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JIOKJIAJT O PABOTE MAMCKOT'O (2004 TOJJA) COBMECTHOI'O
COBEIIAHUA ESK OOH/BO3/EBPOCTATA 110 UBMEPEHHIO
COCTOSAHUA 310POBbs HACEJIEHUSA

Ioarorosiaen cekperapuartom EJK
BBEJEHUE

1. CosmectHoe copemanue EOK OOH/BO3/EBPOCTATa no u3aMepeHuo coCTOSHUS
310pOBbs HacesaeHus: mpoxoauiio B JKenese 24-26 mas 2004 rona. B coBenianuu npuHsIIM
ydacTue npeacTaButenu ABcTpanuu, ABctpun, Andanuu, bensruu, bonrapuu, bocanu u
I'epuerosunsl, Benrpuu, ['epmanun, Jlanuu, Upnanauu, Ucnannuu, Mcnanuu, Mranuu,
Kanansl, Kumnpa, JlatBun, Hunepnannos, Hosoit 3enanauu, Hopserun, [Tonbuiu, Pecy6nuku
Monnossl, Pymbiaun, CroBarkoit Pecy6nuku, Cnosenun, Coequnenroro KoposiescTaa,
Coenunennbix llltatoB Amepuku, Typuun, @unnaanuu, @pannun, Xopsaruu, Yemckon
Pecriy6nuku, HIBelinapun u Dcronnn. Ha coBemanuu npucyTCTBOBAIN TaKXKE MPEACTABUTEIN
EBponeiickoit komuccuu, O9CP, MOT, KOH®IIA, DxoHOMHUYECKON U COIMATIbHOW KOMHCCUHI
Opranuzanun O6bequHeHHbx Hanuii ansa 3amaguoit Asun (OCK3A), a Takke npuUriamieHHbIe
3KCHEPTHI U3 EBpoPeBec1 u opranuzanuu "[lapTHepcTBO BO UM 310pOBbA".

1 . .
EBpomnelickoe otaenenne MexayHapoJHOW CETH LIEHTPOB 110 U3yYEHUIO BOIIPOCOB,

CBSI3aHHBIX C MPOJIOJDKUTEILHOCTRIO 30pOBOM sku3HU U nHBaIuAHOCTHIO (PEBEC).
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2. Y4acTHHMKOB COBEHIaHUs MpUBETCTBOBAN AupekTop Cratuctuueckoro otaena EOK OOH
r-H ['eHpux bproHrrep.

3.  Bbuia yTBepkeHa npeaBapuTeIbHas TOBECTKA JTHSI.

4.  TI'-xa Ixenaudep Moanenc (Coenunennsie [lItatel AMepuku) Obia n3dopana
[Ipencenarenem.

5. HanepBoMm 3acegaHuy TpU OCHOBHBIX BBICTYIIJICHUS! ObUIN MOCBSIIEHBI HALIMOHAIBHBIM
(BeicTymienue npeacrasurens CILIA), pernoHanbHbIM (BBICTYIUIEHUE TIPECTABUTENS
EBPOCTATa) u mexxnyHapoIHbeIM (BbICTyIUIeHHE nipeacTaBuTens BO3) aciektam usmepenus
COCTOSIHUS 37J0POBbSI HACETICHHUS.

6. Ha npoxoauBIIKX B X0/I€ COBEIIAHUS 3aCEJaHUSAX HA OCHOBE 26 3aIPOIICHHbIX U
BCIIOMOTaTeNbHBIX JOKJIAJ0B PaCCMATPUBAIKCH CIEAYIOIIUE OCHOBHBIEC TEMBI:

3acenanue II:  Pamku KoHUENTyaau3aluu 340POBbs

[Ipencenarens: EOK OOH

Benymmuii: Xosapa Menbuep (HanuonansHoe ctatrctuyeckoe ynpasieHue CoeinHEHHOro
KoponescTsa)

C coobmenusamu BoicTynmin: Komaun Matepe (BO3), Antonn Montceppatr Monunep (I'] o
3IpaBOOXPAHEHUIO U 3amuTe norpeduteneit), Commu ['yacnun (ABCTpaauiickoe CTaTUCTUIECKOE
61opo) u Comuer Yerrepmxu (BO3).

3acemanue II: PazpaboTka MexTyHApOIHO COMOCTAaBUMBIX MTOKa3aTesel - 0030p mpoieiaHHOMI
paboThI 10 0OECIIEUeHUIO MEKAYHAPOIHONW COTOCTaBUMOCTH

[Ipencenarens: Mapoiike ne Knelin-ne-Bpankpaiikep

Benymmit: Anmxena Me (EOK OOH)

C coobmenusmu BeicTynumn: Mosed) Burpan (BeHrepckuii HalMOHATBHBIN LIEHTP
sanuaeMuosorun), JKan-Mapu bepreno (Craructudeckoe ynpasnenue Kanansr) u Iunse Hronpe
(EBPOCTAT). B xone obcyxieHHii Mpo3ByYaIn JBa CIICIHATbHBIX BHICTYIUICHUS,
nocBseHHbIX onbITy MOT u bocHuu u I'eprieroBuHs!.
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3acemanue [V: JlocTmkeHHe MEXIyHAPOIHON COMOCTABUMOCTH MOKA3aTeNeH - CTpaTeruu
o0ecrneyeHns MeXAyHapOIHON COMOCTaBUMOCTH

[Ipencenarens: BO3

Benymuii: I'ayke boncen (AmcTepaaMcKuil yHUBEPCUTET)

C coobmenusamu BoicTynmin: Apno Apomaa (EBpomneiickas ieHTpasibHas rpymnmna 1no
OIJIX/OPIX), Comuer Yertepmxku (BO3), Mapaiike ne Kieitn-ne-Bpankpaiikep
(Bammnrronckas rpynna) u XKan-Mapu Pooun (EBpoPEBEC).

3acenanue V: CBOAHBIE KOJIMYECTBEHHBIE I0KA3aTENIN HA YPOBHE F€HEPATIbHON COBOKYITHOCTH

[Ipencenarens: Mapnun ne Cmear

Benymmii: Maiikn Yondceon (Craructryeckoe ynpapinenue Kanambr)

C coobmenusamu BoicTynmin: Komaun Matepe (BO3), FOpren Pem (L{ropuxckuii yHuBEpcUTET),
Kax bout (EBPOCTAT).

3acenanue VI: IIpoBenenue u koopauHalus 00Cae0BaHUN 310POBbSl HACEJIEHUSI B PETHOHE

[pencenarens: Jlxennudep MaaeHc

Yuactauku o6cyxaennii: Iayke Borcen, Xosapa Memsuep, XKaun-Mapu Po6un, Hozed
Burpaun, Maiikn Yondcon

Hoxman: BO3.

7. Co BceMU JJOKyMEHTaMH ]ISl COBEIIAHMS MOXKHO 03HAKOMHTHCS Ha BeOcaiite EDK OOH
o cieayronieMy azapecy: http://www.unece.org/stats/documents/2004.05.health.htm.

8.  BbIBOIBI, K KOTOPBIM MPHIIUIA YYACTHUKHU TOCIE OOCYK/IEHUS OCHOBHBIX ITYHKTOB
MIOBECTKU JIHs, OyIyT U3JI0KEHBI B OT/IEIBHOM JOKJIAJe, KOTOPBIH OyJeT MOArOTOBJIEH Mocie
COBELIaHUS.
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PE3IOME OBCYKJIEHUM

9.  Y4YaCTHUKU COBEILIAHUS COTIACHIIUCH C TE€M, YTO €ro LEeNb 3aKII0YaeTCs] B TOM, YTOOBI
MPOJIOJDKHUTE Pa3pabOTKy MEXTyHAPOIHO COMOCTABIMBIX KOJIMYECTBEHHBIX MTOKa3aTeseH

COCTOSIHUS 37I0POBbsI HACEJICHUS B paMKaxX O(pUIIMaIbHOW CTATUCTUKH.

10. Ilo o6meMy MHEHHIO, /Ul TOTO YTOOBI 1aTh MOJIHYO CTATUCTHUECKYIO KAPTHUHY COCTOSTHUS
3II0POBbSI HACEIICHHUSI, OTIPEIETHUTh (haKTOPHI, OT KOTOPBIX OHO 3aBUCHT, M OIICHUTH TTOCJIEACTBUS
HEOOXOMMO PacCUMTHIBATD LIENBIN PSIJI PA3IMYHBIX KaTErOpUi MoKa3arenen (CouuaabHo-
nemMorpaduueckue XxapakTepUCTUKH, IPUMEPHBIE OIpeneistonie pakTopsl U GaKTOpbl pUCKa,
COCTOSIHUE 370POBBS, MEJJMKO-CAHUTAPHOE BMEUIATENBCTBO, yUYaCTHE, a TAKXKE OJIarOCOCTOSHUE).
K uncny nokasareneil cOCTOSIHUS 3J0POBbsl HACETICHHUs OTHOCATCS II0Ka3aTeNH 3a0071€BaEMOCTH
U TpaBMaTHU3Ma, HEJOCTATOYHOCTH, COCTOSIHUS 310POBbs U PUCKA 3a00J1€BAEMOCTH.

11. Ha coBemaanu 601b110€ BHUIMAaHUE YICISUIOCH CO3[AHUI0 YHUBEPCAIBHBIX HHCTPYMEHTOB

JUISL U3MEPEHUS COCTOSTHUS 37J0POBbsI BO BCEX €ro acnekrax. K uuciy MUHMMalbHBIX

TpeboBaHNi, 00ECTIeYNBAIOIINX COIOCTABUMOCTb MTOKA3aTENeH COCTOSHUS 3/J0POBBSI, OTHOCSTCS:
- KOHIIENTyaIbHasl SICHOCTh

- earHas Tpynmna o0JacTei/Tpu3HaKoB

—  COIOCTaBUMOCTh MHCTPYMEHTOB 0OCIIEIOBAaHUN: TEPEBOJ] KOHIETIUN 1
(bopMyIHPOBOK

— BOIIPOCHI MPEIBAPUTEIIBHOM U TIOCIIEAYIONICH rapMOHU3aIuK (TpeOyroT OoJiee
JIETATLHOTO O0CYKICHHS)

- opraHu3aIus 00CIeIOBaHMi (COCTaBIICHUE BBIOOPOK, MPOBEICHNE 00CIICIOBAaHHH,

MOJIHBIM OXBAT HACEJICHUS, HETIOIYUYEHUE JaHHBIX, TPOBEJICHHUE OIPOCOB)
— €IMHBII 0a30BbIN TEPHOT

- HaACKHOCTb U JOCTOBCPHOCTD.
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12.  YyacTHUKHM COBENIAHUS MPU3HAIH, UYTO JJIs1 OOECIIEYCHHUSI COMTOCTaBUMOCTH HEOOXOIMMO
paboTaTh HaJl CO3JaHUEM HOBOTO €JMHOTO HHCTpyMeHTa. B pamkax EBpomneiickoit
cratuctudeckoit cuctemsl (ECC) Benack 1 mpo0iKaeT BECTUCh BakHAs paboTa Hall
COIMOCTaBUMBIMHU [TOKA3aTEISIMU COCTOSIHUS 3/10POBbS U APYTUMHU CMEKHBIMU MOKA3aTENSIMU B
LIEJIOM, M B YACTHOCTH HaJl EAMHON METO0J0TUEN U HHCTPYMEHTaMHU JIJIsl IPOBEACHUS
oOcnenoBanuil. Yxe ceiiuac Hayanach paboTa HaJ TEM, YTOOBI 00ECIEYUTh TPAKTUUECKOE
UCIIOJIb30BAaHUE 3TUX UHCTPYMEHTOB K 2006 rozy, 3a X0A0M KOTOPOU CIIEIUT TEXHUYECKast
rpynmna, B COCTaB KOTOPOM BXOJAT npeacTaBuTenu 28 crpaH. JIroOble penienusi, KoTopble 0y 1y T
HNPUHATHI HA MEXAYHAPOAHOM YPOBHE IO UTOraM HBIHEIIHETO COBMECTHOI'O COBEILIAHUS
BO3/ESK OOH/EBpocTara, T0IKHBI ONHPAThCS HA Pe3yJIbTaThl paOboTHI, MPOJICTIaHHOH B
pamkax ECC, a Taxke Ha pyrue MHUIMATUBBI, TAKHE, KaK MPOBEIEHNE COBMECTHOTO
aMepHUKaHO-KaHaJICKOTr0 00CIIeJIOBaHUs, U AEITEIbHOCTh BalIMHITOHCKOM rpyIIIBI U

IPOBEJICHNE 00CIEI0BaHNS COCTOSIHUS 310POBbS B MUPE.
13.  Jlnst onmpeneneHus KIFOYEBBIX 00IacTeil 00cIe10BaHni, KOTOPBIE B IPOOHOM TOPSIIKE
OyAyT MPOBOAUTHCS B paMKaX HAIIMOHAJIBHBIX MTPOTPaMM, CIIEAYET PACCMOTPEThH CIIETYIOIINE

KpUTEPHUHU:

- BO3MOXHOCTb ITPOBCACHUA O6CH€I[0BaHHfI COCTOSIHUS 3J0POBbA C MOMOMIBIO
OIIpoCOB (KpaTKOCTb, YCTKOCTBD, q)HSHOMeTpI/I‘ICCKI/Ie ,I[aHHBIe)

— KOHIIENTyabHas "BaKHOCTh' M HE3aBUCUMOCTh

- OrpaHUYCHUC YUCTIa OGHaCTCﬁ, OIMUCBIBAOIINX OOJIBITMHCTBO BO3MOXKHBIX

U3MEHEHUN COCTOSIHUS 370POBBS I UX OLEHOK

—  COINOCTaBHMOCTH JIAHHBIX 110 Pa3JIMYHBIM IPYTIIaM HACEJICHUS

— YETKOE OTPEJICIICHUE YPOBHEHN B KaXKI01 U3 obnacTei

- noteHuuan (Herh(HEeKTUBHOCTS)

—  aCIeKThI, KPOIOUIHECs B CAMOM YEIIOBEKE MITM OKA3bIBAIOIIME HA HETO
HETIOCPEJICTBEHHOE BIMSHUE, UCKITIOYAsk TE aCHIEKTHI, KOTOPBIE MEHSIOTCS BMECTE C

U3MCHCHUEM MECTHBIX COIIMAJIBHBIX HUJIN 3KOJIOI'MYCCKUX (b&KTOpOB

— MIPUTOJHOCTH JJISI KOJTUYECTBEHHOM OLIEHKU NPEANIOUYTEHUI
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—  CBS3b C KOHIENTYaJIbHBIMU paMKaMi MexXTyHapOIHOH Ki1acCU(pUKAIUN
(GYHKIIMOHUPOBAHUS, UHBAJTUAHOCTH U 310pOoBbs (MK D).

14. bbun cormacoBaHbl MOIEkKAIINE BKIIIOUEHUIO MIUPOKUE 00nacTy "PyHKIMOHUpOBaHUS" -
(U3UUECKOro YMCTBEHHOT'O U UyBCTBEHHOro. Clenyronuii ypoBeHb JeTaau3aluu ¢ TOUKH
3peHust QYHKIIMOHUPOBAHUS TAK)Ke JOBOJBHO sICeH (>KUPHBIM IIPU(TOM yKa3aHbl Te 00J1aCTH,
KOTOpbIE CIIeyeT BKIIOUNUTh; YTO KacaeTcs APYrux o0sacTeid, HE0OXOIUMO U3yUHUTh
SMIMPHUYECKUE TaHHBIE, C TEM YTOOBI 1aTh ONpeAeIeHUE COOTBETCTBYIOLIECH 00IacTh TN
OLIEHUTH L[€JIeCO00Pa3HOCTh €€ BKIIOYEHUSI B OCHOBHOM CITUCOK):

e (usndeckoe PyHKIIMOHUPOBAHKE - MOABHKHOCTD, IOBKOCTh UJIH CIIOCOOHOCTH
00CITy)KMBaTh CeO0s;

e yMCTBEHHOE ()YHKIIMOHHPOBAHUE - MAMATH M KOHIICHTPALIUS;
® YyBCTBEHHOE (DYHKLMOHUPOBAHHE - 3peHHUE, CIYyX;

e JpyTue BaKHBIE C TOYKU 3PEHHUSI CBOJHOTO MHJIEKCA "IyBCTBEHHbIE" 00JIaCTH -
00sb/muckoMGopT, aPpPeKT/0ecnOKOHCTBO, IHEPITUYHOCTH/YCTAIOCTD,
NncuxoJornyeckoe PyHKIHOHMPOBAHME;

® JIMYHBIC B3aUMOOTHOILICHUS;
e conualbHOE (PYHKIIMOHUPOBAHUE.

15. CBOI{HBIG IMOKAa3aTCJIM MOT'YT OKa3aTbCAd IMOJIC3HBIMU AJId OMMUMCAHUA Y CPABHCHUA
COCTOAHUA 300POBbA PAa3JIMYHBIX I'PYIIIT HACCIICHUA. Ha JaHHOM J3TaIl€ HET H€06XO[[I/IMOCTI/I
COTJIaCOBBIBATH TOT MJIM MHOM CBOI[HI:Iﬁ I1I0Ka3aTcyib UJIM MCTOJbI €TI0 UCIIOJIb30BaHH B
HaHHOHaHBHOﬁ OTUYCTHOCTH, ITIOCKOJIbKY OCHOBHAA 3aJa4a 3aKJII0YacTCA B IIPOABMIKCHUN BIICPCA
B JIeJI€ CO3/IaHMsI €IMHOTO HHCTpyMeHTa. Kak Obl TO HU OBLI0, HE CIEAYET UCKIII0YATh
BO3MOXKHOCTH TOTO, 4TO B Oy xyIieM OyJeT pa3paboTaH CTaHIApTHBIN ITOKa3aTelb, IIPUIEM C
TOYKHU 3PCHUA COCTOSAHHA 3J0POBbs eI[HHBIfI HWHCTPYMCHT IMPOBCACHUA O6CJICI[OBaHI/Iﬁ JOJDKCH

mpeaoCTaBJIATL BO3SMOXHOCTDE AJI1 UBMCPCHUS HpeI[HO‘-ITGHI/II\/'I " OIICPUPOBAHUA UMU.

16. bBbu10 peKOMEH0BaHO CO3/1aTh PYKOBOASILYIO TpymIly U padouyto rpymnmny. Pabouas
rpynna OyaeTr 3aHUMaThCs pa3padOTKON HOBOT'O €MHOI0 MHCTPYMEHTA U KOOPAUHUPOBATh
CBOIO JIEATEIBHOCTD C YK€ (PYHKIIMOHUPYIOLIMMU TPYIIaMu, TAKUMH, Kak Tpynna EBpocraTa no
OAX u Bammnrronckas rpynmna. Creayromue CTpaHbl U MEXAyHapOIHbIE OpraHU3aliu

MPEAIOXKMIIN CTATh YJICHAMMU:
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e PykoBopmsmeii rpynnsl: Kanana, CIIIA, BO3, EBpocrar u EOK

e Paloueii rpynmel: benwsrus, Kanana, Ocronus, ['epmanus, Benrpus, Utanus, Hopserus,
Ucnanusa, Hunepnanasl, Coenunennoe KoponesctBo, Coequnennsie [tarel, EJK,
EBpocrar u BO3. EBpoPEBEC Takske mpemyioxuia NpuHATh y4acTre B padoTe ['pymmbl.

YTBEP/KJAEHUE JTOKJIAJTA

17. Ha 3akiI04uTeIbHOM 3aCE€JaHUN YYACTHUKU YTBEPIWIIN JTOKJIA]l COBEIIIAHUS.
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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.
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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.

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
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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
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
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.
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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.

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
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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
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.
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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 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
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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. 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.
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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
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.



CES/2004/46
page 16

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 domains/attributes

e Comparable survey instruments: Translation of concepts and wording

e Issues of 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
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
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:

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

e suitable for preference measurements

e 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
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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. 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.

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.



