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COMMON FRAMEWORK (CFM3)

This Common Framework is designed to support Member States in monitoring progress in the
implementation of their national strategies for health for all (HFA), and should facilitate reporting their findings to
WHO, in accordance with rasolution WHA45.4 (1992). A report on the Third Monitoring of the Global Strategy for
Health for All, based on the findings at national and regional levels, will be submitted to the regional commitiees in
September/Octaber 1994, A global report will be reviewed by the Executive Board and the World Health Assembly
in 1995.

The common framework and format was first developed in 1982 to help Member States in collecting,
analysing and using rclevant information for monitoring progress in the implementation of their national sirategies for
health for all. It was subsequently revised and improved, and its scope was expanded in connection with the first
evaluation (1985), second monitoring (1988} and sccond ¢valuation (1991). The present version (CFM3), based on
experience gained in its use during this periodic global managerial activity, covers trends in health status,
implementation of primary health care (PHC), development of health systems based on PHC, resources for heaith,
trends in healthy lifestyles and environment, and population and sociocconomic trends. Some areas have been
simplificd while some have been expanded, as compared to the previous framework. Since there has already been
some improvement in the development of health sysiems related to coverage, this framework also includes the
additional dimensions of disability, quality of care, healthy lifestyles, healthy environment and emergency
preparcdness and relief,  Special attention is given throughout to equity in health - namely 1o assess the exlent 0
which the gap between the "haves" and the "have nots™ has been narrowed.

The use of a common framework for monitoring and cvaluation enables Member States to: compare their
health sitpation from one reporting pericd 1o the other; measure progress in relation to their targets; idemify
difficulties and obstacles encountered; and use the resulting analysis to improve their health plans, reprogramming as
necessary. Monitoring of progress and the evaluation of national strategies for HFA have allowed for a leaming
process, and these exercises have been a challenge and a chance to strengthen national managenial processes and
mechaniams, in order to improve the health situation of the people. This also enables WHO to identify and collect
relevant information to improve its own data collection, analysis and dissemination functions in support of Member
States. In the present framework, greater emphasis is placed on: (a) focusing the document more as a tool for cach
Member State to monitor its progress in the key elements of HFA, rather than as a tool for datafinformation
collection; and (b) stimulating Member States to initiate and implement action to accelerate their national HFA
strategies which are key or fundamental to the achievement of global HFA200{ targets.

In 1983, the World Health Assembly agreed to use a minimum set of global indicators, formulated in such a
way that all countries could use them to collect, analyse and synthesize the required information. The list was
therefore kept short, although countries could use other indicators in keeping with their needs and capacities. In
1990, the indicators were revised and incorporated as an integral part of the common framework. Data on the global
indicators have been accumulating from each monitoring and evaluation cycle, allowing useful trend analyses to be
made. Changes in the indicators have been kept to a minimum, with the emphasis on permitting continuity and
comparability with previously collected data. For the first time, the common framework includes indicators for
menitoring the health goals of the World Summit for Children. Countries are again requested to provide data on

indicators for the country as a whole and disaggregated values by geographical area, male and female, urban and
rural, and for priority population groups.

This document is not to be regarded as a questionnaire to which responses are required, but as a teol 1o
support Member States in carrying out the Third Monitoring of progress and in reporting their findings to WHO. h
should also be noted that in addition to the global indicators, countries may wish to use other relevant regiohal and
national indicators to carry out the Third Monitoring.
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INTRODUCTION

In 1977 the Thirticth World Health Assembly decided that the main social goal of governments and WHQO in
the coming decades should be the attainment by all people of the world by the year 2000 of a level of health that
wonld permit them 10 lead a socially and economically produoctive life. This goal is commonly known as Health for
All by the Year 2000 (HFA2000).

When the Member States of the World Health Organization launched the Global Strategy for Health for All
by the Year 2000 in 1981, they were aware that they did not possess the required knowledge and experience, but that
they could not wait until they had acquired it if the stated goals and targets were 10 be met, They realized that
monitoring and evaluation would contribute significantly to the learning process, and that it was only by going ahead
immediately that any progress could be made in attaining health-for-all goals.

More than 15 years have passed since all the countries of the world resolved that their health and heglth-
related activitics should have a commeon goal, throngh to the end of the century, for achieving the social target of
“health for all"; that is, for ensuring that by the year 2000 no individual in any country has a level of health below a
certain baseline, Thig implies that the health status of all people should be such that they can at least work
productively and participate actively in the social life of the community in which they live, It also means that
essential health care snfficient to satisfy bagic human needs will be accessible to all, in an acceptable and affordable
way, and with their full involverment.

The key to attaining the goal of health for all by the year 2000 is, according to the Alma-Ata Conference, the
establishment of a health system based on primary health care (PHC), PHC is defined as essential health care that is
technically valid, economically feasible and socially acceptable. Related sectors should also be involved, in addition
to the health sector.

Monitoring is the continuous follow-up of activities (o ensure that they are proceeding according to plan, so
that if anything goes wrong, immediate corrective measures can be taken. The information gained from moniloring is
used for evaluation. Evaluation is the systematic asscsament of the relevance, adequacy, effectiveness and impact of
a health programme. Member States are regularly provided with an opportunity to monitor and evaluate progress in
their efforis to:

. strengthen their processes/mechanisms for national health development;
o improve intrasectoral and intersectoral collaboration;
. improve national health information systems (collection, validation and utilization of data);
. reorganize and strengthen health system infrastructures;
use available resources more effectively and efficiently; and
. propose and implement priority actions/measures for improving the health status of the

population with emphasis on equity, vulnerable/priority groups, otc.

The Third Monitoring of progress towards implementation of the Strategy for HFA will be carried out in late
1993 /early 1994, and will be followed by the Third Evaluation in 1997 - the last evaluation before the year 2000,




This exercise should not be considered as the mere collection of data at a given period of time for an ad hoc
activity. It should be a nativaal endeavour that involves various governmental and nongovermnmental agencies,
incloding professional associations in the health and related scctors, and it should use cxisting national
processes/mechanisms,  On the basis of findings/results, measures for improving the implementation of national
stralegies for HFA and updating national plans of action should be undertakcn. It is expected that the Third
Monitoring will be more analytical, and will be carried out on the basis of better quality data from all rcliable
SOUCES.

This Common Framework for the Third Monitoring (CFM3) was prepared by a Working Group held in
Geneva from 1-8 March 1993, with participants from countries and WHO regional officcs who had been involved in
previous monitoring and evaluation ¢xercises, and was based on a carcful review of previous tools used for the
Second Monitoring (CFM2) and the Second Evaluation (CFE2) .

To facilitate utilization, the document is divided into sections and items, and presented in such a way that
what is to be monitored appears on the right side, and ¢xplanations concerning how to monitor (with examples, etc.)
on the left side. Some areas have been simplified while some have been expanded, and the global indicators have
been given numbers which may differ from those used in earlier monitoring and evaluation exercises. In order to
help thosc making the required calculations, formulae are given in the guidelines for the global indicators. Suggested
calculations are moreover generally included immediately below the subindicators and additional indicators. The set
of items given here should not be considered as the "maximum”, nor be restrictive if mationals wish to cxpand
monitoring of what they consider appropriate for their own purposes. Since Miniswies of Health may wish to get
contributions from various divisions/programmes and from other agencics, sections have been designed to be self-
sufficient, so that they may be given separately to those responsible for monitoring progress in their programme arcas.

When providing data on indicators, the latest available valnes should be given for the country as a whole and
disaggregated valucs by geographical arca, male and female, urban and rural, and for priority population groups. The
reference year and source document should also be given,

On the basis of the findings of this monitoring of progress in implementation of each national strategy for
HFA, a national report should be prepared for submission to regional commitiees through the WHO regional offices.
This national report should be an integral part of the national managerial process. Any Member State which has
recently carricd out an equivalent type of survey may prefer to simply update already-available findings.

As a result of this exercise, each Member State should be in a position to:

» identify areas requiring action and outline the type of action needed;
. revise/update the national plan of action for implementation of national HFA strategies; and
. report findings from the monitoring to WHO.

In September 1990, the World Summit for Children formulated a set of goals recommended for

implementation by all countrics, with appropriate adaptation to the situation of each country. WHO and UNICEF

have proposed in the context of the mid-decade review a sct of indicators for cach of these goals. They are also
included here (sec p.o1).

v -




LIST OF GLOBAL INDICATORS SHOWING THE NUMBERING SYSTEM USED

FOR THE SECOND EVALUATION FRAMEWORK (CFE2) AND THE NEW ONE BEING USED

Old No.
(CFE2)

1

10
i1

12

IN THE THIRD MONITORING (CFM3)

Global indicator as endorsed in resolution EB85.R5
The number of countries in which health for all is continuing to receive endorsemem as
policy at the highest level.

The number of countries in which mechanisms for involving people in the
implementation of strategics are fully functioning or are being finther developed,

The percentage of gross national product spent on health.
The percentage of the national health expenditure devoted to local health services.

The number of countries in which resources for primary health care are becoming more
cquitably distributed.

The amount of intemational aid received or given for health,

The percentage of the population covered by primary health care, with at least the
following;

- safe water in the home or with reasonable access, and adequnate excreta-disposal
facilities available;

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

- local health services, including availability of esscnnal dmgs, within one hour's walk
or travel;

- attendance by ained personnel for pregrancy and childbirth, and caring for children
up to at least 1 year of age.

The percentage of women of child-bearing age using family planning.

The percentage of newborns weighing at least 2500 g at birth, and the percentage of
children whose weight-for-age and/or weight-for-height are acceptable.

The infant mortality rate, maternal mortality rate and probability of dying before the
age of 5 years , in all identifiable subgroups.

Lifc expectancy at birth, by sex, in all identifiable subgroups.
The adult literacy rate, by sex, in all identifiable subgroups.

The per capita gross national product.

- vil -

New No.
{CFM3)
13

14

16
17

18

15

12

10

11

5,6

2,43

19

20
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IMPLEMENTATION OF STRATEGIES FOR HEALTH FOR ALL BY THE YEAR. 2000

Third Monitoring of Progress

I. TRENDS IN HEALTH STATUS

The items mentioned in this section are not to be regarded as a questionnaire 10 which responses are required, but as
a tool to support Member States in carrying out the Third Monitoring of progress. It should also be noted that in
addition 1o the global indicators, countries may have other relevant regional and national indicators which should be
used in carrying out the Third Monitoring.




Implementation of strategies for HFA2000 -- Third monitoring of progress
page 2

I. Trends in health status
Guidelines

WHOQ's Constitution describes health as "a state of complete physical, mental and social well-being and not
merely the absence of discase or infirmity”. Health status is the level of health of an individual, family or community
al a given poing in time. In view of the difficulty in defining and mcasuring "complete” well-being, recourse is
generally made to assessing health status using negative measures of mortality, disability and morbidity as proxy
indicators. ‘

The World Health Assembly adopted the Global Strategy for Health for All by the Year 2000 for the
attainment by ail people in alf countries of at least a minimum level of health, so that they are capable of working
productively and of participating actively in the social life of the community in which they live. It also agreed on
ceriain minimum values for some of the global indicators to be used for monitoring and evaluation of national
strategies, i.e.

« life cxpectancy at birth is over 60 years;
» infant mortality rate for all identifiable subgroups is below 50 per 1000 live births;
= the nutritional status of children is adequate, in that:
» at least 90% of newbom infants have a birth weight of at least 2500 g;
* at lcast 90% of children have a weight-for-age that corresponds to the national or international
reference populations.

Tn view of the equity concept underlying health-for-all goals, these minimum values are for a/l population
groups in all countries.

In addition, in the draft Ninth General Programme of Work of WHO (covering the period 1996-2001), the
following targets to be achieved by the year 2001 have been proposed:

» the under-5 morality ratc will not exceed 70 per 1000 live births;
+ the matcmal mortality rate will be reduced by half,

Member States may have other relevant health status indicators they consider critical for the implementation
of national health-for-all strategies and which should be used in this monitoring activity.

To assist in obtaining the requested information and in using it to monitor progress, background information
and key references arc provided for each item, together with guidance on which definitions should be used and on
how calculations should be made.

Most of the information/data arc available in documents and publications which can be obtained from
national statistical offices and the Ministry of Health, Reference should also be made to the WHO publication
Development of indicators for moniloring progress towards health for all by the year 2000 (HFA Senies No.d4, 1981).

For all data provided, the reference year and sources used should be indicated, with a succinct summary of
completeness, reliability and representativeness of data.
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I. TRENDS IN HEALTH STATUS

This section deals with monitoring of achievements in relation to the implementation of national strategics
for health for all by the year 2000, in terms of healih onicomes, ig. improvements in health stats with due
consideration being given to equity. There are many entry points to monitoring implementation of strategies: onc of
them is through 2 review of trends during the past few years in the level and disiribution of valnes of selected health
tndicators, and action taken in accelerating improvements in health. '

This section is confined to 2 review of mortality and morbidity, including nutritional status and disability. In
addition to the minimumn sat of essential health status indicators decided on by the World Health Assembly for
monitoring and evaluation of the implementation of HFA2000 strategies, information on the major causes and
patterns of mortality, morbidity and disability should be used. Countries may also use additional indicaiors and
information relevant for their national strategies, to get a realistic picture of the health status. In reviewing trends,
attention should be paid not only 10 changes in overall average national values, but also in values disaggregated by
geographical area, sex (male and female), urban and rural, and for identifiable population groups. A major effort by
health authorities is needed 10 measure differential rates for high-income and low-income groups in both urban and
rural areas, s0 that health programmes can be directed more efficiently at populations in greatest need 1o reduce the
gap between population groups.

Relevant giobal indicators for Section I

Life expectancy at birth

Infant mortality rate

Under-5 mortality rate

Matemal mortality rate

Percentage of newboms weighing at least 2500 g at birth

Percentage of children whose weight-for-age and/or weight-for-height
are acceptable

L o
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I Trendsin healtif staris

Guldelines
L1 Mortality trends

Life expectancy at birth

Life cxpectancy at birth is the average number of years a newborn baby can be expected to live if current
mortality trends continuc. The following sources may be used to obtain data: reliable vital registration, population
census, deaths based on a complete count, sample registration system, indirect estimates, eic,

Life expectancy cannot be establishcd with precision for a country with a population of less than 1 million if
based on data for a single calendar year. For countries with a population of less than 1 million but more than 200 000,
data for 2-5 years should be combined for the computation. For countries with a population of less than 200 000, the
average age at death may be used as a proxy indicator.

In countries without reliable registration of deaths and population estimates, life expectancy is normaily
calculated by applying model life-tables to mortality estimates derived from censuses and surveys,

If such indirect methods are used 1o obtain life expectancy, describe how representative the mortality

estimates arc for the national population. If a secondary source (e.g. United Nations, World Bank) has been used,
please state thig,

Infant mortality rate

The infant morality rate (IMR) is the number of deaths of infants up to the age of 1 year per 1000 live births
in a given year. This rate may be calculated from reliable vital registration data. Generally, values can be obtained
as indirect ostimates from censuses and from surveys that include maternity histories. If the IMR value is not
available, please give the following information for the whole country and for all identifiable proups (scx,
urban/rural, geographical/administrative arcas and by defined sociocconomic groups):

* nymber of live birthg:
* number of infant deaths.

Under-5 martality rate

The indicator adopicd by the Executive Board was Probability of dying between birth and exactly 5 years of
age. However, bascd on experience it is found that for monitoring and evaluation purposes, the under-5 mortality

rate is more appropriate, I is defined as the annual number of deaths of children under 5 years of age per 1000 live
births.

Maternal mortality rate #

The maternal mortality rate (MMR) is often expressed as the number of maternal deaths attributed (o
complications of prcgnancy and childbirth (within 42 days of termination of pregnancy) occurring over a year,
divided by the total number of live births in a year. It is to be expressed per 100 000 live births. This rate is usually
calculated on the basis of data from vital registration and sample surveys or from hospital statistics. I the MMR
valuc is not available, please give the following information for the whole country and for all identifiable groups (sex,
urban/rural, geographical/administrative areas and by defined socioeconomic groups):

* number of live births;
* number of maternal deaths.

® Although the "rate” is strictly speaking a rafio, the tem "matemal mortality rate” js commonly used.
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I, Trends in health status

Mortality trends

For the global indicators, please give the latest available values

for the country as a whole and DISAGGREGATED values by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant. Please also pive the reference year and source
docurment.

GLOBAL INDICATOR 1
Life expectancy at birth

GLOBAL INDICATOR 2
Infant mortality rate

GLOBAL INDICATOR 3
Under-5 mortality rate

GLOBAL INDICATOR 4
Maternal mortality rate

® W R

Has there been any change in health status for the country as a whole and with regard to differences among
geographical areas, the sexes, urban and rural populations and among other priority population groups now,
compared to the situation reported for the Second Evaluation carried out in late 1990/early 19917

Please describe the main constraints that inhibited improvements in the situation.

Please outling any action taken and/or intended 10 be taken to accelerate improvements in the situation,

* ¥ &
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I, Trends in health status
Cuidelines
I1 Maortality trends (contd)

Main causes of mortality

Mortality has been used often as an important indicator for assessing health status; various specific mortality
rates such as by age, sex, discase, etc. have been used to measure health status. For the analysis of mortality patierns
and trends, the reliability of the determination of causes of death should be carefully examined.

Please provide the latest available information on the number of deaths due 10 the global 1arget diseases and
to those diseascs/conditions considered to be major public health problems using the list of diseases/conditions shown
in the table on p.16. This list can also be used by countries for submitting detailed information on the discascs/
conditions and/or groups of diseases mentioned therein, If possible, data shoutd be presented separately for males
and females, and for each of the following age groups: 0, 14, 5-14, 15-44, 45-64, 65+. The tabular prescnlation on
p. 7 may be used.

The year(s) to which the data refer should be indicated,

The source of the data, (e.g. vital registration, sample survey, sentinel surveillance, lay reporting etc.) should
be stated,

The degree of represeniativeness of the data should be described. If not representative of the whole country,
the arcas or population subgroups to which the data refer should be listed.

The percentage of deaths for which the causc was medically certified should also be stated.




e AN " L TR R = e e e i 48 4 4 e e e

Implementation of strategies for HFA2000 -- Third monitoring af progress
page 7

I, Trendsin health status
11 Mortality trends (contd)

[.1.2a Please give the latest available data on deaths due to global target diseases and due to other diseases/
conditions considered to be major public health problems in the country (see table below),

L1.2b Please describe the main constraints that inhibited improvements in the situation.

L12¢ Please outline any action taken and/or intended to be taken to accelerate improvements in the situation.

* *F

Flease give the latest available values for the country as a whole
for the following indicator. Flease also give the reference year
and source document.

0 ADDITIONAL INDICATOR A
Mortality by cause for the global target diseases and other diseases/conditions
considerad as major public health problems in the country

Serial Cause of death Number Year Source
No. (disease/conditon) of deaths

1 Global target diseases

Acnte respiratory infections
AIDS

Diarrhoeal diseases
Malaria

Measles

Neonatal tetanus

o Tuberculosis

2. | Other diseases/conditions of major
public health concern in the country
(list 5 leading causes)

U
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I, Trends in health status
Guidelines

L2 Morbidity trends

Morbidity can be described in terms of the incidence and/or prevalence of certain diseases. It 15 usually
expressed as a rawe:  the number of cases of disease per 1000 persons. Due to the paucity of morbidity data in
general, and their reliability when available, it is suggested that a few of the most prevalent discases be selected and
an appropriatc method of monitoring their incidence and prevalence instituted, The latest available data on morbidity
are needed for the global target discases. In addition, Member States may consider other diseases/conditions to be of
national public health significance and may have initiated conceried action to control them. For detcrmining the
leading canses of morbidity, it is suggested that the list of discases/conditions shown in the table on p.16 be used.

The following definitions should be used for providing the information requested in the table on p.9.:

Incidence, Occurrence of new cases of a specified disease in a specified community during a specified
periad of time,

Prevalence. Existing cases (of specified disease) in a specificd community at a specified point in time. (If a
period of time is specified then the resulting disease measure is period prevalence.)

The most accurate way of assessing morbidity is through epidemiclogical surveys, but reporting cases
through health systems surveillance does provide some indication of the relevant magnitude of the diseasc incidence
as well as trends in control or prevention, and it can provide information on morbidity patterns in different parts of
the country.

Most of the data should be available in the Ministry of Health, although they may be located in various
divisions or programmes within the Ministry. Special attention should be given to the quality of the data collected on
morbidity,

The reference year for the data should be provided and the source of the information should be indicated
(e.g. hospital records, sentinel surveillance, community health surveys). If the data are not nationally represcniative,
indicate which population is concerned.




Implernentation 6t‘ strategies for HFA2000 -- Third monitoring of progress
page 9

L Trends in health status
Morbidity trends

Please give the latest available data for the global target diseases and for other diseases considered as major
public health problems in the country (see table below).

Please describe the main constraints that inhibited improvements in the situation.

Please outline any aciion taken and/or intended to be taken to accelerate improvements in the situation.

L

Please pive the latest available values for the country as a whole
for the following indicator. Please also give the reference year
and source document.

ADDITIONAL INDICATOR B
Morbidity by cause for the global target diseases
and other diseases/conditions considered as major public health problems in the country

Diseaselconditon Number of cases Year
Prevalence | Incidence®

(Global target diseases

Acute regpiratory infections

AIDS

Decayed, missing and filled teeth (DMFT)®
Diarrhoeal diseases

Guinea worm (dracunculiasis)

Leprosy

Malaria

Measles

Micronutrient maknutrition

- Iodine deficiency disorders

- Iron deficiency anagmia in women

- Xerophthalmia (vitamin A deficiency):
MNeonatal tctanus

Poliomyelitis

Sexually iransmitted diseases.
Tubercutosis

Other diseases/conditions of major public health
concern in the country (list 5 leading canses)

 Please specify if number of episodes or number of persone,
4 of more DMFT at 12 years of age
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I. Trends in health status

1.3

Guidelines
Disability trends

FPoints to be considered for responses to item 1.3.1

In view of the paucity of data on disability, Member States may initiate collection and compilation of

whatever data are relevant and available. When reporting on disabilities and their causes, the following should be
considered:

a disability is a limitation in an individual's ability to perform an activity in a manner which is considered to
be normal:

an impairment is an abnormality in the structure or {unction of a part of the body or mind;

disabilities are caused by impairments, which arc caused by diseases, injuries or congenital or perinatal
conditions;

disabilities reported should have a duration of at least 6 months.

Some countries have collected data on disabilitics, while others may have data on impairments. Cnly data

on disabilities are to be considered.  The following guide can be used for the types of disabilities:

difficulty seeing includes all pecople who have difficulty sesing, not only people who are completcly blind;
difficulty hearing includes all people who have difficulty hearing, not only people who are completely deaf;
difficulty speaking includes all people who have difficulty speaking, not only people who are completcly
unable to speak;

difficulty moving includes all people who have difficulty moving their limbs and trunk, or difficulty moving
from place to place;

difficulty learningicomprehending/remembering includes all peoplc who are not able to learn, comprehend or
remember as other people their age.

The following are examples of causes of dizabilities:

Diseases )
Injurics Y} = Impairmemt = Disability
Congenital and )

perinatal conditions )

Disease, etc. impairment® Di.mbilityb
Middle car infection Pariial hearing loss Inability to distingnish words in a conversation
Cataract Partial or total visual loss Inability o read or to work
Poliomyelitis Paralysed legs Inability to walk
Birth injury Menta! retardation Inability to perform school work appropriate (0 age

Data on the number of people with disabilities may come from a national census, a survey, or registries.

Statistics from specialized hospitals and institutes may also be used.

3 lmpairments represent disturhances at the argan level,
Disabikities reprosent disturbances at the level of the porson,
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L. Trends in health status

L3 Disability trends
1.3.1a  Please give the number of people who have been identified as having one of the five major types of
disabilities (see able below), indicating the year to which the data refer and the source of data,
L3.1b  Please list the two major canses for each tjrpe.bf disability, Name the disease, injury or congenital or
pertnatal condition.
Type of Number af Year to which the Source of Major cause of
disability people data refer data each type of
disability
1. Difficulty seeing 1.
2
2. Difficulty hearing 1.
2,
3. Difficulty speaking 1.
2.
4. Difficulty moving 1.
2.
5. Difficulty learning/ 1.
comprehending/remembering
2.
6. Others (specify) 1,
2.
All types

L
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I. Trends in health status
Guidelines
L3 Disability trends (contd)
Points to be considered for responses to items 1.3.2 & 1.3.3
. Disability prevention and rehabilitation form a continoum of preventive measures aimed at prevention of

disease, injury and perinatal conditions, prevention and reduction of impairment, and prevention and
reduction of disability.

. Policics and programmes related to disability prevention and rehabilitation may be comprehensive, or may
refer to specific components such as prevention of blindness, provision of technical aids and appliances for
people with locomotor disabilities, or employment of disabled people. Countries should specify what
aspects of disability prevention and rehabilitation are addressed by their policies and programmes,

. Programmes may also include those of nongovernmental organizations working in an official relationship
with national authorities.
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13

L3.2a

1.3.2b

L3.2¢

133

I. Trends in health status
Disability trends (contd)

Have any national policies and/or programmes been formulated for disability prevenunn and rehabilitation?
If 30, please outline their salient features. :

Please describe the main constraints that inhibited improvements in the sitvation.

Please outline any action taken and/or intended to be taken (o accelerate improvements in the situation.

LI

Please outline any recent developments and trends in the disability sitvation, particularly associated with
aging, internal strife and conflicts, wars, etc,
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I. Trends in health status
Guidelines
L4 Nutritional status of children

To agses the mitritional status of children, different anthropometric measures of growth and development can
be used. For this purpose the following information should be considered:

. number of newborng that were weighed;

. number of infants that were weighed;

. number of children aged 1-4 that were weighed;

. number of newborns with a birth weight of at lcast 2500 g;

. number of infants with weighi-for-age or weight-for-height between either 80% and 120% of the reference
value for the country, or +/- 2 Standard Deviations from this valoe:

. number of children aged 14 with weight-for-age or weight-for-height between either 80% and 120% of the
reference value for the country, or +/- 2 Standard Deviations from this value.

Low birthweight is defined as less than 2500 g, the measurement being taken preferably within the first
hours of life, before significant postnatal weight loss has occurred. The percentage of low birth weight is computed
by:

Liveborn babies with birth weight | han x 100
Total number of liveborn babics weighed

For global indicator 5, please give (100 - percentage of low-birth-weight babies).

Weight-for-age is the most widely used and therefore most accessible anthropometric indicator expressing
growth and estimating the nutritional statns of infants and children aged 1-4. However, it is a composite index which
fails to distinguish between linear growth and body mass distribution, It has been recommended that other indices
such as weight-for-height be used to distinguish between different "types” of growth. Children whose nutritional
status is acceptable are those whose status falls within the range of 80%-120% or +/- 2 Standard Deviations of the
national or international reference populations, such as growth charts of the US National Center for Health Statistics.
Weight-for-age and weight-for-height can be calculated as follows:

Number of infants with weighl-for-age (weight-for-height) acceptable x 100
Number of infants weighed

il it ight-for-ag eight-for-he
Number of children 1-4 years weighed

Dala are nsuatly available in the Ministry of Health and from health centres, hospital records, sample surveys
and/or special stadies.
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1. Trends in health status

L4 Nutritional status of children

For the global indicators, please give the latest available values

for the country as a whole and DISAGGREGATED valtues by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant. Please also give the reference year and source
document.

GLOBAL INDICATOR 5
Percentage of newborns weighing at least 2500 g at birth

GLOBAL INDICATOR 6
‘ Percentage of children whose weight-for-age and/or weight-for-height are acceptable

* % &

I.4.1a Has there been any change in the situation regarding the nutritional status of children since Iate 1990/early
1991 when the Second Evaluation was carried out?

1.4.1b  Please describe the main constraints that inhibited improvements in the situation.

14.1c  Please outline any action taken and/or intended to be taken to accelerate improvements in the situation.
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L. Trends in health status

ICr-9 No,

LIST OF DISEASES/CONDITIONS BASED ON ICD-9

(001-139)
001000
010-018
020-041
045079
080-088

(140-239)
150-159
160-165
170.115
176.189
200-208

(240-279)
250

280289
200319
320389
(390-459)
390-398
401-405
410-414
430-438
(460-519)
460-466
480-487
490-49¢
520-579
5R80-629
630-676
680-709
710-73%
T40-759
760-11%
750-799

§00-99%

Infections and parasitic diseases (T)
Intestinal infectious diseazes
Tuberculosis
Other bacterial discases
Viral dizeases, including AIDS
Onher anthropod-bome disezses

Neoplasms (II)
Matignant neopiasm of digestive organs and peritoneum
Malignant neoplasm of respiratory organs and intrathoracic organs
Malignant neoplasm of bone, connedtive tissue, skin and breast
Malignant neoplasm of genitourinary organs
Malignant necplasm of lymphatic and hacmatopoietic tissus

Endocrine, mrtritional and metabolic dlseases and immunity dicorders (FI}
Diaberes melliuz

Discases of blood and blood-forming organs (TV)

Mental disorders (V)

Diseases of the nervons system and sense organs (V1)

Discases of the circolatory system (VII)
Acute rheumnatic fever and chronic rheumatic heart discase
Hypenensive discase
Tschacmic heart disease
Cercbrovaseniar discase

Diseages of the respiratory system (VIII)
Acute respitatory infections
Preumonia and influenza
Chronic ebstructive pulmonary discase and allied conditions

Diseases of the digestive system (IX)

Diseases of the penitourinary system (X)

Complications of pregnancy, childbirth and the puerperivm (XI)

DMseases of the skin and subcotaneous tissue (XIT)

Disenses of the muscoloskeletal system and connectlve tissue (X1IT)

Congenital anomalies (XIV)

Certain conditions originating in the perinatal pertod (XV)

Symptoms, slgns and iit-defined conditions (XVD)

Infury and poisoning (XVII)

(E800-H949)
E&10-E$19
ES80-E828

E930-E959

E960-Eon9

Accidents and adverse offects
Matar vehicle traffic accidents
Accidental falls

Suicide

Homicide




IMPLEMENTATION OF STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000

Third Monitoring of Progress

I1. IMPLEMENTATION OF PRIMARY HEALTH CARE

The items mentioned in this section are not to be regarded as a questionnaire 0 which responses are required, but as
a tool to support Member States in carrying ot the Third Monitoring of progress. It should also be noted that in
addition to the global indicators, couniries may have other relevant regional and national indicators which should be
used in carrying out the Third Monitoring.




Implementation of strategies for HFA2000 -- Third monitoring of progress
page 18

I, Implementation of primary health care
Guidelines

Most of the information/data are available in documents and publications of, andfor can be obtained from,
the Ministry of Health and Ministry of the Environment, as well as the Ministry of Population and Family Planning.
National health development plans and midterm-review documents, together with monitoring and evaluation
documents and publications of specific discase control programmes of relevant ministries and agencies, should also
be consulted, Reference may also be made to the following WHO publications: Alma-Ata 1978 - Primary health
care {(HFA Series No.1); Global Strategy for Health for All by the Year 2000 (HFA Series No.3); Development of
indicators for monitoring progress towards health for all by the year 2000 (HFA Series No4).

Policies to improve quality of care are increasingly being designed by Member States in close collaboration
with medical associations at national and international levels. In order to improve the quality of medical care, the
following inittatives could be taken:

. the need for quality care development research should be acknowledged;

. professional responsibility for quality of carc development should be promoted, and self-evaluative
mechanisms among health professionals established,

. information on best demonstrated practice should be disseminated, and its constructive application
promoied;

. the description of good practice should be encouraged (e.g. through consensus conferences and other means
of producing statements on medical and health care), to be used as a reference for evaluation;

. strategic quality markers by individual programmes should be developed, including consideration of the

personal expericnce of individual patients and communities;

. external quality evaluation should be instituted, including mechanisms for suppert and supervision and the
establishment of protected comparative data bases (retrieved from appropriate records of health care
delivery, while enguring confidentiality for both patients and providers of health care).

Since issues of quality of care and referral support and supervision are considered under each element of
PHC, please refer to p.36 for points (o be used as a reference.

Referral support and supervision indicate support at other levels of the health system provided to the first
contact Jevel of primary health care, to permit it to provide essential elements of primary health care on a continuing
basis.

At intermediate levels more complex problems should be dealt with, more skilled and specialized care as
well as Jogistic support should be provided, and more highly trained staff should provide continuing training to
primary health care workers, as well as guidance to communities and community health workers on practical
problems ariging in connection with all agpects of primary health care.

The central level should coordinate all parts of the system, and provide planning and management expertise,
highly specialized care, teaching for specialized staff, the expertise of such institutions as central laboratories, and
central logistic and financial support.

DETAILED GUIDELINES CONCERNING QUALITY OF CARE
AND REFERRAL SUPPORT AND SUPERVISION ARE GIVEN ON P.36
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II. IMPLEMENTATION OF PRIMARY HEALTH CARE

This section deals with progress in the implementation of primary health care (PHC) since late 1990/carly
1991 (when the Second Evaluation was carried out), in terms of improvements in coverage by all or some of the eight
elements of PHC (sec p.34). In view of the equity concept underlying HFA2000 goals, not only overall
improvements in national values are reviewed but also reductions in disparities among different population groups
(e.g. mate and fcmale, urban and rural), among geographical areas as well as among other identifiable subgroups. In
addition to the coverage and availability of PHC, quality of care is being increasingly used as a ¢riterion for
decisions in connection with the overall improvement in health carc performance. Since measures of quality are not
available in all countries, and where available they are not usually comparable internationally, an effort will be made
int the Third Monitoring to ascertain the cxistence or othérwise of such measures to assess quality of care,

Another area introduced for the present monitoring exercise relates to referral support and supervision to
ensure that PHC performance is linked to other levels and elements of health care, and of an acceptable standard.
Mechanisms and procedures initiated or strengthened for the purpose during the period should be reviewed. Each of
the items should be monitored for coverage, quality and referral, support and supervision.

Relevant global indicators for Section IT

7. Percentage of the population with safe water in the home or with reasonable
access, and adequate excreta-disposal facilities available

8. Percentage of the (eligible) population covered for attendance by trained
personncl for pregnancy and childbirth, and for care of infants up to at least 1
yecar of age

9. Percentage of women of child-bearing age using family planning

10. Percentage of the eligible population (i.¢. infants reaching their first
birthday) that have been fully immunized against diphtheria, tetanus,
whooping cough, measles, poliomyelitis, and tuberculosis

11. Percentage of the population covered for treatment of common diseases and
injuries, including availability of essential drugs on the national list, within
one hour's walk or travel

12. Percentage of the population covered by PHC (with at least all 3 items
mentioned in global indicators 7-11 above) :
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11, Implementation of primary health care
Guidelines
II.1 Health education and promotion

Health promotion aimed at the adoption of healthy attitudes and practices is fundamental to health
devclopment. It is one of the essential elements of primary health carc. To this end, relevant action is taken 10
encourage individuals, families and communitics to adopt healthy attitudes and practices with regard o addictions,
hygiene, nutrition, reproduction and the environment,

The following aspects should be considered when monitoring the implementation of activities:

Commiiment

existence of national health promotion policy:

national unit 10 support health promotion;

specific programme for health information and education:

countrywidc health edocation activities, through health personnel and the mass media and in
educational institutions of all types;

Caverage

type of health promotion activitics performed by medical and health personnel;
proportion of the population covered by health promotion activities/overall health interventions;

Quality

existence of mechanisms to ensure:
- relevance 10 local problems and culture;
-« quality of performance;

Support

existence of mechanisms for supervision and training:
support given by appropriate level:

- supervision;

- raining;

- supply of materials, etc,

11.2 Food supply and proper nutrition

The item Food supply and proper nutrition is one of the additional elements of primary health care which
should be taken into account during monitoring of PHC implementation and coverage. Food and nutrition have an
important influence on health status, pariicularly for low-income groups. Since there is no easily available atisfactory
indicator for the measurcment of food supply, it is useful to get information about food production, imports, exports,
waslage, cic., especially at the national as well as the local level, This information can be obtained from onsuraption
surveys or household expenditure surveys. As far as proper nutrition is concemed, please refer also to item 14,
Nuritional status of children.
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IL1

II.1.1a

IL.1.1b

H.1le

IL.1.2a

IL.1.2b

IL1.2c

IL2

I1.2.1

II. Implemeniation of primary health care
Health education and promotion
Has there been any change in the sityation regarding national policies and/or programmes oriented owards
education related to prevailing health problems, since late 1990/garly 1991 when the Second Evaluation was
carried out?
Please describe the main constraints that inhibited faster progress in the situation.

Please outline any action taken and/or intended to be taken to accelerate improvements in the siteation.

¥k

Has there been any change in the sitvation regarding the development of mechanisms and procedures and/or
the strengthening of existing ones that are relevant and adequate to provide technical and supervisory support
from appropriate levels to health promotion activities at the local level, since late 1990/early 1991 when the
Second Evaluation was carried out?” Please give details.

Please describe the main constraints that inhibited faster progress i the situation.

Please outline any action taken and/or intended to be taken to accelerate improvements in the situation.

Food supply and proper nutrition

Has your country adopted a national nutrition policy or are there any plans to do so? Please give details.
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I1. Implementation of primary health care
Cruidelines
183 Safe water and basic sanitation® :

Population covered ingludes:

. urban population served by house connections;
. urban population without housc connections but with reasonable access o public standposts;
° rural population with reasonable access to safe walter.

The same information was requested during the Intemational Drinking Water Supply and Sanitation Decade .
(IDWSSD). Please indicate the population figures that were provided in that connection for each of thesc catcgories.

Safe drinking-water includes treated surface waters and untreated but uncontaminated water such as that
from protecied boreholes, springs and sanitary wells, Unireated surface waters, such as streams and lakes, should be
considered safe only if the water quality is regularly monitored and considered acceptable by public health officials.
Other sources of unknown quality should be considered unsafe and not included in the estimate of coverage. Where
appropriate, mention should also be made of measures taken 1o avoid contamination of the water table .

Among the various elements of sanitation, excreta-disposal facilities arc the only oncs which are included.
They are considered adequate if they effectively prevent human, animal and insect contact with excreta. Population
covered includes:

. urban population served by connections to public sewers;
. urban population served by household systems (pit privies, pour-flush latrines, septic tanks, tc.)
. urban population served by communal toilets;

. rural population with adequate excreta disposal such as pit privies, pour-flush latrines, etc.

If the above data are available in terms of the proportion of households (for which safc water and sanitation
arc availablc), it should be possible to convert this into a percentage of the population, using average figures for
houschold size. Any groups for which safe water supply or sanitation is deficient should be identified.

As the same indicators are used for monitoring IDWSSD, coordination with those responsible for collecting
data in that connection is highly recommended.

# Definitions given arc those of the International Tirinking Water Supply and Sanitation Decade (IDWSSD).
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L3

II31a

‘ IL3.1b

I.3.1c

I3z

IL.33

i1, Implementation of primary health care

Safe water and basic sanitation

For the global indicator, please give the latest available values
for the country as a whole and DISAGGREGATED values by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant. Please also give the reference year and source
document.

GLOBAL INDICATOR 7
" Percentage of the population with safe water in the home or with reasonable access,
and adequate excreta-disposal facilities available

if values are not available, then for:
Subindicator 7.1
Percentage of the population with safe drinking-water available in the home or with reasonable access

caleulated as follows:

“Total populatlon

andlor for:
Subindicator 7,2
Percentage of the population with adequate excreta-disposal facilities available
calculated as follows:
Total pupulatmn
% % 4%

Has there been any change in the situation regarding safe water and basic sanitation since late 1990/carly
1991 when the Second Evaluation was carricd out?

Please describe the main constraints that inhibited faster progress in the situation,

Please outline any action taken and/or intended to be taken to accelerate improvements in the situation,

LAE ]
Have mechanisms and procedures introduced or swengthened been relevant and adequate to ensure quality of

safe water? Are any indicators being used routinely to assess the quality of safe Watm*‘7 If so, please give a
brief description of the mcchamsms procedures and indicators being used.

* k%

Have mechanisms and procedures developed and/or strengthened been relevant and adequate o promote
technical and supervisory support from appropriate levels and/or national agencies to ensure access (o safe
water and basic sanitation? Please give details,
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II. Implementation of primary health care
Guidelines
1.4 Maternal and child care, including family planning
Care of pregnant women and children by trained personnel

For the percentage of pregnant women attended by trained personnel® during pregnancy, the following
should be taken into account:

For national monitoring, disaggregation by place of services and type of personnel® is recommended, The
average number, or preferably the frequency distribution of prenatal visits should also be calculated (c.g.
what propartion have 1 visit, 2 visits, 3 or more visits).

The criteria for antenatal services should be defined in terms of desired number of visits, how the visits
should be spaced according to trimester of pregnancy, the type of personnel atiending® and tasks o be
performed at each visit,

If there have been studies of the content and quality of antenatal services, briefly describe how the services
provided compare with national norms,

Since the number of pregnant women is generally not available, the number of live births is used here as the
denominator instcad. However, if the number of pregnant women is used as the denominator, please explain
how it was calculated.

For the percentage of deliveries attended by trained personnel,? the following should be taken into account:
Digaggregation by place of delivery and type of personnel” is desirable,

The criteria for delivery attendance should be defined.

The rate of delivery attendance at each level should be compared with the levels of attendance expected
nationally and at each level,

For the percentage of infants cared for by trained personnel,? the following should be taken into account:

Infant carc is envisaged up to 1 year, including that given in the course of immediate postnatal services.

The criteria for postnatal services should be defined in terms of the desired number of visits, the type
(qualifications) of personncl attending and the tasks to be performed. If there have been studies of the
content and quality of postnatal services, bricfly describe how the services provided compare with national
Noms.

An essential item in infant care is proper growth monitoring, which may be defined as the possession of a

growth-menitoring card plus at least 4 weighings before age 1. Please state whether such growth monitoring
is ncluded in infant care, and provide coverage figures for that monitering.

# Please state the type of trained personnel, e.g. doctor, nurse/midwife, trained or inizaied twaditional birth auendant, family member, cic.
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I1. Implementation of primary health care

L4 Maternal and child care, including family planning

For the global indicators, please give the latest available values

for the country as a whole and DISAGGREGATED values by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant, Please also give the reference year and source
document.

GLOBAL INDICATOR 8
Percentage of the (cligible) population covered for attendance by trained persomnel for pregnancy and
childbirth, and for care of infants up to at least 1 year of age

if values are not available, then for:
Subindicator 8.1
Percentage of pregnant women atiended by traincd personnel during pregnancy

calculated as fo!laws

| No. of lwebuths

andlor for.
Subindicator 8.2
Percentage of deliveries attended by trained personnel
calculated as follows:
No, of deliveries attended by traingd personnel x 100
No. of live births
andlor for;
Subindicator 8.3
Percentage of infants cared for by trained personnel
calculated as follows:

No. of infants cared for by trained personng] x 100
No. of live births
andior for. .
Subindicator 8.4
Percentage of women immunized with tetanus toxeid (TT) during pregnancy
calculated as follows:

No. ofllveblrths T

L

Has there been any change in the situation regarding maternal and child health since late 1990/early 1991
when the Second Evaluation was carried out?

Please describe the main constraints that inhibited faster progress in the situation.

Please outling any action tzken and/or intended to be taken to accelerate improvements in the situation.

L
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11, Imgplementation of primary health care
Guidelines

14 Maternal and child care, including family planning (contd)

. Any groups for which the availability of services for pregnant mothers and infants is deficient should be
identified. Countries are encouraged to provide child care up to age 5, and to provide figures on such care, if
available, in addition to the infant care figure.

. Where the contribution of the voluntary or private sector is significant, it is desirable that an attempt should
be made to estimate if,

" The figure to be calculated is the percentage of pregnant women immunized with 2 doses of tetanus toxoid
(TT-2). If tetanus immunization is also given w other groups of women, this may also be recorded, but for
proper programme managemcent it i$ necessary 1o know at least the percentage of pregnant women being
protected.

Family planning

. Women of childbearing age are generally defined as aged 15-49. Some countries measure contracepiive
usage for other age groups. These figures may be given in addition to the ones requested, Any results from
continuation of contraceptive prevalence studics relying on life-table methods should be mentioned.

. If figures available are for a population different from all women of childbearing age (e.g. marricd women
only} this should be clearly stated. National criteria should be explained,

. Uscrs of contraception are defined as women who are practising, or whose male partners are practising, any
form of contraception. These include female and male sterilization, injectable and oral contraceptives,
intrautcrine devices, diaphragms, spermicides, condoms, rhythm, withdrawal and abstinence, among others.
Please state which methods are included.

. When studying demographic trends, the total fertility rate is the most appropriate measure. For public health
and operational purposes, however, it would be more appropriale to use the general fertility rate, defined as
follows:

No, of live births during a year x 1000
Female popnlation aged 15-49
at the midpoint of the same year
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1.4.2a

11420

II42c

.43

II.4.4a

11.4.4b

1.4 4c

1145

46

11.4.7a

4.7

I1.4.7c

I1. Implementation of primary health care
Maternal and child care, including family planning (contd)

Has there been any change in the situation regarding the implementation of relévant safe motherhood
initiative activities since late 1990/early 1991 when the Second Evaluation was carried out?

Please describe the main constraints that inhibited faster progress in the simation.

Please outline any action taken and/or intended to be taken to accelerate improvements in the situation,

W OoW K
Have mmechanisms and procedures introduced or strengthened been relevant and adequate to improve the
quality of maternal care? Please give details of how the assessment was made and what action followed.

% % %

Has there been any change in the situation regarding the implementation of relevant child care programme
activities since late 1990/earty 1991 when the Second Evalnation was carried out?

Please describe the main constraints that inhibited faster progress in the situation.

Please outline any action taken andfor intended to be taken to accelerate improvements in the situation.

* ok

Have mechanisms and procedures introduced or strengthened been relevant and adequate to improve the
quality of child care? Plcase give details of how the assessment was made and what action followed.

& * &

Have mechanisms and procedures introduced andfor strengthened been relevant and adequate to improve
access to trained personnel for maternal and child health care? Please give details of how the assessment
was made and what action followed.

4ok
Family planning

GLOBAL INDICATOR 9
Percentage of women of child-bearing age using family planning

% kK

Has there been any change in the situation regarding family planning since late 1990/early 1991 when the
Second Evaluation was carried out?

Please describe the main constraints that inhibited faster progress in the situation,
Please outline any action taken and/or intended to be taken to accelerate improvements in the situation.

# & &

ADDITIONAL INDICATOR C
General fenitlity rate
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I, Implementation of primary health care
Guidelines
IL5 Control of locally endemic diseases
When monitoning progress, the following points should be considered:
. mechanismg and procedures cstablished for surveillance of notifiable diseases and other endemic diseases of
kigh priority;
* new or additional measures taken to ensure proper referrral of locally endemic discases.
IL6 Immunization

For the coverage of infants it is most useful for the management of immunization programmes 0 estimate
the proportion of infants reaching their first birthday who have been immunized. Values should be calculated
separately for:

. full immunization against DPT (2 or 3 doscs according to the immunization scheme adopted in the country);
. immunization against measles (1 dosc);

. full immunization against poliomyelitis (3 doses), with a note of whether live or killed vacceine 1s used;

. immunization against tuberculosis (1 dosc).

If the national schedule provides for immunization in a different age group, such as measles in the sccond
year of age, the value should be the percentage of children immunized in the target age group. If such is the case, it
should be clearly mentioned.,

If the figures available are for children in age groups different from those requested, these groups should be
clearly indicated. For the proper management of immunization programmes it is however essential to be able to break
down the data in such a way as to show the percentage covered in the first year of Life (or the sccond year for measles
immunization),

Global indicator 10 may be calculated as follows:

s fully immunized with specified vaccine x 100
No. of infants surviving to age 1

For the immunization of women with tetanus toxoid during pregnancy, please see Subindicator 8.4, p.25,
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I1. Implementation of primary health care

Control of locally endemic diseases

Has there been any change in the situation regarding the control of locally endemic diseases since late
1990/early 1991 when the Second Evaluation was carried out? Please list notifiable and other endemic
diseases of high priority.

Please describe the main constraints that inhibited faster progress in the situation,

Please outling any action taken and/or intended to be taken to control locally endemic diseases.

Immunnization

For the global indicator, please give the latest available values

for the country as a whole and DISAGGREGATED values by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant. Please also give the reference year and source
document.

GLOBAL INDICATOR 10
Percentage of the eligible population (i.e. infants reaching their first birthday) that have been fully immunized
against diphtheria, tetanus, whooping cough, measles, poliomyelitis, and tuberculosis

if values are not available, then for:
Subindicator 10.1
Percentage of infants reaching their first birthday that have been fully immunized against diphtheria,
tetanns and whooping cough
calculated as follows:
No, of infants fully i

Subindicator 10,2
Percentage of infants reaching their first birthday that have been fully immunized against poliomyelitis
calculated as follows:

f infants fully i iz in li itig % 100
No. of infants surviving to age 1

Subindicator 10.3
Percentage of infants reaching their first birthday that have been fully immunized against measles
caleulated as follows:

infants fully i i ingl m x 100
No. of infants surviving to age 1

Subindicator 10.4 .
Percentage of infants reaching their first birthday that have been fully immunized against luberculosig
calculated as follows:

No, of infanis fully irnmuni In losis x 100
No. of infants surviving to age 1
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I, Implementation of primary health care

Guidelines
1.6 Immunization {contd}

As the monitoring of immunization coverage is included in most national immunization programmes, it is
desirable o ensure the coordination of data collection and dawa sources so as to climinate duplication and
discrepancies in reporting,

Where the contribution of the voluntary or private sector is significant, it is desirable that an attempt be
made 1o cstimate it.
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IL.6

11.6.1a

IL6.1b

I1.6.1lc

.62

163

[L6.4

IL.6.5

II. Implementation of primary health care
Immunization {contd)

Has there been any change in the sitnation regarding immunization coverage of infants since late 1990/carly
1991 when the Second Evaluation was carried out?

Please describe the main constraints that inhibited faster progress in the situation.

Please outline any action taken and/or intended to be taken to accelerate improvements in the situation,

* k¥
Please give the latest available data on coverage with Hepatitis B vaccine,

* ok *

If your country is at risk for yellow fever, please give the latest availabic data on coverage with yellow fever
VaCCIng.

& & &

Have mechanisms and procedures introduced been relevant and adequate to improve the quality of
immunization services? Are indicators being used to assess the quality of services? If so, please give a brief
description of the mechanisms, procedures and indicators being used.

P

Have mechanisms and procedures developed been relevant and adequate to provide technical, logistic and
supervisory Support to improve access to immunization services, availability of vaccines and management of

side-effects? Please pive details.
* ¥ *

ADDITIONAL INDICATOR D
Percentage of the population that has been immunized with Hepatitis B vaccine

ADDITIONAL INDICATOR E
Percentage of infants reaching their first birthday that have been immunized with yellow fever vaccine
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1I. Implementation of primary health care
Guidelines

1.7 Treatment for common diseases

Global indicator 11 refers to the percentage of the population covered by local health services, including
availability of cssential drugs, within one hour's walk or travel. Since coverage for the preventive and promotive
aspects of local health services has already been mentioned in other global indicators in this section, the scope of this
indicator will be only coverage of the population for treatment of common diseases and injuries, including availability
of ¢cssential drugs on the national list, within one hour's walk or travel.

The criteria to be used when addressing this item are:

. ne hour's walk or travel. 1f data for time 1aken are not available, but distance is, distance can bo converted
into tirae. For example, under many circumstances 5 km can be walked or 25-50 km travelled by motor
transport in on¢ hour, depending on road or track conditions. Countries can calculate conversion factors
according to the terrain.

. Availahility of essential drugs (as defined on the national list). Please state whether a national list of
cssential drugs exists and an uninterrupted supply of the essential drugs designated by the country is assured
to all parts of the country. National policies on drug production, procurement and distribution should be
described with budgetary information if possible.

. Exsential drugs. Countries should to provide their list of essential drugs for front-line units (such as health
posts),

Where the contribution of the voluntary or private sector to the delivery of health care is significant, it is
desirable that an attempt be made to provide an estimation. Any groups for which the availability of essential drugs
is deficient should be identified,

)
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1Y, Implementation of primary health care

10¢4 Treatment for common diseases

For the global indicator, please give the latest available values

for the country as a whole and DISAGGREGATED values by
geographical area, male and female, wrban and rural, and for
priority population groups, including ethnic minorities where
relevant,  Please also give the reference year and source
document.

GLOBAL INDICATOR 11
Percentage of the population covered for treatment of common diseases and injuries,
including availability of essential drugs on the national lis,
within one hour's walk or travel

* % %

I1.7.1a Has there been any change in the situation regarding coverage for treatment of common diseases and
injuries, including availability of essential drugs, since late 1990/carly 1991 when the Second Evaluation
was carried ont? Has a national list of essential drugs been established or revised? Please give details.

i1.7.1b Please describe the main constraints that inhibited faster progress in the situation.

IL7.1c Please outling any action iaken and/or intended to be taken to accelerate improvements in the situation.
LI

11.7.2 Have mechanisms and procedures developed and/or srengthened becn relevant and adequate to facilitate
referral services to appropriate levels and (o improve access to all relevant levels of care in the health
system? Please give details,

L O

1173 Have mechanisms and procedures introduced and/or sirengthened been relevant and adequate o improve
quality of care in terms of diagnosis, treatment and follow-up? Are any indicators being used to assess the
quality of services?  If so, please give a brief description of the mechanisms, procedures and indicators
being used.

LI

.74 Have mechanisms and procedures developed and/or strengthened been relevant and adequate at the first
referral level to promotc technical and supervisory support on a continuing basis? Please give details.
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1. Implementation of primary health care
Guidelines
L8 Primary health care coverage

Primary health care is essential health care bascd on practical, scicntifically sound and socially acceptable
methods and technalogy made universally accessible to individuals and families in the community through their full
participation and at a ¢ost that the community and country can afford. It forms an integral part both of the country's
health system, of which it is the central function and main focus, and of the overall social and economic development
of the community.

Primary health care includes:

- cducation concerning prevailing health problems and the methods of preventing and controlling them:
promotion of food supply and proper nutrition;

- an adcquate supply of safe water and basic sanitation;

- maternal and child health care, including family planning:

- immunization against the major infectious diseases;

- prevention and control of locally endemic discases;

- appropriate Lrcatment of common discases and injurics;

- pravision af ¢ssential drugs.

Global indicator 12, however, relates to comprehensive coverage of the population by PHC with at least the
following 5 items:

(1 safe waler in the home or with reasonable access, and adequate excreta-disposal facilities available;

(2) atiendance by trained personnel for pregnancy and childbirth, and for care of infants up to at least 1 year of
age;

3) use of family planning;

) futl immunization of infants reaching their first birthday against diphtheria, whooping cough, (ctanus,
measles, poliomyelitis, and tuberculosis;

5 treatment for common discases and injuries, and a regular supply of the essential drugs on the national list,
availablc within one hour's walk or travel.

It may be calculated as follows:

Population covered by at least all 5 items of PHC mentioned above x 100
Total population

This indicator should help in answering the question of PHC coverage. Countries should make an overall
assessment and indicate problems cncountered in providing the population with comprehensive PHC.
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II. Implementation of primary health care

IL8 Primary health care coverage

For the global indicator, please give the latest available values

for the country as @ whole and DISAGGREGATED values by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant. Please also give the reference year and sowrce
document,

GLOBAL INDICATOR 12
Percentage of the population covered by PHC
{with at least all 5 items mentioned in glpbal indicators 7-11 above)

L

Has there been any change in the situation regarding primary health care coverage, with at least all 5 items
mentioned on p.34, since late 1990/early 1991 when the Second Evaluation was carried out?

Please describe the main constraints that inhibited faster progress in the situation.

Please outline any action taken and/or intended 10 be taken to accelerate improvements in the situation.
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1. Implementation of primary health care

Quality of care

For information on quality of care, emphasis should not be strictly en technical critcria alone but also on operational
quality; for example, for a given intervention continuity of care in terms of percentage of infanis recciving all the three doscs of
DPT to those with onc dose only, selectivity for care in terms of percentage of high-risk pregnancies under prenatal care during a
year to all pregnancics under such care. It goes beyond availability of highly-trained health personnel and application of highly-
sophisticated technology; it assesses the degree to which a given intervention is directed 10 priority problems/diseases, covers
priority population groups and takes into account problems associated with all phases of the individual's life oyele., Where
mcasurements and indicators arc available for assessing quality of care, definitions of terms used should be given.

A major component of the performance of a health sysiem is the quaiity of care provided, and this has been introduged
as an arca {or periodic monitoring and evaluation.

{a) Is evaluation of the quality of care recognized as an integral part of the health care system or ag an ndependent activity
w central, district/county, local/imstinrtional and individual provider levei?

What mechanisms are used for evaluating the quality of care: peer group roviews, medical audits, utilizanon reviews,
agreed guidelines, reports by experts, paticnts, community members, other mechanisms for sclf-monitoring, feedback
and evaluation? (Relevant cxamples may be given.)

Components of the quality of ¢are in hospitals and a1 PHC level may be deseribed. Are they related to specific
vonditions? To what extent approximately do the quality of care activities mentioned cover hospitals, PHC centres and
individual providers?

Do training activitics in quality of carc cxist at national level? What types of health personnel are trained? How many
have been trained during the last yesr? Have any been trained on international eourses?

What mechanisms exist to monitor outeomes in health care, in particular at policy-making level, at regional leve, st
institutional level? Whal types of outcome are monitored? Examples of action taken as a consequence of outcome

monitoring may be given.

Does a minimum patient data set exist for medical records? For the treatment of what diseases have agreed national or
regional treatment protocols been adopted?

What mechanisms arc in operation (o monitor the opinion of users of care, whether they cxpress satisfaction or make
complaints?

Referral support and supervision

Primary health carc, consisting of at lcast the essential clements included in the Declaration of Alma-Ata (see p.34),
should be detivered at the first point of contact between individuals and the health system. The other levels of the health system
should support the first contact level of primary health care to permit it to provide these essential clements on a continuing basis,

A referral system of patients and problems must be developed so that the first referral level is not overloaded with
problems that could be dealt with by primary health care in the community, and so that patients and problems are referred back 1o
those who sent them, accompanied by information on action taken and gwidance {or further action. Ministries of health will
review transport and communication facilities together with local authorities and representatives of other ministrics. Mechanisms
and procedures have to be developed and evaluated to permit the reforral system to function cfficicnily.

Intcgration of management and support functions should not be limited 1o a single lcvel of the health system; rather the
first-level hospital should be integrated into the district health system o facilitate referral of eascs for all kinds of health needs.
Involvement of second and third Jevels is essential - W give back-up for preventive, promotive, eurative and rchabiiitative
activities, 10 care for referred patients, and to complement the skills, resources and technica] capacities of the first care level. The
hospital is a pariner to the other health scrvices in the community. In addition o institutional care, hospitals give technical
suppott and back-up 1o other carc services, and have an imporiant role 1o play in health promotion and discasc prevention,
diagnostc activitics, rehabilitation, and the cducation and training of health personnel. Haospitals, thercfore, need to be closcly
associated, along with other cloments of care provided at the second and third Tevels, with the planning, organization and delivery
of care.




IMPLEMENTATION OF STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000

Third Monitoring of Progress

® III. DEVELOPMENT OF HEALTH SYSTEMS BASED ON PHC

The items mentioned in this section are not to be regarded as a questionnaire 1o which responses are required, but as
a tool to support Member States in carrying out the Third Monitoring of progress. It should also be noted that in
addition to the global indicators, countries may have other relevant regional and national indicators which should be
used in carrying out the Third Monitoring.
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11, Development of health systems based on PHC
Guidelines

A bealth system is the complex of interrelated elements that contribute to health in homes, educational
institutions, workplaces, public places and communitics, as well as in the physical and psychosocial environment and
the health and related sectors. A health system is usually organized at various levels, starting at the most peripheral
level, also known as the community level or the primary level of health care, and proceeding through the intermediate
(district, regional or provincial) to the central level, The intermediate and central levels deal with those clements of
the health system that devolve on them by virtue of the country's administrative organization, and they also provide
progressively more complex and more specialized care and support. It is not easy to conceive such a multifaceted
health system, to maintain its cohesion and to ensure that it functions in compliance with agreed policies.

The fundamental policies for health for all, as stated in Global Strategy for Health for All by the Year 2000
{HFA Serics No.3), are the following:

(1) Health is a fundamental human right and a worldwide social goal.
M The existing gross inequality in the health status of peoplc 15 of common concern to all countries and must
be drastically reduced.

€))] People have the right and the duty to. participate individually and collectively in the planning and
implementation of their health care.

4 Governments have a responsibility for the health of their people which can be fuifilied only by the provision
of adequate health and other social measures.

(3) Countrics must become sclf-reliant in health matters if they are 1o attain health for all their people.

(6) The coordinated efforts will be required of other social and economic sectors concerned with national and
commumity development.

(T Fuller and better usc must be made of the world's resources to promote health and development, and thus
help to promote world peace.

The establishment of a health system that will deliver primary, secondary and tertiary health care to the
entire population, with the object of attaining health for all by the year 2000, is a formidable management task.
Clertain measures are required to ranslate policies into strategies and strategies into plans of action for determining
the action requircd to define and operate health programmes, and Lo ensure that the health system infrastracture is
built up to deliver them efficiently and effectively. This is achieved through a managerial process for national health
development which is a continuous process of systematic planning and programming carried out in collaboration with
other sectors concemned with health,

Health research is an essenuial part of national health development, in the broad sense of research on all
aspects of health, the factors affecting it, and ways of promoting, protecting and improving it. Health system rescarch
focuses on the entire health system or a part of it, to ensurc that the system is optimally planned and organized and
that programmes are carricd out by the health system infrastruciure efficiently and effectively and with appropriate
technology. Research is needed to establish appropriate health technology, i.e. methods, procedures, techniques and
equipment, that are scientifically valid, adapted to local needs and acceptable to those who use them and to thosc for
whom they arc used, and that can be maintained and utilized with resources the community or the country can afford.
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H

The global strategy for HFA is based on seven fundamental policies (see p.38) which require intensive
efforts to ensure the commitment of political decision-makers and the health and related professions, The fulfilment
of these policies also requires concerted national action to develop health sysiems of which primary health care is the
central function and main focus. An adequate managenal process by the health system that leads to clearly stated
objectives for health development and intrasectoral collaboration is essentiat for the effective implementation of the
global strategy.

Without continuing progress in intersectoral collaboration, community involvement and application of
research to further cffective implementation of PHC, the full potential of the HFA strategy cannot be realized. Also
necessary is the use of affordable, acceptable and appropriate technology for PHC services and referral lavels of the
health system. International support to health system development takes many forms through international agencies
such as WHO and bilaterally between countries. The importance of assessing such support lies in the extent to which
it complements national efforts and objectives, and is in line with national priorities,

Monitoring progress in the development of health systems based on primary health care should cover the
following aspects: national health policies and strategies; organization of health systems based on PHC; managerial
process; intersectoral collaboration; community involvement; health system research; technology for delivery of
PHC; intemnational support for health system development; sustainable development initiatives; and emergency
preparedness and relief.

The difficulty of monitoring in these areas cannot be understated. Judgements on overall progress in process
development are nearly always problematic. The development and endorsement of national policies and strategies
based on HFA principles is perhaps the best overall indicator of progress in these areas.

Relevant global indicators for Section IH

13. Health for all is continuing to receive endorsement as policy at the highest
level

14. Mechanisms for involving people in the implementation of strategies are
fully functioning or are being further developed

15. Amount of international aid received or given for health
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Guidelines

III.L1  Mational health policies and strategies

The fundamental policies 1o be considered in development and implementation of national stratcgies for
HFA2000 call for: recognition that health is a fundamental right and a worldwide social goal; the political
commitment of the slate as a whole; coordinated cfforts of social and economic sectors concerned with national and
community development; an cquitable distribution of resources within a country; community involvement in the
shaping of its own health and socioeconomic future; specific policies aimed at reducing disparities in health status;
and technical and economic cooperation among countries. Progress accomplished since the Second Evaluation in
1991 should be reviewed within this framework.

For the global indicaior, the WHO Executive Board approved the wording The number of countries in which
health for all is continuing to reccive endorsement as policy at the highest level. The formulation used here is found
more appropriate for use by countries,

With regard to continuing political commitment to HFA at the highest official level since 1991, the focus
should be on basic palicy implementation for achieving equity in health and improving health and the quality of life.
The following points should be considered:

) policics aimed at reducing disparities in health status;

. new or amended legislative measures strengthening the right of citizens in respect of health;

. new or significant changes in the health policy for allocation or reallocation of resources for PHC and
underserved populations;

. policies for involving pcople in their community(ics):

. new of significant changes in policies directed at supporting policy analysis and research to support PHC:

. publication of the national health policy 4nd its dissemination throughout all levels of government, non-
governmental agencics, the private sector and the community at large;

. new mechanisms or changes in mechanisms thal are being used for achicving active dialogue between staff
at the many levcls of the health sysiem and socioeconomic development planners, the community, the
private sector and nongovemmental organizations;

. rcvisions to plans of action and how they are reflected in the national development plan,

The health effects of policics and strategies in related sectors should be examined in detail, to identify areas
such as education of women, nutrition and agriculture, and environment, Examples of the findings should be
documented.  Different sources of information should thus be used, e.g. from various institutions or officials of
health and health-related sectors, This is useful when making a critical comparative analysis with respect to needs
and the carlier situation,

These points should also be considcred when describing the main problems that impeded development of
national health policies in line with the policy of health for all and thus affected expected progress in implementation
of national health-for-ali policies and strategies.
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II1. Development of health systems based on PHC

INLY  National health policies and strategies

For the global indicator, please give the latest available
information for the country as a whole. Flease also give the
reference year and source document.

GLOBAL INDICATOR 13
Health for all is continuing to receive endorsement as policy at the highest level

* & &

HIl.1a Has there been any change in the situation regarding formulating/revising national healih policies/strategies
to adequately support PHC since late 1990/early 1991 when the Second Evaluation was carried out? Please
describe (e) significant changes in national health policies; and (k) significant changes in national health
strategies.

I1.1.1b Please describe the main constraints that inhibited faster progress in formulation and implementation of
national health policies and sirategies.

IHL.1.}¢ Please outline any action taken and/or intended to be taken to ensure political commitment to achieving the
goals of HFA2000 through PHC.
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Guidelines

HL2  Organization of the health system based on PHC

Achieving the goal of HFA2000 requires concentrated efforts from countries to organize their health systems
based on PHC. The majority of countries are trying to further rcorient and reorganize their health systems towards
PHC, To that effect, many changes are being introduced,

In order to review overall progress in reoricntation and cxpangion of the health gystem based on PHC,
attention should be given to actions to strengthening district health systems, which are defined as follows:

A district health system based on primary health care is a more or less self-contained segment of the
national health system. It comprises a well-defined population, living within a delineated
administrative and geographical area, whether urban or rural. It includes all institutions and
mdividuals providing hcalth care in the district, whether governmental, social  security, w
nongovernmental, private or traditional. A district health system therefore consists of a large
varicly of interrclated elements that contribute 1o health, It includes self-care and all health care
workers and facilities, up to and including the hospital at the first referral level and the appropriate

support services. .
The following points should be considered:

. PHC as the ¢entral and integral part of the total health system;

. the inclusion of components from the health and health-related sectors;

o at lcast the cssential elements of PHC (see p.34) being delivered at the first point of contact between people
and the health systems;

. revicw, revision and redistribution of roles, responsibilities and functions of health institutions and health
personnel;

. the health personnel being suitably motivated and supervised;

. the other levels of the health system adequatcly supporting the level of first contact between the people and
the health system;

. encompassing the entire population on the basis of equality and reciprocity,

If progress/achievements since 1991 are not sausfactory, please describe the main problems that affected
reorientation and expansion of the health system based on PHC,

The main action taken or to be taken for organizing the health systems and swrengthening district health ‘
systems should be reviewed and outlined.
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I, Development of health systems based on PHC

HE2  Organization of the health system based on PHC
I11.2. 12 Has there been any change in the situation regarding the recrientation of health systems based on PHC
(especially with reference to strengthening district health systems) since late 1990/early 1991 when the

Second Evaluation was carried ount? Please give details.

I[I1.2.1b Please describe the main constraints that inhibited faster progress in reorienting, organizing znd
strengthening heatth systems baged on PHC,

HI2.1¢ Please outline any action taken and/or intended 10 be taken to accelerate improvements in the situation,
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IIL3  Managerial process

Since the launching of the Global Strategy for HFA2000, there has been a major shift in understanding of the
role of management in decision-making to ensure that available resources are used efficiently and effectively for
health development,

Review of the managenal process, in addition to considering the process of formulation and updating of
national HFA2(XX) policics and siralegies, mechanisms for involving other sectors, the adequacy of information
support, mechanisms for the deceniralization, planning and management of resounrces, eic., should cover the
following points:

the process of formulating and updating national policies, strategies and plans of action to implement the
national strategy for health for all;

mechanisms for involving other sectors and the community in planning, monitoring and evaluation;

adequacy of information support to the managerial process, at all levels of decision-making (community and
health care system), i.e. local, regional, national; the relevance, validity, timeliness and cfficiency of
information generated; and its use for decision-making;

costing of plans and allocation of resources;

new lcgislation enacted since the sitwation described in the 1991 evaluation report to support the
management of the stratcgy;

mechanisms for decentralizing planning, management and resources, and levels of the health service for
which decentralization has been achieved.

One central element that ¢nsures equitable provision of at least the essential elements of PHC (see p.34) to
the entire population is an appropriate managerial process. This will include:

deciding what i3 10 be implemented, i.e. sctting norms and standards of performance and quality of services,
determining work targets, allocating resources;

supporung and facilitating implementation of ihe above decisions through effective coordination,
decentralization of responsibility, financial and administrative authority o the local level,

determining the progress of implementation through monitoring at local levels, ensuring accountability for
resulis and reporting progress.

In describing the main problems, if any, cncountered since 1991 to accelerate progress in implementation,
and action taken or 1o be taken, emphasis should be on those relevant for the local levels. Any continuing weaknesses
in the health information system (collection, analysis and use of information), and reasons for this, should be
specificd.
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M3 Managerial process

11L.3.1a Has there been any change in the sitpation regarding the managerial process and related mechanisms,
including information snpport, since late 1990fearly 1991 when the Second Evaluation was carried out?
Please give details of any managerial processes and capacity, including information support, which have
been further developed, revised or strengthened.

IIL3.1b Please describe the main constraints that inhibited faster progress in improving the managerial process for
national health development, including information support.

I1.3.1¢ Please outline any action taken gnd/or intended 1o be taken to accelerate tmprovements in the situation.
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.4 Intersectoral collaboration

Recognizing the multisectoral character of health development, the Aima-Ata Declaration called for the
coordination of health-related activities of the different sectors. In response, countrics have songht to develop more
integrated health policies and programmes embodied in the primary bhealth care approach - and to design institutional
mechanisms and administrative structures better able to promaote intersectoral action for health.

There 38 a need o identify the key roles and contributions expected from the most relevant sectors for the
achicvement of health objectives included in national strategies for health for all. Relevant policies in other scctors
which contribute to or foster health development have to be clearly outlined and coordinated. Countries will need 10
examine periodically these policies and actions with a view (0 agsessing their adequacy and specific contribution 1o
health, They will also need 1o promote further intersectoral policies and action towards health,

To foster intersectoral action it is nccessary to devise ways of ensuring adequate cooperation between
ministrics of health or analogous authorities and other ministries concerned.  Mcchanisms such as multisectoral
national health councils and interministerial committees for coordination in policy making and plarning have been
established in some countries. The effectivencss of these mechanisms in achieving intersectoral collaboration at
policy, planning and community levels have to be further enhanced. Such mechanisms should also be part of the
managerial process in support of the swrategy for health for all.

Coordinated planning at the community level will make it possible 1o link primary health care closely with
other sectors in joint efforts for community development. Community representatives in local government ¢an ensurc
that communily interests are properly taken into account in the planning and implementation of development
programmes, The desitability of coordinating at the local level the activitics of the various sectors involved in
socioeconomic development, and the crucial role of the community in achicving this integration, make community
partictpation an cssential component of primary health care. Countrics will need to give special attention to
achieving intersectoral action at the community level and to secking mechanisms which are effective and developed
by the communitics themselves, These mechanisms need not necessarily be formal but might also be partnerships to
address a specific issue or project {e.g. environment, health and development problems at the local level), This has
been called the "scttings approach”, and is based on the places where people live and work (home, school, workplace,
ncighbourhood, village or city).

Whilc the primary responsibility for achieving health goals is with the health sector and its agencies, a share
of the responsibility devolves 1o other sectors.  When monitoring progress in connection with intersectoral
collaboration, it is useful to:

. be aware of the need for the health sector and other development sectors 1o work together harmoniously at
all levels, with the common goal of ensuring that the pcople lead economically and socially productive lives;

. consider whether all sectors play complementary roles without unhealthy competition for resources or
power; and

. establish suitable intersectoral coordination mechanisms at all levels, and use them effectively.

Please describe the main problems and action laken/to be taken in achieving satisfactory collaboration
among health and other sectors, and factors that have contributed to the inadequacy and ineffectiveness of national
mechanisms for interscctoral collaboration at central level and at community level.
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H14  Intersectoral collaboration

Hl4.1a Has there been any change in the situation regarding intersectoral collaboration to accelerate health
development, since late 1990/early 1991 when the Second Evaluation was carried out? Please give details.

II14.1b Please describe the main constraints that inhibited faster progress in improving intersectoral collaboration,

ilL4.1¢ Flease outline any action taken and/or intended to be taken to accelerate improvements in the situation,
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NLs  Commuynity involvement

Community involvement is a process whereby communities, familics and individuals assume responsibility
for their own health and welfare, and develop the capacity to contribute to their own development and that of the
communily. Mechanisms and approaches for such involvement, and measures to inform and motivate communities
so that they take greater responsibility for their health and well-being, have also been outlined in some national health
strategics. While promiging trends in mobilizing communities for health for all are evident in many countrics,
sustained community involvement has been difficult o attain, A genuing partnership between the health system and
the community has y¢t to ¢volve in many ¢ountrics.

When monitoring progress, the following poinis should be considered:

. political commitment for community involvement, e.g. policy statcment, financial resources carmarked for
promotion of community involvement in health, cic,;

. role of the health scrvices infrastructurc in promoting and supporting community involvement, formulation
of guidelines;

. delegation of responsibility, authority and resources 0 the community, o ¢stablish primary health care in the
community in a way that is linked 10 the real-Iife situation of the people in that community;

. organizational arrangements and mechanisms, creation of community health councils, composed of
representatives of a cross-section of the people in the community, to develop and control primary health
care;

. training for community groups and individuals, fostering individual responsibility for self-care and family
care, adopting a healthy lifestyle, and applying the principles of good nutrition and hygicene;

*  delegation of part of the responstbility and provision of human and material resources 10 communities to
carty out agreed components of health programmes, such as vector-control activities to reduce malaria
transmission, sanitation, or ensuring adequate nutrition for underprivileged children;

. developing mechanisms for people to participate at the national level in decision making on the country's
health system and health technology through accepted soctal and political channels;

. ensuring people’s representation in national or intermediate-level decision-making badies;

. clection of members of the public to governing bodies of health institutions;

. ensuring that people with community responsibility, such as civic and religious tcaders, teachers, community
workers, social workers and magistrates, have been provided with information on the national health stratcpy
and the part they could play in supporting it;

. recognizing the role of nongovernmental organizations (NGOs) as the actual and potential contribulors o the
promotion and implementation of HFA strategies throngh resource mobilization, planning and execution.

For the global indicator, the WHO Executive Board approved the wording The number of countries in which
mechanisms for involving people in the implementation of sirategies are fully functioning or are being further
developed. The formulation used here is found more appropriate for use by countries.

When answering question II1.5.1, attention might be given to specific improvement projects within scttings,
¢.g. whether people have become involved in water and sanitation projects to improve conditions in their village or
city.

When identifying the main problems, and action taken/to be taken, attention should be focused on:

. development and implementation of appropriate ways of involving people in deciding on the health sysiem
required and the health technology they find acceptable;

. the need for ministries of health 10 launch countrywide health-education activities through health personnel
and the mass media and in educational institutions of all types.
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M5 Community involvement

For the global indicator, please give the latest available
information for the country as a whole and by geographical
area, mate and female, wrban and rural, and for priority
population groups. Please also give the reference year and
source document.

GLOBAL INDICATOR 14
Mechanisms for involving people in the implementation of strategies (for health for all by the year 2004) are
fully fanctioning or are being further developed ‘

LI ]

‘ M1.5.12 Has there been any change in the situation regarding the establishment and functioning of mechanisms for
community involvement in health, since late 1990/carly 1991 when the Second Evaluation was carried out?

I1.5.1b Please describe the main constraints that inhibited faster progress in the situation.

[H.5.1¢ Please outline any action taken and/or intended to be taken to accelerate improvements in the situation.




Implementauion of strategies for HFA2000 -- Third monitoring of progress
page 50

Il Development af health systems based on PHC
Guidelines

L6  Health system research

Health research, focusing on problems requiring solution, is eritical so that PHC covers the whole population
at an affordable cost. It will include patterns of rcsource allocation, ¢ost sharing, use of resources, community
involvement, clc, Action neccessary to support development of research for PHC includes:  estublishment of
mechanisms and allocation of regources for undentaking such research; training of personnel; dissemination of
research information; wse of informaticn in decision-making; etc. Prioritization of problems for analysis within the
national context is also important,

When monitoring progress since 1991, the following points should be considered:

*;  any ncw mechanism established for coordination of studies and analysis of problems relevant to PHC;

. any revision of national rescarch policy focusing on priority health problems in PHC;

* any siudies carried out (o answer operational and managerial issues related to the delivery of health carc
using the PHC approach;

. accessibility of any national and intcrnational information sources relevant to research for PHC
development.

When describing the main problems that affected expected progress in implementation of rescarch in support
of PHC, the following should be considered:

) national research policy;

. priority arcas in the health system/PHC:
development/establishment of coordinating mechanisms, etc.;

. access to national and international information cxchange systems.

Action taken/to be taken may focus on:

. supporting and promoting health system rescarch for PHC;
establishing mechanisms for coordination of and support to research at national and community levels;
. cnsuring further progress in implementation of health system research in support of PHC.
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L6  Health system research

1I1.6.1a Has there been any development in the conduct and use of health system research to solve issues relevant to
PHC development, since late 1990/early 1991 when the Second Evaluation was carried ont? If so, please
give details,

I11.6.1b Has any international system for the exchange of information on health system research relevant for PHC
been used? If 50, please give details.

I11.6.1¢ Please describe the main constraints that inhibited faster progress in promoting and supporting health system
research in support of PHC,

I11.6.1d Please outline any action taken ardfor intended to be taken to accelerate implementation of health-for-all
strategies through health system research in support of PHC.
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NL7  Technology for delivery of PHC

The increasingly rapid advances being made in science and technology and their practical application have
profound health and economic implications. All new technical advances require thorough assessment from the point
of view of safety, effectiveness, cost-effectivencss and accepiability. This applies not only to products connected
with health that are manufactured by industry for general consumption, but also, and more particularly, to technigues,
cquipment and chemical substances developed specifically for use in the health sector. Any assessment should be
based on behavioural, physical, cconomic and clinical criteria.

Governments should adopt national policies for the practical and systematic assessment of all new technical
advances that have a possible application in health care, as well as any existing products that have not been assessed,
with a view to eliminating any device or procedure that is harmful, unnecessary or not cost-effective.  This would
require coordinated action by the government departments concerned, industry, the providers and consumers of health
care and research institutions.  Technology asscssment provides an opportunity for international technical
collaboration, 10 which WHO could contribute by devising suitable methods and setting up an information nerwork
for reporting on the results of assessments already made.

The identification, development and application/implementation of appropriate technology is an essential
ingredient in primary health care. When monitoring progress since 1991 the following points should be considered:

. promotion for its local development;
. support to undertaking technology assessment and analysis;
. cnsuring use of findings, including widespread dissemination of information;
. selection of health care lechnology geared towards PHC:
us¢ of health care technology which is affordable and locally applicable;
. application of health care technology that effectively addresses PHC priority problems;
. access to relevant international data bases,

When considering the main problems and action taken or to be taken, special attention should be given to
whether;

. technology assessment and analysis in support of PHC wete promoted and developed;

. appropriate technology in support of PHC was complemented;

. efforts were made to define which type of technology should be further developed and implemented
(appropriate, affordable and locally applicable).
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L7

I.7.1a

HL7.1b

[L.7.1c

IIL7.1d

IIL. Development af health systems based on PHC
Technology for delivery of PHC
Has there been any development in the systematic and comprehensive assessment of appropriate technology
as it is uscd for delivery of PHC, since late 1990/early 1991 when the Second Evaluation was carried out? If

30, please give details.

Has any international system for the exchange of information on effective, efficient and safe technology
relevant for PHC been used? If so, please give details,

Please describe the main constraints that inhibited faster progress in the assessment and use of appropriate
technology for PHC.

Please outling any action taken andior intended to be taken to accelerate the use of appropriate technology
relevant to PHC for the implementation of health-for-all strategies.
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HI8  International support for health system development

International action 10 support national efforts for developing health systems should concentrate on
strengthening the national health infrastructures and on the promotion of health services and technology that are
appropriate to their situation, At the inlernational level, constant efforts are necessary o influence multilateral and
bilateral agencies to channel resources in such a way that they will have a multiplier effect in countries,

When monitoring progress since 1991 in connection with intemational support received or given, the tables
below can be used. These tables can also be used for comparative analysis of action to be taken for better
mobilization and utilization of external resources for health. Please provide figures for all the years from 1988 to

1992 for which data arc available. In addition, it would be ussful 1o know the kind of support received or given, e.g.
for PHC, hospitals, training, construction/building, ete,

International aid received for health, by component, 1988-1992

1988 1992
Source Amount recgived . Arnount received
{LIS§) (US8)
Capita] | Reeur. | Total Leading recipient Capita! | Recur Total Leading recipicnt
| rent Programme renl Prog ramme
International/ multilaters)
(specify)
Bilateral (specify)
Others (specify}
Total
Aid given to other countries for health, by component, 1988-1992
1948 1992
Source Amount given e- Amotmt given
({U5%) {Us%)
Capital | Recur- Toul Leading recipicnt Capital | Recur Total Leading recipient
rent Programme rent programme

[nternational/ multilataral
{specify)

Bitateeal (specify)

Others specify)

Tatal
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I8 International support for health system development

For the global indicaior, please give the latest available values

for the country as a whole and DISAGGREGATED values by
geographical area, male and female, urban and rural, and for
priority population groups, including ethnic minorities where
relevant. Please also give the reference year and source
document.

GLOBAL INDICATOR 15
Amount of international aid received or given for health

Please give values for:
Subindicator 15.1

Amount of international aid received for health (US$)
andlor for: :

Subindicator 152
Amount of aid given to other countries for health (US$)

* ok

IH.8.1a Has there been any change in international suppott for developing and strengthening health systems based on
PHC, since late 1990/early 1991 when the Second Evaluation was carried ont? If so, please give details.

I11.8.1b Please describe the main constraints that inhibited faster progress in the situation.

IIL.8.1c Please outline any action taken and/or intended 1o be taken to accelerate improvements in the sitpation,

L
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IIL8  International support for health system development (contd)

A description should be giver of the main problems that affected expected progress in utiizing support,
identifying priorities for support, and using suppont according to the prioritics,

Consideration should be given to action taken/to be taken regarding:

new mechanisms established for overall coordination of international support for the national strategy for
HFA,;

new measures o improve efficient use of international resources made available for health;
further improvement in ¢fficiency of use of international support;

major intesnational (United Nations) or multilateral offorts that are health-related and oriented towards the
Strategy for HFA.

IILY  Sustainable development initiatives

Sustamable development is a process in which changes arc made consistent with future needs and with the
present, so that the basic needs of all are met now while at the same time increasing the ability of future generations

to mect their own needs, Limitations arc imposed, however, by the effects of the present stage of technology and the
ability of the hiosphere to absorb the effects of human activities,

The linkages between health and development have been demonstrated over a number of years in both
developed and developing countries. Some developrnent actions, such as in the agricultural and industrial SCCLOTS,
can have sidc-cffects that are detrimental to health. It is therefore important to incorporatc preventive measures in
any development scheme which poscs particular health hazards, Appropriaie legislation may have to be enacted to
support such health measures, for example for environmental control, water quality assurance, and the regulation of
the constraction of industrial facilities. Other development prospects may provide an opportunity to include a health
component, for example for the health protection of industrial and migrant workers. In addition, the industrial sector
can support primary health carc by establishing indostries related o health, in particular for essential food and drugs.
Local small-scale industries are also important, because they creatc employment and thereby improve the local
cconomic basc and earning power, The health scctor has to play a spearheading and stronger advocacy role and seck
positive collaboration with other sectors to achicve health goals. However, the incorporation of health as a
development goal in the overall national planning and strategy formulation is of overriding importance,

When monitoring progress since 1991, pleasc consider whether changes in the health Sysiem arc consistent
with present basic nceds, but also with their implications for future needs, and whether measures introduced

"produced” results which will help to engyre not only improvement in heatth status but also an appropriale sustainable
level,

A description should be given of the main problems affecting expected progress in sustainable development
of the national health system, with special emphasis on problems encountered in achieving coverage of PHC,
realization of basic hcalth needs, keeping achieved level of health status, cic.
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HI. Development of health systems based on PHC
M8 International support for health system development_ (contd)
L8.2 Please state which new priority areas for external support have been identified since 1991, and which of the

identificd priority areas received adequate external support,

* % %

ADDITIONAL INDICATOR F
The amount of intemational aid received as a percentage of total national health expenditure

ADDITIONAL INDICATOR G
The amount of aid given for health to other countries as a percentage of gross national product

HL9  Sustainzble development initiatives

I11.9.1a Has there been any change in development and implementation of sustainable health development initiatives
since late 1990/carty 1991 when the Second Evaluation was carried omt? If so, please give details.

[I1.8.1b Please describe the main constraints that inhibited consideration of such initiatives in development of the
national health system based on PHC.

II1.9.1c Please cutline any action taken and/or intended to be taken to accelerate improvements in the situation.
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1. Development of health systems based on PHC
Guidelines

IILI0 Emergency preparedness and relief

Emergency sttuations resulting from natoral and man-made disasters are a significant problem, as they are
unpredictable and affect many services. They always require the rapid provision of emergency health services.
Chemical and radiation accidents also require rapid identification of the toxic agent involved and the application of
appropriate countermeasures. The long-term effects of disasters are also significant. In addition to medical care and
access to water and sanitation facilities, food and shelter may have to be restored while services may have to be
provided 1o deal with the psychosocial problems associated with the disaster.

To respond effectively to nanrral and man-made disasters, programmes need to be developed at the national,
federal, regional and district levels to maintain 2 state of preparedness for disasters and to alleviate their
consequences. These programmes must be intersectoral and should involve services such as health, environment,
communications, transport and public information, to ¢nsure coordinated management. They need to provide for a
rapid response during both the emergency and the rehabilitation phases associaled with disasters. Community health
workers must be trained in areas where disasters are likely 1o occur, as well as in adjacent communities that may be
affected by the disruption of the health infrastructure in the disaster arca, The network of WHO collaborating centres
for disaster preparedness needs to be reinforced. The centres' participation in training in preventive and mitigatory
meagurcs in Member States needs to be developed.

If there have been several major disasters, they should be lsted together with the year of occurrence, and the
disaster type should be identified (e.g. typhoon, cyclone, carthquake, carthslide, famine, flood, drought, chemical and
other accidents, wars, civil strife, influx of refugees). Figures provided shouvld be official information concerning
number of deaths, injurcd, disabled, homeless, etc., and number of healih institutions destroyed,

When assessing progress in the situation, please consider whether:

- a national disaster plan has been prepared, and if so, when (please also provide details conceming the focal
point (a) at national level and (b) at the Ministry of Health);

. there are laws and regulations related to emergencies;

. a nctwork has been established (if so, please give details and describe the means of communication with
regional/district levels);

. nongovernmental organizations (NGOs) are involved (gither nationally or intermationally),
The national/subnational preparcdness status should be described, mentioning especially:  disaster readincss
and response stalus prior to  disaster;  health resources which could be mobilized in  emergencies

(institutions/scrvices/manpower); emergency stocks; etc. The role of PHC in disaster-hit areas should be considered.

Possible constraints include delayed or imprecise warning, lack of resources, etc,
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I11. Development of health systems based on PHC
OL1) Emergency preparedness and relief

II1.10.1a Has the counry experienced any major natural and/or man-made disasters since late 1990/early 1991 when
the Second Evaluation was carriéd our?

IIL.10.1b If so, please give details concerning the type of disaster suffered and the number of people affected by each
type.

L

II1.10.2a Has there been any change in the integration of emergency preparedness and relief aspects into the long-
term plang for development of health systems based on primary health care, since late 1990/early 1991
when the Second Evaluation was carried out?

II1.10.2b Please describe the main constraints that inhibited faster progress in the formulation and implementation of
relevant activities.

I[.10.2¢ Please outline any action taken and/or intended t0 be taken to accelerate improvements in the situation.




IMPLEMENTATION OF STRATEGIES FOR HEAL'TH FOR ALL BY THE YEAR 2000

Third Monitoring of Progress

IV. RESOURCES FOR HEALTH

The irems mentioned in this section are not to be regarded as a questionnaire to which responses are required, but as
a tool to support Member States in carrying out the Third Monitoring of progress. It should also be noted that in
addition to the global indicators, countries may have other relevant regional and national indicators which should be
used in carrying out the Third Monitoring,
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IV, RESOURCES FOR HEALTH

In grder to implement the HFA Strategy, all available human, financial and material resources will need 1o
be mobilized. One of the keys to the achievement of health for all however lies in the distribution of the available
resources {o priority areas. Also, the most efficient use must be made of the existing resources, both within and
amoilg countries.

As health gysiems develop and health care improves, needs, ntilization and demands increage, as well as
expectations. Increasing pressure is being placed on health care systems throughomt the world to demonstrate that
resources are being nsed efficienly and effectively in priority areas. Moreover, additional resources need to be|
generated, and used appropriately.

Trends should be monitored in four main types of resources: financial, human, physical infrastructure
(institutions), and logistics and supplies. Most countries already monitor these tends as part of thewr national
managerial process. It is difficalt however to make intzrnational comparisons, as a result of differences in health
system structares and definitions used. Thus only a limited number of resource indicators are recommended for
global monitoring. These should be supplemented by appropriate additional regional and national indicators. The
challenge ahead lies in the ability (0 make real comparisons of progress achieved, not only in reallocating existing
resources, but also in mobilizing additional ones, and in using available resources effectively and efficiently, for
priority areas and the population in real need.

Relevant global indicators for Section IV

16. Percentage of gross national product spent on health
17. Percentage of national health expenditure devoted to local health services
18. Resources for primary health care are becoming more equitably distributed
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V. Resources for health
Guidelines

v.i Financial resources

For global indicator 18, the WHO Executive Board approved the wording The number of countries in which
resources for primary health care are becoming more equitably distributed. The formulation used here is found more
appropriate for use by countrics,

Local health services refers 1o health care delivered to individnals, families and communities from the first
infragtructure level of a health system based on primary health ¢are, Variouy intermediate levels and the central Jevel
provide more specialized services and support to the first level, which responds to changing and specific requirements
1o meet the basic health needs and demands of well-defined population groups, and consists of a combination of
preventive, promotive, curative and rehabilitative measures using appropriate technology and covering the whole
population, progressively if necessary.

When replying to questions conceming global indicators 16, 17 and 18, tables based on the following model
may be used. For comparison of data, please specify currency unit used and exchange rate for conversion into US§.

Health expenditure® devoted to local health services, by major administrative areas, for the year 199..b

Maior Ministry of Health Other (nhers Al
admintstrative Central level Other (specify) ministriecs (specify)

aveas OF of of of Of

which which which which which
Total local Total local Total local Tetal local Total local
health health health health health
services Services services serviecs Rervicas
Totl

& If actual expenditute is not available, budget allocations may be given and specified.
D Please specify year,

In rclation to item IV, 1 global indicator 15, Amount of international aid received or given for health, may
also be relevant in some cases (see p.55).

|
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v.1

IV, Resources for health

Financial resources

For the global indicators, please give the latest available values

for the country as o whole and, where apprapriate,
DISAGGREGATED values by geographical area, urban and
rural, and for priority population groups, including ethnic
minorities where. relevant. Please aiso give the reference year
and source document. :

GLOBAL INDICATOR 16
Percentage of gross national product spent on health

GLOBAL INDICATOR 17
Percentage of national health expenditure devoted to local health services

GLOBAL INDICATOR 18
Resources for primary health care are becoming more equitably distributed

Subindicator 18.1
Financial resources for primary health care are becoming more equitably distributed

L

IV.1.1a Has there been any change in the situation regarding availability of financial resources since laie 1990/carly

1991 when the Sccond Bvaluation was cartied oot?

IV.1.1b Please describe the main constraints that inhibited faster progress in the sitwation.

IV.1.1¢c Please outline any action taken and/or intended to be taken to accelerate improvements in the situation.

* % &

1V.1.2a Has there been any change in the situation regarding distribution of financial resources since late 1990/carly

1991 when the Second Evaluation was carried out?

IV.1.2b Please describe the main constraints that inhibited faster progress in the situation.

IV.1.2¢ Please outling any action taken gnd/or intended to be taken to accelerale improvements in the sitvation,

* % *
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IV. Resources for health

Guidelines
Iv.1 Fingncial resources (contgd)

When replying to questions concerning addirional indicators H-M, tables based on the following model may
be used. Please provide figures for all the years from 1988 to 1992 for which data are available,

Heatth expenditore, by components, 1988-1992

1988 . 1992
Type of expenditure Minisury Onher Other Ministry Other Orher
of Health | ministrics SoUTCes Total of Health | miniatrics sources Towl
(specify) (specify)

Capital health expenditure
Recurrent health expenditure

. Salaries, wages, allowances,
cte.
. Drugs/pharmacouticals and
other medical supplics
3. Travel and transportation

. Othere?

Total expenditure

% Such as repairs und maintenance of capital 235615, ¢.g. buildings, major equipment, etc.
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IV, Rescources for health

IV.1. Financial resources (contd)

IV.1.3a Has there been any change in the sitnation regarding equity in the use of financial resources since late
1990/early 1991 when the Second Evaluation was carried out?

IV.1.3b Please describe the main constraints that inhibited faster progress in the situation,

IV.1.3¢c Please outline any action taken and/or intended to be taken (o accelerate improvements in the situation,

} LR RS
IV.1.4 Has there been any change in the rate of implementation of the approved health budget?

L

IV.1.5 Has there been any change in the allocation of adequate resources to support recurring expenditure {e.g.
salaries, drugs, etc.) since late 1990/early 1991 when the Second Evaluation was carried out?

L

Please give the latest available values for the country as a whole
for the following indicators. Please also give the reference year
and source document. If data relate 1o the Ministry of Health
only, please indicdte this.

ADDITIONAL INDICATOR H
Government health expenditure as a percentage of total govermment expenditurc

ADDITIONAL INDICATOR I
Per capita government health expenditure

ADDITIONAL INDICATOR ]
Actual government health expenditure as a percentage of appraved health budget

ADDITIONAL INDICATOR K
Actual recurtent government health expenditure as a percentage of total government health expenditure

ADDITIONAL INDICATOR L
Per capita actual recurrent government health expenditure

ADDITIONAL INDICATOR M
Percentage of health expenditure going to (i) salaries/wages, etc. (ii) dugsfpharmaceuticals
and other medical supplies, (iif) travel and transportation, (iv) others (specify)
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IV. Resources for health
Guidelines

V.2 Human resources

For global indicator 18, the WHO Executive Board approved the wording The number of countries in which
resources for primary health care are becoming more equitably distributed, The formulation used here is found morc
appropriate for use by countrieg,

Tables based on the following model may be used. The data requested here should include those from both
the public and private sectors, and must be considered as a minimum.

Number of health personnel by category, latest available data®

Hospitals (hher institutions/ units
Category

Rural Urhan Rural Urban

1. Physicians
- Weatern medicine
- traditional medicing
2. Dentistz
. Pharmacists
+ Other professionsls (e.g.health educators,
sanitary engincers, ete,) (please specify and dafins)
. Nuraesg
. Agsistanl nurges
. Midwives
» Other paramedical (e.g. Iab wohnicians)
{please specify and define)
. Avxiliary health personnel (incl. raditiona) healih
workers) (please specify and define)

ot

S~ S LA

b=

A Please spucify year.
DEFINITIONS

PHYSICIANS: all graduates of any faculty or school of medicine, actually working in your country® in any medical field (practice, teaching,
administration, rescarch, laboratory, ete.),

DENTISTS: all graduates of any faculty or school of dentistry. odentalogy or stematolagy, actually working in your country® in any dental ficld.

PHARMACISTS: all graduates of any faculty or schonl of pharmacy, actuslly working in yow country? in pharmacies, hospitals, laboratories,
industry, ete.

MNURSES: all persons who have completed a programme of basic nursing sducation and are qualificd and registered or authorized by your country to
provide responsible and competent service for the promotion of health, prevention of iliness, the care of the sick, and rehabilitation, and are gctually
working in your couniry®

ASSISTANT NURSES: personnel assisting nurscs in hospitals, long-term care institetions, clinics, and primary health centres, under the supervision
of anurse. These persormel have cither & short conrse or on-the-job training. Give country definitions.

MIDWIVES: all perstons who have completed a programme of midwifery education, and have acquired the requisite qualifications o be registered
and/or legally licensed to practise midwifery, and are actuglly working in your cosntry? The person may or may not have prior nursing cducation,

* If this figure is not available, explain whe is included in the figure given (e.g- all on 1993 register),







