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ABSTRACT 
 

As agreed at the forty-ninth session of the Regional Committee in September 1999, 
the Ministry of Health, Welfare and Sport of the Netherlands and WHO convened an 
expert group to review previous work on HFA indicators, together with related 
developments in other international organizations active in the health information area. 
The group comprised 23 experts from 16 countries and from the European 
Commission, OECD and WHO. The list of current and suggested new HFA 
operational indicators was reviewed and discussed according to broad indicator 
groups: health status (mortality, morbidity, disability, health of specific groups such as 
maternal/child health); determinants of health (lifestyles, environment, health care 
resources, health care utilization, quality of care, health expenditure); and 
demographic and socioeconomic indicators. A number of specific recommendations 
were made for each of these groups and are presented in detail in the report of the 
meeting. The meeting also noted positive developments in the exchange of strategic 
views and future plans among the organizations active in health. 
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Introduction 

The Meeting was opened by Mr Arun Nanda, who welcomed the participants on behalf of the 
Regional Director, Dr Marc Danzon. In recalling the decision of the Regional Committee at its 
forty-ninth session (RC49) in September 1999 that the current set of indicators should be further 
developed in order to ensure the availability and comparability of data, he thanked the 
Netherlands’ Ministry of Health, Welfare and Sport for its hospitality and generous support in 
organizing this Meeting. Dr Geert van Etten welcomed all the participants on behalf of the 
Minister of Health, Welfare and Sport and hoped that the Meeting would also contribute to the 
harmonization of definitions and data collection at international level. In this connection, the 
participation of Mr Gaetan Lafortune of the Organization for Economic Co-operation and 
Development (OECD) and Dr Jacques Bonte of the European Commission Directorate-General 
EUROSTAT (EC/EUROSTAT) was especially welcome. Apologies had been received from 
Dr Henriette Chamouillet of the EC Directorate-General SANCO (EC/SANCO), who is 
responsible for the Health Monitoring Programme (HMP). However, it had been agreed that 
Dr Bonte would also make a presentation on behalf of EC/SANCO. Mr Nanda also conveyed the 
apologies of WHO headquarters (WHO/HQ) who would not be represented because of the heavy 
workload in connection with the preparation of the forthcoming World health report. 
 
Dr van Etten was elected Chairperson and Dr Peter Achterberg Rapporteur of the Meeting. The 
lists of participants and of working papers and background material are in Annexes 1 and 2, 
respectively. Dr van Etten outlined the work that needed to be done, drawing the attention of the 
participants in particular to working papers 6 (Suggested new list combining present and new 
HFA operational indicators) and 7 (Summary of data availability for the present operational 
indicators), as well as background document EUR/RC49/7 Add.1 (Compendium of replies 
received from Member States to written consultation on the draft list of HEALTH21 indicators) as 
the main working documents for the Meeting. 

Scope and purpose 

The European health for all (HFA) indicators are designed to be an integral part of the HFA 
policy framework adopted by the Member States of the WHO Region for Europe. They serve as 
the main tool for monitoring progress towards attainment of the HFA targets and for assessing 
the health situation in European countries in general. The indicators, which are approved by 
Member States at sessions of the WHO Regional Committee for Europe, are usually formulated 
at the generic, conceptual level and published in the appropriate HFA policy documents.1 Further 
operationalization of indicators down to precisely formulated health statistics or other concrete 
measurements and actual data collection are being done by the WHO Regional Office for Europe 
(WHO/EURO), usually in consultation with the appropriate experts. The indicators are 
periodically revised to adapt them to changes in the policy framework and to take account of 
accumulated experience and the current availability of data. 
 
The latest revised list of generic HFA indicators for HEALTH21 had been sent for consultation to 
the Member States in 1998, and approved and adopted by the Regional Committee at its forty-
ninth session in September 1999. At that session the Netherlands delegation had proposed that an 

                                                 
1 Health for all targets. The health policy for Europe. Copenhagen, WHO Regional Office for Europe, 1993 
(European Health for All Series, No. 4); HEALTH21: the health for all policy framework of the WHO European 
Region. Copenhagen, WHO Regional Office for Europe, 1999 (European Health for All Series, No. 6). 
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expert group should be convened to help improve the international availability and comparability 
of the new operational indicators, particularly taking into account the comments and suggestions 
received from countries during the above-mentioned consultation. 
 
The main objectives of this expert group Meeting were therefore: 

• to review all indicators and to draw up operational definitions, taking account of existing 
definitions, data collection practices and data availability; 

• to identify areas or indicators for which further detailed development work is needed and 
where improvements in data collection practices can be achieved; 

• to consider closely links with other international organizations, especially with regard to 
the definition of the HFA indicators and the development of indicators within the 
framework of the European Community action programme on health monitoring; 

• to share the collection of data and use of their results in the best possible way. 

Overview of the situation 

The first session was devoted to setting the scene for the work to be carried out during the 
remaining programme. The work done previously on the development of HFA indicators and 
related developments by other international organizations active in this field were reviewed, and 
short presentations were made by the representatives of WHO, EC (SANCO and EUROSTAT 
Directorates-General) and OECD. 

WHO Regional Office for Europe 

Mr Nanda started by giving examples of how the use of HFA indicators for international 
comparisons has already benefited Member States. He outlined the historical perspective of 
European HFA policy development and the main milestones in the development and regular 
revision of the HFA indicators since the mid-1980s. He then presented an overview of the 
process and the timetable of developing the HFA indicators for HEALTH21 since 1997, as well as 
the main issues on which comments and suggestions were sought from Member States. He 
reminded the Meeting of the consultation process with the Member States and its subsequent 
presentation to and approval by the Regional Committee. Furthermore, prior to the Expert Group 
Meeting a round of discussions had taken place with representatives of the technical programmes 
in WHO/EURO to ensure the widest possible input. In addition, past collaboration with WHO 
headquarters (HQ) to link to the global indicator process would continue. 
 
The main change between the 1991 HFA indicators and the new proposals was a reduction in the 
total number of generic HFA indicators from 112 to 59. Some 50 indicators from the 1991 HFA 
policy had been maintained for HEALTH21 and 9 new indicators had been adopted. Mr Nanda 
concluded by describing the monitoring and evaluation exercise and informed the Meeting that, 
contrary to previous years, the next monitoring exercise would be lighter as there would only be 
“routine” data/information collection and WHO/EURO would not be asking Member States for 
additional quantitative evaluations and questions.  
 
Dr Remis Prokhorskas described in more detail the areas covered by HFA indicators, data 
collection procedures and the HFA database. The HFA policy itself is the conceptual background 
for the indicators, which could be broadly grouped into those covering health status, health 
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determinants and socioeconomic background. Dr Prokhorskas continued with a more detailed 
explanation of the difference between generic and operational indicators. Generic indicators are 
loosely defined areas of measurements linked to specific parts of the HFA policy framework 
(HFA targets) and traditionally constitute an integral part of the HFA policy document. 
Operational indicators are precisely defined numerical data items as they are kept in the HFA 
statistical database. Data are collected at the operational indicator level. In the past the regular 
revision of European HFA indicators was closely coordinated with similar activities at WHO/HQ 
in relation to the global indicators. Intensive work is currently going on at WHO/HQ with the 
aim of developing frameworks for measuring health inequalities and health system performance. 
When this work is complete, it is expected that the results could be used to enhance appropriate 
areas in the European system of HFA indicators. 
 
Data for HFA indicators are being collected from various sources. All efforts are made to use 
available information from secondary sources to avoid duplicating requests to countries. Mainly 
routinely available national health statistics are included in the annual data collection for HFA 
indicators. Data availability and comparability differ between countries and from indicator to 
indicator. Data availability by indicator and main data sources is summarized in working paper 
No 7. Collected data are fed back to countries and made available to other users via the user-
friendly HFA database, which is accessible on the Internet. A demonstration of the database was 
given to participants. 
 
The Health Interview Survey project was briefly presented. It is expected that this project will 
serve as a data source for a number of important indicators. 

European Community EUROSTAT Directorate-General 

Mr Bonte made a presentation on the EC’s Health Monitoring Programme (EC/HMP) on behalf 
of Dr Chamouillet, and described the work carried out by the EC/EUROSTAT Working Group 
and Task Forces on Public Health Statistics under the Leadership Groups (LEGS) programme. 
The objective of the action programme on health monitoring is to contribute to the establishment 
of a consistent, permanent and coherent Community health monitoring system that develops and 
exchanges adequate, reliable and comparable data sets and indicators of public health. 
Development and implementation are structured in three pillars: pillar A deals with the 
establishment of Community health indicators; pillar B deals with the development of a 
Community-wide network for data exchange between member states, the EC and international 
organizations; pillar C deals with the development of methods and tools for use with health 
status, trends and determinants and the effect of policies on health. 
 
EC/EUROSTAT is a horizontal directorate-general, whose work is led by the statistical 
programme for 1998–2000 and the annual programmes (European Statistical System). The 
Statistical Programme Committee (SPC) has the central role of approving proposed programmes 
before decisions are taken by the European Commission, the European Council and the 
European Parliament, and considering major issues during the implementation process. EU 
regulations have a strong legal status and even sanctions are possible, although there are not as 
many regulations related to health. Health was included in the Maastricht treaty, but health data 
were already being collected by other programmes (on population, personnel, costs) before then. 
Definitions and data collection are strongly dependent on national systems, for example systems 
for care of the elderly. Health information is different from health statistics, and data collection 
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and experts are different. With regard to the dissemination of data, the new Cronos are not 
accessible to everybody (due to costs and confidentiality). 
 
Dr Pieter Kramers presented the Integrated Approach to Establishing European Community 
Health Indicators (ECHI) project, which runs under pillar A of the EC/HMP. The scope of this 
project is oriented towards EU member states’ health policy priorities, but it has similarities with 
the WHO HEALTH21 indicator approach, including the comprehensive coverage of the area’s 
health status and several ranges of health determinants through the health system. Attention was 
given to the possibilities within the HMP to develop weak areas (in the sense of data availability 
and comparability) by specific project funding and also to the possibilities of flexible application 
of indicator definitions when the EUPHIN-HIEMS data exchange system being developed under 
pillar B of EC/HMP reaches the operational stage. The input from different international 
organizations should help optimal cooperation. 

Organisation for Economic Co-operation and Development 

Mr Lafortune gave an overview of the OECD work on health data in 1999 and plans for 2000 as 
well as the priority areas over the next two to three years. He described the current structure of 
OECD health data which was divided into ten major areas. As part of the harmonization process, 
he highlighted the joint EC/EUROSTAT–OECD collection of 12 items related to Health 
Interview Surveys as well as increasing reliance on data collected by other organizations. Further 
progress could be achieved through harmonization of already existing definitions and 
development of new international definitions. Priority areas over the next two to three years were 
in the areas of health status and health outcomes; health care resources and utilization; insurance 
coverage and access to health care; and a publication accompanying the database. 

Review of comments from Member States 

Dr Kramers gave a general overview of the comments on the list of generic HFA indicators 
received from Member States in response to the request from WHO/EURO in December 1998. 
Most of the comments were relevant to the operational level rather than to the generic indicators. 
Member States were particularly concerned about the appropriateness, availability and 
comparability of existing data sources and indicators. Availability and comparability present 
both a problem and a challenge for the HFA database. The appropriateness of an indicator is 
strongly linked to its purpose, such as pointing to a specific target. The linking of targets and 
indicators still needs further attention. Countries’ comments could be grouped as follows: 

• HFA targets are sufficiently covered by indicators but indicators on equity are missing; 

• some indicators are not available in some countries; 

• low comparability of data/indicators; 

• definitions should be harmonized between international organizations and duplication 
avoided; 

• more indicators needed; 

• logical ordering and consistency among indicators. 
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Suggested changes to operational indicators 

The list of operational indicators and suggested changes to them (Working Paper No. 6, attached 
as Annex 3) were reviewed by group of indicators, i.e. mortality, morbidity, disability, maternal/ 
child health, other health status indicators, lifestyles, environment, health care resources, health 
care utilization, quality of care, health expenditure, and demographic and socioeconomic 
indicators. 
 
A member of WHO/EURO gave a brief introduction to each group of indicators, including the 
areas and HFA targets covered, main data sources and data collection problems, a general 
assessment of comparability and a summary of countries’ comments related to that group. 
Dr John Henderson made a presentation on indicators in the mental health area, underlining the 
importance of mental health in many areas. Dr Dafina Dalbokova described the project to design 
an environment and health information system for national environmental health action plans 
(NEHAPs), which had recently launched by the WHO European Centre for Environment and 
Health, Bilthoven Operational Division. It is expected that around the end of 2000 this project 
will contribute significantly to the development of HFA indicators on the environment. During 
the discussions specific comments and recommendations were formulated for each group of 
indicators (see below). 

Summary of specific recommendations and priorities for further action, by 
indicator 

Mortality indicators 

• Definitions should be presented with both the appropriate ICD-9 codes and ICD-10 codes. 

• Although mortality indicators are derived from the best available and comparable data, 
users should be aware that these are not free from possible misclassifications and 
inaccuracies and need to be treated with caution. 

• Moving averages are recommended for comparisons in the case of small countries and 
relatively rare causes of death; they have been made available as a technical option in the 
HFA database. 

• In some countries alternative sources of mortality data may be more accurate and 
complete, particularly for infant mortality. 

• ICD codes are preferred if they are consistent with the EC/EUROSTAT EU-65 shortlist; 
they should be used (and indicated) wherever possible and appropriate. 

• A socioeconomic breakdown should be made of mortality data to create indicators for 
inequity. This is an area for further development where initiatives have already been taken, 
which will eventually lead to indicators for inequity. 

• Definitions and codes should be drawn up for the adverse effects of therapeutic agents (and 
medical care in general) for mortality. 

Morbidity indicators 

• Definitions of indicators based on hospital data should specify whether only acute or all 
hospitals is to be included. The inclusion/exclusion of day treatment cases should be 
specified, as international differences in the organization of care would otherwise impair 
comparability (see below). 
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• Definitions of indicators based on hospital discharge data should be further elaborated in 

collaboration with other international organizations using similar data/indicators (primarily 
the OECD at this stage). 

• Indicators on home/leisure accidents are an important area for further development, 
particularly taking into account EU work in this area (EHLASS project).  

• The use of identical terminology for both morbidity and mortality indicators was strongly 
recommended. 

• An indicator for prostate cancer incidence should be added. 

• Age and sex standardization of morbidity data should be introduced wherever possible and 
relevant. 

• There is an urgent need for further development of indicators for the mental health area. 

• More detailed definitions for diabetes and congenital anomalies are recommended. 

Disability indicators 

• Relatively good comparable data on disability, based on health interview surveys, are 
recently becoming available for an increasing number of countries. However, processing, 
cleaning and standardization may take up to two years before comparable data will be 
available for wider use. 

• The present indicator on long-term disability is more generic than operational. Further 
development and specification of definitions are needed. 

• Age and sex stratification, wherever available, should be included for disability indicators. 

Maternal and child health indicators 

• In relation to indicators on abortions, the number of women of fertile age should be used as 
a denominator in addition to the present “induced abortions per 1000 live births”. 

• The rate of pre-term deliveries is a useful indicator related to prenatal care. 

• The potential use of OBSQID project data for developing maternal and child health 
indicators should be re-examined. 

• As some countries reported differing ages for Hepatitis B vaccination in children, the 
definitions of new immunization indicators vis-à-vis age should be checked with the 
WHO/EURO Department of Infectious Diseases. 

• There should be additional indicators on low birth weight (an added cut-off point of 1500 g). 

• Definitions of breastfeeding periods should be further specified to avoid potential 
misunderstanding. 

Other health status indicators 

• The REVES network is an important source of data on disability-free life expectancy. 

• The prevalence of hypercholesterolemia should be used in addition to the proposed mean 
values (the cut-off point should be defined as in the case of high blood pressure). 

Lifestyle indicators 

• The accuracy of the Food and Agriculture Organization (FAO)’s food balance sheet data 
since new international trade regulations were introduced in 1994 gave rise to concern. 
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There could be confusion about consumption, availability and production. These should be 
clarified (in relation to their sources). 

• Alternative sources for food consumption data (e.g. interview surveys) should also be 
considered in the future. 

• Wherever available or possible, data on smoking occurrence and alcohol consumption 
should be stratified by age and sex.  

• The use of the Health Behaviour in School Children (HBSC) project data (data for young 
people) should be included where appropriate. 

• The possible uptake of recent data from the EU European Monitoring Centre for Drugs and 
Drug Addiction (EMCDDA) in Lisbon should be explored in relation to drug issues. 

• Wherever there are specialist areas (e.g. for “binge drinking”, although this is known to be 
problematic) the availability of additional data on drinking patterns and data sources 
should be further investigated.  

• Physical exercise is believed to be an important area for further development. 

• The value of the indicator “percentage of non-drinkers” could be debated as its meaning is 
not entirely clear. 

Environment and health indicators 

• Emission data for various pollutants available in EC/EUROSTAT and the European 
Environment Agency should be used as a data source for appropriate HFA indicators. 

• Definitions of indicators related to occupational diseases should be further developed. 
Definitions and data on work-related diseases available in EC/EUROSTAT should be 
examined and taken into account. 

• The usefulness of the indicator on the number of foodborne disease outbreaks could be 
queried. 

• Several Member States (mainly in western Europe) described significant improvements as 
regards environmental issues in health-related areas and their consequent lessened 
concerns in this area. 

• It is difficult to construct relevant and comparable exposure indicators as they will always 
fluctuate by place and time and actual individual exposure will also be determined by the 
geographical distribution of the population. 

• Crude emission data (SO2, NO2, CO, dust) per country are sometimes used as proxy 
measures; the right denominator (per year, per capita, or by country area) is still a matter of 
discussion. 

• The addition of new indicators at this stage, even for indoor exposure, would be too 
ambitious. This area should be taken up for further development, e.g. by scrutiny of 
existing data sources. 

Health care resources indicators 
 
The complexity and inherent incomparability of data in this area was extensively discussed. For 
example, differences in the function, type and provider of care just in the area of primary health 
care demonstrate the complexities and inherent difficulties in this area. OECD has historically 
been active in this area and recently the EC has also shown an interest in health care. WHO’s 



EUR/00/5018702 
page 8 
 
 
 
participation in this area was important so that there could be coordination of definitions, 
especially since many Member States are members of neither EU nor OECD. 
 
The difficulties are well illustrated by the first indicator (number of hospitals per country), which 
may differ according to the health care systems involved and historical differences in their 
structure and organization. Interpretation of the meaning of quantitative differences for that 
indicator is therefore not unequivocal. 
 
In the financial area, a major initiative on national health care accounts had been introduced by 
OECD with EC/EUROSTAT, and for developing countries together with WHO headquarters. A 
view about activities in care in relation to costs will be especially needed. EC/EUROSTAT is 
working with OECD on definitions and data regarding human resources in the health care area. It 
is still uncertain, however, how medical specialties should be grouped to arrive at datasets that 
are comparable between countries. EC/EUROSTAT will send its data to WHO for further 
inspection and comments. 
 
An important warning was repeatedly given that important conclusions should not be drawn 
from existing data yet, although eventually very important conclusions should have to be drawn 
from the data in this area. 

• The use and interpretation of findings based on some indicators, particularly those on the 
number of hospitals and PHC establishments, are not always clear. Any conclusions based 
on these data should be made with caution. 

• The wording and definition of the indicator on the number of PHC establishments (which 
should be those outside hospitals) should be further refined, and the wording possibly 
changed to “non-inpatient” establishments. 

• Work on the harmonization and agreement of standard definitions in health accounts and 
related issues is continuing (mainly between EC/EUROSTAT, OECD and WHO) and 
results are expected fairly soon. New developments in this area should not, therefore, be 
started, and the present indicators should be kept until the work is completed. 

• EC/EUROSTAT uses some definitions and data on specialties. These should be taken into 
account when appropriate indicators are defined for specialty groups. Such groupings of 
specialties may be feasible in the case of physicians but more difficult for hospital beds. 

• Numbers of beds in intensive care and prevention-oriented activities (e.g. cancer screening) 
are potentially useful additional indicators. 

Health care utilization indicators 
 
Similar notions as for health care resources are valid for this area. 

• More consistent use of the terms “admission” and “discharge” between different indicators 
may be helpful. 

• Existing lists of surgical procedures (e.g. OECD and Nordic countries) should be taken 
into account when suggested indicators on surgical procedures are defined. 

• Different countries had different practices as regards one-day admissions. The number of 
one-day admissions could be a separate indicator, although most countries do not normally 
include this in their readily available routine hospital statistics. 
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More generally in this area, sometimes indicators for “bulk” (i.e. rather broad) areas are 
proposed and indicators for quite detailed areas specified without a clear view of the underlying 
selection criteria or relation to specific targets. 

Quality of care indicators 

• The link between indicators on autopsy rates to quality of care was not immediately clear. 

• There should be an additional indicator on mortality caused by complications and adverse 
effects of the medical system. 

• Work is needed to arrive at an indicator for patient satisfaction, for example through health 
interview surveys. The Netherlands indicated that it has developed a questionnaire for 
inspection and/or use by WHO. 

• In some countries, avoidable mortality is used as a general indicator. The Nordic countries 
have their own version (list with selected causes of death) and WHO can calculate a sum of 
the set of causes (and ages) that are routinely sent to them. 

• Waiting time and nosocomial infections are of general interest as regards quality of care. A 
European project (HELIX) specific to surgical wound infections may provide some first 
comparable data. 

Health care expenditure and financing indicators 
 
The issues in this area should be made more understandable for countries of central and eastern 
Europe. Comments regarding other areas in the health care field also applied in this area. In 
particular, OECD and EC/EUROSTAT noted the need to move towards the consistent use of the 
new Manual of the system of health accounts2 in order to improve both the reporting and 
international comparability of health expenditure (and related non-monetary health resources) at 
national level. In addition, the relation to targets should be further elaborated and clarified. No 
other specific recommendations were made for this area. 

Background and socioeconomic indicators 
 
The relation of indicators to targets has not yet been specified in this area. There are possibilities, 
however, such as linking the percentage of people over 65 years of age to the healthy aging 
target. 

• A clearer link of these indicators to the HFA targets would be helpful. 

• Indicators for poverty and/or income disparity, such as the Gini coefficient or income 
distribution by decile, should be introduced. OECD has some data (for selected years). 
EC/EUROSTAT also indicated the presence in their datasets of some poverty indicators. 
These are difficult indicators, however, for countries where the economy has strong non-
monetary components (exchange of goods and/or services for other goods and/or services). 

• The joint use of gross national product (GNP) and gross domestic product (GDP) as 
indicators in this area was discussed, and a proposal made that GDP should be the only 
indicator. 

• The use of the illiteracy rate was strongly discouraged, as it may present serious 
comparability problems. 

                                                 
2 Full reference. Manual of the system of health accounts.  
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General conclusions and recommendations 

The discussions at this Meeting once more demonstrated that health is a broad issue with 
numerous intersectoral and international ramifications. If health information is to be relevant to 
policy, it will require internationally comparable data from various fields and many sources 
covering all the above-mentioned broad indicator groups. In addition, the consequences of ill 
health, in terms of health care utilization and costs, and the quality and accessibility of health 
care systems are currently priority and important areas for monitoring. As all these areas are 
highly interwoven, they need to be viewed together to arrive at a full picture of health in the 
twenty-first century. 

• Many data sources have already been identified in the WHO European Region and many 
comparable health indicators are available and accessible, for instance in the easy-to-use 
HFA database. Much work remains to be done to integrate the existing data further into 
comparable, policy-relevant health indicators and to improve the data collection process. 

• In addition to WHO, international organizations such as EC and OECD count on the 
commitment of groups of European countries for delivering and comparing information 
and data on various aspects of public health and health care. WHO Member States share 
the opinion that collaboration and coordination between international organizations and the 
EC is logical and essential. Past collaborative efforts show some progress and the next step 
is perhaps towards specified common priorities for future collaboration. 

• National data reporting sometimes involves reporting to more than one organization. On 
occasion the timing of the various stages could be improved, e.g. where preliminary data 
are to be sent first and followed by final data. Participants agreed that a possible solution 
was for Member States to appoint a focal point with official responsibility for the delivery 
and quality control for all health-related data submitted to WHO and other international 
organizations. They agreed to convey this to their national representatives at future WHO 
meetings. 

• Besides the common, regularly collected statistics, many important data sources are 
gradually and increasingly becoming available for introduction into the international 
databases (e.g. health interview and health examination surveys). These sources may 
provide indicators for monitoring a number of important policy issues. It will take some 
time and considerable additional effort and resources, however, to harmonize and analyse 
these data sources for future international use. 

• Major concerns were repeatedly expressed with regard to the immense problems of 
comparability in the health care area, especially when available data are used as a proxy for 
morbidity or for estimating the utilization, cost and quality of health care. Differences in 
structure and organization between health systems in most European countries mean that 
related data are not comparable. OECD is a major player here. Various WHO Member 
States are also members of EU and OECD, and many have had very similar health care 
systems so that at present there are fewer comparability problems in these groups. 
However, as health care reforms begin to be implemented across Europe, it will be more 
difficult for these Member States to compare their systems even within their own groups. 
This will translate into further difficulties and inadequate means for reporting relevant data 
to international organizations. A major effort to ensure harmonization is needed in this 
area, in collaboration with EC and OECD. 

• The current focus on health care utilization data might unwontedly lead to a disregard for 
prevention, although this is an important part of a broadly defined health care system. 
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Additional indicators, such as for the screening of breast cancer and prostate cancer, should 
be developed for the monitoring and evaluation of prevention activities. 

• As with health care utilization, costs and financing, there is also a lack of sufficiently 
comparable data for a number of other areas such as mental health, social inequalities, 
disability, environment and health, physical activity and occupational diseases. Here again, 
further work needs to be done by international organizations in cooperation with each other 
and with existing international expert networks. 

• As regards collaboration between international organizations, OECD, WHO/EURO and 
EC (the EUROSTAT and SANCO Directorates-General) have already started bilateral 
and/or multilateral collaboration in a number of “developmental” priority areas and, at 
higher administrative levels, an exchange of strategic views and future plans. These were 
positive developments, especially the high-level meetings and the exchange of letters 
between WHO and OECD and EC, respectively. 

Closing session 

Dr van Etten thanked the participants for their active input and contributions to the Meeting, as 
well as the Secretariat and WHO/EURO staff for their successful organization of the Meeting. 
On behalf of the participants, Mr Nanda thanked Dr van Etten for acting as Chairperson and for 
guiding the discussion in such an efficient and effective manner which, together with the expert 
input of all participants, had resulted in such a positive outcome of what was a very complicated 
subject. He also thanked the Ministry of Health, Welfare and Sport for their excellent 
organization and generous hospitality. 
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14668/14708 Letter and attachments of 28 December 1998 sent for written 
consultation to European WHO Member States 

EUR/RC49/7 Add.1 Compendium of replies received from Member States to written 
consultation on the draft list of HEALTH21 indicators 

EUR/RC49/7 New list of generic HFA indicators as approved by RC49 

 HEALTH21: the health for all policy framework of the WHO European 
Region. Copenhagen, WHO Regional Office for Europe, 1999 
(European Health for All Series, No. 6) 

1999 Data Reporting Guidelines for the annual provision of “Health for All” indicators and 
other basic health statistics of the WHO Regional Office for Europe 
(for 1999 Data reporting, including recommended definitions) 

EUR/RC48 RC48 report excerpt related to HFA indicators 

EUR/RC49 RC49 report excerpt related to HFA indicators 

 Present complete list of operational HFA indicators (as defined in the 
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Annex 3 

SUGGESTED CHANGES TO THE LIST OF OPERATIONAL  
HFA INDICATORS FOR HEALTH21 

Following the formal adoption in 1998 of HEALTH21, the health for all (HFA) policy framework for the 
WHO European Region, work has continued on adapting the HFA indicator system to the new policy 
framework. The list of generic HFA indicators was adopted by the Regional Committee in 1999, as a 
supplement to the above-mentioned main HFA policy document. The next step was to make appropriate 
changes to the operational list of HFA indicators including definitions, data sources and data collection 
procedures, which required technical work and consultations with different experts. 
 
While the generic indicators normally correspond to some loosely defined areas of measurement, 
operational indicators are precisely defined numerical, usually statistical, data items. The HFA database 
only contains operational indicators and the data are collected at the operational indicator level. 
 
The continuity of the previous operational indicators is being preserved as far as possible. The list of 
indicators below includes the former HFA indicators and suggested new indicators with appropriate 
definitions and comments. For easy reference the list is grouped in the same way as the list of generic 
indicators. It also includes some suggested indicators which need further development both in terms of 
methodology and data sources/collection procedures. 
 
The HFA database serves not only as a tool for monitoring progress towards HFA targets, but also as a 
general source of international health data for a wide range of users and purposes. Therefore it also 
contains additional data items which, as a rule, are not included in the list below. The complete list of 
previous indicators (as they appear in the HFA database) is available as a separate document. 
 
According to the status of development, data availability and data sources, the indicators can be roughly 
grouped into the following three categories of difficulty. 
 
A. Indicators that are updated annually from common secondary sources of data, e.g. data already 

collected from a majority of countries by specific WHO programmes (mortality, incidence of some 
infectious diseases, etc.) or other international organizations/agencies, such as OECD and FAO. 

B. Indicators collected annually by the WHO/EURO Epidemiology, Statistics and Health Information 
(ESI) unit directly from national counterparts on health statistics specifically for the HFA database. 
These indicators are based on national statistics that are routinely collected and available in all or 
most countries. Countries are expected to provide the data only if it is readily available. 

C. Relatively “difficult” indicators which still need further development in terms of definitions and data 
collection methods. These indicators are usually either: not part of routinely collected and available 
health statistics; or comparable data of acceptable quality are at present limited; or data are not 
available in the majority of countries. Some of these indicators (which are most relevant to HFA 
monitoring) are included in the list of operational indicators. Many are measured by population 
surveys and are available for countries that carry out such surveys. Some data are also available from 
some specific international networks and projects. 

 
In general, data for indicators in categories A and B are collected annually, while those for category C are 
included in the HFA database if and when they become available from appropriate sources. Some 
indicators have attributes of several categories simultaneously, as indicated in the list below. 
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As regards the addition of new HFA indicators, the main concern is about indicators falling into category B, 
as their definitions have to be harmonized as far as possible with varying national definitions and data 
availability across all countries of the WHO European Region. Their introduction should impose almost no 
extra burden on countries, and they should at the same time significantly enrich health data available for 
HFA monitoring and international analysis in general. 
 
In the case of categories A and C, the international harmonization of definitions and data collection are 
usually ensured (as far as possible) by the appropriate secondary sources or specific projects from whence 
the data are taken for updating the HFA database. 

1. Mortality indicators 

Most of these indicators are calculated by WHO/EURO using routinely reported mortality data by cause, 
age and sex, except for data for the perinatal period. Countries are thus not asked to provide these data 
specifically for HFA indicators. In the case of the few countries that cannot yet provide complete 
mortality data, estimates from other sources are used. Mortality rates are age-standardized, using the 
European standard population to ensure intercountry comparability (SDR – standardized death rate). 
Indicators are calculated by sex and age group, as appropriate. 
 
 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

060101
–
060204 

Life expectancy at 
birth, year 1, 15, 45, 
65, TMF 

1.1 A Calculated by WHO/EURO for all countries which 
report detailed mortality data to WHO, using 
Wiesler's method. Age disaggregation of mortality 
data: 0, 1–4, 5–9, 10–14, etc. up to 85+. 

060401 Probability of dying 
before age 5 years 
per 1000 live births, 
TMF 

1.2 A Number of deaths per 1000 live births until 5 years 
of age. Taken from appropriate cell of life table (as 
a byproduct of life expectancy calculation), i.e.  
(1-L5(probability to survive by 5) × 1000). 

070100 Infant mortality rate, 
per 1000 live births, 
TMF 

1.2 A Measure of the yearly rate of deaths in children 
less than 1 year old. Denominator is number of 
live births in the same year. Infant mortality rate = 
[(number of deaths in a year of children under 1 
year of age) / (number of live births in the same 
year)] × 1000. (ICD-10) 

070101 Neonatal mortality rate 
per 1000 live births 

1.2 A Number of deaths in infants under 28 days of age in 
a year per 1000 live births in that year. (ICD-10). 

070102 Early neonatal 
mortality rate per 
1000 live births 

1.2 A Number of deaths in infants under 1 week of age in 
a year (ICD-10). Criteria according to national defi-
nitions. All live births should be included, normally 
those with birth weight of at least 500 g. This data 
item is used to calculate early neonatal death rate. 
(Data received from most countries together with 
other mortality data.) Early neonatal mortality rate is 
number of deaths in infants under 1 week of age in 
a year per 1000 live births in that year (ICD-10). 

070103 Late neonatal 
mortality rate per 
1000 live births 

1.2 A Number of deaths in infants aged between 7 and 
28 days in a year per 1000 live births in that year 
(ICD-10). 

070104 Postneonatal 
mortality rate per 
1000 live births 

1.2 A Number of deaths in infants aged between 4 weeks 
and 1 year in a year per 1000 live births in that year 
(ICD-10). 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

070402 Mortinatality rate per 
1000 births 

1.2 A Includes foetal deaths according to national 
criteria (preferably all foetuses with a weight of 
500 g or more). See ICD-9/10 manual for details. 
(Data received from countries for HFA monitoring 
purposes or extracted from national statistical 
yearbooks.) Mortinatality rate: (foetal deaths)/(total 
births) × 1000. 

070403 Perinatal mortality 
rate per 1000 births 

1.2 A Weight-specific (1000 g +) foetal deaths and early 
neonatal deaths per 1000 births (live births + 
stillbirths). If weight-specific data are not available, 
any available data provided according national 
criteria are used as a proxy. 

080100 Maternal deaths, all 
causes per 100 000 
live births 

1.3 A ICD-10: O00–O99. Maternal death is death of a 
woman while pregnant or within 42 days of 
termination of pregnancy, irrespective of duration 
and site of the pregnancy, from any cause 
related to or aggravated by the pregnancy or its 
management, but not from accidental or 
incidental causes. 

080101 Maternal deaths, 
abortion per 100 000 
live births 

1.3 A ICD-10: O00–O08 

9930 SDR, infectious and 
parasitic disease, per 
100 000, 0–64, 65+, 
all ages, TMF 

1.4 A ICD-10 code: A00–A99, B00–B99 

0901 SDR, diseases of 
circulatory system per 
100 000, 0–64, 65+, 
all ages, TMF 

1.5 A ICD-10: I00–I99 

0902 SDR, ischaemic heart 
disease per 100 000, 
0–64, 65+, all ages, 
TMF 

1.5 A ICD-10 : I20–I25 

0903 SDR, cerebrovascular 
diseases per 100 000, 
0–64, 65+, all ages, 
TMF 

1.5 A ICD-10 : I60–I69 

1001 SDR, malignant neo-
plasms per 100 000, 
0–64, 65+, all ages, 
TMF 

1.5 A ICD-10: C00–C97 

1002 SDR, trachea/ 
bronchus/lung 
cancer per 100 000, 
0–64, 65+, all ages, 
TMF  

1.5 A ICD-10: C33–C34 

1003 SDR, cancer of the 
cervix, per 100 000, 
0–64, 65+, all ages 

1.5 A ICD-10 code: C53 

1005 SDR, malignant 
neoplasm female 
breast, per 100 000, 
0–64, 65+, all ages 

1.5 A ICD-10 code: C50 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

9932 SDR, diseases of the 
respiratory system, 
per 100 000, 0–64, 
65+, all ages, TMF  

1.5 A ICD-10 code: J00–J99 

9902 SDR, bronchitis/ 
emphysema/asthma, 
per 100 000, 0–64, 
65+, all ages, TMF 

1.5 A ICD-10 code: J40–J46 

9935 SDR, diabetes, per 
100 000, 0–64, 65+, 
all ages, TMF 

1.5 A ICD-10 code. E10–E14 

9917 SDR, chronic liver 
disease and cirrhosis, 
per 100 000 

1.5 A ICD-10 code: K70–K71, K73–K74 

1101 SDR, external cause 
injury and poison, per 
100 000, 0–64, 65+, 
all ages, TMF 

1.6 A ICD-10 code: V00–V99, W00–W99, X00–X99, 
Y00–Y99 

1102 SDR, motor vehicle 
traffic accidents, per 
100 000, 0–64, 65+, 
all ages, TMF 

1.6 A ICD-10 code: V02–V04, V09, V12–V14, V20–V79, 
V82, V84, V85, V89. Note: In ICD-10 precise 
definition of motor vehicle traffic accidents (as in 
ICD-9) requires use of 4-digit codes. Above 3-digit 
codes are used as a proxy when mortality data are 
reported at 3-digit level. 

110503 Deaths due to work-
related accidents per 
100 000 

1.6 A Occupational injuries include deaths, personal 
injuries and diseases resulting from work accidents. 
Work accidents: accidents occurring at or in the 
course of work which may result in death, personal 
injury or disease (ILO Yearbook of labour statistics). 
All industries are included. Excludes commuting 
accidents on the way to or from work. National defi-
nitions and registration practices vary significantly. 

1201 SDR, suicide and 
self-inflicted injury, 
per 100 000, 0–64, 
65+, all ages, TMF 

1.6 A ICD-10 code: X60–X84 

1704 SDR, homicide and 
intentional injury, per 
100 000, 0–64, 65+, 
all ages, TMF 

1.6 A ICD-10 code: X85–X99, Y00–Y09 

3103 SDR, appendicitis per 
100 000, 0–64, 65+, 
all ages, TMF 

1.7, 10 A ICD-10 code: K35–K38 

3103 SDR, hernia and 
intestinal obstruction, 
per 100 000, 0–64, 
65+, all ages, TMF 

1.7, 10 A ICD-10 code: K40–K46, K56 

3103 SDR, adverse effects 
of therapeutic agents 
per 100 000, 0–64, 
65+, all ages, TMF 

1.7, 10 A ICD-10 code: Y40–Y59. 

170805 Number of deaths 
from illicit drugs 
overdose 

1.6, 6 C Collected from various sources. International 
comparability limited due to differences in 
registration and death certification practices. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

New, additional indicators (mortality-based) 

400101 SDR, tuberculosis, 
per 100 000, TMF 

1.4 A All forms, including sequelae of tuberculosis: 
ICD-9: 010–018, 137 
BTL: 020–029, 077 
ICD-10: A15–A19, B90 
175: 9–13, 43 

400102 Mortality from 
diarrhoeal diseases 
(intestinal infectious 
diseases) in children 
under 5 years, per 
100 000, TMF 

1.4 A Communicable Diseases (CD) unit and 
headquarters to advise 
ICD-9: 001–009 
BTL: 01 
ICD-10: A00–A09 
175: 1–8 

400102 SDR, malaria, per 
100 000 

1.4 A ICD-9: 084 
BTL: 052 
ICD-10: B50–B54 
175: 35 
(to be tested before final decision on source, i.e. 
ESI mortality database or data collected in 
WHO/EURO’s Malaria unit) 

400301 Mortality from acute 
respiratory infections, 
pneumonia and 
influenza in children 
under 5 years, per 
100 000, TMF 

1.4 A CD and HQ to advise 
ICD-9: 460–466, 480–487 
BTL: 31, 320–322 
ICD-10: J00–J22 
175: 103–107 

400501 Mortality from exter-
nal causes in children 
under 5 years, per 
100 000, TMF 

1.6 A ICD-9: E800–E999 
BTL: E47–E56 
ICD-10: V01–Y98 
175: 160–175 

400503 SDR, external causes 
of mortality, age 5–19 
years, per 100 000, 
TMF 

1.6 A ICD-9: E800–E999 
BTL: E47–E56 
ICD-10: V01–Y98 
175: 160–175 

400505 SDR, selected 
alcohol-related 
causes, per 100 000, 
TMF 

1.7, 6 A WHO/EURO’s Alcohol, Drugs and Tobacco (ADT) 
unit and HQ to advise. It may be impossible to 
identify comparable set of codes across different 
ICD versions, particularly BTL and 175. 

400507 SDR, selected 
smoking-related 
causes, per 100 000, 
TMF 

1.7, 6 A ADT and HQ to advise. It may be impossible to 
identify comparable set of codes across different 
ICD versions, particularly BTL and 175. 
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2. Morbidity indicators 

Routine reporting of relatively good quality data is available only for notifiable infectious diseases and 
selected noncommunicable diseases that have relatively clear diagnostic criteria and/or are covered by 
special registers in a sufficient number of countries. Data on the incidence of infectious diseases are 
reported by countries to WHO/EURO’s Department of Infectious Diseases, from whence they are copied 
to the HFA database. 
 
 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators (including some additional data items already collected for the HFA database) 

040301 Number of newly 
diagnosed 
tuberculosis cases 
per 100 000 
population, all forms 

2.1 A Number of newly diagnosed tuberculosis cases, 
all forms (ICD-9: O10–O18; ICD-10: A15–A19) 
during the given calendar year. Relapses should 
NOT be included. Data are already available for 
most countries as they are reported annually to 
WHO by national counterparts for communicable 
diseases. Relapses need better definition. 
WHO/EURO’s Tuberculosis unit to advise. 

040310 Viral hepatitis 
incidence per 
100 000 population 

2.1 A ICD-9: O70 
ICD-10: B15–B19 

040311 Viral hepatitis A 
incidence per 
100 000 population 

2.1 A ICD-9: 070.0, 070.1 
ICD-10: B15 

040312 Viral hepatitis B 
incidence per 
100 000 population 

2.1 A ICD-9: 070.2–0.70.3 
ICD-10: B16 

040321 Syphilis incidence per 
100 000 population 

2.1 A,B ICD-9: 090–097 
ICD-10: A50–A53 

040322 Gonococcal infection 
incidence per 
100 000 population 

2.1 A,B ICD-9: 098 
ICD-10: A54 

040331 Pertussis incidence 
per 100 000 
population 

2.1 A ICD-9: 033 
ICD-10: A37 

050111 Measles incidence 
per 100 000 
population 

2.1 A ICD-9: 055 
ICD-10: B05 

050112 New cases of malaria 
per 100 000 
population 

2.1 A Both indigenous and imported cases are included. 
ICD-9: 084 
ICD-10: B50–B54 

050113 Diphtheria incidence 
per 100 000 
population 

2.1 A ICD-9: 032 
ICD-10: A36 

050114 Tetanus incidence 
per 100 000 
population 

2.1 A ICD-9: 037 
ICD-10: A35 

050115 Acute poliomyelitis 
incidence per 
100 000 population 

2.1 A ICD-9: 045 
ICD-10: A80 
Only cases of transmission of wild polio virus are 
included. Vaccine-related cases are not included.  
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

050116 Congenital syphilis 
incidence per 
100 000 population 

2.1 A ICD-9: 090 
ICD-10: A50 

050117 Congenital rubella 
incidence per 
100 000 population 

2.1 A ICD-9: 771.0 
ICD-10: P35.0 

050118 New cases of 
neonatal tetanus per 
100 000 population 

2.1 A ICD-9: 771.3 
ICD-10: A33 

050130 Rubella incidence per 
100 000 population 

2.1 A ICD-9: 056 
ICD-10: B06 

050131 Mumps incidence per 
100 000 population 

2.1 A ICD-9: 072 
B26 

050312 Clinically diagnosed 
AIDS incidence per 
100 000 population 

2.1 A ICD-10: B20–B24. Data available from WHO/EURO 
CD unit and the WHO European Centre for AIDS 
Monitoring in Paris. 

090401 New cases of 
ischaemic heart 
disease per 100 000 
population 

2.2 B,C ICD-10: I20–I25. Number of patients with newly 
diagnosed ischaemic heart disease for first time in 
their life during given calendar year. Data are not 
routinely available in many countries. If they are 
available, international comparison is limited 
owing to different diagnostic and registration 
practices in different countries. In east European 
countries some data are usually available from 
health establishments’ routine statistical reports. 

090501 New cases of cerebro-
vascular disease per 
100 000 population 

2.2 B,C ICD-10: I60–I69. Same comments as above 

991001 New cases of cancer, 
all sites per 100 000 
population 

2.3 B Number of patients with newly diagnosed cancer 
during given calendar year. Usual data sources: 
national cancer registers or health establishments’ 
routine reporting systems. Data from latter are 
expected to be less accurate than register data. 

991002 New cases of trachea/ 
bronchus/lung cancer 
per 100 000 population 

2.3 B Same as above 

100601 New cases of female 
breast cancer per 
100 000 population 

2.3 B Same as above 

100401 New cases of cervix 
uteri cancer per 
100 000 population 

2.3 B Same as above 

040606 Number of persons 
with diabetes, in % 
(prevalence) 

2.4 B Cumulative number of patients with diabetes 
(ICD-9: 250; ICD-10: E10–E14) at end of calendar 
year. Data from the national diabetes register, 
where available, or from routine reporting system. 

040605 Number of all cases 
of chronic obstructive 
pulmonary diseases, 
in % (prevalence) 

2.5 B, C Cumulative number of patients with chronic obs-
tructive pulmonary diseases (ICD-9: 490–496; 
ICD-10: J40–J47) at end of calendar year. Data 
from national register, where available, or routine 
reporting system. If they are available, internation-
al comparison is limited owing to different diagnos-
tic and registration practices in different countries. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

120311 Number of mental 
patients in hospitals 
with a length of stay 
of 1 year or more per 
100 000 population 

2.6 B, C Number of mental patients in mental hospitals and 
departments at end of given calendar year with a 
length of stay of 365 days or more. Data are not 
routinely available in many countries. 

991201 New cases of mental 
disorder per 100 000 
population 

2.6 B, C Number of patients with newly diagnosed mental 
disorders for the first time in their life (ICD-9/10, 
Chapter V). Data from health establishments’ 
national routine reporting system. Data are not 
routinely available in many countries. If they are 
available, international comparison is very limited 
owing to different diagnostic and registration 
practices in different countries. In east European 
countries some data are usually available from 
health establishments’ routine statistical reports. 

991202 New cases of 
alcoholic psychosis 
per 100 000 
population 

2.6 B, C Number of patients with newly diagnosed alcoholic 
psychosis for the first time in their life (ICD-9: 291; 
ICD10: F10) during given calendar year. Data 
from existing reporting system. Data are not 
routinely available in many countries. If they are 
available, international comparison is very limited 
owing to different diagnostic and registration 
practices in different countries. In east European 
countries some data are usually available from 
routine statistical reports of health establishments. 

040602 Number of all cases 
of mental disorder, in 
% (prevalence) 

2.6 B, C Cumulative number of registered mental patients 
at end of calendar year (ICD-9/10, Chapter V). 
Data not routinely available in many countries. If 
they are available, international comparison is 
limited owing to different diagnostic and registra-
tion practices in different countries. In eastern 
European countries some data are usually 
available from health establishments’ routine 
statistical reports. 

110301 Number of road traffic 
accidents with injury 
per 100 000 
population 

2.7 A Road traffic accidents involving personal injury are 
included. Accidents with only material damage are 
not included. Definition of road traffic accident 
according to Inland Transport Committee of the 
UN Economic Commission for Europe. Data 
published in statistics of road traffic accidents in 
Europe are used as a source for HFA database. 

110302 Number of persons 
injured in road traffic 
accidents per 
100 000 population 

2.7 A Same as above 

110502 Number of persons, 
work-related 
accidents per 
100 000 population 

2.7 A Occupational injuries include deaths, personal 
injuries and diseases resulting from work accidents. 
Work accidents: accidents occurring at or in the 
course of work which may result in death, personal 
injury or disease (ILO Yearbook of labour statistics). 
All industries are included. National definitions and 
registration practices vary significantly. 

110403 Number of persons 
injured in home/ 
leisure accidents per 
100 000 population 

2.7 C Data are not routinely available in many countries. 
If they are available, international comparison is 
very limited owing to different diagnostic and 
registration practices in different countries. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

040800 Congenital anomalies 
per 100 000 live 
births 

2.8 B, C ICD-9: Chapter XIV. ICD-10: Chapter XVII. In 
some countries data are available from registers 
or routine reporting, but international comparison 
is very limited owing to different diagnostic and 
registration practices in different countries. 

040803 Number of births with 
Down's syndrome per 
100 000 live births 

2.8 B, C Same as above 

040701 Number of decayed, 
missing or filled teeth 
at age 12 (DMFT-12 
index) 

2.9 A, C Measured by survey of a sample of 12-year-old 
children (average number of decayed, missing 
and filled teeth). In some countries it may be part 
of routine registration during regular dental check-
ups. Data collected by WHO/EURO oral health 
programme 

992921 Hospital discharges: 
infectious and 
parasitic diseases per 
100 000 population 

2.10 B Total number of patients discharged from all 
hospitals during given calendar year with the 
principal diagnosis falling into the group of 
infectious and parasitic diseases (ICD-9/10, 
Chapter I). Discharge is the conclusion of a period 
of inpatient care, whether the patient returns 
home, is transferred to another inpatient facility 
(transfer to another department of the same 
hospital is not considered as a discharge) or dies. 
Usually data sources are national patient register 
or inpatient establishments’ routine annual reports. 
Hospital discharge data and estimates of annual 
incidence and prevalence based on routine 
reporting are readily available in most countries of 
central and eastern Europe. They may be less 
available in some parts of western Europe. All 
hospitals, public and private, are included. Most 
countries will probably only be able to provide data 
from public hospitals. Hospital discharges do not 
equate to the incidence of a disease and therefore 
their interpretation should be made with caution. 

992922 Hospital discharges: 
all cancers, per 
100 000 population 

2.10 B Same as above 

992923 Hospital discharges: 
diseases of the 
circulatory system per 
100 000 population 

2.10 B Same as above 

992924 Hospital discharges: 
diseases of the res-
piratory system per 
100 000 population 

2.10 B Same as above 

992925 Hospital discharges: 
diseases of the 
digestive system per 
100 000 population 

2.10 B Same as above 

992926 Hospital discharges: 
diseases of the 
musculoskeletal 
system and 
connective tissue per 
100 000 population 

2.10 B Same as above 



EUR/00/5018702 
page 26 
 
 
 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

992928 Hospital discharges: 
injury and poisoning 
per 100 000 
population 

2.10 B Same as above 

040102 Absenteeism from 
work due to illness, 
days per employee 
per year 

2.11 A, B Average number of working days lost per 
employee per year due to sickness or injury. 
Maternity leave not included. Data from sick leave 
registration systems. Data for OECD countries are 
available from OECD health database. 

New, additional indicators (morbidity-related) 

410101 Haemophilus 
influenza type b 
invasive disease 
incidence per 
100 000 population 

2.1 A ICD-10: G00.0 
Main source: WHO/EURO’s Surveillance unit. 

410103 Viral hepatitis C 
incidence per 
100 000 population 

2.1 A Inclusion to be decided by WHO/EURO’s 
Surveillance unit, depending on data availability. 

410105 Number of newly 
diagnosed HIV 
infections during 
calendar year per 
100 000 population 

2.1 A,B Main source: WHO European Centre for AIDS 
Monitoring in Paris. 

410301 Number of new cases 
of diabetes per 
100 000 

2.4 B Number of patients with newly diagnosed diabetes 
during given calendar year. Usually data sources 
are national registers or health establishments’ 
routine reporting systems. 

040704 Percentage of caries-
free children at age 6 
(or 5)  

2.9 A, C This indicator is becoming more widely used and it 
is expected that it may replace DMFT12. Data 
may be available from routine statistics on regular 
dental check-ups of children starting school. Data 
collected by oral health programme. 

992929 Hospital discharges: 
mental and 
behavioural disorders 
per 100 000 
population 

2.10 B WHO/EURO’s Mental Health unit to advise. 
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3. Disability indicators 

Aggregated data are available from social insurance systems in many countries, although intercountry 
comparability is limited owing to differences between countries in legal and other conditions and in 
routine registration systems. These data can also be obtained from health interview surveys, which should 
be carried out, using standard methods, in a sufficient number of countries to produce internationally 
comparable data. 
 
 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

990401 New 
invalidity/disability 
cases per 100 000 

3.1 B, C Number of persons granted invalidity (disability) 
status and appropriate social benefits during the 
given calendar year. Data from the social 
insurance system. See also general comments 
above. 

990402 Persons receiving 
social/disability 
benefits per 100 000 
population 

3.1 B, C Data from the social insurance system. See also 
general comments above. 

030201 Percentage of 
disabled persons of 
working age engaged 
in regular 
occupational activity 

3.2 B, C Data from the social insurance system. See also 
general comments above. 

040101 Number of days of 
temporary disability 
per person per year 

3.1 C To be collected via health interview surveys. Data 
of sufficient coverage and comparability are 
practically not available. Definition is also the 
problem as measurement instruments may be 
quite complicated and different. 

040201 Percentage of the 
population with long-
term disability 

3.1 C Same as above 

040901 Percentage of 
population with long-
term incapacity for 
work 

3.1 C Same as above 
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4. Selected maternal and child health indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

160401 Percentage of live 
birth babies weighing 
2500 g or more 

4.1 B Data available from routine registration systems in 
the majority of countries  

080401 Caesarean sections 
per 1000 live births 

4.2, 9.5 B Same as above 

280500
–
280502 

Number of induced 
abortions per 1000 
live births, all ages, 
under 20, above 35 

4.3 B Total number of induced abortions, irrespective of 
method. Abortion is the termination of a pregnancy 
before the foetus has attained viability. The legal 
requirements for abortion vary between countries. 
Usually these are a weight of 500 g or 1000 g or 
corresponding gestational periods of 22 and 28 
weeks. Sub-indicators: Age of pregnant woman is 
under 20 years. Age of pregnant woman is 35 
years and above. 

280601, 
280602 

Percentage of all live 
births to mothers 
aged under 20 and 
above 35 

4.4 B Data available from routine registration systems in 
the majority of countries 

280101
–
280106 

Percentage of 
children immunized 
against: diphtheria, 
tetanus, pertussis, 
measles, 
poliomyelitis, 
tuberculosis 

4.5 A Percentage of infants reaching their first birthday 
in the given calendar year who have been fully 
immunized against tuberculosis (BCG, 1 dose), 
diphtheria, tetanus (3 doses of DPT or DT), 
pertussis and poliomyelitis. In the case of 
measles, include children who have been immu-
nized by their second birthday. Data are reported 
annually to and are available from WHO/EURO’s 
other communicable diseases programmes. 

160601 Percentage of infants 
breastfed at 3 months 
of age 

4.6 B, C Data are available from routine statistics in some 
countries, but more often from health interview 
surveys 

160602 Percentage of infants 
breastfed at 6 months 
of age 

4.6 B, C Data are available from routine statistics in some 
countries, but more often from health interview 
surveys 

New, additional indicators (maternal and child care-related) 

280107 % of infants 
vaccinated against 
Haemophilius 
influenza type b (Hib) 

4.5 A Data are collected by WHO/EURO DID units  

280108 % of infants 
vaccinated against 
Hepatitis B virus  

4.5 A Data are collected by WHO/EURO DID units  

280109 % of infants 
vaccinated against 
mumps 

4.5 A Data are collected by WHO/EURO DID units  

280110 % of infants 
vaccinated against 
rubella 

4.5 A Data are collected by WHO/EURO DID units  
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5. Other health status indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

040501 Disability-free life 
expectancy  

5.1 C Data of sufficient comparability and coverage are 
not yet available.  

090701 % of persons with 
blood pressure equal 
to or higher than 
160/95mm Hg., 
including those under 
anti-hypertension 
treatment 

5.2 C Same as above. Some data are available from 
population surveys. 

090703 Mean population total 
serum cholesterol 
levels 

5.2 C Same as above 

020201 Percentage of 
population with self-
assessment of health 
as good, TMF 

5.3 A, C For some countries data are available from health 
interview surveys 

 
 

6. Lifestyle indicators 

The majority of lifestyle-related data are not collected by routine registration and reporting systems in the 
health sector. Estimates are available from population surveys or national statistics on the production and 
sale of appropriate products. 
 
 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

171010 Percentage of regular 
daily smokers in the 
population, age 15+, 
TMF 

6.1 A, B, C Measured using the standard questionnaire during 
a health interview of a representative sample of 
the population aged 15 years and above. Many 
countries carry out such health interview surveys 
on a more or less regular basis. For some 
countries, data will also be collected from national 
counter-parts for health interview surveys. Some 
data are also collected from multiple sources by 
ADT. 

171002 Percentage of adults 
smoking 20 cigarettes 
per day, TMF 

6.1 C Same as above 

170902 Number of cigarettes 
consumed per person 
per year 

6.2 A Total number of cigarettes sold/consumed in the 
country calculated from official national statistics 
on production, import and export of cigarettes. 
Data sources: statistics published in the Tobacco 
journal international and by US Department of 
Agriculture. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

170203 Percentage of non-
drinkers in the 
population 

6.3 C Data of sufficient comparability and coverage are 
not yet available. To be collected via Health 
Interview survey project and/or ADT. 

170204 Percentage of adult 
population consuming 
50+ g ethanol per day 

6.3 C Same as above 

170101 Annual pure alcohol 
consumption, in litres 
per person 

6.4 A,B Total amount of pure ethanol in spirits, wine and 
beer sold/consumed in the country during the 
calendar year or calculated from official statistics on 
local production, import and export, taking into 
account stocks and home production, where avail-
able. This amount is divided by mid-year popula-
tion. Source for HFA database: data published in 
World drink trends by Produktschap voor Gedistil-
leerde Dranken (Schiedam, Netherlands) and ADT. 

170701 Road traffic accidents 
involving alcohol per 
100 000 

6.3 A Road traffic accidents involving one or more per-
sons under the influence of alcohol. Accidents 
involving personal injury included. Accidents with 
only material damage not included. Definition of 
road traffic accident according to Inland Transport 
Committee of UN Economic Commission for 
Europe. Source: data published in statistics of 
road traffic accidents in Europe. 

170816 First admissions to 
drug treatment 
centres per 100 000 

6 B, C Number of persons during the calendar year admit-
ted for the first time in their life for treatment related 
to drug abuse. Data available from routine statistics 
in some countries but comparability is low. 

160300 Average number of 
calories available per 
person per day (kcal) 

6.5 A Total amount of food available for consumption 
when converted into kilocalories. Food availability 
calculated using the official statistics on food 
production, imports, exports and stocks. Data from 
FAO are used as a source for the HFA database. 

160306 Percentage of total 
energy available from 
fat 

6.5 A Total amount of fat in food available for consump-
tion. Data are used to calculate percentage of 
energy available from fat. Data source: FAO. 

160307 Percentage of total 
energy available from 
proteins 

6.5 A Total amount of protein in food available for con-
sumption. These data are used to calculate per-
centage of energy available from protein. Data 
source: FAO 

161001 Percentage of popula-
tion with body mass 
index greater than 
30kg/m2 

6.5 C National statistics are not available. Some data 
are produces by specific epidemiological studies, 
but availability and comparability are limited. 

New, additional indicators (lifestyle-related) 

420101 Consumption of 
cereals, kg/capita/day 

6.5 A Data from FAO 

420102 Consumption of 
vegetables and fruits, 
kg/capita/day 

6.5 A Data from FAO 

420201 Percentage of 
household income 
spent on food 

6.5 B, C? Suggested by WHO/EURO’s Nutrition Policy, 
Infant Feeding and Food Security (NIF) unit. In 
general, data should be available from regular 
household surveys taking place in many countries. 
To be investigated. 
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7. Environment indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

240501 Average number of 
persons/rooms in 
occupied housing unit 

7.1 A Data from the United Nations Economic Council 
for Europe (UN/ECE) Annual Bulletin, Housing & 
Building Statistics, Geneva 

992001
–
992003 

Percentage of 
population whose 
homes are connected 
to water supply 
system, total, urban, 
rural 

7.2 A, C See comments for appropriate generic indicator. It 
is expected that data will be available through 
appropriate WHO/EURO programme on 
environment and health. National statistics on 
dwellings in some countries could be used as a 
source. 

200107
–
200109 

Percentage of 
population with 
access to sewage 
system, septic tank or 
other hygienic means 
of sewage disposal, 
total, urban, rural 

7.2 A, C Same as above 

220200 Microbiological 
foodborne diseases, 
number of outbreaks 

7.3 A, B, C Infections or intoxications due to microbiologically 
contaminated food (trichinellosis, salmonellosis, 
campylobacter infections, etc.). An outbreak is the 
exposure of a group of persons with the 
contaminated food as the common origin. National 
definitions and registration practices vary 
significantly. In some countries, an outbreak is 
counted when more than 15 cases are involved. 

220203 Number of cases of 
microbiological 
foodborne diseases 
per 100 000 
population 

7.3 A, B See above 

250201 New cases of 
occupational 
diseases per 100 000 
population 

7 A, B, C Occupational diseases such as dermatosis, 
silicosis, asthma, cancer, infections, poisonings 
and other diseases due to vibration, excessive 
load, noise, etc. at the workplace. National 
definitions and registration practices vary 
significantly. 

992102 Sulfur dioxide 
emissions, kg per 
capita per year 

7.4 A, B Data for selected countries are available from 
OECD and EC/EUROSTAT. 

New, additional indicators (environment-related) 

430101 Average living area 
per person  

7.1 A Data from UN/ECE Annual Bulletin, Housing & 
Building Statistics, Geneva 
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8. Health care resources indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

270210 Number of hospitals 
per 100 000 
population 

8.1 B A hospital is a residential establishment equipped 
with inpatient facilities for 24-hour medical and 
nursing care, diagnosis, treatment and 
rehabilitation of the sick and injured, usually for 
both medical and surgical conditions, and staffed 
with professionally trained medical practitioners, 
including at least one physician. The hospital may, 
but does not need to, also provide services on an 
outpatient basis. The number of hospitals includes 
general, specialized, acute care and long-stay 
hospitals, and excludes balneological institutes, 
health resorts, sanatoria, nursing homes for the 
physically and mentally disabled, homes for the 
elderly (i.e. establishments providing mainly 
custodial care), day centres and day hospitals. 
Variations in interpreting the meaning of “nursing 
home” are a major source of difference between 
countries in the content of data on hospitals. 
Whenever possible, a distinction should be made 
between institutions providing mainly nursing care 
(“nursing hospitals”) and those providing mainly 
custodial care (“nursing homes”). The former 
should be counted as hospitals but not the latter. 

992710 Number of acute care 
(short-stay) hospitals 
per 100 000 
population 

8.1 B Hospitals with an average length of stay of 30 
days or less are considered as acute care or 
short-stay hospitals. Specialized psychiatric or 
tuberculosis hospitals are usually considered as 
long-stay hospitals. See also above 

270206 Number of primary 
health care units per 
100 000 population 

8.1 B Includes all health care establishments providing 
outpatient care, e.g. outpatient departments of 
hospitals, polyclinics, ambulatories, medical 
centres, medical aid posts, etc. which are staffed 
by at least one health professional (physician or 
nurse). 

270205 Number of hospital 
beds per 100 000 
population 

8.1 B A hospital bed is a regularly maintained and 
staffed bed for the accommodation and full-time 
care of a succession of inpatients, situated in 
wards or areas of the hospital where continuous 
medical care for inpatients is provided. It is a 
measure of hospital capacity. The number of 
hospital beds in all public and private hospitals 
and clinics should be measured, whenever 
possible, in available bed-years during the 
calendar year or, if this is not possible, in available 
beds at the end of the year (the usual practice in 
many countries). Hospital beds excludes: cots for 
neonates, day beds, provisional and temporary 
beds, beds in storerooms, beds for special 
purposes or belonging to special health devices 
such as dialysis or delivery (but not post-delivery 
beds in maternity hospitals), etc. 

992713 Hospital beds in 
acute hospitals per 
100 000 population 

8.1 B See above definitions of acute hospitals and beds 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

992711 Psychiatric hospital 
beds per 100 000 
population 

8.1 B Number of beds in psychiatric hospitals and 
psychiatric departments of general hospitals 

992712 Beds in nursing and 
homes for the elderly 
per 100 000 
population 

8.1 B Includes beds in nursing homes for the physically 
and mentally disabled and in homes for the 
elderly, i.e. establishments providing mainly 
custodial care. 

992714 Private inpatient 
hospital beds as a 
percentage of all 
beds 

8.1 B Inpatient beds in private hospitals and clinics. 

270201 Number of physicians 
per 100 000 
population (actual 
physical persons – 
PP) 

8.2 B A physician is a person who has completed 
studies in medicine at the university level. To be 
legally licensed for the independent practice of 
medicine (comprising prevention, diagnosis, 
treatment and rehabilitation), (s)he must in most 
cases undergo additional postgraduate training in 
a hospital (from 6 months to 1 year or more). The 
number of physicians at the end of the year 
includes all active physicians working in health 
services (public or private), including health 
services coming under ministries other than the 
ministry of health. Interns and residents, i.e. 
physicians in postgraduate training, are included. 
The number of physicians excludes: physicians 
working outside the country; retired physicians 
who are not practising or unemployed; physicians 
working outside health services, e.g. employed in 
industry, research institutes, etc.; and dentists 
(stomatologists) who should be defined as a 
separate group. Confusion often occurs due to the 
different meaning of stomatologist in different 
countries. Stomatologists who are physicians 
specializing in stomatology (oral diseases/surgery) 
should be included in the number of physicians. In 
some of eastern European countries, a 
stomatologist is a dentist who only practises 
dental care. In this case he or she should be 
excluded from the total number of physicians. 

992721 Number of physicians 
(full-time equivalent – 
FTE) per 100 000 
population 

8.2 B The number of FTE should be calculated by 
adding the full and appropriate proportion of part-
time occupied posts. 

270321 Proportion of 
physicians working in 
hospitals 

8.2 B Physicians working in hospitals, at least part-time. 
FTE should be used. 

992733 Number of general 
practitioners in PHC 
per 100 000 
population 

8.2 B General practitioners (GPs), including assistant 
GPs. Includes only physicians (preferably counted 
as PP) working in outpatient establishments in 
specialties such as general practice, family doctor, 
internal medicine, general medicine. GPs do not 
limit their practice to certain disease categories, 
and they assume the responsibility for providing or 
referring patients for continuing and 
comprehensive medical care. In most eastern 
European countries the GP roughly corresponds 
to the district therapeutist. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

270203, 
992723 

Number of dentists 
per 100 000 
population, PP and 
FTE 

8.2 B A dentist (or stomatologist) is a person who has 
completed university-level studies at a faculty or 
school of dentistry (stomatology) and who is 
working in dental care, or a physician with 
postgraduate training in stomatology practising 
dental care only. The number of FTE should be 
calculated by adding the full and appropriate 
proportion of part-time occupied posts. 

270204 Number of 
pharmacists per 
100 000 population 

8.2 B A pharmacist is a person who has completed 
university-level studies at a faculty or school of 
pharmacy and who is working in the public or private 
sector in a pharmacy, hospital, laboratory, etc. 

270202, 
992722 

Number of nurses per 
100 000 population, 
PP and FTE 

8.2 B A nurse is a person who has completed a 
programme of basic nursing education and is 
qualified and authorized in his/her country to 
practise nursing in all settings for the promotion of 
health, prevention of illness, care of the sick and 
rehabilitation. Basic nursing education is a 
formally recognized programme of study (normally 
at least 2 years, including university level) which 
provides a broad and sound foundation for the 
practice of nursing and for a post-basic education 
which develops a specific competency. Some 
countries have difficulty separating statistics on 
midwives from the total number of nursing 
personnel. Therefore it is recommended that 
midwives should be included in the broader 
category of nurses, but whenever possible 
statistics should also be provided separately for 
midwives. It is also proposed to include feldschers 
(physicians' assistants – a category of health 
personnel in some eastern European countries) in 
the broad category of nurses. The number of 
nurses at the end of the calendar year includes 
only active nurses, i.e. those working in hospitals, 
primary health care, nursing homes, etc. It 
includes: qualified nurses, first- and second-level 
nurses, feldschers, midwives, and nurse 
specialists. It excludes: nursing auxiliaries with no 
formal nursing education and other personnel with 
no formal nursing education. The number of FTE 
should be calculated by adding the full and 
appropriate proportion of part-time occupied posts. 

270322 Proportion of nurses 
working in hospitals 

8.2 B Qualified nurses working in hospitals, at least part-
time. FTE should be used. 

270209, 
992729 

Number of midwives 
per 100 000 
population, PP and 
FTE 

8.2 B A midwife is a person who has completed a mid-
wifery educational programme duly recognized in 
the country where it takes place and who has 
acquired the requisite qualifications to be regis-
tered and/or legally licensed to practise midwifery. 
Only active, practising midwives are included. 

360301 Number of graduate 
physicians per 
100 000 population 

8.2 B Number of students who have graduated from 
university medical faculties or similar medical 
institutions in the given year. Only persons eligible 
to practise as a physician, normally after a certain 
amount of postgraduate training, are included. 
Pharmacists, dentists and epidemiologists (public 
health) are excluded. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

360302 Number of graduate 
nurses per 100 000 
population 

8.3 B See above definition of nurses 

360305 Number of graduate 
midwives per 100 000 
population 

8.3 B See above definition of midwives 

360304 Number of graduate 
pharmacists per 
100 000 population 

8.3 B See above definition of pharmacist 

360303 Number of graduate 
dentists per 100 000 
population 

8.3 B See above definition of dentist 

New, additional indicators (health care resources-related) 

440101 Number of beds in 
acute care hospitals 
assigned to medical 
specialties, per 
100 000 population 

8.1 B Includes: internal medicine, infectious diseases, 
tuberculosis, immunology, dermatology, 
neurology, clinical oncology, other medical 
specialties. Further details to be discussed and 
defined. 

440102 Number of beds in 
acute care hospitals 
assigned to surgical 
specialties, per 
100 000 population 

8.1 B Includes beds for patients undergoing any kind of 
surgical procedure. Further details to be discussed 
and defined. 

440103 Number of beds in 
acute care hospitals 
assigned to obstetrics 
and gynaecology 
specialties, per 
100 000 population 

8.1 B Self-explanatory. Further details to be discussed 
and defined. 

440104 Number of beds in 
acute care hospitals 
assigned to paediatric 
specialties, per 
100 000 population 

8.1 B Self-explanatory. Further details to be discussed 
and defined. 

440301 Number of physicians 
specializing in medi-
cine, per 100 000 
population 

8.2 B See above 440101. 

440302 Number of physicians 
specializing in 
surgery, per 100 000 
population 

  Self-explanatory. Further details to be discussed 
and defined. 

440303 Number of physicians 
specializing in 
obstetrics and 
gynaecology, per 
100 000 population 

  Self-explanatory. Further details to be discussed 
and defined. 

440304 Number of physicians 
specializing in 
paediatrics, per 
100 000 population 

  Self-explanatory. Further details to be discussed 
and defined. 
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9. Health care utilization 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators (including some additional data items already collected for the HFA database) 

992902 Inpatient admissions 
per 100 population 

9.1 B Admission is the hospitalization of a patient in an 
inpatient facility normally involving a stay of at 
least 24 hours. In the case of death or discharge 
to another health establishment, the stay may be 
shorter than 24 hours and is registered as a 1-day 
hospitalization. Discharge is the conclusion of a 
period of inpatient care, whether the patient goes 
home, is transferred to another inpatient facility or 
dies. The number of admissions/discharges 
excludes: transfer from one department to another 
in the same hospital; day-cases of day patients; 
weekend leave when the patient has been 
released temporarily and the hospital bed is still 
reserved; and cases where treatment is provided 
by hospital personnel at the patient's home. 
Newborns are not included. 

992912 Acute care hospital 
admissions per 100 
population 

9.1 B Same as above, except that only short-stay 
hospitals are taken into account. 

992901 Average length of 
stay, all hospitals 

9.2 B Total number of occupied hospital bed-days 
divided by the total number of admissions or 
discharges. Length of stay (LOS) of one patient = 
date of discharge –date of admission. If these are 
the same dates, LOS is one day. LOS should 
preferably be provided to the accuracy of 
hundreds, i.e. 0.01. Newborns’ bed-days are 
excluded. 

992911 Average length of 
stay, acute care 
hospitals only 

9.2 B Same as above, except that only short-stay 
hospitals are taken into account  

992913 Bed occupancy rate 
(%), acute care 
hospitals only 

9.3 B Average number of days when hospital bed was 
occupied as percentage of available 365 days. 

992801 Average number of 
outpatient contacts 
per person per year 

9.4 B The sum of ambulatory care contacts divided by 
the population. An ambulatory care contact is 
one episode of examination/consultation 
performed by a physician, or by a nurse in the 
presence of a physician, in relation to one 
outpatient at one time and location, normally in 
the physician's surgery or at the patient's home. 
The number of outpatient contacts includes: 
patient's visit to physician's surgery; physician's 
visit to patient's home or other place; call for 
ambulance; day-patient cases. The number of 
outpatient contacts excludes: telephone calls for 
consultation purposes; visits for prescribed 
laboratory tests; contacts to perform prescribed 
and scheduled treatment procedures, e.g. 
injections or physiotherapy; visits to dentist. 

New, additional indicators (health care utilization-related) 

440401 Total number of surgi-
cal procedures, per 
100 000 population 

9.5 B All invasive therapies carried out on an inpatient or 
in an ambulatory surgery (excluding induced 
abortions). 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

440402 Total number of 
inpatient surgical 
procedures 

9.5 B Inpatient surgery is defined as a surgical operation 
or procedure which includes an overnight stay in 
an inpatient institution (excluding abortions). 

 Inpatient surgical 
procedures by main 
ICD classes and/ or 
“tracer” conditions. 

  To be discussed/defined 

 
 

10. Selected quality of care indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

310703 Autopsy rate (%) for 
hospital deaths 

10.1 B, C Self-explanatory. Data available from routine 
statistics in some countries but comparability is 
limited due to different registration/ coverage/ 
calculations. 

310704 Autopsy rate (%) for 
all deaths 

10.1 B, C Same as above 

310701 Surgical wound 
infection rate (%), all 
operations 

10.2 B, C Average rate of inpatient surgical operations in all 
hospitals with postoperative surgical site infection 
during the given calendar year. 

New, additional indicators (health care quality-related) 

 Incidence of end-
stage renal failure per 
1000 persons with 
diabetes, per year 

10.3 C According to WHO/EURO Quality of Care and 
Technologies (QCT), data should be available in 
about 20 countries. Introduction of indicator is 
subject to systematic data collection via QCT 
counterparts programme. 

 Average amount of 
blood transfused per 
capita per year  

10 C Same as above 
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11. Health financing and expenditure indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators 

340102 Total health 
expenditure as 
percentage of gross 
domestic product 

11.1 A, B Whenever possible, the OECD definition of total 
expenditure on health is applied (see OECD 
health systems, Vol. II, p 89, for details). It 
includes: household health expenses, including 
goods and services purchased at the consumer's 
own initiative and the cost-sharing part of publicly 
financed or supplied care; government-supplied 
health services, including those in schools, prisons 
and armed forces, and special public health 
programmes such as vaccination; investment in 
clinics, laboratories, etc.; administration costs; 
research and development, excluding outlays by 
pharmaceutical firms; industrial medicine; and 
outlays of voluntary and benevolent institutions. In 
the case of most central and eastern European 
countries the following must be included: the direct 
state budget allocated to the health sector, state 
subsidies to the mandatory health insurance 
system; mandatory health insurance contributions 
by employers and employees; the direct health 
expenditure of employers running industrial 
medical facilities; the direct health expenditure of 
ministries and government agencies; charity 
health expenditure; foreign assistance; out-
standing debt at the end of the year; private health 
insurance and direct private health charges. It is 
important to ensure that funding from the general 
budget revenues and health insurance contri-
butions do not overlap. Data for OECD countries 
are available from the OECD health database. 

992701 Total health expendi-
ture in purchasing 
power parity (PPP) $ 
per capita 

11.1 A, B, C See above. Additional difficulties in case of the 
countries of central and eastern Europe and newly 
independent states are related to conversion into 
PPP$. 

992703 Public health 
expenditure as 
percentage of total 
health expenditure 

11.2 A, B, C The OECD definition is applied, i.e. the publicly 
financed share of total health expenditure, 
referring to central and local authorities, health 
boards and social insurance institutions. It may 
often be easier to calculate this expenditure by 
subtracting private health insurance and charges 
from total health expenditure. 

270102 Total inpatient 
expenditure as 
percentage of total 
health expenditure 

11.2 A, B, C The OECD definition is applied, i.e. it includes 
current (exclusive of investment/capital outlays) 
expenditure on inpatient institutions, including 
public and private hospitals, for acute, chronic and 
convalescent care. All types of hospital are 
included. Hospitals’ outpatient department 
expenditure on, for example, day cases should be 
covered under ambulatory care expenses. 
Unfortunately this separation is not always 
statistically possible, particularly in central and 
eastern European countries. 

992704 Expenditure on 
inpatient care, PPP$ 
per capita 

11.2 A, B, C See above 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

992706 Public expenditure on 
inpatients as a percen-
tage of total expendi-
ture on inpatients 

11.2 A, B, C The OECD definition is applied, i.e. it includes 
publicly funded inpatient care in institutions, 
whether privately or publicly owned. 

992708 Total expenditure on 
pharmaceuticals as a 
percentage of total 
health expenditure 

11.2 A, B, C The OECD definition is applied. It includes the 
consumption of pharmaceutical products supplied 
on prescription and obtained for self-medication 
(often referred to as over-the-counter products), 
as well as pharmaceuticals consumed in 
hospitals. Includes value added tax (VAT) and 
sales tax, where applicable. 

992707 Expenditure on 
pharmaceuticals, 
PPP$ per capita 

11.2 A, B, C See above 

992709 Public expenditure on 
pharmaceuticals as a 
percentage of total 
expenditure on 
pharmaceuticals  

11.2 A, B, C The publicly financed share of total expenditure on 
pharmaceuticals  

992741 Total capital invest-
ment expenditure on 
medical facilities as a 
percentage of total 
health expenditure 

11.2 A, B, C The OECD definition is applied. It represents the 
sum of capital outlays earmarked for construction 
and renovation of medical facilities (hospitals, 
clinics, health centres, etc.) and purchase of 
medical equipment and vehicles. 

992742 Salaries as a percen-
tage of total public 
health expenditure 

11.2 A, B, C Includes salaries, bonuses to fixed rate wages and 
salaries, and overtime payments to employees in 
the publicly financed health sector. 

 
 

12. Background demographic and socioeconomic indicators 

Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

Previous HFA indicators (including some additional data items already collected for the HFA database) 

999999 Mid-year population, 
TMF 

12.1 A Estimate of resident (de jure) population on 1 July 
of given calendar year, usually calculated as an 
average of end-year estimates. The central statis-
tical office is the source of such data in most 
countries. This data item is used as a denominator 
to calculate most of the other indicators. (WHO 
usually receives mid-year population figures by sex 
and age, together with the annual mortality data.) 
However, for some countries there is a delay of two 
or more years in reporting mortality and population 
by age. This makes it impossible to calculate many 
indicators for which numerator data are available for 
more recent years. In such cases, countries are 
expected to provide at least provisional figures on 
total population by sex only; these will be automa-
tically replaced later with the final population data 
from the mortality data reporting system. 
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Internal 
HFA 
code 

Title, age, sex 
(T – total, 

M – males,  
F – females) 

Reference 
to generic 
indicator 

Category Definition, comments, data sources 

999998 Number of live births, 
TMF 

12.1 A The WHO definition of live birth is applied. The 
number of live births includes all live births during 
the given calendar year, irrespective of registration 
of the date of birth. (For most countries WHO 
receives the number of live births as part of the 
annual reporting of mortality and population data.) 

998006 Total fertility rate 12.2 A The average number of children that would be 
born per woman if all women lived to the end of 
their childbearing years and bore children 
according to a given set of age-specific fertility 
rates. It is computed by summing the age-specific 
fertility rates for all ages and multiplying by the 
interval into which the ages are grouped. Data 
usually provided by the CSOs. (WB and UNDP 
reports and country statistical yearbooks are used 
as a source for the HFA database.) 

020501 Percentage of 
unemployed persons, 
annual average 

12.3 A ILO definitions and data are used in most cases. 

990003 Annual average rate 
of inflation (%) 

12.4 A The World Bank (WB) definition is applied. The 
inflation rate is measured by the growth rate of the 
GDP implicit deflator in the given year as 
compared to the previous year. (WHO/EURO uses 
ECE, WB or UNDP as common data sources.) 

990000 Gross national 
product (GNP), US$ 
per capita 

12.5 A The WB Atlas is used as a common data source. 

990001 Gross domestic 
product (GDP), US$ 
per capita 

12.5 A The total output of goods and services for final use 
produced by an economy, by both residents and 
non-residents, regardless of the allocation to 
domestic and foreign claims.(WHO/EURO uses 
the WB as a common data source.) 

990002 Real gross domestic 
product, PPP$ per 
capita 

12.5 A GDP expressed in purchasing power parity (PPP) 
is adjusted to the relative domestic purchasing 
power of the national currency as compared to the 
US dollar, rather than using the official exchange 
rate. Multipliers (PPPs) are estimated periodically, 
using the cost of the standard basket of goods. 
(WHO/EURO uses OECD and UNDP as common 
data sources.) 

150201 Literacy rate (%) in 
population aged 15+, 
TMF 

12.6 A Data from UNESCO or UNDP. 

150506 Percentage of 
population (25+) with 
post-secondary 
education 

12.6 A Data from UNESCO or UNDP. 

991501 Mean years of 
schooling 

12.6 A Data from UNDP. 
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