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ORIGINAL: ENGLISH 

New horizons in health was endorsed by the forty-fifth session of the Regional 

Committee in 1994. A revised version reflecting an emphasis on country level action was 

endorsed by the forty-sixth session in 1995. The same session endorsed New horizons in 

health as part of the overall process of renewing the strategy for health for all. 

This document is the third progress report since the forty-sixth session of the 

Regional Committee and is presented for the information of the Committee at its forty-ninth 

session. It also covers two important events related to New horizons in health: the 

adoption of the Rarotonga Agreement: Toward Healthy Islands by the meeting of the 

Ministers of Health for the Pacific Island Countries at Rarotonga, Cook Islands, on 6 and 

7 August 1997; and the adoption of the World Health Declaration at the Fifty-first World 

Health Assembly. 



WPRlRC49/13 
page 2 

1. INTRODUCTION 

The document New horizons in health was first adopted by the forty-fifth session of the 

Regional Committee in 1994. A revised version was adopted by the forty-sixth session in 1995. 

This is the third progress report since the forty-sixth session and contains details of how 

countries in the Region are implementing New horizons in health concepts. It also covers two 

important events that have relevance for New horizoll.~ ill health: adoption of the Rarotonga 

Agreement by the meeting of Ministers at Rarotonga. Cook Islands, in August 1997 and the adoption 

of the World Health Declaration by the Fifty-first World Health Assembly in May 1998. 

In addition to translations previously reported. Nell' horizons ill health has been translated into 

Khmer and is being distributed throughout the health sector in Cambodia. 

2. PROGRESS ON IMPLEMENTATION 

2.1 Policy and strategy development in countries 

Previous reports have focused on specific policy instruments that have deliberately included 

New horizons in health approaches. Since 1995, many countries have incorporated New horizons in 

health into the policy-making process. The implementation of New horizons in health is now 

entering a new phase, characterized by the need to sustain the early initiatives. This is particularly so 

in the countries of the Pacific, as described in section 3 below on the Rarotonga Agreement. 

Nevertheless, there have been examples of new initiatives during the past year. They include 

the formation in 1997 of a National Elderly Health Council in Malaysia, to strengthen services at 

community level for the elderly, focusing on health protection and promotion and rehabilitation. In 

the Republic of Korea, there has been a reorganization of the Ministry of Health and Welfare to 

increase the emphasis on health promotion. 

-

-
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As with policy development, many countries and areas have now incorporated New horizons 

/11 health concepts into programme planning and implementation. Recent examples include the 

following: 

Malaysia IS expanding its Healthy Cities, health-promoting schools and healthy 

adolescents programmes. 

Mongolia is developing a specific programme to promote health-seeking behaviour 

among the nomadic population. 

Papua New Guinea is strengthening healthy villages and healthy communities as part of 

an overall Healthy Islands approach. One important initiative is the involvement of the 

broader community in priority health programmes, for example, in the Rotary Against 

Malaria programme. 

- The Philippines is including New horizons in health indicators as part of the Field Health 

Information System. 

- Vanuatu is incorporating New horizons in health concepts into almost all health 

programme planning. Specific examples include the rewriting of an externally-funded 

Health Sector Planning Management and Resource Utilization programme, and inclusion 

of New horizons in health in the curriculum of the Vanuatu Centre for Nursing Education. 

- In the Commonwealth of the Northern Mariana Islands, a Women's Health Initiative 

Partnership Programme has been developed, following a Healthy Woman, Health Family, 

Healthy Community Conference in March 1998. 

In the 1998-1999 Programme Budget, more than 60% of proposed activities are directly 

related to one or more themes of New horizons in health. There are eight specific plans of action, 

totalling more than US$ 1.3 million, that focus on Healthy Cities and Healthy Islands initiatives. 
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3. RAROTONGAAGREEMENT 

The Rarotonga Agreement: Towards Healthy Islands was adopted by the Meeting of the 

Ministers of Health of the Pacific Islands in Rarotonga. Cook Islands, in August 1997. It contains 

specific recommendations with regard to: 

- the future direction of the Healthy Islands approach; 

the development of human resources for health; 

- the management of pharmaceutical supplies: and 

- the use of traditional medicine. 

Noting the importance of partnerships among communities, government departments and 

other sectors in the Healthy Islands approach, the Meeting agreed to: 

convene and facilitate national and local meetings of the relevant partners in order to 

come to a common understanding of the Healthy Islands approach; 

- develop national Healthy Islands Plans of Action and associated coordination mechanisms 

by the end of 1998; 

- develop and adapt guidelines and protocols, and train resource people and community 

leaders to promote and facilitate the application of the Healthy Islands approach at all 

levels; and 

- strengthen efforts to attain health and well-being for people living in rural and remote 

areas through partnerships with local communities and other sectors. 

In most Pacific island countries and areas. coordination mechanisms and national Plans of 

Action for Healthy Islands are currently being developed, or have already been developed. Examples 

include: 

- American Samoa is developing a Plan for Health, 1999-2003 which will address the need 

for a multi-sectoral approach towards Healthy Islands. The Department of Health will 

develop an action plan to specify the responsibilities of the public health sector in the Plan 

-

-
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for Health. This action plan will be considered to be the Healthy [slands Plan of Action 

for American Samoa. 

- Cook [slands has established a Health~ Islands Steering Committee with 19 members 

from different sectors. It has developed a Healthy Cook [slands project with a specific 

focus on alcohol-related problems. 

- Fiji has initiated several Healthy [slands projects with environmental health as an entry 

point. It is currently establishing a national coordinating mechanism and developing a 

Healthy Islands Plan based on existing institutions and national plans. 

- Nauru. following a Healthy [slands workshop in 1997. has been working towards the 

establishment of a coordinating centre with a full-time officer who has already been 

trained in the Healthy [slands approach. An action plan for "Healthy Islands by the year 

2000" is being developed. 

- Palau established an intersectoral committee in July 1998. The Nell' hori::ollS ill health 

team and the members of the committee are developing an Action Plan for Healthy 

Islands. 

- Papua New Guinea has declared 1998 to be the "Year of Healthy Islands"~. [t held a 

National Health Exposition in March 1998 with the theme "Towards Healthy PNG 

Islands". The National Executive Council directed the Department of Health to formulate 

a Plan of Action and coordinating mechanisms by the end of 1998. Three working groups 

on Healthy [slands; preparation for life; and protection of life have been established. 

- New Caledonia, Solomon Islands and Tonga have started Healthy [slands initiatives at 

local level. These include the "lies des Pins - Healthy Islands" project in New Caledonia; 

malaria control, rural water and sanitation and health-promoting school projects in 

Solomon Islands; and the Healthy Island Vava'u project in Tonga. New Caledonia is 

implementing Healthy Islands activities within the framework of the 1994 health 

promotion plan. In Solomon Islands. following the national meeting of Directors of 

Health in August 1998, a Healthy Islands Plan of Action and an associated coordination 

mechanism are being developed. In Tonga, the concept of Healthy Islands has been 

incorporated into the Ministry of Health's Strategic Plan for the Development Plan 7 for 

1998/1999-2000/2001. 
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At the intercountry level, the following activities have been implemented or planned with 

respect to the Rarotonga Agreement: 

- Two regional meetings on Health Promotion for Healthy Islands were held in 

February 1998 in Fiji. One was organized by the Australia-South Pacific Healthy Islands 

Health Promotion Project and the Fiji Trilateral Health Promotion Project, and the other 

by the same bodies and the Secretariat of the Pacific Community. These meetings, 

attended by participants from IS Pacific countries and areas, discussed health promotion 

strategies and renewed the commitment of Member States to the Healthy Islands 

approach. 

- WHO has prepared a chapter on Healthy Islands in the Western Pacific which will be 

included in an international handbook on health promotion. The handbook is being 

finalized at WHO Headquarters. 

- WHO will conduct a regional workshop on Healthy Islands in Fiji in February 1999 (prior 

to the Ministerial Meeting to be held in Palau in March 1999) to review and evaluate the 

implementation of the Rarotonga Agreement and discuss future courses of action to 

extend the Healthy Islands approach. 

4. ADOPTION OF WORLD HEALTH DECLARATION 

Resolution WHA51.7 adopted the World Health Declaration and recognized the document 

Health for All in the Twenty-first Century as a framework for future policy development (Annex I). 

Both the Declaration and Health for All in the Twenty-first Century are consistent with New horizons 

in health, which is used as a policy framework in the Western Pacific Region. 

Article I of the Declaration clearly affirms" ... the equal rights, equal duties and shared 

responsibilities of all for health [emphasis added]." 

Article II reaffirms the Assembly's will "to promote health by addressing the basic 

determinants and prerequisites for health." 

-

-
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Article IV recognizes that "all nations, communities, families and individuals are 

interdependent. .• 

This is much the same approach as that advocated in Nell' horizons in health. Many closely 

interrelated factors influence health and well-being. The foreword to New horizons in health argues 

that: "Our approach must reflect the recognition that lives are led in complex and ever-evolving 

circumstances. There is a growing role for the individual. the family. the community, and the nation 

to participate in health matters. Public policies must reflect this and must protect people from 

harmful elements in the environment." 

However. in some ways, Health for All in the Twenty-first Century and Nell' horizons in health 

are based on different assumptions. New horizons in health is based on the premise that most 

countries and areas in the Region have the basic health infrastructure in place. This is far from the 

case globally, and much has yet to be done to improve the provision of primary health care in many 

countries. Nell' horizons in health does not describe global demographic and epidemiological 

changes, as it was primarily designed to be used at country level, and such issues vary greatly 

between countries. Health for All in the Twenty-first Century and New horizons in health do. 

however, address common issues such as environmental degradation. the need for multisectoral 

partnerships and the increase in lifestyle-related diseases. 

The policy objectives of the two documents are the same: 

• making health central to human development: and 

• developing sustainable health systems to meet the needs of the people. 

The relationship between global health targets and Nell' horizons in health indicators is 

explained in section 5. 
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S. INDICATORS FOR NEW HORIZONS IN HEALTH 

5.1 Development 

The forty-eighth session of the Regional Committee in September 1997 reviewed New 

horizons in heallh indicators. The list of indicators was subsequently refined to ensure the indicators 

are in harmony with Global Indicators for Health For All and World Summit for Children Indicators. 

To avoid confusion as to what constitutes a minimum data set, the name of the "Minimum Set of 

Indicators" was changed to "Selected Set of Indicators" (Annexes 2 and 3). The Selected Set of 

Indicators is intended to be used as a guide for countries so they can develop their own health _ 

indicators in the context of a national health plan to strengthen the monitoring and evaluation of 

health for all strategies. These indicators may not be universally relevant and the suitability of 

individual indicators very much depends on each country's health priorities and development. 

Country-specific indicators can be developed to suit the needs of individual countries. Data for some 

indicators need to be collected by special surveys or studies. Key concerns in the selection process 

for these indicators include their relevance, ease of generation and availability. 

To facilitate international comparisons of these indicators, a common data definition list has 

also been produced. The need for standard criteria and definitions for widely-used indicators was 

stressed by the Regional Committees and this needs to be applied consistently at all levels. 

In addition, the indicators have been classified into three categories (Annex 4): 

(a) Category A - indicators which are routinely collected by most countries and areas; 

(b) Category B - indicators in their raw form which are available in service records and registers 

or other documents and can be collected without much effort; and 

(c) Category C - indicators which need to be developed in collaboration with other government 

departments or partner agencies. 

The aim is to enable countries to prioritize the indicators that need to be collected and to 

formulate an action plan, including a collection mechanism, to obtain them. Countries should 

continue to develop their own capacity to obtain relevant data and to devote resources to develop 

them. 

-
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WHO consultants held meetings and workshops in the following countries between 

October 1997 to May 1998 to discuss the devel0tlmcnt, selection and integration of relevant health 

indicators in National Health Plans: Fiji, the Lao People's Democratic Republic, Solomon Islands, 

Vanuatu, and Viet Nam. Countries have generally responded positively to the need to have these 

indicators to strengthen the health planning and evaluation of national health services. Consultants 

stressed that it is also important for countries to promote the use of these indicators to measure 

progress made in health-for-all achievements. Countries were advised that a process is also needed 

from time to time to reconfirm the priority health indicators and to promote their use in Nell' hori=ol1s 

ill health initiatives. If possible, countries should try to integrate these indicators into their routine 

reporting system to strengthen health system management. 

Countries have expressed the view that further support is required to improve data coverage 

and quality of data to strengthen the information support system. 

5,3 Comparison with the targets in Health for All in the Twenty-first Century 

I n response to suggestions from representatives at the forty-eighth session of the Regional 

Committee, the New horizolls ill health indicators have been correlated with targets for Health for All 

in the Twenty-first Century (Annex 5). A high level of correlation exists, and, as suggested by the 

Sub-Committee of the Regional Committee on Programmes and Technical Cooperation, further work 

will be done to harmonize the two. 
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FIFTY-FIRST WORLD HEALTH ASSEMBLY 

Agenda item 19 

Health-for-all policy for the 
twenty-first century 

The Fifty-first World Health Assembly, 

Recalling resolution WHA48.16; 

ANNEXl 

WHAS1.7 

16 May 1998 

Recognizing the report "Health-for-all in the twenty-first century" (A51/5) as a framework for the 
development offuture policy. 

ADOPTS in the sense of Article 23 of the Constitution the World Health Declaration annexed to the 
present resolution. 

Annex 

WORLD HEALTH DECLARATION 

We, the Member States of the World Health Organization (WHO), reaffirm our commitment to the 
principle enunciated in its Constitution that the enjoyment of the highest attainable standard of health is one of 
the fundamental rights of every human being; in doing so, we affirm the dignity and worth of evelJ person, and 
the equal rights, equal duties and shared responsibilities of all for health. 

II 

We recognize that the improvement of the health and well-being of people is the ultimate aim of social 
and economic development. We are committed to the ethical concepts of equity. solidarity and social justice 
and to the incorporation ofa gender perspective into our strategies. We emphasize the importance of reducing 
social and economic inequities in improving the health of the whole population. Therefore, it is imperative to 
pay the greatest attention to those most in need, burdened by ill-health, receiving inadequate services for health 
or affected by poverty. We reaffirm our will to promote health by addressing the basic determinants and 
prerequisites for health. We acknowledge that changes in the world health situation require that we give effect 
to the "Health-for-All Policy for the twenty-first century" through relevant regional and national policies and 
strategies. 
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Annex 1 

III 

We recommit ourselves to strengthening, adapting and reforming, as appropriate, our health systems, 
including essential public health functions and services, in order to ensure universal access to health services 
that are based on scientific evidence, of good quality and within affordable limits, and that are sustainable for 
the future, We intend to ensure the availability of the essentials of primary health care as defined in the 
Declaration of Alma-Ata l and developed in the new policy. We will continue to develop health systems to 
respond to the current and anticipated health conditions, socioeconomic circumstances and needs of the people, 
communities and countries concerned, through appropriately managed public and private actions and 
investments for health. 

IV 

.. , 
••. I 

We recognize that in working towards health for all, all nations, communities, families and individuals .-.. 
are interdependent. As a community of nations, we will act together to meet common threats to health and to 
promote universal well-being. 

V 

We, the Member States of the World Health Organization. hereby resolve to promote and support the 
rights and principles. action and responsibilities enunciated in this Declaration through concerted action, full 
participation and partnership, calling on all peoples and institutions to share the vision of health for all in the 
twenty-first century, and to endeavour in common to realize it. 

Tenth plenary meeting, 16 May 1998 
A51NRJIO 

1 Adopted at the International Conference on Primary Health Care, Alma-Ala, 6-12 September 1978, and endorsed by 
the Thirty-second World Health Assembly in resolution WHA32.30 (May 1979). 

2 
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SELECTED XT OF INDICATORS FOR NEW HO, dZONS IN HEALTH 

THEME 1: PREPARATION FOR LIFE 
Objectives 

1.1 ITo ensure that every mother has t.he 
~- -------- ----- --------- - --~------------~ 

best opportunities for appropriate timing 
-~ .. -~.- ... -.-.--.------.----.. . - I· 

and spacing of pregnancies. safe delivery 

Indicators 
Context Performance Impact 

I _I. . I '.!'ercen!age a!. newborns weighing at I~. __ , Life expectancy at birth 

_~I __ I' Infant mortality rate (IMR) least 2500 g at birth 

______ --1---1' Percentage ()f infants less than four months , Maternal mortality ratio (MMR) 

H 

_ f:l..J~ 
H 
~----=--.: of a hea~~hy in~a~tinanenvlronmei1t- -- .. -.--

conducive to health,_ \'Iith_ a_d~quate 1 __ . _____ _ 
_.~.!ltenatalcare, sufficient nutrition, and 

preparation for breast-feeding her 

child 

of age who were exclusively breast-fed 

-=fl' Percentage of women With anaemia I~- --r--' --;;-p;;;;;~;;ge of wo';en immunized with _ M ___ __ _ 

- - tetanus l<lxo~d (TT2) during pregnancy ___ _ _ __ _ ~ ___ _ 

Number and percentage.of babY-!,ie.:'~y __ ~ _ __ _ ..... ----=r=1=1 h-"."~it~IS_.~~ __ _ _ ___ _ 

-'---f--I ----------1----

... -."----~~-- ._." ._ .. -

-1--·-

~T .. 0 increase child Sl:l.rviva. I. ~nd decrease .. __ *-I<.n,,-wledge, attitude .and .practice ____ ' Vaccine-preventable diseases: H '. I.nfant mortality rate (IMR) 
... _I Infant morbidity by prom()~rl~h~althy of mothers regarding infant and incidence and mortality: ' . Under-five mortality rate 

environments, immunization, and by childhood diseases, nutrition and - measles ' Healthy Teeth Index (DMFT) 
--. proViding- adequate case manage·ment for healthy lifestyles - whooping cough ~---- - mean valu~- .. 

H_ltvl 
H 

-----'~~-
infectious aiseaseswhlch are the major-- -.-- .-~- ,-- --- - tuberculosis ' Morbidity/mortality of IIM-

1-- 1--·-· ,-------.. -.. - .---. ----~--- -----.-~ ~-- .--------- - .-
causes for r:nortallt}i . .. __ . _____ . __ . _ _____ _ __ ~_ - diphtheria childhood diseases 

- poliomyelitis ·----·-1--1----- ---.-- ·------··-----I---j 
- tetanus and neonatal tetanus 

._,-

.-~ __ . _____ ~~_ .'.' __ 0.'._-------- ---1-
--------

_.' Malaria:. in~idence and mortality 

, Acute respira.!."-'Y.diseas'=-~mortality I: ..... E. M ~-- -------- ---~--- --~I~ 
, Diarrhoeal disease: incidence and H 

- ---. -----. 
mortality 

1 --~~------ -- .----

----1--·-
--.. -,,--~-- 1- I 

------~--3--1 ~~:~~eh::~:I~~~:g:i~h no~ ___ a=H I ---_···_·----1--·----

' Percentage of infants immunized with H 
--.-~-----<--_ .. --·-----~I---- -

---~.,--.---.. ------- ------- --- --. -----. 
BeG, DPTJ, OPV3. measles. hepatitis B 
-------- 1--------------- ·----I-~--

~3.ITo sUPIl0rt the developm;~nt of healthY. ' Literacy rate .... H ' HIV/AIDS: i~cidence and mortality H .. -- 'Morbidity/mortality." I g 
lifestyles through pr()_motlng education, _ . ' STD: incidence for adolescents H childhood/adol~scent diseases ______ I 

supportive and safe environments for health ' Incidence of injuries and deaths due to H M 'Healthy Teeth Index (DMFT) H M ----- ---_ .. _- .-.- - _.-.- ~.-. --
and healthy behaviours during childhood _ .. __ . road traffic accidents and suicide - mean value __ ._. ___ ._ __ 

and adolescence to establish lifelong by adolescents --.-.- ~.--. . ---- ----- --_. 

healthy practices ___ • Percentage of persons~YJ!'!nder and H _ -1 -0, "" ,'00, w.o. .... "0-

1 

I . -- - prevalence I-----t---I 
H _ HFA indicators I·· -- -.- - - ··~-------I·-- - ' Number of schools pro,.;;;;ti~ghealthy-----\-1---- ---------' 
M _ Indicators with multiple objective relationship . -- lifestyles (health-promoting schools) 

---._-_... -----------\--

----+--1------ ~ 
N 

~ 
'0 ~ 
~ (j 

II<l "'" .. \0 .... ;:. 
c.o c.o 
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THEME 2: PROTECTION OF LIFE N ("') 

"" Objectives Indicators '" ...... .... 
Context Performance Impact .... 

2.1 To establish comprehensive ~a~ollal _ " Countries with tegistation relating I " Integrated national plan for sustainable 

*= 
--- --------------- .. --- -------... ,- ,-- - -.--_._--

polici~s_~nd _P!ogramf!1es which promote_ to environmental pollution, water 
..... 

development 
-----~---------- ---------- ---------_._- --- ------ --------- ----

~e.'llthtlife~tylesth!9.':l.g~Ou!~~life~pan quality, food safety, tobacco, alcohol " National sector plans which integrate 
- - --- ---- _. 

of all individuals and illicit drugs health and environment considerations 
----- --------- -- --_._----_. 

" Prevalence of iron deficiency disorders H M ------_._ .. - ----- --------- ---- ----------- - - '- ---
Prevalence of Vitam~n-'~_!l.eficiency H M 

!e>.irnprove-the~_~trition~l_status of all ____ 
------------_. -- ----

2.2 
-------- ------ ---- --

s.~~ors of the population, e.sp_ecially' ___ 
-- ------- ------ -----

mothers and other vulnerable groups, and 
------_.---------'._- ---------- -----'--._--------- ----- --- --- -- ---------- I-

to promote appropriate, balan_ced diets_ 
----------- -.--1- - --------- ... -----_.- -

lind ~afe !oo~ P!eearati9.11 
---- .. ---- ---- --- - --------- --------------- . - .. 

2.3 !o decrell~~the transmissi()n,_Ill_orbidity " Coverage of BCG H M "Morbidity/mortality of com~'!."~cable _ M 
--- - ---------_ .. _----- - -f-- -------- -------,----

an_dm.ortalit~ rates of diseases such as " Malaria: incidence and mortality H M diseases 
-------- - - -----.--------- ----------- --- - --- -

tuberculosis, malaria and other diseases " Tuberculosis/Leprosy: prevalence H M ----- ------ - ._---_._,._----._--------- ------------ -

of public healthimportancEl, illcludinll ____ and incidence 
---- ---------- -- --- -- ----_.- ------

vector-borne diseases 
-- -- . ---~------,,---------- ------------ 1- --

2.4 :'fo prev..enl.<>rdelay the ons~lE.fthe " Hypertension: prevalence and incidence H " Incidence and mortality of H 
-- -- ---- -----.---- ----------- ------- -- ~--.--,- ----- -- ----_._---- 1-

noncommunicllble diseases, including " Diabetes mellitus: prevalence H - cancer 
... --,- -- ---_. ---- ------ - - -- --- - --1- -- ---_. __ . ------ --

r~.'-'ction_in occupational disellses, and incidence - cardiovascular diseases 
-----1 ------------.- --- -- -- - _ .. - - -- --------- -- - --- --

inorde~ to maxJIllJzedisability-free -
" Incidence of occupational diseases " Disability free life expectancy 

- ----_. ---- -- --_.. -------- . --_._-------
and productive lives in oldElr_age __ 

--
(injuries, work aCCidents) ------.-- --------- ----_._----------- - -- .. _-

._. -,-- ------- ----- -- --- --------

-- ---------. -------_ .. - ----- --- - --------------- ---- -------- ---- ---

2.5 To e~~ote environmentally s..otJ~ ____ .. Same context for achieving .. Incidence of diseases associated with " Morbidity/mortality of environmental M, 
----- --------- -_. -- ---- ._--- --- -- ----I 

practices and technologies for the objective 2. t contaminated foods, beverages, water, health·related diseases and d,sabihty 1 
------ - ------ -------- - -

j Elf!.e~tive pr~vElntion and f!1ana.g~f11El_nt and polluted air (food pOIsoning, " Attainment of generally recognized 
- ---------_ .. - - ------- --- ------

of environmental health-related disease cholera, typhoid fever, salmonellosis, environmental quality standards 
- --_._---------" ,- . -- ----"-,,-- -_ .. -------- - -- - - -- -------
and disa_bility shigellosis, flUOroSIS, asthma, ARI, 

-----

-- ----------- --------- ----- -------
pneumoconiosis (SiliCOSis» 

-- ·.-1 

" Percentage of population with access to H 
-._- .... ----- - -------------.. _--- ------

safe water supply and adequate 
-- ------- - ---------- -------- ----------- ----- -- --_._----- -- ---- ----- I--

sanitation 
-- ---- ------ -- --- ._---- ------ ._----

-------- --
" Percentage of population living in areas 

1------ -- --,-- . 

- -------- - .. --- )- with air quality which meets IJEl.r ~IY 
. 

recognized health standards 



Theme 2: Protection of Life 
Objectives 

2.6 To enhance people's quality of life by 

-
pre~enting~isabil~y,~n~ILJding blindn~_~_ 
and deafness, and by rehabilitating the 

--

-
handicll!'eed, infirm and disabled 

-- -~-------- --

- ------------ ------.----------~-

.----_ .. _--_.----- ----

H - HFA indicators 
M - Indicators with multiple objective relationship 

) ) 

SELECTED SET OF INDICATORS FOR NEW HORIZONS IN HEALTH 

Indicators 
Context Performance 

• Countries with defined welfare • Incidence of injuries and deaths due to 

services for the physically and road traffic or work accidents, homicide 
-

mentally handicapped and disabled and suicide 
-_... ---~-- - - ---

• Percentage of patients with access to 

rehabilitation services 
------ ---------- --

---------

H M 
- .-

-

Impact 
• Percentage of people who are 

- blind 

- deaf 

- disabled 

--

> = = ~ 
N 

H 

-- -

.--

-

---- --

- 1-

~ 
'Q ~ 
~ (') 

IrQ "" tD ~ 
............ 
til"" 

--
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N THEME 3: QUALITY OF LIFE IN LATER YEARS 
Objectives Indicators 

Performance Impact Context 

~~ 
Q

1 

al 
3-,U~~ impr~~e_thEl well-bei~and qUalit~ of.. '" ~ealt.h bud~et~ent on c.a. re 0.' 1 -r '~""oo"m"1"'".'",,"'~'"''' ._'" .... d~O' ""'" ''''--- J" 
,_, life of ~I~rp!rsons_____ _ _ . .9Id~per!;()n". __ ...... ~ _mentat health probtems among otder persons ~ __ " Disabillty·free life expectancy (DFL~I __ [ 

_.____ .. ___ I" Count~es with national policies .___ _ ._ ~uicide rate of population aged 65 years " Labor force participation of population _ _ _ 

for older persons ._ _ ___ _ and over_ _____ _ _.aged 60 years and over __ 
--.---
---1----- ----- --

Percentage of population aged 65 years 

__ ___ ._ _I~allable JO older persons _ _ __ =._ --I I and over with a minimum of 20 functional -.- =~--==----=---.------·-_1- f----
" Older persons who receive retirement teeth 

- ~--~~--- -- ------- - -- -- - -

~_rlefits from the go!ernment 0-' ____ _ 

___ .~,.umber of community facilities 

_ .. _--_. ---"'I-~-'-

--1----· 

- --.----~,.----------.------

private sector 
----- --- ------------------

-- -------

---+-1-·--···· - -.----... 
__ .~opu~tion aged 65 and()ver ~b-l-~-J-=--- . ----=-_1 __ f--I--

._-_._--- --~---~I--I--I-- --1--+--1---· 
-0 ~f----I - - I---t-I~ --- ___ 0-------

3.2 ITo e_nsure that health sy~telTlsare ____ "Availability of ade,!~ate health 

organized. managed and sustained so care facilities within a -1---'-' .... ----..... -.-.--.. - - - -- - . --- "---
that appropriate. acceSSible and reasonable distance from 

afford~1El se;:;;jces;jncllJdin~gthose Ih-at __ -~I~;;:-~~-;:;-s' ;;'sidenc,,-= 

promote the achievement of personal 
he~!th.po_ieritfBl~_and a~ig~quali,¥~flife~ _. __ _ 

__ .are availablet()~~people _ _ __ __ 

_ __._-j __ I" Availability.<>!. health systerTlfor the use __ 1----+-._ r Percentage of older persons who are 

_f ___ I-adequately nou".~~~_ _ __ ~ 0lcier persons when required ___ _ _ 0_[1" Availability of health·promotlng 

_0_ _ _opp".rtunities to meet the needs of ___ . __ 

older persons 
--" ------ .. --- ._--- ----

-I---+--
f----I-----··----· --.-

-- '---. -.. --'1--+--1 -1--+--1-'- .--------
- . --1-- - - -.. -----f--I--- - -----.. -.. ~ -I~· ----- -- ----

3.3 ITo develop the potential for healing and • Number and extent of community· 

health in people who live with chronic --- based~ehabilitation pr~g;:;,~mes in ~t • community suppa 

illness and disabilitie~. i~cluding theJr ___ -",,-.untr.iesandareas. ..._. . older persons with chronic problems . ±~.. j:. Percentage of older persons aOle to _ •. __ . __ 

_ 0 sLJeport~~ _ . "!,umb~ anct. exte~()f dornicilia_ry.___ _ __ ._ ':....'nci~_ence and mortality_ofinjuries'_ _. ___ 1.._. 
. __ .. ...<:a~ facilities in communiti""...__ _ _ _ _disabilities amonJl.ol(fer persons ____ _ 

and countries 

_Iil/ing (ADL) ar1(j instrumental ADL 
--.~- - --------_._-- ---

" Utilization of health services including 
-------+----·1--

rt services for the 
-------

• Percentage of older persons in 

undertake full activities of daily ----t-- .--- .---_: Number. type. and periodicity of _ _ __ _ _ ___ . __ 

-"ervi~~ provid~ for the __ __ __ ___ ___ _ __ I __ +--
__ I dlsab~d. and older persllrls with _ _ __ __ __ . _____ _ 

.:!'ronlc illn~s _ __ _ _ ______ . ____ . __ . ___ _ _ ___ . --._-------

-+-----_.---_.-- ------- ----1---1 ----
- -.-'~'- .---- --- -.-~- --. - --- --+-+---1· -- ~I -.--

-------- ---j-I--I--~ --.- --- - .. -
.. -----I~-+·-·-----.-.- ------1--+-1 - --- .---- .-.--~-tJ=I----·-~~I----' 
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SELECTED SET OF INDICATORS FOR NEW HORIZONS IN HEALTH 

Theme 3: Quality of Life in Later Years 
Objectives Indicators 

Context Performance Impact 
3.4 To_.ensur.e th~!:ights of_everyone to enjoy __ • Countries with a national policy • Percentage of older persons who • Percentage of older persons reporting 

~~ - -- -~--.---- -- --- -- -- -- "-"----- ----- -- --. --- - .... 

a good_Cl~~lity of life, and to promot~_ to ensure a good quality of life for have access to social organizations 
-----

a general satisfaction with quality 
--- - -------_._- .-.. - - - -- - -~--.----- . -- - - -- ~----- ----- --_ .. _-- - - ---~- --

equity in accessl()Jesources n.e_ce~sary older persons of life 
---------- -- -- -- ... _------- -- - --- -~---- --------

for optimal health~ ----"--- -------- ----_.- --- -- - -------- ------ . _. --

3.5 To provide a physical and social • The number of specialized • Percentage of older persons with health • Percentage of older persons who lead an 

envir_onmentihat enlia~c.eiquaiity ofli!e_ 
--_ .. _---- ----- --- - - -- ------ ._-----'----- -

welfare services available for insurance or free access to health care active and happy life 
------------ ------- ~- -~ --- ----- ------------ -----_ ... 

older persons in the community 
- . -- -_.- ---- --_. --, ------- --- ------- - -- - --- - -------- .-- --

.. _----- --------- .---- I ._--- ---- ------- - ----- --,-.--- --------- ---- --I---- - .. _-----

--- ----- ----- ----- --_._- ---- ------- -------_. -- ----- --

----- --_. --- ---~- ------- --- .--- _.-- -------- --_. __ .----- -- -_ .. -
H - HFA indicators 

-~-- -- -~-- --- -- --~ -----

M - Indicators with multiple objectiveJelationship 
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SELECTED SET OF INDICA TORS FOR NEW HORIZONS IN HEALTH: 
DEFINITIONS AND FORMULAE FOR CALCULATION 

Indicator Definition 
THEME 1: PREPARAT10N FOR LIFE 

1. Percentage of new-borns weighing at Percentage of newborn children per 1000 live births whose 
least 2 500g at birth birth weight is equal or greater than 2500g, the measurement 

being taken preferably within the first hours of life, befJre 
significant postnatal weight loss has occurred. 

2. Percentage of infants less than 4 months Percentage of infants less than 4 months of age who were 
of age who were exclusively breast-fed exclusively breast-fed in the last 24 hours. 
after birth Exclusive breast-feeding means the infant has received only 

breast milk from the mother or a wet nurse, or expressed 
breast milk and no other liquids or solids with the exception 
of drops or syrups consisting of vitamins, mineral 
supplements or medicines. 

3. Percentage of women with anaemia Percentage of women from 15 to 49 years of age with 
haemoglobin levels below 120gl1 of blood for non-pregnant 
women, and IlOgil of blood for pregnant women. 

4. Percentage of women immunized with A pregnant woman is considered adequately immunized 
tetanus toxoid (TT2) during pregnancy against tetanus when she has received at least two doses of 

tetanus toxoid during pregnancy. Since the number of 
pregnant women is generally not available, the number of 
livebirths or estimated newborns is used as the denominator. 
This indicator is of limited value in countries where a 
substantial number of women are already immunized when 

-------------- -- - ---
becoming pregnant. 

Revised 24 June 1998 

Formula for calculation 

No. of live-births with weight at birth 
equal or greater than 2 500g in a specific area 

over a gi ven year 
81WI"/o) = ------------------------------------------------------- x 100 

Total no. of livebirths who are weighed 

at birth in that area in the same year 
% 

of infants Infants < 4 months of age who were 
< 4 months exclusively breast-fed in the last 24 hours 

of age = -------------------------------------------------- x 100 
exclusively Infants < 4 months of age 
breast-fed 

No. of women with haemoglobin levels below 
% women 120gl1 of blood for non-pregnant women and 

with II0gii of blood for pregnant women 
anaemia = --------------------------------------------------------- x 100 

% 
of pregnant 
women = 

given 
2+ IT 

Total no. of women aged 15-49 years surveyed 
No. of pregnant women given at 

least 2 doses of IT in a specific area over 
a given year 

-------------------------------------------------.. x 100 
Estimated no. of newborns in that area 

in the same year 
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Indicator Definition 
5. Number and percentage of baby-friendly Percentage of hospitals and maternity facilities which are 

hospitals 'baby-friendly' according to the global BFHI criteria which 
aims to encourage hospitals and maternity services to adopt 
practices known to promote the health and well-being of 
new-borns and their mothers in the hospital by creating an 
environment that is fully conducive to breast-feeding. 

6. Life expectancy at birth The average number of years oflife expected to be lived b) 
a synthetic cohort of persons assuming that the prevailing 
age-specific death rates remained unchanged. 

7_ Infant mortality rate (IMR) Number of deaths under one year of age (between 0-364 
days after birth) per year per 1000 live births. 

8. Maternal mortality ratio (MMR) The death of a woman while pregnant or within 42 days of 
termination of pregnancy, irrespective of the duration and 
the site of the pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, but not 
from accidental or incidental causes. Maternal deaths should 
be divided into two groups: 
Direct obstetric deaths are those resulting from obstetric 
complications of the pregnant state (pregnancy, labour and 
the puerperium), from interventions, omissions, incorrect 
treatment, or from a chain of events resulting from the 
above. 
Indirect obstetric deaths are those resulting from previous 
existing disease or disease that developed during pregnancy 
and which was not due to direct obstetric causes, but was 
aggravated by physiologic effects of pregnancy. 
The ICD-I 0 includes two further definitions of maternal 
mortality: 
Late maternal death: The death of a woman from direct or 
indirect obstetric causes more than 42 days but less than one 
year after termination of pregnancy. 

-- --- -

) . 

Formula/or calculation 
No. of officially designated 

%of baby-friendly hospitals 

:> 
= = II> 
~ 

\N 

baby-friendly = ----------------------------------------------- x 100 
hospitals Total no. of hospitals and 

maternity facilities 

Formula to be computedfrom Life Table. 

No. of deaths in children under I year of 
IMR age in a specific area in a given year 

per I 000 = ------------------------------------------------------- x I 000 
/lve births Total live-births in that area in the 

same year 

No. of maternal deaths in a 
AfMR specific area over a given year 

per 10(J (J(J(J = ------------------------------------------------ x 100 000 
/lve births Total live-births in that area in the 

same year 

_ ... _--
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Indicator Definition 
Pregnancy-related death: The death of a woman while 
pregnant or within 42 days of termination of pregnancy, 
irrespective of the cause of death. 

9. Knowledge, attitude and practice of Through the dissemination of up-to-date technical 
mothers regarding infant and childhood knowledge and information by qualified and well equipped 
diseases, nutrition and healthy lifestyles personnel, the mother is made sufficiently aware of how 

better health is achieved, of lifestyles and practices that 
promote health, especially with regard to reproductive health 
and child health issues. These include safe food preparation 
and good nutritional practices (e.g. clean air, nutritious food, 
adequate recreation, and protection from infection due to 
unsanitary conditions). 

10. Vaccine-preventable diseases: incidence This is the number of cases (or deaths) in children under 
and mortality of measles, whooping five years of age due to a specific disease among six 
cough, tuberculosis, diphtheria, preventable diseases (tuberculosis, diphtheria, pertussis, 
poliomyelitis, tetanus and neonatal tetanus, poliomyelitis and measles) over children under five 
tetanus years of age in a specific area over a given year. This 

indicator measures the impact of the EPI programme. 

11. Incidence and mortality Incidence: in countries where it applies, refers to the 

• Malaria number of cases of malaria/diarrhoeal disease which have 

• Dia rrh oea I disease occurred in the country during the most recent year for 
which data area available 
Mortality: refers to the number of recorded or estimated 
deaths from malaria/diarrhoeal disease which have occurred 
in the general population during the latest year for which 
valid statistics are available. It is necessary to indicate the 
size of the population and the year to which these data refer. 

) 

Formula/or calculation 

Morbidity (or No. of cases (or deaths) in children 
mortality) rate under 5 years of age due to disease x 
a/disease x ~ in a specific area over a given year x 1000 
in children ------------------------------------------- (or 10 000) 
under five years No. of children under 5 years of age 
of age 

:\falunu 
;nddence rute 
per 1000 

population 

Ma/aria 
mortality rale 
per 10000 
population 

Diarrhoea 
incidence rate 
per 10000 
population 

Diarrhoea 
mortality rate 
per 100 000 
population 

in that area in the same year 

No. of malaria detected in a specific area 
over a g.iven year 

- ----------.. --._----------------------------------- x I 000 
No. of persons exposed to risk in that 

area in the same year 

No. of deaths due to malaria in a 
specitic area over a given year 

~ ------------------------------------------------------- x 10 000 
No. of persons at risk of dying in that area 

in the same year 

No. of diarrhoea cases newly detected 
in a specific area over a given year 

~ -------------------------------------------------------- x I 0 000 
Population of that area in the same year 

No. of recorded or estimated deaths 
which have occurred in a given year 

~ ----------------------------------------------------- x 100 000 
Population of that area in thL -.;ame year 
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Indicator Definition 
12. Mortality of acute respiratory diseases Mortality: annual number of deaths of children under 

for children under 5 years of age 5 years of age due to acute respiratory diseases 

13. Percentage of infants fully immunized This includes the immunization of children against 
with BeG, DPT3, OPV3, measles, diphtheria, pertussis, tetanus (DPn), measles, poliomyelitis 

hepatitis B (OPV3), tuberculosis (BCG) and hepatitis B before their first 
birthday. 

14. Percentage of children whose Percentage of children under 5 years of age whose weight-
weight-for-age and/or height-for-age for·age or height-for-age is between either 80% and 120% of 
are acceptable by international the reference value of the country. or +/-2 standard 

standards deviations from this value. A national (or international) 
reference population should be used for the calculation of 
indicators on weight-for-age and height-for-age. A WHO 
Working Group has recommended that the best available 
data in this regard are those established by the United States 
National Center for Health Statistics (NCHS). They may be 
used for children up to 5 years of age, since the influence of 
ethnic or genetic factors on young children is considered 
insignificant. 
'Acceptable' refers to children whose nutritional status falls 
within the range of 80%-120% or +/-2 Std deviations of the 
national reference population. 

IS. Under-5 mortality rate (U5MR) The under-5 mortality rate is the number of deaths in 
children under five years of age, expressed per 1000 live 
births. 

16, Healthy Teeth Index (DMFT) Refers to the average number of teeth found decayed, filled 
at 12 years of age (mean value) or missing in children at 12 years of age. 

) 

Formula/or calculation 

No. of children under I yr. given BeG. 
%of DPT3, OPY3 and measles before their first 

> = = ~ 
~ 

children under birthday in a specific area over a given year 
I yr.fully = ----------------------------------.-.---------------- x 100 

immuni:ed Total no. of live-births in that area in 
the same year 

% of children No. of children under 5 years of age with 
whose IV/A weight-for-age and/or height-for-age 
and/or HlA are acceptable 

are = ------------------------------------------------------ X 100 
acceptable No. of children under five years of age 

weighedlmeasurerl 

No. of deaths in children under five years of age 
in a specific area in a given year 

U5MR = ------------------------------------------------------- x 1000 
Total of live-births in that area in the 

same year 
Total no. of teeth found decayed. filled or 

DMFT missing in children at 12 years of age 
(mean ::::: --------------------------------------------------------
value) No. of children surveyed 

) 
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Indicator Definition 
17. Literacy rate The percentage of persons (male or female, or both sexes) 

age 15 years and over who can, with understanding, both 
read and write a short simple statement on their everyday 
life. If the national definition of literacy is different, it 
should be stated. Normally obtained through population 
census or spec ial survey. 

18. Incidence and mortality of HI VIA IDs Incidence refers to the number of persons newly detected 
HIV positive or new AIDS patients. 
Morlalilv refers to deaths arising from HIV/AIDS. 

19. Incidence of STDs for adolescents The number of new episodes of syphilis, gonorrhoea, 
chancroid, etc. reported in people 15 .. 24 years of age in a 
given year. 

20. Incidence of injuries and deaths due to A tra//ie accident is any vehicle accident occurring on the 
road traffic accidents and suicide by public highway (i.e. originating on, terminating on or 
adolescents involving a vehicle partially on the highway). 

Suicide refers to persons who perform actions with the aim to 
end their lives by any means (pills_ chemicals, self-intlicted 
accidents, etc.). Incidence of injuries/suicide are normally 
expressed as rates per 10000 population per year whereas 
mortal ity are expressed as rates per 100 000 population per 
year. 

2 \. Percentage of persons by gender and by A smoker is someone who at the time of the survey smokes 
age group who smoke tobacco: any tobacco product either daily or occasionally. For 
prevalence example, the prevalence of smoking (among adults age 15+) 

is measured as a percentage of the population of adults aged 
15 years and above who are smokers of tobacco products 
(both daily and occasional) at a point in time. Prevalence by 
gender or different age groups can be computed separately. 

) 

Formula-for calculation 

S7Ds No. of r~pon~d episod~s of STDs in people 
incidence aged 15-24 years in a given year 
rate per ~ ------------------------------------------------------- x 10 000 

I () OO() pop No. of people 15-24 years of age 
in the same _year 

No of people injured due to road trame 
Incidence aCCidents (or no. of pcopl~ \\ ho (olllmitted 

of suicides) in a year 
In.llln(',~· (or ~ ------------------------------------------------ X 10 000 

.Htle'ide) Tolai population dunn~ th~ year 

f)eath rale dlle Deaths duc to road tranic acciJents (or 
/0 road traffic deaths due to suicide) 
accidents (or ~ ------------------------------------------------ X 100 000 

Silicide) 

Smoking 
prevalence 

of 
popula/lOn 
aged 15 ~ 

Total population during the year 

No. of smokers aged 15+ in the population 
being surveyed 

- --------------------------. -------------------------
Total size of the population 

aged 15+ surveyed 

x 100 
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Indicator 
22. Number of schools promoting healthy 

lifestyles (health promoting schools) 

23. Morbidity/mortality of childhood/ 
adolescent diseases 

Definition 
A health-promoting school is a place where all mem bers of 
the school community work together to provide students 
with integrated and positive experiences and structures 
which promote and protect their health. This includes both 
the formal and informal curricu la in health, the creation of a 
safe and healthy school environment, the provision of 
appropriate health services and the involvement of the 
family and wider community in efforts to promote health .. 

Morhidity is used to mean any departure from a state of 
physiological or psychological well-being normally 
expressed in prevalence or incidence rate of diseases. 
Mortality refers to deaths during a specific period. Most 
administrative jurisdictions in all nations produce tables of 
mortality statistics. The source of information is normally 
from death certi ficates. 
Childhood diseases include diseases like nutrition disorders. 
measles. whooping cough, diarrhoeal diseases. poliomyelitis. 
typhoid and paratyphoid fever, viral hepatitis. cholera. 
dengue haemorrhagic fever. parasitic discases. etc. 
Adulescent di,\"(!w'es would include diseases like headache. 
obesity, psychological problems, e,g, depression, suicide, 
substance abuse. accidents and injuries. HIV/STDs. 
menstrual problems, anorexia nervosa, bulimia, etc, 

) 

Formula/or calculation 

Total no. of people with the disease X in a 
Prn:a/rnce particular time 

> = = to 
~ .... 

rate ----------------------------------------------------- x 100 
Total no, of people at risk at this point in time 

No_ of new cases (disease X) in a 
Illcidellce specified period 

rute ~ ---------------------------------------------------- x I aoo 
No. or persons c\poscd to risk 

during this period 

No, of deaths due to disease X 
during a specitied period 

,\forralil), rate = ----------------------------------------------- x \0 000 
No, of persons at risk of dying 
from disease X during the period 

N.ll. Applicahlc to children ofspccitic age groups or adolt:sccnce 
(Irom IOta 19 years of age) 

) 
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Indicator 
THEME 1: PROTECTION OF LIFE 

24. Countries with legislation relating to 
environmental pollution, water quality, 
food safety, tobacco, alcohol and illicit 
drugs 

25. Integrated national plan for sustainable 
development 

26. National sector plans which integrate 
health and environment considerations 

) 

Definition 

Health legislation is a generic term which covers a wide 
range of laws dealing with quality of life issues affecting 
health and welfare. The role of legislation is to regulate 
products such as environmental pollution and food safety or 
behaviour detrimental to health such as use of illicit drugs. 
Legislative interventions also lend support to attempts to 
improve the coverage and quality of the health services 
available to the population. However, legislation as a 
discipline is never static and all medical and public health 
developments warrant legislative changes. 
Sustainable development is a process in which changes are 
made consistent with future needs and with the present so 
that the basic needs of all are met now while at the same 
time increasing the ability of future generations to meet their 
own needs. An integrated health plan should incorporate 
preventive measures in any development action or scheme 
which poses particular health hazards and these development 
actions can come from agricultural and industrial sectors. 
As such the health sector has to playa strong advocacy role 
and seek positive collaboration with other sectors to achieve 
health goals. 
Refers to the National Sector Plan where the health and 
environmental considerations have been incorporated. 

) 

Formula/or calculation 

- - - -----------
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Indicator 
27. Prevalence of iodine deficiency disorders 

28. Prevalence of vitamin A deficiency 

29. Prevalence and incidence of 
tu berculosis/leprosy 

Definition 
Iodine deficiency disorders (IDD): A tenn given to a 
spectrum of diseases associated with iodine deficiencies. 
ranging from endemic goitre to cretinism, including 
hypothyroidism, impainnent of intellectual and reproductive 
functions, increased rates of abortion, stillbirth, neonatal, 
infant and young child mortality. Two indicators are 
recommended to use: 
• number of cases of iodine deficiency disorders 
• percentage of households in iodine deficient areas using 

effectively iodized salt 

Vitamin A deficiency is the major cause of childhood 
blindness and nutrition-related impaired vision. Two 
indicators are recommended: 
• number of cases of vitamin A deficiency 
• percentage of children and pregnant women with night 

blindness 

Prevalence refers to the number of cases of leprosy/ 
tuberculosis which exist at any point in time during the most 
recent year for which valid data are available. 
Incidence refers to new cases of leprosy/tuberculosis which 
occurred in the country during the most recent year for 
which data are available. 

) 

% 
of households. 
using effecllvely 
iodioed sail 

%of 
children & 
pregnanl 
u'omen with 
night blindness 

Prevalence 
(incidence) 

rate of leprosy 
per 100 000 
population 

Formula/or calculation 

No. of households in iodine deficient areas 

> = = t'> 
)ot 

t.-

consuming adequately iodized salt x 100 

Total no. of households in 
iodine-deficient areas ==-------j 

No. of children (2-{; years of age) and pregnant 
women diagnosed with night blindness 

---------••••• -----.---.------.------------------------ x 100 
No. of children (2-{; years of age) and 

pregnant women examined 
No. of leprosy patients (newly 
detected cases) in a given year 

--------------.--------.-----.---------------- x 100 000 
Mid-year population over the 

same year 

ITuberculosis incidence 
(prevalence) rate 

No. of tuberculosis cases newly detected 
(tuberculosis cases of all forms) 

per 100 000 
population 

) 

in a given year 
.---•• -.-•• ---•• --.-•• --••• ------------------ x 100000 

Mid·year population 
over the same year 
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Indicator Definition Formula for calculation 
30. Prevalence of hypertension Percentage of persons with arterial hypertension (systolic % of people Population in age group 35-{;4 years 

blood pressure of 140 mm Hg or more and a diastolic with with arterial hypertension 

pressure of90 mm Hg or over) in the age group 35-64. arterial = -------------------------------------------- x 100 
hypertension Population in age group 35-{;4 years 

31. Prevalence of diabetes mellitus Percentage of persons with diabetes mellitus at any point in Prevalence rate Population with diabetes mellitus at 

time during the most recent year. of diabetes any point in time over a given year 
mellitlls per = ------------------------------------------- x 10 000 

10 000 population Total population in the same year 

32. Incidence of occupational diseases Refers to the number of recorded or estimated number of 
(injuries, work accidents) diseases/injuries related to work accidents which have Incidence No. of workers newly diagnosed with 

occurred in the general population during the latest year for rate of an occupational disease in a specific 

which valid statistics are available. It is necessary to occupational ;: area in a given year 

indicate the size of the population and the year to which 
diseases per ----------------------------------------------- x 10000 

these data refer. A work accidellt is defined as an 
10 000 Total population of that area 

occurrence arising out of or in the course of work which 
population in the same year 

results in an occupational injury. 

33. Incidence and mortality of: Refers to the new cases and deaths arising from cancer and Cancer! No. of cancer/cardiovascular cases 

- cancer cardiovascular diseases. cardiovascular newly detected in a specific area over 

- cardiovascular diseases incidence rate = a given year 
per 10 000 ------------------------------------------------- x 10 000 
population Population of that area in the same year 

Cancer/ No. of recorded or estimated deaths 
cardiovQscular which have occurred in a given year 
mortality rate = ------------------------------------------------ X 100 000 
per 100 000 Population of that area in the same year 
population 

$E 
":l 

> -= ~ :I '" (j 
:I ~ .... 
~ ~ IC 
~ Nj:;; 
IN -..lIN 



Indicator 
34. Disability free life expectancy (DFLE) 

(Syn: active life expectancy) 

35. Incidence of diseases associated with 
contaminated foods, beverages, water, 
and polluted air Ifood poisoning, 
cholera, typhoid fever, salmonellosis, 
shigellosis, fluorosis, asthma, ARI, 
pneumoconiosis (silicosis)1 

36. Percentage of population with access to: 
- safe water supply 
- adequate sanitation 

Definition 
The average number of years an individual is expected to 

live free of disability if current patterns of age-speci fic 
mortality and disability remain constant (during the person's 
lifetime). 

Refers to new cases of diseases associated with contaminated 
foods, etc. which occurred in the country during the most 
recent year for which data are available. 

Safe drinking-waler avai/ah/e in Ihe hOllle or wilh 
reasonable access: percentage of population with access to 
an adequate amount of safe drinking water in a dwelling or 
located within a convenient distance from the user's 
dwelling. 

"Safe" includes treated surface water and untreated but 
uncontam inated water such as that from protected boreholes, 
springs and sanitary wells. Untreated surface waters, such as 
streams and lakes should be considered safe only if the water 
quality is regularly monitored and considered acceptable by 
public health officials. 
Adequate excreta disposalfacililies available: percentage of 
population with access to a sanitary facility for human 
excreta disposal in the dwelling or immediate vicinity. 

Sanitary facility: A sanitary facility is a unit for the 
disposal of human excreta which isolates faeces from contact 
with people, animals, crops and water sources. Suitable 
facilities range from simple but protected pit latrines to flush 

toilets with sewerage. All facilities. to be effective, must be 
correctly constructed and properly maintained. 

) 

Formula/or calculation 

> = = to 
~ 

~ 

Several methods have been proposed in the calculation of health 
expectancies. Basically, the years lived at various ages by the 
population of a life table are quantified on the basis of the 
institutionalization rate (usually from a recent census) anu the 
prevalence of permanent and temporary limitation "ractivity (from 
national health or disability surveys). Once the table is modified, the 
period of life expectancy is calculated in the traditional manner. 
according to various states of functional disability yielding the value 
of disability-free life expectancy. 

Incidence No or newly detected cases of disease X 
rale per associated with contaminated food. etc. 
I()() ()()() in a given year 
pop"lallOn = ----------------------------------------------------- x 100 000 

Total population over the same year 

%oj 
P()/lu/ulion 

'I'iell access 10 
safe waler 

%0/ 
population WIth 
access to excreta 

dISposal 
/acihlles 

) 

No. of population with access to 
adequacy of stabk source of safe water 

in a specific area over a given year 

Total no. of population in that area 
over the same year 

No. of population with accesS to 
excreta disposal facilities which 

meet the hygienic requirements in a 
specific area over a given year 

Total no. of population in that 
area ova the same year 

x 100 

x 100 
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Indicator Definition 
37. Percentage of population living in areas Percentage of population living in areas where the air quality 

with air quality which meets generally meets the general health standards based on derived air 
recognized health standards pollutant index. 

38. Morbidity/mortality of environmental Incidence/deaths resulting from environmental health-related 
health-related diseases and disability diseases and disability. These include air pollution (acute, 

chronic respiratory effects, asthma, bronchitis, acute 
respiratory infections); food-borne diseases (e.g. salmonella, 
E-coli, listeria); waterborne diseases (e.g. cholera, typhoid 
fever, shigella); occupational diseases (e.g. asbestosis, r.eavy 
metal poisonings, silicosis); work-related injuries; accidents, 
injuries and poisonings (e.g. pesticides), etc. 

39. Attainment of generally recognized There are a number of key factors influencing the various 
environmental quality standards environmental processes which ultimately may affect human 

health. Rapid industrialization and urbanization are driving 
forces which have resulted in significant impacts on the 
environment. There are several types of environmental 
health indicators associated with the attainment of a 
recognized quality standard. Most of them are focused on 
air quality emissions, water quality, waste (includes 
radioactive materials) management, toxins/chemical 
disposal, food safety and workplace. 

40. Countries with defined welfare services This refers to countries with specific welfare policies and 
for the physically and mentally services that cater to the need of the physically and mentally 
handicapped and disabled handicapped and disabled. 

41. Incidence of injuries and deaths due to Morbidity rate of injuries due to homicide and suicide per 
homicide and suicide 10000 population. 

Deaths due to homicide and suicide per 100000 population. 

) 

Formulajor calculation 
Population living in areas with 

Air pollution satisfactory air quality 
index = --.. ------------------------------------ x 100 

Total population in the areas 

Morbidity rate No. of new cases of disease X reported 
a/disease x in a specified period 
per 10 a(m = ------------------------------.-----.. ---------- x 10000 
population No. of persons exposed to risk 

during this period 

MortalilV rate No. of deaths due to disease X reported 
a/disease x in a specified period 

per IO() ()()() = --------------------------------------------- x 100 000 
population No. of persons exposed to risk 

during this period 

Morbidity rate Injuries due to homicide & suicide 
0/ injuries per = ------------------------------------------ x 10 000 
I() a()() population Total population 

Mortality rate 
a/homicide & = 
suicide per 
I ()() a()() population 

Deaths due to homicide & suicide 
------------------------------------------ x 100 000 

Total population 

--
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Indicator Definition 
42. Percentage of patients with access to Percentage of patients who have various forms of access to % of patients 

rehabilitation services rehabilitation services. with access 
to 

rehabilitation 
servIces 

43. Percentage of people who are: Prevalence afblindness: blindness is defined as a visual Prevalence 

- blind acuity with best possible correction insufficient to count rate of 

- deaf fingers at 3 meters with the better eye. blindness 

- disabled Deafness: refers to people with partial or complete loss of 
hearing due to otitis media. 

Prevalence 
rate of 

Disabilities: reflect the consequences of impairment in deafness 
terms of any restriction or lack of ability to perform an 
activity in the manner or within the range considered normal Prevalence 
for a human being; disabilities thus reflect disturbances at rate of 
the level of the person. Disabilities result from impairments disability 

which may be caused by diseases. injuries or congenital or 
perinatal conditions. 

_. -- _. -

) ) 

~ 

= 

= 

= 

Formula/or calculation 
Total no. of patients having access to 

rehabilitation services 
~ •••• w ________________________________________ 

Total no. of patients requiring 
rehabilitation services 

People who arc diagnosed as blind 

> = = I'D 
~ 
IN 

x 100 

------------------------------------------ x I 00 
No. of people examined 

People who are diagnosed as deaf 
----------------------------------- .--- x 100 

No. of people examined 

No. of disabled people 
---------------------------------------- x 100 

No. of people examined 
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Indicator Definition 

THEME 3: QUALITY OF LIFE IN 
LATER YEARS 

44. Health budget spent on care of Percentage of health budget specifically allocated to care of 

older persons older persons. 

45. Countries with national policies for Countries with specific health policies for older persons in 

older persons the National Health Development Plan. 

46. Number of community facilities This includes facilities like parks, gardens, community halls, 

available to older persons sports facilities, etc. either for social or recreation purpose;. 

47. Older persons who receive retirement Older persons who retired and receive benefits such as 
benefits from the government or private pension or other forms of benefits from previous employer. 

sector 
48. Population aged 65 years and over Percentage of population aged 65 years and above. 

49. Incidence of major depression and other Number of older persons suffering from major depressions 
mental health problems among older and other mental health problems 

persons 
50. Suicide rate of population aged 65 years This refers to people who perform actions to end their lives 

and over by any means (poisoning, falls, drowning, burning, hanging, 
etc.) 

51. Percentage of population aged 65 years An improvement in oral health is attained if more than 50% 
and over with a minimum of 20 of the population aged 65 years and over can retain a 
functional teeth minimum of20 functional teeth. This will reduce the 

occurrence of oral sepsis and facial pain, and greatly 
enhance the quality of life for the ageing population. 

52. Life expectancy at 65 years of age The average number of additional years a person aged 
65 years would live if current mortality trends continue to 
apply, based on the age-specific death rates for a given year. 

) 

Formula for calculation 

% heallh hudKel Health hudget allocated to care of older persons 

spCIlI on cure ~ ------------------------------------------------ x 100 
of older persons Total health hudget 

Population aged 65 yrs & ahove 
% pO{Ju/ali()f1 ~ ------------------------------------------ x 100 

aged 65 + rotal pop\l\aliull 

No. or people aged (1) ;. cars and over 
Suicide raff! ~ who commith:d suicide hy any means 
ClKec/o5+ --------------------------------------------- x 100 

Population aged 65 years and over 

% o/popll/atiol1 Population aged 65 years anJ over with a 
65 yeurs o/age minimum of 20 functional teeth 
and ()~'er with a == -------------------------------------------------:'\ 100 
minimum oj2() Population aged 65 years and over 
/unctionalleeth examined 

Formula 10 he computed from !.ife /(,hle 
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Indicator Definition 
53. Labour force participation of population People aged 60 years and over who are still working or 

aged 60 years and over engaged in an economic activity either full time or part time 
basis. This indicator reflects the extent of their participation 
in the labour force and whether they still lead an 
economically active life. 

54. Availability of adequate health care Physical travel time available to health care facilities for 
facilities within a reasonable distance older persons shou Id not be more than 2 hours. 
from older person's residence 

55. Availability of health system for the use Make available the health services for the use of older 
of older persons when required persons whenever it is required. Accessibility within a 

reasonable time is important to older persons. 

56. Availability of health promoting Health-promoting opportunities should be made available to 
opportunities to meet the needs of older persons whenever it is required. 
older persons 

57. Percentage of older persons who are Adequate nutritional status in an older person is assessed by 
adequately nou rished various clinical measurements, including stature and weight: 

other anthropometric measurements such as fatfolds, ann 
and leg circumferences: blood tests such as lib, glycemia. 
proteinemia, albuminemia, etc., bone densitometry, 
assessment of dietary intake, and other methods, depending 
on the resources and facilities available. 

However, changes peculiar to the ageing process can 
present problems and contribute to nutritional inadeqllaq. 
Considering these changes, dietary principles that govern 
feeding the aged are as follows: reduced calorific intake; 
liberal intakes of protein, vitamins, and minerals; liberal 
water intake to prevent constipation, which is common 
among older persons; and small, frequent feedings of 
palatable meals that are easy to manage and digest. 

58. Number and extent of community-based This refers to rehabilitation programmes provided to older 
rehabilitation programmes in countries persons in the various community facilities outside 
and areas individual's home. 

----

) 

I.ahour force 
aged 6()+ 

% olch!r 
persons 
adequately 
nourished 

) 

Formula/or calculation 
People aged 60 years anJ over \\ho arc 
still \vorking Of cngagt.!d in an economic 

~ activity either full time or part time basis 

> 
= = '" ... 
tH 

-------------------------------------------------- x 100 
Total population aged 60+ years surveyed 

No. of older persons adequately nourished 
~ ------------------------------------------------ , 100 

Total no. of older persons sllr\"\~ycd 
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Indicator Definition 
59. Number and extent of domiciliary-care Domiciliary care refers to the provision of health and/or 

facilities in communities and countries supportive services in the home to individuals who are ill or 
disabled, but who do not require institutional care. 

60. Number, type, and periodicity of This refers specifically to services provided to the disabled 
services provided for the disabled, and and older persons with chronic illness on a regular basis to 
older persons with chronic illness ensure continuity of care. 

61. Utilization of health services including Percentage of older persons with chronic problem using the 
community support services for the health services regularly (at least once a month). 
older persons with chronic problems 

62. Incidence and mortality of injuries! Incidence/mortality rate of injuries/disabilities among older 
disabilities among older persons persons. 

63. Percentage of older persons in This is to assess the percentage of older persons requiring 
community vs. institutional care community or institutional care. It is expressed as a 

percentage of older persons requiring community care. 

64. Percentage of older persons who are ADL refers to two categories. The first category concerns 
able to undertake full activities of daily basic bodily functions (physical ADL) such as eating, 
living (ADL) and instrumental ADL dressing, dancing, walking, caring for personal appearance 
without assistance. and reaching the toilet on time. The second category 

pertains to activities related to independent community 
residence (instrumental ADL) such as travelling beyond 
walking distance, shopping and handling one's own money. 
This indicator shows the ability of older persons to cope with 
activities of daily living. 

) 

Formula/or calculation 

No. of older persons with chronic problems 
Utilization using health services regularly 

rate = -------------------------------------------- x 100 
(%) No. of older persons with chronic problems 

Incidence No. of injuries/disabilities 
rate per = among older persons 
1000 ---------------------------------- \ 1000 
older persons Total no. of older persons 

Mortality No. of deaths resulting from injuries/ 
rate = disabilities among older persons 

per 10(1) -------------------------------------------- x 1000 
older persons Total no. of older persons 

No. of older persons requiring 
% of older persons community can.:: 

requiring = ----------------------------------- \ lOa 
community Total no. of older persons 

care requiring community or 
institutional care 

% older No. of older persons able to undertake full activities 
persons of daily living (ADL) and instrumental ADL 
undertaking without assistance 
AD!. and = --------------------------------------------------- x 100 
instrumental Total no. of older persons surveyed 
AD!. withoul 
assistance 
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Indicator Definition 
65. Countries with a national policy to Most countries might have specific policies formulated to 

ensure a good quality of life for older cater for the well-being and health of older persons, but it is 
persons difficult to ensure (both spiritually and physically) a good 

quality of life for them. 
66. Percentage of older persons who have This refers to the participation and involvement of older 

access to social organizations persons with clubs, societies, regular meetings and 
organization. The social environment provides a number of 
opportunities for older persons to meet with other people in 
groups. 

67. Percentage of older persons reporting a General satisfaction in life can be measured by a variety of 
general satisfaction with quality of life factors such as living conditions, social functioning, use of 

health services, employment and income, etc. The intention 
is to obtain a quick assessment of how satisfied is one with 
quality of life. 

68. The number of specialized welfare By statutory procedures or social efforts, some countries do 
services available for older persons in provide specialized welfare services to take care of the well-
the community being and health of older persons apart from financial 

support. State the number of specialized welfare services 
provided. 

69. Percentage of older persons with health Financial constraints can impose a hindrance to access to 
insurance or free access to health care health care. It is important that older persons are covered by 

some form of health insurance scheme or retirement benefit 
which will enable them to have free access to health care if 
the need arises. 

70. Percentage of older persons who lead an Percentage of older persons who still participate actively in 
active and happy life social work and recreational activities; show contentment in 

life and live independently, while maintaining a positive 
outlook and happy feeling about life. 

--

) 

% older persons 
lV/Ill access to = 

Formulafor calculatioll 

No. of older persons who have access to 
social organizations 

> 
::I 
::I 
to 
~ 

t..I 

------------------------------------------ x 100 
socialorgani:ations Total no. of older persons surveyed 

% of older No. of older persons reporting a general 
persons satisfaction with quality of life 
reporting a ~ ---------------------------------------------------- x 100 
general Total no. of older persons surveyed 
salls/action 
wllh qualIty 
of life 

% older persons No. of older persons with h~alth insurance 
WIth health with free access to health care 
Insurance or = ------------------------------------------------- x 100 
[ree access Total no. of older p~rsons surveyed 
to health care 

% of older persons No. of older persons k"ding an 
leading an active and happy life 
active and = ---------------------------------------- x 100 
happv life Total no. of older persons 

---

) 

, 
, 

I 

, 

i 

'g ~ 
IIQ ." 

to ~ 

~" Ii 
"'" '-0 ---t..I 



-
CATEGORIZATION OF 

SELECTED LIST OF INDICATORS 

Category A 
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ANNEX 4 

Indicators which are routinely collected by most countries and areas 

Category B 
Indicators in their raw form which are captured in service records and registers or 

other documents and can be collected without much extra effort 

Category C 
Indicators which need to be developed in collaboration with other 

government departments or partner agencies 
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Annex 4 

Category A 
Indicators which are routinely collected by most countries/areas 

• Infant mortality rate 

• Life expectancy at birth 

• Maternal mortality ratio 

• Under-5 mortality rate 

• Literacy rate 

• Population aged 65 years and over 

• Percentage of newborns weighing at least 2500 grams at birth 

• Percentage of women immunized with tetanus toxoid (TT2) during pregnancy 

• Percentage of infants immunized with BCG, DPT3, OPV3, measles, hepatitis B 

• Vaccine-preventable diseases: incidence and mortality 

* measles 

* pertussis 

* tuberculosis 

* diphtheria 

* poliomyelitis 

* tetanus and neonatal tetanus 

• Malaria: incidence and mortality 

• Acute respiratory diseases: mortality 

• Diarrhoeal diseases: incidence and mortality 

• HIV / AIDs: incidence and mortality 

• STDs: incidence for adolescents 

• Tuberculosis/Leprosy: prevalence and incidence 

• Incidence and mortality of cancers 

• Incidence and mortality of cardiovascular diseases 

• Incidence of diseases associated with contaminated foods, beverages, water 
and polluted air [for diseases like food poisoning, cholera, typhoid fever, 
asthma, etc.] 

• Percentage of population with access to safe water supply and adequate sanitation 

• Countries with defined welfare services for the physically and mentally handicapped 
and disabled 

• Countries with national policies for older persons 

-
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CategoryB 
Indicators in their raw form which are captured in service records or basic 

documents and can be collected without much extra effort 

Life expectancy at age 65 years 
Percentage of children with normal weight and height for age 
Percentage of women with anaemia 
Number and percentage of baby-friendly hospitals 
Number of schools promoting healthy lifestyles (health-promoting schools) 
Prevalence of iron deficiency disorders 
Prevalence of Vitamin A deficiency 
Prevalence and incidence of hypertension 
Prevalence and incidence of diabetes mellitus 
Incidence of occupational diseases (injuries and work accidents) 

Annex 4 

Incidence of iujuries and deaths due to traffic accidents and suicide by adolescents 
Incidence of injuries and deaths due to road traffic or work accidents, homicide and 
suicide 
Suicide rate of population aged 65 years and over 
Integrated national health plan for sustainable development 
Countries with legislation relating to environmental pollution, water quality, food 
safety, tobacco, alcohol and illicit drugs 
National sector plans which integrate health and environmental considerations 
Percentage of population living in areas with air quality which meets generally 
recognized health standards 
Morbidity/mortality of environmental health-related diseases and disability 
Number and extent of community-based rehabilitation programmes in countries and 
areas 
Number and extent of domiciliary-care facilities in communities and countries 
Percentage of patients with access to rehabilitation services 
Percentage of people who are blind, deaf and disabled 
Health budget spent on care of older persons 
Number of community facilities available to older persons 
Number of older persons who receive retirement benefits from the government or 
private sector 
Availability of health system for the use of older persons when required 
A vailability of health-promoting opportunities to meet the needs of the older persons 
Number, type, and periodicity of services provided for disabled and older persons 
with chronic illness 
Countries with a national policy to ensure a good quality of life for older persons 
The number of specialized welfare services available for older persons in the 
community 
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Annex 4 

Category C 
Indicators which need to be developed in collaboration with others 

• Healthy Teeth Index (DMFT) 

• Knowledge. attitude and practice of mothers regarding infant and childhood diseases. 
nutrition and healthy lifestyles 

• Disability Free Life Expectancy 

• Labour force participation of population aged 60 years and over 

• Percentage of persons by gender and by age group who smoke tobacco: prevalence 

• Incidence of major depression and other mental health problems among older persons 

• Percentage of population aged 65 years and over with a minimum of 20 functional teeth 

• Percentage of older persons who are adequately nourished 

• Incidence and mortality of injuries/disabilities among older persons 

• Availability of adequate health care facilities within a reasonable distance from older 
person's residence 

• Attainment of generally recognized el1\'ironmental quality standards 

• Utilization of health services including community support services for older persons 
with chronic problems 

• Percentage of older persons in community vs, institutional care 

• Percentage of older persons who are able to undertake full activities of daily living 
(ADL) and instrumental ADL without assistance 

• Percentage of older persons \\'ho have access to social organizations 

• Percentage of older persons with health insurance or free access to health care 

• Percentage of older persons reporting a general satisfaction with quality of life 

• Percentage of older persons who lead an acti\e and happy life 
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ANNEX 5 

Comparison between global health targets and health indicators 
for Neill horizons ill Ilealtll 

General 

Global Health Targets NHIH Indicators 

Only one indicator is used to measure Indicators were developed based on a 
health equity stages of life approach 

Indicators for global targets 6 to 8 need No targets are set for indicators 
refinement by countries as implied in the Most indicators are specific in nature 
health elements mentioned. Countries 
may need to develop them using the 
guidelines provided 

Target indicators cover a broad range of Most indicators in Theme I and 2 are 
issues ranging from health equity and performance or process indictors while 
disease burden to research which is Theme 3 indicators are mostly input or 
comprehensive enough to be used to resource based 
assess the country's progress towards 
health for all 

Targets also emphasized for health policy, Input indicators in general are not used, 
implementation strategies, operational although they are implied in the 
mechanism and health outcomes approaches 
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COMPARISON BETWEEN GLOBAL HEALTH TARGETS AND HEALTH INDICATORS 
FOR NEW HORIZONS IN HEALTH (NHIH) 

Global health indicator Quantitative target (2020) NHIH indicators 

Health equity - childhood stunting 

% of children under 5 years who are stunted < 20 Theme I indicator 
(defined as height-for-age more than 2 standard 
deviations before the reference value) 

Survival 

Maternal mortality ratio (MMR) < 100 per 100 000 live births Theme I indicator 

Child mortality rate (CMR) < 45 per 1000 live births Theme I indicator 

Life expectancy at birth > 70 years Theme I indicator 

Reverse global trends of five major pandemics 

Tuberculosis: disease-specific mortality; Theme I and Theme 2 indicators 
morbidity, notification rate, cure rate, countries (prevalence and incidence) 
implementing DOTS 

HlV/AfDS: disease-specific mortality, Theme I indicator 

morbidity 

Malaria: disease-specific mortality, morbidity Theme I and 2 indicators 

Tobacco-related diseases: mortality, morbidity Theme I indicator (smoking prevalence) 
Theme 2 indicator (incidence and mortality 
of cancers of specific types) 

Violence/trauma: mortality, morbidity, Theme 2 indicator (incidence of injuries 
disability and deaths due to road traffic or work 

accidents, homicide and suicide) 
Theme 2 indicator (incidence of 
occupational diseases such as work injuries 
and work accidents) 
Theme 2 indicator (morbidity/mortality of 
environmental health-related diseases and 
disability) 

Eradicate and eliminate certain diseases 

Measles Eradication Theme I indicator 

Lymphatic filariasis Elimination 

Chagas disease Interruption of transmission by 
2010 

Leprosy Elimination by 20 I 0 Theme 2 indicator 
(prevalence rate is < I per 
10000) 

Trachoma Elimination by 2020 

Vitamin A and iodine deficiencies Elimination before 2020 Theme 2 indicator (vitamin A deficiency) 
Poliomyelitis Eradication before 2000 Theme I indicator 

... "" 
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Global health indicator Quantitative target (2020) 

1 5. Improve access to water, sanitation, food and shelter 
-

% of households/people with regular access to 
sufficient and safe drinking water 

% of householdlpeople with adequate sanitation 
facilities 

% of house hoi dip eo pie living in shelter that is 
structurally and sited on safe land 

% of householdlpeople with access to sufficient 
and safe food 

.... , 

6. Measures to promote health 

Introduce or establish strategies that strengthen 
health-enhancing lifestyles and weaken health-
damaging ones through a combination of 
regulatory, economic, educational, 
organizational and community-based 
programmes. Indictors focus on measuring: 

Health behaviour (e.g. smoking prevalence in 
different social groups) 

..... , 

Health determinants (e.g. healthy food supply, 
social isolation) 
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NHIH indicators 

Theme 2 indicator (population coverage) 

Theme 2 indicator (population coverage) 

Alternative indicators: 
- legislation relating to environmental 

pollution, water quality and food safety 
(Theme 2 indicator) 

- incidence of diseases associated with 
contaminated food, beverages, water 
and polluted air (Theme 2 indicator) 

To a certain extent, covered by the 
following indicators: 
Theme I indicator (smoking prevalence) 
Theme I indicator (incidence of injuries, 
deaths due to road traffic accidents and 
suicide by adolescents) 
Theme I indicator (prevalence and 
incidence of STOs in adolescents) 

Theme 3 indicator (% of older persons who 
are adequately nourished) 
Theme 2 indicator (welfare services for the 
physically and mentally handicapped and 
disabled) 
Theme 2 indicator (attainment of generally 
recognized environmental quality 
standards) 
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Global health indicator 

Regulatory, fiscal, economic and environmental 
policy (e.g. regarding alcohol restriction) 

Capacity-building, programmes (e.g. health 
promotion, infrastructure, information, 
leadership development) 

Participation (e.g. individual, communities, 
school workplace, etc.) 

Quantitative target (2020) 

Develop, implement and monitor national HF A policies 

Countries would have established operational 
mechanisms for developing, implementing and 
monitoring policies that are consistent with 
HFA policy. Indicators should be applied to 
measure: 

Quality of community involvement in 
development of the policy 

Existence of a policy is reflected in terms of 
national legislation 

Resource allocation in line with policy 

Sustainability of policy/resource allocation 

NHIH indicators 

Theme 2 indicator (legislation relating to 
environmental pollution, water quality, 
food safety, tobacco, alcohol and illicit 
drugs) 

Theme I indicator (number of schools 
promoting healthy lifestyles) 

Theme 3 indicator (availability of 
community facilities to older persons) 
Theme 3 indicator (% of older persons who 
have access to social organizations) 

Well defined welfare services for the 
physically and mentally handicapped and 
disabled 

National policies for older persons 

Health budget spent on care of older 
persons 

Extent of community-based rehabilitation 
programmes 

Number of specialized welfare service 
available for the elderly 

Improve access to comprehensive essential, quality health care. All people will have access throughout their lives to 
comprehensive, essential, quality health care supported by essential public health function 

Indicators of the quality of care, including its Theme 2 indicator (attainment of generally 
accessibility. effectiveness, utilization and the recognized environmental quality 
degree of integration into a broader referral standards) 
system and performance indicators for essential Theme 2 indicator (disability-free life 
public health functions will be developed expectancy) 

Implement global and national health information and surveillance system 

Appropriate global and national health Mentioned in New horizons in health but 
information, surveillance and alert system will not specified as indicators 
be established 

10. Support research for health 

Research policies and institutional mechanisms Mentioned in New horizons in health but 
will be operational at global, regional and not specified as indicators 
country level 
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