European Journal of Public Health 2: 3844, 1992

Perspectives on Health Reporting for the European Community

R. Leidl*, J. John**, A. Mielck**, W. Satzinger**

The steps towards more integration of the European Community will affect
health systems and health care in a number of ways. To support policy
development and decision-making, health and health system information is
needed on Community level. We discuss the role of the Community in
health and health care. We examine the state of health-related information
for health policies and the relevant dimensions of a reporting system. At
present, wide gaps exist between information needs and availability. In-
formation on ongoing health-related activities is not co-ordinated. Compar-
ative data can only be drawn from differing national sources or non-
Community international compilations. For a future reporting system, the
political decisions on the role of health in the Community and its adminis-
trative implementation are a major determinant. The development of a
health reporting system is a comprehensive management task that requires
significant input of resources, including research.
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Introduction

The steps towards more integration of the European
Community are affecting the political, economic, social,
and cuitural dimensions of our societies. They will also
affect the heaith systems of the nations of the European
Community. What do we know about the present sit-
uation with respect to health and health care in the
Community? How are health systems organized, what
problems do they have to cope with, how are they trying
to handle them, and what is their performance? Will the
health field be exempt from ‘Europeanization’ and, if
not, what will be the impact of EC integration?

To answer these and other questions, a significant
amount of information is required. Health, health care
and health system information can be gathered in
‘health reporting systems’. Such systems can be found
on local, regional, national and international level.
Health reporting systems designed for the purpose of
monitoring and evaluation include (Brecht et al. 1990):

- demographic and socio-economic data for investigat-
ing trends in fertility or migration, or differences in

health care by socio-economic factors:
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~ morbidity and mortality information (which may re-
fer either to need for or to the outcome of health
care) e.g. for assessing the effectiveness of health care
interventions;

— information on resource availability for analysing the
structural components of health care;

— information on utilization of health care services,
such as outpatient or hospital services performed or
drug prices and quantities consumed; and

— information on health care cost and financing, e.g. by
sector of care or by public and private funding.

We discuss the role of the EC in health and health care
and the need for an EC health reporting system.

Health and the EC

The EC’s legal responsibility with respect to health has
been quite restricted until recently. Health care is not
referred to in the Treaty of Rome of 1957. Health was
just to be considered in areas of direct relevance to
economic integration. Similarly, the Single European
Act of 1985, another major step towards integration of

9102 ‘v Afenige uo 1senb Aq /61o0°seulnolpioxogndine//:dny wodj papeojumoq


http://eurpub.oxfordjournals.org/

the EC. did not make health an EC policy issue. Health
and health systems may. however, be and have been
affected by a number of directives in the area of:

- medical technology or pharmaceutical products on
the market for goods;

— private health insurance on the market for services;

— doctors and nurses on the labour market, or the issue
of health risk coverage for migrant workers; and

— financial investments in hospitals on the capital mar-
ket.

In December 1991 the European Council opened up a
new dimension by introducing an EC responsibility in
the field of public health. An extension of the Rome
Treaty, article 129/1 reads as follows (it still has to be
ratified by the national parliaments): “The Community
shall contribute towards ensuring a high level of human
health protection by encouraging co-operation between
the Member States and. if necessary, lending support to
their action. Community action shall be directed to-
wards the prevention of diseases, in particular the major
health scourges, including drug dependence, by pro-
moting research into their causes and their transmis-
sion, as well as health information and education.
Health protection requirements shall form a constituent
part of the Community’s other policies™.

This new responsibility does not yet have an adminis-
trative basis. Presently, a number of health-related ac-
tivities are being conducted by several Directorates
General in the Commission of the EC, such as those
responsible for Employment. Industrial Relations and
Social Affairs (V), for Science, Research and Tech-
nology (XII), or for Telecommunications, Information
and Innovation (XIII). Several health initiatives have
been launched by EC authorities, e.g. the campaign
“Europe against cancer”, the anti-tobacco-program,
and the strategy against AIDS, all programs started in
the mid-eighties. However, health system issues are
neither covered by a specific EC authority nor eval-
uated systematically.

It 1s most likely that the role of the EC in health will
change. The Single European Market after 1992 is ex-
pected to affect the health systems of member states in
many ways (Hermans et al. 1992, Leidl 1991). Effects
and side effects require exploration from a variety of
perspectives and levels of aggregation. This calls for a
well-developed EC health reporting data base which is
presently missing. The information gap is underlined by
the fact that health and health system questions are
asked more and more as the single market approaches.
Hcalth care managers, doctors (Brearley & Gentleman
1991), producers of medical technology, pharmaceutical
companies (Diener 1990), private health insurers (Tim-
mer 1990), health policy makers and researchers in Eu-
rope show a growing concern and demand for EC-wide
data. Also patients and the general public are likely to
develop more interest in health issues in an EC perspec-
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tive, concerning, for example. care in other member
states, the harmonization of taxes on alcohol and ciga-
rettes (Appleby 1988), the issue of a ban on advertising
for smoking. or environment-related health issues.

The Treaty of Rome. in its section on social policy. in
fact does already provide a basis from which the collec-
tion of community level health-related data could be
started. For example. article 117 of the treaty reads as
follows: “The member states agree on the necessity to
work towards an improvement of the living and working
conditions of the work force and thereby make possible
a harmonization™ (authors’ translation). The analysis of
living conditions could hardly exclude information
about health issues.

The need for health information is directly stated in
the new public health article. The scope and compre-
hensiveness of the new responsibility will have to be
defined politically, and implemented administratively.
There is ample space for discretion. Whether and how
public health information should be linked with infor-
mation on health services issues that derive from the
single market remains to be settled. Information needs
for “health protection as part of other policies™ are
unclear. There is no designated agent or agency respon-
sible for the collection synthesis and presentation of
data, and the context for which EC health reporting is
to be produced has yet to be defined.

State and Development of Health
Reporting in the EC

At the moment, it is easier to find out the amount of
steel consumption per head than to establish the num-
ber of acute hospital beds available in the Community.
EC level health and health system information is scarce
or completely lacking. For the large diffcrences among
health systems, health reporting on the national level —
such as the data produced by national offices of statistics
or health ministries — certainly does not constitute an
adequate EC health reporting data base. Up until now,
not even health-related data already standardized
among member states have been identified, collected
and published by EC authorities. Strategies for co-ordi-
nating this in the future are still lacking. Due to the
scattered EC-responsibility, a comprehensive EC health
report is missing even for those areas where information
is already compiled, as for food and drug safety, or for
occupational health. The Statistical Office of the Eu-
ropean Communities publishes some basic demographic
and economic data and a few data on social security.
The latter includes, as part of the European System for
Integrated Social Protection Statistics. an overall figurc
for health care expenditures, but these figures are lag-
ging behind four years or more, or are missing com-
pletely for some member states.

Another source of health-related EC data is research.
The standardizing of information in medical applica-
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tions — e.g. coding of diagnoses or variables docu-
mented in a medical record - and its processing and use
are issues dealt with in the research funding programme
Advanced Informatics in Medicine (Roger-France &
Santucci 1991). Research projects define minimum ba-
sic data sets for different purposes, contribute to tech-
nical developments in data handling, help to identify
policy issues, set up networks, and produce in-depth
information. In some cases even data standardization
guidelines have been achieved. As far as the data are
not subject to confidentiality restrictions, a market
place could be established for those researchers who
wish to see better use of their work, and for those who
are in search for better information. With respect to
general health reporting, however, these activities only
create information scattered over issues, regions, and
time.

Some international health reporting can be found
outside the EC authorities, specifically the health data
file of the Organization for Economic Co-operation and
Development (OECD 1990) which contains a signif-
icant amount of health care information, and the World
Health Organization (WHO) indicator presentation sys-
tem (Leidl et al. 1989) which is more morbidity-ori-
ented. Both systems are available on diskette, yet occa-
sionally there are differences between these sources as
to the data reported. Furthermore, compiling data from
national sources into international tables is just a start-
ing point. For comparative purposes, data need to be
standardized with respect to indicator definition, collec-
tion mechanisms, and quality controls — if not with
respect to the continuous and purposeful use by the
producers, which is one of the most important quality
assurance mechanisms.

Clearly, a health reporting system does not thrive on
comparable data alone. Much more is required to set up
a functioning system (Schwefel 1989); without claiming
completeness, the following aspects are of relevance:

~ the basic objectives of data collection, for example to
make a sector of society publicly more transparent, to
provide information for institutional and administra-
tive management, to guide and evaluate a policy, or
just to control some special issues;

— the definition of producers, processors and users of
the data, including the property rights of access, link-
age, analysis and publication;

— the types of data collection, e.g., routine data, sur-
veys, special investigations;

— the quality aspects of data and indicators in the sys-
tem, including issues such as information on data
origin, collection and processing mechanisms and
those responsible for it, reliability, validity, complete-
ness, representativity, timeliness, possibility for link-
age, usefulness, plausibility, target- and decision-ori-
entation, confidentiality;

— the presentation forms of data, such as tables and
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graphs in a book, public use files, or public or private
data bases.

For a specific EC health reporting system, these issues
have to be tackled. The simple use of data compiled by
other organizations is no substitute. Different from
other organizations such as WHO or OECD, the EC
has far reaching political rights and obligations with
respect to her member states; the Council, the Parlia-
ment, and the Commission can define and implement
policies, set up standards or institutionalize the provi-
sion of information. One way an official health report-
ing on EC level could be initiated is a political outline
and target setting. Based on a political commitment,
health reporting would be more similar to a national
reporting scheme than to those international compila-
tions that are not backed by political powers adminis-
trating their production and use.

Following a political decision and the development of
a reporting concept, the next issues are those of standar-
dization, implementation and use. EC health reporting
may not only aim at the mere comparison of data, but at
a standardized data base. Given the differences in the
health systems of member states, this means to identify
the needs for the harmonization of information produc-
tion and, possibly, aspects of its use.

Methodologically speaking there is the problem of
aggregating indicators which are not defined or avail-
able in the same way throughout the Community. When
indicators are defined in a standard way there is still the
problem of interpretating them vis-a-vis the character-
istics of the health systems. For example, hospital care
may play different roles in the member states in comple-
menting nursing home care. The aggregation of a mea-
ningful length-of-stay indicator across the EC may thus
be hard to achieve.

Other questions concerning EC-level information are
raised by health system issues on the regional level. One
example would be the migration of pensioners to the
Mediterranean zone and the migration of young work-
ers to northern industry regions. Health system related
issues like additional capacities needed for care, or
problems in local insurance portfolios can only be iden-
tified by adequate disaggregation of EC-level informa-
tion to national or to regional level. In consequence, the
basic administrative units have to be defined for which
standardized data is to be made available throughout
the Community. In general, it has to be explored to
which extent the supranational approach of health re-
porting is of relevance at the more disaggregate levels,
and which adjustments are necessary. Questions on the
usefulness and applicability of aggregate approaches of
health reporting for disaggregate levels also arise when
using national reporting at the regional level, or re-
gional reporting at the local level. The basic structures
of the health systems underlying these uses are, how-
ever, the same — which is not the case for the member
states of the EC.
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Another aspect is the technical implementation of EC
health reporting. The up-to-date co-ordination of data
rendered by quite different health systems has to be
managed. EC health and health system information
should be easily accessible by electronic data communi-
cation. Data provided should suit the needs of different
user groups. Data should either be standardized or the
differences described carefully. Linkage with additional
data should be easy. Standard protocols for data trans-
fer to and from a multi-user data base or a network of
data bases could ensure on-line data exchange. Inter-
faces for convenient data analysis should be available as
well as presentation features, including, e.g., geo-
graphic files. These tasks require sophisticated infor-
matic support, combined with expertise from the health
systems in the member states.

The Policy-Oriented Concept of the
World Health Organization

To ensure efficiency and to minimize duplication of
effort will require close collaboration and co-operation
between the Europcan Community and the World
Health Organization. WHO has formulated and, with
some success, tried to implement a common European
health policy, and has established a comprehensive
health reporting system. All this is based on a close-
meshed network of collaborating individuals and in-
stitutions from health care, medicine and health sci-
ences, and health administration and management. Any
engagement of the EC in the field of health policy calls
for a redefinition and rearrangement of the roles of
WHO and the EC in this area and a careful design of the
interfaces between the two agencies. It is obvious that
this includes arrangements for setting up and maintain-
ing a common European health reporting system.

In 1977, the Member States of the WHO - which, of
course, include all EC-members — decided that “the
main social target of governments and WHO in the
coming decades should be the attainment by all citizens
of the world by the year 2000 of a level of health which
will permit them to lead a socially and economically
productive life” (Resolution WHA 30.43). This was
followed in 1978 by the famous Alma-Ata Declaration
on Primary Health Care, and in 1979 the Assembly
launched a global strategy for health for all by the year
2000 (HFA 2000, Resolution WHA 32.30). It was also
decided to monitor progress at regular intervals and to
cvaluate the cffectiveness of the global strategy at a
national. regional, and global level. In 1980, the Mem-
ber States of the WHO European Region had also
approved their first common health policy: the Eu-
ropean strategy for attaining health for all (EUR/
RC/30/8).

The commitments made by each European Member
State go beyond merc acceptance of a common health
policy. To ensure that their promises arc followed by
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concrete actions, the WHO-member states have under-
taken to follow up their own progress systematically
through regular monitoring. They have also undertaken
to evaluate progress thoroughly at regular intervals and
to report the results to WHO. This co-operative process
is intended to provide all countries with information and
feedback on the prevailing health and socio-economic
situation and to make it easier to make rational deci-
sions on any changes that need to be made in national,
regional and international health policies and strategies.

In support of the process of monitoring, evaluation
and feedback WHO has developed a list of indicators in
order to measure the progress towards achieving the
regional targets for HFA 2000. This list was included in
the common framework and format for evaluation of
the strategy which had to be used by WHO-member
states as a guide for reporting to WHO; the first eval-
uation took place in 1984/85. The proposed list of in-
dicators was the result of a choice among hundreds of
possible indicators. Several criteria were used in selec-
tion, including: the relevance of the indicator to the
target, the availability of data in most countries, and
problems that might arise in data collection if special
surveys were necessary (Kaprio 1991, p. 96). Reflecting
the contents of the targets, the list included different
types of measurement related to health status, health
behaviour, social and environmental factors, policy de-
cisions, health services coverage and utilization, exist-
ence of regulatory mechanisms, etc. There are two
groups of indicators, those considered very important,
and on which all countries should report (essential in-
dicators), and other suggested indicators (supplemen-
tary indicators), on which reporting would be welcome.

The list of indicators included quantitative as well as
non-quantitative indicators, the latter ones referred
mainly to legislation and policies in various health-re-
lated fields. Interestingly, the originally selected essen-
tial quantitative indicators covered only 18 of the 38
regional targets, although indicators had been selected
with special regard to their current availability. It has
frequently been observed that generally, the available
statistical data tend to reflect the most important data
needs of the past and not necessarily those of the future.
As HFA 2000 called for a fundamental re-orientation of
most countries” health policies, it is not surprising that
at an early stage of implementation of HFA 2000 appro-
priate statistical data for measuring progress towards
the targets were quite scarce.

From the very beginning WHO stressed the need for
a continuous review of the indicators. It was recom-
mended that the proposed indicators be considered as
preliminary to be used on a trial basis for the first
evaluation in 1984/85. Experience confirmed the need
for assessing the relevance and adequacy of the initially
selected indicators, especially the non-quantitative in-
dicators. for which the questions originally dealt mainly
with the existence of legislation and polictes, had caused
many difficulties. When answering these questions. the
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WHO-member states had delivered vast amounts of
all-embracing, diffuse and not comparable information
which proved to be difficult to analyse and to be of
rather limited value for evaluation purposes. Therefore,
these indicators have, in a number of instances, been
reformulated to obtain a specific type of answer regard-
ing the implementation of programmes and policies,
and to enable WHO-member states to indicate ways in
which their impact can be assessed. Based on a compre-
hensive evaluation of the experiences made so far with
the initially selected indicators, the original list was
thoroughly revised before being applied in the second
evaluation 1987/88 (WHO 1986). As the European
HFA targets have been updated recently (WHO 1991),
a further revision of the indicator system presumably
will take place in the near future.

The WHO-member states have made enormous ef-
forts to analyze and collect information; these efforts
are a measure of the extent to which they are willing to
monitor their own progress towards HFA 2000. How-
ever, these efforts were not sufficiently strong to over-
come the usual difficulties in establishing an interna-
tional information system. Much has to be done in order
to ensure the comparability of data from different coun-
tries by using or, if not yet existing, by developing and
implementing common concepts, definitions, and classi-
fications.

In addition, substantial and noticeable information
gaps must not be ignored (Schach et al. 1990). Such
gaps have been identified, e.g., in the fields of dis-
ability, health promotion and lifestyle, environmental
risk factors, work-related health factors, ambulatory
health care, equity in health, nutrition and community
involvement. Additional data collections (mainly pop-
ulation-based health surveys) will probably be unavoid-
able .in most countries.

Despite the noticeable lack of relevant data for as-
sessing progress towards HFA 2000 there are now in-
dications that the present indicator-based information
system is placing too great a burden of work on the
health administrators of the WHO-member states. In
addition, the Regional Office is receiving large amounts
of new information, and these are constantly increasing
as countries improve their data collecting and process-
ing capabilities. Handling these data causes many prob-
lems, and therefore WHO looks for alternative and
more efficient ways of continuing the regional monitor-
ing and evaluation process. The following options have
been taken under consideration (WHO 1988, p. 97):

— The number of indicators, both essential and supple-
mentary. is too large, and some have become less
relevant to the target to which they relate. In some
fields, therefore. fewer and simpler indicators could
produce more valid information which would be eas-
ier to provide and analyse.

— There is some repetition and overlapping of the in-
dicators relating to the targets, e.g., to those dealing
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with the elderly, the disabled and the chronically ili,
and to those on intersectoral collaboration for health
education, health promotion and primary health care.
Eliminating these redundancies would also reduce the
efforts needed for the collection of the data.

- The Regional Office has started to establish a net-
work of collaborating centres to monitor develop-
ments in various target areas by means of on-line data
transfer from national institutes of statistics and simi-
lar institutions. This offers great possibilities for re-
ducing the burden on ministries of health and for
consolidating the European HFA data base. There-
fore, WHO-member states should in the future not be
asked to provide those data which are already rou-
tinely available to WHO.

What are the lessons to be learned from WHO’s efforts
to establish a health policy oriented information sys-
tem? First, it is clear that enormous political manage-
ment, administration, consultation, research, and other
resources were necessary to set up a common European
health policy and a reporting system for its monitoring.
Second, the more a policy is new in terms of the prob-
lems to be solved, of its objectives and targets as well as
in terms of its strategies, actions, and measures, the less
it can be expected that policy formulation can draw
upon established routine information systems. Even the
monitoring and evaluation process of a policy in its early
stages of implementation cannot primarily be based on
routine information systems, as designing and imple-
menting such systems at an international level will take
long time. Third, the implementation of an information
system for monitoring policy should be regarded as part
of the strategy to implement the policy itself. Success or
failure in providing relevant information are factors
strongly influencing the acceptance of a policy by the
public and the allocation of resources. Establishing an
information system might well be the most sensitive and
delicate element in the strategy to implement the policy.

Conclusion

We have explored information needs, the present state
of reporting systems, and some issues in the devel-
opment of health reporting on EC level. Given the past
legal basis and its administrative implementation, EC-
health reporting does not yet exist. Information on on-
going health-related activities on Community level is
rare and not co-ordinated. Health system data that
could be used for comparisons among member states
can only be drawn from different national sources or
from non-EC international compilations. In each of
these cases, data may not be standardized, and the
comprehensive information needed for comparative
use, such as indicator definition, data origin. quality.
and others is typically lacking. Future co-ordination
strategies for the different sources of national informa-
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tion in the field of health are also missing. In sum. the
present state of health and health system information on
EC level is. by no means. satisfactory.

The role of health in the EC is just being newly
defined. This definition process. and the relevance of
the effects of the economic integration in the health
field outline starting points for health reporting. A new
EC information culture has to be developed in the
health field. A future EC reporting system requires a
political definition and commitment. From an EC per-
spective, a number of dimensions were listed that would
have to be tackled for an integral supranational report-
ing system — such as objectives. property rights, standar-
dization and collection, processing and presentation.

Any effort to develop an EC health reporting system
has to take into account that WHO has implemented a
rather comprehensive and differentiated reporting sys-
tem for the European region covering, above all, in-
formation on health and the ways to health, i.e., life-
styles conductive to health, healthy environment, and
appropriate care. The Community could and should
take this as a valuable asset for her own activities in this
field. In any case, a careful co-ordination of health
reporting activities is necessary in order to avoid waste
of resources, but also the production of inconsistent
data on health and health care in Europe.

For a possible future EC health reporting system, the
political framework set by EC authorities seems the
major determinant. The objectives of such a reporting
system could either be to function as a policy-oriented
instrument or only to co-ordinate existing national data
collection in an standardized manner for EC level or to
provide a broad, publicly accessible reporting system.
Political strategies could also focus on specific fields of
public relevance and EC responsibility, such as certain
discases, or health issues involved in environmental
problems. At the moment, even the information avail-
able to consider alternative reporting concepts is scarce.
All implementation issues still have to be developed. At
least for some reporting concepts, it is not sufficient just
to use existing national or international data collections.
Furthermore, since disaggregation is a necessary ele-
ment in such an attempt, the role not only of member
states, but also of the regions have to be defined. In any
case, due to the lack of an existing policy or even
co-ordinated attitude towards the health field, and due
to the large differcnces in the health systems, the devel-
opment of an EC health reporting system is a compre-
hensive management task requiring significant political,
administrative and research resources.

Besides these constderations there are, of course,
other future perspectives — even besides the option that
nothing would happen. In one scenario, for example,
public provision could be lacking in the EC, but private
initiative, e.g. by consultants, pharmaceutical compa-
nies or health insurers, could take over the task to
collect some resource, expenditure and other data rele-
vant for health reporting — and possibly sell it in case of
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later need, to the Commission. In another scenario. onc
could speculate on the role of the EC in the context of
the internationalization of health issues which might
require health-oriented information for political mea-
sures far beyond the EC, concerning. e.g.. the living
conditions in Eastern Europe. Another hypothesis
could claim a rise in the overall political relevance of
health issues in the EC. For all these alternatives (ex-
cept the do nothing one), the EC is at its very beginning
of having decision-relevant health and health svstem
information.
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