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I-. AIIENDANCEi_OBa_ECIIVES_AND_ORSANISATION_OF_WQRK

1. The WHD/ECA/UNSQ/UNICEF Regional Training Workshop -For

Statisticians and Health Managers in Health and Nutrition

Surveys was held at Kadoma (ISO krns -from Harare), Zimbabwe from

10 to 28' November 1986.

2- Eighteen participants attended and represented both national

statistical agencies and ministries of health of the following

African countries: Botswana, Cameroon, Ethiopia, Ghana, Lesotho,

Malawi, Nigeria, Zambia and Zimbabwe.

3. In addition to the organising agencies, the following

institutions also provided technical inputs to the workshop as

f acilitators: International Labour Organisation (ILO); London

School of Hygiene and Tropical Medicine, United Kingdom; Insti

tute of Tropical Hygiene, University of Heidelberg, Federal

Republic of Germany; Centre for Disease Control, Division of

Nutrition, Atlanta, United States of America; and Department of

Epidemiology and Community Medicine, University of Antwerp,

Belgium.

4. The final 1ist of participants and faci1itators is attached

as Appendix 1.

5. The Workshop had the following five objectives:

(a) To provide or increase skills of national statisticians to

plan and implement health and health-related survey prog

rammes in col laboration with national health authorities;

<b> To sensitise national health managers to the potentials and

limitations of health and heath-related 'information avail

able from on-going seri es of national household interview

surveys, including the role these surveys can fulfill in a

national health management information system;

(c) To produce training material and guidelines for use in

regional training progr£*mmes or far di rect use in future and

on-going national survey programmes;

(d) To consolidate experiences from previous or on-going

national survey programmes and to disseminate these exper

iences in a systematic framework in the form of gui delines

to interested countries; and

(e) To form a core of experienced national statisticians and

health managers capable of serving as a resource group at a

regional or international level to assist other countries in

the planning and implementation of health surveys and in the

uti1i sati on of data from these surveys for health manage

ment.

6. The topi cs covered i n the Workshop sessi ons are shown i n

Appendix 2 and are summarised in this report.

7. A chairperson and rapporteur were nominated for each day of

the Workshop, and summari es of each module were prepared by these

rapporteurs.
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8. The Workshop was opened by Dr. G. M. Nandishona (Director of

Census and Statistics, Zimbabwe) who drew attention to the

importance of data on health and nutrition, especially -far

countries like Zimbabwe which has adopted a policy of "Health for

al 1 by the year 2000". To be most useful, these data need to be

part of an integrated set of economic and social data, comprising

large components of demographic, social and economic statistics-

He also pointed out that the health and nutrition surveys should

be related both conceptually and operationally with other

components of statistical systems.

9. Dr Mandishona also called for a coordinated effort between

statisticians and health managers to achieve mutual understanding

and a proper utilisation of data collected in health and related

surveys. He thanked the international agencies which were

involved in the Workshop for bringing together experts from

various fields and welcomed the participants to the Workshop.

10. In his introductory remarks, Dr. M. Dlamini (WHO rt.-pre^ent-

ative in Zimbabwe) also thanked the EGA, UNSO and UNICEF, on

behalf of the WHO Regional Director for Africa, for joining WHO

in organising the Workshop, and expressed the appreciation oir al 1

concerned to the officials and Government of Zimbabwe for hosting

the meeting.

11. Dr Dlamini pointed out that health surveys are an i ndi spend

able complement to administrative-based statistical systems on

health and vital registration, especially in Africa where they

are either non-existent or rudimentary. Health surveys ^rm

likely to provide information on the distribution and accessib

ility of health activities, data on health status and health-

related behaviour, and d-ata on information programmes which

inf1uence health.

12. He made a special piea for data at the subnational or

district level, and requested that the Workshop consider this

i ssue and make recommendations concerning this vital information

need.

HI WQRKSHOP_INIRODUCIigN

13. The rationale of organising the Workshop was explained. It

was stated that in mast developing countries there was a gap in

the availabi1ity of population-based data in relation to health,

since the coverage of health services was far from complete and

the existing civi1 registration and vital statistics systems were

seriously deficient. It was indicated that household surveys

could be used to provide not only pop ul ati on -based data on

health but also data on individuals not usually collected by

health services.

14. In this connection, the National Household Survey Capabi1ity

Programme <NHSCP), which is a major technical co-operation effort

of the entire United Nations family, was presented briefly. It

was recalled that the NHSCP was designed to help interested

developing countries obtain, through household surveys and in

conjunction with data from censuses and administrative records, a

continuing flow of integrated statistics for thei r develoDfiient

plans, policies and programmes and in accordance with thtrir own



priorities. It was reported that the initiative far launching

this Programme started in Africa, under the title "African

Household Survey Capabi1ity Programme", before it was extended to

al 1 developing countries of the world through Reso] Lit ion 2055

CLXII) of 5 May 1977 of the Economic and Social Council of the

United Nations.

15. Participants were informed that, during the course of the

Workshop, they were to use their experience and the knowledge

gained in the Workshop modules, together with their understanding

of their country's needs, to design a household-interview health

survey. Project teams (in some cases comprising parti cipants

from more than one country) were created to carry out this

Workshop project.

16. Subsequently, each country delegation gave a brief descript

ion of the household surveys which were undertaken or planned to

be conducted in their country.

WLIAISON PROBLEMSBETWEENSTATISXIQIANSAND_HEALTHMANABERS

l

17. Liaison problems were identified in the foil owing areas:

- lack of involvement of health managers in the overall

planning and coordination of statistical programmes;

- failure of health managers to identify health needs and

data;

- lack of col 1 aborati on between stati sti ci ans and heal th

professionals in the various stages of implementation

of health/nutrition surveys (project objectives,

planning and organisation, training of field staff ,,

questionnaire design, concepts, definitions and

classifications, data processing, etc); and

- 1 ack of col 1 aborat,i on between stati sti ci ans and users

in the interpretation and analysis of health and

nutrition data.

18. It was noted that complaints of failure to maintain liaison

came both from health managers and statisticians.

19. The meeti ng felt that the gap between health managers and

statisticians cannot be fully bridged through use of formal

committees (national statistics committee, technical committee,

etc.). It was observed that in many African countries these

committees did not seem to be functioning. It was suggested

that a regular feedback <to committee) on the state of operations

so far undertaken, achievements and failures should make such

committees operational. Other approaches could also be used.

These include regular workshops and seminars for potential data

users to identify data needs, in-service training of data users,

and informal discussions between health managers and statist

icians.

20. The Workshop was i nformed that, in Ethiopia, an interdepart

mental technical committee has been established. This committee

is responsible for organizing and planning surveys, reviewing the
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questionnaires, monitoring survey activities, and ensuring that

Health and Nutrition Surveys reflect the government's priorities.

21. The meeting considered»various issues relating to problems

in liaison between users and statisticians. A question was asked

on who should identi-fy the -felt needs. Is it the Ministry of

Health, the Ministry of Finance, the Central Statistics Office or

the -f undi ng i nternati onal agency? Thi 5 was rai sed because

it was found that sometimes it is the Ministry and sometimes

the funding international agency that decides on the? data to

be collected. Some participants indicated that there was a

leakage of information from the developing countries that

could be of value in helping them implement some of their

health programmes. The Workshop was of the view that the

tendency of CSQ to carry out surveys independently of the

Ministry of Health lessens the involvement of the hini stry in

health/nutrition surveys. It also considered that the subjects

covered by the survey should determine which unit within the

Ministry of Health (Epidemiology or MCH LJni t, etc) should be

primarily involved in the cictivities. Lack of motivation and

excessive workload were also cited among the major constraints in

ensuring liaison between statisticians and health managers.

VGENERALINIRQBUGIIQNIQMIIHQDOLOeiCALISSUESIN HEALTH

22. The following methodological issues were introduced and are

discussed mare completely below:

- alternatives to interview surveys

- qualitative research

- response errors

- barriers to reporting.

23. The meeting considered the following alternatives for

interview surveys:

- observation

- interview (formal and informal)

- records from facilities

- i nterventi on studies,

24. The workshop also discussed the function and role of

qualitative research. This should be able to answer the follow

ing questions:

(i > Why do people behave and think in the way they do?

(ii) What are the people's priorities?

25- In order to understand people's major problems, the follow

ing methods may be used in qualitative research:

(a) Group meetings

(b) Talk to key informants

(c> Use of "soundings".

26. It was felt that qualitative research should precede a

quest i onnai re desi gn.

27. On the issue of response errors, the meeting considered that

these &re normally due to:

- use of proxy reporti ng

- recall loss

- too many items

- sensitivity of issues involved.



28. When discussing the barriers towards reporting, the meeting

considered questions whi ch might vi olate social rules. Bias can

be introduced due to:

a) .- Prestige bias *

b) *Halo' effect

c > Poli teness on the part of the respondent

d) Unawareness of social niceties by the interviewer

e) Irrationality of the questions.

29. The module concluded

be affect the measurement

elicited with or without a

with a discussion on factors which may

of prevalence rates of illness «s

1ist of tracer conditions.

VI SQCIOECONOMIQj. DEMOGRAPHIC AND OTHERCHARACTERISTICSOF

30. As part of this module, the workshop considered the foilow-

ing suryeillance_arc:

Events

Response

action

Col 1 action

of data

Analysi s

of data

31. The meeting was told that information an household charact

eristics is col leeted in order to:

- Link variables to health and nutrition variables

- Set priorities

- Identify target groups

- Eval uate e>; i sti ng programmes

32. The following vari ables

'Soci al-Economic' status:

may be used when considering

a) age/sex

b) possessions

c) type of shelter

d) fuel source

e) land ownership

f) water source.

33- These measures of social and economic status can also be

regarded as a measure of 'risk', for example:

— Specific household character!sties can be associated

with specific diseases;

- Refrigerator associated with incidence of diarrhoea;

— New wealthy associated with death due to diarrhoea;

— Total cash i ncome associ ated wi th death due to mal -

nutriti on;

— Land ownership associated with malnutrition;

— Cash cropping associated with malnutrition.

34. Socioeconomic status may be measured differently in rural

areas as compared with urban areas. For example, in rural areas



farm animals might be a surrogate -for cash at hand in urban

areas. Simi larly, land size (rural ) might equate with ownership

of household equipment and furniture (urban), and ownership at

agricultural equipment in rural areas may show the same status as

ownership of transportation facilities in urban areas.

35- The meeting was advised that a variable may have different

sociaeconomic implications in rural and urban settings, and that

there is need to check for seasonality for some of those data.

36. In summary, the workshop concluded that collection of data

on household characteristics is important for understanding of

the relationship(s) between socioeconomic status and health and

nutritional status. Such information i s needed to clearly

identify high risk groups in the society.

VII ASSURING_VALI,DITY_QFJ3URVEY_IN^

37. In thi s module, participants were told that a survey i s

consi dered val id i-f it:

- represents reali ty

— measures what it is expected to measure.

3B. The meeting particularly considered how one can check on the

validity of people's health status. This c^n be done in some

cases through examination and lab-tests. Sometimes physicians

may obtain better results than lay interviewers if they probe for

responses, but physicians are no better if they use the same

questionnaire wi thout probing.

39. Checks on consistency by re-i nterviews may also be useful to

estimate the errors in reporting and recording data. Care should

be taken when dealing with proxy reporting.

40- In general, physical examination and laboratory, or other

diagnostic tests, are used for testing val_i_di_tv_; re-i nter vi ews

are used for testing consistency of survey answers.

41 - The meeting was advised that it is important to determine

the survey objectives and to test its validity before the survey

is undertaken.

42. Indirect validation can be used on age groups in rural and

urban areas by, for example, comparing expected and observed

trends. Though vali dati on may be expensi ve i t i s a necessary

exercise and should be taken into account when budgeting for

the survey.

43. In this module, the meeting was told that there are two

types of questionnaires: self-administered and interview

questionnaires. These can be sub-divided into structured and

unstructured questionnaires.

44. When designing a questionnaire, the following steps were

recommended:

- State the objectives of the survey

- Define concepts

- Derive valid indicators

- Formulate questions.



45. It is important to note that information on some variables
is best obtained through observation (qualitative methodology).

46 Pretesting was considered essential, and it was recommended
that all sections o-f areas to be sampled are represented in the
pretest because o-f problems in definitions and translation.

47 A pilot survey should be conducted as if it is the main
survey in order to test all the survey aspects: feasibility,

operational aspects, time required, etc.

4a. Then designing the questionnaire, there must always be a

separate space for coding the answers. This will minimis* *rr*r±

both in the -field and at the data entering stage. Preferably th«
supervisor or office staff, rather than the interviewer, should
do the coding and pre-coded questionnaires should be used <**

much as possible.

49. Use of hand-held microcomputers in health surveys was to

be discussed at a later date.

LX 0RGA^IZAIIQNALmL3SUES_Q^

50. Participants identified and discussed organisational
problems which could hinder the smooth operation ot a healLh

survey.

51- Sometimes agreements reached with international donor-

agencies are modified and this necessitates an all round re
assessment and consequent delay in starting the survey.

5-?. At other times, aid recipients want donor agencies to
u^dertLe the survey as well. It was pointed °"tthat donor
aaencies may not be technically competent to undertake the

th are funding. It was stressed that these were

management functions which required detailed planning *nu

monitoring.

53. The various stages of survey plan were then outlined. It
was essential that all interested persons such as health ™->--9-' *
should be involved in the initial planning stage. Lodmg end
editing of data should not wait until the end of the survey and
excessive 'perfectionism' in cleaning the data should be avoided.

54. The issue of Quality Control or Validation generated quite a
lot of interest and was to be taken up at a later d..te.

55. It was emphasized that the translation of questions into

local languages should be done by experts with both urban .
rural background. Where the questionnaires are not Prir.ted in
local languages and interviewers who understand the lc.c-1
languages are used, common terminology for KEY expressions

should be identified.

5*. A number of health problems with seasonal variations were

identified. Since most disease conditions are influenced by
the seasons, it is advisable for surveys to cover the whole
year to elim nate the influence of the seasons, but the period ot
hfqh and low frequencies should be identified for purposes ot
intervention. Where the survey period does not cover the whole
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year some form of extrapolation may be done to estimate the

annual rate. If this is done the seasonal effects which may

inflate or deflate the extrapolated annual rate should be

clearly noted in the survey reports. Use of 'weights' in

estimating annual rates was judged to be better than the use ot

strai ght 1 i'ne extrapolation. It was however agreed that what

was more -important was the identification of risk groups rather

than the estimation of absolute numbers.

57. All the assumptions used should be clearly stated. Data

'bendi ng' under the pretext of data cleani ng should be avoided.

58. Administrative functions of planning and monitoring should

be spelt out in detail as well as the timing of field resources

needed for quality control. *

59. The various issues involved in sampling were enumerated in

this module.

60. There was some disagreement on the issue of the appropriate

sampling unit in a health survey as to whether the ultimate

sampling unit should be the household or the individual. It was

however acknowledged that illness could be looked at as a

personal event although the risk may be a household problem.

61. On the question of providing or obtaining an unbiased

estimate, the issue of using ratio estimates where the denom

inator is not known was raised. This was considered a problem.

The degree of bias would be minor for larger primary sampling

units.

62. If estimates are required with a certain degree of ^recj.si,on

then sample size should be made sufficiently large. Certain

characteristics, it was pointed out, do not have clustering

effect but variables which have such effect would require to have

the clustering effect allowed for. The clustering effect

manifests itself when there is underlying inter-cluster correl

ation and when sample size is not sufficiently large.

63. Minimum sample sizes for a nutritional assessment survey for

a country, with a fixed number of districts, with a precision of

57. error and 95"/. confidence interval was demonstrated -

64- The calculation of the desi,qn_f>actor was also demonstrated.

The design factor was defined as the ratio of the standard error

derived from the multistage sample design to the standard error

assuming that a simple random sampling had been used. The

ratio measures the effect of a particular sampling design.

65. Each item in a health survey has a design effect but premium

should be placed on the important items in determining the sample

size to use.

XI 8)

66. In training interviewers, it was stressed that the training

of supervisors should be borne in mind. Supervisors should be

trained first and before the pre-test, and should also be



participants or even trainers in the training session tor

interviewers.

A7 Participants then gave their countries' experiences. Most
countries maintain permanent field staff, and there were recog-
niied supervisors "ho must first be trained and sent to -zonal
centres ?o,train interviewers in those centres However, for
large surveys or censuses such as the population census th*

practice is generally to train all recruit, and to ^^J^
nnes from the interviewers as supervisors. It was ntverttele-
conceded that different approaches may be adopted depending, on

the circumstances of each country.

68. The background of the interviewers was

There are those that cannot be changed - at
recruitment but there are usually enabling factors which should
guide selection such as ability to know the local pouul-tio..*
and to adapt themselves to their habits, to listen and «nte ,L
the same time and to follow instructions.

was an exception rather than the rule.

70 The importance of supervision was acknowledged. Regular
meetings during the surveyperiod should be organized to -c ang,
vfews and discuss common problems. Every ettort should be
mlde to locate non-respondents due to non-contact «s such -

group may be special sub-group.

71 Discussion on the training of interviewers was continued in
In evening session with the examination of case studies. h«

studies.

also reminded that there are alternatives

needs.

7- The tooic wa
s introduced with a role play of a patient

famiTy can be the illness defined in professional terms.

74 It was suggested that illness is Egrce.yed by the individual
and disease is BCSigssionalIy_dgfiQgd.

75 A doctor, utilizing a cluster of symptoms, comes up with a
^nosis?giving due consideration to mediating and/or faciUf
ating factors.
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76- In contrast, traditional healers and 1HV per(.

the agent/cause of i 1 lness. This, in Gornbina-T '^ QCL*^ ong, ornbinaT
definition of illness that is community Qri?ntated ^ W*th
core of a folk di agnosis. * forms the

77. Sources of mi sunderstandi ng between pr^ _ .

patients were classified into two major groups - J?^°ne*^** ar'd
linguistic. Thus, in the conduct of a survey, ' ~ePtual ana

to considers '* WQu^ nfc&d
(a) The descri pti on of an ill ness by the comriiun

(b) The use of easily identifiable terms X*

symptoms. • treefer
(c) The use of locally acceptable terminology in ,

ionnaire. utst-

<d) The difference between perceived i1lness and spe,

disease categories. • c

(e> The level of precision of a diagnosis.

78. For each episode of illness, the symptoms are spread over a

period of time and according to levels of severity, resulting

in a three-dimensional picture far each episode.

79. The following were noted to be important in a survey:

(a) choice of appropriate words;

<b> avoidance of double questions to minimize confusion

as to what the response given applies to;

<c) clear definition of the recall period. This will vary

according to restrictions imposed by the particular

disease of interest;

(d) disease/i1lness severity is usual 1y measured in terms

of days in bed and/or restriction of usual activity;

(e> tracer symptoms are helpful when there is a specific

disease sought;

(f) stress put to a question will vary according to

interest e.g. general morbidity; specific morbidity;

health care consumption.

(g) clear definition of the purpose of the survey.

80. The classification/reporting of disease was also discussed

at the workshop. The prevalence/incidence of disease can be

measured in various ways e.g. period prevalence, spells of

illness per period of time, symptoms per 100 persons.

81. When defining severity of illness, the following may be

used: number of symptoms per i1lness, subjective feel ing,

prognosis, restricted activity and confinement to bed (as a

proxy). There is a high correlation between perceived severity

and restricted activity. The perception of severity is

influenced by various factors which include social class,

sex, age, chronicity of disease, and availability of service,

and in addition, there are urban-rural as well as cultural

differences.

S2. The validity of data may be improved by:

(a) Using short recall periods;

(b) Avoiding proxy reporting as much as possible;

(c) Tracer symptoms ^r& helpful in reaching a diagnosis;

(d) Avoiding delicate/sensitive questions.



83. The topics of Specific Diseases, Conditions and Symptoms was

a continuation of the previous topic on measurement of morbidity.

84. Designing model questions that can be applied in a real

survey situation for specific diseases such as diarrhoea,

malaria, acute respiratory tract infection and pulmonary tuber

culosis in adults, was'discussed.

85. Participants were asked to formulate 4 or 5 questions on the

prevalence, duration and severity of diarrhoea, ma I. aria, acute

respiratory tract infection and pulmonary tuberculosis.

36. A recall period of 2 weeks for diarrhoea, acute respiratory

tract infection and pulmonary tuberculosis in adults was recomm

ended. For malaria, a 6 months recall period was to be used,

while the question for TB could refer to the day of interview.

In addition, the participants were asked to indicate haw best one

could test the validity of the answers given by respondents.

87. During the discussions of the exercises, there were some

observations that related to the designing of specific questions

on diarrhoea. The main observation was on the cut-off point for

number of watery stools that warranted achild to have-

diarrhoea. Some participants felt that if a child had exper

ienced 2 or 3 watery stools in a day then the child had

diarrhoea. Others felt that one could rely on the mother's

definition.

88. It was pointed out that different studies in various

countries had used different cut-off points of the number

of watery stools per day, (ranging from one to five) as a

definition of diarrhoea.

89. According to WHO, 2 or 3 watery stools are the recommended

cut-off points for a child to be classified as suffering from

diarrhoea.

90. The problems of consistency and validity tests arose

when discussing the questions on malaria. Consistency tests
refer to the situation where two different groups of enumerators

applied the same interview questionnaire to the same group

of respondents. In validity tests, a reference test, for

example, laboratory tests on blood slides, are done so as to

verify the answers from respondents.

91. It was agreed, in the end, that validity tests are not to be

recommended for rational Household Surveys because of constraints

being faced by many countries in Africa. Consistency tests,

however, should be done while in the field.

9^ It was felt that due to problems with surveys on disability,

the international classification of conditions should be

employed. Generally, the topic was very difficult in the
sense of having properly defined terminologies of impairments,

disability and handicap.
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93- The following definitions were recommended:

ICQQ.^LCCQ^QtS; ~ missing or defective body part, paralysis,

diabetes, mental retardation, etc.

Disability - Difficulty in seeing, speaking, hearing,

writing, walking, conceptuali2ing or any other function

within the range considered normal for human beings

Handi_cacf ~ A disability which has interfered with the

development of a person'5 capabi 1 i ty to do what i s normal 1y

expected at a certain age

94. During the exercises for thi s module, the participants were

asked to give reasons for col leeting information on impairments,

disabi 1 i ty and h and i cap. The fol lowing reason is were? given:

- for collecting data an Ifljfiai.rments:

<a) to link impairments to risk factors;

<b> to estimate demand for corrective interventions;

(c) as an indicator of future disability (that is, to g^t

a magnitude of the problem in order to focus the

government's attention);

(d) to prevent the escai ati on of the problem of i mpai rmtnts

e.g. road accidents causing impairments, etc.

- for collecting data on Di.sabi_^i_ty:

(a) to take curative action, e.g. replacing lost limbs

by artificial limbs;

(b) to take into consideration rehabilitation programme-

needs;

(c) to prevent disabilities becoming handicaps.

- for collecting data on HandicaEfied.Persons:

(a) to take into consideration rehabilitation programmes;

(b) to compare with labour force reservoir.

95. It was generally felt that the international definitions

were very confusing because it was very difficult to have

properly defined distinctions of impairments, disability and

handicap. Other surveys conducted in countries were often only

interested in functional limitations in doing certain activities.

Thus, disability and handicap issues were more emphasised than

i mpairments.

96. It was deci ded that usi ng proxy respondents does not yi eld

good results in such surveys. Thus it is better to use self

reporting and for the interviewers to 'test' the di sabi1ity

(e.g. asking a person to walk some steps etc.).

XV NUIRIIION iModuLe_Ng.__i2).

97. The following topics were covered in this module;

- Nutrition data col lection in health surveys, including

the definitions and components of nutritional inform

ation usually covered by household surveys, and the

needs for data on nutrition and setting of priorities.

Interpretation of the data for "individuals" and

for "groups". Common techniques such as the Gomes,

Wellcome Trust and McLaren scores, were discussed.

The advantages and disadvantages o-f using the nutrit

ional indices of: weight-for-age, weight™for-height and

height—for-age were discussed.
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98. Problems in collecting the vitamin A deficiency were

discussed, with special reference to the Ethiopia experience.

It was eventually agreed that where countries have specific

alternative names, such as "night-blindness" disease, such

names should be used.

99. At the end of this module, the participants discussed the

fallowing exercises;

(a) Listing of Government's responsibility in national

nutrition?

<b> Listing questions on breast-feeding practices; and

(c) Si mp1e quest ionnaire desi gn in nutri t i anal status

measurements and practices.

XVI

100. The discussion in this module covered the following areas

of concern in quality control:

(a) Definition of Quality Control (in surveys and the nc-ed

for it) ;

(b) Sources of errors by type;

(c) Measures of control; and

Cd) Reporting quality of data.

101. The various types of sampling and non-sampling errors were

discussed pointing out that quality control is aimed at minim

izing non-sampling errors. Various possible sources of errors,

and definite measures which could be taken to avoid them, were

identified.

102. The meeting considered that:

(a) Under non-response as a source of error, it was

agreed that refusals should not be replaced, only

absentees could be replaced, but sti11 not indis

criminately. Re-visits/call-backs should be enforced.

A randomly selected reserve of households should be

organised to replace the absenteies.

(b) Long discussions were made regarding translation

and back-translation. The Ethiopian experience

was discussed, where translations were made only

for the benefit of expatriate consultants.

103. It was proposed that translations and back-translations be

made by different persons to check the accuracy of the trans

lations, and thorough field-tests be done in such cases.

104. During the exercises, participants were asked to state what

Quality Control is, and to make a plan for Quality Control in

their respective country groups.

105. In this module, participants were informed as to the

relationships between on the one hand socio-economic status and

disease risk and on the other a family's access to water and its

sanitation practices.

106. Participants were informed that water is essential for

maintaining life both directly (through the prevention of
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dehydration) and indirectly (through its roles in crop product

ion, cooking and washing).

107. Problems of restricted access to adequate water ca^n be

reflected in a number of ways in data describing family charact

eristics. In general, poorer -families have less access to safe

drinking water which in turn, may result in greater disease or

malnutrition among -f ami 1 y members. Most of the two bi 11 i on

people living in rural areas of poorer countries do not have

access to safe drinking water and are thus at i ncreased ri sk of

water-related diseases.

108. Bacteria and viruses associated with water_contami_nati_on

diseases are transmitted in water contaminated by human urine or

feces. These include amoebic dysentery, shigel1 a, cholera,

other bacterial and viral diarrhoeas, typhoid and hepatitis A,

Water_hy_qi_ene_di_seases are those whose occurrence or severity can

be reduced by increasing water quantity for personal hygiene and

many of these are the same diseases' 1isted above. Others are

skin or eye disease (scabies, lice, .trachoma). Final ly, several

water__contact__di.seases such as schistosomiasis are of public

health importance.

109. Similarly, inadequate personal hygiene (for example: hand-

washing) and excreta disposal practices are responsible for a

large part of the excess disease burden borne by fami lies of

lower socio-economic status. Eil^!I^t^_^i.^fi95^i_diiseases are those

whose transmission can be interrupted by sanitary disposal of

human feces and urine- In addition to the water disease describ

ed above, these include ascariasis, hook worm, strongyloides,

whipworm and others.

110. The meeting came to appreciate that a clear understanding of

the current water and sanitation situation within a population is

essential to rationally plan^ improvements in these areas.

111. During this module, participants considered the need tor

mortality data, sources of that data, and so on.

112. Participants felt that countries wish to collect mortality

data using national health surveys because they need:

- to determine mortality levels;

- to identify risk groups;

- data in the absence of alternative sources or where

available data are inadequate;

— to provide cause specific data;

- to provide up-to-date estimates;

- data col leeted is an indicator of the nation's health

status;

- to provi de health related i nformati on relevant to

mortality;

investigation of risk factors;

- baseline or pre/post interventions;

trend assessment;

- to provide community-based estimates;

- to provide data for donor aid agencies.



113. In terms of alternative sources of mortal i ty data, the

following were suggested:

~~ ^i/tal CS9.L§.trati_on: Out of the nine countries reprea-

'ented at the workshop, only three (Ghana, Zambi a and

..Zimbabwe) published data from vital registration,

annually. None of the countries had coverage exceed

ing 40 percent.

"" &°&uL*t.LQQ. £.£Q=:y.§:£S: Al 1 countries had conducted a

populati on census, wi th 1atest census years ranging

from 1963 (Nigeria) to 1986 (Lesotho).

he_a_Lth_£aci_l_i.ti_es: ah - countries, except Malawi, had

health facilities data available at subnational

level with the data published at least annually.

~ Qt,b.^C_^^QlEL£ f>y.CY_£Y_:Jii: Other s£-imple surveys had been

conducted in all the represented countries.

- smal_l_ scale/intensive surveys: Smal 1 scale/intensive

surveys had been conducted in only four countries -

Botswana, Cameroon, Ethi opi a and Ghana. The surveys

were mainly for childhood diarrhoeal diseases.

114. The workshop considered various aspects of mortality data

which countries might like to caver in a household survey.

115. Botswana, Cameroon, Ethiopia, Malawi, Nigeria and Zimbabwe

were not intending to conduct a survey in the near future

(most of these countries had just undertaken their health

surveys). Surveys to be undertaken by the other three countries

(Ghana, Lesotho and Zambia) are expected to collect data on

i nfant mortali ty, mortali ty di f ferenti als, 1evels, causes,

area differences and health service usage.

116. The following possible measures of mortality measures were?

discussed:

- the crude death rate (CDR)

- age specific death rate

infant death rate (IDR)

infant and child mortality.

117. Some examples of how data might be used and limitations in

these uses were discussed:

- the number of i nfants dyi ng under the age of one i n a

year, used in the calculation of CDR, includes infant

deaths that were born the previous year. To solve

this problem the use of separation factors was recomm

ended.

The lifetable IMR on the other hand is the number of

infant deaths to the number of live births for the

same birth cohort.

118. The workshop considered some of the problems in the collect

ion of mortality data in household surveys. These include:

(a) Selective under-reporting related to:

- Proxy reporting;

older mothers;

high parity mothers;;

children living away, grown up or died long ago;

early infant death, especially if the chiId has

not been named.

(b) recall error leading to:

— border bias;

rounding and digital preferences;
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(c) sensitivity

(d) determination of cause

<e) comparatively rare events (for example data colloction

.on neonatal and maternal death wauld be difficult

in a household survey).

119- Basic approaches to mortality estimation used in household

surveys were divided into two basic groups:

(a) direct approach, which collects retrospective and

prospective data for a fixed period, from -full or

partial birth history; ■

(b) indirect approach, which collects data on children

ever born s children surviving, adult mortality,

orphanhood and wi dowhood. The use of the U. N.

Manual X (reference number ST/ESA/SER.A/81) for the

detailed study of indirect techniques was highly

recommended.

120. All Workshop participating countries had used the indirect

approach, using retrospective data. Ghana, Nigeria and Zambia

had also used retrospective data. Birth history data were used

in Ghana, Lesotho, Malawi and Nigeria.

121. The meeting felt that the following -factors should be

considered in selecting either the direct or indirect approach:

objectives of the survey

- sample design

financial resources, manpower, data processing facilit

ies and technical support

advantages and disadvantages of alternative approaches

alternative sources of information.

XIX E£BIIkIIY«itlQdul.e_Noi_I6).

122. The meeting considered such measures as crude death rate,

general -fertility, age specific fertility rate and total ferti

lity, and then questioned why fertility and fertility regulation

should be measured in a health survey.

123. Fertility needs to be measured in order:

to measure levels (if no demographic survey)

to establish a relation, if any, between infant/child

mortality (if no demographic survey)

to estimate fertility in relation to other household

variables to assess demand for services by age CMCH).

124. The meeting was told that fertility regulation should be

covered by health surveys in order:

to assess the effectiveness of family planning prog

rammes and effect of contraception on -fertility

to assess the availability, use and side effects

of contraception.

*

125. The workshop also considered the direct and indirect links

between family planning and health.

126. The direct link related family planning with cause- and

prevention of diseases. For example: the pill and diseases

Df circulatory system, and condoms for prevention against

sexually transmitted diseases.
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127. The indirect links were the economic benefits from lower

fertility leading to improvement in morbidity and mortallty.

128. The meeting discussed methods for measuring fert.i 1 ity. Two

methods were mentioned:

(a)the direct method based on birth histories; and

(b) the indirect method using children ever born and

chiIdren surviving.

129. The workshop also discussed other important i ssues such ass

- the population of study, in terms of age 1imita,

marital status (depending on the individual country' c

culture),

the quality and type of interviewers,

the sensitivity of some topics.

130. During the workshop, mock interviews in respect of "children

ever born" illustrated haw questions could

without probing and consistency checks,

the month of birth was not known, other-

season of birth could be used and the middle month used as

an estimate.

131. The mock interview emphasised:

- interviewing ski 1 Is necessary for data collection on

birth history

- importance of interviewer checking for consistency

of responses

time taken to complete the history

- use of local calendar of events

- inclusion only of live births ('cries at birth')

- importance of dates especially if going to calculate

birth intervals

- identification of suspicious birth intervals

- value of 'dummy' interviews for training of interview

ers.

132- The meeting also considered how data might be collected for

only a sub-set of a household's birth history. Two suggestions

were made:

a date should be fixed

period, preferably an

Botswana); and

- start with the hi t-tory

and work backwards to

period.

to mark the beginning of the

event date (as was done in

o-f the i runted i ate last

the end of the (say)

birth

-year

133. Finally, within this module, the meeting considered the

following other issues:

- what to do with collected data especially when there

are missing values and/or inconsistencies;

- need for extensive validity tests;

data should be reported as they are;

- changing information should be discouraged;

- where mistakes are obvious and changes have been made,

such changes sKould be noted so that reference can

be made at the analysis stage.
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134. The workshop discussed the reasons why health planners
should know the extent of utilination of government health
services -for morbidity.

135. It was felt that planners should know:

- who uses health services

- who does not use health services and why they do noL

use them

the appropriateness of the services offered

the availability and accessibility of the services

offered.

136. In order to know adequately the health demands planners

may, among other things, want to know:

- type of morbidity

- causes of morbidity

- severity

- duration

whether these are debilitating illnesses or not.

137. The was told that the categories of questions which were

likely to be in a health survey included:

Use of available health facilities;

Reasons for using or not using a particular source of

health care;

The degree of satisfaction with care received from a

specific source of health care;

- Atti tudes towards various sources or providers of

health care;

Fi nancial or other costs i ncurred i n using a parti cular

source of care;

Physical accessibility of health care source, i.e.

distance, transport availability.

13B. An important question emerged on how attitudes towards the

use of health oa.rs services (with particular reference to

traditional healers), can be effectively measured, and whether

national health surveys are the appropriate means to do so.

Participants gave their experi ences on the sensitivity of

the question and their views on whether respondents would be

willing to reveal any association with traditional healers.

139. When measuring the use of health services, the meeting

consi dered that the fol1owi ng problems may be encountered:

- tendency for respondents to telescope the reference

period and to bring salient and socially acceptable

events into the recall period;

- omissi on of non-salient and social 1y unacceptable

events;

- seasonality has to be taken into account;

- problems of multiple recal1 periods very important;

- great caution to be exerci Bed against groups that

could be omitted from the sainpl ing frame.

140. The workshop di scussed sample size considorati ons in

relation to relatively infrequent events (e.g. incidence of

morbi di ty) consi dered the 1 evel of di saggregati on whi ch uz>&r<z

would need.
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141. Consideration was also given to how to validate the measure

ment of the use of health services. Methods of how validation
could be . achieved include examination of medical records,
home-based records, and seeding.

142. The meeting felt that the way in which the data are

analysed, should reflect the priority needs of health planners or

managers. The results of such data analyses should provoke

discussion and collaboration amongst the parties concerned.
Subgroup analysis of the data is important.

143. The participants did an exercise on a critical appraisal of

questionnaires and questionnaire designs.

XXI, ALC0H0L_AND_T0BACC0_i.Modul.ejNjD;__i8).

144. The speaker for this module opened the session with a

comment on the continuing increase in Alcohol and Tobacco con

sumption in the world despite government attempts in some
countries to reduce consumption.

145. In particular, there has been ah overall decline in consump

tion for high GNP countries and steady rise in the low GNP
countries.

146. Age and sex patterns have also been changing with more women

smoking. The speaker presented data arising from a small scale

study on smoking habits among different students in the U.K.

147. The meeting was also given data relating to the health

risks of smoking. It was said that the direct effects included

a mean loss of life of approximately 5 years if one smokes 20

cigarettes per day, and that the overall mortality o-f all

cigarette smokers was 707. higher than non-smokers due to cancer,
heart disease and bronchiti s.

148. The indirect effects of smoking included:

- Low birth weight for smoking mothers;

- Malnutrition!;

- General occupation hazards.

149. In respect of alcohol, the meeting was told that alcohol

production has increased by 287. in Africa, by 29"/. in Europe, and

by 127. in USA. On a per capita basis, the consumption of

important spirits has increased in Africa by 2007. between

1970-1977.

150. The health risks of alcohol include:

- Liver Cirrhosis "

~ Cancer especially of the 1iver

- Nutrition Deficiency

Cardiovascular Disorder

- Brain effects

- Alcoholic poisoning.

151- In addition, society ifcs affected by;

- violence

~ family disorder

work output reduced.
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152. The workshop was told that the collection of data on alcohol

and tobacco consumption and related health status is important

because:

- ' Very few studies done on it

- Need for basel ine information (to be able? to monitor

change)

- Rapidly increasing rates of consumption of both

tobacco and alcohol in most African countries.

153. After the presentation, the parti cipants carried out an

exercise both on Health Services Use and Smoking. It was

agreed that it is not easy to ask questions on the Use of Health

Services and that a great deal of effort should go into quest

ionnaire design. On Smoking and Alcohol Consumpti on, it was

considered that there was very 1ittle data in Africa to encourage

pol i cy makers to take any steps, but that there were big potent

ial problems. The government and the public have to be made

more conscious of this problem.

154. In this module, the participants di scussed the need to plan

for data processing so as to minimize delays in the release of

results and effi ciently use resources.

155. In particular, participants were warned against starting

data collection without having designed the questionnaire and

processing system :j.n order to f aci 1 i tate data edi t/amendment and

subsequent tabulati on and analysi s.

collection is

include:

and other

156. Some of the problems which may occur if data

started without adequate planning for data processing

- possible under-estimatian of financial

resources;

- possible need to transcribe data (inefficient);

- difficulty in coding;

- possible ambiguity in questionnaires;

- difficulty in using avai lable software;;

- delays and errors in resolving edi t failures.

157- The meeting also considered the benefits and problems of

using open ended questions. It was ctgreed that more opinions

could be expressed and that the response is as given by the

respondent (rather than the i ntervi ewers classi f i cati on of the

response). In addition, finer classifications may be possible in

office coding.

15S. However, the di sadvantages of open ended response categories

included delays in the interview while the interviewer recorded

the response, problems wi^h the legibi1ity or brevity of hastily

written responses, and difficulties in developing and assi gning

codes when there was a wide yariety of responses.

159. The meeting discussed the problems involved in designing

questions such that more than one answer is possible. Each

answer is generally given a "Yes'V'No" value and simple crass-

tabulati on of al1 of these answers tends to gi ve a table which

was both sparse (i.e. large numbers of empty cells) as wel1 as

being difficult to understand.
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160- In order to avoid these problems, i t was suggested that

important or user-speci fie answers could be isolated for tabui-

ation and that the remaining answers could be combined as an

"Other" grouping for a particular user's table. Thi s might

result in more tables but each would be more comprehensible than

one large multx-variable cross-tabulation.

161. The meeting also considered the problems of using large and

complex classifications. It was strongly recommended that office

coding should be used for these classifi cations (and not inter

viewer field coding).

162. Mr Lwanga offered his ICD-WHO classification based on lay

reporting and suggested that any interested participant could

have a CDpy.

163. The participants discussed the issues involved in interview

vs office coding, and also considered the need for data entry

verification. It appeared the experience of using data entry

verification differs greatly in Africa.

164. The workshop also considered the issues involved in data

imputation (i.e. in cases where there is an expected response and

there is none either due to non-response or due to interviewer

error). For subsequent data tabulation and analysis, it is

useful to separately identify these answers (e.g. with a code

"9") and to allow users to make there own decisions on imput

ation.

165. The presentation for this module related mainly to:

- Dimensions of data analysis

For what policy issues and priorities

Who is responsible for data analysis

- What are the steps for data analysis

- By what means are data tabulation and data analysis

carried out and what are the tools.

166. The participants also discussed an exercise on the relation

ship between users and producers of statistics when carrying out

data analysis. It was agreed that it is not entirely up to the

"client", but should be a collaboration between the statistical

agency and the data users. During this discussion, it was

also pointed out that the data users should give their specific

ations far data during the planning stages of the survey.

167. The discussion on data analysis also covered the need for

district level analysis. The method of disaggregating inform

ation at district level was discussed at length. It was also

underscored that information is needed and will be utilized

at the small area level. It was suggested that further study

should be undertaken on. the methodology for calculating small

area estimates by adjusting survey results using administr

atively based data

168. The presentation of this module started by asking the-

question: What are the qualities of a "good" Report? and the

participants felt that a survey report should:



Relate the target audience

Use simple language;

Describe the methodology

Be timely

Be comprehensive but not too long

Have a clear and logical structure

Speci -f y the 1 i mitations of the survey

Use as high a quality presentation as resources permit.

169, It was recommended that

reports should be produced:

- Preliminary Report

- Principal Report

- Summary Report

- Techni cal Report

and that there was also a need

releases" .

the following types of survey

for progress reports and "pres;;s

170. The above types of

extent, by countries such

others.

Reports had been produced, to some

as Ethiopia, Nigeria, Botswana and

171. Timeliness was stressed. Participants indicated that in

their countries, it took between 4 and 24 months to issue a

survey report. Information can also be di sseminated through

semi nars or workshops, the purpose of whi ch is to stansitis e and

inform users and to create a climate favourable to carrying

out the necessary actions. It was stated that in a "Press

Release", one has to be clear and have no ambiguity.

172. The timing of the release of a report may be sensitive and

agencies may need to announce the date of the release wel1 in

advance.

XXV PRESENTATIQN_OF_CDyNIRY_PROJECTS

173. On 27 and 28 November, each group of participants presented

a report in which they summarised the result of their deliber-

ations on the content and design of a household survey to meet

their country's user needs in the field of health/nutritian.

174. At the end of each week of the Workshop, an evaluation of

the Workshop was undertaken through a questionnaire distributed

to the participants who were invited to give their opinion on the

module handouts, on the teaching of each module and on the

organisational aspects of the meeting in general.

175, In addition, country parti ci paints were invited to a volunt

ary evaluation of the Workshop on the evening of 26 November

1986. Representatives of five countries attended.

176. The f ol 1 owi ng comments. were made

which had been set before the Workshop:

on the f i ve objectives

§tatisticiLansto

ramfries_^n col_l_ahorati_gn_wi_th national tiesLfetl-sitittLSCLti^.ik

Participants felt that this target had been achieved.

However, for some participants, the newly acquired skills



may not be tested -for some time because resources to carry

out surveys were not always available in their countries.

(b) Jo__ sen si_ ti.se D^iQQ^i™bis^lib_i!)^D^3^1!ri3™iQ^dS_.e9i^Di^lMd

t of heaith_and heath—re!L ated_in£ornjatiiorj_ayai>l_-

_ surveys can_f uif i_l_l_ in__a

gna 1___health £O^nagement_inforrnati_onmsystem - Thi s target

had been achieved -for the few health managers who had

attended. The Workshop would have benefitted if more health

managers had attended.

and £uidel_i_nes_ _f or use._i_n

f or _dj_rect _use_in_f uturt?_and

- Thi s target appeared

to have been achieved, but the value of the training

material in other forums was yet to be assessed.

<d) To consolidate ^ILE^CLeCLCiSIJii f.ro_m &C§:Y_i5y.~: Q.C

national survey BCSQCamnies^ajid to_diGseminate

tS(l!^t ic._f_r.amewo_r_k_in the__f_orrn

£QUQtries " This target had been achieved in

that the participants had learned from the experiences (both

good and bad) of Nigeria, Botswana and Ethiopia, but the

information h£*s not yet been systematical 1 y disseminated.

The publication of the modules prepared for the Workshop may

not necessarily do this because, in general, the experiences

of the African countries in this field had been presented in

an ad hoc manner, rather than systematically. The meeting

considered that separate modules should have been programmed

i nto the Workshop so that each of the countri es wi th

previous or on-going health surveys could have presented

their experiences in greater detail.

nationalstatisticiansand

igi_iyi_tQ^
an d_i mp_l.ement at i.gn_gf_heaith_ survey<§_and_in_the

f da.ta__f rgm these_surveys f gr_heal_th_man age-;

It was thought that this objective may have been too

ambitious in that many of the attending countries had not

yet carried out health surveys and so the participants were

relatively inexperienced in these surveys- Nevertheless,

the Workshop was successful in improving the contacts

between the participating countries and this may 1ead to

improved intra-regional cooperation.

177. In summary therefore, the meeting concluded that the

Workshop had been generally successful, and had satisfied all but

perhaps the last objective.

178. The meeting also evaluated other issues, including the

length, location and number of participants at the Workshop.

179. It was felt that the three week Workshop was too long, and

that this may have been the reason for the poor attendance of

health managers. It was suggested that a two week Workshop would

have been better, and that this may have been achieved by tighter

controls on discussion to avoid duplication, by more evening work

and by cutting the number of modules from 24 to (say) eight. At

the same time, the participants also stated that there was not
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enough time to discuss detailed issues that had in

It was also recognised that a train±nc| workshop *r**tt5cj t
time for learning, and that a series of conferencl^Uires *'"'
limited discussion would not have achieved the statecP*#er« ' °r&

'J^cti With
180. The meeting complimented the organisers on the Vfey"
location for the Workshop. The isolated nature of the moi cv t-
kms from Harare), its comfortable accommodation and tne e& ""< }£'f
training facilities had contributed to the success a '^'f
Workshop. ' **m'

181. In respect of the number and type of participants,
meeting felt that the number of participants (15) was optima.
but that there should have been more health managers. Tht

meeting felt that there had been too many facilitators, particul

arly in the first two weeks. At the same time, the participants.

felt that the interaction between facilitators and oarticipai-its
had been excel 1ent-

CLOSURE OF WORKSHOP

182. On the afternoon of 27 November, a representative of the
Zimbabwe Ministry of Health closed the workshop on behalf of tho

Minister of Health. She drew the participants' attention to the

advantages of household surveys and to the growing need tor
information on health and nutrition.

183. The Ministry spokesperson described the Zimbabwean

priorities in this area and particularly emphasised the need for
District level statistics.

184. Finally, in closing the workshop, she once again thanked the

agencies involved in the workshop for sponsoring the meeting.
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APPENDIX 2

WTO/ECA/UEO/UNICEF REGION TRADONG WDRKSHOP FDR STATISTICIANS AND HEALTH MANAGERS
IK HEALTH AND NUJKITIOM SURVEYS, KAEXMA, ZIMBABWE
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