INTERNATIONAL

1ISO

STANDARD 21667

First edition
2010-12-01
Health informatics — Healthtindicators
conceptual framework
Informatique de santé — Cadre conceptuel d'indicateurs dg santé

e Reference number
= N— ISO 21667:2010(E)

©[SO 2010


https://standardsiso.com/api/?name=1d8e8f53fcafd8f87276f863711bf3a1

ISO 21667:2010(E)

PDF disclaimer

This PDF file may contain embedded typefaces. In accordance with Adobe's licensing policy, this file may be printed or viewed but
shall not be edited unless the typefaces which are embedded are licensed to and installed on the computer performing the editing. In
downloading this file, parties accept therein the responsibility of not infringing Adobe's licensing policy. The ISO Central Secretariat
accepts no liability in this area.

Adobe is a trademark of Adobe Systems Incorporated.

Details of the software products used to create this PDF file can be found in the General Info relative to the file; the PDF-creation
parameters were optimized for printing. Every care has been taken to ensure that the file is suitable for use by ISO member bodies. In
the unlikely event that a problem relating to it is found, please inform the Central Secretariat at the address given below.

COPYRIGHT PROTECTED DOCUMENT

© 1SO 2010

All rights reserved. Unless otherwise specified, no part of this publication may be reproduced or utilized in any form or by any means,
electronic or mechanical, including photocopying and microfilm, without permission in writing from either 1SO at the address below or
ISO's member body in the country of the requester.

ISO copyright office

Case postale 56 ¢« CH-1211 Geneva 20
Tel. +41227490111

Fax +4122 74909 47

E-mail copyright@iso.org

Web www.iso.org

Published in Switzerland

ii © ISO 2010 — All rights reserved



https://standardsiso.com/api/?name=1d8e8f53fcafd8f87276f863711bf3a1

ISO 21667:2010(E)

Contents Page
oY=V o o T PSPPSR iv
T A oo [N ] 4T o I TSRO U R PSP %
1 o o 1
2 Terms and defiNitioNS ... e Y [ 1
3 Health indicators conceptual framework .........cccccoviiiiiiniee@y e e 2
Anngx A (informative) Correspondence with OECD health indicator initiatives.....q. 5\ o, 7
Anngx B (informative) Rationale for a common health indicators conceptual framework ......J.................. 9
Anngx C (informative) Background on the health indicators conceptual framework...............foeeeerniiis 10
Anngx D (informative) Health STatus ..o SN vttt e e esinree e e e e e s [rre e e e 12
Anngx E (informative) Determinants of health.........c.cccccevie i e [, 13
Anngx F (informative) Health system performancCe.......cccccovvccumbodee e seiieeees e e e s [ 14
Anngx G (informative) Community and health system characteristics (contextual indicators)............... 15
ANNEX H (INfOrmMative) EQUITLY .....vveiiiiiiiee ittt B ettt sttt e e sinee e e snnre e e snnneeessnnne e rine e e e 16
2T T 11T oY =T o] Y/ OO PUSSOSRRRI ISR 17

© 1SO 2010 — All rights reserved il


https://standardsiso.com/api/?name=1d8e8f53fcafd8f87276f863711bf3a1

ISO 21667:2010(E)

Foreword

ISO (the International Organization for Standardization) is a worldwide federation of national standards bodies
(ISO member bodies). The work of preparing International Standards is normally carried out through 1SO
technical committees. Each member body interested in a subject for which a technical committee has been

established h

as the right to be represented on that committee. International organizations, governmental and

non-governmental, in liaison with ISO,_ also take part in the wark 1SO collaborates closely with the

International |[Electrotechnical Commission (IEC) on all matters of electrotechnical standardization.

International|Standards are drafted in accordance with the rules given in the ISO/IEC Directives, Part’2.

The main tagk of technical committees is to prepare International Standards. Draft International Stanglards
adopted by [the technical committees are circulated to the member bodies for voting. ‘Publication 38s an

International|Standard requires approval by at least 75 % of the member bodies casting-a Vote.

Attention is d

rights. ISO shall not be held responsible for identifying any or all such patent rights.

ISO 21667 was prepared by Technical Committee ISO/TC 215, Health informatics.

rawn to the possibility that some of the elements of this document may be the subject of gatent

This first edition of 1SO 21667 cancels and replaces ISO/TS 21667:2004, of which it constitutes a technical

revision.
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Introduction

Heightened interest in the measurement and monitoring of the performance of health care systems, as well as
accountability and responsiveness to payors and stakeholders is now evident on an international scale.
Consequently, many countries have begun the systematic definition and collection of health information for
monitoring health system performance. This trend has also concomitantly driven, and is driven by, an

enha

nced data infrastructure that allows for mare explicit and rigorous examination of the health of

popu
spec
facto

The ferm health indicator refers to a single summary measure, most often expressed in quant
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Stanglard describes a comprehensive, high-level taxonomy of the key types of indicators that &
5sing population health and health services. While, in many cases, health indicators may be best
consfructed from readily available data,.in;other situations a health indicators conceptual fra
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inforn
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Work
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ations and their health care systems. More often than not, this has taken the form of the
fic health indicators with which to describe a variety of health and health system-relate
S.

epresents a key dimension of health status, the health care system or related*factors. A he
be informative, and also must be sensitive to variations over time and acress’jurisdictions. |
to flag issues that require more in-depth examination to determine catises for variation, al
rtunities for improvement, as well as establishing the most effective use of research resourcq
be used as a rapid means to evaluate the effects of interventions)or to make comparisg
ms evolve.

jer for them to be useful for monitoring health or health-system performance, however, e
be applied to choosing and defining health indicators. This framework is intended to inform
plth indicators that can be used to monitor and manage the health care system and overall
vements. The selection must be based on some agreement about what is to be measured,
se, and be informed by a clear conceptual framework. This implies a common frameworl
ationally, for structuring the way health and he&alth system performance is measured. This

h additional data collection initiatives that are required for understanding health and h
Fmance. It is important to note that any data collection must be carried out according to
jentiality legislation and ethical \principles.

ing toward a standard health indicators framework will undoubtedly foster a common
hunication between ,countries and ultimately lead to greater commonalities for indicator
pught to lead to greater potential for generating internationally comparable health data in t
0 permit consistent’reporting, dissemination and analysis.

nitiative canvalso be seen as complementary to work currently underway in other organizat
rganization for Economic Cooperation and Development (OECD). The adoption of a co

!

collection of
l trends and

tative terms,
alth indicator
hdicators are
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International
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e long term,

ons, such as
mmon health

indicators eonceptual framework will further stimulate efforts to develop and collect common hedlth indicators

intern

ationally. Furthermore, a harmonized effort to develop an internationally accepted hea

th indicators

conc

pptual framework will not only foster increasingly robust cross-national comparisons and analyses, but

may also facilitate the development of comparable data that can be used as a basis for the setting of
international benchmarks. The results of such endeavours may be invaluable for informing national health
policy related to health expenditures, health human resources requirements or the organization of health and
social systems. Ultimately, these developments may facilitate an improved global understanding about
variations in health, variations in health care and the effect of other determinants of health in the context of
other essential factors. Furthermore, indicator collection, benchmarking and analysis can lead to continuous
quality improvement, the identification of factors requiring further analysis and, ultimately, improvements in
health within countries and internationally.

NOTE See Annex A for more information regarding the OECD initiative and its relationship to this International
Standard's health indicators conceptual framework.
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Health informatics — Health indicators conceptual framework

1

This

fostef a common vocabulary and conceptual definitions for the resultant framework. The framewo

a)

b)

c)

NOT

NOT

indicgtors. For the purposes of national reporting, these existing-frameworks are not expected to chang
framework can be viewed as a complement to currently existing frameworks. For example, if a particular he
framework currently focuses only on health system performance, the comprehensive approach proposed
to augment and/or supplement the currently used model\dr-models.

NOT

concgptual dimensions represent a high-level taxonomy, this provides considerable discretion and leeway i
of sp4cific indicators by individual countries¢ This focus on a high-level taxonomy also allows for sufficient fl
inclusjon of new indicators in the future, as new issues emerge and additional data become available. Bej

data

availgble, indicators for their specifi¢’situations.

This

healt

The

this InternationalyStandard.

2

Scope

nternational Standard establishes a common health indicators conceptual framework and'is

and performance of a health care system,
is sufficiently broad (high-level) to accommodate a variety of health care systems, and

is comprehensive, encapsulating all of the factors related to health outcomes and hg
performance and utilization, as well as regional and national variations.

B1  See Annex B for a more complete discussion of the underlying rationale for this framework.

B2 Many countries have already developed their own models for directing the collection and ang

B3 Individual jurisdictions may elect to operationalize the conceptual framework differently.

blements are not defined, jurisdictions have the freedom to populate this framework with the most

nternational Standard(dees not identify or describe individual indicators or specific data elen

definition of benchmarks and/or approaches used in the definition of benchmarks is outside t

intended to
rk

defines the appropriate dimensions and sub-dimensions required to describe thelhealth of the population

palth system

lysis of health
. Rather, this
alth indicators
ere can serve

Because the
h the selection
exibility for the
cause specific

relevant, and

ents for the

n indicators conceptual framework; nor does it address needs analysis, demand analysis or the range of
activities that need to_Besupported for health system management.

e scope of

Tefims and definitions

For the purposes of this document, the following terms and definitions apply.

21

health
resource for everyday life, not the objective of living, and a positive concept emphasizing social and personal
resources, as well as physical capacities

[Ottawa Charter for Health Promotion, World Health Organization (WHO), 1986]
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2.2
health indicator

single summary measure, most often expressed in quantitative terms, that represents a key dimension of
health status, the health care system, or related factors

NOTE

3 Health indicators conceptual framework

3.1 Framework

The health ipdicators conceptual framework shall be as outlined in Table 1. See Annex C for backg
information relating to the framework outlined in Table 1.

Table 1 — Health indicators conceptual framework

A health indicator must be informative, and also be sensitive to variations over time and across jurisdictions.

ound

Dimensipns

Sub-dimensions

Health status

Well-being

Health conditions

Human function

Deaths

health systen
characteristic

characteristics

Determinants . Socio-economic Social and Environmental Genetic
Health behaviours .
of health factors community facters,™ | factors factors
Health systen| Acceptability Accessibility Appropriateness Competence
performance . ) .
Continuity Effectiveness Efficiency. Safety
Community apd Resources Population Health system

3.2 Framework dimensions

3.2.1 Health status

The dimensi

n of health status is described in Table 2. See Annex D for further information.
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Sub-dimensions

Description

Examples of indicators

Well-being

Broad measures of the physical, mental and social
well-being

Self-rated health

Self-esteem

Health conditions

Alterations or attributes of health status which may
lead to distress, interference with daily activities, or

Prevalence of:

contact with health services; it may be a disease| arthritis
(acute or chronic), disorder, injury or trauma, or|— diabetes
reflect other health-related states such as . .
nreagnancy —aageina -stress conaenital anamaly _orl— chronic pain
eI PANRSS) 7 T T PAl

genetic predisposition [50] — depression

food and waterbarne

injury hospitalization

diseases

Human function

Levels of human function are associated with the
consequences of disease, disorder, injury and other
health conditions; they include body
function/structure (impairments), activities (activity
limitations and participation (restrictions in
participation) [50]

Functional health
Disability days
Activity limitation
Health expectancy

Disability-free life exp

ectancy

Deaths A range of age-specific and condition-specific]— Infant mortality
mortality rates, as well as derived indicators .
— Life expectancy
— Potential years of life [lost
— Circulatory deaths
— Unintentional injury deaths
3.2.2| Determinants of health

The dimension of determinants of-health is described in Table 3. See Annex E for further informatjon.

NOTE 1

NOTE 2

In order to better~understand geographic or temporal variations in health status and
perfoimance, a variety of determinants of health have been included in the framework.

Determinants,-of health are those that fall outside the sphere of medical/health care, generally|

that hpve been shown'to affect health status and, in some cases, access to health care services.

nealth system

speaking, but

© 1SO 2010 — All rights reserved


https://standardsiso.com/api/?name=1d8e8f53fcafd8f87276f863711bf3a1

ISO 21667:2010(E)

Table 3 — Determinants of health dimension

Sub-dimensions

Description

Examples of indicators

Health behaviours

Aspects of personal behaviour, and risk
factors and protective factors that
epidemiological studies have shown to
influence health status

Smoking rate

Physical activity

Socio-economic factors

Indicators related to the socio-economic
characteristics of the population that
epidemiological studies have shown to be
related to health

Unemployment rate
Low-income rate

High-school graduation

Social and community factors

Measures the prevalence of social and
community factors, such as social support,
life stress or social capital, that
epidemiological studies have shown to be
related to health

School readiness
Social support
Housing affordability

Literacy

Environmentgl factors

Environmental factors with the potential to
influence human health

Water-quality

Genetic facto

7]

Factors outside those normally influenced
by individual behaviours or by the social,
economic or physical environment;
genetic factors determine predisposition’fo
certain conditions

Rates of genetically deternpined
diseases (e.g. Down's
syndrome)

3.2.3 Health system performance

The dimension of health system performance is described-in Table 4. See Annex F for further information.
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Table 4 — Health system performance dimension

Sub-dimensions

Description

Examples of indicators

environment are avoided or minimized [6]

Acceptability All care/services provided meets the Patient satisfaction
expectations of the client, community,
providers and paying organizations,
recognizing that there may be conflicting,
competing interests between
stakeholders, and that the needs of the
clients/patients are paramount [6]
Accessibility The ability of clients/patients to obtain Surgical waiting times
Care/Service at the right place and the Availability of bhvsici
right time, based on respective needs [6] vailabiiity of physicians
Availability of dentists
Time to appointment
Apprppriateness Care/service provided is relevant to the Inappropriately used surgery
clients'/patients' needs and based on . S
established standards [6] A_pproprlate use o_f ACE ([inhibitors at
discharge for heart failure
Competence An individual's knowledge and skills are Propottion of physicians jadhering to
appropriate to the care/service being accepted clinical guidelines
rovided [6] . - .
P Proportion of physicians attepding regular
continuing medical education
Medical error due to incorrect prjactices
Cont{nuity The ability to provide uninterrupted Patient experiences with dupl|cate medical
coordinated care/service across tests
programmes, practitioners, organizations, - L .
and levels of care/service over time [6] Continuity of medication betwegn providers
Effegtiveness The care/service, intefvention or action Cancer survival
achieves the desired results [6] .
Recurrence of hernia after repair
Smoking  cessation during| pregnancy
(effectiveness of maternal health care)
Chronic care management: admission rates
for asthma, diabetes, epilepsy
Efficiency Achieving the desired results with the Avoidable hospitalizations
most cost-effective use of resources [6] . . .
Cost-per-case mix-adjusted sepjration
Cost-effective prescribing
Safety Potential risks of an intervention or the Hospital-acquired infection rate

In-hospital hip fracture rate

Wrong-site surgery

Medication errors

3.2.4 Community and health system characteristics (contextual information)

The dimension of community and health system characteristics contains contextual information which may be
useful for the interpretation of indicators and is described in Table 5. See Annex G for further information.
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Table 5 — Community and health system characteristics

Sub-dimensions

Description

Examples of indicators

Resources

Contextual information about financial,
physical, human or other types of
resources

Number of physicians per capita
(number  of physicians to
population ratio)

Provider compensation
Asset ratios

% expenditure on teaching
compared to service delivery

% expenditure on research

Population

Contextual information about the
characteristics of the population

% population over~B5yeafs of
age

% residing in utban centres

Health system characteristics

Contextual information  about the
configuration, organization, sustainability
or utilization of the health care system

Health insurance enrolment

Number—of diagnostic imaging
procedures performed per cgpita

Number of home care sernvices
utilized per capita

Ratio of fee-for-service physigians
to salaried physicians

3.2.5 Equity

Equity spang all dimensions of the framework and can~apply to any of the concepts or indicators contpined
therein. See JAnnex H for a description.
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Annex A
(informative)

Correspondence with OECD health indicator initiatives

Other organizations are also involved in the development of health indicators on an international scale. The
OECD (Organization for Economic Co-operation and Development), for example, has several ongoing
initiatives directed at the measurement of health and health system performance. Undoubtedly, many aspects

in m

indic

The

OEC
sourd
the rq

On

taxor
does

In or
propqg
by th
OEC
indicators conceptual framework. Yet, while the OECD framework targets selected dimensions, tf
is brdg

of thif International Standard overlap with OECD activities. At the same time, it is important toen

t

ny respects, this health indicators conceptual framework offers a unique and distinct.c
tor frameworks used internationally.

vork of this International Standard and that of the OECD differ in both focus-ahd scope.
D initiatives tend to concentrate on specific health indicator definitions, data”requireme
es, all of which are outside the scope of this International Standard. In fact,it has been su
le of the OECD with respect to performance indicators encompass the/foflewing elements: [4

the identification of a common set of health outcome indicators;

J

tandardization of concepts and data definitions;

r

application of these standards in national data infrastructure;
further analytical work using these data.

he other hand, the utility of the present healthindicators conceptual framework lies in the ¢

omy that is comprehensive and that canaccommodate present as well as future data av
not address specific indicators.

der to frame the current definition)and collection of OECD performance indicators, thg
sed a performance framework that also corresponds closely to the performance framewo

D framework are presented~in Table A.1. They are easily mapped to this International Stan

ader and more comprehensive in scope.

Table A.1 — Mapping to OECD proposed performance framework

phasize that
bntribution to

The ongoing
ts and data

ggested that
2]

efinition of a
ailability, yet

OECD has
rk developed

e WHO (World Health Organization) (see Reference [21]). The dimensions included in the proposed

dard's health
e framework

Proposed ©OECD concept of performance [21] Mapping to health indicators conceptual

framework

Qual

ty (health improvement/outcomes) Health system performance — effectiveness

Resq

onsiveness Health system performance — access and ac

ceptability

Efficiency

Health system performance — efficiency

Equity

Access; can also be a component of all dimensions

The OECD has compiled internationally comparable health data for its member countries, focusing on health
status and health services inputs and throughputs. Here too, the data included in this compilation corresponds
to the health indicators conceptual framework without difficulty (see Table A.2). Again, the objective of the
framework is to define specific data elements and provide data, rather than the development of a single,
comprehensive, high-level taxonomy.
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Table A.2 — Mapping to the OECD health data

OECD health data main data fields Mapping to health indicators conceptual framework
Health status Health status
Health care resources Community and health care system characteristics
Health care utilization Health status

Health system performance

Community and health care system characteristics

Expenditure on health Community and health care system characteristics
Financing ancll remuneration Community and health care system characteristics
Social protection Community and health care system characteristics
Pharmaceutidal market Community and health care system characteristics
Non-medical fleterminants of health Determinants of health

Demographic|references Community and health care system characteristics
Economic refgrences Community and health care systemccharacteristics

In 2001 the OECD launched the Health Care Quality Indicators (HCQI) Projéect. A framework was developed
within the sdope of that project [23]. Since it was based largely, although riot exclusively, on the framgwork
presented here, and includes many of the same dimensions, there\is a high degree of correspondence
between the ftwo.

The current DECD initiatives are complementary to the health, indicators conceptual framework presented by
this Internatipnal Standard. While OECD work uses data and*health indicators as a starting point and fpcus,
this Internatipnal Standard proposes the creation of a framework at a conceptual level, eventually leading to
the identificajion of comparable and relevant data.

8 © 1SO 2010 — All rights reserved
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Annex B
(informative)

Rationale for a common health indicators conceptual framework

Why develop a common health indicators conceptual framework?

“Data and facts are not like pebbles on a beach, waiting to be picked up and collected. The
ﬂ)erceived and measured through an underlying theoretical and conceptual framework;~Ww
elevant facts, and distinguishes them from background noise.” Wolfson, Reference [56],'p. 3

It is possible to identify a myriad of potential “health indicators”, either in relation.f@ what ¢
genefated from available data, or in terms of specific health goals, for example. However, if heg
are tp be useful, at the local, national or international level, they must be chosen“according to
rathef than in an a priori manner. In order for them to be informative, they must be able to accy
the fyndamental elements of the system to be measured.

A copceptual health indicator framework can inform the selection and)interpretation of mear
indicators. Such a framework identifies what information is required\{o address questions abod
health care, how these pieces fit together and the interrelationships bhetween them.

can only be
hich defines
09.

an easily be
Ith indicators
strict criteria
rately reflect

ingful health
t health and

In the international arena, a single agreed-upon health indicators framework would provide a constant

conceptual approach and definitions while allowing a great,deal of flexibility in identifying spec

fic indicators

and the underlying data requirements. Conceptual frameworks have proven useful as shared reférence points

to enable comparable and consistent indicator reporting, and to facilitate communication betwg
about health information. Furthermore, this type of\framework allows us to understand levels an
in heplth and health system performance, and to pinpoint the major factors which should be ex
requipite to translating this information into a\health policy. A well-defined conceptual framew
foste[ a better understanding of which factors-or outcomes may be contained within a health car¢g
which factors are remediable only through cross-sectoral collaboration.

en countries
d differences
amined as a
ork will also
system, and
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Annex C
(informative)

Background on the health indicators conceptual framework

The health indicators conceptual framework specified within this International Standard is based on a
population health, or determinants of health, model. This framework reflects the principle, based on the
supporting scientific evidence, that health is determined by a complex interaction of factors, includin

g the

social and

behavioural

In other word
but by a ran
population h
policies mus
services [26].

hysical environments, well-being, prosperity, health care, genetic endowment and indi
nd biological response (see, for example, Reference [13] for a detailed discussion of this.m
s, according to the population health perspective, health is not determined solely by medica
ge of individual- and population-level cultural, social and economic factors. Although the
Palth has not been clearly defined, the implication is that an examination of héalth and
t take account of a broad set of factors including, but not limited to, the "provision of K

If, in fact, health indicators are to be used for monitoring the health of the population-vis a vis the perforn

of the health
If these are

resulty). Sing
whole, one {
looking at br

Are diffd
mammo
linked to

Are diffe]

differend

treatmer

In order to a
factors for c

care system, it is essential that we include, or are at least cognizant-of, the “other” factors at
hot included, spurious conclusions about the relationships between health and health carg

annot attribute changes or patterns for many indicators. to the health care system withou
ader factors as well [39]. Consider the following questions:

rences in access to preventive services, as evideneced by disparities in the use of scre
praphies, attributable to health care system factors or differences in awareness that mg
education?

rences in the prescription of generic drugs'due to differences in providers, underlying morbig
es in insurance coverage in the population?

Are diffgrences in outcomes following hospital admission for heart attacks due to the variatio

t or to other factors?

ldress such questions, the cconceptual health indicators framework includes a broad spectr
pnsideration. These may be associated with, but not necessarily due to, outcomes. It i

possible to npake a clear association between cause and effect without a more detailed analysis incorpo

the many val
other aspect
jurisdictions

understand v

the over

5 which should\be considered when undergoing more robust analyses. As a result, this g
fo determinge,if there is an issue to be addressed, what it is and, through further analyg
hat could be done for improvement to occur. Key issues are

All health of the population served, and how it compares to other jurisdictions;

idual
bdel).
care,
term
ealth
ealth

ance

play.
b can

e health care is part of a broader system where the individualparts are less meaningful thgn the

t first

Ening
1y be

ity or

ns in

im of
5 not
ating

iables that should-be examined in complex health care systems. They do, however, point {o the

llows
is, to

the maj

et H 4+ £ 1 Lot H
ucicrimtidains urncaiatnr a 1Syiutt,

the quality of health services received by the region's residents; and

the characteristics of the community or the health system that provide useful contextual information.

1) The postulate that medical care in itself has not been the most important source of improved longevity is supported by
several authors (e.g. [5], [35], [36] and [37]) who demonstrate that general improvements in the quality of life, rather than
health care, have been responsible for reductions in mortality in the 20th century. While other authors assert that the
contribution of health care has not been negligible (see [34] and [44]), the assumption that medical care has been the
most influential determinant of improvements in health cannot be accepted.

10
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While most frameworks focus on the measuring and monitoring of health system performance and, directly or
indirectly, various measures of health status, relatively little attention has been paid to other contextual
variables that may significantly affect outcomes, inputs, or processes of care. The health indicator framework
developed by the Canadian Institute for Health Information (CIHI) 7], on which this framework and the
corresponding definitions are based, represents a notable exception, and includes both the more traditional
markers of health status and health system performance, along with a broad set of non-medical

(e.q.

social, economic and environmental) determinants; this is also the case in Australia [25],

It should be recognized that different types of conceptual framework may be defined. While some frameworks
clearly articulate the underlying causal relationships between various components of the system under
consideration, others are developed solely for the purpose of classifying or categorizing the principle
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(informative)

Health status

Deaths, or measures of length of life, are perhaps the most widely used and available health status indicators.
These include a range of age-specific morality rates, as well as derived indicators such as life expectancy and
potential years of life lost.
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r activity limitations.

he WHO's Ottawa Charter for Health Promotion, it was declared that-health is “a resourg
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5 well as physical capacities”.

fecognized that some conditions considered within this dimension may in themselves act a
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Determinants of health
Patterns of health behaviour, or those aspects of personal behaviours or risk factors that epidemiological

studies have shown to influence health status, for example, form the first category of the determinants of
health. Typically, these may be reflected by factors such as youth smoking, smoking cessation, exercise or
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e other hand, living and working conditions reflect a broad array of socio-economic charact

supposition that higher social position is associated with better health. Health status, expre
prbidity or life expectancy, for example, has been shown to vary with ineome, occupg
htion and other composite measures of socio-economic status. The evidence also sugges

lermore, socio-economic characteristics may also be highly correlated with other determina
dual risk behaviours may vary with socio-economic status, and this may be reflected in socig
rtality rates [41[8][111112]38](52](55], Differences in work charactéristics may also contribute to
bvascular health. The effect of job strain, expressed in terms of demands and control on
related to coronary morbidity [10[16][17]{30]45] Also, unemployment rates have been shown
prtality rates and other health outcomes [1511231[28][40], ‘Indicators reflecting the determina
d therefore encompass both health and social factors:

| and community factors form the third category ,0f non-medical determinants included in thi

n 431, The link between social relationships’and health is well established [20l. And combin
hedical factors, personal resources may-have a profound effect on health. For example, o

demonstrated that high social relationship scores, together with high income and the
ing, contributed to an 18-fold reduction in mortality over 20 years [19],

munity health indicators, such"as social cohesion or social capital, have recently receivg
ion in the literature. Social,cohesion has been shown to be a protective factor in health and
| capital is understoed, in the context of social and economic resources rooted in th
bssing social interaction, civic engagement, as well as related concepts including
ational or social structures. Social support and social capital has been demonstrated to ex
on health [1I53)"and may be effective in health promotion [18I33], Furthermore, social
hte the effects(of income, income inequality or poverty on health status [©11241[41]{42],

pnmentahfactors refer to the effects of the physical environment on health. These may inclu
e improvement of water, air or soil quality, for example. Measures counteracting environmerj
ost, beneficial where a clear epidemiological link exists between a specific type of €
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It may be useful to consider both “controllable”, and “non-controllable” environmental factors. Controllable
factors might include water or air pollution, for example. Catastrophic, or non-controllable events such as
earthquakes, may have a significant short- or longer-term effect on health status or any of the factors included
in the framework, and thus should also be taken into account when populating this dimension.

Lastly, genetic factors represent a specific set of individual risk factors that are usually not remediable, and
which may manifest as particular genetic diseases. These factors may determine human function, life
expectancy and health conditions, although it may be difficult to estimate the contribution of genetic factors to
the prevalence of disease and disability. As such, they must be considered in order to form a comprehensive
understanding of health and the various pathways which mediate between states of health and illness [2],
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Health system performance

The third dimension of the health indicators conceptual framework is related to health system performance.
Here, factors that are able to capture outcomes, or processes that may be related to outcomes that result from
contact with the health care system, are addressed. Nine categories of indicators are considered within the
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categories within this dimension represent the responsiveness of the health care system
h refers to responsiveness to the non-medical requirements of the users of health care syq
fined in Reference [49]). On the one hand, acceptability is considered a'Key elemg
ss. Health services are deemed “acceptable” if they meet the expectatiens of the cl
I payors. While, in most cases, acceptability focuses on the needs and expeectations of clie
cognized that these needs might not always be in line with those expressed by other stakeh
ptability is frequently measured using patient satisfaction questionnaires:

hand, accessibility represents another facet of responsiveness{ and is also receiving incre
pbss the globe. The ability of patients to obtain health care atthé right place and the right
ir respective needs is becoming a much discussed (and sometimes controversial) topic. O
ccess to health services or wait times for specialized, services, such as transplants or
ay be the outcome of interest. Accessibility is as relevant in countries with universal H
it is in other types of health care systems.
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h of the two (see, for example, Reference [31]).

and continuity are two sub-dimensions of health system performance that have been de
hore difficult to measure using:existing data. Competence, for example, may be difficult to a

her defined as continuity-between the patient and provider, or between providers of care,
struct as health care-systems evolve in increasingly complex ways.

concepts, effectivehess, which refers to how well we are doing what we set out to do
nich refers todow well we are doing in the context of resource use, are perhaps the most faj
performange~'assessment. Do vaccination programmes result in the elimination of c
e diseases? Are current cardiac care treatment protocols reducing mortality rates following
hfarction? Are patients being treated in the least intensive levels of care without eviden
Mes? Indicators such as these may be defined in relation to the specific clinical objectives
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(e.q.

survival withgutJife support, reduction of morbidity) as well as needs of the clients (e.g. quality of life) [54].

“Safety” addresses risks to patients that are posed either by the environment in which health services are
delivered or the interventions offered (i.e. adverse events, error and iatrogenesis). Recently, much attention
has focused on the burden of medical error in Britain (e.g. Reference [14]), the United States (e.g. References
[29] and [32]), or Canada (e.g. Reference [3]). While the health care industry is certainly not the first to
discover safety problems, changes to improve safety, such as automated physician order entry systems and
bar coding, are becoming priorities in health care settings. However, safety is not limited to medical error;
reducing falls in chronic care facilities, for example, may be of equal concern.
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(informative)

Community and health system characteristics (contextual indicators)

The final dimension in the health indicators conceptual framework includes those community and health
system characteristics that provide useful contextual information, but that are not direct measures of either
health_status, determinants of health or health system performance. It may be useful to consider these
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xtual characteristics in the three categories listed in Table 5. First, resources might incl
h care expenditures), human (number of physicians per capita) or other types of resource
tal beds per capita). Secondly, population indicators may alert us to characteristics that'may
reting the indicator values, such as the age structure or the proportion of the popalation reg
. Thirdly, health services indicators may provide additional information on the eonfiguration
m (e.g. presence of a teaching hospital or various measures of health services utilization).
indicators, the indicators included in this dimension may also represent other’aspects of he|
depending on the underlying rationale or intended use.

h), distributions (e.g. rural vs. urban populations) or sustainability.{of resources, health care
ftedly, depending on the rationale for the specific indicators identified, some could K
retations. For example, the number of procedures performed may serve as a proxy for ac
bmand. For this reason, they should be used in conjunction with other indicators ide
ework.

community and health system characteristics dimension of the health indicator conceptual
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hand, while the proportion of ‘the population residing in urban areas may be very useful i
data, a higher proportion_gannot in itself be interpreted as a more positive result. Also, th
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Equity

The notion of equity spans all dimensions of the framework and can apply equally to any construct or
dimension. Therefore, equity is not included as a fifth dimension of the health indicators conceptual framework,
but is presented as a cross-cutting element of the framework that applies to each of the four dimensions.
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should be disadvantaged from achieving this potential”, implying that inegualities stemming

ntegral aspect of health and health care. The World Health Organization identified the .attairn
health, both within and between countries, as a primary health goal in the “health fg
511, A report prepared for the organization emphasized that inequities in health\status a
ps and in the provision of health care services, as well as in many related health‘behaviour
inants of health and health care utilization, should be considered [46]. Reference [46], p.7, s
health is “a fair opportunity [for people] to attain their full health potential andymore pragma

d/or unfair causes have the potential to be reduced or eliminated.

[ is essential to measure equity in terms of the “quantity” and “quality” of health (life expect
brtality, etc.), it is equally important to consider equity inhealth care. For example, is
ess to health services, is utilization proportional to need, .and is there an equitable distribut

e determinants of health, such as risk factors or livinig conditions, and the characteristics
ystem or community equitably distributed? Clearly, the concept of equity can potentially apy
bured or estimated for, many cells within the;¢onceptual framework, including health outcq

botentially be measured along any maumber of dimensions, and an equity analysis c3g
h various levels. Most commonly; however, equity is understood as being related to g
as being related to access,«such as proximity to health services. Moreover, the concep
bquity may differ between countries.
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