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SUMMARY

This paper discusses the objectives and design of a proposed World

Health Survey (WHS). Particular attention is given to two objectives

which the World Bank identified for a WHS, namely, to ascertain

patterns and determinants of disease and to develop a methodology for

impact assessment.

Many developing countries are trying to improve existing health

information systems. Vital registration systems are being

strengthened and censuses and surveys used to improve knowledge about

mortality. Routine health services reporting is being complemented by

population based primary health care reporting networks. An

international programme of health surveys must complement and not

threaten these existing statistical systems. It should also take into

account other international programmes such as the Demographic and

Health Surveys and the U.N. Household Survey Capability Programme

health surveys.

The main attractions of survey-based investigations of health are that

they could provide population-based and person-based estimates of the

extent of ill-health. The variety of health problems and priorities

in developing countries suggests that there is little scope for a

standardised questionnaire to be used across countries. Instead the

emphasis should be on providing a pool of expertise on the conduct and

analysis of studies of health. The design of each country health

study should be based on a review of existing data and statistical

systems. However, a single-round, retrospective heAthesurYeYQuld

in many cases form an appropriate focus for the study. It could

consist of a few core questions complemented by country-specific

modules. The core questionnaire might include questions about

mortality, general morbidity during the previous two weeks and action

taken as a result, chronic ill-health among adults and anthropometry

of pre-school children. This would be in addition to questions on

explanatory variables and the collection of community-level data. The
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collection of information about specific health problems, about

coverage and use of particular health programmes should be tailored to

country circumstances. In-depth studies of issues of importance to

particular countries are also needed.

In turning to the second objective of 'impact assessment' the economic

evaluation techniques of cost-benefit analysis and cost-effectiveness

analysis are considered. Problems in measuring health outcomes and

valuation continue to limit the application of these methods and a WHS

would not be a suitable vehicle for such evaluations. On the other

hand there are a range of health service concerns that can be mote

easily addressed, for example, access and coverage, patient costs,

financing systems etc. Data related to these issues could be included

as part of the WHS and specific suggestions are made.

Particular issues concerning the design and organisation of a WHS are

considered including the selection of countries, sample sizes,

questionnaire development, data processing and strategies for

analysis.

It is concluded that a series of coordinated country health studies

producing population-based estimates of health and its determinants

would have a valuable role in improving the health information systems

of some countries.
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1.INTRODUCTION

This paper discusses the objectives and design of a proposed World

Health Survey (WHS). It was prepared at the request of World Bank as

a background document for a meeting of staff of the World Bank, World

Health Organisation (WHO) and invited experts to discuss the

possibility of a WHS.

The terms of reference (TOR) for this paper defined the WHS as a

programme to sponsor studies of health in a broad range of developing

countries. They identified a need for an information system that

could measure the impact of public health programmes and health

services and also improve overall allocation and targeting of health

interventions to specific population groups. Three specific

objectives for the proposed WHS were identified:

(1) To improve knowledge of patterns and determinants of health,

disease and mortality in developing countries;

(2) To develop appropriate methodology for measuring the impact on

health status of investments in health as well as other sectors;

(3) To conduct appropriately-designed surveys in several countries

(a minimum of 5 and maximum of 20) over a 5 year period.

The TOR specified that the paper should provide a rationale for a WHS

and discuss methodological options for country health studies. It was

emphasised that the paper should discuss possible approaches to a WHS

rather than presenting a detailed proposal for the implementation of

any single study design.

Consideration of the TOR has led us to identify a number of additional

issues which need to be taken into account both in deciding whether to

conduct a WHS and in determining the design of the country health

studies:

Firstly, to what extent is it reasonable to expect that the two

primary objectives stipulated, namely (1) ascertaining patterns and

determinants of disease and (2) demonstrating methodology for impact
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assessment, could be achieved by the same means?

Secondly, given their differing perspectives, can the needs of

developing country institutions, donor organisations and the research

community all be identified and accommodated within the same study

design? It will be argued by the research community that the

multifactorial nature of many health problems in the developing world,

particularly those associated with poverty, means that better

knowledge of determinants can only come from research aimed at

elucidating the processes whereby environmental, behavioural and

economic factors interact to cause disease and mortality: to the

extent that this view is correct, it would seem that a survey approach

is either inappropriate, or that at least it should be regarded as

only one part of a more extensive strategy aimed at understanding

mechanisms and processes. Consideration of the requirements of the

other users, points to the need to decide on the emphasis to be placed

on achieving internationally comparable data on health, particularly

for those indicators which are considered to be useful for advocacy,

or for allocation of aid resources between countries. This might

conflict with the need of countries themselves for information which

could improve their own policy-making capacity, or assist in the

management of their own health infrastructure.

Finally, however these issues are resolved, there would need to be

consideration of the relationship between any proposed strategy for a

WHS, and existing international and national initiatives providing

information on health and on health interventions, in particular:-

- surveys such as the Demographic and Health Survey (DHS), UN

Household Survey Capability Programme (UNHSCP) and World Bank's Living

Standards Measurement Study (LSMS)

- international and national initiatives to develop and strengthen

routine and continuous collection and analysis of information on

health (eg development of primary health care (PHC) reporting, use of

sentinel monitoring, nutrition surveillance systems etc.)

- methodologies and studies designed to measure the impact of
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investments in health in the context of intervention projects (eg EPI

evaluation, case-control studies of diarrhoeal disease control

measures etc.).

2. INVESTIGATION OF PATTERNS AND DETERMINANTS OF HEALTH

2.1 Existing health information systems in developing countries

The first objective of the proposed WHS is to 'improve knowledge of

patterns and determinants of health, disease and mortality in

developing countries.' Developing countries are well aware of their

lack of appropriate quantitative measures for planning, monitoring and

evaluation in the health area. Many have been making strenuous

activities to improve knowledge of mortality levels and differentials

with additional questions in censuses, post enumeration surveys or

special household studies. In another direction, most are striving to

improve the accuracy and coverage of their vital registration systems.

These two developments have in most cases taken place independently

from the health sector with consequent loss of efficiency and of the

gains which would certainly flow from comparison and combination of

information from different sources.

A second area of activity is the improvement of routine health

services reporting. This integrates the provision of information with

the provision of services. As a result patterns and trends in health

can readily be linked to input and output evaluations of the

operational efficiency of programmes. With appropriate information

systems, findings can readily be fed back to staff involved in

providing health services and in collecting data. However such

reporting systems have inherent disadvantages. Most notably they only

provide information on that part of the population that is covered by

and uses the health services. The poorer, rural and less educated

sections of the population tend to be excluded from such statistics.

By definition, they cannot measure unmet needs for health care.

Secondly service-based reporting systems provide information on case
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episodes as the unit of observation rather than the individual. The

resulting statistics on disease incidence or prevalence may have

misleading policy implications to the extent that they fail to reveal

how far disease is concentrated in a small part of the population with

multiple health problems.

An important initiative in many developing countries is the setting up

of PHC reporting networks. These have the potential to provide a

continuous source of community-based data on health. In so far as PHC

systems succeed in extending the provision of health care beyond

clinics and other facilities to the whole of the population,

information can be collected that more closely reflects the health

status of the community. However, for the full potential of such

systems to be realised, greater efforts are needed to improve and

standardise the information gathered and to assess possible selection

biases that affect these data.

2.2 The use of surveys to investigate patterns of health

The extent to which an international programme of surveys could

complement existing health information systems needs to be assessed in

terms of its capacity to improve the setting of priorities and the

planning, implementation and evaluation of projects and programmes.

Moreover in planning for a WHS it is important to consider the

opportunity cost of conducting surveys in terms of the limited

capacity of developing country statistical organisations as well as in

financial terms. Population surveys should only be considered when

they can contribute to the long-term development of surveillance of

the population's health status and of the effectiveness of health

care. In some countries it would be preferable to concentrate

resources on the development of simple, low-cost community-based

reporting systems that national institutions can maintain and fund

themselves.

The brief review of alternative statistical systems in section 2.1
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suggests two main reasons why survey-based investigations of health

may be of value in some countries. First they could provide

information on health status and service use for the whole population.

Most countries collect some information on mortality of this type from

existing sources. Fewer have reliable data on other aspects of

health. Second they could provide person-based rather than episode-

based estimates of the extent of ill-health. Such information would

be valuable in identifying demographic and socio-economic

differentials in health and thus to identify priorities based on need

and to target future interventions. Data could be collected on the

coverage and use of health facilities and programmes to identify

groups of the population who lack adequate provision. By relating

measures of health status to data on service use, survey-based

estimates could be used to identify unmet needs and to clarify the

biases affecting statistics derived from facility and PHC-based

reporting systems. In addition, because survey investigations are

independent of the provision of services they are particularly useful

for examination of attitudes to and satisfaction with the services

available.

Not every country will perceive the need for such a survey. Many

previous surveys have been slow to produce results and, when they have

appeared, have not addressed the questions that policy makers need

answering. Administrators engulfed with routine work may be unable to

take a more holistic view of problems and priorities. In section 4 we

describe the methodologies that are emerging for collecting useful

information by means of health interview surveys. Nevertheless there

are severe limitations to what can be learnt from them. In

particular, respondents' assessments of their own health should not be

expected to provide information comparable to that obtained from

medical examinations. Even in developed countries, population surveys

have tended to concentrate on examining ill-health in relation to

restrictions on activity and patterns of service use.

Nevertheless many developing countries do see a role for national
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household sample surveys as one aspect of their health information

systems and have conducted or are planning to conduct such an enquiry.

Despite the example of the DHS and the efforts being made to improve

methods by the UNHSCP, many of these surveys are unsystematic, poorly

planned and give insufficient attention to the development and pre-

testing of questionnaires and procedures. The WHS could contribute

to the development and application of more rigourous methodologies for

investigating ill-health, the use of health services and factors

associated with these.

2.3 Integration of survey investigations into existing statistical

systems.

A more systematic approach to collecting mortality and morbidity

information with a survey, perhaps repeated at regular intervals,

could also be a useful way of demonstrating the links between the

diverse sources of information on health which every country

possesses. Part of the task of a WHS country studv would be to

demonstrate that the information to be collected can complement

existing sources. In some cases this might imply integration of the

study with quite radical changes in the system of administration. For

example, it may mean directing resources from the civil registration

system towards more innovative services which could be better sources

for the study of current morbidity and mortality trends and

differentials. Where the stress is more on routinely-collected health

statistics, the data from household surveys may be used to regularly

calibrate and adjust the other information. Moreover, by stressing

the need to identify trends in key indicators, particularly indicators

of health status for whole communities, there is an opportunity to

revise the information gathered by the reporting system itself. There

is a good deal of inertia and redundancy in existing health

information systems which tend to be multi-layered as a result of

accretion over the years. Serious problems are being caused by the

unintegrated, conflicting, duplicating and expensive (in time, labour

and money) information-gathering activities already taking place in
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many countries, especially in Africa. The situation has been

aggravated by frequent revisions and introduction of new procedures,

often being imposed on countries through demands for information from

the international agencies. In the overall analysis of data from

different sources, the value of a restricted number of indicators can

be illustrated and some reforms instituted to ensure timely

collection, analyses and use of these data in the future.

2.4 The design of country health studies

The information that is needed on patterns of health and service use

in order to improve the provision of health care varies greatly

between countries. Some health problems, such as infant diarrhoea,

are major causes of sickness and death throughout the third world.

Other diseases, such as malaria or neonatal tetanus, are of enormous

significance in some countries but of little importance elsewhere.

Moreover the importance of investigating any health problem depends

not only on its impact on the population but also on the capacity of

the health system to intervene effectively against it. Similarly,

what information should be collected on the health services depends on

their overall development, on the way in which health care is

organised and the services that are provided and on the capacity of

the system to respond to problems or issues that are revealed by new

data.

Many of the specific issues of importance in particular countries can

only be addressed by logistically-complex and expensive

investigations. For example the assessment of the long-term

implications of serious illness or the study of seasonal variations in

nutritional status and disease incidence probably involve mounting

follow up studies. Some health problems, such as parasitical

infections or anaemia, can only be effectively investigated by means

of medical examination and not by interview surveys. Such

sophisticated, intrusive and expensive investigations can only be

justified when the information that they will provide is of particular
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importance.

The variety of health problems and priorities in developing countries

suggests that there is little scope for surveys using standardised

questionnaires and collecting a wide range of internationally-

comparable information on patterns of disease and mortality. Instead

the emphasis of the WHS should be placed on the development and

dissemination of improved methodologies for conducting, processing and

analysing health studies. Moreover, it seems unlikely that detailed

investigation of the information needs of a broad range of developing

countries would justify a series of prospective surveys or surveys

involving detailed medical examinations. We suggest that the focus of

most country studies should consist of a single-round, retrospective

health interview survey. As we discuss in more detail in section 4,

any core questionnaire should be relatively brief. It might include

questions about mortality, sickness during the previous two weeks and

actions taken as a result and perhaps about chronic ill-health among

adults. Collection of anthropometric measures might also be

considered a core activity. Questions about the demographic and

socio-economic characteristics of respondents would also be collected

in the core questionnaire. Conversely, the collection of information

about specific health problems, about the coverage and use of

particular health programmes and about living conditions should be

oriented to the priorities of the country concerned. To some extent

it might be possible to develop modules concerning particular topics.

However, even these would probably need to be tailored to country

circumstances. The structure of the health system and the living

conditions of the population vary so much between developing countries

that over-standardisation of questions about these subjects is likely

to produce common-place or misleading findings. We would also

emphasise the importance of in-depth studies of issues of importance

in particular countries. While we are sceptical about the scope for

developing standardised protocols, more might be gained from devoting

resources to such studies in certain countries than from conducting a

larger number of more superficial enquiries. Throughout the design of
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each country study, a major concern would be to collect information

that will be of most use while avoiding overloading the questionnaire

or the capacity of the organisation responsible for implementation of

the survey.

Another consideration that needs to be taken into account in the

design of a WHS is the benefits that could be obtained from repeating

country health studies after an interval of a few years. An 'ad hoc'

survey may do little to improve the planning of health interventions

and its findings soon become out of date. It might be better to

concentrate resources on developing the capacity of national

institutions to conduct a continuing programme of field research in

those countries in which the findings will be fully exploited.

Repeated surveys could yield a much clearer view of the dynamics of

the health situation and the improvements in health care resulting

from various initiatives. It should be noted, however, that even in

developed countries considerable difficulties have been encountered in

interpreting trends in self-reported measures in ill-health (Wilson

1984).

2.5 Investigations of the determinants of health

The study of the determinants of health is beset with methodological

problems. Research into this subject needs to elucidate the complex

processes whereby environmental, behavioural and economic factors

interact to cause disease and death. It is also necessary to

distinguish the effects of multiple contexts on health. For example,

the health of a child depends on its own constitution, on child-

rearing practices adopted by its mother and on the characteristics of

the household and the community in which it grows up. Other problems

apply to research into factors affecting the use of services. Complex

interactions can be expected beteween service provision and individual

and household characteristics in determining the use of services.

Moreover specific problems arise from reciprocal relationships whereby

differences in individual fraility influence the use of services as
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well as the uses of services affecting health (Schultz 1985).

No single approach to the provision of information or to analysis will

be able to resolve the difficulty of research in this area. A great

deal can be learnt from sophisticated analyses of retrospective survey

data using statistical controls for confounding factors. However,

such investigations have inherent limitations for the definite

attribution of causality. Moreover it is impractical to collect

information on all subjects of interest using such surveys. An

important consideration for the WHS is that surveys should form at

most only one aspect of a more extensive strategy aimed at

understanding mechanisms and processes affecting health. Moreover it

should be noted that the methodologically-sophisticated analyses

needed to investigate determinants of health are likely to be beyond

the capability of many developing country institutions.

3.MEASURING THE IMPACT OF INVESTMENTS IN HEALTH

3.1 Economic evaluation

The second objective of the proposed WHS is "to develop appropriate

methodology for measuring the impact on health status of investments

in health as well as other sectors". Economic evaluation techniques of

cost-benefit analysis (CBA) and cost-effectiveness analysis (CEA) are

methods for guiding monetary investment in any sector, and so are

particularly appropriate to the stated WHS objective. In this section

the problems of these techniques are examined at some length in order

to identify data which could be collected and used to strengthen their

methodology.

It is argued that the problems of such techniques undermine the

usefulness of collecting data across countries for the purpose of

evaluating the impact of investment on health. AJthough this is the

commonly accepted objective of economic evaluation, even country-

specific studies of this nature should be treated with caution. On the
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other hand, there are a range of health service concerns that could be

more easily addressed, for example, access and coverage issues,

financing systems etc. Data related to these options could be

included as part of the WHS; specific suggestions are made.

3.2 Costs

For both CBA and CEA, monetary estimates are required of the inputs

into the health programme, project or service being evaluated. These

inputs or costs are various and can be summarised as below (Drummond

and Stoddart 1985):

1. Organising and operating costs within the health care sector

(eg.health care professionals' time, supplies, equipment, power and

capital costs).

2. Costs borne by patients and their families - direct costs of out-

of-pocket expenses (transport and service fees) and patient and family

inputs into treatment; indirect costs of time lost from work and

psychic costs.

3. Costs borne externally to the health care sector, patients and

their families.

Measurement of these costs is not the easy task it may seem and lack

of appropriate information about costs to patients and their families

often leads to their exclusion from analyses. Identifying the

resources used by one programme, when they are shared with other

programmes, is also a difficulty. Other informational problems relate

to the budgeting practices of developing countries, which result in

little or no routine information that is disaggregated appropriately

for economic evaluation purposes (eg. by programme). They can

currently only be alleviated by special surveys or by accepting that

the data is approximate. The problems of valuing indirect costs in

monetary terms is considered in greater detail in relation to

consequences.
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3.3 Consequences

For CBA a monetary estimate of the benefits of a particular health

programme, service or project is required - in order to permit

evaluation of widely differing alternative investments. For CEA,

however, health output is measured quantatively and comparisons are

made between differing strategies to achieve a stated objective. The

consequences of any programme, project or service can be summarised as

(Drummond and Stoddart 1985):

1. Changes in physical, social or emotional functioning (effects)

2. Changes in resource use - for organising and operating services

within the health care sector both for the original and for unrelated

conditions (direct benefits); relating to activities of patients and

their families, in particular the savings in expenditure or leisure

time (direct benefits) and savings in lost work time (indirect

benefits).

3. Changes in the quality of life of patients and their families

(utility).

In evaluating the consequences of health programmes, projects or

services there are two main problems: how to measure health effect and

how to value health effects/benefits. For CEA measurement only is

required, but for CBA both measurement and valuation is necessary.

Given the difficulty of determining other effects (changes in

social/emotional functioning), changes in physical functioning are

generally identified as the health effect of interventions. Choosing a

measure for this effect is, of course, necessary but difficult. In

some cases deaths averted or prevented may be suitable. However they

could only be applied to fairly specific objectives such as reducing

the deaths from a particular disease (the focus of most CEA analyses).

In themselves, therefore, they inevitably bias evaluation away from

less severe illnesses which may still have important, even lifelong,

consequences. Further, preventive programmes which seek to reduce

incidence (rather than fatality), are also less favoured by use of

this measure. It would be more useful to have a measure "that can be

used to compare the effects of interventions targeted at different

diseases which have differing effects on mortality, morbidity and on
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various age groups" (Mills 1985). For example, "healthy days of life

lost" (Ghana Health Assessment Project Team 1981) - a form of a

"quality adjusted life years" based on incidence rates, case fatality

rates and the extent/duration of disability produced by disease - has

been suggested as an index of effectiveness. This measure has its own

bias - in favour of children - and judgements of "quality" are

inevitably subjective.

In order to measure effects on physical health, better information is

required about the mortality, morbidity and fertility of the community

than is currently routinely available in developing countries.

Specific measures which embody preferences for health now rather than

later, for preventing mortality over disability and for improving the

health of different groups (children vs. productive adults vs.

elderly) also require information about the relative value that

individuals and communities place on these health effects. Without

such information the measures are likely to be both inappropriately

value-laden and inaccurate.

All the measures so far considered focus on health outcomes - but the

explicit objectives of many PHC programmes are wider, encompassing

self-reliance, increasing the dignity of community members, changing

attitudes to health authorities etc. It is not clear how these could

be measured or, if that were possible, whether the result could be

added to the changes in health outcome to produce aggregate variables

which would be comparable across programmes with differing objectives.

Ignoring these effects inevitably undermines evaluation of programmes

for which they are objectives.

Even if the focus on health impact is appropriate for evaluation of

the programme under examination, other problems associated with

measuring health outcomes further undermine use of the results to

guide investment decisions. Many of the problems involved in

investigating the determinants of health arise even more strongly in

attempts to measure health impact. In the case of a few

interventions, clearly defined measures of programme coverage can be

obtained and differentials in health associated with these

investigated using statistical controls for confounding factors. More
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usually coverage is difficult to define, particularly in the case of

broad-based PHC programmes. To relate impact to inputs into an

intervention usually requires consideration of the situation before

and after that intervention. Country health studies could be repeated

after several years but how long is an appropriate interval? A

shorter period (2 - 5 years) of evaluation tends to favour those

programmes which have an immediate effect (eg. immunisation, ORT

etc.). Improvements in health services or sanitation may take a much

longer period to reach maximum effect and over that longer period the

effectiveness of the other types of interventions may decline. Can

investment be delayed until long-term evaluations have been

undertaken?

Ideally, measurement of health impact should be judged with reference

to a control group, to determine whether changes observed are really

due to a newly-introduced intervention or whether they would have

occurred anyway eg. as a result of changing climate or improvements in

agricultural extension. Where the health intervention is directed at

the community, the samples for these control and intervention groups

should be samples of communities and not of individuals, because

individuals in a community receive the same health

services/programmes, and the size of the samples is measured in

numbers of communities rather than individuals. With the use of

sample communities there is a serious problem of confounding variables

- for example communities that have better health services are also

likely to have better literacy, greater wealth, better leadership etc.

In the absence of randomised intervention studies very large samples

would be required to overcome these confounding factors statistically.

Clearly, providing all the information required to measure

consequences is a major task often beyond the efforts and time of

evaluatcrs. Instead recourse is often made to measures of intermediate

output, such as the numbers of immunised children, or other

utilisation and coverage data, for which information is more readily

available and which are more clearly related to the intervention.

Economic evaluation focused on such measures of health service output

is perhaps more appropriate in the light of the difficulty of

measuring health outcome.
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The common practice for health projects is to identify much of their

output by referring to the improvements in the availability and

productivity of labour that result. However, the relationship between

disease and productivity is very complex and measuring the full

benefit of reducing disease is extremely difficult. This approach may

also bias project selection in favour of the predominantly male labour

force and ignore actions within the household, such as reallocation of

tasks, which affect the impact of disease on productivity (Mills,

1985).

A new approach to valuation (eg Chernichovsky 1979, Popkin 1982),

drawing on the economic theory of the household, has been suggested

which identifies the household as the unit of analysis. The analysis

traces the effects of disease on a) the availability and productivity

of time spent in activities in the home and market, b) the demand for

various subsistence commodities such as nutrition and health, and c)

the demand for marketed goods such as health services and improved

housing that are inputs into the production of better health. The

focus of the analysis is on the time costs of disease rather than the

impact on productive employment, as these are seen to capture more of

the consequences of tropical disease.

Using either analysis, the benefits of additional labour time

identified must be valued - and for CBA the valuation must be made in

monetary terms. However, in developing countries such valuation is

itself fraught with difficulties because the imperfections of their

markets undermine the use of local prices as costs. Wages cannot,

therefore, be used to value additional labour time without adjusting

them in various ways. These adjustments are not easily made.

Other benefits must also be valued, such as savings on treatment costs

and possibly the exploitation of natural resources previously

restricted by health problems such as malaria. Identifying all

relevant benefits (including non-health benefits) is, in itself, a

difficult task and is compounded by the problem of valuation.
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3.4 General problems of economic evaluation

Given such valuation problems, most economic evaluations of health

programmes, projects or interventions are of cost-effectiveness rather

then cost-benefits. As a result investment in health is not generally

evaluated in relation to investment in other sectors, neither are

investments in different health interventions compared. Instead the

cost-effectiveness of different strategies of achieving one specific

objective are evaluated. Through such analysis, the least cost method

of achieving the objective can be determined and/or the method which

maximises the effectiveness of a given expenditure can be selected.

Whilst CEA has an important role to play in improving the efficiency

of health investments, it cannot answer wider questions about the

relative importance of investments in health or even of investing in

different parts of the health sector.

Attempts, moreover, to make international comparisons of economic

evaluation studies should be treated with caution. Each evaluation is

based on considerations specific to the country, and even the

community, in which it has been undertaken and so the results cannot

be generalised. Programme costs, for example, will vary between

settings depending on the organisation and scale of the programme,

project or intervention, whilst the effectiveness of a programme will

vary with the social, cultural and economic setting - affecting its

acceptability and its benefits. Only, for example, by repeated studies

of the same management strategies for the same intervention could

general conclusions about the possible appropriateness of those

strategies be drawn. (Such evaluation has been undertaken for

immunisation programmes, one of the few cases where there is quite a

strong link between intervention and health outcome - but the

evaluations have, still, often used health service outcomes

(eg.numbers of immunised children) as their focus.)
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3.5 Economic evaluation and the World Health Survey

The numerous problems involved in measuring the impact of investments

in health have not been presented to dismiss the need for such

evaluation, but to identify areas where the WHS could contribute most

to improving methodology. It would obviously be best to focus on areas

where amelioration is most possible and likely to result from the WHS.

Comparing investments in health with investments in other sectors is

beyond current methodology and seeking to improve CBA techniques is

not a top priority. As noted, the problems of measurement of health

impact and valuation undermine the use of CBA in the health sector.

Even if the WHS focused on some valuation issues (eg.tracing the

labour time benefits of health programmes through data about the

relationship between health and available labour at the household

level), other problems of valuation and of measurement would still

remain.

The key measurement problem for CEA (and CBA) of demonstrating the

link between investment and health outcome is difficult to address in

the context of a world health survey. Improvements in methodology

could not be generated by data collection using standardised survey

questions, as they could not hope to capture the differences between

countries which have a direct bearing on the health impact of

investment. Even if the survey's questions were made country-

specific, the detailed research required to investigate this link

could only feasibly be undertaken within the context of the WHS for a

few interventions with clearly definable coverage and for which

confounding variables can be controlled for statistically at the

individual or household level. Certainly controlled intervention

trials are not needed routinely. Indeed, if the benefits of the

intervention were well established, this would be ethically

questionable. It is more feasible to organise such evaluations as 'ad

hoc' activities tailored to the nature of the intervention and

circumstances in which it is made and taking advantage of

opportunities for the application of innovative methods such as case

control studies. It would be more appropriate to undertake such
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research within existing health intervention programmes -

methodological improvements are much more likely to result from in-

depth study over many years linked to input-output monitoring of

programme efficiency than from a "one-off" survey.

However, there are various issues related to health services which

would form a more appropriate focus for investigations based on

single-round or repeated single-round surveys. Access and coverage,

for example, can be much more clearly identified as outcomes of

investments in particular health programmes and so are more

appropriate for economic evaluation than impact on health status. For

the same reason, data on these issues can also be more easily compared

across countries. Although the dangers of transferring results of

evaluations between countries without reference to differing country

situations remains, the impact of such differences on the results are

themselves also of interest to health planners. (How do different

strategies of health service delivery affect numbers of population

covered?). Data collection could concentrate both on areas where

improvements in the methodology of economic evaluation might result,

and on other useful economic/planning information relating to health

services (for each country and to make international comparisons).

Possible areas of interest would be:

- data on patient costs for use of health services: differences

between urban and rural areas, differences between age and sex groups;

- data on the patient costs of different health financing mechanisms

eg.user fees, tax financing and social security;

- data on patient utilisation of health services/programmes:

differences between urban and rural areas, differences between age and

sex groups; effects of fees, transport costs and time cost;

- data on the determinants of demand for health care; comparing demand

for different types of providers (public, private-for-profit,

traditional healers, charitable etc.);

- data on the adequacy of care: relating adequacy to different factors

such as level of facility, educational level of health worker,

availability of drugs, availability of supervision and management.

Such household-based data would need to be complemented by data from

the health system itself before it would form the basis for economic
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evaluations. For example, data on health programme costs would be

needed to complement data on patient costs.

A standardised questionnaire would, of course, still pose its own

problems. Flexibility in wording, for example, would be required to

ensure the relevance of the questions to each individual country.

Perhaps it would be better to undertake "add-on" studies of particular

issues. Such studies could then be made appropriate to each country's

situation and needs, and could collect both patient data and

complementary health system data.

Clearly, the cost (both monetary and in terms of time, disruption to

present systems etc.) of any data collection process additional to (or

instead of) those in existence, must be weighed against the possible

benefits. Health service issues have been identified as the most

appropriate focus for a WHS, in terms of the possibility and relevance

of generating benefits (ie. improvements in economic evaluation

methodology). It should also be considered whether the same

improvements (and benefits) might be better generated through

improving existing data collection processes.

4. SCOPE AND LIMITATIONS OF INTERVIEW-BASED SURVEYS

4.1 Health interview surveys - an introduction

There is a growing amount of experience in the use of health interview

surveys in developing countries. These typically include questions on

general morbidity, cause-specific morbidity, mortality, causes of

death, nutritional status, coverage and use of services, knowledge of

and attitudes towards health practices/services, and an array of

explanatory or independent variables (age, sex, residence, socio-

economic indicators, maternal education etc.). There are a number of

theoretical models which attempt to classify the 'explanatory

variables', and the 'proximate determinants' which affect an array of

'outcome variables' (see, for example, Mosley and Chen 1984 and van

Norren and van Vianen 1986). Here, we do not follow any particular

model but classify morbidity, mortality and nutritional status as

outcome variables, consider a range of 'process' variables such as
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knowledge, attitude and practice (KAP) and briefly comment on

explanatory variables.

Several good methodological reviews of health interview surveys in

developing countries have been produced recently (for example, Kroeger

1983, Ross & Vaughan 1984, Kroeger 1985, Gray 1986, WHO et al 1986)

and the UNSO is currently sponsoring the preparation of operational

guidelines for collecting health and mortality information using

household surveys. We therefore do not attempt a full review of the

methodological issues associated with the outcome, process and

explanatory variables that one might cover in the W<HS. Instead, we

highlight recent debates and developments which should be considered

in designing a WHS.

4.2 Mortality - well established methods

Several comprehensive reviews of the uses, collection and analysis of

data on mortality are now available (eg. Vallin et al 1984, United

Nations 1984). Here we restrict the discussion to a few issues

concerning the collection of mortality data in surveys focused on

health. Single-round surveys that have asked straightforward

questions about deaths in the preceding 12 or 24 months have

frequently yielded disappointing results. Both reference-period

errors and omissions appear to be problems and data on young children

are often particularly poor. Moreover, it is often difficult to

collect reliable information about even the basic characteristics,

such as age, of those who have died. An alternative approach is the

multiround survey. Reference-period errors and omissions are greatly

reduced as data is collected about deaths in previously-enumerated

households during the intervals between rounds of the survey. Such

studies involve prolonged fieldwork operations in which households

must be first traced and then reinterviewed. Moreover to collect

information in one or two years on adequate numbers of deaths to

measure precisely mortality levels and patterns requires a sample of

at least 20,000 households and preferably far more. Multiround

surveys of mortality are complex and expensive operations and it is

doubtful that they are justified in the context of a World Health

Survey. While mortality is of particular significance for demographic
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studies, for those concerned with health planning and evaluation

mortality is only one aspect of the health situation. Information on

morbidity and on coverage and use of health programmes and services is

probably of more significance.

Against the background of disillusionment with questions about recent

deaths in the household, particularly among investigators with a

background in medicine, it is important to emphasise that alternative

methodologies for the retrospective collection of information on

mortality have performed far better. Questions addressed to

respondents about deaths among clearly-defined categories of their kin

normally yield useful data. In particular the World Fertility Survey

convincingly demonstrated that collecting detailed birth histories

from women and asking about the ages at which deaths of their children

occured could provide unexpectedly high-quality estimates (Hobcraft

1984). Such birth histories also provide information about the

constitutional factors affecting early mortality (such as the age and

parity of the mother and the length of birth intervals) and represent

a framework within which dated information on child rearing practices

that influence health and mortality (such as breastfeeding and

weaning) can be collected. To minimise costs a WHS core questionnaire

might collect truncated birth histories covering only the 5 years

before the survey. A full birth history could be an optional module.

Obtaining reliable data about adult mortality is more difficult.

Questions about orphanhood and widowhood often, but not always,

perform well (see, for example, Timaeus 1987). Methods for measuring

long-term trends in mortality are now well established (Brass and

Bamgboye 1981). In addition a number of approaches have been

suggested that can define the period of exposure to risk much more

closely. These include the supplementary questions proposed by Brass

and by Chackiel and Orellana (1986) and procedures for analysing

intersurvey changes in orphanhood (eg. Timaeus 1986).

In some countries the WHS could provide an opportunity to develop

methodologies for assessing causes of death. This information is

valuable both for health impact evaluation and for setting health

priorities. It is generally agreed that open-ended questions

addressed to relatives of a dead person do not provide reliable
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information on cause of death (Gray 1985, 1986). Instead, symptom-

prompted questions with structured questionnaires which record the

duration and severity of the symptoms or signs prior to death are

often addressed to surviving relatives. These sets of diagnostic

questions (algorithms) can be used by lay interviewers. Gray (1985)

provides a good description of diagnostic algorithms that can be used

and discusses their validation and limitations. Promising results

have been found in the diagnosis of neonatal tetanus, measles,

diarrhoea/dysentery, and whooping cough. More validation of these

algorithms is needed and algorithms for low birthweight, acute lower

respiratory tract infections, tuberculosis, severe protein-calorie

malnutrition and vitamin A deficiency, need testing and validating.

Recall appears to be good up to 10-12 months after death (Gray 1986)

but more country-specific research is needed to assess appropriate

recall periods. New ideas for validation are needed as the

traditional approach, of conducting retrospective interviews of

mothers whose children died in medical institutions where the

diagnosis was known, are inadequate. If a WHS was conducted in a

country where there is good registration of death then more extensive

validation could be done. For example, in Brazil, children have

medically-certified causes of death. However, in this case one still

faces the obstacle that the mothers will be more aware of the

diagnosis through contact with the registration system.

4.3 General morbidity, cause-specific morbidity and use of services

We know much more about levels and patterns of mortality than we do

about morbidity. Curative health services affect mortality more than

morbidity as in essence they prevent the transition from sickness to

death. For example, the dramatic decline in infant mortality in

Kerala, India may be attributed to a reduction in the fatality rate

which was a result of widely accessible and utilised health services

(Krishnan 1984). It is notable that while mortality rates plummeted,

morbidity rates and patterns appear to have remained the same as in

the rest of India. Preventive public health programmes are more

likely to affect morbidity and, with the introduction of preventive

PHC policies in many developing countries, it is now particularly
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appropriate to focus upon measures of morbidity. It is also timely to

do so since a standardised methodology is now emerging which uses a 14

day recall period for general morbidity, allows for spontaneous and

probed responses and links morbidity with illness severity, functional

disability, utilisation of services and attitudes towards services

(WHO et al 1986 and Carlson 1985). A WHS core questionnaire might

contain questions on general morbidity and associated use of services

(including traditional healers and private practitioners) using a 14

day recall period. Optional modules could contain further questions on

attitudes towards services, costs of services and the use of drugs

etc. While household surveys in the 1970s and early 1980s produced

levels of general morbidity which were not comparable (see reviews by

Ross and Vaughan 1984, 1986 and Kroeger 1983, 1985) the standard

methodology that is emerging enables us to make comparisons of general

morbidity rates across countries. Many of the African countries

participating in the UNHSCP are using aspects of the methodology

described above in their national health surveys. It is important

that any new international initiative in health surveys complements

these existing surveys.

Although the use of general morbidity questions is becoming more

common, the problems associated with them must not be forgotten.

Extensive pre-testing is required to make questions culturally

appropriate; validation methods need to be developed; and, in order to

present results in terms of standard epidemiological measures of

frequency, it is desirable to record and analyse the duration of

completed and uncompleted episodes of illness separately. Ideally

proxy-reporting should not be permitted, except for children under a

defined age, when the mother should respond on their behalf. If any

proxy-responding is allowed, results from proxy-interviews should be

analysed separately from subject-interviews to allow comparisons to be

made (Ross and Vaughan 1984).

Validation against facility-based or home-based health records is not

very fruitful (Kroeger 1983, Ross and Vaughan 1986). A method of

validation which has been little used but is probably the best of all,

is the study of attenders at the various potential sources of health

care. During the pre-testing stage a sample of attenders at a clinic,
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hospital, pharmacy or traditional healer could be specifically

selected for subsequent interview to validate their responses.

Preferably these known attenders should be seeded among others to be

interviewed.

It is not justified to extrapolate a morbidity rate found by using a

recall period of less than 12 months into an annual rate, because of

the seasonality and epidemicity of most conditions. Some countries

have overcome this problem by extending the fieldwork of the health

survey over a year (see section 5.8).

Morbidity results should be reported by symptoms or grouped into

functional systems (eg. respiratory, digestive etc). It is probably

futile to try to force them into medical diagnostic categories (eg.

asthma, malaria etc) except for the limited number of conditions which

are widely, and usually correctly, recognised by the survey population

(Ross and Vaughan 1984). For these types of conditions it may be

appropriate to have sets of questions in order to obtain cause

specific morbidity.

In recent years, household surveys have increasingly been used for

measuring the incidence or prevalence of specific diseases and the WHS

could develop modules on cause-specific morbidity. Countries will

have particular interests in certain diseases. In order to decide

which topics to include in a national health survey it is often useful

to use the kind of guide presented in Table 1. Questions on specific

diseases should only be asked if interventions are to be planned

around the results.

Table 1

How to select topics for inclusion in the World Health Survey (or,

'Setting Priorities in Public Health')

1. Prevalence or frequency

2. Severity

3. Ability to intervene (in terms of effectiveness, political and

logistical feasibility)

4. Need for data to justify a programme
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Rank each topic on a scale of 0 to 5.

EXAMPLE

Ability to Need for info
Topic Frequency x Severity x Intervene x to justify prog = Total
Diarrhoea 5 4 2 2 80
in children

Brain cancer 1 5 0 5 0

Anaemia 3 2 3 0 0

Infant formula 3 3 4 4 144
use

Questions on cause-specific morbidity will typically follow questions

on general morbidity. For certain diseases, questions on symptom/sign

complexes have high sensitivity and specificity in most settings.

These diseases tend to be easily recognised by the population and have

clear symptoms eg. measles and diarrhoea. Kroeger (in WHO et al 1986)

presents groups of diseases which can be elicited by means of

interviews directly, indirectly or after having received a medical

diagnosis. It is particularly important that questions on specific

diseases are pre-tested for cultural appropriateness. In Bangladesh

for example, it was discovered that an evaluation of an ORS programme

was using a word for diarrhoea that meant cholera in certain parts of

the country (Chowdhury 1986).

A problem that many developing countries are particularly interested

in is long term, or chronic, disability. However, measuring

disability through health interview surveys is fraught with

difficulties. The main problems arise from the fact that both the

type and severity of disability need to be defined and measured. In

defining 'disability' much confusion arises from the casual use of

different terms such as impairments, disabilities and handicaps.

Previous surveys have been incomparable since different definitions

were used. The International Classification of Impairments,

Disabilities and Handicaps (ICIDH) goes some way to clarifying and

standardising definitions and its use is to be encouraged in any

survey tackling the topic of disability (WHO 1980). When it comes to

severity of disability it is advisable to develop tests which lay
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interviewers can perform to assess the respondent's level of

disability (eg asking the respondent to say how many fingers the

interviewer is raising while the interviewer stands at certain

distances away - to test sight). No proxy responding can therefore be

allowed. There is a need to develop simple methodologies and

interviewer instructions for measuring disability which a WHS might

apply. The strong points of a number of different previous disability

surveys need to be identified and used. A WHS core questionnaire

might contain a question on 1 year recall of chronic illness for adult

members of the household.

In terms of specific behaviour rather than specific illness some

countries may be interested in sets of questions on smoking or the use

of alcohol (see WHO et al 1986 for an array of questions on these

topics).

The WHS could be a useful vehicle for assessing the coverage of

programmes which are either targeted at all individuals within the

population or all individuals within a defined age group or sex (Ross

in WHO et al 1986). The methodologies for each type of programme will

be different and an array of optional modules could be developed. The

coverage of vaccination, oral rehydration therapy and malaria

chemoprophylaxis are three obvious subjects of interest.

The determination of vaccination status is difficult excepting the use

of scars to identify those who have received a BCG vaccination, and

only vaccination cards or clinic records can provide reliable

information.

Questions on treatment received for diarrhoeal episodes and source of

treatment (eg. home, pharmacy, health facility) should directly follow

questions on morbidity, severity and duration. The recall period

should therefore be the same i.e. 14 days (this is accepted as the

norm by the WHO Diarrhoeal Diseases Control Programme, see WHO 1981).

The recall period for questions on consumption of antimalarials should

not exceed four weeks for weekly or biweekly drugs, and should be much

shorter, probably two days, for daily preparations. Possession of
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tablets should be checked and correlated against records or, where

this is not possible, against the recalled date of supply (Ross in WHO

et al 1986).

4.4 Nutritional status indicators

Anthropometric measurements on pre-school age children are technically

straightforward and, if well controlled, can be reliable and accurate.

Such measurements could be part of the WHS core questionnaire. The

WHS will be able to make use of the excellent training manuals on

anthropometry now available. The task of training interviewers to

weigh and measure children is facilitated by well illustrated guides

like the one produced by the UNHSCP (United Nations 1986), and the

tape-slide sets produced by the LSHTM. However, indicators based on

weight-for-age, height-for-age, weight-for-height, mid-upper arm

circumference etc. are all best regarded as both non-specific and

indirect. This is because body size at a given time is the end result

of the interaction of nutritional and infectious disease processes and

hence is an indicator of the combined or sequential effects of both.

In the absence of other information (e.g. on disease status)

therefore, anthropometric indices cannot be interpreted by themselves

so as to implicate a deficiency of nutrients or energy supply as

primary causes of poor health status.

During the past few years, progress has been made in relating

anthropometric measurements to other measures of outcome - in

particular, with mortality experience. Thus, for all of the

indicators mentioned above, we can say that

(i) There is a non-linear relationship between anthropometric

measurements and mortality during a fixed period subsequent to

measurement. That is to say, the probability of death rises more

rapidly with increasing deficit in body size (Kielmann and McCord

(1978) - weight-for-age; Chen et al (1980) - weight and height-for-

age; Sommer and Lowenstein (1975) - arm circumference and height).

(ii) The shape of the function relating mortality with anthropometry

is not constant, but depends upon the pattern of infectious diseases

to which the population is exposed.
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Anthropometry of older children or of adults, may give more

information about the adequacy of food/nutrient supply and could form

an optional module. Dugdale (1985) has suggested that measurements

made on all members of households may be particularly useful in

helping to differentiate food deficit situations from those in which

poor health status is determined by exposure to disease.

Depending upon the general design, a WHS could contribute valuable

information about the significance of anthropometric indicators in

relation to other health indicators. In particular, there is a need

for more information about the influence of different infectious

disease backgrounds. In addition, extension of measurements of weight

and height to adults would be extremely valuable in helping to

validate the use of indices such as Body Mass Index (weight-height 2 )

in situations where chronic undernutrition of working populations is

suspected as a determinant of poor health and performance. In

addition, BMI may well prove to be an important basis for constructing

health/nutrition indicators which provide a 'profile' covering all

members of a household or family. All of these objectives would

however entail the use of 'in depth studies' as part of the WHS

design.

Other modules might consider specific nutritional deficiencies.

Vitamin A and iodine deficiencies are still considerable public health

problems in many developing countries. In the Asian countries, high

prevalence and large populations at risk combine to produce an

estimated half million cases per year of children with active corneal

lesions and 5 million non-corneal xeropthalmias. About 800 million

people are at risk of iodine deficiency diseases which include endemic

cretinism as well as goitre. Although it is possible to show

approximate geographical distributions of populations 'at risk', there

is a shortage both of national representative studies and of within-

country distributions. Methodologies for measurement of status are

technically demanding and expensive. However, the magnitude and

persistence of these problems might justify a fairly intensive effort,

at least in some carefully selected countries.
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4.5 Environmental contamination

In relation to the International Drinking Water Supply and Sanitation

Decade WHO developed a 'Minimum Evaluation Procedure' (MEP) for water

supply and sanitation projects (WHO 1983). A five page questionnaire

was developed which focuses upon the evaluation of the functioning

and use of water supply and sanitation facilities. Impact evaluations

were explicitly avoided as they are generally more complex and costly

to plan and carry out than function and use evaluations. The MEP can

be shortened and culturally adapted and provides a useful starting

point for an optional module on environmental contamination.

Methods to measure personal hygiene (hand washing, food preparation

etc), housing types and degree of crowding are also fairly well estab-

lished now but the design of such measures needs anthropological input

and careful pre-testing.

4.6 Explanatory variables

Health depends upon a complex weave of socio-structural variables and

processes including family relationships and power relationships

within a community. However, we suggest that the WHS concentrates on

explanatory variables which are subject to intervention or can be used

to target interventions to improve health. Essentially this means

restricting questions to indicators of social status and not exploring

social processes. So, which explanatory variables should be included

in a WHS?

Any health survey needs to obtain information on certain explanatory,

or independent, variables. Sex, age, and maternal education (measured

by years of schooling) are essential, as are measures of socio-

economic status. The latter have generated much discussion. Although

there is a need for information on household possessions, housing

type, place of residence, access to food etc, it is all too easy to

overload a household questionnaire with, for example, detailed ques-

tions on labour force participation.

Given the fact that current health depends very much on past health
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and experiences it is important to consider the role of historical

data in the WHS. For example it would certainly be pertinent to

record how long people have lived in their present environment (ie

length of residence). Similarly, information on past. housing condi-

tions, water supply, and sanitation facilities may be needed. In or-

der to distinguish widowed and divorced mothers it may be necessary to

include a simplified marriage history in a questionnaire.

4.7 Community variables

So far the discussion has tended to assume that information on health

and its determinants should be collected about individuals or

households. However, many aspects of environmental risk and the

availability and accessibility of services will be common to wider ag-

gregates. Moreover the interuption of disease transmission may only

occur once services are used widely throughout an area. Common and

contextual variables also have the further analytic advantage of being

clearly exogenous to household decisions about the use of services

(Schultz 1985).

It could be very valuable to supplement the household survey with col-

lection of information directly from clinics. One area of interest

would be in the provision of services. For example data could be col-

lected on location, opening hours, availability of essential drugs and

the history of service provision (Hobcraft 1985). Moreover clinic

records could provide important supplementary information on mor-

bidity. Exactly what might be possible would depend on the national

context, but one area of interest could be life-threatening diseases

with a low prevalence in the community.

It could be useful to compare information obtained on general mor-

bidity through household questionnaires with community level data from

use of the Delphi technique (Levine 1984, WHO 1986). This technique

involves using panels of knowledgeable individuals to obtain informa-

tion about the most frequently occuring and most important illnesses

that affect the population in their area. This combination of

household questionnaires complemented by key informant discussions is

a well tested and attractive approach.
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4.8 Summary of core questionnaire and modules

To summarise, the proposed topics for any core questionnaire and those

for which optional modules might be developed are presented in Table

2. The core questionnaire would be fairly short and many of the op-

tional modules would have to be country-specific.

5. DESIGN AND ORGANISATIONAL ISSUES

5.1 Selection of countries for the WHS

The TOR for this report suggest that the WHS would be a programme to

sponsor studies of health in a broad range of developing countries.

The experience of the World Fertility Survey suggests that comparative

studies of some topics are best undertaken by including data from as

many and as varied countries as possible while other investigations

find it more profitable to concentrate on a limited number of

countries with certain features in common. It should also be noted

that only a programme of surveys that included such populous countries

as China or India could be considered in any way representative of the

developing world. It therefore seems important to decide at the out-

set whether the countries involved in a WHS should be selected to max-

imise their differences or whether country health studies should be

concentrated where they are judged most important. At least four axes

of variation seem relevant: existing health conditions, socio-

political structure, the organisation of the health services and

geographical location.

As was emphasised in section 2, survey-based investigations of health

are not appropriate in every country. The value of such a survey

depends on the nature of existing health information systems, the

capacity of national institutions to conduct a survey without disrupt-

ing other activities and the extent to which the results will be used

to improve planning and management of the health services.

In the selection of countries the WHS should avoid duplicating the ef-

forts of the UNHSCP national health surveys. One possibility is that
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Table 2 A summary of proposed topics for a World Health Survey core questionnaire and optional modules

Core questionnaire Optional modules

Mortality - five year birth history Mortality - complete birth history

- orphanhood for women aged 15-49 - cause specific mortality eg. tetanus, measles,
whooping cough, diarrhoea

Morbidity - 14 day recall of general morbidity Morbidity - cause specific morbidity eg. ARI, diarrhoea

for all household members

- 1 year recall of chronic illness for
adults

Use of services - use associated with two Use of services - attitudes towards services, drugs taken

week recall of morbidity
- coverage of specific programmes eg. ORT,

vaccination, malaria prophylaxis

- costs of services (time and money)

Nutrition - anthropometry of adults and older children

Nutrition - anthropometry of all preschool - nutritional deficiencies eg. Vit A and iodine

children
Environmental contamination - water supply, sanitation, housing

Explanatory variables (age, sex, type (past and present)

education, houshold possessions,

place of residence, length of - personal hygiene practices

residence,marital status etc)
Knowledge and attitudes

Community variables



WHS staff could provide a central pool of expertise available to

countries implementing such surveys.

5.2 Review of the existing health information system

The first organisational step needed in a country where a study is to

be conducted is a comprehensive review of past, current and future

health data collection activities. This should include both facility-

based and population based data. This kind of activity will sometimes

have taken place already in which case a simple up-dating will be

needed (eg. USAID recently undertook this exercise in Tanzania). Both

the Ministry of Health and the Central Statistical Office need to be

involved in this and every following stage. Too often national health

surveys have been undertaken under the auspices of a Central Statisti-

cal Office without any liaison with or input from the Ministry of

Health. The recent training workshop on health and nutrition surveys

held in Zimbabwe aimed at overcoming this problem by bringing health

planners and statisticians together to assess country health intorma-

tion needs and to design appropriate health survey methodologies (WHO

et al 1986).

The choice of topics for inclusion in a country studv should depend in

part on the outcome of this review. The overall aim should be to

produce information that complements that being provided by other

sources. Duplication of data collection efforts should be avoided and

in some countries it might be decided not to proceed with a survey.

Questions about particular diseases should focus on the more important

health problems in the country. Similarly questions about health

services should reflect their organisation, for example the relative

importance of vertical programmes and integrated PHC services. Atten-

tion should also be focused on matters pertinent to major future

programmes that are being considered. Once the scope of the study has

been decided, the review will provide an essential background to the

detailed design of the questionnaire and to the development of plans

for tabulation and the production of reports.
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5.3 Sample sizes and design

Some of the measures that would be required from WHS country studies

can be estimated from quite small samples. One example is service

coverage and use. Collecting information on rarer health problems,

for example mortality or adult morbidity requires much larger samples.

Moreover national estimates are often of limited use to health plan-

ners who require information on the subgroups of the population that

particular programmes or geographically localised initiatives are

aimed at. Many of the most important and policy-relevant research

issues involve examination of the interactions between different

determinants of health, for example factors that inhibit the use of

services (Hobcraft 1984). Furthermore, if the WHS adopts the plan to

repeat the studies in order to measure change, this again requires an

increase in sample size.

Two relevant findings from the assessment of the World Fertility Sur-

vey (Cleland and Scott 1987) are that sample-size related fieldwork

costs represent only a moderate part of total expenditure on a

programme of international surveys and that rigorous methodologies,

and in particular extensive training, can produce high-quality infor-

mation even when large samples are interviewed. These findings, com-

bined with the multiple advantages to be gained, suggest that the

country health studies should aim to cover samples of several thousand

households. This would be adequate to investigate child mortality, to

carry out detailed and disaggregated studies of the more common dis-

eases and of service use and to measure substantively significant

changes in programme coverage and health over a five year period. In

large countries that are ecologically diverse or have a federal system

of government it is likely that detailed geographical breakdown of the

results would be needed if they were to be of use for health planning.

This would indicate a correspondingly larger sample.

One issue that will require particular attention in the design of

samples for a WHS is the extent to which they are clustered. The loss

of efficiency that results from cluster sampling is particularly

severe in the case of health. This reflects the localised transmis-

sion of infectious disease and the fact that many services (eg. the
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presence of a clinic) and facilities (eg. adequate sanitation) are of-

ten a characteristic of a whole village or neighbourhood. However the

costs of carrying out intensive or follow-up studies on a widely dis-

persed sample would probably be prohibitive. It might be necessary to

conduct them in a localised area or in a subsample of clusters, rather

than individuals, included in the main survey.

5.4 Repeat surveys

If the proposal to repeat country health studies after several years

is adopted, attention will have to be given to this in the overall

design of the WHS. It is probably impractical to attempt to conduct a

panel study, that interviews the same households, after such a long

interval. Some of the advantages of this could be obtained by con-

ducting the second survey in the same sampling areas which were used

for the initial study. For example, changes in community-level vari-

ables could be examined directly. To ensure that this approach was

feasible, attention would have to be given to the production and

preservation of the necessary documentation. Second, there is

evidence that the results of health interview surveys are sensitive to

even minor changes in methodology and changes in people's perceptions

of illness over time (Ross and Vaughan 1986). The need for consis-

tency will conflict with the desire to update the questionnaire to

reflect changes in circumstances and improvements in methods. Ex-

plicit attention will have to be given to the resolution of this con-

flict of interests during preparation for the second round of

fieldwork.

5.5 In-depth studies

Section 4 of this paper outlined the wide range of information on

health and its determinants that can be collected in a single-round

survey. Other kinds of information can only be collected prospec-

tively or by conducting medical examinations. Many possibilities can

be envisaged and the priority that should be assigned to them will

depend on the country concerned. One theme that could be particularly

valuable, both for assessing the benefits from health expenditure and

for clarifying the determinants of health, would be follow up studies
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of individuals experiencing ill-health or other medically relevant

conditions at the time of the main survey. This could yield a much

better understanding of the longer-term implications of such ex-

periences. Some specific possibilities are:

- to follow up pregnant women to examine determinants of their

health status and pregnancy outcomes in the context of the use

of MCH services and of their work activities. This study could

be extended to examine the implications of a new birth for the

health of the infant's older sibling;

- to follow up sick and malnourished children to clarifv the in-

teraction between morbidity and growth faltering and the process

by which disease may develop into long-term disability;
- to examine the economic and health consequences of serious ill-

ness among adults, in particular mothers and principal earners,

both for the household as a whole and for the children in it.

5.6 Questionnaire development and pre-testijng

The complexity of the social processes affecting health suggest that

small-scale observational studies could represent a useful counterpart

to the examination of existing statistical information (see section

5.2) during the planning of country health studies. These could be

both clinic and community based. As well as suggesting relevant

issues and hypotheses, such studies have an important role to play in

questionnaire development. For example, a good understanding of

traditional concepts and terminology describing diseases and symptoms

is essential for the design of algorithms intended to identify par-

ticular diseases and causes of death. Moreover the sensitivity and

appropriateness of questions about many issues vary between cultures.

Such studies would also be useful for identifying and clarifying the

nature of social aggregates (ie. communities) that are likely to be of

relevance to the health status and health-related actions of in-

dividual households (see section 4.7).
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5.7 Piloting and training

Very thorough pilot tests will be needed of the whole organisational

set up of the survey. If numerous respondents are used in each

household what are the best arrangements for interviewers? What

should the sex, age and background of interviewers be? If

anthropometric measurements are to be taken how is the work load to be

split between interviewers? Will the mother be involved in the

anthropometric measurements? In a health survey typically two inter-

viewers proceed to each household. Particular attention should be

paid to how measuring boards and scales are to be transported (if

used). Experience from USAID's Demographic and Health Surveys (DHS)

is useful here.

Many questions in a health survey are on sensitive topics and inter-

viewers need thorough training to be able to deal constructively with

potential problems.

Special procedures are needed in order to obtain blood, faecal, urine

samples etc with specially trained staff made available.

5.8 Seasonality and fieldwork operations

One potential methodological drawback of single-round surveys inves-

tigating health is the seasonal concentration of many infectious dis-

eases and of food shortages. This needs to be taken into account in

the design of country health studies. Combined with the need to use

highly trained interviewers in order to collect reliable and consis-

tent data on health, this suggests that fieldwork operations should

follow a similar model to that adopted for the LSMS. In other words,

a limited number of teams of interviewers should conduct a programme

of work evenly spaced out across an entire calendar year. Entry,

validation and editing of data should proceed in parallel. Even at

the cost of adding somewhat to the expense of fieldwork, efforts

should be made to ensure that interviews in each region and stratum,

for example urban areas, are also spread across the whole year.

However it should be recognised that conducting year-round fieldwork

may be impractical in precisely those countries in which seasonal
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variations in health are probably greatest and that drop-out of inter-

viewers is a potential problem in such a long fieldwork period

(Harpham 1987). Moreover this approach would not provide the

individual-level data on seasonal variations in health needed to in-

vestigate this subject fully.

5.9 Validation and examinations

Laboratory investigations in community-based studies can for logisti-

cal and ethical reasons be divided broadly into those which assess and

evaluate the delivery of health care services and those which examine

health and nutritional status. The first group would include capillary

blood samples taken for measurement of antibodies against tetanus,

measles, and polio etc. In such studies blood samples would be col-

lected as part of a single round cross-sectional survey and brought,

after suitable preparation 'in the field', to a central laboratory.

There would be no need for immediate feedback of the information to

the individual in order that treatment might be obtained. The second

group would include capillary blood samples taken for measurement of

haemoglobin or thyroid status etc where early treatment for those 'at

risk' with very abnormal values would be indicated. This ethical con-

sideration has been facilitated by the recent development of accurate,

simple reproducible means for measuring haemoglobin 'on site'; severe

anaemia for instance could be treated immediately. The remainder of

the blood sample could then be taken to the base laboratory.

5.10 Data processing

Data processing problems are a most serious issue in many countries.

The analysis and dissemination of survey results are often delayed be-

cause all aspects of data processing have not been determined before

the collection of data starts. However, there is now experience of

using microcomputers and appropriate software to overcome such

problems. The organisation of the Living Standards Measurement

Studies (LSMS) of the World Bank is a useful example. The LSMS in the

Ivory Coast (1600 households) produced a preliminary abstract of

results just two months after the end of fieldwork (Spitzer 1986).

This was achieved by making microcomputers the survey's hub around
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which everything else revolved. The preparation of the questionnaire,

data codebook and documentation, sample design and household selec-

tion, scheduling of interviews, data entry and cleaning, preliminary

tables and analyses and statistical abstract were all carried out

using microcomputers. Environmental problems were prevented by the

use of dust covers, surge guards and air conditioning. Editing

('cleaning') of data was performed at regional centres so it was pos-

sible for interviewers to re-visit households whose records had incon-

sistent or missing data. The WHS should make full use of such ex-

perience and plan processing at the earliest stage of each survey.

A related development of considerable importance that has been

pioneered at ORSTOM and is also being investigated at LSHTM is the use

of hand held computers for data capture. This eliminates the data

entry stage of survey processing and appears to reduce errors that

arise from interviewers and coders misunderstanding the skip instruc-

tions on the questionnaire. It has considerable potential for reduc-

ing the cost and speeding up the processing of survev data.

5.11 Strategies for analysis

A useful strategy for analysis, comparable with that adopted by other

international programmes of survey research, wouid be to aim to

produce a first report rapidly, outlining the design and conduct of

the survey and presenting descriptive tables and a brief commentary on

them. The emphasis would be on providing information on each aspect

of health and health-related behaviour rather than on examining their

inter-relationship. Important topics would include mortality; in-

cidence or prevalence of disease; the nutritional status of children;

access to clinics, drug dispensaries and other services; coverage

achieved by vertically-organised health programmes; and exposure to

enironmental contamination. Each table should be produced according

to a series of background characteristics, in particular those most

useful for identifying differential need and use of services, for ex-

ample age, sex, region and residence.

At least two priorities for further analysis can be identified. One

is use of the data to assess the past or future effectiveness of in-
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vestment in particular health programmes. The other is more general

investigations of the processes affecting, and determinants of,

health. Both fields of investigation are beset wiL, mpthodological

problems and will be extremely demanding of the skills and ingenuity

of the investigators. It is in the nature of such issues that no com-

plete solutions exist. Nevertheless the WHS will only produce

methodologically adequate studies and effective progress if con-

siderable resources are committed to this final stage of the

programme. The analysis of many surveys is more or less abandoned by

hard pressed organisations with responsibilities for other work once

the initial report has been produced. Thus the central secretariat

and outside researchers need to be involved. In addition to directly

funding research, a great deal can be accomplished by rapid production

of documented files for secondary analysis, organisation of meetings

and active programmes for the publication and dissemination of infor-

mation. It should be noted, however, that some countries regard

health as sensitive and confidential.

6. CONCLUSIONS

(1) A series of coordinated country health studies, producing

population-based estimates of health and its determinants, has a

valuable role to play in some countries as one aspect of efforts

being made to improve health information systems in the develop-

ing world.

(2) Improvement of methodology for assessing the health impact of

interventions is of vital importance but data collection should

probably focus on 'ad hoc' enquiries conducted in favourable

circumstances. General-purpose health surveys are of limited

use for evaluating impact but could provide information required

to evaluatefectee of-service provision.

Moreover a programme of surveys repeated at intervals of several

years could form a focus for an overall assessment of progress

being made in the health sector.

(3) The main value of a WHS would arise from the establishment of a

central secretariat accumulating expertise in the design, con-
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duct, processing and analysis of-_cuntry health studies and in-

volved in dissemination and application of findings from them,

rather than from attempts to collect internationally comparable

information on health.

(4) Country health studies should be set in the context of and sup-

portive of the existing health information system. It is vital

to involve Ministries of Health as well as national statistical

offices. Major efforts should be put into drawing together, and

perhaps conducting further analyses of, existing data before

fielding any survey.

(5) Country health studies should aim to provide complementary in-

formation to existing initiatives to develop routine data col-

lection, and other programmes of surveys and methodologies for

project evaluation. In many countries this is likely to be

achieved by conducting health interview surveys that focus on

morbidity and children's nutritional status, but retrospective

data on mortality should also be collected.

(6) The variety of health problems and priorities in developing

countries suggests that any core questionnaire should be fairly

brief. Reviews of existing data should feed into the develop-

ment of a design and questionnaire that reflect health problems,

service provision and information needs in each country and will

provide the data needed for planning.

(7) Although much useful information can be collected in single-

round surveys, other topics require a prospective study or the

conduct of medical examinations. Part of a WHS programme should

consist of in-depth studies of health issues of particular im-

portance in the countries concerned.

(8) Experience of conducting and analysing general-purpose health

surveys is limited. Although their feasibility in now estab-

lished and many of the instruments designed, the WHS will need

to devote adequate funds to methodological research. One
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priority is the validation of interview-based questions. A

second is analytic methodology needed to take full advantage of

data to be collected.

46



REFERENCES

Brass W and Bamgboye E [1981] The time location of reports of
survivorship: estimates for maternal and paternal orphanhood and the
ever-widowed Centre for Population Studies Working Paper No. 81-1.
London: London School of Hygiene and Tropical Medicine.

Carlson BA [1985] The potential of national household survey
programmes for monitoring and evaluating Primary Health Care in
developing countries. World Health Statistics Quarterly 38: 38-64.

Chackiel J and Orellana II [1985] Adult female mortality trends from
retrospective questions about maternal orphanhood included in censuses
and surveys. In, International Union for the Scientific Study of
Population International Population Conference: Florence 1985. Liege:
IUSSP.

Chen LC, Chowdhury AKM and Huffman SL [1980] Anthropometric assess-
ment of energy-protein malnutrition and subsequent risk of mortality
among pre-school aged children. American Journal of Clinical Nutri-
tion 33, 1836-45.

Chernichovsky D [1979] The economic theory of the household and impact
measurement of nutrition and related health programmes. Vorld Bank
Reprint Series 121.

Chowdhury AMR [1986] Evaluation of a community based oral rehvdration
programme in rural Bangladesh. Ph.D thesis, EPC, London School of
Hygiene and Tropical Medicine.

Cleland JG and Scott CS [1987] The World Fertility Survey: an Assess-
ment. Oxford: OUP.

Drummond MF and GL Stoddart [1985] Principles of economic evaluation
of health programmes. World Health Statistics Quarterly 38: 360-36b.

Dugdale AE [1985] Family anthropometry: a new strategy for determin-
ing community nutrition. The Lancet, September 21, 672.

Ghana Health Assessment Project Team [1981] A quantitative method of
assessing the health impact of different diseases in less developed
countries. International Journal of Epidemiology 10 (19): 73-80.

Gray RH [1985] The integration of demographic and epidemiological ap-
proaches to studies of health in developing countries. Paper prepared
for the Informal Session 1.15 on Demography and the Biomedical
Sciences, IUSSP General Conference, Florence, Italy, June 5-12, 1985.

Gray RH [1986] Report of a workshop on health impact evaluation. Oc-
tober 9-10. The Institute for International Programmes and The John
Hopkins University School of Hygiene and Public Health. Baltimore,
Maryland.

Harpham T (1987) Fieldwork duration. In Cleland JG and CS Scott
(eds) The World Fertility Survey: An Assessment. Oxford: OUP.

47



Hobcraft J [1984] Use of special mortality questions in fertility
surveys: the World Fertility Survey experience. In United Nations
Data Bases for Mortality Measurement Population Studies 84. UN: New
York.

Hobcraft J [1985] The interplay of health and society: towards new
surveys of mortality determinants. In Casterline JB (ed) The Collec-
tion and Analysis of Community Data. Voorburg, Netherlands: Interna-
tional Statistical Institute.

Kielmann AA and McCord C [1978] Weight-for-age as an index of risk of
death in children. The Lancet, nol 1247-50.

Krishnan TN [1984] Infant-mortality in Kerala State, India. Assign-
ment Children 65/68: 243-308.

Kroeger A [1983] Health interview survevs in developing countries: A
review of the methods and results. International Journal of
Epidemiology 12(4): 465-481.

Kroeger A [1985] Response errors and other problems of health inter-
view surveys in developing countries. World Health Statistics
Quarterly 38: 15-37.

Levine A [1984] A model for health projections using knowledgeable
informants. World Health Statistics Quarterly 37: 306-313.

Mills A [1985] Economic evaluation of health programmes: application
of principles in developing countries. World Health Statistics
Quarterly 38: 368-382.

Mosley WH and Chen L [1984] An analytical framework for the study of
child survival in developing countries. Population and Development
Review, Supplement to Vol. 10.

van Norren B and van Vianen HAV [1986] The malnutrition-infectious
syndrome and its demographic outcome in developing countries. PCDOJ
Programming Committee for Demographic Research, Publication no. 4.
The Hague, Netherlands.

Popkin BM [1982] A household framework for examining the social and
economic consequences of tropical disease. Social Science and
Medicine 16: 207-216.

Ross DA and Vaughan JP [1984] Health Interview Surveys in Developing
Countries: A Methodological Review with Recommendations for Future
Surveys. EPC Publication number 4. London School of Hygiene and
Tropical Medicine, London.

Ross DA and Vaughan JP [1986] Health interview surveys in developing
countries: A methodological review. Studies in Family Planning 17:
78-94.

Schultz TP [1985] Household economic and community variables as
determinants of mortality. In International Union for the Scientific
Study of Population International Population Conference: Florence
1985. Liege: IUSSP.

48



Sommer A and Lowenstein MS [1975] Nutritional status and mortality; a
prospective validation of the QUAC stick. American Journal of Clini-
cal Nutrition 28: 287-292.

Spitzer N [1986] What PCs add to surveys. The World Bank Research
News 6(3); no page number.

Timaeus I [1986] As assessment of methods for estimating adult mor-
tality for two sets of data on maternal orphanhood. Demography 23(3):
435-449.

Timaeus I [1987] Estimation of fertility and mortality from WFS
household surveys. In Cleland JG and and CS Scott (eds) The World
Fertility Survev: An Assessment. Oxford: OUP.

United Nations [1984] Data Bases for Mortality Measurement Popula-
tion Studies 84. New York: United Nations.

United Nations [1986] How to weigh and measure children: Assessing
the nutritional status of young children in household survevs. Na-
tional Household Survey Capability Programme. Report number
DP/UN/INT-81-041/GE. United Nations Department of Technical Co-
operation for Development and Statistical Office, New York.

Vallin J, Pollard JH and Heligman L (eds) [1984] Methodologies for
the Collection and Analysis of Mortality Data. Liege: Ordina Edi-
tions.

Wilson RW [1984] Interpreting trends in illness and disability:
health statistics and health status. Annual Review of Public Health
5: 83-106.

WHO [1980] International Classification of Impairments, Disabilities
and Handicaps: A Manual of Classification Relating to the Consequences
of Disease. World Health Organization, Geneva.

WHO [1981] Manual for the planning and evaluation of national
diarrhoeal diseases control programmes. Programme for control of
diarrhoeal diseases. Report No. WHO/CDD/SER/81.5. World Health
Organization, Geneva.

WHO [1983] Minimum Evaluation Procedure: for water supply and sanita-
tion projects. Report No: ETS/83.1 CDD/OPR/83.1. World Health Or-
ganization, Geneva.

WHO [1986] Forecasting drug requirements using panels of knowledge-
able persons. World Health Organization, Geneva.

WHO/ECA/UNSO/UNICEF [1986] Regional training workshop for statis-
ticians and health manages in health and nutrition surveys. Training
manual for workshop held in Kadoma, Zimbabwe, 10-28 November 1986.
World Health Organization, Geneva.

49



- Bellagio Health Research for the Dev.-

World: Priorities & Strategies" 7/87



WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OF FT GE MEMORANDUM

DATE : August 21, 1987

TO : Mrs. Ann 0. Hamilton, Director, PHR

FROM : Dean T. Jamison, Chief, PHRHN

EXTENSION : 33226

SUBJECT : Back-to-Office Report: Meeting on "Health Research for the Developing

World: Priorities and Strategies", Bellagio, July 18-22.

1. According to your terms of reference dated June 30, 1987, I attended

this meeting. Attached are an agenda for the meeting and a list of

participants. The attendees mostly comprised a distinguished group of

medical scientists; a few bureaucrats (representing WHO, UNDP and the Bank)

were invited to provide a sense of the market for proposals to increase

research funding.

2. The discussion proceeded at a high level of abstraction that was

occasionally difficult for me to follow. Several points were generally agreed:

(i) there remains gross imbalances between the developed and developing

world in terms of both of capacity to construct research and of the

relevance of the subjects of ongoing research to the needs of differing

patterns of health problems in the developing countries;

(ii) that while more research would likely have high social payoffs,

realistically there were limited prospects for new funding; therefore

(iii) establishing priorities (the subject of the meeting) was essential.

3. I got little out of the discussions of how to set priorities. Most

illuminating was an example of an extensive analysis of priorities for

vaccine research undertaken over a period of one to two years in a relatively

quantitative way by a group of experts assembled by NAS/IOM. The group had

the good sense on Day 1 to come to a quick and dirty set of judgments. The

final results were rather close to the initial judgments. I'm not sure I'd

buy the implicit conclusion about the value of analysis, but there is

certainly a lesson in the story.

4. The conference organizers left ample time for informal discussions

and, as is often the case, this proved very valuable. There was a good deal

of skepticism, in these informal discussions, about the priority that ought

to be accorded a series of country health surveys; but some of the skeptical

also seemed attracted (Caldwell, Chen, Muller) and jumped straight into the

technical issues. I had initial discussions about starting a look at PHN

priorities for the Bank and received useful ideas and encouragement.
Richard Peto of Oxford reviewed the extremely interesting epidemiological
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work he is involved with on China, and I invited him to give us a seminar here

at the Bank.

5. All-in-all, Ken Warren and Rockefeller posed a set of questions and

assembled a group that yielded a productive outcome -- even if some of the

structured sessions drifted a bit. The relation of the outcome of the

Bellagio deliberations to the immediately preceeding ones in Boissyl was

unclear, but the hope was expressed that the record (forthcoming) of

Bellagio would be of value to the newly established Independent International

Commission on Health Research.

Attachment

cc: Messrs. Haddad, van der Gaag
Mss. Birdsall, Herz

PHN Group Staff

DTJamison/am
(Signed in his absence.)

1See Back-to-Office report of July 28 from Measham and me.
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HEALTH RESEARCH FOR THE DEVELOPING WORLD:
PRIORITIES AND STRATEGIES

BELLAGIO, ITALY
July 18-22, 1987

AGENDA

Saturday, 18 July

afternoon Arrivals

7:00 p.m. Cocktails

7:30 - 8:30 p.m. Dinner

After dinner Report of planning meeting of the Independent International
(40 minutes) Commission on Health Research - Chen

Sunday, 19 July

8:00 - 9:00 a.m. Breakfast

9:00 - 9:30 a.m. Summary of Working Paper - Health Research for the
Developing World: Priorities Based on Effectiveness and
Cost - Walsh

9:30 - 10:30 a.m. Priorities: Diseases of Underdevelopment/Development
Opening Remarks - Foege
Chair - Rugunda

10:30 - 11:00 a.m. Coffee

11:00 - 12:30 p.m. Summary - Rugunda 7.
Chair - Foege

12:30 - 1:00 p.m. Aperitifs

1:00 - 1:50 p.m. Lunch

3:00 - 4:00 p.m. Priorities: Burden of Illness (Specific Diseases)
Opening Remarks - Tugwell
Chair - Martinez-Palomo

4:00 - 4:30 p.m. Tea

4:30 - 6:00 p.m. Summary - Martinez-Palomo
Chair - Tugwell

7:00 p.m. Cocktails

7:30 - 8:30 p.m. Dinner



AGENDA - Page 2

Monday, 20 July )

8:00 - 8:30 a.m. Breakfast

8:30 - 10:00 a.m. Priorities: Modes of Intervention - e.g.
Preventive/Curative*

Opening Remarks - Rohde
Chair - Muller

10:00 - 10:30 a.m. Coffee

10:30 - 11:30 a.m. Summary - Muller
Chair - Rohde

11:30 - 12:30 p.m. Priorities: Level - e.g. Basic/Applied/'ocial
Opening Remarks - Ramalingaswami
Chair - Thier

12:30 - 1:00 p.m. Aperitifs

1:00 - 1:50 p.m. Lunch

2:00 - 3:30 p.m. Summary - Thier
Chair - Ramalingaswami

3:30 - 4:00 p.m. Tea

4:00 - 5:00 p.m. Priorities: Venue - e.g. North/South/International/Industry
Opening Remarks - Wasi
Chair - Jamison

5:00 - 6:00 p.m. Summary - Jamison
Chair - Wasi

7:00 - 7:30 p.m. Cocktails

7:30 - 8:30 p.m. Dinner

*Preventive/Curative
Vaccines/Drugs
Environment/Pesticide
Water/Oral rehydration
Sanitation/Antibiotics



AGENDA - Page 3

Tuesday, 21 July

8:00 - 9:00 a.m. Breakfast

9:00 - 11:00 a.m. Priorities: Funding - e.g. National/Bilateral/Multilateral
Opening Remarks - Rothermel
Chair - Lucas

11:00 - 11:30 a.m. Coffee

11:30 - 12:00 p.m. Summary - Lucas
Chair - Rothermel

12:30 - 1:00 p.m. Aperitifs

1:00 - 1:50 p.m. Lunch

2:00 - 4:30 p.m. Overall Summary and Discussion
Opening Remarks - Walsh
Chair - Warren

7:00 - 7:30 p.m. Cocktails

7:30 - 8:30 p.m. Dinner

Wednesday, 22 July

morning Departure



The Rockefeller Foundation
Bellagio Study and Conference Center
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PERSONNEL

Bellagio Study and Conference Center - New York

Nan S. Robinson, vice-president for
administration - chairman of the Bellagio
Committee

Susan E. Garfield - manager, Bellagio Center
Office

Rita P. Sisti - secretary

Bellagio Study and Conference Center - Italy

Roberto Celli - administrator
Gianna Celli - assistant administrator
Enrica Gilardoni - bookkeeper and accountant
Marta Hill - conference assistant
Elena Ongania - secretary



ADDRESSES, TELEPHONE NUMBERS. CABLES, and TELEX

New York

Address: Bellagio Study and Conference Center
Rockefeller Foundation
1133 Avenue of the Americas
New York, New York 10036 USA

Telephone: 212/869-8500

Cable: ROCKFOUND NEH YORK (USA)

Telex: 224862 ROCKFEL (RCA)

Be1lago

Address: Centro Culturale della Fondazione
Rockefeller

Villa Serbelloni
22021 Bellagio (Como), ITALY

Telephone: (39) 031.950.105 or 106

Cable: ROCKFOUND BELLAGIO (Italy)
- Use ROCKFOUND COMO if the cable is

sent on Saturday or Sunday.
- Include the Center's telephone number

if time is short and/or the message
is urgent.

Telex: There is no telex service to Bellagio.

Autonoleggio Pini Car Company

Address: Piazza Aspromonte, 28
Milan 20131, Italy

Telephone: (02) 278.366 or (02) 203.484

Cable: PINICARS MILANO (Italy)

Telex: 322043
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MAIL SERVICE

Mail service in Italy, especially to small towns
like Bellagio, is not as efficient as what you may be
accustomed to in the United States or in large
European cities. Airmail letters require an average
of two weeks for arrival from the United States.
Mail delivery from European cities is much slower
than comparable service to a larger metropolitan
area. Therefore, we advise you to bring rather than
send essential materials when you can.

If you wish to send some materials, we offer the
following advice.

1. Allow enough time so that your package will
arrive at the Center before you. It will be held
unopened until you arrive.

2. Address the package as follows:

Mr. Roberto Celli
Centro Culturale della Fondazione Rockefeller
Villa Serbelloni
22021 Bellagio (Como), Italy

3. Include your name and address on the return
label.

4. Affix a label on the package with the
following statement:

Esente da Diritti Doganali ai Sensi della
Legge No. 984 del 9 Ottobre 1964, pubblicata
sulla Gazzetta Ufficiale de 27 Ottobre 1964.

In accordance with this law, the Center has the
right to import free of duty materials essential
to its operation. The exemption may not be
claimed for personal effects. Although you will
avoid duty by this law, it is possible that an
Italian Customs Tax may be levied at the
inspection of your shipment. It will be paid by
the Center's representative and you will be
billed at the Center.
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Those mailing packages outside the U.S. should
consult the country's regional postal authority. The
guidelines below are relevant to those mailing
packages from within the U.S.

The type of service chosen depends upon the
weight and contents of the package.

Air Printed Matter
Use for books, weighing 11 lbs. or less and for
other printed material (e.g., pamphlets, loose
pages, bound documents less than 27 pages),
weighing 4 lbs. or less. Allow 4-6 weeks for
delivery.

Air Parcel Post
Use for books weighing more than 11 lbs., other
types of printed matter weighing more than 4 lbs,
or any other types of materials (e.g., supplies,
equipment, etc.) regardless of weight. Packages
weighing more than 44 lbs. should be broken down
into two packages of approximately equal weight.
Allow 4-6 weeks for delivery.

Express
Use for packages weighing 44 lbs. or less which
must reach Bellagio within 2-3 days. This
service is much more costly than "Air Printed
Matter" or "Air Parcel Post."

Air Freight
Use for packages weighing more than 44 lbs. which
cannot be broken up. Packages have to be cleared
by a forwarding agent, preferably Emery Air
Freight International (13 via Card. Mezzofanti,
20133 Milan, Italy; telephone 715.588). Contact
the Emery office nearest you for details.

It is the responsibility of the sender to wrap
the package for mailing in accordance with Post Office
requirements.
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ARRIVAL/DEPARTURE

The travel advisory form sent to you by the con-
ference organizer states the official dates of the
conference. The first date mentioned is the arrival
day; the second is the departure day. Please arrange
your travel to conform to this schedule. Unfortu-
nately, we are not able to offer accommodations be-
fore or after the official dates of the conference.

If you arrive in the area before the arrival day
or plan to leave later than the departure day, please
arrange for your own hotel accommodations. A list of
hotels in Bellagio and their current rates is avail-
able from your organizer. A travel agent can help
you with reservations.

You are welcome at the Center anytime after 9:00
on arrival day. An introductory meeting is usually
scheduled in the afternoon or after dinner on arrival
day and includes a brief welcome by a representative
of the Center. It is best to plan your arrival to
allow you to participate in these first contacts.

If at the last moment you are unable to attend
the conference, please telephone or cable Mr. Celli.
(see page 2)

EXCLUSION OF SPOUSES

It is the Foundation's policy not to provide
lodging and meals for your spouse at the Bellagio
Center. Requests for special treatment will not be
entertained.
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ACCOMMODATIONS

Although the Foundation does not contribute
toward the costs of travel to Bellagio, during the
course of the conference you are our guest at the
Center.

The atmosphere at the Center is somewhat like a
private home - albeit a very large home. Our small
staff takes much pride in providing special care for
and in anticipating the needs of each guest. Because
the Center is not a hotel, however, there are some
limitations to the services we are able to offer.

Room assignments are made ahead of time. There
are 25 single-room accommodations (about one-third of
these share a bath) located in one of three lakeshore
buildings - the Sfondrata, the Torre, or the Casa
sull'Acqua, a ten-to fifteen-minute walk from the
Villa.

A car is available for transportation from the
lakeshore buildings to the Villa after breakfast, if
the group is meeting there, and for dinner. Trans-
portation downhill is not available, but the paths
and steps are well-lighted. Transportation off the
grounds is not available.

If climbing stairs is very difficult for you,
please check the appropriate box on your travel
advisory form.
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MEALS

Breakfast is taken at your convenience within the
breakfast hour. The noon and evening meals, however,
are served promptly on schedule. In order to foster
an exchange of ideas across disciplines, dinner is
taken with the scholars in residence and seating is
arranged by Mrs. Celli.

If you require a special diet, please check the
appropriate space on your travel advisory form and
provide details to your organizer or directly to Mrs.
Celli.

ATTIRE

Informal clothing is worn during the day. Dress
for dinner is somewhat more formal - suits and ties,
dresses, or national costumes are appropriate.

WEATHER

The weather in Bellagio is moderate - the town is
only 280 meters above sea level - but nights are al-
most always cool. You may find useful the following
chart of average temperatures in Milan, taken from
Fodor's Italy (although the temperatures in Bellagio
are usually a few degrees cooler).

January - 410 F, 50 C July - 840 F, 290 C
February - 460 F, 80 C August - 820 F, 280 C
March 550 F, 130 C September - 750 F, 240 C
April - 640 F, 180 C October - 630 F, 170 C
May - 730 F, 230 C November - 500 F, 100 C
June - 810 F, 270 C December - 430 F, 60 C

TIME

From approximately late March to the end of Sep-
tember, Italy is on daylight savings time.
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TRAVEL

GENERAL LOCATION

The town of Bellagio is located in northern Italy
at the point where Lake Como divides to form its
Lecco and Como arms. It is approximately 75 km. (47
miles) from Milan, 35 km. (22 miles) from Lugano via
ferryboat from Cadenabbia, and 32 km. (20 miles) from
either Lecco or Como. The Center, also known as the
Villa Serbelloni, is situated above the town of
Bellagio in 50 acres of parks, woodland, and gardens.

AIRLINE TICKETS

If you are traveling to Bellagio on a prepaid
airline ticket, please note that neither the dates
nor the routing can be changed without prior approval
in writing to the airline from the issuing agent.
Confirmations or cancellations can be made by
telephone from Bellagio. However, ticket changes are
only possible at ticket offices in Como, Milan, and
the airports, and cannot be handled by our staff.
Please take special care to ensure that your ticket
is prepared correctly before arriving in Bellagio.

POINT OF ARRIVAL

Please see the maps of the area (pages 9 & 10).
The most convenient point of arrival if you are
traveling by air is Milan; most international flights
arrive at Malpensa airport and most continental
flights at Linate airport. If you are traveling by
train, both Milan and Como are convenient points of
arrival.
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LOCAL TRANSPORTATION

If the organizer has travel funds available, he/
she may be able to pay for your local transportation
via a private car service. If the funds are not
available, you may travel to Bellagio quite easily by
rental car or public transportation. In any case,
it is essential that you fill out a travel advisory
form and return it as directed.

*Private car service. If travel funds are
available, you will receive from the organizer in-
structions regarding Autonoleggio Pini mini-bus or
car service which will transport you to Bellagio from
the city of Milan or the airports. If your arrival
plans change at the last minute, please contact the
Pini Company (see page 2).

**Rental cars. All international rental car
agencies are represented at both airports, the air
terminals, and the Milan Central train station.

*Public transportation. Below are descriptions
of three ways to reach Bellagio by public transpor-
tation. All costs and times are approximate.

To Reach Milan

From either of the airports, busses to Milan run
frequently. Travel time: 1/2 hour; cost: L. 3,500.
The bus stops at the air terminal, which is directly
across the street from the Milan Porta Garibaldi
train station. There is also limited service
arriving at and departing from Milan Central train
station.

From the train station, then travel to Bellagio
via Como, Lecco, or Varenna (see next page).
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Milan-Como-Bellagio
Milan-Como. Take a train from Milan Central or

Porta Garibaldi station to Como. Travel time: 1
hour; cost: L. 3,500 second class.

Como-Bellaqio. From the railroad station in
Como, public busses depart about 10 times daily for
Bellagio. Travel time: 1 3/4 hours; cost: L. 3,000.
Alternately, take a cab to the boat terminal. (It is
possible to walk the distance in 10 minutes if your
luggage is not burdensome.) Take a boat or a
hydrofoil ("aliscafo") to Bellagio. Travel time:
boat - 2 hours, hydrofoil - 40 minutes; cost: boat -
L. 5,000, hydrofoil - L. 8,000.

Milan-Lecco-Bellaqio
Milan-Lecco. Take a train from Milan Central or

Porta Garibaldi station to Sondrio or Tirano, but
disembark at Lecco. Travel time: 1 1/4 hours;
cost: L. 3,000 second class (no first class
available).

Lecco-Bellagio. From the station square in
Lecco, public busses depart for Bellagio about 6
times a day. Travel time: I hour; cost: L. 2,500.

Milan-Varenna-Bellagio
Milan-Varenna. Take a train from Milan Central

or Porta Garibaldi station to Sondrio or Tirano, but
disembark in Varenna. Travel time: 2 hours; cost:
L. 5,000 second class.

Varenna-Bellaqio. Take a ferryboat across the
lake to Bellagio. Travel time: 15 minutes; cost:
L. 3,500.

FOR ALL TRAVELERS. Once in Bellagio, take a taxi to
the Center or walk to the Center's gate and announce
your arrival. A car will be sent to pick you up
there.
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CONFERENCE FACILITIES AND EQUIPMENT

Conference Meeting Rooms. There are two main
conference rooms available: at the Torre, on the
lakeshore, for groups up to 20, and in the Villa, for
larger groups. There are several rooms available if
the group includes smaller working sections.

Duplicating service. The Center has a photo-
duplicating machine available for conference use.

Note pads. Note pads and pencils for each par-
ticipant are provided in the conference rooms.

Office space/typewriter. An office and electric
typewriter are available near each conference room.

Projectors. There are two standard size slide
projectors available - one carousel and the other
with trays. He also have a Bell and Howell 16 mm.
sound film projector and an overhead projector. A
large screen is installed in the conference room.

Secretarial Services. Conferences that expect to
require typing of reports or statements should in-
clude a person in the group for such assistance. The
Center's administrative staff is very small and can-
not provide secretarial support for your meeting.
Unfortunately, assistance of this kind is also not
available locally.

Tape Recording. Both meeting rooms have taping
equipment using standard cassettes which you may
bring with you or which may be purchased at the Cen-
ter for about L. 3,000 each. Tape recording equip-
ment must be operated by a participant.

Video Cassette Recorder. The conference room in
the Villa is equipped with a 1/2" VHS video cassette
recorder and two television screens.

Writing boards. There are two (8'x3') white
boards with colored chalk available, as well as flip
charts on stands.
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SERVICES

Conference breaks. If you wish, we will be happy
to provide coffee and tea in the morning and after-
noon for the group. Arrangements can be made at
Bellagio by the conference organizer.

Car Service. Unfortunately, Center cars are not
available for transportation on or off the grounds.
It is a pleasant ten-minute walk to the town from the
main villa.

Currency conversion. Under Italian law, the
Center cannot engage in exchange transactions.
However, travelers checks are cashed by two local
banks, which are open from 8:20 to 13:20 and from
14:30 to 15:30, Monday through Friday. Personal
checks are not readily cashed.

Library. Our small library has many standard and
some specialized reference works, as well as fiction
and nonfiction works of general interest and books
relating to the Center and the region. Periodicals
and daily newspapers (in English, French, German, and
Italian) are available in the reading room.

Mail. Postcards and letters can be mailed by the
office. The cost of postage will be charged to your
account. There is one outgoing and one incoming mail
daily, except Sunday.

Personal charges. You will be charged for post-
age, telephone calls, cables, and laundry service.

Recreation. The Center has a tennis court, with
racquets and balls available. There are also a ping-
pong table and courts for badminton, croquet and
bocce. The lake is suitable for swimming in warm
weather and is checked regularly for pollution.
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Telephone and cable. Outside calls are received
in the main building and can be transferred to the
buildings housing conferees. Telephone are available
in these buildings where one can direct dial long
distance calls to most countries.

Incoming and outgoing telegraph service is
available during office hours.

Voltage. The Center operates on 220 volts, 50/60
cycles.



BRIEF HISTORY

The Rockefeller Foundation has operated the
Bellagio Study and Conference Center for more than
twenty-five years. The Center, a villa typical of
northern Italy, was left to the Foundation by Ella
Holbrook Walker, the Principessa della Torre e Tasso,
an American who adapted it as her home in 1930. The
principessa was very fond of the Villa Serbelloni,
revived and renewed it, and lived there until her
death in 1959.

Mrs. Walker, wanting assurance that this lovely
property would be preserved and used appropriately,
actively sought out an American institution. Dean
Rusk, then president of the Foundation, learned of
her interest in March 1959. Early visits to the
Villa resulted in optimistic reports on its potential
as a center for conferences and scholarly residence.
With trustee approval, the Foundation accepted the
property and a $2,000,000 endowment, with the princi-
pessa's express wish that the Villa be used "for pur-
poses connected with the promotion of international
understanding." Two days after signing her will, Mrs.
Walker died.

Possession of the Villa was a new direction for
the Foundation, and there ensued a period of intense
exploration as to its best use. In October 1959, a
group of distinguished scholars met at the Villa to
discuss and advise the Foundation on that question.
They were unanimous in their view that the Villa
should be a refuge for contemplation, writing, and
purposeful discussion - a place where scholars and
other thoughtful people could be free from everyday
demands. They recommended that the Villa also be
used for small, non-routine conferences that might be
expected to arrive at important conclusions concern-
ing the state of knowledge in a given field and point
out a path for future development. It was hoped that
these uses of the Villa would bolster the Founda-
tion's programs (without limiting the activities to
current program interests) and would serve generally
the world of scholarship, science, and art.
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FORM NO. 75

(6-83) THE WORLD BANK/lFC
DATE:

ROUTING SLIP

NAME ROOM NO.

APPROPRIATE DISPOSITION NOTE AND RETURN

APPROVAL I NOTE AND SEND ON

4CLEARANCE PER OUR CONVERSATION

COMMENT PER YOUR REQUEST

FOR ACTION PREPARE REPLY

INFORMATION RECOMMENDATION

INITIAL SIGNATURE

NOTE AND FILE URGENT

REMARKS:

FROM: ROOM NO.: EXTENSION:



THE ROCKEFELLER FOUNDATION

BELLAGIO STUDY AND CONFERENCE CENTER

Travel Advisory Form

CONFERENCE INFORMATION

Name of Conference Organizer(s) Kenneth _ 14arren 11 _D - "HpAlth P9Crparrh for the

Developing World: Priorities and Strategies"

Conference Dates: Arrival Saturday, July 18, 1987 Departure Wednesday ,luly 2?. 1987

TO BE COMPLETED BY THE PARTICIPANT
PERSONAL INFORMATION

Name: Dean T. jmin Male: x Female:
Affiliation: World Bank

City: Washington, D. C. State/Country: USA

Telephone - Home: (202) 244-0092 Business: (202) 676-1581

Do you have a health problem which makes climbing stairs difficult? Yes No

Do you have dietary restrictions? Yes No x (If yes, please attach an explanation.

Do you anticipate a visa problem? Yes No x (If yes, contact orgainzer).

TRAVEL INFORMATION

Air Travel L

To Milan: Airline/Flight No. -/iFlight Origin

Arrival Date/Time / /
(Note: Most intercontinental flights land at Malpensa; continental flights at Linate.)

Train Travel: Departure time Origin
Destination - Milan Centrale_, Porta Garibaldi , or Como

Arrival date/approximate time/

Auto Travel: Departure time Origin

LOCAL TRAVEL INFORMATION
ECK ONE

*1 will use private car or bus service from (pointofpick-up)
(point of pick-up)

(*Applicable only if organizer has checked #1, below.)
I will use public transportation.

(approximate arrival time in Bellagio)
I will use own or rental car. _____________________________

(approximate arrival time in Bellagio)

TO BE COMPLETED BY THE CONFERENCE ORGANIZER

LOCAL TRAVEL INFORMATION
1. XX Private car or bus service to BellaQio with Autonoleggio Pini Compan will be

arranged for conferees on the conference arrival day.

2. Conferees should use public transportation or own or rental car to Bellagio.

OTOCOPY THIS FORM FOR YOUR RECORDS AD RETURN To THE CONFEPENCE ORGANIZER BY ,av 2J 1927



FORM NO. 75

(6F 3) THE WORLD BANK/IFC
DATE:

ROUTING SLIP

1ME ROOM NO.

till\ , 7EAl

AROPRIATE DISPOSITION NOE A R

APPROL I TEO

PER OUR CONVE S iON

COMMENT PER YOUR REQ JES

FOR ACTION PREPARE REPL

INFORMATION RECOMMENDATION

INITIAL SIGNATURE

NOTE AND FILE URGENT

REMARKS:

FROM ROOM NO.: EXTENSION:
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The Rockefeller Foundation

KENNETH S.WARREN,M.D.

DIRECTOR,HEALTH SCIENCES

October 3, 1986

Dear Ms. Birdsall:

If for no other reason, the economics of both general development
and that for health in the developing world clearly require the
establishment of priorities. In 1979 Rockefeller Foundation officers
suggested a means of determining priorities for disease control (Walsh,
JA, Warren, KS, Selective primary health care: an interim strategy for
disease control in developing countries. New Engl J Med. 301:967-974).
In 1985 at a meeting in Bellagio entitled Good Health at Low Cost,
intersectoral priorities were considered, with a particular emphasis on
education and agriculture in addition to health. Discussions over the
last several years with professional colleagues, other foundations,
international agencies (particularly WHO and UNDP) and with the U.S.
National Academy of Sciences revealed the necessity to establish
priorities for health research as well as disease control, an exercise
requiring a related but different set of assumptions.

The Foundation is therefore planning to hold a meeting in Bellagio,
July 13 to 17, 1987, entitled, Health Research for the Developing World:
Priorities and Strategies. The agenda will include an opening discussion
on both epidemiologic and economic aspects of determining priorities.
This will be followed by a step by step consideration of 1) diseases of
underdevelopment in relation to the encroachment of diseases of
development, 2) specific diseases 3) modes of intervention (e.g. drugs,
vaccines, pesticides, engineering) 4) levels of research (e.g. basic,
developmental, applied, operational, social) 5) location of research
(e.g. North, South, industry, international institutes, regional
institutes, universities) and 6) methods of funding (e.g. multilateral,
bilateral, national, foundations.)

Invitations have been sent to Ministers of Health of developing
countries, heads of relevant programs of major international and national
agencies, and experts from both the developed and developing world. A

1133 AVENUE OF THE AMERICAS, NEW YORK, N.Y. 10036 (212) 869-8500



major working paper will be sent to all participants prior to the
meeting. A summary of the proceedings together with the modified working
paper will be submitted for publication. Your expenses for travel and
accommodations will be covered by the Foundation.

Much thought has gone into the selection of the participants. Your
attendance would be deeply appreciated.

Yours sincerely,

Kenneth S. Warren, M.D.

Ms. Nancy Birdsall
The World Bank
Room N452
1818 H Street N.W.
Washington, D.C. 20433

KSW:gs



The Wrld Bank
1818 H Street, N.W.

Washington, D.C. 20433, U.S.A

With the compiments of Nancy Birdsal7
Population, Health and Nutrition Depatm

May 28

Ms. Prawl -

Attached are Ms. Birdsall's Travel Advisory Formand her itinerary. As you can see from her itinerary,she is leaving open her travel plans from Geneva toMilan. I will let you know as soon as these plansare definite.

A. Menciano
Ms. Birdsall's secretary



THE ROCKE LI f ER FOUNDAI IO

BEL. LACG STUDY AND COINFERENC CEN1ER

Trave Advisc ,For

CONFERENCE INFORMATION

Name of Conference Orgaiizer(s)__eneul S. Warren. r P, "Heal h Rr rh t

[Developing World Priorities and[Strategies"

Conference Dates: Arri va Saturday July 13 19P7 Departure Jin .d ?l . 197

TO BE CiL B PA1 IPANT
P£ iORAL IN NAil0N

Name: ANCY Male: Female: x

Affiliation: Wr r1rl ' ft nt
Ci ty: *. W CB Staste /Cun 6try
Telephone - Home: (2? o33- Business: (2n?) 76-15
Do you have a heaTh problem which makes cliimbing stai -:ditfcult? Y C :,_J,

Do you havc 'ietary restr-ictions? Yes No x (If yes, please attach an explanation)

Do you ant ,ate a visa problem? Yes__ No_ (If yes, contact orgainzer).

TRAVEL IN FORMA1 ION
Air Travel
To Milan Airline/Flight No. open / Flight Orii--Genev

Arrival Date/Time 7/,17/87
(Note: Most intercontinental flhIfts land at KaTpensa; continental flights at Linate)

Train Travel: Departure time. Origin
Destination - WIan Centrle__ , Porta Gariba d or Como

Arrival date/approximate time /

Auto _Travel: Departure time Origin

LOCAL TRAVEL INFORMATION

ICK ONE
*I will use private car or bus service from

Tpoint o p:ck up
(*Applicable only if organizer has checked #1, below.)

I will use public transportation. ap"ioxiiate arr _ i til e i I

I will use own or rental car.
Tapproximaterrival t me n Be aglo)

Tro -BCCOki LTELUY I hL CON61MAOP 1ZANh

LOCAL TRAVEL INFORMATION

1. XX Private car or bus service to Bellagio with Autonoleggio Pini Company will be

arranged for conferees on the conference arrival day.

2. _ Conferees shouldo use public trans;portatior or owr or rental car to Bel agio.

OTOCOPY THIS FORM FOR YOUR RECORDS AND RETURN TO THE CONFERENCE CR ANIER BY Aa T2 19 
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The Rockefeller Foundation

KENNETH S. WARREN, M. D

DIRECTOR, HEALTH SCIENCES

May 1, 1987

Dear M1s. Birdsall:

Enclosed are the agenda and the list of participants for the
conference "Health Research for the Developing World: Priorities and
Strategies" to be held at the Bellagiu Study and Conference Center,
July 18-22, 1987. A brochure which provides information on the Center
and a picture of the Villa Serbelloni are also included. A working paper
prepared by Julia Walsh is in its final revision stage and will reach you
well before the conference.

To assist us in making the appropriate arrangements, it is important
for us to know your travel plans. Tierefore, please cuaplete the
enclosed Travel Advisory Form and return it oy Fay 29, l9/. If you have
any questions, please contact Orneata L. Prawl who is the organizer for
this conference.

We look forward to seeing you in that incomparable setting ano for
an exciting and fruitful r.eeting.

Best regards.

Yours sincerely,

Kenneth S. Warren, [i.U.

MIs. Nancy Birdsall
The World Bank
Room N452
1818 H Street N.W.
Washington, D.C. 20433

KSW:olp

Enclosures

1133 AVENUE OF THE AMERICAS, NEW YORK, N.Y. 10036 (212) 869-8500



THE ROCKEFELLER FOUNDATION

To Dean Jamison

From Orneata Prawl Date June 23, 1987

Per our telephone conversation, attached
is all of the conference material. In
addition, enclosed is the hotel information
sheet, a booklet on the Bellagio conference
center and a picture of the Villa.

Please let me know your travel plans as
soon as possible so I can contact the
Pini company to pick you up at the airport.

Don't hesitate to contact me if any other
questions come to mind or if you need
additional assistance.

We're delighted that you will be able to
attend the conference!

Best regards,

FORM 478



HEALTH RESEARCH FOR THE DEVELOPING WORLD:
PRIORITIES AND STRATEGIES

BELLAGIO, ITALY
July 18-22, 1987

AGENDA

Saturday, 18 July

afternoon Arrivals

7:00 p.m. Cocktails

7:30 - 8:30 p.m. Dinner

After dinner Report of planning meeting of the Independent International
(40 minutes) Commission on Health Research - Chen

Sunday, 19 July

8:00 - 9:00 a.m. Breakfast

9:00 - 9:30 a.m. Summary of Working Paper - Health Research for the
Developing World: Priorities Based on Effectiveness and
Cost - Walsh

9:30 - 10:30 a.m. Priorities: Diseases of Underdevelopment/Development
Opening Remarks - Foege
Chair - Rugunda

10:30 - 11:00 a.m. Coffee

11:00 - 12:30 p.m. Summary - Rugunda
Chair - Foege

12:30 - 1:00 p.m. Aperitifs

1:00 - 1:50 p.m. Lunch

3:00 - 4:00 p.m. Priorities: Burden of Illness (Specific Diseases)
Opening Remarks - Tugwell
Chair - Martinez-Palomo

4:00 - 4:30 p.m. Tea

4:30 - 6:00 p.m. Summary - Martinez-Palomo
Chair - Tugwell

7:00 p.m. Cocktails

7:30 - 8:30 p.m. Dinner



AGENDA - Page 2

Monday, 20 July

8:00 - 8:30 a.m. Breakfast

8:30 - 10:00 a.m. Priorities: Modes of Intervention - e.g.
Preventive/Curative*

Opening Remarks - Rohde
Chair - Macedo

10:00 - 10:30 a.m. Coffee

10:30 - 11:30 a.m. Summary - Macedo
Chair - Rohde

11:30 - 12:30 p.m. Priorities: Level - e.g. Basic/Applied/Social
Opening Remarks - Ramalingaswami
Chair - Evans

12:30 - 1:00 p.m. Aperitifs

1:00 - 1:50 p.m. Lunch

2:00 - 3:30 p.m. Summary - Evans
Chair - Ramalingaswami

3:30 - 4:00 p.m. Tea

4:00 - 5:00 p.m. Priorities: Venue - e.g. North/South/International/Industry
Opening Remarks - Wasi
Chair - Birdsall

5:00 - 6:00 p.m. Summary - Birdsall
Chair - Wasi

7:00 - 7:30 p.m. Cocktails

7:30 - 8:30 p.m. Dinner

*Preventive/Curative
Vaccines/Drugs
Environment/Pesticide
Hater/Oral rehydration
Sanitation/Antibiotics



AGENDA - Page 3

Tuesday, 21 July

8:00 - 9:00 a.m. Breakfast

9:00 - 11:00 a.m. Priorities: Funding - e.g. National/Bilateral/Multilateral
Opening Remarks - Rothermel
Chair - Lucas

11:00 - 11:30 a.m. Coffee

11:30 - 12:00 p.m. Summary - Lucas
Chair - Rothermel

12:30 - 1:00 p.m. Aperitifs

1:00 - 1:50 p.m. Lunch

2:00 - 4:30 p.m. Overall Summary and Discussion
Opening Remarks - Walsh
Chair - Prewitt

7:00 - 7:30 p.m. Cocktails

7:30 - 8:30 p.m. Dinner

Wednesday, 22 July

morning Departure



The Rockefeller Foundation

KENNETH S.WARREN, M.D.
DIRECTOR,HEALTH SCIENCES

February 27, 1987

Dear Ms. Birdsall:

I am delighted that you .have iacepted our invitation to participate
in the Bellagio conferenc , ealthReearch for the Developing World:
Prfier1ies and -Trat"ese" July 18-22, 198'7 'Plans for the conference
re-gotlifwefiad e IIrkn papeTsbest g prepared. Additional
information will be sent to you in the coming months, but for the moment
I thought you might like to have a copy of the current list of
participants.

Yours sincerely,

Kenneth S. Warren, M.D.

Ms. Nancy Birdsall
The World Bank
Room N452
1818 H Street N.W.
Washington, D.C. 20433

KSW:olp

Enclosure

1133 AVENUE OF THE AMERICAS, NEW YORK, N.Y. 10036 (212) 869-8500



The Rockefeller Foundation

KENNETH S. WARREN, M.D.

DIRECTOR, HEALTH SCIENCES

February 27, 1987

Dear Ms. Birdsall:

I am delighted that you have accepted our invitation to participate
in the Bellagio conference "Health Research for the Developing World:
Priorities and Strategies," July 18-22, 1987. Plans for the conference
are going well and the working paper is being prepared. Additional
information will be sent to you in the coming months, but for the moment
I thought you might like to have a copy of the current list of
participants.

Yours sincerely,

Kenneth S. Warren, M.D.

Ms. Nancy Birdsall
The World Bank
Room N452
1818 H Street N.W.
Washington, D.C. 20433

KSW:olp

Enclosure

1133 AVENUE OF THE AMERICAS, NEW YORK, N.Y. 10036 (212) 869-8500



"Health Research for the Developing World:
Priorities and Strategies"

Bellagio, Italy, July 18-22, 1987

PARTICIPANTS LIST

Nancy Birdsall
The World Bank
Room N452
1818 H Street N.W.
Washington, D.C. 20433

John Caldwell
Department of Demography
Research School of Social Sciences
Australian National University
G.P.O. Box 4
Canberra, A.C.T. 2601
AUSTRALIA

Lincoln C. Chen
Independent International Commission

on Health Research for Developing
Countries

Harvard School of Public Health
665 Huntington Avenue
Boston, MA 02115

John R. Evans
Chairman and C.E.O.
Allelix
6850 Goreway Drive
Mississauga, Ontario L4V lPi
Canada

William H. Foege
Executive Director
The Task Force for Child Survival
Carter Presidential Center
One Copenhill Northeast
Atlanta, Georgia 30307

Donald Fredrickson
President & Chief Executive Officer
Howard Hughes Medical Institute
6701 Rockledge Drive
Bethesda, MD 20817
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Tore Godal
Director
Special Programme for Research and

Training in Tropical Disease
World Health Organization
1211 Geneva 27
SWITZERLAND

Scott B. Halstead
Associate Director
Health Sciences Division
The Rockefeller Foundation
1133 Avenue of the Americas
New York, NY 10036

Frank Hartvelt
Senior Programme Officer
Division for Global and

Interregional Projects
United Nations Development Programme
FF 12-102
One United Nations Plaza
New York, N.Y. 10017

Gerald T. Keusch
Chief, Division of Geographic Medicine

and Infectious Diseases
New England Medical Center Hospitals
750 Washington Street, Box 041
Boston, MA 02111

Adetokunbo 0. Lucas
Program Chair, HRDC
Carnegie Corporation
437 Madison Avenue
New York, New York 10022

Carlyle Guerra de Macedo
Director
Pan American Health Organization
525 23rd Street
Washington, D.C. 20037

Adolfo Martinez-Palomo
Centro de Investigacion y de Estudios
Avanzados del Instituto Politecnico Nacional
Apartado Postal 14-740
MEXICO 14, D.F.



-3-

Michael H. Merson
Director
Diarrhoeal Diseases Control Programme
WHO
1211 Geneva 27
SWITZERLAND

Alexander S. Muller
Director
Koninklijk Institute Voor de Tropen
Mauritskade 63
1092 AD Amsterdam
Holland

Richard Peto
Clinical Trial Service Unit
Radcliffe Infirmary
University of Oxford
Oxford OX2 6HE
ENGLAND

Kenneth Prewitt
Vice President, Programs
The Rockefeller Foundation
1133 Avenue of the Americas
New York, NY 10036

V. Ramalingaswami
National Institutes of Health
Building 16, Room 202
Bethesda, Maryland 20892

Jon E. Rohde
USAID/PRITECH American Embassy
New Delhi 110021, INDIA

Ruhakana Rugunda
Minister of Health
Box 8 Entebbe
UGANDA

Samuel Thier
President
Institute of Medicine
National Academy of Sciences
2101 Constitution Avenue
Washington, D.C. 20418
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Peter Tugwell
Chairman
Dept. of Clinical Epidemiology & Biostatistics
Faculty of Health Sciences
McMaster University
1200 Main Street West
Hamilton, Ontario, L8N 3Z5
CANADA

Kenneth S. Warren
Director
Health Sciences Division
The Rockefeller Foundation
1133 Avenue of the Americas
New York, NY 10036

Prawase Wasi
Faculty of Medicine Siriraj Hospital
Dept. of Medicine
Division of Hematology
Mahidol University
Bangkok, 10700, THAILAND

Julia Walsh
Consultant to the
Health Sciences Division
The Rockefeller Foundation
19 Bagdad Road
Durham, New Hampshire 03824


