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1. INTRODUCTION 

A Regional Consultation on the Conceptual Framework for Health System Performance 
Assessment was organized by the WHO Regional Office. for the Eastern Mediterranean in Ain 
Saadeh, Lebanon, on 9-11 July 2001. The meeting was attended by experts from the Region 
and from WHO. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean 
welcomed the participants and thanked the Government of Lebanon for hosting the meeting. 
He slated that the main objective of the reglonal consultation was to review critically the 
WHO conceptual framework on health systems and health systems performance, with respect 
to scientific foundations, methodologies and tools used to measure health system 
performance, and to suggest potential refinements. The consultation was also invited to 
recommend measures to improve the process of system assessment through better data 
gathering and processing, capacity building and other means to ensure. the reliability of 
information, the transparency of the process and the ownership of the performance 
measurement exercise by countries and the Regional Office, It was hoped that the discussions 
would assist in the preparation of a regional strategy on health systcm dcveloprneilt aimed ar 

improving health system performance. 

Dr Albert Jokhadar, speaking on bel~all oP HE Mr Sleiman Franjieh, Mnister of Public 
Health, Lebanon, welcomed the participants. He stated that the health care system of Lebanon 
suffered from a great deal of problems, in spite of the resources having been expanded (to 
12% of GDP) and the potentlal strengths it possessed. Dr Jokhadar noted that the civil 
disturbances were not the only reason for the problems that faced the health care system. The 
liberalized economy, he said, permits the unrestrained acquisition of expensive medrcal 
equipment, the establishment of health facilities anywhere investors choose, and a variable 
quality of manpower, from the very best to the less capable. There had been several attempts 
at reform, to no avail as yet; however it was hoped that the proposed new reforms would fare 
better. This was likely to be an arduous and long undertaking that would require the support of 
all concerned, nationally and internationally. 

The meeting elected Dr Gharama A1 Raee (Republic of Yemen) as Chairman and Dr 
Nabil Kronfol as Rapporteur. The agenda, programme and list of participants are given in 
Annexes 1 , 2  and 3 respectively. Tlie lull text of Dr Gezairy's address is given in Annex 4. 

In the evening of Tuesday 10 July 2001, expert group meetings were held to discuss the 
methodological issues related to the burden of diseases, financing and responsiveness 
elements of the framework. 
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2. THE REGIONAL RESPONSE TO THE HEALTH SYSTEMS PERFORMANCE 
EXERCISE 

2.1 Improving the performance of health systems: building on the World Healtll 
Report 2000 
Dr David Evans, Director, Global Programme on Evidence for Health Policy (GPE), 
WHO headquarters 

Health system perfnrrnance assessment has three objectives: to monitor and evaluate the 
attainment of critical outcomes and the efficiency of the health system in such a way as to 
allow comparison over time and across systems; to build an evidence base of the relationship 
belwee~l the design of thc hcalth system and performance; and to empower the public with 

information relevant to well-being. 

Dr Evans defined the key concepr of a "health auliur~" as any activity whose primary 

intention is to improve health. This concept has set the boundaries of health systems in the 
framework. The social goals to which the health system contributes are defined as good 
health, responsiveness and fairness in financial contribution. The level, as well as the 
distribution across the population, is important to assure quality, equity as well as efficiency. 

Dr Evans described the measurement indices for the framework. He introduced in 
indicator "healthy life expectancy (HALE)", previously termed DALE (Disability adjusted 
life expectancy) in the report. HALE is hased on life expectancy. includes non-fatal health 
outcomes, and is calculated using data from epidemiology and health studies, such as the 
child mortality surveys. The health system should seek to improve the level of population 
health, but also reduce i~leyualities in health outcomes. 

The second goal of health systems, namely the responsiveness element was measured in 
the World Health Report 2000 through a survey of key infommls. This itldex focuses on 
measuring what happens when system and person interact. It addresses the legitimate levels of 
expectation of the population, and is different from patient satisfaction. It included two main 
components: respect for the individual and the orientation of the system to users' 
expectations. These had the following components: dignity, confidentiality and autonomy as 
well as prompt attention to needs, access to social support networks, quality of basic 
amenities and relative choice of provider(s). Again, health policy makers should be concerned 
with improving the level of responsiveness, and with reducing inequalities in responsiveness. 

The third goal, namely fairness in financial contribution, highlights the fact that some 
ways of financing health are fairer than others, given that the two other goals are held 
constant. Catastrophic payments are unfair, must people would agrcc. Dr Evans introduced 
the concepts of horizontal equity (when similar groups contribute the same shares of income) 
and vertical equity (when the rich pay a higher percentage of the income than the less 
privileged). Dr Evans noted that a fair financing contribution would mean that all households 
pay the same proportion of their non-subsistence income on health. 
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The framework proposes two summary measurements: "Attainment" defined as the 
achievement of goals singIy and in a composite manner; and "performance" which is 
attainment related to resources available and other non-health system inputs to the production 
nf health system outcomes (efficiency). Separate efficiency is calculated for health at~d fur the 
composite goal. 

Dr Evans riuted that the functions of health systems are four: the financing role through 
revenue collection, fund pooling, purchasing of services; the provision of services, whether 
personal or non-personal health services; resource generation; and stewardship. The purpose 
is to evaluate the system, not to compare across Member States. 

Dr Evans then discussed the conceptual issues that have been debated since the release 
of the World Health Report 2000: 

narrow (direct control by health authorities) versus broad accountability (thc 
stewardship role of the health authority); 

causal attribution: multiple factors contl-iibute tu socially valued outcomes, includrng the 
health system, muItivariate analysis was used to measure the impact of each contributor; 

mediating factors or intermediate goals: WHO has an initiative to measure coverage 
with critical interventions, and to develop measures of performance of the different 
functions of health systems, 

performance and time: economic studies of efficiency measure output compared to the 
maximum that would be possible; for health systems, an important time lag exists 
between actions and outcomes and the definition of the maximum depends on the time 
over which the stewards of the system should be held accountable; 

universal weights for key outcomes: how much do the weights for key outcomes vary 
across populations and individuals, and how can comparisons be made? 

The debate on the methodologies proposed in the World Health Report 2000 centred on 
the measurements of the HALE (DALE), the challenges for measuring non-fatal health 
uutcornes, the core domains of health, and the need to enhance cross-population 
comparability. New life tables were constructed for 191 countries and were sent to Member 
States for discussion. More than 70 countries are currently involved in a multi-country study 
on health and responsiveness. Demographic health surveys are available from 65 countries, 
and vital registration data are availabIe from more than 30 countries to review the 
measurement of health inequality. Sample population surveys, the gold standard, are bcing 
conducted to measure responsiveness and compare the results with the responses from key 
informants used in the first version of the framework. New data collection is ongoing in 70 
countries to assess fairness of financial contribution. Finally, csrirnating efficiency is being 
improved by updating the national health accounts methodology, and estimation of the 
production function. A second stage analysis would explore the factors that may explain 
diffcrcncc in efficieilcy auross different health systems. 'l'he assessment will now take place 
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cvel-y 2 yeas,  taking into consideration thc suggestions of Member States and their inputs into 

the assessment. 

2.2 Regional response to the health systems performance exercise 
Dr Abdel Aziz Saleh, Deputy Regional Director and Dr Belgacem Sabri, Director, 
Health Systems and Community Developrnerzt 

Dr Abdel Aziz Saleh introduced the Region's response. He said that the initiative is seen 
as an activity to improve the national health systems in Member States. This should t ~ e  
complementary to the previous activities undertaken. These efforts should leave an impact not 
a mere document. The initiative ought to have been at country level first, not headquarters, 
and should have been based on national capabilities. The challenge of this meeting will be lo 

marry this model with the capabilities of the national staff in Member States. 

The focus of Member States was inevitably placed on lhe rankings. Tlie best rank (out 

of seven) was chosen and used for public opinion. Little debate was generated at country 1ev1:l 
on the technical merits of the framework. 

The report is anchored on data. The data used in the report were challenged as to their 
validity. There is a need to strengthen the national information systems in order to calcu1a:e 
the recommended indices. The measurement tools must be simplified in order to be used t ~ y  
Member States. In addition, in-country comparison between different regions ought to he 
made. Dr Saleh ended by stating that the objective nf th i s  consultation was to develop hea1i.h 
systems at the national level along with national expertise. In this manner, the frarnewo1.k 
would be useful beyond its academic merits. 

Dr Sabri introduced his presentation by stating that a healthy debate was generated try 
the release of the World Health Report 2000. It is a technically sound framework for hea11:h 
systems, for it delineates appropriately the boundaries of health sysrems, clarili'ies &he guals 
and functions of health systems, and recommends tools for the measurement of performance. 

Nevertheless, some reservations have been expressed about the data used and its 
sources, in particular their accuracy and timeliness, and extrapolations from limited data. 
There was limited involvement of the Regional Office and the Member States in the exercise 
which raised concern about the ownership of the framework and hence its sustainability. 
There is a need to further refine the framework by enriching the concept, filling in the gaps, 
adapting the tools, investing in capacity-building and strengthening the health systems. 

The Regional Office was invited to contribute to this framework, as early as the AFRO 
meeting held on this same topic in Harare. InIurr~laiior~ was disseminated to WHO staff, and 

discussions were held in the Regional Consultative Committee and in the Regional 
Committee. The need to involve the Regional Office and the Member States was stressed in 
order to promote the ownership of the framework. 

There is a need to further improve the data sources, and to link this exercise with the 
strengthening of health systems. Briefing was carried out in namely the Islamic Republic of 
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kan, Morocco, Syrian Arab Republic and Tunisia. There has been a close interaction with 
countries to discuss the framework, and a positive collaboration with WHO headquarters to 
organize briefings, technical discussions, background papers and joint visits to some 
countries. The Regional Consultntivc Committee in May 2001 had requested that a regional 
strategy be developed for mapping health systems functions and improving their performance, 
and the collection of evidence to support the framework. 

In order to prepare for the adoption of the framework, Dr Sabri stressed the importance 
of supporting the limited capabilities in this of the Regional Office as well as of countries. 
Relevant data is scarce for performance assessment. There is a need to build up capacity to 
promote the analytical tools in health systems, whether for the burden of disease (BOD) 
studies, the national health accounts (NHA), or cost analysis and cost-effectiveness (CEA). 
The networking of professionals ought to be pursued, and national and regional educational 
institutions ought to be involved in the process. 

The Regional Office has since promoted the use of household surveys to measure 
fairness in financial contribution. Plans have been made to include the responsiveness 
questionnaire in ilatiollal puyulalion-based surveys. Efforts have been made to assess the 
national health information systems, with a special focus on epidemiological intelligence. 
Efforts have been expanded to bridge with national statistical departments in the Islamic 
Republic of Iran, Lebanon, Syrian Arab Republic and Tunisia. Partnerships have been 
promoted with geo-political groupings such as the League of Arab States, the United Nations 
Economic and Social Commission for Western Asia (ESCWA), the Economic Commission for 
Africa (ECA), AGmTND and researchers in academic institutions. To support these and other 
activities, extrabudgetary resources are needed. The Regional Office capabilities for the 
development of normative activities, for technical cooperation and for the establishment of thc 
regional observatory on health systems must be reinforced. SimilarIy Member States need to 
be supported in conducting studies using national health accounts methodology, population- 
hmed surveys, national observatories, and burdcn of disease and cost-efIt:c;Liveness studies, 
and establishing national observatories for health systems. The decentralization of health 
systems, based on primary health care principles, ought to be supported, as well as the 
autonomy of hospitals, lht: referral system, and the development of human resources and 
national information systems. 

Eight countries have now been included in the initiative to enhance performance 
assessment: Jordan, Morocco, Islamic Republic of Iran, Lebanon, Oman, Pakistan, S p a n  
Arab Republic and Tunisia. This will be extended to other countries. The initiative includes 
capacity-building through training on analytical tools, development of a network of experts, 
mapping of health systems functions, and the identification of tools to measure improvement. 

Dr Sabri concluded by noting that this consultation was expected to submit concrete 
proposals to improve the framework (contents, tools and ownership) as well as support 
arrangements to strengthen capacity-building in anaiycical tools. The outline of a regional 
strategy to promote the use of the framework and strengthen health system performance was 
indicated. Tools and methods for data and performance measures need to be mastered. 
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Discussion 

Participants engaged in a discussion of the regional position paper and the framework 
proposed by WHO headquarters. Concern was expressed that primary health care, which have 
been the linchpin for 24 years, seem to have been forgotten, rather than used to build upon. 
Intersectoral collaboration, managerial processes and quality issues likewise have been 
marginalized in the framework. Ethics and technology do not figure in the discussion. There is 
little to document the progress that has been achieved by countries; rather emphasis is being 
placed on economic criteria such as GDP. The framework ought to be used to strengthen 
capacity at national level: it should be a means to this end, not an end in itself. The 
importance of the framework is that it drew attention to the assessment of performance of 
health systems-"it got us focused"-yct it did not give answers as to why some countries are 

doing well and how they reach that point. 

Dr Habib Latin, WHO Representative in Lebanon, described the progress achieved by 
WHO in Lebanon through the conduct of several studies and surveys, very much in concert to 
with those proposed by the framework and requested by WHO headquarters. There was 
support for the involvement of WHO representatives in the consultation as well as national 
counterparts. Concerns were also raised as to the sustainability of this effort if resources are 
not made available. given the needs at the Regional Office and in the Member States. Some 
participants expressed concern that the framework, while being valid academically, falls short 
in practice. Perhaps more use ought to be made of the time-tested classical indicators. 
Concern was voiced that decision-malung at WHO is moving away from the realm of 
physicians to that of the economists. This has not occurred in most Member States, and hence 
the difficulty in espousing the framework. 

Dr Gezairy moved the discussion to another level: what about the future? Countries 
were expecting a report on how well they have fared in the past few years, instead it was a 
watershed. Yet for the future, what are the possibilities of making the information available in 
a timely manner? Will this exercise strengthen the national health care systems? How can we 
build capacity? What resources will be made available? Is it proposed to abandon the 
indicators in use? These can still be used, in addition to those proposed in the framework. 

Dr Evans responded to these comments by stressing that the goal of this consultation 
was precisely to convey information to Member States and build cooperation. Although the 
framework is "academic" and research-based, a lot could be obtained from currently available 
data, perhaps with somc adjustments. 

Dr Saleh and Dr Sabri re-emphasized the need to look to the future, and this was indeed 
the objective of this consultation. 
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3. ASSESSMENT OF HEA1,TH SYSTEM PERF'ORMANCE 

3.1 Measuring health and health inequalities 
Dr Alan Lopez, Coordi~zator; Epid~ntiology urrd Burden of Disease, WHO headquarters 

Dr Lopez discussed the issues related to the measurement of health and health 
inequalities. He emphasized first the importance of using the measure of healthy life 
expectancy instead of simple life expectancy, since the goal of health care is to improve health 
not merely to prolong life. It was also emphasized that it is the measurement of pure 
inequality in health that is important for health policy and not only inequality of social classes 
in heaIth. 

The inputs required for these measurements which have been used are population and 
mortality by age and sex, distribution of the population at varying levels of health, and 
incidence, prevalence and duration of illnesses. Thc data sources were and continue to be vital 
registration records, sample registration records or survey and census data, although vital 
registration remains the gold standard for the causes of death. 

To measure health, life tables were constructed for 191 countries. Good sources of data 
were available for 72 countries, representing 24% of the world popuIation (1.4 billion). 
Incomplete data were available for 50 countries, representing 58% of the world population. In 
this group, the under-registration of rnortaIity required adjustment using demographic 
techniques, and matching with other surveys such as the demographic health survey for child 
mortality under 5 years. For the third group of countries that had some vital registration 
records and other surveys but inadequate time series, tables were constructed using 
supplementation from other surveys and estimates of adult mortality. This group consistcd of 
23 countries (3% of world population) and included Jordan, South Africa and Tanzania. 
Finally in 56 countries (15% of world population) no direct information on adult mortality 
was available. A new WHO model life tablc systcm, based on child II~UI-lalily levels was used 
to estimate life tables, including estimates of uncertainty. 

As far as causes of death data are concerned, vital registration remains the best source 
(one-third of deaths worIdwide); the other option is verbal autopsy. 

To calculate DALE, disability prevalence can be obtained from burden of disease 
studies, from health or disability surveys with adjustment. There is a need to obtain 
prevalence of disabilities by severity, in order to calculate time spent in poor health. 

The measurement of inequalities in health across individuals in a population implies that 
health is a critical cnmpnnent of well-being, and that equality in health is desirable. G ~ u u p  
inequalities differ across social classes, education groups, income levels, and geographical 
areas. The choice of a measure of inequality is a normative choice. How much weight ought 
to be given to the tails or to the spread of i~~equality? Should we compare people to the mean 
or to all other individuals in the population? Two measures are proposed: individual-means 
differences and inter-individual differences. The next step is to measure inequality in DALE: 
to this end, individual records from census or surveys need to be linked to death registries; in 
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addition, information on covariales (income, education, place of residence, age, etc) ought to 
be obtained. This will require linking health surveys or census records to death registries or a 
random sample from the census followed by a household survey. 

Discussion 

Summarizing the reflections on health status and health inequalities, Dr Adnan Hyder, 
Johns Hopkins University and WHO Temporary Adviser, commented on this issue. He 
mentioned that several researchers have critiqued the measurement of health status and health 
inequalities. Some argue that DALE and DALYs (disability-adjusted life years) have not been 
accepted universally, that many countries lack valid data, and that the disability weights are 
uncertain. Others have questioned the value of ranking countrics. As far as health inequality is 
concerned comparison of the WHO index with socioeconomic inequalities in 15 developed 
and 43 developing countries revealed that the index does not correspond with the size of 
socioeconomic inequalities in mortality. Hence it should not be interpreted as a reflection of 
socioeconomic inequalities in health nor should it be used to replace it. Equity in health is 
defined differently in different societies while some countries have equity goals, others do 
not. How to achieve equity in an efficient manner remains to be answered. Dr Hyder reflected 
that several of these critiques are being addressed by WHO, while others need to be dealt with 
at regional and country level. 

Dr Hyder presented a summary of the burden of disease study he had conducted for 
Pakistan. This study had revealed important insights into the disease profile. in Pakistan such 
as the prevalence of injuries and cardiovascular diseases. This study was implemented using 
the existing data in the country. 

Dr Lopez said that some developing countries, like Pakistan, were able to conduct the 
study and it had highlighted disease patterns that were previously underestimated by policy- 
makers. Many countries have far more data than they think they have: what is required is a 
rigorous analysis, There are innovative ways to collect data; constant monitoring is required. 
The exercise is not a burden but an opportunity to revise and develop a country's health 
information system. The use of DALE need not and should not replace the other indicators. 

3.2 Measuring fairness in financial contribution 
Dr Evans, WHO headquarters 

Tlic corlstruction of fairncss in financial contribution (FFC) is conditional on society's 
efforts to redistribute income. Concern for fairness in financial contributions reflects three 
factors: horizontal equity, catastrophic expenditure and progressivity, Catastrophic payments 
are unfair if financial systems are organized in such a way thal huuseliolds inay have to pay a 

catastrophic share of non-subsistence effective income (capacity to pay) (defined as > 50%) to 
improve or protect their health. horizontal inequity is so defined when similar groups are 
contributing very different shares of their capacity to pay towards the health system. This is 
also considered an unfair financial contribution. Vertical inequity is the concern that the rich 
pay a larger share of their income (or we say rich pay more than poor) to the health system 
than the poor, even after taking into account society's efforts to redistribute income. Fairness 
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of financing contrihlition is perfectly fair if all households pay the same proportion of their 
non-subsistence effective income on health. 

In rcsponse to the debates, u ~ w  prirrrary data have been obtained, from 70 countries 
(constituting 94 data points over time). New survey data are being analysed in six countries in 
addition to Pakistan in the Eastern Mediterranean Region. A household survey was conducted 
in Pakistan that contributed new data to the World Health Report 2000. 

The construction of the fairness in financing index (FFC) was also a subject of debate. 
Two options were available. The first is to use the actual food expenditure as the denominator. 
Alternatively, the basic need expenditure (BNE) could be used. The BNE was calculated by 
the United Nations in 1985 as a minim~im of US$ 1 per day per person. This rneasuremcnt 
could be adjusted for inflation, as well as using UN food purchasing power parity (PPP) 
instead of the overall PPP. The index wouId also be adjusted for household size. There is 
evidence that food expenditures do not rise as fast as income, Iicnct: progressivity is built into 
the index. 

Prelir~~inary results reveal a quasi-hear relationship between the percentage of 
expenditures on catastrophic illness and FFC, across most countries. Perhaps this may lead to 
adopting percentage of expenditures on catastrophic illness as the index since people 
understand it more readily. However is 50% the appropriate cut-off point? 

The data requirements to construct FFC are the private out-of-pncket health 
expenditures, obtained from household income and expenditures surveys, all levels of 
government taxation, payments to health insurance by households and employers, and other 
types of payment and insurance. 

Discussion 

Dr Hussein Salehi (IsIamic Republic of Iran) commented on the presentation, raising 
several issues. 

The index reported in the World Health Report 2000 is a composite index that is 
supposed to measure overall performance and efficiency of every health system, in a 
comparable manner. It is important to note that the concept of efficiency is somewhat 
different from the concept of allocative, technical or Pareto efficiency used in economic 
theory. 

The index is very sensitive to the weight of each of its five components. Although we 
can learn a great deal from each component, therc is lcss confidence in the use of the 
overall index to evaluate performance and to justify interventions. 

Thc index does not iriclude the amount spent on health. For example, the Islamic 
Republic of Iran spends 6% of its GDP on health, Lebanon 12%. There is a variation. 
There are also hidden expenditures on health. 
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There are many oil producing countries in 1 1 1 ~  Easter11 Medit~~ranean Region. For these 
countries, part of the government budget is financed through oil revenues. This fact will 
affect the fairness in financing index in a way that is unfavourable to these countries. 

The issue of subsidies (multiple exchange rates) is not addressed properly in the 
methodology of the fairness in financial contribution. 

Inflation rate is a problem. This issue has been recognized by WHO but exactly at what 
level one should start making adjustment is not known. 

Should the ranking of countries determine the need for change in the health care 
system? 

The household expenditure survey is not generally balanced for technical reasons. In 
other words, the samples taken from rural and urban areas are not proportional to the 
population. WHO should come up with a standard way to deal with this problem. 

There are also differences in the household surveys between rural and urban areas, since 
rural households pay far less on house rent, their percentage expenditures on health may 
appear higher 

The owner of household surveys is usually the central statistics agency or the Ministry 
of Planning, not the Ministry of Health. 

Furthermore the age structure of the population in the Eastern Mediterranean Region 
includes higher proportions of children arid elderly, both groups that dcpcnd morc on 

health care. 

In the informal sector, few people pay the correct amount of taxes. 

Manuals are needed to assist in the measurement of the indices used in the framework. 

Who will support the financing of such studies? This is convenient when international 
organizations provide the needed funds, but what about the sustainability of these 
efforts? 

Social secu1-ity may mean different things in different countries and systems. 

Technical assistance is needed to calculate the index. 

Dr Zineddine Idriss (Morocco) also commented on the presentation. 

This index is not compulsory for countries. Much like the human development index, it 
can be calculated by the international organizations concerned. 
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These efforts may not be supported by national governments, since they divert funds 

from more needed programmes in health. The government ought to support the efforts 
of international organizations and furnish them with information available, along with 
its analysis of the situation. 

The ranking is but an indicator. 

In Morocco, there are problems with the equity in the financing of health services. One 
aim of the NHA study was to find out the percentage of households that were 
experiencing catastrophic payments for health care, 

Finally the expenditures of households (the denominator) may yield douhtfr~I resu1ts. 

Dr Robert Kasparian (Lebanon) also commented on the presentation. He presented an 
overview of the financing of health services in Lebanon. H e  further indicated the difficulties 
faced in the household surveys with regard to data on income and health expenditures, and the 
measures taken to improve the validity of the information collected. 

The participants' comments focused on the following issues. 

- The framework does not address the problems related to the accessibility of health 
services. 

Countries that have no elaborate tax-based income will find difficulty in determining 
income and expenditures. 

The definition of households in the GCC countries is blurred. Many expatriate workers 
are not accompanied by their families and hence the size of the household and its 
expenditures may be misleading, 

The incompleteness of data may lead to misplacement in the ranking of countries. 
Pakistan, 64th in the raillung, sy~nds little on health care. The index should be backed 
by other indicators. 

Is fairness in financial contribution an intrinsic goal of health systems? 

Dr Sabri stressed the importance of the deveIopment of guidelines. The current 
information may not be user friendly. This is being examined at the present time. In addition, 
household surveys are important instruments. Although owned by official agencies, other than 
the health authorities, efforts should he made to negotiate the use of raw data as wcll as 
provide those responsible for the surveys with questions and information needed. In so doing, 
the health authorities would assist in the design of the survey. Furthermore, household surveys 
are expensive: resources must be found to assure their sustairiabilily. 

Dr Saleh commented that the index is complex: it needs to be simplified. Dr Gezairy 
nskcd how the weighls were assigned within the framework. Should we propose a model and 
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then see if it works? Dr Mechbal indicated that most countries have surveys: the PI-oblem 
arises that health authorities have little input in the design of these surveys. Efforts ought to be 
expanded to capture this information, as well as other data from internationa1 and regional 
agencies. Mr Azzam indicated that there is a need to standardize the manuals used in surveys 
and national health accounts. Dr Al Raee raised the issue that we may be forgetting that the 
primary goal of health systems is to provide health care to the population, not to undertake 
costly surveys. In many countries, this may not be sanctioned or justified. Finally, these 
indices were promoted by the World Bank and other economic institutions: it seems that 
WHO has also joined in this effort. 

Dr Evans responded to these comments as follows. 

The weights were tested in multi-country studies and it was found that the assignment to 
good health of 50% in the score was in line with the findings. 

The index is not a description of the financing system of health care, It is only an index, 
much like life expectancy. It is for the country to decide what to do with its findings. It 
can detect progress over time as well. 

The index of fairness in financing health care is not an indicator of efficiency, It does 
not indicate waste or overuse. 

The framework can only be sustained if the country feels that it owns it. 

The fundamental goal of health systems is good health. The issue of whether fairness is 
an intrinsic goal wuuld depend on the responses to surveys in countries, but so far thc 

surveys indicate that people value this highly. Many did not know much about the other 
goals: these were highlighted in the World Health Report. Countries were accustomed to 
measuring health indices. 

The guidelines will be distributed once these have been tested in the field. 

3.2 Measuring responsiveness 
nr ,S. CChatterji, WHO headquar?ers 

Measuring responsiveness is the subject of a multi-country survey study, designed to 
test indiccs for cross-country comparison, The survey instrument consists of several modules 
for health, responsiveness and financing. The health moduIe is based on a review of existing 
assessment instruments, taking into consideration criteria such as culturally sensitive tests, 
reliability of the instrument and cross population comparability. In order lo ir~ipruve 011 cross- 

country comparability, vignettes and performance tests were designed and are being field 
tested. 

Self-reported health data in surveys may yield responses that vary by country, and by 
population subgroups. Norms, expectations and other determinants are the underlying causes 
for the difficulties in cross-country comparisons. Efforts are being made to develop a common 
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survey instn~ment that has cross-cultural comparability possibilities, that is rclinblc, valid and 

can be calibrated. The instrument is conducted through interviews lasting about 75-90 
minutes. Postal survey may also be used although it has a far lower response yield (95% 
versus 46%). A coinpressed brief interview form is also being tested, with a yield of 65%. 
Quality control includes a retest of 10% and a random check of 10% as well. A minimum of 
5000 adult responses is required. To shorten interview time, some of the modules could be 
used, not all of them. 

The experience of Egypt in this effort has been described by Dr Samy GadalIa. Egypt 
participated in the earlier stages, namely the key informant survey, the household survey, the 
postal survey, and the multi-method valuation exercise. In the last key informant survey of 
April 2001, 350 responses were elicited. Respondents were pleased to know of this ncw 
concept of responsiveness. Dr Gadalla stressed the need for training, coordination, ranking 
and calibration of vignettes (being culturally sensitive). Instead of the Likert scale, a 0-1 
range was deemed prefcrablc. 

Discussion 

Dr Farid Aboul Hassanin (Islamic Republic of Iran) commented on the experience of 
the Islamic Republic of Iran where the responsiveness survey was carried out for the first 
time. It is a resource-consuming instrument, based on interviews. Dr Aboul Hassanin 
expressed concern as to the sustainability of these efforts, and their continuity, as well as for 
the repeated surveys being carried out. The interviews are long and have tn be. adjjusted when 
the respondents are old and illiterate. The interviews could be structured into two parts: health 
alone and then responsiveness. There is a need for technical competence to be developed, in 
order to stren gthcn confidence, ownership and thus advocacy. Political support and 
commitment are essential. The Region was lagging behind headquarters on many issues 
related to the framework. The concept keeps on changing, leading to some frustration. The 
need for collaboration with universities was stressed. 

Dr Achour Nouredine (Tunisia) also commented. Are the techniques used 
complementary or alternates? In other words, is the postal survey another option than 
interviews? How are the respondents chosen in the mail survey? The issue of the illiteracy of 
some respondents, as well as the differences in value systems must be tested, to ensure the 
validity of the information. Dr Achour questioned the inclusion of responsiveness as an 
important criterion in health system assessment. To include it in some developing countries, 
may diminish the interest of respondents to medical issues, such as the availability of 
medications, and reorient the discussion to the domestic issues, such as food and cleanliness. 
Although responsiveness is important, it is more suited to industrialized countries than those 
in miltation or transition, which are likely to have othcr priorities. 

In the general discussion that followed, there was a concern expressed by Dr Tawfik 
Khoja (GCC cou~~t~ies )  that little attention is paid to the CiCC countries, presumably because 
they are wealthy. There is a need to develop capacity in these countries also to undertake the 
assessment. In Lebanon, Dr Dolly Bassili reported that the interview took about 3 hours to 
complete rather than 90 minutes; the translation itself was not easy. This may Iead to a low 
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response rate and tu delays. All conlmr;nts stKessed the issue of cultural comparability. Dr 
Rafick Baddoura (Lebanon) wondered how the seven items of "responsiveness" were 
selected? Could we add, delete, modify? Some of the items could be considered more related 
to health rather than others. The responses could be affected by the health status of the 
respondent. Issues have also been raised as to the responses of the older population and 
children. Dr Raouf Ben Ammar (Morocco) warned that there is a gap between headquarters 
and the Region. There is a gap between what is done by headquarters and what to expect. 
There is a gap on the conceptual front. There is desire to work with headquarters to have this 
initiative succeed. Efforts must be expanded to close the gap through training, openness of 
headquarters to other inputs from other cultures. Resources are needed to test the model in 
different cultures. Dr Ibrahirn Abdel Rahirn (WHO Representative, Oman) indicated that 
perhaps a shul-ier- version of the questionnaire may hclp. Onc may also broaden the concept of 

responsiveness to include other elements. 

Dr Chatterji responded to these comments by thanking the participants for their 
contribution. He stressed that this is work in progress. This is not just an effort from WHO 
headquarters but has involved partnership with many international experts and collaborating 
centres. A specific consultation on responsiveness with representatives from a11 Regions is 
being organized in Geneva in September. Currently, the interview is long because it contains 
several modules. One may later choose some but not all. It is important to work together to 
obtain results that are applicabIe and valid. 

4. FUK'l'HEKlNG THE WHO FRAMEWORK ON HEALTH SYSTEM 
PERFORMANCE ASSESSMENT 

4.1 Health systems performance: assessing and improving functions 
Dr Abdelhay Mechbal, Regional Adviser; Research, Policy and Cooperation 

The following issues need to be addressed: 

develop tools to evaluate health systems functions, in particular the  delivery and 
stewardship functions; 

focus on the attainmen1 of irilerl~lediate goals, such as accessibility and effective 
coverage; 

make health systems performance measurement a tool for planners and managers at 
national and sub-national levels; 

assist countries in understanding the impact of their policies and interventions on the 
population in most need; 

assist countries in analysing and monitoring the performance of health care providers. 
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International developments since the release of the World Health Report 2000 

Focus on scaling up of health systems to improve the health outcomes ofthe poor: This 
effort has been supported by the United Nations, the European Community and the G8 
countries. There is growing support for increased funding for interventions that successfully 
address the major communicable diseases, such as malaria, tuberculosis, HlV/ADS. Funds 
are also needed to improve the capacity of health systems. This ncccssitates an adjustment uf 
heaIth systems functions to deliver successfully and increase these services. 

The goal of "health financing" has also received attention. WHO'S policy has been to 
support evidence-based policy recommendations on revenue collection, pooling of funds and 
purchasing of services. A WHO policy monograph on alternative health financing 
arrangements is being produced in collahoratinn with regional offices and leading experts in 
the field. Universal financial protection is the underlying theme, namely to protect households 
from catastrophic financial contributions. In the policy monograph, WHO will focus on 
methods to collect revenues, with an emphasis on prepayment mechanis~~is. In its discussion 
of approaches to pooling revenues, it will analyse issues concerned with the number and size 
of pools and population coverage. Finally, the purchasing of interventions section will include 
discussion of what tv buy, whom to buy for, how to purchase, the preferred provider payment 
mechanism and the contractual relationships appertaining. Recently, the Regional Office has 
supported Member States in the area of health financing: the future role of social health 
insurance in the GuIf Cooperation Council countries was discussed at a meeting in Abu 
Dhabi. Work on contracting for services is under way in the African Region. There is a need 
to develop, strengthen and maintain information databases and to make these available for 
researchers and scientists. To this end, the National Health Accounts initiative has been 
launched in collaboration with country institutions. A National Health Accounts Producer's 
guide for low and middle income cntlntries is in the malung, In addition, plans are bcing made 
to increase country and regional capacity to update and use this information for poIicy 
analysis. 

Stewardship was highlighted as an important goal of health systems in the proposed 
Framework. The components of stewardship need to be clarified, in particular as far as the 
formulation of health policy, regulation and Intelligence. Tliis will require defining the vision 
of health systems and its directions, setting fair rules for the provision of services and 
assessing performance and sharing information. There is a need to develop national slululls in 
policy analysis and strategic planning. WHO may also assist Member States in the design of 
legislation in certain critical areas, such as the private delivery of health care. WHO also 
supports activities such as the monitoring and evaluation of system performance, monitoring 
expenditures and developing health system profiles. These and other activities will connect 
the health system performance assessment model with managerial practices and decision- 
making processes at local, regional and national levels. It will atso enable the identification of 
key health systems requirements that determine the effective provision of health interventions. 

Access to effective interventions has been an important concern for the Organization, 
before and since the release of the framework. The goal is to strengthen the capacities of 
health systems to produce the maximum possible health gain for the poor and the vulnerable 
populations through the investment of scarce resourccs in critical interve~itiurls and to ensure 
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the fair distl-ibutiun of benefits from such invcstmcnts. WHO is striving to produce a 

minimum of indicators, of instruments and methods to obtain valid, reliable and comparable 
coverage figures for different health interventions. In addition, a framework for the analysis of 
health systems functions and their Impact on the provision of critical interventions is anorher 
objective being pursued. This ought to provide an action-oriented decision tool for policy 
makers and managers. Effective coverage is defined in this context as the proportion of the 
population who receive effective health services out of the target population who needs these 
services (see Figure I). To achieve these objectives on effective coverage, several major tasks 
are involved. There is first the need to identify interventions that produce significant health 
gain, particularly among the poor, Cost-effective interventions must be identified. The most 
appropriate coverage indicators and tools for collecting data on coverage must be selected. 
Tlle mcasul-ement of covcragc must be tested and piloted. Finally a tool that will help 
incorporate data on effective coverage into the planning and management of services must be 
developed. 

In all these developments, work will be carried out in consultation with Member States, 
as well as in close collaboration with other programmes at headquarters, regional offices, 
country offices, other international organizations and research institutions. 

Another intermediate goal that needs to be pursued to strengthen the capacity of health 
systems to produce maximum possible health gain is that of the improved prrfurrr~unce uf 
providers, whether these are hospitals, clinics or practitioners. To help achieve this 
intermediate goal, WHO will strive to develop a minimum set of indicators to monitor quality, 
responsiveness and efficiency, as well as instruments and methods to obtain the most valid 
reliable and comparable data. This will provide an action-oriented decision tool for policy- 
makers and managers at the sub-national and national levels. This will also assist in the 
translation of evidence into policies and strategies for effective coverage. To assess the 
performance and the quality of providers, WHO wiIl use the same analytical approach as used 
in thc framework for the national system. The key challenge will he to take into account the 
risk profile of the client population. WHO plans to develop and test the methods for assessing 
providers in the next two years (see Figure 2). 

4.2 Enriching the WHO Framework: a regional contribution 
Dr Nabil Kronfol, WHO Temporary Adviser 

Dr Kronfol discussed the proposed framework and suggested adQtions as part of the 
regional contribution to this worldwide effort. 

In the Eastern Mediterranean Region, in depth discussions took place in the Regional 
Office and in regional and consultative committee meetings about the new conceptual 
framework used to define health systems and measure their performance. A consensus was 
reached on the need to enrich the technically sound framework while efforts should be made 
to better clarify the tools and methods applied to measure system performance and to own 
these tools by the Regional Office and the countries. The latter should make use of the 
framework to develop and strengthen health systems and to improve their performance in 
order to achieve the goals uf health for all through primary health care. 
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Figure 1. Coverage pyramid 

Figure 2. Health system intel-i~~ediale goals: provider 
performance and effective coverage 
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Very few would doubt the importance. uT assessing yt;~formanc~ of ally hullla11 activity 
or the evaluation of any human system. It is therefore imperative to start by praising the 
efforts expanded by WHO and the authors of this report. They have proposed a framework for 
the assessment of health systems that is serious, innovative and remarkable as to its 
intellectual vision and quantitative methods. Moreover, this is not mereIy a model for health 
care systems but for health systems and even for the very concept of health. Very few would 
underestimate the strengths of the logic that permeates the framework, or the advanced 
quantitative models that have been used for the measurement of the indicators. It is therefore 
appropriate to begin by adopting the overall framework, as an important initial effort to 

performance assessment. 

Nevertheless, several oyi~lio~ls have been expressed and many suggcstions hnvc bccn 
put forward to complement this initial effort. This is to be expected, given the far-reaching 
impact that the framework has or will have, for years to come. This is indeed not only to be 
expected, it ought to be called for and be encouraged, in order to have the framework 
"owned" by the Member States and the WHO regions. It would be regrettable if the 
intellectual power that has been expanded would not lead ultimately to a universal adoption of 
and support for the framework, as the framework for the assessment of the performance of 
health systems worldwide. It is therefore with this strong favourable disposition towards the 
proposed framewnrk that the forthcoming comments are introduced for discussion. 

It has not been easy to assess the performance of health systems. Efforts to that effect 
have been cxpandcd over the past three decades, and are a testimony to the importance of this 

goal as well as to its complexity. This and other considerations have prompted the 
development of the framework. 

Dr Kronfol then reviewed the functions, goals, boundaries and monitoring tools 
proposed by the World Health Report 2000, noting that this is indeed what health systems are 
for. Few, if any, would add to or modify these intrinsic goals of health systems, 

The proposed framework proposes indicators for these three goals and their 
components. The level of health is measured using the indicator disability-adjusted life 
expectancy, or DALE. Few would doubt the importance and the relevance of this indicator for 
the measurement of "good he.alth". Hnwever, this is a surnmative indicator. adjusted to a 0-1 
scale for a specified number and range of conditions. It includes an adjustment to years spent 
in poor health. (Incidentally, this adjustment deducts about 6-7 years from the life expectancy 
or sornt: 10% of an individual's lifc span: this is an important finding that policy-makers 
should look into to reduce years spent in disability). Policy-makers are unlikely to have issue 
with this summary indicator of health status. However, intermediate indicators are there to 
uncover specific causes of morbidity and mortality that impact on the vaIue or DALE. In 
addition, indicators for the non-health components that impact on the health of individuals 
and communities ought to be defined. This may also serve to identify actions that are directly 
under the control of health agencies versus other equally important actions that are under the 
responsibility of non-health sectors, such as indicators for the environment, nutrition, 
education and nthers. This effort would also serve to provide measuring tools for the 
advocacy role and the stewardship function of health agencies. 
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Countries or regions may have the same overall value fnr DALE, yet with varying 
causes and different intermediate inlcators. Intermediate indicators are useful and ought 
perhaps to be included in the performance of assessment, as "diagnostic" indicators. The 
calculation of such indicators would facilitate the evaluation of hcalth programnes and would 
draw attention to the risks that threaten good health in a particular community or country. 
WHO should take into consideration the need to strengthen national capabilities in mastering 
the burden of disease loo1 through training and provision of technical expertise. Training and 
research institutions, as well as WHO collaborating centres should be made use of capacity 
building. 

The goal of responsiveness to the legitimate non-health needs of the population is an 
important feature in the assessment of health systems. Here again, few would challenge the 
importance of this goal or the value of its seven components. To quantify this goal, key 
informants were used to estimate the level and distribution as well as the extent of differences 
between population suhgmups. Further efforts are being expanded to refine this mcasuremcnt 
and the criteria for this quantification. Debate has centred again on this important goal. The 
seven elements of observance of human rights (dignity), privacy, choice of providers, prompt 
attention to needs, quality of basic amenities, and access lo social support bring up the issues 
of accessibility and the utilization of health facilities and resources, The questionnaire, used to 
capture responsiveness through population-based surveys, could be reviewed for the sake of 
i~icorporating social and cultural peculiarities. 

The interaction of the individual with the system forms the basis of the goal of 
responsiveness. Yet few wouId question that these same elements are at the core of the 
concepts of accessibility and hence utilization. 

Accessibility is hindered by social, cultural, financial, geographical and financial 
factors. Without a smooth and easy accessibility, the use of services provided is seriously 
hampered, and hence its utility. Without the utilization of the services, whether pcrsollal 01- 

non-personal, the achievement of good health may be curtailed. One may even question the 
relevance of the provision of medical services (noted correctly as an important function of 
health systems, within the framewoi-k) if i~ldividuals and communities fail to take advantage 
of that provision of services. 

Murray and Frenk recognized the importance of access to care, yet they argued1 that this 
is "an instrumental goal whose attainment will raise the level of health, responsiveness and 
fairness in financing". They further note that "if we hold the level and distribution of the three 
goals constant and change the level of access, this would not be intrinsically valued. Improved 
access to care is desirable insofar as it improves health, reduces health inequaIities and 
enhances responsiveness7'. One could argue, however, that although accessibility and 

Murray CJL, Frcnk J. A WIIO fiurr~ewurk for henlrh system pegiormance assessment. Geneva, World Health 
Organization, 1999. 
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utilization a-G ~iut  goals of health care system, they remain ncvcrthclcss at thc vcry corc of 

health system performance and at the centre of the interaction of individuals and communities 
with the health care system. They ought therefore to be measured as addtional and 
independent components of health system assessment. Hypothetically, if communities were to 
refrain from accessing or utilizing the health services, what quantitative measures would be 
adopted for responsiveness? If people fail to take advantage of services, the seven 
components of responsiveness cannot be measured, nor would the fairness in financing be 
relevant. The framework would thus fail to measure two of its three goals. In addition, the 
measurement of accessibility and utilization serves to highlight the factor(s) that are impeding 
the benefit of individuals from the health programmes, and thus can be considered also as 
diagnostic indicators. 

One of the models of health care systems described the interaction between providers 
and users as the essence of the process of health care systems. In that same model, clients or 
users with a health need were considered the inputs to the system. Users with a modified need 
were the outputs. Facilities, resources were described as the structural (or internal) elements 
and components of any health care system. The other sectors of the economy and the country 
(environment, education, etc.) were the external environment. The process of transformation 
of the health needs hinged on the provider-user interaction. This process is indeed the result 
of accessibility in all its elements. Utilization is the result of this accessibility. In that model, 
the outcomes were "good health" (measured by morbidity and mortality indicators), 
responsiveness (measured by satisfaction, compliance, etc.) and financial (cost and 
affordablli ty). 

The intent is certainly not to replace the framework by that model. We have already 
indicated our acceplarice uf thc framework and our commitment to its use and adoption as the 

new framework for assessing performance. The purpose of this comparison is to indicate that 
accessibility and utilization are indeed important elements of health care systems that ought to 
be included in the assessment of performance. One option could be to secure access for all to 
the various components of primary health care, as indicated in Alma-Ata Declaration. 

Moreover, the inclusion of accessibility and utilization within the framework serves to 
integrate the past efforts of the Organization with the present framework and the future 
adoption of it- Tt may not be prudent or indicated to disregard or discard decades of efforts by 
the Organization to promote the notions of access and utilization, through its well known 
programmes of health for all through primary health care and all their indicators of 
achievement. Thc intcgrntion of these indicators within the proposed framework serves tn 

facilitate its understanding and its adoption at present. It will maintain a desired continuity 
without undermining the essence of the framework nor its future potential as the criterion for 
assessment. 

In a background paper for the AMROPAHO regional consultation on the framework, 
the scope of performance assessment was discussed and "it was suggested that it might be 
considered as a broad menu of activities ... This would allow health systems performance 
assessment to cover consideration of whether progress is being made toward specified goals 
and whether appropriate activities are being undertaken to promote the achievements of these 
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goats. The value of this would be to identify problem areas that may rcquire special atterllion 
and best practices that can serve as a model". Similar comments were expressed in a SEAR0 
consultation paper. In any case, there is a need to monitor the efficiency of the health care 
system at both ~latior~al as well as sub-narional levels, using production and coverage 
indicators. These indicators should be constructed in line with the contribution of intermediate 
goals to these intrinsic goals. 

Measurements of accessibility and hence utilization could be developed using the 
proposed "tracer" method for a specified number of services and interventions. A set of cost- 
effective strategies is being proposed and costed as the minimum basic package that ought to 
be made available to individuals and communities. This package is currently under 
discussion. A suggestinn may consist in integrating some or all the programrncs of primary 
health care within this set of minimum interventions and health services. Indicators for these 
activities and programmes have benefited from the test of time and from their use over the 
past two decades universally. This pi-e-test nlinirni~cs the impact of social, cultural and 
economic differences across countries and within countries. 

Should this amendment meet with resistance or if the proposed framework of heaIth 
systems performance assessment cannot accommodate these concerns, perhaps a composite 
overall index of performance may be suggested. This would maintain the proposed health 
systems performance assessment as is, but would give it a weight of perhaps 75%-80% of the 
overall indicator of performance; the remaining 20%-25% would then be allocated to the 
agreed upon measures of accessibility and utilization, This arrangement provides the needed 
flexibility to underscore the importance of interim goals and strategies, as well as providing a 
certain weight for diagnostic indicators of health systems. 

Several comments were made as to the validity of the indicators introduced in the 
framework, i.e. the numbers used for measurement. Indeed, the authors did note that some 
indicators are cstimates. The= is no doubt thal the calculation of these inhcators would be 
refined and improved upon in the new version. 

In its efforts to assist this process, WHOfEMRO will establish an observatory for the 
health care systems of the Member States in the Region. In addition to its functions, the 
observatory will expand efforts to provide updated and validated information on these health 
systems. This information will serve to provide and refine the indicators for the forthcoming 
World Health Reports. In fact, the framework for assessing performance may be adopted by 
the observatory as one component of the template for the analysis of health systems in the 
Region. 

4.3 Enhancing health system performance initiative 
Dr P. Travis, WHO headquarters 

Dr Travis, Ilcadquurcers described the current activities undertaken as part of the 
Enhancing Health System Performance Initiative. The initiative encompasses work with a 
variety of countries (21 so far) to use the health system performance assessment framework as 
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a tool tor the analysls of their health systems, as a method to inform their health policies and 
as a means to improve performance (see Figures 3 and 4). 

The initial emphasis has been on assessment of performance (the 'diagnostic phase'). 
Self-assessment of goals has been undertaken by countries with WHO support. They use the 
common framework, but a flexible set of activities is involved. Seminars have been heId to 
discuss the preliminary findings. There has more recently been a shift from assessment 
towards other activities: the joint investigation of the underlying reasons for poor 
performance; application of the approach at sub-national levels; provision of technical advice 

on specific issues such as regular monitoring of performance and financing policies, 

A variety of strategies are being employed to encourage discussior~ a11d use of firldir~gs 
within countries: obtaining high level Ministry of Health support and attention from the start; 
encouraging greater breadth of analysis so that decision-makers can recognize the trade-offs 
in achievements across the multiple goals of health systems; obtaining quick results so that 
early feedback can be provided; minimizing labour and costs involved by using routine data 
whenever possible; involving national partners in method development; promoting links with 
other global activities, and other agencies. 

These strategies inevitably create some challenges. High level Ministry of Health 
support generates high expectations. The demands for technical support are stretching 
available resources within WHO. The quality of available data and the continuing 
deveiopmcnt ul111r;thods can create some uncertainty for national investigators. 

The future directions of this initiative consist of several components. A greater amount 
of joint analytical work on the functions of health systems, and better documentation and 
dissemination of findings, perhaps the preparation of short country specific briefs, is 
indicated. The initiative will also aim at fostering country interaction through intercountry and 
interregional seminars, and the development of regional networks. This will all require 
increased policy and system support from different departments and levels in WHO. 

4.4 Regional initiatives to strengthen health system performance 
Dr Belgacem Sabri, Directol; Health Systems and Community Development, 
WHO/EMR 0 

Dr Sabri described the regional initiatives to strengthen health system performance. 
Since the Alma-Ata Declaration, in 1978, cuurit~ies have started to monitor and cvaluate the 
policies of health for all and the appertaining strategies. This exercise has included several 
indicators: indicators of input, process, output, coverage, outcome and quality of life. These 
efforts, carried out jointly by Member States and WHO contributed to assessing the coverage 
by preventive programmes, the environment, the access and the outcomes, 

The inclusion of other health determinants helped to stress the intersectoral linkages and 
the principle of community empowerment. In some WHO regions, regional targets were set 
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Figure 3. Overview of WHO health systems performance 
assessment framework 

Figure 4. EMSPI purpose and scope 
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and countries were asscssed i n  r~lation to these set targcts. Thc findings from these evaluation 

and monitoring efforts were used to improve the performance of health systems. 

The focus during that period was on servlces and outcome indicators. However the 
framework was cumbersome and not focused as it was not meant to assess the performance of 
health systems. The access to the components of primary health care was not clearly 
identified, the resources devoted or shifted to primary health care were not clearly captured 
and the boundaries of health systems were not well defined. 

The merit of the new WHO framework is the clarification of the boundaries of health 
systems, their goals and their functions. The functions and goals shall determine the efforts 
needed to imyruve performance through more focused interventions. However some 
analytical work is expected from WHO in the assessment of the various functions and in 
identifying ways and means to improve them. 

Some of the regional initiatives, in this respect, have included the strengthening of 
information and support to health legislation; capacity building, including strengthening the 
analytical capability of policy and decision-makers, and institutional development. 

Tn accnmplish these efforts, the capabilities at the Regional Office must be 
strengthened. It is planned that an observatory function be developed. This observatory will 
be the repository of information on health systems in the Region. It will support the 
asscssmcnt and the forecasting of needs. It will undertake the monitoring and evaluation of 
health sector reforms, as well as monitor and evaluate health system performance. 

There is also a need to develop models for hcalth system functions (normative work). 

This underscores the importance of joint efforts between headquarters and other regions. 
Research institutions ought to be involved and support financially in this effort. There is a 
need to mobilize additional resources through an increase in the regular budget allucatio~ls 
and in the provision of extrabudgetary funds from headquarters. 

Discussion 

The regional consliltation took note of the recent developments to further the WHO 
framework on health system performance assessment. There was a general agreement that this 
framework is a valid document that needs to be endorsed, albeit with some refinement. It was 
equally stlessed that the goals of health for a11 were still valid, as well as the programmes of 
primary health care, and that ought to be re-emphasized. 

Dr Evans, in his summary, indicated that the initiative to develop this framework had 

come originally from Member States that needed support to evaluate and perhaps restructure 
their health systems. Mistakes may have been made in the process: these are being attended to 
in earnest. Finally, Dr Evans underlined the fact that this is a WHO initiative, not one imposed 
or suggested by other organizations. 
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5. CONCLUSIONS AND RECOMMENDATIONS 

Ownership of tools and methods by countries and EMRO 

1. The regional consultative group endorses the WHO Framework for Health System 
Performance Assessment, and supports its adoption health and implementation. The 
framework is a te~li~lically sound framework for health systems: it delineates the 
boundaries, clarifies the goals and the functions and proposed tools to measure systems. 
The framework needs however to be enriched as suggested herewith, in particular as 
concerns the accuracy, timeliness and extrapolation of the limited data available and its 
ownership by Member States and Regional Offices. The group welcomes the openness 
of WHO to discuss the framework and appreciates the invitation of the Regional Office 
to that effect. 

2, There is a need to plan the contribution of the Eastern Mediterranean Rcgion to the 

further development of the framework. To that effect resources should be committed 
from WHO headquarters (primarily from extrabudgetary resources). It is recommended 
that this contribution bc spearheaded by the Division of Health Systems and 
Community Development, to include inter alia the establishment of a regional 
observatory for health systems and national focal points to follow up on the process and 
firdings of health system performance assessment. This activity will involve capacity 
building (detailed below) in Member States and the Regional Office. A regional forum 
may be caIled periodically to share and discuss the process and the studies. National 
focal points and health authorities should find ways to link with national statistical 
departments and other reIevant ministries (such as the Ministry of Planning). 
Cooperation with research centres and academic institutions i s  highly recommended. 
The Regional Office is invited to develop partnerships with geopolitical groups to 
support this initiative (League of Arab States, Conference of the Arab Ministers of 
Health, Health Ministers of the GCC countries, AGFUND, ESCWA, etc.) 

3. The Regional Office and Member States should monitor the utilization of the 
framework in thc Rcgion and recommr=ild hinges,  additions and modfications as these 
evolve during the application and testing of the framework. These measures will also 
serve to increase the "ownership" of the framework and its tools by the Region and the 
Member States. 

4. It is recommended that measures be taken to improve the process of system assessment 
through better data gathering and processing, capacity-building and other means to 
ensure the reliability of the information, the transparency of the process and the 
ownership of the performance measurement exercise by Member States and thc 
Regional Office. It is further recommended that this will assist in the preparation of a 
regional strategy on health system development aimed at improving health system 
performance. 

5. It is recommended that accessibility and utilization be measured as additional 
components of healitl sysiern assessment. Accessibility and utiIization are at the core of 
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hcallIi systems y e r f o ~ ~ ~ ~ a n c e  and at the ccntrc of interaction between individuals and 
communities. They will serve as "diagnostic" indicators to recognize impeding factors. 

Enrichment of the framework 

6. It is recommended that additional research be conducted by WHO to validate the 
proposed framework and ensure its validity across different regions and cultures. There 
is a need to focus on the proposed functions of health systems, to discuss the inclusion 
of additional fiinctionn, and develop indicators. particularly for the stewardship 
function. It is further recommended that researchers from other disciplines 
(anthropology, sociology, education) be invited to review the framework and contribute 
to its further development. 

7. It is recommended that WHO revise the measurement of the efficiency of health care 
systems at both national and sub-national levels, using pruclucliu~l arid cover-age 
indicators. These indicators should be constructed in light of the contribution of 
intermediate goals to the intrinsic goals of health systems. 

8 It is recommended that the initiative to enhance health system performance (EHSPI) be 
supported by WHO and Member States. This initiative aims to work with a variety of 
countries to use the framework to analyse their health system, inform health policies 
and improve performance. Periodic reports on this initiative should be released and 
circulated for the benefit and Member States. 

9, It is recommended that Member States secure a minimum set of interventions (such as 
primary health cart: curllpoilents and essential public health functions) as a package of 

essential clinical care. 

10. It is recommended that the calculation of the index be adjusted in light of tht: resyonbes 
from all WHO regions and its elements validated. 

11, It is recommended that efforts be expanded to promote the use of household surveys to 
measure fairness in financial contribution as well as the overall level of financing. The 
framework shnl~ld also focus on the distribution of resources and cross-subsidy as a 
mechanism of social solidarity 

12. Efforts should bc made to incorporate the responsiveness questionnaire into national 
population based surveys. These questionnaires must be translated into the local 
language. Issues of cultural sensitivity and quality of care should be further explored 
and highlighted. Efforts should be made to dise~ltangle the factors rclatcd to access and 
health components as they highly impact on user satisfaction. Questionnaires need to be 
adapted to regional and country priorities and to be made culture-sensitive. These need 
to be validated, as well as the proposed vignettes 
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13. It is recommended that success stories on the various functions, drawn from a range uf 
countries, be prepared and circulated as illustrations. This is especialIy relevant to the 
elements of responsiveness and fairness in financing. 

14. It is recommended that the technical papers and reports be made available in the official 
languages of the Organization in order to involve the scientists and researchers from 
non-English spealung countries in this worldwide process of health system performance 
assessment. 

15. It is recommended that manuals prepared for studies, such as the national health 
accounts, burden of disease and cost-effectiveness analysis, be made user-friendly. This 
will facilitate the integration of these important tools into the information systcms of 
countries. 

Strengthening of information support to the performai~ce exercise 

16. It is recommended that the national information system be strengthened, through the 
use of ICD 10, the collecrion of vital statlstrcs, the promotion of health systems research 
and the use of data avaiIable from surveys and studies undertaken by other 
organizations. 

17. Access to information, reports and data needs to be improved. A regional observatory of 
health systems should be established to review data and generate relevant information, 
and liaison established with in-country units. 

18. The development of capacity is critical to be able to undertake burden of disease 
studies, cost-effectiveness analysis, and national health accounts. This will also 
enhance understanding and ownership. Technical support to Member States is needed 
and should be enhanccd in a more unified rrldnner. There is a need for further 
information on social insurance and health financing schemes. Information should be 
validated in collaboration with countries prior to use in the health systems performance 
asscssrrient, 

19. Efforts should be made to integrate the framework into the national health information 
system. To that effect, national infomation systems must be assessed as to the Ievel of 
decentralization and capability in epidemiological intelligence. 

20. A transparent mechanism to estimate data when it is not avaiIable should be described. 

21, It is strongly recommended that performance asscssrnent be discussed with the national 
authorities before the release of the next World Health Report to the media. The 
information used in the assessment should be shared with the national authority. 
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Mapping of health system functions 

22. It is recommended that efforts be made to support the mapping of health systems7 
functions through the assessment of existing national and regional capabilities for 
analytical work, and through the evaluation of health system functions and plans to 
strengthen these functions. 

23. It is recommended that national capabilities be developed to undertake the studies 
proposed in the framework. The continuity of this effort must also he ensured, 

particularly where resources are few. 

Improvement of health system perfurr~rance 

24. It is recommended that the data and information obtained from the performance 
assessment exercise be used in the preparation of the biennium. National policy-makers 
need to appreciate the importance of these indicators and the correlation between HSPA 
and health sector reforms efforts must to be clarified. 

25. Health authorities must be strengthened to develop capacity in policy development, 
strategic thinking, coordination of functions, institution of national health accounts, 
promotion of national observatories for health systems and support to priority setting 
through burden of disease studies, cost-effectiveness analysis and other surveys. 

26, The decentralization of health systems based on primary health care principles must be 
pursued and activated. This includes the support for hospital autonomy, improving 
access to pnmary health care programmes, and adapting PHC to the new challenges. 

27. The development of human resources must be maintained, in particular to develop 
capabilities in policy analysis and formulation, strategic planning and management, 
economics, epidemiology, leadership and management. 
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Annex 1 

AGENDA 

Inauguration 

Election of officers 

Adoption of agenda 

Conceptual basis and scope of health systems performance assessment 

Regional response to the health systems performance exercise 

Measuring health and health inequalities 

Measuring fairness in financial contribution 

Measuring health system responsiveness 

Furthering the WHO framework on health system performance assessment 

Use of the WHO framework to improve health system performance 

Conclusions and recommendations 
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Ailnex 2 

PROGRAMME 

Monday, 9 July 2001 

09:00-09:30 

'I'uesday, 10 July 2001 

09:OO-10:30 

Inaugural session 
- Address by Dr Hussein A. Gezairy, WHO Regional 

Director for the Eastern Mediterranean 
- Message from HE Mr Sleiman Franjieh, Minister of 

Public Health 
- Introduction of participants and nomination of chairman 

and rapporteur 
Conceptual basis and scope of health systems performance 
assessment 
Presentation by Dr David Evans, Director, Evidence and 
Information for Policy Cluster, WHO/HQ 
Regional response to the health systems performance 
exercise 
Presentation by Dr A. Saleh, DRD/Dr B. Sabri, DHS 
Plenary discussion on the two presentations 
Assessment of health system performance 
Measuring health and health inequalities 

- Conceptual basis 
- Methodology 
- InTorrnation sources 

Implementation presentation by Dr Alan Lopez, Coordinator, 
Epidemiology and Burden of Disease, GPE/HQ 
Panel Discussion 
Dr A. Hayder, Dr M. Hsairi, Dr M. Naghari, Dr Abia Sibai 
and Dr M. Laaziri 
Plenary discussion 

Assessment of health system performance 
Mcasuring fairness in financial contribution 

- Conceptual basis 
- Methodology 
- Information sources 
- Implementation 
Presentation by Dr D. Evans, Director, GPEMQ 
Panel discussion 
Dr A. Salehi, Moulay Driss Idriss 
Mr Kasparian 
- Plenary discussion 
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Continued discussion in plenary 
Assessment of health system performance 
Measuring health system responsiveness 
- Coocrptuil basis 
- Methodology 
- Information sources 
- Implementation 
Panel discussion 
Dr F. Aboul Hassani, Dr N. Achour and Dr S. Gadalla 

Furthering the WHO framework on health system 
Performance assessment 
Dr N. Kronfol 
- Enriching the WHO framework: a regional contribution 

Dr C. Murray/Dr D. Evai-rs 
- Current thinking on assessing health system functions 

Dr P. Travis 
- Enhancing health system performance initiative 

Dr B. Sabri 
- Regional initiatives to strengthen health system performance 
Plenary discussion 
Experts group meetings: 
- Burden of diseases 
- Financing 
- Responsiveness 

Wednesday, 11 July 2001 

04:OO-10:30 Group work: use of the WHO Cramework 10 improve health 
system performance 
- Enrichment of the framework 
- Strengthen~ng of information support to the performance 

exercise 
- Ownership of tooh and methods of countries and Regional 

Office 
- Mapping of health system functions 
- Improvement of health system performance 

Close 
- Reports of the working groups 
- Discussions in plenary 
- Conclusions and recommendations 
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Annex 3 

LIST OF PARTICIPANTS 

BAHRAIN 
Dr Gamal A1 Sayad 
Epidemiology Specialist 
Minister of Health 
P.O. Box 12 
Manama 

Dr Lamia AL Tahou 
Head of Planning and Programme Department 
C/o Ministry of Health 
Manama 

EGYPT 
Dr Hassan Salah 
Fax at Cairo: (302) 794-5 148 
Email: hsalah@ectat.org.eg 
Cairo 

Dr Sarni Gadallah 
36 El Sheikh Ahmed El Sawy str. 
Nasr City 
Cairo 

ISLAMIC REPUBLIC OF IRAN 
Dr Farid Aboul Hassanin 
Director-General of Primary Health Care Programme 
C/o WHO Representative 

Dr Hussein SaIehi 
Health Economist 
C/o WHO Represe~ltative 

Dr Mohsen Naghavi 
Epidemiologist and Head of BOD team 
C/o WHO Representative 
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LEBANON 
H.E. Dr Marwan Hamadeh 
Minister of Displaced 

Dr Walid Arnrnar 
C/o WHO Representative 

Dr Dolly Bassili 
C/o WHO Representative 

Dr Adnan Mrowa 
C/o WHO Representative 

Mr Robert Kasparian 
C/o WHO Representative 

Dr Abla El Sebai 
C/o WHO Rcprcsentative 

Dr Hala Nawfal 
C/o WHO Representative 

Dr Iman Nwaihid 
C/o WHO Representative 

Dr Rafik Baddoura 
C/o WHO Representative 

Dr Ahdo Jurjus 
C/o WHO Representative 

MOROCCO 
Dr Zineddine M. Idriss 
C/o WHO Representative 

Dr Abderrahmane Zahi 
C/o WHO Representative 

OMAN 
Dr Ali Jaafar 
Director General 

Ministry of Health 
Muscat 
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PAKISTAN 
Dr Sarneen Siddiqui 
C/o WHO Representative 

SYRIAN ARAB WPUBLIC 
Ms Wafa Salloum 
C/o WHO Representative 

Dr Mohmoud Dashash 
C/o WHO Representative 

Dr Suleiman Mashkouk 
C/o WHO Representative 

Dr Mazen Khadra 
C/o WHO Representative 

SUDAN 
Dr Karnil A1 Mirghani 
Professor in Community Medicines 
C/o WIIO Rcprcscntntive 

'1'UNISIA 
Dr Achour Nouredine 
C/o Ministry of Public Health 
Cite Welvert 
Bab Saadoun 
Fax: (002 161) 795 889 
Tunis 

Dr Mohamed Hsairi 
C/o Ministry of Public Health 
Cite Welvert 
Bab Saadoun 
Fax: (002 161) 795 889 
Tunis 

N3PUBLIC OF YEMEN 
Mr Gharama A1 Raee 
C/o WHO Representative 
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OTHER ORGANIZATIONS 

Dr Tawfik Ahmed Khoja 
Executive Director 
Gulf Cooperation Council 
Saudi Arabia 

WHO SECRETARIAT 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean 
Dr Abdel Aziz Saleh, Deputy Regional Director, WHOIEMRO 
Dr Belgacem Sabri, Director, Health Systems and Community Development, 
WHOBMRO 
Dr David Evans, Directol-, Eviderlce ar~d I~ilurmati~n for Policy, WHOfEMRO 
Dr Habib Latiri, WHO Representative, Lebanon 
Dr Raouf Ben Ammar, WHO Representative, Morocco 
Dr Ibrahim Abdel Rahim, WHO Representative, Oman 
Dr Abdullah S. Assa'edi, WHO Representative, Syrian Arab Republic 
Dr Chris Murray, Executive Director, Evidence and Information for Policy, WHO/HQ 
Dr Alan Lopez, Coordinator, Epidemiology and Burden of Disease, WHO/HQ 
Dr S. Chatterji, Scientist, WHO/HQ 
Dr P. Travis, Scientist, WHOmQ 
Dr Abdelhay Mechbal, Regional Adviser, Research Policy & Cooperation, WHOIEMRO 
Dr El Fatih El Samani, Regional Adviser, Emerging Diseases, WHO/EMRO 
Dr Amina El Ghamry, Temporary Adviser, WHO/EMRO 
Dr Nabil Kronfol, Temporary Adviser, WHO/EMRO 
Dr A. Hyder Adnan, Temporary Adviscr, WHO/EMRO 

Dr Alissar Radi, Medical Officer, WHOfLebanon 
Mrs Ferial Khalil, DHS/Senior Secretary, WHO/EMRO 
Ms Cihada Ragab, DHSISecretary, WHO/EMRO 
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Annex 4 

ADDRESS BY DR HUSSEIN A. GEZAIRY, WHO REGIONAL DIRECTOR FOR THE 
EAS'l'EKN MEDITERRANEAN 

to the 
REGIONAL CONSULTATION ON THE CONCEPTUAL FRAMSWORK ON 

HEALTH SYSTEM PERFORMANCE ASSESSMENT 
Broumana, Lebanon, 9-11 July 2001 

Your Excellency Mr Sleiman Franjieh, 

Your Excellencies, 

Ladies and gentlemen, 

It gives me real pleasure to welcome you at this regional consultation on health system 
performance assessment. I wish to thank the Government of Lebanon for hosting this meeting 
of scientists and experts from WHO headquarters and the Eastern Mediterranean Region. 

The main objective of the regional consultation is to review critically the WHO 
conceptual framework on health systems and health systems performance, with respect to 
scientific foundations, methodologies and tools used to measure health system performance, 
as well as to suggest potential refinements. 

This c ~ n s u l l a l i u ~ ~  is also invited to recommend mcasurcs to improvc the process of 
system assessment through better data gathering and processing, capacity-building and other 
means to insure the reliability of information, the transparency of the process and the 
ownership of the performance measurement exercise by countries and the WHO Regional 
Office. It is hoped that your discussions will assist in the preparation of a regional strategy on 
health system development aimed at improving health system performance. 

The World Health Organization has developed a framework for the assessment of 
health system perfnrmance which was presented in the World health report 2000 on 
improving the performance of health systems, released in June 2000. The framework was 
used to assess the health system performance of 191 countries, ranking them according to goal 
achievements and ovcrnll system performance. 

The WHO framework delineates the boundaries of health systems, highlights the 
interaction of health systems with social, political and cultural environrrlcrits to acllieve their 
intrinsic goals and defines the tools and methodologies for measuring health system 
performance. 

The framework proposes three intrinsic goals, which are improving health and 
rerlllcing health inequalities, responding to the legitimate expectations of the population and 
securing fairness in financial contributions. The framework further proposes four functions of 
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health systems that could he used to achieve the intrinsic goals and to improve performance: 
financing; provision of personal and non-personal health services; resource generation; and 
stewardship, or oversight of the health system. 

Finally, the framework uses a set of indices developed by WHO to measure the 
achievements of countries with respect to these stated goals, as well as an overall index of 
efficiency to show how much was achieved compared to what could have been achieved 
given the inputs utilized in the process. These inputs include health and non-health resources 
such as education attainment in terms of years of schooling. 

The World health report 2000 has generated worldwide interest and debate among 
governments, health institutions, and international agencies, over the concepts, tools and 
methods that were used and that could be used for the assessment of health systems and their 
performance. 

The debate has focused on ways and means of disentangling the intrinsic goals from 
other social and economic determinants of health and on the role which is played by 
intcmediate goals suc;h as coverage and accessibility to health care in improving 
performance. It has also shed light on the need to better clarify the technical tools used for 
measuring performance, improve data coIlection and analysis and develop necessary 
capabilities at national and regional levels to use the framework for assessing health system 
performance. 

This has prompted the World Health Organization to initiate a consultative process and 
to call for the establishment of a scientific peer review process for the further development 
and refinement of the work performed to date. 

As we all know, health has been in the spotlight with regard to development as a result 
of globalization of knowledge, technology, comrnunicatioi~, tradr, and hedlth-as well as 
because of the emergence and re-emergence of communicabte diseases. The evolution of 
progress towards the goal of health for all by the year 2000 showed that there are still many 
gaps in health stalus between and within countries. The often-quoted reasons are lack of 
political commitment and weak intersectoral collaboration, as well as inadequate and 
inequitable distribution of health resources. In the Eastern Mediterranean Region, economic 
crises, civil unrest, wars and natural and man-made disasters have further impeded progress 
towards health for all. 

During the past few decades WHO, together with its Member States, has been able to 
fulfil its role in directing and coordinating international health on many fronts. WHO has been 
able to reach a consensus on global policies and strategies for health for all using primx-y 
health care as the key approach. During this period WHO has strongly advocated health as 
being central to overall development, a concept which has been reflected in the resolutions of 
international confcrcnccs and su~llulits. 111 addition, a number of communicable diseases, 
especially those preventable by immunization, have been virtually eradicated. WHO has also 
developed norms, standards, and guidelines in relation to various areas of health, The 
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Organization has recenrly launched a few gIobal health initialives such as the Global Vaccine 
initiative, the Tobacco-Free Initiative, Roll Back Malaria and Stop Tuberculosjs. 

WHO has redefined its mission to meet the challenges of the 21st century. The original 
objective of achieving the highest level of health for all as contained in its Constitution will 
remain its foremost mission, and WHO will continue to contribute to world health by 
enhancing its technical, ethical, intellectual and political leadership. The technical work of 
WHO will focus on reducing excess burden of diseases; promoting healthy lifestyles and 
reducing risk factors; developing health systems that equitably improve health olrtcomes; 

responding to people's legitimate demands; and developing an enabling policy and 
institutional environment. 

The purpose of fair financing of health, considered an important function of health 
systems, is to ensure that all individuals have access to effective public health and personal 
health care by reducing or eliminating the possibility that an individual will be unable to pay 
for such care or will be impoverished as a result of trying to do so. The main elements of 
financing such as revenue collection, pooling of resources and purchasing of interventions 
will protect the people in the fairest way possible. Out-of-pocket payment, which is the major 
source of health expenditures in developing countries, is regressive and impedes access to 
health care.. 

Comparison of performance across countries and over time can provide important 
insights into which policics improve performance and which do not. This requires the 

definition of a set of outcome indicators to measure performance based on the proposed 
framework. The set of indicators described above is a first attempt to formulate indicators and 
later adopt and use these (and/or additional) indicators in a corrsist~rrt fashion by Member 
States. It is anticipated that once these indicators have been adopted, actual data (rather than 
extrapolations or estimates) would be collected and analysed to sharpen the quality and the 
veracity of information on health systems. 

It is evident that the mere provision of medicaI services does not immediately translate 
into improved health. A number of mediating conditions are required. There has been debate 
as to what these factors are and how best they could be measured. Measuring effective 
coverage poses many challenges, as it incrrrpnrates concepts such as physical access. 
affordabili ty, utilization, effectiveness, quality of care and social barriers to care. It also 
requires the identification of a set of key interventions for which coverage would be routinely 
measured. 

WHO plans to incorporate into the new framework a major effort to monitor coverage. 
This is needed not only at the country level but also at the subnational level to help in priorily- 
setting and decision-making. A number of challenges must be overcome if coverage is to be 
monitored in a valid, reliable and comparable way. Two of the more important challenges are 
incorporating the provision of care by nongovernmental organizations and the private sector 
and validating data on coverage when the health care delivery system is fragmented. 
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Measuring health system performance is not an end in itsclf and constitutes a step to 

map the various functions of health systems and to strengthen them in order to achieve the 
best results with existing resources It is important only to the extent that it provides the 
evidcncc rcquired to develop bl;ilcr policies, strategies and programmes. A number of 
suggestions have been made about ways to improve the links between the measurement of 
health system performance and the health policy-malung process. 

Policy-makers require the ability to assess whether progress is being made towards the 
specified goals and whether appropriate activities are being undertaken tn prnmotc the 
achievement of those goals. Indicators of programme capacities, processes and risk status are 
needed to provide information about the critical aspects of individual programmes that are 
believed to contribute to the overall goals. 

Experts and policy-makers from the Eastern Mediterranean Region have contributed 
to the global debate on enriching the WIIO framework on health systems, and our regional 
consuItation will offer a golden opportunity to share experiences of countries in dealing with 
performance assessment tools and to suggest concrete and scientifically sound alternatives. 

I hope that such a consultation will initiate a healthy process of collaboration between 
all parts of WHO on the refinement of the framework and on the normative work which 
countries expect from WHO on health systems functions and their improvement. 

In line with its efforts to promote evidence-based policies and strategies, the Regional 
Office had initiated in the Region, even before the release of the World health report 2000, 
several studies and activities that are at the core of the new framework, as well as developed 
several analytical tools tn help in policy development and strategic planning. 

National Health Accounts have been completed in eight countries of the Region 
including Lebanon, and national health accuurll analysis was initiated in ten additionaI 
countries starting in April of this year. 

The Regional Office, in cooperation with headquarters, has aIso pioneered the use of 
evidence-based strategies and the development of national competencies in that domain. 
Quantitative tools such as burden of disease assessment, health system research, population- 
based surveys, actuarial studies and cost-analysis have been introduced and completed in 
some countries. Member States are supported in their ownership of these analytica1 tools. 

I am quite sure that this mix of highly competent experts together with policy-makers 
will generate fruitful discussions on the WHO conceptual framework on health systems and 
health system performance. 

I wish you success in your deliberations and look forward to receiving your 
recommendations on the proposed measures to enrich the WHO framework to map system 
functions and to improve health system performance in countries of the Region for better 
health for our populations. 


