In splte of many
flaws, the quality of the evaluation reports is much higher than that of the
monitoring reports produced two years ago. At the same time one cannet help
wondering whether such periodic reporting has any influence on the daily management
of the nationasl health systems, and wherther it 1is genuinely geared to the
implementation of these strategles.

3.4 The strategies aim at improving the average health status of people, first and
foremost by focusing upon the needs of the most underserved geographlc areas and
social groups., To achleve this, a country must first locate such areas and groups,
identify the most likely causes of that situation, determine what remedial actilons
would be economically feasible and socially acceptable, and proceed with thelr
implementation. There 1s at present little evidence that such a course of action
has been adopted by the majority of Member States,

To improve the health status of the people ]

- the most underserved geographic areas and social groups must be located,

- the causes of their situation identified, and

- economically and =ocelally acceptable vremedial actions mugt e
determined and implemented.

3.5 The above course of action calls for an intelligent use of the dindicateors at
hand, and the selection of those which, under the prevailing socioceconomic and
epidemiological conditions, would be sensitive and easy enough to use to make a
gnapshot of local health conditions, and which, subsequently, could be used to
determine the causes of such a situation, as well as for monitoring anmd evaluating
the impact of remedial actions. Has the Organization been forceful encugh iIn
inducing such investigations at the country level, in supportimg the presentation of
the findings to national policy-makers, and in contributing teo the planning and
implementation of remedial actions? Has WHO technical cooperation been effective in
guiding the selection of the investigarion tools, the identification of the remedial
actions required, and the evaluation of these actions when implemented? Are the
investigation tools at present available suitable for such purposes?

3.6 Another essential element of WHO technical cooperation in this field is that of
the gocial and economic relevance of the diagnosis made and the remedial actions
proposed for coping with the wmost unacceptable health inequalities. is the
Organdzation only contributing fo post mortem investigations to determine what
remedial actions were required 20 years ago, &0 as (o encourage and support their
implementation now? Or is WHO contributing to social and economic projections which
could be the basis for forward-looking remedial actions geared to the future
conditions and needs of the people? Are the jinvestigation tools at present
available suitable for this purpose? Does HSATAP promote their use as forcefully as
we zhould? Are we satisfied by the cutcome?

3.7 Last but not least, a few words about the present internatiovnal atmosphere.
Many influential people seem to have lost faith in "development”, and there are many
more vocal advocates for short-ternm emergency relief operations than for support to
sustainable development activities, One of the side-effects of such attitudes is
that there i1s a growing disrvegard for the UN system, and within this system &
special disregard for the Agencies which promote long-term development activities.
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This has direct implications for the HFA2000/PHC strategy at country level, as well
as for the effectlive functioning of WHO itself.

The WHO governing body has given a c¢lear mandate that WHO funds are
not allocated to Member States to be used entirely as they wish, but to be
uged for the implementation of their HFA2000/PHC strategy.

3.8 The present financial liquidity ecrisis is serious, but not yet dramatic;
however, it could become dramatic over the next few years, Some of the elements
which could enable Member States and the Secretariat to successfully implement
remedial actions are in the hands of the HSATAP Team, Wo politician can Iignore the
presentation of unacceptable health inequalities at the country level, and many
internarional politicians continue to be willing to fund actions aimed at decreasing
the magnitude of gross health inequalities between countries, Bur, to achieve that,
national health authovities should present convincing situation apalyses, propose
gocio~economically acceptable remedial actions, and prove beyond any doubt their
abilicy to implement such actions. And what is dome in this field within a country,
as well as between countries, should be publicized in a tiwely manmner, in a place
where it matters, in a language that decision-makers can understand, accompanied by
economic analyses that economists and development bank officials can endorse.
Enabling Member States and senior officials of the Organization to achieve this
result is also HSATAP's duty.

Regional and HQ Reports

4.1 Each region and HQ gave a brief report on the highlights of its activitles over
the past bilennlum and plans for the current biennium, These were based on Working
Papers Nes, 1-7 of the meeting (listed in Annex 2)}. Common concerns included lack
of restructuring and staffing at regional level to match the reorpanization at HQ,
leaving vesponsibllity for major parts of HSATAP in the hands of other programmes
and staff; how to promote action based on the results of the country HFA evaluation
reports; and the need to identify those countries which have demonstrated their
real commitment to & national HFA strategy, so as to have a chance of success for
HSATAP collaboration in strengthening information support, and to plan collaborative
activities with those countries and wonitor their iwplementation, Further details
of these concerns are given below,

4.2 In several regions, HBATAP grill has not been assigpned the responsibility for
epidemiological surveillance and training, which is handled by the regional
equivalent of CDS/HG. However, as of 1 April 1986, AMR has merged all units
relevant to HSATAP into one.

4.3 1In the area of regilonal/HQ collaboration, SEAR proposed that mechanisms should
be established to avoid duplication of work between the regions and HQ, and stressed
the need for coordination of the dissemination of national health information in the
intervening years between the monitoring and evaluarion reports (in future 3 years
between successive monitoring/evaluation reports.

4.4 Country reports on the evaluation of their HFA strategies in 1985 appear to
show improvement over their meonitering reperts, received in 1983, However, we
ghould not be content with that. The ctitical point is whether countries are going
to use the information which formed the basis of their natiomal evaluation reports
to reprogramme their health plan of action. HSATAP staff should try to find ways to
promote action In countries based on the results of countries' evaluations, Current
financial constraints mean we must be creative in the search for alternative sources
of funds to suppert this action,
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4.5 The question was raised of whether it 1s still useful to commit scarce WHO
resources to training in hospital records, and in response the importance of health
records (all reecords, uot just hospital records) was stressed by several
parti¢ipants, It was agreed that HSATAP would continue to collaborate effectively
with Member States in developing and improving effective and suitable recording and
reporting systems in support of health care delivery and its management. Such
recording systems would take into account the need to facilitate data cellection as
an integral part of health activities, and reporting systems would make available
the information needed for the wnonitoring and evliuation of health scrategles
including health sltuation analysis,

4,6 Many countrles pald 1lip service at the World Health Assembly to their
commitment to national HFA strategles and the need for information support te
implement them, but how many are serious about meeting that need? HSATAP has to
identify those countries with which it is possible to achieve some real results, We
also need to look at WHO's gommitment; 1if some HSATAP offices are understaffed, it
may be difficult to accept that WHO is really committed to the Programme,

4,7 Az a reflection of cur own commitment it would be justifiable to go back and
look at the recommendations of the previous HSATAP Team Meetings, and for those
activities that were not implemented we should evaluate the reasoms., If they
concern lack of manpower, HQ staff and consultants should be called upon. If they
concern lack of progress in spite of the sending of staff or consultants, we should
ask if the country's requests for consulrtants reflected the actual needs of its PHC
development .

4.8 When HSATAP goes into a country to collaborate in luwproving its capabllity for
information support to health management, we should plan a schedule of activities,
and then monitor its implementaticn.

Inter—programme Collaboration

5.1 Inter-programme collaboratien iuvolves not only direct Ilinks with technical
units at HQ and in the regioms, but also jeoint programme reviews and evaluations in
which HSATAP staff have been requested to particlpate. It was agreed that 1t is
lmportant to continue to strengthen the existing extensive contacts with other

units/programmes, The problem of conflicting data from different sources was alse
closely linked with the question of inter-programme collaberation, and 1t could be

thut attempts to solve rthat problem could provide an opportunity for HSATAP
collaboration in other areas as well, Further details of these discussions follow,

5.2 As an example of the extensive inter-programme links of HSATAP, at HQ thare is
eollaboration in;

(a) Situation analysis - with H5C, MPK;
(b) Training ~ with CDB, EPI, HMD, LEP, MAP, SHS, TDR/FDP, VDT

{¢) Design, assessment and strengthening of national health information systems -
with MCH, MPN, NUT, S5HS;

(d) Design and c¢conduct of evaluations and reviews — with CDD, DAP, EFI, MCH, NUT,
SCH, S5HS;

() Research and development, development of standard tools - with CDD, CDS, EHE,
EPI, IS8S, LAR, MCH, NCD, NUT, SCH;

(f) Statistical support - to DAP, DTR, EHE, EPI, HSC, MAP, MNH, NCD, NUT, PDP, TDR,
TRI, VEBC.
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5.3 As the HSATAP cuts across all technical programmes, in the reglons there is
alse active collaboration both dirvectly with the other technical programmes as well
as through interprogramme GEAs (group educational activities) and country
activities. However, the disparity 1in the structure and availability of
professional expertise at HQ and Regional Offices is apparent. No Regional Office
{excapt perhaps AMRQ) has such a large number of experts for virtually every target
activity of the HSATAY as does HQ. At Regilonal Office level, the RAs (often alone)
are responsible for all aspects of the programme, largely through their own
technical unit but also through collaboration/coordination with other technical
units,

5.4 Nevertheless, greater efforts need to be made in ecoordinating with the
different programmes at all levels, and the services available from HSATAP needed to
be move widely publicized.

5.5 Collaboration din the tegions i3 necessarily limited by resources. An
inereasing number of programmes are collecting, analysing and disseminating
information, and problems exist with the release of conflicting information from
different sources, It was felt that some guldance on how to proceed could be given
to the regions based on headquarters experience, and giving details of success. It
was emphasized that ¢ollaboration must be both ways; HSATAP should not be & passive
partner but should seek the involvement of other divisions and units 1Iin its
projects, where this was appropriate. Experience with the preparation of Health
Conditions of the Americas, 1981-84, the Evaluation of the Strategy — Seventh Report
on the World Health Situation and iIndividual country analyses of their health
gituation indiecates that we will have to tolerate for some time to come many minor
and majer discrepancies In data. This 1s due in large measure to the many differemt
sources of data from many different national and international agencies and
institutions, In fact, discrepancies are a possible opportunity for dialogue with
national counterparts to i1dentify sources of the problem. Inevitably, such
discussiong will reveal deficits in data collection systems and other problems which
could be potentially corrected through technical ceollaboration. Intermally, within
WHO, it would help 3if all technical programmes used the same denominator for
caleulations involving rates., U.N. Popularion Qffice estimates are the obvious
source for official population denominatoers.

5.6 Programme evaluation activities:

5,6.1 HEATAP staff have been involved in & range of reviews and evaluations of
programmes, These fell into six broad groups:

Review of national and international statistics for HFA;
Programme specific reviews (MAP, EPI, CDD, MCH, etc,)}
Joint FHC reviews;

WHO Programme Management Information Study (with WRs);
Financial audit in policy and programme terms)

6. Joint pollicy and programme reviews,

Lo g e
P

LI

5.6.2 Policy and programme audits (no., 5 of previous paragraph) had made slow
progress and it would be necessary te carry out between 80 and 120 in a
6—8 year period to cover the perceived need. One programme management
informatrion system (no, 4 above) had been developed in S5Svi Lanka, The
next step would be to look at the flow of information through the covatry
up to the Mialstry of Health, A problem that had emerged was that those
responsible for the preparation of the national HFA strategy evaluation
had not always been aware of the existence of PHC reviews, and vice
versa, pnalysis of the effect of these activities was ongoing, and
special attention should be paid teo their impact ¢n government poliey and
thinking, the health situation, and on development. The possible effect
on the attitudes and actions of bi- and multilateral donor agencies should
alzo be horne in mind.
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6. Target 1: Strengthening of Informaticn Support to Hationa) Health Management

6.1 Discussion of activities undertaken under Taxget 1 focussed on the need for
national commitment by countries, the assessment of country informarion needs, and
support to health management at the district level, Outside reviews of national
health information support capabilities are useless 1f the country concerned does
oot feel the need to have the situation reviewed and then to follow up on the
findings. There is alsc a tendency for country information needs to be defined from
the top down, whilst the collection of information is organized from the bottom up,
and the middle, or district, level gets forgotten in the process. These points are
elaborated below.

6.2 To accelerate the implementation of activities to strengthen I1nformatioan
support t¢ health systems development and management, the need for commitment by
Member States to improve the mechanisms and procedures to generate and use
information is a sine gqua non. Such a commitment may vary from locating the
information focus im the highest level of the health systems organization, to
preferentially allocating resources for information gystea development and
maintenance, Though any meaningful measurement of national commitment for improving
information is difficult, it was agreed that a statement or provisiom in the
national health development plan to develop snd implement national health
information as an integral part of such a plan, might be a useful beginning.

6.3 The first stage in any plan of action must therefore be to promote and develop
this commitment, ewphasizing as & priority the interest of senier decislon makers.

6.4 Though national commitments may not be explicit, there are various entry points
in the spectrum of WHO collaborating activities with the Member States fox
information system development. Whatever the eatry point may be, HSATAP staff at
reglonal and global levels should promote the c¢onsideratien of the WHO response to
the Member States' requests in the broader framework of information support to
health systems management. WHO responses should not be considered as Isolated oxr ad
hoc activities but as opportumities to develop, establish and maintain effective and
cfficient mechanisms to gemerate and use information. In this regard, such initial
responses could well be the beginning of a wmore comprehensive multidisciplinary
approach with MPK, PHC, and HSR, including informatics components.

6.5 There can be uo fixed list of entry points for activities to strengthen
national health information support, but they could include the following:

- Formal events such as the HFA monitoriag and &valuation process have proved
useful in several regions.

- Support to national and submational plannling provides a valuable opportunity to
identify gaps in information.

- Programme and PHC evaluations have also proved valuable for this and should be
promoted by HSATAP.

- Joint reviews of WHO collaboration in some tegions may alse provide entry
polints.,

- HSATAP should also be aware of the planning cycles of the Member States so that
effective collaboration could be promoted at this semsitive phase of the
management process to identify solid information needed to solve critlcal
issues.

- Country analyses of the health situation may prove to be & very fruitful entry
point, It is felt that it is important to establish am analyrical capability
and process in each country whereby the health situarion is periodically
reviewed, gaps in information and knowledge are identified, and epldemiological
and operational research are undertaken teo fill those gaps. This approach
requires a mulridisciplinary effort involving the many different technical
programmes in WHO.
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6.6 The identification of information needs can be based on individual programme
activities or on broad managerial reviews. Formal evaluation of needs for defined
funetions, tasks and activities can be carried out by fiaeld reviews., Assessment of
information needs is an essential step in developing information support mechanisms
and procedures, This does not necessarily imply that "minimum data sets" should be
internationally established. WNational characteristics of such "minimum data sets”
are much more critical, and methods should be developed or adapted to ideantify and
arrive at a minimum set of essential data.

6.7 The World Health Assembly has recently placed emphasls on strengthening the
management of services in the district, defined sg the wmost peripheral level at
which basic health services and first level referral exist and where resource
planning can take place. When all eriteria are traken Inte account, the district
corresponds to an area with & few hundred thousand people, a governing body,
reprasentation of variows sectors, resource generation and allocation, and tralning
facilities, As a peint of focus, this level has the advantages of being small
engugh and sufficiently well defined for information aeeds to be clearly identified,
while being 2 useful building bleock for national information support systems.

6.8 Follow—up of the HFA strategy evaluation:

6.8.1 The evaluation reports confirmed that there are "persistent deficiencies”

in information support in most countries. The question is to what extent
the evaluation itself has led to reprogramming in countries for the
1986/87 budget years, whether it will have any effect on budgetting for
1988/89 and whether it suggests any changes in WHO structure or activities
that might be accommodated in the 8th General Programme of Work,
Infortunately, many evaluation reports contain wmainly subjective,
non—quantified snswers to the guestions asked, and it is not clear that
the process of evaluation has stimulated serious consideration of the
country's health problems and their wmanagement,

6.8,2 There is some evidence that the evaluation reports are influencing
national budgetting for 1987 onwards., This can be aided by ensuring that
the reports become part of the country profile information.

6.8.3 Most Regilons had organized some sort of national or regional follow-up
meetings or reviews, but it was recognized that:

1, The problem identified requives action from different programmes and
that a joint review of the evaluatlion is essential.

2, The monitoring and evaluation should be geared to ensure that the
information 1s directly useable by national programmes,

6.8.4 HSATAP has a role in maintaining and updating the information arising from
the monitoring and evaluation processes, HSATAP must be actlve in helping
countries to use disaggregated data for natlional wmonltoring and
evaluation, taking the HFA moenitoring and evaluation of the strategy as an
opportunity £o start or strepngthen this process.

Target 21 Training

7.1 The meeting considered the role of HSATAP in training in the field of
epidemiolegy and statistics and, more generally, in information support to
management for senior, mid-level and peripheral health mapagers. It was pointed out
that in some regions there is no training infrastructure, such as schools of public
health, so that WHO is their only training resource. Also, that sending peraonnel
on short training courses without followup is not very productive,
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7.2 Tt was noted that there is & wide variety in approaches to trainiag in
different c¢ountries depending on individual country needs. It was satressed,
however, that in most developing countries training for health workers should not be
aimed at producing specialist epidemiologists. Public health staff, at all levels,
should be imtroduced to the skills of applying epidemiclogical techmiques to health
management -

7.3 Training in information for management should be concerned with "quantitative
thinking” rather than the traditional theories of statlsties and epldemiclogy per
se. Such training should ideally be carried out within the countries or reglous of
the trainees. The role played by established institurions in training in
epidemiology and statistics, especially in the European and American regions was
aoted. It was algo noted that short (summer) courses im epidemioleogy cannot provide
epidemiological expertise to health workers who lack basic training in that area,
unless they are followed by practical field training under close supervision.

7.4 It was noted that the science and technology programmes of the Organization are
increasingly including training in epidemiology 1n their activities, This was
welcomed as an expression of programme recognition of the importance of the field,

7.5 Tield epidemiology training: this type of training was accepted by the meeting
as part of the answer to the problem of training epidemiologists. The faect that
this approach was not a cowrse in epidemiclogy but a programme wWag regarded as an
advantage. A career structure has, however, not been well defined 1n all the
countries which have these training programmes, and the results of the work of the
trainees in clarifying the national health situation are not yet taken into account
by policy-makers. Such training should always be complementary to the type of
epidemivlogical training for all health workers referred to in paragraph 7.2 above,

7.6 The Directory of the Schoels of Public Health has been updated by HMD and is
available. Conecerning a directory of epidemlology and statistlics courses, reglions
were equally divided for and against compiling one, On the guestion of whether to
attempt to update the Global Directory of Health Statistics Courses, 2 regions felr
it would be useful, the rest said that they oaly needed access to their own regional
directory plus those of AMR aud EUR for fellowship purposes. It was thus decided
not to undertake the updaring of the Global Directory at this stage,

7.7 A set of six training modules for mid-level personnel have been developed in
AMR and are available in English, Fremch, Spanish and Portuguese., A new version,
reflecting the experience gained so far, is to be produced.

7.8 Discussions on the preparation of training material in informationm support for
peripheral health workers had led to the conclugsion that this could not be developed
centrally due to very country-specific differemces in requirements. Therefore a
Collaboruting Centre had been designated to produce such material for India, and it
wae hoped that this material would serve as a model for other ¢countries.

7.9 The group stressed the need for training in the use of data avsilable through
coutine health data collection systems, The possibility of collecting health data
through surveys and particularly in conjunction with the U,N. National Household
Survey Capability Programme was noted. Concerning the set of six booklets on
conducting Community Health Surveys, booklet number 1 is now available in English,
French and Portuguese, numbers 2, 3 and 4 1n English and French with the Portuguese
versions in preparation, and the draft of number 3 has been reviewed.  The
distribution of these booklets has varied from region to region.

7.10 IGD training; what is needed is net only traiming for coders bhut training in
the uce of the coded results. Medical students and graduates need training on the
ICD and on how to complete death certificates correctly. Regions cannot afford to
continue running internmational courses for ICD coders; netional traipers should be
tralned and nationsl training centres established.
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7.11 staff rraining; AMR has a specific plan for staff development and training in
epidemiology and informatics. A number of HQ staff have also attended courses in
epidemiology and in microcomputer use, It was agreed that it is important for
HSATAP persomnel to update their skills where necessary in the light eof the
orientation of the Propramme,

Target 3: Development of Methodoleogy and Standard Tools

8.1 Changes in the orientation of country health strategies in the direction of
health for all, notably those invelving community particlpation, imply that health
care operations need to change and thus the managerial process for national health
development must also change. This implies the need for new types of training, as
discussed in the last section, which in turn require new types of methodology, and
the standardization of the tools used so that programme moniteoring and evaluation
can be carried out effectively, This last is the point of Target 3,

8.2 It was proposed that for countries with a high turnover in information support
personnel, methods should be devised for technical cooperation and training to
compensate for the problem,

8.3 Naticnal household survey capabllity programme {NHSCP)} and other issues related
to sampling; in the past, WHO has acted as consultant in health surveys, More
recently, NHSCP has been adding health-related modules te regular periodic surveys.
HSATAP was asked to design and develop health and autrition modules. Nutrition
(FHE/NUT) and ESM have developed such a module on nutritional status, which has been
tested in Zimbabwe and will be used elsewhere, There was concern that beth
Westinghouse Demographic and Health Surveys (WDHS) and NHESCP leave little behind for
the country, due to lack of collaboraticon and communication between naticunsl central
statistical offices and ministries of health., HKQ was asked to help the regions to
know early enough which countries are going to carry out such natiopal surveys so
they can alert wministries of health and urge them to cellaborate. A revised
document on Sample Size Determination; a User's Manual, has been issued as document
WHO/HST/ESM/86.1. Some good work on qualitarive (pon-quantitative) methods has heen
carried out in AMRO by a consultant,

8.4 5mall area studies and other sampling methods: HST/HQ has been involved in
small area studies for the past few years. The US National Center for Health
Statisties 1s pursuing the development of synthetic estimates, The Natiomal
Institute for Drug Abuse Introduced synthetic estimates to study rare occurrences,
HSATAP used these methods in Botswana and India and the results will be published as
part of the proceedings of & meeting held in Ottawa last year., Modified Delphi
techniques, where experts are interviewed to determine such statistics as health
gervice utilization rates, vrather than using random sampling of the general
popularion, were used in Lesotho recently and gave reasonable rates.

8.5 Messurement of impact and effecriveness of programmes: HSATAY has a particular
contribution to make to the development, testing and prouwotien of indicators and

methods For evaluating effectiveness and impact of health programmes in countries.
The desire was expressed that regional programme managers be consulted during this
process and be fully involved in decisions taken in this area. 1t was suggested
that where coverage is already high HSATAP try to get away from proposing yet more
coverage indicators, and expend wmore effort towards developing indiecators of quality
and effectiveness of health care.

8.6 Computer software development: it was pointed out that many countries were
spending considerable sums on computing equipment without a matching effort to
improve the quality of the data which are o be processed. SEARQ and WPRO are
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equipping WHO Representatives with microcomputers, and training them in their use.
they hope to use a standard set of programmes for all WRs. AMRO has the intention
of working towards making the WHO country office the basic unit of data storage for
country data in that region. 1In this way information can be obtained from the WR
without needing to bother the government with gquestionnaires, etc.* HQ staff have
developed some expertise with relevant goftware, and a list of those areas on which
they can advise is given in Annex 3.

8.7 ICD:

8,7.1 A second draft proposal for ICD-10 will be cireculated to countries by 15
July 1986, All countries' needs should be satisfied as much as possible;
therefore the inputs and desires from countries should be transmitted to
HQ by the regional offices by 15 January 1987. Reglonal offlces are
savited also to make suggestions, by 15 January 1987, for short ligts to
be developed in conjunctien with ICD-10, There will be & meeting of the
heads of WHO Collaborating Centres for the Classification of Diseases in
June 1987, followed by an Expert Commitlee meeting in November 1987. The
international revision conference is now scheduled for 1989,

8.7.2 It appears that there is mo hope of establishing an Arabie Centre for ICD
at the present time.

8.7.3 The Basic Tabulation List and other short lists should bte promeoted In
those countries unable to adopt the provisions of the full 1¢hH. The ldst
provides useful information and is not too detailed.

8.7.4 Some persons still have difficulties in making comparisons between ICD
revisions. It was agreed that the Basic Tabulation List and eother short
lists to accompany ICD-10 will be constructed to facilitate comparisons
between ICD=9 and ICD-10.

8.7.5 Reorientation training materials will be required for ICD-10, These
should be made available in good time and show the sallent features and
major changes in the new ICD.

8.8 Lay reporting: This is an important information gathering tool which is useful
in situations where apptopriate health resources (health manpower or facllities) are
either mot available or are inadequate. The term refers to the method used for
informatlon generation and not teo the generator of 4informatiom. it should be
remembered that what is needed is to make the information available for use in
decision-making at the peripheral level, as well as to permit the analysis of the
health situation and trends centrally. In the context of health systems baged on
primary health care, it is considered wmore as a "compunity based informatlon
mechanism® than as a simple device for classificarion of disesses and health
problems, 1In this broader scope, lay reporting is used to reorient and Introduce
desirable changes in the existing epidemiological and statistical services to make
available relevant health and health-related socloeconomic and resource information
for management decision-making for health development at local, intermediate and
national level,

* This, of course, presupposes that the country has been able to collect and analyse
ite data, with WHO collaboration if necessary.
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Target 4: Monitoring and Fvaluation of Regional and Global Health Situation and
Trends, Includiog Epidemiological Surveillance

9.1 The discussion on Target 4 covered the question of the Global Indicators, their
validity and availability; worbldity, mortality and health-resources reporting,
dats processing, consistency checking and software development, Sections on the
global indicators contained in the draft Common Framework for Monitoring 1988 (CFM)
were reviewed. Regilons were invited to become more active contributors to HSATAP/HG
publications, and to make suggestions for further enbancing the relevance of those
publications to countries. Further details of the discussion follow.

9,2 Glebal Indicators:

8.2.1 Global Indicators are politically valid measurements, but some of them are
extremely difficult te quantify on a rigorous scientific and technical
basis. The definitions of the global indicators (and sub-indicators) need
to be modified in future to make it wmore feassible to obtain quantitative
information., Countries will need additional, more sensitive indicators to
monitor the implementarion of their strategles,

9.2.2 Global indicator data should be easily derivable from I1nformation
mechanisms already functioning in the countries, and should not require
specific WHO-oriented activities. The periodic monitoring and evaluation
of the HFA strategles should be used as a stimulus to the development of
national capability for information support to health management,

9.2.3 Most countries do not have the capability, at least in the Minigtry of

Health, to¢ produce the figures for the econonic Iadicators. Where
countries have difficulty in obtaining economic dara related te health,
special studies should be conducted where feasible, Regional differences

in the amount and quality of economic information available should be
Tecognized, Ir AMRO, there appears to be a considerable amount of
economic data available within the countries, In most cases where data
appesar to be lacking, the first effort should be to consult other sources
within the country rather than to provide consultants for this putrpose.

9.2.4 Primary health care is an approach, not a separate subdivision of the
national health system, and therefore it is difficult to allocate
expendlitures between PHC and the rest of the hasalth sector. However, the
PHC approach results in activities which can be costed. Each country
should describe what is meant by PHC in the context of its own health
system.,

9.2.5 In response to the request made by the Programme Development Working Group
(PDWG/REP/14, paragraph 3.4), the sections on the global indicators
contained in the draft Common Framework for Monitoring 1988 (CFM) were
reviewed. The suggestions made at the present meeting will be sent to
regional offices for further review, scrutiny and comments, 3Since the CFM
is for naticnal use, it should be adapted to suit the conditions of each
country and used in a flexible wmanner. Each country should give the
national definition of Turban™ and Crural”, Countries should be
encouraged Lo use other relevant indicators, such as those recommended for
monitoring the International Drinking Water Supply and Sanitation Decade,
as well ag the global indicators.
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9.3 Reporting on morbidity and health resources:

9.,3.1 The discontinuation of the Annual Questionnaires from HQ on New Cases of
Certain Infectious and Parasitlc Diseases, Hospital and other Medical
Ectablizhments with  Beds, and  Health  Persommnel throws  greater
responsibility on reglonal offices to collaborate with countries to engure
that the information related to these areas that is collected will
directly assist national health administrations in the implementation of
their HFA strategies,

2.3.2 The information on these and other reguired areas for national and WHO usze
should develop as a consequence of improvement 1in national informatlon
brought about by HSATAF ceollaboratien with Member States.

9.3.3 Every effort should be made to coordinate the mechanisms that regional
offices use to collect data on morbidity and rescurces, which will clearly
involve <close collaboration between HSATAP and individual technical
programme staff, to ensure the greatest degree of c¢omparability in the
processing and presentation of these data at global level. Member States
should be kept informed of the progress made in improving the quality of
information related to morbidity and resources.

9.4 HSATAP publicarions: all regions designated their HSATAP Regional Advisers as
focal points om HSATAP publications, to work with HQ to improve the utility of these
publicatrions to Member States.

9.5 Mortality reporting: vegional advisers were requested to help fill in the gaps
in country series, and advise HQ on the coverage and quality of the mortality data
collegted in their regiouns.

9.6 Data processing: Data on cholera, plague and yellow fever repovted to HQ hawve
been transferred to a microcomputer, A majinframe programme to identify T"outliers”
in newly entered mortality data has been developed, s0 that requests for
verification of doubtful figures can be sent to the countries concerned.

9.7 JInventory of health and health-related statistical information avalilable in
WHO: & questionnaire has been circulated to many programmes ashing for information
(but not the actual data) on programme databases, both conventional and
computerized, A first draft of the replies is attached as Annex 4, If found useful,
this fauventory will be updated and disseminated to regional offices,
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RECOMMENDATIONS
General

HSATAP should contribute to the development of WHO technical cooperation
with Member States in such a manner that essential quantifiable elements of
the country health system, country health situwation and its trends, could be
confidently presented to Parliament, Cabinet, or equivalent bodies, for
favourably dinfluencing the development of national health policy and

strategy.

HSATAP should contribute to developing WHO “country databases” so that they
could:

— serve as one of the essentlal elements of the WHO dialogue with Member
States, bilateral and multilateral agencies and organizations,

— facilitate the work of WHO Representatives, and

- be used by the Organization for its advecacy for health activities.

HSATAP should continee to collaborate as fully as possible with relevant

infrastructure and technical prﬁ;ﬁammes in working with countries, In
particular, HSATAP should work closely with SHS/PHC and MPN programmes in
developing approaches to meet country needs,

HSATAP should establish a set of eriteria by which the WHO collaborative

programme on HSATAP can be meaningfully monitored and evaluated, starting
with the rest of the period covered by the Beventh General Programme of Work,

Target 1: Strengtheniog of Informationm Support to Nmtional Health Management

A= the first stage In any plan ¢of action in direct support to countries,
HSATAP should promote and develop national commitment to developing
iunformation support teo health management, with priority being given to the
interest of senior decision wmakers. The term "health management” includes
health planning and priority setting as well as administration of services.

HSATAP should grasp every opportunity to identify national problems of
information suppert to management (defining “management” as In 2.1 above),

and entry peints for collaborative action, including the time of the
preparation of national and subnational health plans.

HSATAP should place emphasis on developing with countries a process for
identifying the mivnimuvm iuformatlon that must be recorded by health workers
and managers 1in order to support their activities, This may include
information from other sectors, Although there are 1likely to be common
information recording requirements In different countries, the basic record
design instruments must be developed to sult local needs.

In keeping with the WHA3Y9 Technical Discussions on the importance of
strengthening PHC management at the district level, HSATAP should work in
collaboration with infrastructure and technical programmes in countries to
decentralize the analysis and vtilization of health information in support

of decision-making at the different levels of the health system.
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Target 2: Traiping

Through collaborarion with established institutions and other prograwmes of
WHO, HSATAP should place the immediate emphasis on training of public health
workers in epidemiology, statistics and informatics rather than on the
production of specialists in these fields. In this process, HSATAP efforts
should be directed to the tralning of traipners and to the promotion of
alternate training methods. This does not imply the exclusion of the
preparation of specialists in these fields at levels guch as the masters and
doctorate level. Many schools of public health in the Reglon of the
Americas (even excluding USA and Canada) are capable of preparing people at
these levels, and the countries certainly have uot only the need for them
but also the capacity to absorb them.

HSATAP should provide support to countriesg 1n orienting training towards the
generation, analysis and use of information, thereby applying "quantitative
thinking"” to decision wmaking and health wmanagement, and In reorienting
training according to changing needs and resources. The AMRO first level
modular course, "Principles of Epidemiology”, might be suitable training
material for peripheral level health workers with wvery little background in

epidemiclogy or medical sciences.

Recognizing the increased development of ¢pldemiolopical capability within a
uumber of scilence and technelogy programmes of WHO, and the resulting
expansion of epldemiological training activities, HSATAP should establish or
strengthen practical mechanisms of collaboration with these programmes, In
doing so, the aim should be to streamline techulcal cooperatiom with Member
States in this field in order to ensure a coordinated action at the contry
level in streugthening their health system infrastructure.

M though 4t was agreed that preparation of a global direcrory of
epldemiology and statistics courses is not a high prierity for imnedlate
action, reglonal offices should increase their awareness of tralning
activities in Member States and exchange this information with the other
regional offices and headquarters,

The mid-level personnel training materials in epidemiology and statistics
developed in the American Region should be made available to the other
regions for sultable modification to suit national needs, and to stimulate
the production of training materifals for this broad category of healith
warkers.

When the entire series of booklets on Community Health Surveys has Dbeen
published and field evaluvated, HST/HQ should work out appropriaste and
economic mechanisms for production and distribution in order to make them
available to their intended target users without drawing on glebal or
regional financial resources. Field evaluation should include the use of
the booklets both as a teaching aid and as manvals for conducting health
Burveys.

Training wmaterial for peripheral level workers should be developed
specifically to meet country needs and situations, In collaboration with
SHS/PHC, HSATAP should assist in this process by working with selected
countries to produce material for their own use that can subsequently be
uged as examples in other countries.

HSATAP personnel should maintain a high level of technical excellence in
epidemiological and statistical disciplines and theilr many applicaticns.
HSATAP staff should periodically update their skills through formal and
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informal programmes for professieonal training and career development. In
collaboration with §taff Development and Training, HSATAF should also
contribute to the development of epidemiological and statistical expertise
within the Orgauization as a wholae,

Target 3:; Development of Methodology and Standard Tools

HSATAP should request the UN Statistical Qffice to provide it with reports
of the first project formulation missions to countries by its Natiomal
Household Survey Capability Programme {NHSCP) Central Coordinationm Unit, so
that WRs and national health ministries can be alerted., HSATAP should also
invite UNSO te contact WRs' offices when their representatives visit
countries in conjunction with the NHSCP.

For small populations (either national or sub-patiopal groups) HSATAP should
continue to devise or adapt methodologies to compensate for the random
fluctuations in rates obtained due to small denominators.

The Basic Tabulation List and other short 1lists should be promoted by
reglonal offices in thoese countries not ready to adopt the full ICD.

Provision should be made by HSATAP/KQ to facilitate future comparison
between ICD-9 and ICD-10,

HSATAP should promote and support the use of lay reporting in the broad
context of a community-based information wmechanism to make available
eritical iaformatiom for the management of the health systea at local
{including community), intermediate and central levels,

Regsearch should be encouraged to develop methodology for producing morbidity
estimates from symptom and/or reason for health encounter recording, for
example by following a sample of patients for which symptoms have been
recorded to diagnosis (including laboratory diagnosis) within the health
system.

Target 4: Monitoring and Evaluation of Health Siruarion and Trends

HSATAP should make a greater effort to scimelate countries to improve the

quality, coverage and timeliness of cause of death reporting as an integral
component of their health informatlon systems.

HQ and regional offices should improve their collaboration with regard to
using standard cowputer software for all aspects of data gathering and
analysia. IS85 and GES/HST should prepare a lisring of epidemiological and
statistical software belng developed at H{, along with a brief description
of objectives and potential uses. This should be distributed to regiomal
offices,

Following the discontinuation of the Apmual Questiounnsires on New Cases of
Certain Infectious and Parasitic Diseases, Hospital and other Medical
Establishments with Beda, and Health Personnel, regional offices should make
use of other sources, in particular technical programmes, and develop other
wechanisms to provide this information for regiomal and global use. The
information should flow maturally from improvements iIin reporting brought
about by country/HSATAP collaboration. Member States should be informed by
BQ of the progre=zs in obtaining better morbidity and health resources data.
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5.4 WHO should be aware of the magnitude and nature of the major health problems
in the world as part of the assessment of the regional and global health
situation and trends. Although much of this iaformation is obtained by
particular programmes, HSATAF should ensure it is aware of the availability
of the data, and develop mechanisms for collaboratimg with the programmes
concerned in the improvement of data handling and analysis as required.

5.5 In case of unusval health-related events, such as outbreaks of communicable
diseases, chemically contaminated food products or serious accldental
environmental pollutiom, regional offices should make every effort to ensure
that countries provide information as promptly, accurately and completely as

possible (indicating information on any restrictions on disseminarion), and

that HG 1s kept informed.

5.6 HSATAP should more forcefully exploit 1its contacts with the statistical
programnes of other international agencies and organizatiens to facilitate
intersecteoral action at country level for strengthening the informatlien

support to national health system management.

dododok Rk ek
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Annex 2

0.

LIST OF DOCUMENTS

Schedule (HSATAPEG/Schedule)
Annotated Agenda (HSATAP86/Annotated Agenda)

Proviasional List of Participants (HSATAPAG/Participents)

Heath Situation and Trend Assessment, Evaluation of the Programme,
1984~85; African Region (HSATAP86/WER/L)

Evaluation of PAHO/WHO Activities, Health Situation and Trend Assessment
Program (HBSATAPB&/WP/2)

Health Situation and Trend Assessment — Programme Activities in EMR by
RA/HST EMRO (HSATAPB6/WE/3)

HST/EURC Programme, 1984-85 (HSATAFEG/WR/4)
SEAR Health Situation and Trend Assessment Programme (HSATAPR6/WF/5)

Health Situation and Trend Assessment, WPR Frogramme Overview
(HSATAFB6/WP/6)

Review of HSATAP Activities (HSATAPBG/WP/7)

Review of Global jndicarors for Monitoring and Evaluationm of the Strategy
for Healch for All (HSATAP26/WP/8)
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October 1, 1986

LIST OF TOPICS ON MIGROCOMPUTER APPLICATIONS
ON WHICH INFORMATION IS AVATLABLE WITH HST/HQ

. | Delphl Techmques

Establishing, mainteining and evaluating
heaith date bases

Health Interview and Examination Surveys
Life Table Techniques

Estimation of Small Area Statistics
Determination of Sample Size

tJse of Computerized Simulation Models

Persangl Computers in Public Health

. Map-linked data beses

Peraonal computer applications in developing
cmiries

Personel Computers in Health Management
(Presentation to European Scientific Society)

. List of Parsons (IBM PC)

£lectronic Book (e.g., Drugs for the Elderly)
{IBM PC/Macintosh)

Computer Assisted Presentation (CAP)

{1BM PC/Macintosh)

Mathematical Models of Typhoid and Hepatitis B
{ 1B+ PC/Macintosh)

 otus 123(|BM Pc) |

BPS Business Graphics ( iBM PC)
Micrasoft Excel (Apple Macintosh)
MacPaint/tacOraw { Apple Macintosh)

Cricket Oraph (Apple Macintosh)

. SPSS PCe (IBMPC) T

Stat View 512+ (Apple Macintosh)

Microstat ((BM PC)

(Contact)
(J. E. Dowd)

{J. Duppentheler)
{J. E. Dowd)

(Y. Fushimt)

{\. £. Dowd)

(S. Lwanga)

(J. Duppenthaler)

{Contact)
{J. Duppenthaler)

{J. Duppenthaler)
{J. Duppenthaler)
(Contact)

(J. Duppenthaler)
(J. Duppenthaler/
D. Macfadyen, HEE)
( J. Duppenthaler/

D. Mecfadyen, HEE )
(J. Duppenthaler)

(Contgct)

(P. Pachner)
(J. Woodal?)
{J. Duppenthaler)
{(J. Duppenthaler)

(J. Duppenthaler)

(Contact)

(Y. Fushimi)
{J). Duppenthaier)

(Y. Fushimi)
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Qctober 1, 1986

Inventory of Health and Health-Related Statistical infermation

DIB/Upit Contact Person

ChD

CoD

CDS/EAM
CDS/EAM
CDS/LEP
CDS/MIM
CDS/PBL
CDS/5ME
CD5/5ME
CD5/YDT
CDS/YPH
COR/ERO
DTR/PHA

DTR/RAD
EHE/CWS
EHE/CWS

EPI

FHE

FHE
FHE/MCH
FHE/MCH
FHE/MCH
FHE/NUT
FHE/NUT
HMDB/HM)
HMB/HMI
HST
HST/ESM
HST/GES
HST/GES
H3T/GES
H3T/0ES
HST/GES
HST/GES
HST/GES
MAP/EME

MAP/EME
MAP/EME

D. Salmon
J. Tulloch
K. Esteves
K. Estevas
J. Gambke
J, Esparza
B, Thylefors
J. Wickett
J. Wickett
. Antal

K. Yogel
0.Elo

J. Dunne

E. Lehtinen
G. Wetters
6. Watters

C. Chan

E. Royston

E. Rayston

M. Belsey

R, Quidatti

M. Carballo

W. Keller/A.Pradilla
A Pradilla/W.Keller
F. Mawson

F. Mawson

L. Roy

J, Duppenthaler

A lopez

A, Lope?

A Lopez

A Lopez

A. Vesseresu

A. Lopez

A. Lopez

J. Hempel

+J. Hempel
J. Hempel

NOTE:

Maintained by IVHO

Title

CDD Research Proposals and Letters of Intent

Management Information System Data Bese

AIDS Case Count

AIDS Epidemiology

Latest Available Statistics on Leprosy

Dengue/Dengue Haemorrhagic Fever Oecurrence

Blindness Data Bank

Expenditure for Smallpox Eradication

Worldwide Smallpox Incidence

Yaws Occurrence

Rabies Surveys

Emergency Relief Operations

“LIN Consolidated List of Products wiwose Consumption
and/or Sale have been Banned, Withdrawn, Severely
Restricted or not Approved by Governments”

TLD Intercomparison

Country Extarnal Support Information (CES!) System

National end Global Water Supply end Sanitation
Monitoring System

EPI Information System

Coverage of Maternity Care

Maternal Mortality Retes

Infertitity

Low Birth Weight

Prevalence and Duration of Breest Feeding

Anthropometry

Percapite Energy Aveilability and Family Consumption

Word Directory of Medical Schools

world Directory of Schools of Public Health

Global Indicator Data Base

List of Persons

Health Per-sonnel and Hospitel Establishments

Morbidity by Age end Sex

Morbidity by Sessonal Period

HMortatity

Diseases Subject to International Regulations

Demogrephic Data Base

Yital Statistics Data Base

Areas where Resistence of P. falciparum to Chloroguine
is Reported

Detailed Status of Antimelaria Activities

Follow—-up of Official Register

This inventory was carried out by the HST Working Group on
Data Bases, WHO Headquarters, June 1986.

The Working Group does not maintain a file of the statistical
information listed above. Requests for this information should
be directed to the individual programmes as shown.
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October 1, 1986

inventory of Health and Health-Related Statistical Information

B}/ Unit
MAP/EME
MAP/EME
MAP/EME
MAR/EME
MAP/EME

MAR/PAT
MAP/PAT
MNH
NCD/CAN
NCD/5MO
ocp

ocp

ocp

ORH
PDP/FIL
PDP/IP
PDP/SCH
PDP/TRY

SHS/MIE

SHS/MOE
TDR

Contact Person
L. Molineaux

J. Hempel

J. Hempel

J. Hempel

J. Hempel

¥. lvorra Canp
R. Kouznetsov
W. Gulbinat
K. Staniey

R. Masironi
J. Marr

J. Marr

J Marr

J. Sardo-Infirry
8. Duke

Z Pawlowski
K. Matt

P. Cattand

C. Montoya-Aguilar

D. Smith/E. Webster
K. Hata

Maintained by IPHO

Title

Blobal Monitoring of Susceptibility of Malaria

Imported Malarie in Europe

Malaria Country Information

Maiaria Rigk in International Travel

Official Register of Areas where Malaria Eradication
has been Achieved

Globai Inventory of Malaria Personnel

™alaria Country Information

Mental Heslth Stetistical Information System

Meintained at 1ARC, Lyon

Tobacca and Health

OCP Aquatic Monitaring

OCP Entomological Data Bese

OCP Epidemiological Data Base

WHO Global Oral Data Bank

Global Prevalence of Filarial Diseases

Pravalance of Ascariasis in Africa

Distribution of Schistosomiasis

PHC Approach to Control and Prevention of Sleeping
Sickness

"Analyzed |nformation on Accessibility, Coverage and
Use of Services in 40 Developing Countries”

SHS Programme {nformation

Management information Systems (MISTR)

NOTE: This inventory was carried out by the HST Working Group on
Data Bases, WHO Headguarters, June 1986.

The Working Group does not maintain a file of the statistical
information listed above, Requests for this information should
be directed to the individual programmes as shown.
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13/5/86

Title:

Global Indicator Data Base

Description. _ The zlobal ipdicators for HFA menitering

Division/Programme/Unit:

Contact person:

and evaluation reported by countries

HST

L. Roy

Documentation availabie:

Contents:
Main data items:

when established:

Operational manual under preparation

For indicator definitions see: HFA Series

No. 3, chapter V1L, paragraph 6

12 global indicators, country name, year

of data referepnce, population group

covered

1983

How often updated:

Principal data sources;

Every 2-3 vears after HFA monitoring/evaluaticn

National reports on HFA monmitoring/evaluation

Other Comments:

Rung om IBM PC/XT, using dBASE III




