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EBPOITEMCKASI D KOHOMUYECKASI KOMUCCHSI EBPOIIEMCKHX COOBHIECTB
OPT'AHU3 AU OFBE/IMHEHHbBIX HAIII/II71 (EBPOCTAT)
KOH®EPEHLIUSA EBPOIEMCKHUX BCEMMUWPHAS OPT'AHU3ALIUSA
CTATUCTHUKOB 3 IPABOOXPAHEHMSI (BO3)

[IaTbaeCAT TPEThS IIICHAPHAS CECCUS
Kenena, 13-16 uronsa 2005 rona

JOKJIAL O PABOTE MAMCKOT'O (2004 TOJA) COBMECTHOI'O
COBELIAHUSA EDK OOH/BO3/EBPOCTATA 11O U3BMEPEHUIO
COCTOsAHUA 310POBbSA HACEJIEHUA

IToarorosaen cexkperapuarom EJK
BBEJIEHUE

1.  CosmectHoe coemanne E9K OOH/BO3/EBPOCTATa o u3mMepeHuto COCTOSIHUS
3JI0pOBbs HaceseHus mpoxo o B XKenere 24-26 mast 2004 roga. B coBenianuu npuHsIM
ydactue npejacraButenu Ascrpanuu, ABctpuu, Andanuu, bensruu, bonrapuu, bocauu u
I'epuerosunsl, Benrpuu, ['epmanuu, lanuu, Upnanauu, Ucnanaun, Ucnanuu, Utanuu,
Kananei, Kunpa, Jlateuu, Hunepnannos, Hosoii 3enananu, Hopseruu, [Tonpimm, PecriyOommku
Momnnossl, Pymbinun, CrnoBankoit Pecriyonuku, Cnosennn, Coenunenroro KoposeBcTaa,
Coenunennbix lItatoB Amepuxu, Typuuu, Ounnsaaun, Gpanuuu, Xopsatuu, Yemnickoit
PecniyOnuku, HBelinapun u Ocronun. Ha coBenianuy npucyTCTBOBANIN TaKyKe MPECTABUTENN
EBponeiickoit komuccun, OOCP, MOT, FOH®IIA, SxoHOMHYECKOH U COIUATBHON KOMUCCUU
Opranuszanun O6beauneHHbx Harwmii gt 3anagnoit Asun (DCK3A), a Takke mpuUrianieHHbIe
DKCIIEPTHI U3 EBpoPeBec1 u opranuzanuu "llapTHepcTBO BO UMsI 310POBbSI .

1 . .
EBpomnelickoe otaenenne Mex1yHapoIHOM ceTH HEHTPOB IO N3YYEHHIO BOIIPOCOB,

CBSI3aHHBIX C TIPOJIOJDKUTEIBHOCTBIO 3I0pOBOH sku3HK U MHBaIHIHOCTHIO (PEBEC).
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2. Y4acTHUKOB COBeNIaHus MpuBeTCTBOBAN AupekTop Cratuctuueckoro otaena EOK OOH
r-H ['enpux bpronrrep.

3. brina YTBCPXKACHA IIPCABApPUTCIIbHAA ITOBCCTKA AHA.

4.  T-xa JIxenuupep Moanenc (Coenunennsie [lltaTter AMeprku) ObUTa H30paHa
IIpencenarenem.

5. Ha nepBoM 3aceJaHUU TPH OCHOBHBIX BBICTYIUICHHSI OBUIN TMTOCBSIIICHBI HAIIMOHAILHBIM
(BeicTyruienue npenctaButensi CIIA), pernoHanbHBIM (BBICTYIUICHUE MTPEACTABUTEIIS
EBPOCTATa) u mexxayHapoaabiM (BbicTyIuieHue npeactaBurens BO3) acriektam u3MepeHust
COCTOSIHHS 37I0POBBSI HACEIICHUSI.

6. Ha npoxoauBmux B X07e COBEIIAHUS 3acEeJaHUSIX Ha OCHOBE 26 3aMpOICHHBIX U
BCIIOMOTaTENbHBIX JOKIIAJ0B PACCMATPUBAIKCH CIIEAYIONINE OCHOBHBIC TEMBI:

3acenanue |I:  Pamku KoHIENTyalau3anuu 30pOBbs

[Ipencenarens: EOK OOH

Benymwmit: Xoapa Mensiiep (HaunonansHoe cratuctuyeckoe yrnpapienne CoeIMHEHHOTO
KoponeBcTra)

C coobmenusmu Beictynuin: Konua Martepe (BO3), Autonn Montceppar Monunep (I'J] o
3JpaBOOXPaHEHUIO U 3anuTe norpedureneit), Camumm ['yncrma (ABCTpanniickoe CTaTHCTHIECKOE
otopo) u Comuet Yerrepmku (BO3).

3acenanue |ll: Pa3zpaboTka MexayHApOAHO COMOCTABUMBIX MOKa3aTeNeH - 0030p MpoeaHHON
paboThI 110 0OECTIEUEHUIO MEXTYHAPOAHON COITOCTABUMOCTH

[Ipencenarens: Mapoiike ne KnelH-ne-Bpankpaiikep

Benymwmit: Anmkena Me (EDK OOH)

C coobmenusmu BeicTynun: Mosed) Burpan (BeHrepckuii HalMOHATIBHBIN LEHTD
snuaemuosorun), XKan-Mapu bepreno (Craructudeckoe yrnpasinenue Kanaapr) u unase rompe
(EBPOCTAT). B xone o0cyxeHHii TPO3BYYaNIH JIBa CIICIHATIBHBIX BBICTYIIJICHUS,
nocesieHHbIX onbITy MOT u BocHuu u I'epuieroBuHsl.
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3aCCZ[aHI/Ie IV: I[OCTI/I)KGHI/IC MC)K,HYHapo,HHOﬁ COIIOCTaBUMOCTH IOKa3aTeJiel - CTpaTerun
obecneyeHus Me)KHYHaPOHHOﬁ COIIOCTaBUMOCTHU

IIpencenarens: BO3

Benymwmii: 'ayke boncen (AMcTepaMCKuil yHUBEPCUTET)

C coobmenusimu BeicTynmi: Apro Apomaa (EBporeiickas ieHTpaibHas rpyrima 1o
OAX/OPIX), Comuer YUerrepmxku (BO3), Mapoiike ne Kieitn-ne-Bpaunkpoaiikep
(Bammarronckas rpymnmna) u XKan-Mapu Pooun (EBpoPEBEC).

3acenanue V: CBOJIHbIE KOJMYECTBEHHBIE [10KA3aTEIN HA YPOBHE I'€HEPATIbHON COBOKYITHOCTH

[Ipencenarens: Mapaun ne Cmenr

Benymwmit: Maiikn Yondeon (Cratuctudeckoe ynpasienue Kanaspr)

C coobmenusmu Boictynmi: Komma Matepe (BO3), IOpren Pem (L{ropuxckuii yHuBepCHUTET),
XKaxk bout (EBPOCTAT).

3acenanue VI: IlpoBenenune u KoopauHaius 00CI€0BaHUN 3I0pOBbsl HACEJIEHUS B PETUOHE

[pencenarens: Jlxenuudep MaaeHc

Yuactauku obcyxaennii: Iayke Borcen, Xosapa Mensiep, XKaun-Mapu Po6un, Hosed
Burpau, Maiikn Yondcon

Hoxman: BO3.

7. Co BcemH IOKyMEHTAaMH JUIsl COBEIIAHNS MOXKHO 03HaKOMHThcs Ha BeOcaiite ESK OOH
o cieayronieMy aapecy: http://www.unece.org/stats/documents/2004.05.health.htm.

8.  BbIBOIBI, K KOTOPHIM MPHIIUTA YYACTHUKH TIOCIIE 00CYXK/IEHUSI OCHOBHBIX ITYHKTOB
MOBECTKU JIHA, OYAYT U3JI0KEHBI B OT/IEJILHOM JOKJIJIE, KOTOPBI Oy/1eT MOArOTOBIIEH MOCIIE
COBEIL[aHUS.
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PE3IOME OBCYKJIEHUI

9.  YyacTHUKHU COBEIIaHUS COITIACUIIMCh C TEM, UYTO €ro0 IIeJIb 3aKII0YaeTCs B TOM, YTOOBI
IPOIOJIKUT Pa3pabOTKy MEXIYHAPOJHO CONOCTABUMbIX KOJIMYECTBEHHBIX MTOKa3aTeNei
COCTOSIHUS 37I0POBbS HACEJICHUS B paMKax O(pHUIIMAIHHON CTaTUCTUKH.

10. TIlo obuiemMmy MHEHUIO, JUIsl TOTO YTOOBI IaTh MOJIHYIO CTATUCTHYECKYIO KAPTHHY COCTOSHUS
3JI0pOBBsI HACEJIEHUS, OTIPEACTHUTD (DAaKTOPHI, OT KOTOPBIX OHO 3aBUCHUT, U OLEHUTH TOCIEICTBHS
HEOOXOIMMO PACCUUTHIBATH IIEJIBIH PSIJ Pa3IMYHBIX KaTErOPHiA IOKazaTene (connaibHo-
JIeMorpauuecKue XapakTepUCTHKH, IPUMEPHBIE onpeAemstonme GakTopsl H (pakTophl prcKa,
COCTOSIHHE 3710pOBBSI, MEJUKO-CAaHUTAPHOE BMEIIATEILCTBO, YIACTHE, & TAKIKE OJIar0COCTOSHUE).
K uncny nokasarenei COCTOSIHUS 30pOBbsl HACEJICHHsI OTHOCSTCS IOKA3aTeN! 3a00J1€BaEMOCTH
Y TPaBMaTU3Ma, HEAOCTATOYHOCTH, COCTOSIHUS 3/10pOBbs U PUCKa 3a00J1€BAEMOCTH.

11. Ha coBemanuu 00JbIIOE BHUMAHHUE YIEISIIOCH CO3/IaHUIO YHUBEPCAIbHBIX HHCTPYMEHTOB

JUIsl UBMEPEHHUs COCTOSIHUSA 3/10POBbS BO BCEX €TI0 acnekrax. K umciry MUHMMaIbHBIX

TpeOOBaHUH, 00ECIIEUNBAIOIIUX COIIOCTABUMOCTb [TOKA3aTeINeil COCTOSIHUS 30POBbsI, OTHOCATCS:
- KOHIIENITyaIbHasl ICHOCTh

— enuHas rpyIma oosacteit/mpu3HakoB

—  COINOCTaBHMOCTh HHCTPYMEHTOB OOCIICIOBAaHHI: MEPEeBOJ KOHIICIIUIT 1
bopMyITHpOBOK

- BOTIPOCHI MTPEIBAPUTEIILHOM U TIOCIIEAYIONIeH rapMoHu3aluu (TpeOyroT 6osiee
JIETAILHOTO 00CYKICHUS)

— opranu3zais oociaenoBannii (CocTaBacHHe BEIOOPOK, IPOBEAEHUE 00CIeI0BaHMHT,
MIOJTHBIN OXBAT HACEJICHMUS, HETIOJIyUeHHE JaHHBIX, IPOBEICHUE OMIPOCOB)

— eMHBIN 0a30BBIN TIEPHOJT

- HaJC)KHOCTb U JOCTOBCPHOCTD.
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12.  VYyacTHHKH COBEIIaHWs MPU3HAIH, YTO JUIs 00ECIEUSHUs COIIOCTAaBUMOCTH HEOOX0ANMO
paboTaTth HaJ CO3/1aHMEM HOBOTO €JMHOTO HHCTpyMeHTa. B pamkax EBpormeiickoii
cratuctudeckoit cucremsl (ECC) Benack 1 IpOA0IKaeT BECTHCH BakHast paboTa HaJl
COMOCTaBUMBIMH ITOKA3aTENIIMU COCTOSHUSI 3I0POBBS M APYTUMH CMEKHBIMH MTOKA3aTENSIMH B
IIEJIOM, ¥ B YaCTHOCTH HaJl €IMHONW METOAOJIOTUEH U MHCTPYMEHTAMU JIJIsl IIPOBEICHUS
oOcnenoBanuil. Yxe celiuac Hayaiach paboTa HaJ TEM, YTOOBI 00ECIIEUNUTh TPAKTUUECKOE
UCTIOJIb30BaHuE 3TUX UHCTPYMEeHTOB K 2006 rofy, 3a X0I0M KOTOPO# CIeIUT TEXHUYECKast
TpyIIa, B COCTaB KOTOPOH BXOAAT npeacTaButenu 28 ctpad. JIroOble pemenns, KoTopbie OyayT
NPUHATHI HA MEXTyHAPOJHOM YPOBHE 110 HTOTAaM HBIHEITHETO COBMECTHOTO COBEIIAHUS
BO3/EDK OOH/EBpocTtata, TOKHBI OUPATHCS Ha pe3yiibTaThl padoThl, MPOACIaHHOHN B
pamkax ECC, a Takxe Ha Ipyrue WHUIMATUBBI, TAKHE, KaK IPOBEICHUE COBMECTHOTO
aMepHKaHO-KaHa/ICKOTO 00CIIeI0OBaHus, M JeTEITbHOCTh BalmMHI TOHCKO# IpymIibl 1

poBe/IeHUE 00CIEeIOBAHNS COCTOSIHUS 30POBbS B MUPE.
13. [lnis ompeneneHus KIIFOUEBBIX 00acTeld 00cieIoBaH, KOTOPBIE B TPOOHOM MOPSIIKE
OyIyT IPOBOAMTHCS B paMKax HALIMOHAIBHBIX IIPOrpaMM, CIEAYET PACCMOTPETh CIEAYIOIINE

KPUTEPHH:

- BO3MO>KHOCTb MPOBEACHUS 00CIET0BaHUN COCTOSIHUS 37J0POBbSI C TIOMOIIBIO
OIPOCOB (KPaTKOCTh, Y4ETKOCTh, PU3MOMETPUICCKUE TAHHBIC)

- KOHIIETITYaTbHas "'BaXKHOCTh' W HE3aBUCUMOCTh

- OTpaHUYCHUC YHCJIa O6J'IEICT€I>1, OIMMCBIBAOIINX OOJIBLIIMHCTBO BO3MOYKHBIX

M3MEHEHUHN COCTOSIHUS 3JJ0POBbS WU UX OLEHOK

- COTMOCTaBUMOCTb JIAaHHBIX M0 PA3IUYHBIM TPYIINaM HACEJICHUS

— YETKOE OTpe/ieiicHue YPOBHEH B KaKI0M U3 oOsacTei

—  noteHiman (HedPPEKTUBHOCTD)

- aCIeKThI, KPOIOITUECS B CAaMOM YEJIOBEKE MIJIM OKa3bIBAIOIINE HAa HETO
HEIMOCPEICTBEHHOE BIUSHUE, UCKITIOYAs T€ aCHEKThI, KOTOPhIE MEHSIIOTCS BMECTE C

U3MCHCHUEM MCECTHBIX COLIMAJIBHBIX HJIN 3KOJIOI'MYCCKUX q)aKTOpOB

— MPUTOAHOCTB JJIsl KOJTUYECTBEHHOM OLIEHKU PEANOYTEHUIN



CES/2004/46
page 6

—  CBsI3b C KOHLENTYAILHBIMU paMKaMH MeXIyHapOIHOH KiaccupuKanuu
(GYHKIIMOHMPOBAHHMS, HHBATUIHOCTH U 310poBbsi (MKD).

14. bBpum cornacoBaHbl MOJUIEKAIINE BKIIOUECHHUIO IUPOKUE 001acTh " QyHKIIMOHUPOBaHHS " -
(pU3UIECKOT0 YMCTBEHHOTO U YyBCTBEHHOTO. CIEIYIONIHiA YPOBEHD ACTATH3AINN C TOUKU
3peHust YHKIIMOHUPOBAHHUS TAKIKE JOBOJIBHO siceH (>KUPHBIM IIPU(TOM YKa3aHbI T€ 007IaCTH,
KOTOPBIE CIIEIyeT BKIIOUNTh, YTO KAacaeTcs APYrux o0yacTei, HE0OXOIUMO U3YyUUTh
IMIIUPHUYECKUE JTAHHBIE, C TEM YTOOBI JaTh ONPEIEIeHHE COOTBETCTBYIOMIEH 00IaCTH UITH
OLICHHTH 11€IeCO00PA3HOCTh €€ BKIIFOYCHHUSI B OCHOBHOM CITHCOK):

dusnueckoe PyHKIIMOHUPOBAHUE - MOABUKHOCTD, JIOBKOCTh WJIH CITIOCOOHOCTh
o0cmykuBaTh ceoH,

® YMCTBEHHOE ()YHKIIMOHUPOBAHUE - MAMATH U KOHIIEHTpalUs;
® YyBCTBEHHOE (DYHKIIMOHUPOBAHHE - 3peHHUE, CIYX;

® JIpyrHe Ba)KHBIC C TOUKH 3PEHUS CBOJHOTO MHACKCA "'UyBCTBEHHBIE" 00IACTH -
0oub/muckoMdopT, adpdexkT/6ecNOKOHCTBO, FHEPIrHIHOCTD/YCTATOCTD,
NMCUXO0J0rnYecKoe (PYHKIMOHNPOBAHUE,

® JIMYHBIC B3aMMOOTHOIIICHHUS,
e coluaibHOE (PYHKIIMOHUPOBAHUE.

15. Cpoanble MOKa3aTEIN MOTYT OKa3aThCs MOJIE3HBIMU /U ONTUCAHUS U CPAaBHEHUS
COCTOSTHUSI 3JIOPOBBS Pa3IMYHBIX TPy HaceneHus. Ha qaHHOM 3Tare HeT HeOOXOMMOCTH
COIVIaCOBBIBATH TOT MJIM MHOM CBOJHBIN ITOKA3aTEb UM METOABI €TI0 UCIIOIb30BaHUS B
HAITMOHAJILHOW OTYETHOCTH, MIOCKOJIBKY OCHOBHAS 33/1a4a 3aKIF09YAaeTCs B IPOIBMKEHUH BIIEPE]T
B JIeJIe CO3/IaHUs €MHOT0 HHCTpyMeHTa. Kak Obl TO HH OBLIO, HE CIEAYET UCKITF0YATh
BO3MO>XHOCTH TOTO, U4TO B OyIymieM OyJeT pa3paboTaH CTaHJAPTHEIN MOKa3aTelh, PUIEM C
TOYKH 3PEHHUSI COCTOSTHUS 370POBBS €IUHBI HHCTPYMEHT MPOBEICHUS 00CIe0BaHNN JOIKEH

mpeaoCTaBJIsATG BO3MOKHOCTD AJI U3MCPCHUS HpeZ[HOLITeHI/Iﬁ " OIICPUPOBAHUA UMU.

16. bBbuIo peKOMEH0BAaHO CO3/1aTh PYKOBOIAIIYIO IPYIITY U pabouyto rpymiy. Pabodas
rpymmna OyaeT 3aHUMAaThCs pa3paboTKON HOBOTO €MHOTO MHCTPYMEHTA M KOOPAUHUPOBATH
CBOIO JICSITETBLHOCTD € YK€ (PYHKIIMOHUPYIOIIMMH TPYIIaMH, TAKIMH, Kak rpymnmna EBpocrara o
OlIX n Bammnrronckas rpymnmna. Creayroomue CTpaHbl U MEXAYHAapOJHbIE OpraHU3aIuu

NPEII0XKUIN CTATh YICHAMU!
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e PykoBomamieit rpynnsl: Kanana, CILA, BO3, EBpoctat 1 EDOK

e Paloueii rpynmel: benwsrus, Kanana, Ocronus, ['epmanus, Benrpus, Utanus, Hopeerus,
Ucnanusa, Huaepnanasl, Coenunennoe KoponesctBo, Coenunennsie [tarsl, EQK,
EBpocrar u BO3. EBpoPEBEC Takke mpemioxuia NpuHATh y9acTre B paboTe ['pyrmibl.

YTBEPKJIEHME JOKJATA

17. Ha 3akmro4yuTenbrHOM 3aCCAaH YYAaCTHUKU YTBEPAUIIN JOKJIAA COBCIIAHMA.
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ANNEX
SUMMARY OF THE MAIN CONCLUSIONSREACHED
BY THE PARTICIPANTS DURING THE DISCUSSION
Session |: 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 playersin the samefield will be taken in
consideration when devel oping the common measurement instrument.

2. Thefirst steps towards these objectives are the formulation of the concept of health status
and the identification of acommon 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. Thelink 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.  Thework aready 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. Therewas an agreement that decisions taken on health status measurements are policy
driven and that conceptual clarity is essentia 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.
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6.  The meeting agreed that the issue of cultural differences among countriesis 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 trandations do not guarantee the use of common underling concepts. However, the
involvement of expertsin each specific field in the translation process could minimize different
Interpretations.

7. Themeeting was of the view that theinitial 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 awider use at international level. On the other hand, instruments defined at
international level should be adaptable to regional and national needs.

Session I1: 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: AngelaMe, 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. Inorder 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 anumber of indicators to provide afull statistical picture of population health. It was also
agreed that health needs to be defined via a multi-domain approach.

10. WHO dready 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 theindividua or aso on the factors outside the individual. It was concluded that it should be
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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
aperson’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 asillness status, functional status, subjective well-being and
quality of life was observed. A coherent trandation 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, especialy 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
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
aswell 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.
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Session I11: The achievement of international comparable measures— areview of thework
doneto achieve international compar ability

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

Discussant: AngelaMe, UNECE
Chair: Marijke de Kleijin de Vrankrijker, The Netherlands

16.  Intryingtoidentify the health status domains to be included in a standard survey module,
adiscussion 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 isasignificant 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 processto 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 Hedlth 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.

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.  Theindicators selection process should take in consideration a number of minimum
reguirements 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
tranglation 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 atool to calibrate response
items and assure comparability. Suggestions were made for an instruction manual to come
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together with the standard survey module to include at least the tranglation of conceptsin various
languages.

20. Parti cipants discussed the use of the self-perceived health single question. Even though
such a question may be useful at anational 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 datais of importance when trying to assure comparability: strategiesto
minimise non-response, monitoring of fieldwork and use of proxy-responses should be takenin
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 V1.

Session 1V: The achievement of international comparable measures - strategiesfor
ensuring international compar ability

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 tranglations.

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
relevant experienced national bodies to improve the use and comparability of HES/HIS datain
Europe was stressed. It was aso argued that health examination techniques could usefully
complement self-report for some domains.
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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 avariety 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 isareal 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. Thisis 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 centra to the
module.

27. Thework of the Washington Group was presented as one of the processes leading to the
devel opment 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 asmall 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
choiceisnot amagjor issue. It was aso 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 maor 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
aprocess to improve international harmonization of population health measurement instruments.

29. Therewas 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
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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.

30. Issuesof comparahility relating to survey mode (CATI, persona 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 measur es at population level

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

Discussant: Michael Wolfson, Canada
Chair: Marleen De Smedt, Eurostat

31. Thediscussion on summary measures at population level focused on the following issues:
concept clarification (i.e. ‘what is asummary measure’), relevance at international level and
quality of summary measures, and the research for acommon 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 avail ability 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.
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34. The possibility of using one or more summary measures was aso 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 devel opment 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 surveysin theregion

Documentation: |nvited 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
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 afull 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. Therewas discussion that the distinction being made between health states and health
status was difficult to translate into other languages, and aso 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 conceptua schemes to
distinguish body functioning (impairments) from activity limitations, both of which areincluded
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 heath state
measurement.
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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:

e Conceptual clarity

e Common set of domaing/attributes

e Comparable survey instruments: Trandlation of concepts and wording

e Issuesof pre and post harmonization (to be further discussed)

e Survey design (sampling, survey execution, full coverage of the population, non-

response, proxy interviews)
e Common reference period
e 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
indicatorsin general and on a common methodology and instruments for surveysin particular.
The operationalisation of these instruments by 2006 has started now and implementation is being
overseen by atechnical 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
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. Therewas panel and general discussion on the criteriafor choosing a set of core domains
to be included in the proposed common survey module and there was a consensus on the
following criteria

o feasibility in health interview surveys (e.g. brevity, clarity, psychometrics)
e conceptualy “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 wasconsidered crucial that the common instrument be designed to alow in principle its
use for measurement and application of health state preferences, whether or not individual users
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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. Severa participants emphasized the importance of linking to the conceptual framework of
the ICF where alevel of health in adomain is understood in terms of capacity, and also of using
ICF classification for the identification and description of health domains.

44. There was abroad 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 amost certainly be drawn from set including
dexterity or self care, hearing. There was less agreement on whether domains such as
interpersonal relationships or socia functioning should be considered for inclusion.

45. There were arange 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.

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
e Steering Group: Canada, the USA, WHO, Eurostat, and ECE
e 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.



