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INTRODUCTION  

1. La Réunion commune CEE/OMS/EUROSTAT sur la mesure de l�état de santé s�est tenue 
à Genève du 24 au 26 mai 2004. Y ont participé des représentants des pays suivants: Albanie, 
Allemagne, Australie, Autriche, Belgique, Bosnie-Herzégovine, Bulgarie, Canada, Chypre, 
Croatie, Danemark, Espagne, Estonie, États-Unis d�Amérique, Finlande, France, Hongrie, 
Irlande, Islande, Italie, Lettonie, Norvège, Nouvelle-Zélande, Pays-Bas, Pologne, République 
de Moldova, République slovaque, République tchèque, Roumanie, Royaume-Uni, Slovénie, 
Suisse et Turquie. Des représentants de la Commission européenne, de l�OCDE, de l�OIT, du 
FNUAP, de la Commission économique et sociale des Nations Unies pour l�Asie occidentale 
(CESAO) ainsi que des experts invités de EuroReves1 et de Partnership for Health étaient 
également présents.  

                                                 
1 Branche européenne de l�International Network on Health Expectancy and the Disability 
Process (Réseau espérance de vie en santé − REVES).  
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2. M. Heinrich Bruengger, Directeur de la Division de statistique de la CEE, a prononcé une 
allocution de bienvenue.  

3. L�ordre du jour provisoire a été adopté.  

4. Mme Jennifer Madans (États-Unis d�Amérique) a été élue Présidente.  

5. Les trois discours d�orientation de la Séance I portaient principalement sur la mesure 
de l�état de santé dans une perspective nationale (discours des États-Unis), régionale (discours 
d�Eurostat) et internationale (discours de l�OMS).  

6. Au cours des séances, les participants ont procédé à l�examen des questions de fond 
ci-après sur la base des 26 communications sollicitées et documents d�appui:  

Séance II: Cadre pour la conceptualisation de la santé 

Présidence: CEE  

Présentateur: Howard Meltzer (Office for National Statistics, Royaume-Uni)  

Exposés: Colin Mathers (OMS), Antoni Montserrat Moliner (Direction générale «Santé et 
protection des consommateurs»), Sally Goodspeed (Australian Bureau of Statistics) et 
Somnath Chatterji (OMS).  

Séance III: Établissement de mesures comparables à l�échelon international − bilan des travaux 
réalisés pour parvenir à une comparabilité internationale 

Présidence: Marijke de Kleijn de Vrankrijker  

Présentateur: Angela Me (CEE)  

Exposés: Jozsef Vitrai (Centre national hongrois d�épidémiologie), Jean Marie Berthelot 
(Statistique Canada) et Didier Dupre (Eurostat). Deux interventions spéciales au cours du débat 
ont été consacrées à l�expérience de l�OIT et à celle de la Bosnie-Herzégovine.  

Séance IV: Établissement de mesures comparables à l�échelon international − stratégies pour 
garantir une comparabilité internationale  

Présidence: OMS  

Présentateur: Goeke Bonsel (Université d�Amsterdam)  

Exposés: Arpo Aromaa (Groupe restreint européen HIS/HES), Somnath Chatterji (OMS), 
Marijke de Kleijn de Vrankrijker (Groupe de Washington) et Jean Marie Robine (EuroREVES).  

Séance V: Établissement d�indicateurs synthétiques au niveau de la population 

Présidence: Marleen De Smedt  

Présentateur: Michael Wolfson (Statistique Canada)  
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Exposés: Colin Mathers (OMS), Juergen Rehm (Université de Zurich), Jacques Bonte (Eurostat).  

Séance VI: Réalisation et coordination d�enquêtes de santé dans la région  

Présidence: Jennifer Madans  

Intervenants: Goeke Bonsel, Howard Meltzer, Jean Marie Robine, Jozsef Vitrai, 
Michael Wolfson  

Communication présentée par l�OMS.  

7. Toutes les communications destinées à la réunion ont été affichées sur le site Web de 
la CEE à l�adresse suivante: http://www.unece.org/stats/documents/2004.05.health.htm.  

8. Les conclusions auxquelles les participants ont abouti au cours du débat sur les questions 
de fond inscrites à l�ordre du jour seront présentées dans un rapport distinct qui sera établi après 
la réunion.  

RÉSUMÉ DU DÉBAT  

9. Les participants à la réunion sont convenus que celle-ci a pour mission de poursuivre 
l�élaboration de critères de mesure de la santé de la population comparables sur le plan 
international dans le cadre des statistiques officielles.  

10. De l�avis général, il était nécessaire de réaliser des mesures d�après un certain nombre de 
catégories d�indicateurs pour obtenir un tableau statistique complet de la santé de la population, 
de ses facteurs déterminants et des conséquences qui en découlent (caractéristiques 
sociodémographiques, déterminants proximaux et facteurs de risque, état de santé, interventions 
sanitaires et bien-être). Les indicateurs de l�état de santé de la population sont notamment les 
maladies et traumatismes, les déficiences, l�état de santé et les risques de mortalité.  

11. Les participants à la réunion se sont concentrés sur l�élaboration d�instruments communs 
de mesure de l�état de santé dans ses multiples dimensions. Pour être comparables, les données 
relatives à l�état de santé doivent satisfaire à un certain nombre au moins de conditions:  

• Clarté sur le plan conceptuel; 

• Ensemble commun de domaines/attributs; 

• Instruments d�enquête comparables: traduction des concepts et libellés; 

• Questions préalables et postérieures à l�harmonisation (à approfondir); 

• Plan d�enquête (échantillonnage, exécution de l�enquête, couverture complète 
de la population, non-réponse, interviews par personne interposée); 

• Période de référence commune; 

• Fiabilité et validité. 



CES/2004/46 
page 4 

12. Les participants à la réunion sont convenus qu�il est nécessaire, pour réunir des données 
comparables, de s�employer à mettre au point un nouvel instrument commun. Dans le cadre du 
Système statistique européen, des travaux importants ont été réalisés ou sont en cours afin de 
parvenir à des données comparables sur les indicateurs de la santé et indicateurs apparentés 
en général ainsi que sur une méthodologie commune et des instruments d�enquête en particulier. 
L�opérationnalisation de ces instruments pour 2006 a déjà commencé sous la supervision d�un 
groupe technique composé de représentants de 28 pays. Toute initiative prise à l�échelon 
international à la suite de cette réunion commune OMS/CEE/EUROSTAT devra se situer dans 
le prolongement des travaux accomplis dans le cadre du Système statistique européen et d�autres 
initiatives telles que l�enquête commune réalisée par les États-Unis et le Canada, le Groupe 
de Washington et la World Health Survey.  

13. Afin de recenser les principaux domaines à incorporer dans le module d�enquête, qui sera 
mis à l�essai dans les programmes d�enquête nationaux, il est nécessaire de prendre en compte 
les critères suivants:  

− Faisabilité des enquêtes − santé par entrevue (brièveté, clarté, psychométrie, 
par exemple); 

− «Important» et indépendant sur le plan conceptuel; 

− Ensemble restreint de domaines décrivant la plupart des variations de l�état de santé 
ou de ses estimations; 

− Comparabilité potentielle pour x-population; 

− Série de degrés bien délimitée dans chaque domaine; 

− Capacité (et non performance); 

− Aspects qui sont «dans, sur ou près de la peau» − c�est-à-dire à l�exclusion des 
aspects qui varient en fonction de facteurs locaux, sociaux ou environnementaux; 

− Adéquats pour des mesures préférentielles; 

− Lien avec le cadre théorique de la Classification internationale du fonctionnement, 
du handicap et de la santé. 

14. Les participants se sont largement mis d�accord sur de vastes catégories relevant du 
«fonctionnement» − physique, mental et sensoriel − qu�il est nécessaire d�inclure. Le niveau 
de détail suivant pour ce qui est du fonctionnement est lui aussi relativement bien déterminé 
(les domaines à inclure sans le moindre doute sont indiqués en caractères gras; pour les autres, 
ce sont les données empiriques qui détermineront la définition à donner au domaine ou son 
inscription sur une liste restreinte):  

• Fonctionnement physique − mobilité, dextérité ou prise en charge de sa propre santé; 

• Fonctionnement intellectuel − mémoire et concentration;  
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• Fonctionnement sensoriel − vue, audition;  

• Autre domaine relevant de la «sensation» à incorporer dans l�index récapitulatif 
− douleur/gêne, affect/anxiété, vitalité/fatigue, fonctionnement psychologique;  

• Relations interpersonnelles;  

• Fonctionnement en société.  

15. Les mesures synthétiques peuvent servir utilement pour décrire et comparer la santé des 
populations. Il n�est pas nécessaire à ce stade de se mettre d�accord sur une mesure synthétique 
ni de l�utiliser dans les communications nationales, étant donné qu�il faut avant tout poursuivre 
la mise au point d�un instrument commun. En tout état de cause, il ne faut pas écarter la 
possibilité d�élaborer à l�avenir une mesure étalon, et un instrument d�enquête commun doit 
permettre de mesurer et d�appliquer les caractéristiques préférentielles de l�état de santé.  

16. Il a été recommandé de créer un groupe directeur et un groupe de travail. Ce dernier 
s�efforcera de mettre au point un nouvel instrument commun et assurera la coordination avec 
les groupes existants, par exemple le Groupe Eurostat sur les enquêtes − santé par entrevue et 
le Groupe de Washington. Les pays et organisations internationales ci-après se sont portés 
volontaires pour être membres du  

• Groupe directeur: Canada, États-Unis d�Amérique, OMS, Eurostat et CEE; 

• Groupe de travail: Allemagne, Belgique, Canada, Espagne, Estonie, États-Unis, 
Hongrie, Italie, Norvège, Pays-Bas, Royaume-Uni, CEE, Eurostat et OMS. 
EuroREVES s�est également porté volontaire pour faire partie du Groupe.  

ADOPTION DU RAPPORT  

17. Les participants ont adopté le rapport de la réunion au cours de la séance de clôture.  
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ANNEX 

SUMMARY OF THE MAIN CONCLUSIONS REACHED 
BY THE PARTICIPANTS DURING THE DISCUSSION 

Session I: Keynote speeches 

Documentation: Invited papers by the Unites States of America, WHO and Eurostat  

Chair: Heinrich Bruengger, UNECE 

1. The meeting agreed on need to work towards the development of common core measures 
of health status within the framework of official statistics to guarantee international 
comparability and to reach a consensus on the concept, measurement and reporting of health 
status. The work of other international key players in the same field will be taken in 
consideration when developing the common measurement instrument. 

2. The first steps towards these objectives are the formulation of the concept of health status 
and the identification of a common framework with a clear understanding of the purpose of the 
measurement. Participants discussed the issue of subjective versus objective characteristics of 
health and the possibility of separating these two aspects when measuring health status. It was 
argued that in order to develop a set of core measures comparable across countries the focus 
should be on those aspects of health that are likely to produce comparable data.  

3. The link between health, disability and quality of life was acknowledged and the concept 
of multi-dimensionality of health was highlighted. The use of ICF health domains was discussed 
as the reference framework for domain selection. 

4. The work already in progress at European level and in the Washington group can provide 
an important contribution to the development of a common instrument for the measurement of 
health status.  

5. There was an agreement that decisions taken on health status measurements are policy 
driven and that conceptual clarity is essential in the definitions in order to communicate with 
decision makers. Policy relevance is the starting point of the decision process even though basic 
measures are useful regardless of policy issues. The development of comparable measures within 
and among countries and throughout time should be the final purpose of the joint work. 

6. The meeting agreed that the issue of cultural differences among countries is one of the 
main obstacles to the attainment of comparable measures. Health concepts and environments are 
different across people and societies and the same questions may be perceived in different ways. 
Literal translations do not guarantee the use of common underling concepts. However, the 
involvement of experts in each specific field in the translation process could minimize different 
interpretations.  

7. The meeting was of the view that the initial focus of the work should be on countries with 
developed statistical systems and regular health surveys. The work undertaken by these countries 
can open the way to a wider use at international level. On the other hand, instruments defined at 
international level should be adaptable to regional and national needs. 
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Session II: A framework to conceptualize health: main conclusions 

Documentation: Invited papers by WHO, the European Commission and Australia, supporting 
paper by New Zealand  

Discussant: Howard Meltzer, UK 

Chair: Angela Me, UNECE 

8. During the discussion, meeting participants clearly agreed on the need for a strategy to 
measure health states. A consensus similar to the one achieved for the System of Health 
Accounts (SHA) needs to be found for Health Interview Surveys (HIS). 

9. In order to measure health states, the necessity to agree more generally on a concept for the 
measurement of population health was high-lighted. There was a broad consensus on the need 
for a number of indicators to provide a full statistical picture of population health. It was also 
agreed that health needs to be defined via a multi-domain approach. 

10. WHO already has defined such a multi-domain approach, and the meeting�s discussion 
focused on the question of how to identify the important domains. WHO explained their criteria 
to identify the domains: (1) a domain should be one-dimensional and (2) the multiple domains 
together should explain most of the variation in health states (i.e. identification is an empirical 
question). In line with the discussant�s summary, the meeting felt that there are quite some 
similarities in the various approaches and that an agreement on a number of health domains can 
be found. 

11. It was considered important to agree on the focus of the health measurement � should it be 
on the individual or also on the factors outside the individual. It was concluded that it should be 
on measuring functions of individuals. This can be achieved through health interview surveys. 
Other health related measures that lie outside the individual (such as environmental factors but 
also participation) are considered to be valuable and necessary information but are different from 
a person�s health. Also, they cannot completely be captured through surveys. In addition, 
environmental factors might change over time, and if it is not clearly distinguished between the 
health state of an individual and environmental factors, it will be difficult to monitor health state 
over time.  

12. During the discussions, next to the agreed need for a multi-domain approach, a certain 
convergence of concepts such as illness status, functional status, subjective well-being and 
quality of life was observed. A coherent translation into national concepts was deemed to be 
feasible. 

13. Policy makers are the main users of health statistics. Accordingly, they play an important 
role in shaping the �what to measure�. However, the importance of having measurements for the 
basic concepts of health was stressed, especially in the context of achieving internationally 
comparable measures and over-time comparisons. Statistical requirements such as quality and 
conceptualisation might differ from policy makers� ever-changing needs. However, a stable set 
of measurements was deemed to be useful to inform and direct future policies. Although policies 
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often have an environmental point of view and therefore are different in each cultural context, it 
was argued that basic concepts for measuring health should relate only to the person�s health.  

14. Another issue discussed was the question of indicators vs. summary measures. As regards 
long lists of health indicators, concern was expressed that conclusions of information gained 
from such exercises are often not very clear. At the same time, the need for comprehensive 
measurement of health was expressed. Aiming at the measurement of the various underlying 
health issues rather than at indicators only was seen to be a good strategy. Having a set of 
harmonised domains would then allow the creation of summary measures if wanted. Summary 
measures as such were seen differently by participants. While some participants expressed their 
concern towards summary measures, WHO underlined its position that summary measures are 
needed in order to have a clear indication of a population�s health (for more details, see also the 
discussions during session IV and V). 

15. A number of methodological questions were also touched. The question of response rates 
as well as survey coverage (i.e. coverage of the total population including institutionalised 
people) were mentioned as important issues of international comparability. In case agreement of 
an international measurement of health states is reached, the comparability with existing national 
time series has to be considered, i.e. whether to maintain two co-existing time series (for the 
national and international measures) or whether to opt for a break in series. 

Session III: The achievement of international comparable measures � a review of the work 
done to achieve international comparability  

Documentation: Invited papers by Hungary, Canada and Eurostat; supporting paper by Estonia, 
Italy, Romania and Spain 

Discussant: Angela Me, UNECE  

Chair: Marijke de Kleijin de Vrankrijker, The Netherlands 

16. In trying to identify the health status domains to be included in a standard survey module, 
a discussion was dedicated to the semantic difference between �health status� and �health states�. 
The definition of these two expressions needs to be clarified. It was noted however, that although 
there is a significant difference between the two concepts in English, other languages may not 
distinguish the two terms.  

17. The meeting agreed to focus on capacity/functioning. This would eliminate the effect of 
different environments and would guarantee a more objective measure providing questions that 
are easier to pose and allowing better comparability at international level. In the process to reach 
a consensus on some basic measures, various dimensions to be included in the measurement 
were discussed and the domains used in existing programmes and surveys such as the WHO 
World Health Survey, the Eurostat Health Interview Survey, the joint USA-Canada survey were 
reviewed and compared. Participants expressed support to domains related to the physical, 
cognition, and sensory functioning. Other domains related to psychological functioning, 
pain/discomfort, affect/anxiety, vitality/fatigue, interpersonal relationships and social functioning 
were also discussed for their relevance. Determinants of health status, risk factors, interventions 
are important and should be measured but kept separated from the measurement of health states.  
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18. Some participants pointed out the need to be more result oriented in order to anticipate 
the needs of decision makers. Decision makers� objectives may lead the selection of indicators, 
which in turn will drive the selection of domains. Therefore the selection of domains should also 
focus on the relevance of single domains for national needs. 

19. The indicators selection process should take in consideration a number of minimum 
requirements to guarantee comparability. Among these requirements there are the use of the 
most parsimonious set of domains capable to explain/measure health status, a protocol for 
translation and explanation of concepts to be measured, , cognitive testing and the 
standardization of survey design (including a protocol for the use of different data collection 
instruments). Post-harmonization techniques were also discussed as a tool to calibrate response 
items and assure comparability. Suggestions were made for an instruction manual to come 
together with the standard survey module to include at least the translation of concepts in various 
languages. 

20. Participants discussed the use of the self-perceived health single question. Even though 
such a question may be useful at a national level, it was generally recognized that it is based on 
perception and is dependent on cultural aspects, therefore not allowing cross-country 
comparability. Sometimes, even within the same country, individuals present different cut points 
and responses cannot be calibrated.  

21. Quality of data is of importance when trying to assure comparability: strategies to 
minimise non-response, monitoring of fieldwork and use of proxy-responses should be taken in 
consideration. The issue of population coverage and representation was also discussed and the 
importance of including children, people with disabilities and the institutionalised population 
was addressed. 

22. The decisions on the selection of domains to be measured and on the minimum 
requirements to guarantee comparability were deferred to Session VI. 

Session IV: The achievement of international comparable measures  - strategies for 
ensuring international comparability  

Documentation: Invited papers by the European HIS/HES Group, Harvard University, the 
Washington Group, and Euroreves  

Discussant: Goeke Bonsel, Amsterdam University  

Chair: Bedirhan Ustun, WHO 

23. The session focused on strategies to ensure comparability of self-reported health status. 
Three main approaches were presented and discussed: health examination surveys, anchoring 
vignettes, and concept-based translations. 

24. Health examination methods add their own design and execution issues and hence 
additional sources of requirements to ensure comparability, eg. standardization of tests and test 
environment, and interviewer training should be considered. Existing health examination surveys 
in European countries were reviewed together with the comparative strengths and weaknesses of 
HIS and HES methods. The need to develop a coordinated plan by EU PHP, Eurostat and 



CES/2004/46 
page 10 
Annexe 
 
relevant experienced national bodies to improve the use and comparability of HES/HIS data in 
Europe was stressed.  It was also argued that health examination techniques could usefully 
complement self-report for some domains. 

25. The use of anchoring vignettes was presented by WHO as a powerful tool to increase the 
comparability of self-reported data. Empirical evidence of the lack of comparability arising from 
the use of unanchored response categories was reported even when question wording, meaning 
and administration are standardized. Data from the WHO Multicountry Survey Study showed 
that large differences in respondents� self-responses could be reduced after being adjusted using 
the responses from anchoring vignettes. A number of geographical comparisons of raw responses 
with those adjusted using anchoring vignettes were presented in a variety of domains. The 
meeting discussed the anchoring vignettes as a promising strategy to enhance the comparability 
of the results across population groups. However it also recognized that response category cut-
point shift is a real problem that must be dealt using health interview survey instruments.  

26. The experience of ensuring cross-population comparability by providing translation guides 
for concepts was presented by EuroReves. It was argued that such a process ensures that the 
underlying concepts for each question are correctly preserved and therefore data comparability is 
improved. This is the approach used in the European Health Status Module (EHSM), which is 
now available in 5 languages with plans to extend to the new 20 EU languages. The domains 
included in this module are chronic morbidity, functional limitations, activity restriction, and 
perceived health. Differentiating functional limitations and activity restriction is central to the 
module. 

27. The work of the Washington Group was presented as one of the processes leading to the 
development of a comparable measure. The Group uses the ICF as a framework and has given 
highest priority to the use of disability data for assessing equalization of opportunities. The group 
has focused on the development of a small set of general disability measures (to be used in 
censuses and surveys), but work is starting on the development of some more detailed measures.  

28.Participants discussed the advantages and disadvantages of the three approaches to improve 
comparability, some argued that the selection of the domains could also improve comparability 
(some domains are more �comparable� than others) but others stated that domain choice is not a 
major issue.  It was also argued that scientifically most comparability issues have been, or can 
be, resolved. Official statistics and health communities need to work more closely and to build 
on and engage scientific work being carried out in academic institutions and clinical trials. The 
major difficulty is getting stakeholders to agree on a common process and to be sufficiently 
involved and motivated to make changes to existing procedures and to carry forward a process to 
improve international harmonization of population health measurement instruments.  

29.There was an agreement on the need to pay more attention to response categories, their 
labelling and to the techniques for measuring conceptual distance of response categories. It was 
highlighted the use of numbers as response categories, the use of ranked labels, and of explicit 
response options. The use of post-survey rescaling techniques, with or without the use of data 
from anchoring vignettes was also discussed, although the point was made that all techniques to 
ensure comparability of unanchored response categories required some form of data collection at 
the time of interview. Post-survey techniques such as Item Response Theory (IRT) could not 
resolve the cut-point shift issue. 
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30.Issues of comparability relating to survey mode (CATI, personal interview, postal survey) 
were also discussed and the experience of the WHO Multicountry Survey Study was 
summarized. There were a number of countries where surveys with different modes were 
conducted in order to compare results and there were some significant differences in responses to 
health state questions. 

Session V: The achievement of summary measures at population level  

Documentation: Invited papers by WHO and EUROSTAT; supporting paper by Azerbaijan and 
Italy 

Discussant: Michael Wolfson, Canada 

Chair: Marleen De Smedt, Eurostat 

31. The discussion on summary measures at population level focused on the following issues: 
concept clarification (i.e. �what is a summary measure�), relevance at international level and 
quality of summary measures, and the research for a common approach to obtain comparable 
summary measures. 

32. Once the core domains of health status to be measured are defined, a summary measure 
can be a parsimonious profile of an individual health status, a scoring function at individual level 
(implying the measurement at a specific point in time) or an aggregation function at population 
level (including the idea of measurement over time).  

33. The meeting discussed the use of standard valuations to obtain stable measures across 
countries and over time. It was recognized that reliable valuations require the availability of very 
detailed data and different point of views were expressed on the relevance of developing 
measures based on standard valuations. What needs to be decided is whether valuations are 
necessary and if there are alternatives to them.  

34. The possibility of using one or more summary measures was also examined and a proposal 
was advanced to define a family of summary measures instead. At the end of the session the 
meeting reached the conclusion that it is too soon to agree on a summary measure and the main 
priority should be the development of a common instrument to measure health states. The 
possibility of developing and using summary measures in the future must not be precluded.   

Session VI: Implementation and co-ordination of health surveys in the region  

Documentation: Invited papers by WHO-ECE-EUROSTAT 

Panelists: Goeke Bonsel (Amsterdam University), Howard Meltzer (UK), Jean Marie Robine 
(EuroReves), Jozsef Vitrai (Hungary), Michael Wolfson (Canada) 

Chair: Jennifer Madans, USA 

35. On behalf of WHO, ECE and Eurostat, Colin Mathers (WHO) prepared a paper (Working 
Paper 27) outlining a future agenda for development of a common survey module, and to 
coordinate the implementation of health surveys in the region. This working paper took into 
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account comments and suggestions raised in plenary discussion the previous day and formed the 
basis of the panel and plenary discussion and the formulation of an agreed report on the 
outcomes of the meeting. 

36. A broad consensus was reached that there are a number of classes of indicators that need to 
be measured to provide a full statistical picture of population health, its determinants, and 
consequences (social demographic characteristics, proximal determinants and risk factors, health 
status, health interventions, participation, and well being).  Indicators of population health status 
include: diseases and injuries, impairments, health states, and mortality risks. 

37. There was discussion that the distinction being made between health states and health 
status was difficult to translate into other languages, and also some discussion of replacing the 
term 'health states' by 'functioning' or 'functioning and feeling'. However, the use of the term 
functioning is also problematic because it has already been used in some conceptual schemes to 
distinguish body functioning (impairments) from activity limitations, both of which are included 
in the broader term 'health states' 

38. The meeting focused on the development of common instruments to measure health states 
in its multiple dimensions and identified minimum requirements for comparability in health state 
measurement. 

39. The meeting focused on the development of common instruments to measure health states 
in its multiple dimensions. Minimum requirements for comparability in health sate measurement 
include:  

• Conceptual clarity 

• Common set of domains/attributes 

• Comparable survey instruments: Translation of concepts and wording 

• Issues of pre and post harmonization (to be further discussed)  

• Survey design (sampling, survey execution, full coverage of the population, non-
response, proxy interviews)  

• Common reference period 

• Reliability and validity 

40. The meeting agreed that in order to achieve comparability there is the need to work 
towards a new common instrument. Within the European Statistical System (ESS) important 
work has and is been done in order to arrive at comparable data on health and health related 
indicators in general and on a common methodology and instruments for surveys in particular. 
The operationalisation of these instruments by 2006 has started now and implementation is being 
overseen by a technical group with representatives of twenty eight countries. Any initiative at 
international level arising from this joint WHO/UNECE/Eurostat meeting will need to build on 
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the work carried out within the ESS and other initiatives such as the joint United States and 
Canada survey, the Washington Group, and the World Health Survey. 

41. There was panel and general discussion on the criteria for choosing a set of core domains 
to be included in the proposed common survey module and there was a consensus on the 
following criteria:  

• feasibility in health interview surveys (e.g. brevity, clarity, psychometrics) 

• conceptually �important� and independent 

• parsimonious set of domains describing most of variation in health states or 
valuations/preferences 

• potential for x-populational comparability 

• clear series of levels within each domain  

• capacity (not performance) 

• aspects that are �within, on, or close to the skin� � i.e. excluding aspects that 
change with local social or environmental factors 

• suitable for preference measurements  

• link to the conceptual framework of the ICF 

42. It was considered crucial that the common instrument be designed to allow in principle its 
use for measurement and application of health state preferences, whether or not individual users 
intended to report health state profiles or summary indexes. It was also agreed that an important 
criterion for choosing a parsimonious but comprehensive set of domains was to maximise the 
variance in health state preferences explained by the core set of domains.  

43. Several participants emphasized the importance of linking to the conceptual framework of 
the ICF where a level of health in a domain is understood in terms of capacity, and also of using 
ICF classification for the identification and description of health domains.  

44. There was a broad consensus on broad domains of "functioning" which should be included 
- physical, mental, and sensory. Participants agreed that the following core domains would 
certainly be included (mobility, cognition, seeing, pain/discomfort, affect/anxiety, vitality / 
fatigue) and that other core domains would almost certainly be drawn from set including 
dexterity or self care, hearing. There was less agreement on whether domains such as 
interpersonal relationships or social functioning should be considered for inclusion. 

45. There were a range of views on the importance of reporting summary measures of 
population health. These can provide useful way to report and compare health of population and 
to link to evaluation activities. In discussion, it was generally agreed that there is no need to 
agree on a summary measure at this point or its use in national reporting, as the main priority is 
to proceed with the work to develop a common instrument.  
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46. There was then discussion of how to proceed after this meeting. Two key issues were to 
continue progress towards a common health state instrument, and to establish dialogue with the 
Washington Group to explore commonality of objectives and work. There was support for the 
establishment of a Working Group to work toward the development of a new common 
instrument and to coordinate with existing groups such as the Eurostat Group on HIS and the 
Washington Group. There was also agreement to establish a small Steering Group to coordinate 
the work of the Working Group and to plan for future joint meetings of WHO, EUROSTAT and 
UNECE. The following countries and international organizations volunteered to be members of 
the  

• Steering Group: Canada, the USA, WHO, Eurostat, and ECE  

• Working Group: Belgium, Canada, Estonia, Germany, Hungary, Italy, Norway, 
Spain, The Netherlands, United Kingdom, United States, ECE, Eurostat and 
WHO. Euro-Reves also volunteered to be part of the Group. 

----- 


