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FOREWORD

In 1999, the Ageing and Hedlth Programme® of the World Hedth Organization (WHO) launched the“Minimum
DataSet” (MDS) Project in four countries of sub-Saharan Africa. Aninitia objectivewasto bring together key
stakeholders and interested collaborators to discuss the Situation (i.e., various aspects, including dimensions of
hedlth, menta, socia, and economic well-being) of older personsin Africa, and more specificaly, to focuson the
issue of ageing-related datafor the continent. Asaresult, thisMDS Workshop washeld in Harare, Zimbabwe
in January 2000, and the following report presents the summary of its activities.

Asthegloba population of older personsgrows, even the comparatively ‘young’ population (comparedtomore
devel oped countries) of the African continent isgrowing ‘ old'. The population of sub- Saharan Africansaged 60
years and older in the year 2000 is projected to be approximately 30 million (4.6%0)(1). By 2050, thet figureis
projected to rise to 130 million (8.1%). However, while the numbers of this population group are increasing,
little is known of their Stuation, their needs or their contributions. What we do know is that their hedth and
socid support requirementsare undoubtedly changing, not only because of population ageing but also because
of the associated shiftsin disease patterns. These changing disease patterns for the continent include adouble
burden of disease (continuing high communicable disease rates and increas ng noncommunicable disseseraes) in
addition to the pressing issues of AIDS and poverty.

One of the principd problems for issues of ageing in Africais an amodt tota lack, or scarcity, of sound data.
Thismeansthat accurately assessing exactly how the Stuation of older personsin Africahas dtered, what might
bethe critical issuesto focus on now and in the near future, and how adequiate or inadequate the current hedlth
and socid systems are for this unique group - isadmost impossible. Within this context, the MDS Project was
edablished. The primary ams are to establish what are the mogt vita indicators a country should collect to
ascertain the well-being of its ageing population, why those indicators are relevant, how those data should be
collected and by whom.

This report presents the outcomes of the Harare Workshop. Its aim was to bring together the key
gtakeholders in Ghana, South Africa, the United Republic of Tanzania and Zimbabwe, aswell as interested
collaborators and internationa organizations working in Africa, to discuss the Stuation of older personsin
Africaand theissue of ageing-related data for the continent.

2The Ageing and Health Programme has now been integrated into the Department of Health Promotion, NCD Prevention and
Surveillance, following an organizational restructuring at WHO Headquarters in the Noncommunicable Diseases and Mental
Health Cluster. The project managers at WHO have subsequently moved and continue their work in WHO'’ s Evidence and
Information for Policy Cluster.
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EXECUTIVE SUMMARY

A workshop on Creating Minimum Data Sets (MDS) for research, policy and action on ageing and the aged
in Africawas held in Harare, Zimbabwe from 20 to 22 January 2000. The workshop was organized by
WHO with the assstance of HelpAge Internationd and with financid support from the U.S. Nationd
Ingtitute of Aging and WHO.

The hedlth gatus of adult populaionsin developing countries will not be understood until sufficient and vaid
information is available. We know that ill-hedth in childhood and adulthood impacts on the contributions
and needs of the older adult population. A void in information exigts in part because investigations into adult
hedth are more difficult. Without this specific knowledge to inform policy targeted at public hedth issues, no
gystemdtic interventions to prevent and/or control non-infectious disease among adults in sub- Saharan Africa
can begin. This project amsto provide the needed informetion, starting in Ghana, South Africa, the United
Republic of Tanzaniaand Zimbabwe. In line with the ingstence of WHO Condtitution (1946) that “hedth is
a dtate of complete physical, menta and socid well-being, and not merely the absence of disease or
infirmity”, the primary purpose of the workshop was to ‘ specify a comprehensive, rdliable data source
specificaly focused on the physicd, psychological, socia and economic well-being of older personsin
Africa’

Workshop participants strongly endorsed the MDS Project with the following recommendations regarding
the necessary future steps:

1. Foca person(s) for each country, nominated at the MDS Workshop, will:
a. Outline the project direction and plans of action, and indicate necessary steps to implement
the project objectivesin-country.
b. Egablish broader stakeholder involvement and partnerships.
c. Facilitate communications between stakeholders, partners and WHO.
d. Provide expertise and in-country project management.
2. WHO, as recommended at the MDS Workshop, will:
a. Facilitate communications between in-country stakeholders, and between countries and
other partner agencies through monthly or bi-monthly newdetters and website devel opment.
b. Work with dl MDS collaborators and partners to obtain and disburse needed funding for
the project. Joint efforts to obtain funding should be encouraged as appropriate.
c. Providetechnica assistance and overdl project management.
Finalize the list of indicators and data to be included in the MDS.
Produce a directory of current ageing research in sub- Saharan Africa
Collae avalable data. Thiswill entail working closdly with African universties, research indtitutes,
datitics offices and focal persons.
6. Evaduate database management systems that could provide a common data platform.
7. Assg countriesthat desire to develop and conduct comprehensive ageing studies.

b w
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SECTION I: The MDS Project
1.1  The Rationale behind the MDS Project

Routine Data Collection and Systems

Information on older adults currently collected by routine sources throughout the African Continent is
fragmented, incomplete or not specific to older populations. For example, vital and hedth care-
generated Statistics or populationbased surveys carried out by governmenta or external agencies, for
ingtance by Macro Internationd’ s Demographic and Hedth Surveys (DHS), do not usudly include
mortality, morbidity or risk factor measures applicable to older adult popuations. Instead, they
collect data that focuses primarily on maternal and child hedth indicators. The only usefor thisin the
context of older populationsisin studies of 'life-course determinants of diseases at older ages (for
example, one could assess the overall cost-effectiveness of hepatitis B immunization interventionsin
young age groups for reducing the incidence of disease in older age groups).

Other routine sources of data are hedth dert survelllance systems, which focus primarily on timey
reporting of infectious diseases. Survelllance systems of diseases of specid nationa importance,
especidly HIV+ prevaence and AIDS, aso provide incidence, prevaence and mortdity data for
pertinent age groups. These survelllance systems, however, require a constant lifeline of resources to
keep them functioning and capable of collecting and ddlivering high qudity data.

Non-Routine Data Collection and Systems

Non-routine data sources provide data relevant to the hedlth status of older populations, but again
may not be comprehensive or representative. Demographic, economic and socid surveys provide
data on such proximate causes of impaired function asindividua and household wedth and earnings,
family and household size and structure, and socid and economic roles culturaly assgned by age and
gender. However, these data exist for rdatively few countries in the African Region (see Appendix
2).

Aggregate data are found in socia and economic account deta and health care ddivery Satistics
routingly reported by nationa governmentd agencies. Unfortunately, a preiminary review of some of
the currently available data raises concerns about the paucity and quality of data (for more detall see
Section I11). In addition, much of this datais not current. Thus, while some data on the hedth satus
of populations a al ages may be available, quality data on the Stuation of the population over 60
years of ageis rdatively scarce throughout the African Region.

1.2  Primary Goals & Background

In recent years, there has been a growing recognition that measuring diseases in populations and
subsequent policy decisions need to be based on sound information and reliable data. The push for
‘evidence-based decision-making’ was based on the recognition of the need for standardized
information on a problem using comparable methodg(2). Ultimately, the purposeisto fogter an
independent evidence-based gpproach to public hedth policy formulation

It was with thisin mind that the MDS Project was envisaged and launched with its primary god to
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provide a comprehensive, reliable data source specifically
focused on the physical, psychological, social and economic
well-being of older personsin Africain “data poor” countries.

“Datapoor” here refers to Stuations where the data available cannot provide the needed evidence for
decison-making, either because of complete or partid absence of the relevant data, or inadequate
quality of that detawhich is available.

Motivation for the MDS Project stems from the fact that the current dataon ageing in Africaare
fragmented, incomplete and/or of questionable quality. There are clearly multiple, far-reaching and
practicad advantages to be gained from explicitly documenting and agreeing upon the criteriafor how
use of currently available data can be maximized, for what data should be collected, and for
sandardizing how it is collected. For example, without reliable data, policy-makers are vulnerable to
making decisions based on biased, incomplete or incorrect information. Data from monitoring and
surveillance systems tracking the health of populations are rarely comparable between countries. This
can result in duplicated or unnecessary research efforts in areas that are inaccurately prioritized, and
may waste scarce financia and human resources.

1.3  Proposed Definition of an Older Person in Africa

Most developed world countries have accepted the chronologica age of 65 years as a definition of
‘elderly’ or older person, but like many westernized concepts, this does not adapt well to the Situation
in Africa. While this definition is quite arbitrary, it is associated with the age & which one can begin to
receive penson benefits. At the moment, there is no United Nations standard numerical criterion, but
the UN agreed cutoff is 60+ yearsto refer to the older population. Redidticdly, if adefinitionin
Africaisto be developed, it should be ether 50 or 55 years of age, but even thisis somewhat
arbitrary and introduces additiona problems of data comparability across nations. The more
traditiona African definitions of an elder or ‘elderly’ person corrdae with the chronologica ages of
50 to 65 years, depending on the setting, the region and the country. Adding to the difficulty of
establishing a definition, actud birthdetes are quite often unknown because many individuasin Africa
do not have an officid record of their birthdate. In addition, chronologica or “officid” definitions of
ageing can differ widdly from traditional or community definitions of when apersonisolder. Wewill
follow the lead of the developed worlds, for better or worse, and use the pensionable age limit often
used by governments to set a sandard for the definition. In many African countriesthis official ageis
60 years and older. Asin many countries of the world, this may not be an optima method to
determine or define older age, yet is commonly employed. For this project, we will use 60 years of
age and older asthe generd definition of an older or elderly person. Having stated this and
acknowledging the somewhat arbitrary nature of the chasen definition, some of our indicators will il
look at the population aged 50+ years because many of the demographic and hedth surveys exclude
sections of the population age 49 and older (see, for example, http://www.measuredhs.conv). We
fed thisdatais necessary to fully inform policy makers and programme planners. The accumulated
evidence and resulting information will be able to more accurately determine the hedth status of the
older population.
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14  Objectives of the MDS Project

To define the key indicators that compose aminimum data set for understanding the determinants of
wdl-being of older personsin Africa;

To determine, for each collaborating country, the optima way to assemble and disseminate these
indicators in such away that stakeholders have access to a comprehensive, reliable and continually
updated source of high quality data;

To darify where any additiona data collection and dissemination efforts should be focused;

To articulate and develop appropriate methods of analyss of the indicators that will assigt in the
development of policy and interventions to aid the well-being of older persons; and,

To determinewhat actions/resources are needed in sub- Seharan Africato movedecisvely toward an
improved situation for older personsin Africa.

15 Definition of a Minimum Data Set

What isa‘Minimum Data Set’? Although several examples do exist (see Appendix 3 for examples),
in the context of the population under study, the term needs to be well-defined. Accordingly,
workshop participants reviewed the following:

“ A necessary and sufficient set of potentially availableinformationwhichis
compiled for some defined entity (e.g., a country or age group) and permits
the conclusive examination of predetermined sets of research, policy and
planning issues at desired level s of disaggregation, and which can be used
for planning, development, monitoring and evaluation of policy.”

The MDS will contain core indicators for al countries, but at its own direction, each country may
choose to include additiond informetion.

1.6 Country Selection

The project commenced in Ghana, South Africa, the United Republic of Tanzania, and Zimbabwe.
For the purposes of rapid project development, Anglophone countries were chosen because of the
primary language of the project managers. Countries were aso chosen to provide adequate regiond
representation (eastern, western and southern sub- Saharan Africa).

Sdection of theinitia countries for participation was based on the following criteria

Population Structures (see Figures® 1 and 2, and Table 1)

Population structures with a defined ageing population clearly had to be one of the most important
criteriafor indusion. Figures 1 and 2 present the percentages of persons aged 60 years and older in
selected countries of Africa. Table 1 presents the percentages of older personsin the four
participating countries and their respective regions. The dataiin these figures and tables were
compiled from two different reliable sources (US Bureau of the Census and the UN Population
Divison) whose modes differ, which explains the discrepancy in vaues for 2000 and provides
justification for the need to harmonize data (see Section I11). The available population projections
from each country may differ dightly from the detain the table. Reviewing the data from different
sources in the figures and table below reved's higher, medium and lower percentages of older persons
as a proportion of the current and projected future total population. Nigeriawasto be one of the

® The figures are courtesy of Dr Victoria Velkoff from the U.S. Census Bureau’s IDB, 1999.
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initial countries because of the large numbers of older persons, but the palitica difficulties within the
country at the time of initiating the project delayed our work within the country.

Figure 1. Percentage of the Population Aged 60+: 2000 & 2030

South Africa

2000

South Africa

Cameroon Ghana
Ghana Kenya
Mali Sudan
Chad Madagascar
Madagascar Guinea
Angola Mozambique
Nigeria Angola
Burkina Faso Chad
Tanzania Sierra Leone
Guinea Somalia
Ethiopia Tanzania
Malawi Senegal
Somalia Togo
Kenya Nigeria
Senegal Zimbabwe
Rwanda Benin
Zimbabwe Cameroon
Congo (Kinshasa) Cote d'lvoire
Sudan Niger
Mozambique Mali
Zambia Congo (Kinshasa)
Niger Burkina Faso
Cote d'lvoire Ethiopia
Uganda Uganda

Source: U.S. Census Bureau, International Data Base, 1999.

Figure 2: Population Aged 60+: 2000 & 2030

2000

Nigeria Nigeria 11.3
South Africa South Africa
Ethiopia Congo (Kinshasa)
Congo (Kinshasa) Sudan
Tanzania Ethiopia
Sudan Tanzania
Kenya Ghana
Ghana Kenya
Cameroon Mozambique
Uganda Madagascar
Mozambique Uganda
Madagascar Cameroon
Cote d'lvoire Cote d'lvoire
Angola Angola
Burkina Faso Senegal
Mali Mali
Zimbabwe Niger
Malawi Burkina Faso
Senegal Somalia
Niger Chad
Chad Guinea
Zambia Benin
Rwanda Togo
Guinea Sierra Leone
Somalia Zimbabwe

Millions

Source: U.S. Census Bureau, International Data Base, 1999.

Millions
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Table 1. Percentage(3) and Number (,000)(1) of Older Persons of the Total Country Population in
Persons Aged 60+ and 80+ Y earsin Sdlected Regions and Countries for the Y ears 2000 and 2050

Y ear
Region /Country 2000 2050
60+ 80+ 60+ 80+
% N % N % N %

Eastern Africa 3.9 0.7 9.4 1.8
UR of Tanzania 3.8 1,582 0.6 152 9.7 7,915 1.9 984
Zimbabwe 3.9 600 0.7 59 145 1,000 2.8 188
Southern Africa 4.7 0.6 12.1 2.2
South Africa 4.6 3,125 0.6 356 12.1 5,228 2.2 1,173
Western Africa 4.4 0.7 10.6 2.1
Ghana 4.6 1,030 0.8 85 12.1 5,101 2.7 711

Sub-Total 6,337 651 19,243 3,056

"Regions based on UN Popul ation Division categorization
“Values for UN Population Division and US Census Bureau estimates and projections may differ

Regional and Language Representation
We had chosen countries that would represent different regions of sub-Saharan Africa. 1t was dlearly
envisaged from the outset that the MDS Project would be designed to make the work, the process
and the lessons learnt both accessible and replicable for other countriesin the region.

When the methodol ogies to create, evaluate and implement the MDS are fully developed in these four
countries, we plan to expand to other countries of sub-Saharan Africaand Southern Asia (Table 2).
The combined older populations of these countries are projected to represent over 75% of the elderly
population in sub- Saharan Africain the year 2020(4).

Table 2. Currently Participating Countries and Proposed Countries for Expansion of the MDS
Project by UN Region*

Western Eastern Africa Middle Africa Southern Africa | South-Central
Africa Asia
Benin Ethiopia Cameroon Botswana Bangladesh
Cote d'Ivoire Kenya Gabon Lesotho Nepal
Gambia M adagascar Namibia India
Ghana Malawi South Africa
Guinea Mozambique
Nigeria Uganda
Senegal United Republic of

Tanzania

Zambia

Zimbabwe

(Note: CountriesinBold I talics indicate the first four participating countries).
* Regions are based on UN Popul ation Division categorization.
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Data availability or accessibility

A preliminary literature search was conducted and project managers visited each country to identify
avallable data. Equally important, however, was an assessment of the capacity to access data and
what infrastructure exists to andyze it; both are integra to the MDS Project.

And/or an expressed interest by the countries

Discussions with members of WHO' s Expert Committee on Ageing began in Geneva during ameeting
on the Determinants of Healthy Ageing in December 1998. These members assisted with
identification of countries. These countries requested ass stance from WHO for coordinaing ageing
research efforts and/or for formulating ageing palicy.

1.7 Information Needed for the MDS Project

The types of data that will be incorporated into the MDS will be epidemiologic, socid, economic,
management, hedlth, demographic and other types of data (quantitative and qualitative) obtained or
derived from multiple sources (routingly collected data from surveillance systems, regidtries,
Demographic and Health Surveys (DHS), and censuses, and norroutine sources such as surveys and
gudies), each a specified levels of aggregation (individual, household, regiona and/or nationd). In
the effort to develop indicators gppropriate for Africa, data from previoudy untapped sources will be
explored whenever possible. Examplesinclude: poverty indicators by region as used by governmenta
and nongovernmentd agencies; hedth conditions, medication use and service utilizationfrom medicd
ad schemes, pension records and hedth insurance provision from trade unions and/or loca hedth or
social service coordinators; and elder abuse and violence reports from police service records.

Data use and methodologies for data andysis require comparable data. Harmonization and co-
ordination of data sets dedling with the same indicators from different sectors of anationa information
system, and/or of the same indicators based on qudlitative and quantitative measurement systems, will
be especidly important in Africa. Data harmonization (see Section 111 for explanation) will have
implications both for existing and future data. Two examples illudrate this point:

- In countries where multiple measures of functiond limitations for the same population subgroup
exist, measured ether by usng quditative methodologies, such asthe Participatory Rura
Appraisa (PRA)/Participatory Learning and Assessment (PLA) methodologies(5-7) used by
HelpAge Internationd (HAI), or more quantitative measures, such as the Internationa
Classfication of Impairments, Activities and Participation (formerly Disabilities and Handicaps),
Verson 2 (ICIDH-2) methodology(8) used by many gerontologica disability surveys, the
resulting data need to be validated and harmonized; and,

In the particular Situation of Africa, culturd norms, insufficient reporting mechanisms and the
urban/rura divison contribute to low degth regigtration rates. The mgjority of deaths occur at
home and, consequently, accurate information on cause-pecific mortdity is scarce. Verba
autopsy techniques to ascertain cause-of-desth information could be a sustainable dternative to
conventiond vitd regigration in Africa. Verba autopsy vdidation, usng the Internationd
Classfication of Disease (ICD-9 or ICD-10) coding(9, 10) and other efforts to improve and
standardize data collection, will go some way towards providing the standardized information
needed to enhance the evidence base.

1.8 Additional Data Analysis
In addition to standard data analyses where data are available, the proposed anadytical objectives of
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the MDS project will beto:
develop tools for diciting expert opinion and Strategies for quantifying quditative data as meansto
fill in data gaps and complement quantitetive data;
deveop drategies for expert opinion-based imputation of missing data;
collaborate with ongoing data collection/field studies to extend capacity and capability;
identify and critically evauate potentid common data platforms and/or data management systems,
and,
provide training in project methodology, Statistics and data management.
WHO will offer assstance in undertaking these additiona data analyses as requested.

1.9 MDS Project Areas of Responsibility & Ownership

Egablishing in-country databanksis one of the primary gods of the MDS project and it is therefore
critica that theowner ship of such databases a so resides within those countries. A central repository for
dataand agtrategy for sustainable data management will dso be needed. Thefull involvement of dl key
gakeholdersand inditutionsin Africain al aspectsof the MDS Project activitiesisintended to ensure that
they do not only have a stake in continuing the project, but that its activities and products are relevant to
their needs and gods.

WHO will provide assistance to those countries which wish to develop acommon dataplatform, usnga
coordinated gpproach with integrated data collection/anaysis systems a community, digtrict, regiona and
nationd levels. The effective use of these data rests primarily in making the data pertinent and useful to
decisiontmakers and technical advisers. Foca person(s) or groups in each country are responsible for
work plansand activities, joint fundraising efforts, in-country project management and communicationwith
WHO. WHO will provide generd project management, will seek and distribute project support, will

communicate with and between countries, and will respond to specific requests for technical assistance.
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SECTION II: The MDS Workshop

2.1  Workshop Design

TheWorkshop on Cregting aMinimum Data Set (MDS) for Research, Policy and Action on Ageing and Older
Persons in Africa was held in Harare, Zimbabwe from 20 to 22 January 2000. It consisted of discussions
focused on specific subjects, smaler working group discussions tailored to single issues, pand discussonson
data needs and country presentations (see Appendix 4 for the full workshop agenda). Dr Sambo and Dr
Bdhocine from WHO's Regiona Office for Africa gave the introductory addresses (full text of these
presentations are available upon request). Papersoutlining the current situation and needs of older populations
were requested from certain participants before the conference, and these four country reportswere presented
immediately following the opining address.

Two separate breakout sessions were part of the workshop; firstly participants were grouped by country for
focused discussions about the project and ageing in their respective countries, and secondly, they assembled in
amadl topic- specific working groupsfor critical evauation of the provisond list of MDS Indicators. Throughott,
the workshop was designed to encourage and maximizethe opportunity for each of thefour countriesto discuss
common data needs, and ways in which they might collaborate together and coordinate the project as it
progresses.

2.2  Workshop Objectives

The objectives of the workshop were as follows:
To define the terms, godl's, objectives and desired outcomes of the MDS Project;
To identify available information, data sources, and needed data;
To identify the foca person(s) or group in each country for the project;
To criticaly evauate the proposed indicators for the MDS and establish a sandard MDS which is
adaptable to specific country Stuations,
To discuss barriers and impediments to the MDS and research on ageing in Africa, and develop
drategies to overcome them,
To develop aplan for future activities and support for the development of the MDS project; and
Toraise bilaterd awareness between internationd ingtitutions and country participants, and of the
resources each could contribute to the MDS project.

2.3  Workshop Participants

The Workshop was attended by 40 participants plus staff from WHO Headquarters, the WHO Regiond Office

for Africa (AFRO), the WHO Regiond Office for the Americas (AMRO/PAHO)

(see Appendix 1). These participants were:
Representatives from governmental agencies, academia, and nongovernmental organizations in Ghana,
South Africa, the United Republic of Tanzania and Zimbabwe who conduct or support research and/or
policy on older personsin Africa;
Individuds from internationa agenciesincluding the African Census Andyss Project (a the Univeraty of
Pennsylvania, USA), HelpAge International (HAI; London, UK, Nairobi, Kenya and country offices),
Macro Internationa, Inc. (which conducts the Demographic and Hedth Surveys, USA), the Population
Council (USA), the U.S. Agency for Internationad Development (USAID), and the U.S. Bureau of the
Census (U.S. Census Bureaw);
Individuals with expertise in research on ageing or older personsin Africaor in data development and/or
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andyss methods and techniques.

24  Country Presentations and Reports

The following table summarizes the content of the workshop presentations and reports from each country.
Table 3 summarizes anumber of key issues described in these presentations about definitions of ‘elderly’,
ageing policies, and support and responsibility for the older population.
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Table 3. Summary of Presentations and Country Reports at the Workshop

Ghana

South Africa

UR of Tanzania

Zimbabwe

Definition of older person:
governmental

60 years (retirement age)

60 years for women, 65 years
for men (agefor eligibility of

60 years (civil service retirement
age); Population Policy defines
‘elderly’ as 65+ years

60 years (retirement age)

pension benefits)

Definition of older person: “Advanced in age’ Physical deterioration 50+ Based on functional capacity
selected examples of Inability to work Dependence/
traditional definitions Physically weak vulnerability
Physical or sensory Sensory deterioration
impairments - Memory loss
Life expectancy at birth, both | 57 years (US Census) 51 years (US Census) 52 years (US Census) 38 years (US Census)

sexes*

62 years (UN Pop Div)

47 years (UN Pop Div)

48 years (UN Pop Div)

41 years (UN Pop Div)

Pension benefits

Yes, if contributions made to
pension system; otherwise,
some grants available.
Private/public mix. Limited
coverage. No gov't support
available for informal sector.

Non-contributory means-
tested scheme. Full benefits
to males at age 65 years;
females at age 60 years.

Yes, if contributions made to
public pension system;
otherwise, some grants
available. Limited coverage. No
gov’t support available for
informal sector.

Yes, if contributions made to
pension system. Limited
coverage. No gov’t support
available for informal sector.

Health care benefits

Medical feesexemptin
government facilities after age 70
years

Medical fees exempt at
primary level in government
facilities. Means-tested
medical feesin hospitals
linked to sliding scale

M eans-tested fees for those
aged 60 and older in government
facilities

Medical feesexempt in
government health institutions
after age 65 years

payments
Homes for the aged None - 48,000 persons aged 65+ 13 privately operated homes 450 beds in 13 privately
NGO-operated day care in gov't-runfacilities on mainland operated homes
centers Gov'’t restructuring care 4NGO-operated homes on Approx. 80 gov't-run old

of the aged and
encourages family/ home-
based care

Zanzibar serving
approximately 300 older
persons

people’ s homes serving
approx. 3,000 older persons

Key issues highlighted in the
reports presented at the
workshop

Breakdown of family
structure (due to
urbanization and migration)
Access to and availability

- Breakdown of family
structure (due to AIDS,
urbanization and
migration)

Breskdown of family
structure (dueto AIDS,
urbanization and migration)
Poverty eradication

Breskdown of family
structure (dueto AIDS,
urbanization and migration)
Gender roles (perpetuation
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Ghana

South Africa

UR of Tanzania

Zimbabwe

of gov’t health care services
and facilities

Use of “traditional” health
providers

Costs of care

Dental health

Mental health/isolation
Physical health (acute and
chronic disease, functional
losses, disahility)

Income security/social
security

Housing

Adult ed' nand literacy,
especially for non-whites
Pensions and pension
pay-points

Livelihood strategies
Elder abuse

Access to and availability
of gov't health care
services and facilities
Use of “traditional”
health providers (350,000
registered traditional
healersin South Africa)
Costs of care

Dental health

Mental health/isolation
Physical health (acute
and chronic disease,
violence)

Racial differencesin
chronic diseases
Housing

Elder abuse

Gender differences
Access to and availability
of gov’t health care services
and facilities

Use of “traditional” health
providers

Costs of care

Mental health/isolation
Physical health (acute and
chronic disease, violence)
Housing

Differences between
mainlanders and islanders

of traditional roles)

Poverty alleviation

Access to and availability
of gov't health care services
and facilities

Use of “traditional” health
providers

Costs of care

Funding for facilities’health
and social care providers
Mental health

Physical health (acute and
chronic disease)

Housing

Government agency
primarily responsible for older
persons

Ministry of Employment and
Social Welfare and the
Department of Social Welfare

Department of Welfare and
the Department of Health

Department of Social Welfarein
the Ministry of Labour and
Y outh Devel opment

Department of Social Welfare

Sector primarily taking
responsibility for older
persons

NGOs

NGOs

NGOs

NGOs

Selected older people’s
organizations mentioned in
the reports (see MDS

HelpAge Ghana
Pre-Retirement Association

HelpAge International-
South Africa

South African Council for

Multiple NGO'son the
mainland and on the islands
(e.g. SAWATA and

HelpAge Zimbabwe
National Council for the
Aged
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Ghana

South Africa

UR of Tanzania

Zimbabwe

Website for comprehensive
list)

the Aged

SAWAZA)
Help Age International-
Tanzania

Status of ageing policy

National Action Plan on Elderly
Persons in devel opment

Policy framework available

Proposed ageing policy
development project

Proposed Aged Persons Act
returned from parliament for
revisions

Data management system(s)
or programmes currently used

CSPro, FoxPro, dBase
(Ghana Statistical Service)
HRS (Navrongo)

SuperCross (StatisticsSA)

TSED (Bureau of Statistics-
TAKWIMU)

HealthMap (Ministry of
Health and TEHIP)

ArcView/Arclnfo (Ministry
of Health and Child Welfare
— Epidemiology Dep't.)
HealthMap

* Estimates include the impact of the AIDS epidemic. The U.S. Census Bureau and the UN Population Division use different modeling equations resulting in the differencesin
figures. The U.S. Census Bureau’s model is based on anincrease of AIDS until the year 2010 followed by a gradual recovery with convergenceto anormal curve by the year
2060, whereas, the UN Population Division predicts the peak of the AIDS epidemic in the next five years with arapid recovery.
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SECTION IlIl: DATA DEVELOPMENT AND MANAGEMENT ISSUES

3.1 Insights into Data Development and Management

Discussonswere held on issues such aswhere the dataisto be stored, what datais currently available, how the
data should be managed, and how the dataisto be disseminated. The“ided” database would have complete
indicators on dl individuds in the older population at al times, would integrate various sources of datain a
harmonious manner; has reliable data; and is easily accessible, useable and updateable. Theredlity isfar from
this ideal, and consequently many challenges and opportunities remain. The tasks ahead for developing and
managl ng the MDS can be grouped into severa broad categories:

Data identification What are the appropriate indicators to include?

Data acquisition. This entallsfinding out what datais available; how it can be obtained; assessment of

dataquality; determining how the data should be managed to maintain integrity of source attribution and

comparability of sources; and identifying priorities for future deta collection activities.

Datasynthess. Includesstandardization of datafrom different sources, setigticd integration (enhancing

the information content of separate data sources); development and use of statistical methods tofill in

data gaps, and methods to aggregate and disaggregate data.

Data dissemination Selection of data dissemination protocols; choosing and advocating dataanadyss

methods.

At theworkshop, an overview of theseissueswas presented, and four presentations (see Section V1) illustrated
the experiences other internationa organizationshave had in degling with smilar problems. What was discovered
was that many of the tools and strategies for dealing with aspects of the tasks outlined above have a direct
relevance to ageing populationsin Africa

Toillugrate thetypes of dataissuesthat will befaced in the MDS project, specific examples of datadeficiencies
in each country and possible ways to address them were discussed. These are summarized below.

Ghana

Theissue of data reliability will need to be addressed in dl sectors. Data produced for specific purposes,
such as World Bank reports, are known to have inconsstencies. In Ghana, this became particularly evident
as data collected at later time periods, using more trangparent methods, highlighted such inconsstencies. But
this does not necessarily mean that the “unreliable’ data cannot be used; rather, these data may be used if
methods are employed that account for the specific ways in which they are unreliable,

South Africa

Multiple (and sometimes repetitive) data collection mechanisms may not individuadly provide complete
coverage of the Stuation of the ederly in South Africa but, in combination, these studies may provide afairly
comprehensve st of information. Not dl the indicators collected in different gudies, however, are on the
same scae, or are even measuring the same quantity; so methods are needed that combine the various
sources of information in a sensible way, and that harmonize the information o that it is comparable across
the different Sudies.
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United Republic of Tanzania

A datagap inthe United Republic of Tanzaniaisthe non-existence of age, cause and sex-specific mortdity rates
throughout the country. Because the mgjority of deeths are not recorded in the vital records system, and since
the deaths that are registered are not thought to be a representative sample of deaths throughout the country,
mortality rates cannot be generalized from these rates done. The Adult Morbidity and Mortality Project
(AMMP) in Tanzania have been collecting completeinformation on deethsin three regions of the country usng
verbd autopsy methods. Statistica techniques, such asdlicited expert opinion, indirect demographic estimation
and Bayesian methods, can be used in concert to congtruct the desired national mortdity rates.

Zimbabwe

Zimbabwe lacks population projections and trends that account for the current Situation vis-a-vis theimpact of
AIDS, and the last census is consderably outdated. To do population projections, however, requires the
availahility of (reliable) base populations and vitd rates (fertility, mortaity and migration). The use of stochastic
Bayesan population projection techniques providesaway to account for the uncertainty inherent in al theinputs
into the projection.

Statistical M ethods

There are severd “modern” datidtica tools that are useful when dedling with Situations where data is absent
(partidly or fully) or isof unsatisfactory quality. A sdlection of toolswasbriefly introduced at the workshop with
an eye to how they may be of use in the development of datafor the MDS. This becomes important when
limited resources are availablefor new datacollection efforts, so that it ismore essentiad to extract the maximum
amount of information from whet datais available.

One of these todls is “dicitation”. Thisis a sysematic process to quantify or codify quditative knowledge.

Eliciting expert opinionisahe pful way to integrate quditative and quantitetive data, Snce the dicitation process
can help to provide ingght into how the quditative and quantitative measures relate to one another. Elicitation
can be used when dataare absent or insufficient, and also for statistical integration of variousdatasources. Data
integration is possible because on the basis of probability, the opinion of experts can be used to synthesize
related, but not completely overlgpping, sources of complementary information. Eliciting opinion can aso be
helpful in filling in missing data, where the indicators that are desired have not been collected, or have been

collected incompletely.

Vaidiesof other toolsaredso avallableto dedl with missing data, including ‘ multipleimputation’ and the use of
‘surrogate markers . Using dicited expert opinion in theimputation of missing detacan be particularly beneficid,
since thiswould be rlaively easer, chegper and quicker than either (a) ignoring data sets that have missing
vaues, or (b) collecting new data. Also, the de facto incorporation of historica information in the dicitation
process gives a greater understanding of the underlying phenomena that the data were meant to study initialy.
Elicitation can dso provideingghtsinto how to account for the uncertainty generated by unreliable data sources.

Overdl, these techniques are merdly tools to help achieve a specific end god: to establish sources of vdid,
reliable data for analysis that will lead to a greater understanding of the Stuation of older people. One clear
message that emerges is that it is important to account for the uncertainty that isinvolved in any data andysis
when dedling with data that exhibit any of the deficiencies described.
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Data M anagement Systems

In addition to tools for data development and andysis, the MDS project will require the use of data
management systems. Discussions during the workshop indicated that the choice of data
management/dissemination systems may not be uniform across the different countries, but thet it will be
important for the collective group of participants from each country to choose an appropriate data
management tool. WHO' s HealthMapper was discussed in detail as an example of one prototype data
management system, but many of the participant countries are engaged in investigations of appropriate tools.
While the selection of atool that can be used both for data management and collection may be appropriate,
in the interests of moving the project forward, countries may wish to use interim measures (such as
establishing websites and/or links to a WHO/MDS website) while evauations of appropriate tools such as
those mentioned below are carried out.

Some poss ible data management systems with GIS capabilities:
HedthMapper (WHO/UNICEF). A geographic data management and dissemination system,
primarily used a the moment for communicable disease surveillance. Details available from Ms
Kathy O'Neill a WHO (onelllk@who.int).
Hedlth Resource Systems — HRS (Population Council). Data collection/dissemination tool, also
geographically based. See http://Awww.popcouncil.org/hrg/hrs.html.
Epilnfo 2000 and EpiMap (US Centers for Disease Control and Prevention (CDC)). Epilnfoisa
an andys's system, and EpiMap is a geographical data survelllance system. See
http:/Amww.cdc.gov/epiinfol.
CSPro 2.0 (US Census Bureau). A public domain package for entering, tabulating and mapping
census and survey data. See http://www.census.gov/ipc/iwww/cspro/index.html.
Others — See hitp:/Aww.paho.org/EnglisVSHA/shas g.htm and hitp:/Amww.who.int/whoss for
some useful links.

3.2 Combining Qualitative and Quantitative Data

Eliciting expert opinion isjust one example of using quditetive datato fill detagaps usng prior knowledge. As
was demongrated in Section 3.1, combining quaitative and quantitative datausudly providesaricher and more
meaningful picture. In Africa, and by extensonfor thisproject, incluson of qualitative datawould add depth to
the information provided by the MDS. This methodology presents an opportunity to gain insght into non
quantitative issues surrounding the complex lives of older people while adding depth to the quantitative data
Thebenefitsof quaitative research methodsin Africa, specificaly their adaptability and flexibility in Stuations of
high illiteracy and low resources, and their ability to describe multifaceted issuesin fuller detail combined with
on-the-spot analysis and feedback, are particularly attractive.

Y et, higtoricaly, quaitative data have been more difficult to summarize and andyse. Many new quditative
data andyses software are now available, making these data easier to andyse and use. In part, because of
improved anayss techniques and an increasing knowledge about how to use quditative data, the ditinctions
between quantitative and quditative research methods and the quality of the resulting information are
becoming blurred.

Qualitative research can be either exploratory or directed. The research methods utilized can be objective and
at the same time more participatory than quantitative research, but the basic design and methodsaresamilar. A
commonly used quditative research method isthe participatory approach. Some of these participatory methods
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include: Participatory Rurd Appraisa (PRA); Beneficiary Assessments (BA); Sdlf-esteem, Assodative Strength,
Resourcefulness, Action Planning and Respongbility (SARAR); Recherché- Action and Participatory Learning
and Action/Analysis (PLA).

Herewe describe apractical example of three research projectsthat used the PRA/PLA methodology, (11) after
which we andlysed the results using quditative data andyss software. Smal-scae quditative gpprasdsusng
PRA/PLA methods have been tested in collaboration with older Ghanaian, South African and Tanzanian

populations (see Table 4).(12-14) Thesestudies generated information about the perceptionsand practi ces of
older personsin ardatively short time.

Table 4. Example of Participatory Methods and Tools Used by Older Persons to Define their Situation(15)

|ssue M ethods

Definitions of aged Socia (local) definitions, local attributes

Perceptions and indicators of wealth, well-being, | Semi-structured interviewing

poverty, vulnerability, powerlessness Wedth/Wdll-being grouping and ranking

Ranking and weighting (scoring) of income/expenditure
and other livelihood options

Access to and use of services Ingtitutional diagramming

Perceptions of services, including views (or | Trend analysisof sarvices, e.g. heath, pension, marketing
awareness) of recent change
Seasonal stress: food security, health, general | Seasonal calendar (health, food security, food intake,
livelihoods access to fuel, water, etc.). Comparative seasonal
calendars: good, bad and/or average years

Adapted from: Agyarko RD. Influencing Policy through Participatory Poverty Assessments: IDS, University of Sussex,
UK, 1997 and HelpAge International, 1998 (unpublished document).

Using information from the South African study mentioned above reveds the utility of one of these software
packages. The chart in Figure 3 below illustrates one screen capture of anadlysis of data collected in South
Africausng the software. These data give each region an equa weighting. This clearly displays how,
across provinces, the key expenditures for older people were for education and provision of food for their
grandchildren. The research process was generaly as follows: groups of older personsin three areas of
South Africawere asked to ‘scor€’ (i.e. they provided relative weights to expenditures) their expenditures
using seeds and stones; the results were then caculated for each person and totaled for al participants.
Despite the fact that the defined expenses were not the same in each group, by using the andyss software
we can interactively view the spending priorities across the three regions smultaneoudy by sdecting different
weights for aggregating the spending judgements across the regions.
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Figure 3. Composition of Financial Contributionsto Family
Expenditure by Older Family Members: Participatory Results
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Datafrom Mohatle T, Agyarko RD. Contributions of Older People to Development: The South African Study, HelpAge
International, UK. 1999.

Integration of these research gpproaches by a number of development agencies is becoming more frequent,
especidly in recent poverty assessment research (see

http://worldbank.org/gender/transport/Tool s/quanqual .htm). Poverty analyses have reveded that
mainstream income/consumption models are inadequate to define certain dimensions of poverty. These
dimensonsinclude issues of well-being, powerlessness, socid excluson, physica weaknesses, vulnerahility,
isolation, security and self-respect that are difficult to extract from quantitative data alone. These concerns
about the deficiencies of quantitative data have led to the evolution of mixing quditative and quantitative
methods to assess and anadyse the redlity in which the poor and the older populations survive.

A growing body of field experience with multi-method research, integrating quartitative and qualitetive data,
has begun to demondtrate the potentia feasibility and benefits of mixing these data and data collection
techniques. A review of multiple quditative data andlys's software packages is available at
http:/mww.york.ac.uk/ing/ctipysch/dir/quditaivehtml. Some of the most common software are eesly
accessible through the internet. (Expert Choice 9.5 Trial Version was demonstrated during workshop
discussions and was used to cregte Figure 3 above. A trid verson sufficient for most eementary andyses
can be obtained for free at http://www.expertchoice.conV/; while QSR NUD*IST at
http://qsr.latrobe.edu.aw/ and ATLASTI at http://www.atlasti.de/ are other common analysis packages).

While we plan to use quditative data, specific concerns about the use of quditative datain an MDS must be
addressed. Care must be taken to address certain issues such as.
How will quditative information be incorporated into the MDS?
How do we achieve standard indicators within these methodol ogies that result in datathat can be
compared across groups and countries?
What are the training, resources and other needs required to effectively include these data?
How will locdly specific indicators be “scded up” for regiond and/or national comparisons?
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SECTION IV: MDS DIMENSIONS & INDICATORS

4.1 MDS Dimensions

The provisond list of MDS indicators presented to workshop participants were divided into four dimensions:
hedlth, policy, socioeconomicsand data. Workshop parti cipants separated into four working groups, one based
on each of these dimensons, to critically and congtructively evaduate the list. The working groups contained
individuas from each country and internationals with experience in the particular dimension. Working group
chairpersons were asked to solicit from participants what are the available data, the possibilities for collecting
desired data, the available and accessible data sources, and the data gaps.

Participants were particularly concerned about the level of the data for each indicator: would the data be
assembled at the micro and/or macro level? In other words, would it beindividua, household or nationd level
data? Asmentioned in Section I11, theided dataeementswould be at the individua level, but this may not be
feadble in some dtudions in the near future. Additiondly, some data are necessarily aggregated. Clear
digtinctions need to be made about the desired level within each of the MDS Indicators.

The last and possibly most important concern is the recognition of the need to creste indicators that are
appropriatefor Africa. Focal personsand groupswill need toidentify and incorporate gppropriate methods and
tools to accomplish this task.

4.2  Preliminary evaluations of potential indicators

Participants in each working group (see Appendix 4) were asked to critically evauate each item of thelr
assigned portion of the provisond ligt of indicators. The aim of the working groups was to recommend a
‘short-lig’ of indicators. A summary of commentsislised in Table 5.

WHO has collated the recommendations and comments from the working groups. This hasresultedin a
shortened ligt to be resubmitted to foca persons and groups for further discussions and evauation. The
recommended criteriafor evauating these indicators and generating the final selections are described in the
next section.
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Table 5. Summary Statements from the Small Working Group Sessons

Creatlnq African appropriate MDS Indicators
“The data elements and indicators must be appropriate for Africaand should not be ‘ over-medicalized' .”
“Locally, culturally and linguistically appropriate indicators are preferred. For example, when discussing
disability free life expectancy (DFLE) and disability adjusted life years (DALY s), the measure that is used in
the West may not be appropriate for usein Africa. These specific items may be too demanding for many
African situations; it requires too much information and too many resources at thistime, but may be alonger-
term option.”
“Thereisaneed for indicators which trigger the formulation of imaginative solutions to the problems of older
personsin Africa, such as community-based integrated care for elderly persons needing care services.”
“Traditional healers are care providers often consulted by older persons. Information about use of these
providers by this population, as well as about practices and outcomes, needs to be incorporated into any
MDSin Africaor Asia”

Indicators appropriatefor older personsin Africa
“Indicators should measure gaps and inequalities between age groups, gender and race.”
“Indicators focusing on health of older persons should include the contributions of traditional medicine
and/or the provision of traditional medicine by elderly personsto communities.”
“The indicators should focus on the attributes of elderly persons with respect to demographic, social and
economic variables: many of the measurement scales and tools used are imported from the West and need to
be adapted to African realities and/or use African appropriate scales (particularly in QOL, disability and well-
being).”
“Critical need to address rights of older personsin Africa; this affects attitudes towards older people across
all sectors and dimensions.”

“Indicators should address the impact of AIDS on families and communities, the consequences for elderly
people and orphans, and the disintegration of the family.”

Project management
“Focal person(s) and groups, along with the WHO project managers, will need to work to ensure broad
stakeholder ownership and easy accessibility.”
“Many programmes in Africaare now donor-financed, creating situations where expenditures are much
higher and not sustainable without that support. Feasible methods for sustainability must be sought.”

Sour ces of information
“Reliable data documentation and standardization methods are required.”
“Cause of death data are availablein most countries but the quality of these datais suspect. Cancer and vital
registries, routine collection of HIV/AIDS datain certain sites, hospital records and small surveyson avariety
of issues such asnutrition, violence, functional status and environmental factors related to health are
examples of available data sources, but must be checked for quality if possible.”
“The Project should find ways to promote surveys, records and censuses to include age disaggregated data,
linkages with other data bases and research institutions, and use of opinion polls and qualitative methods.
Older people must be included as participantsin research and research must include all sectors and
stakeholders.”

Uses
“Dissemi nation of information must occur across many sectors (e.g. local government, media, tribal
authorities and national governmental departments) and data should be used locally and nationally. MDS
focal persons must find ways to make the information accessible to all audiences (different languages, large
print, audio and visual media, and written). Dissemination methods should include websites, mass media and
workshops with parliamentarians.”

Resear ch
“Two important question for African research are: 1) how do we get researchers more interested in ageing?
and 2) how do we make donorsinterested in the area of ageing in Africa? Four proposed strategies were
presented: 1) advocacy and awareness campaigns; 2) adedicated national desk for older persons; 3)
significant lobbying efforts; and 4) an explicit policy on the aged.”
“Researchers and decision makers need to determine the effect of the HIV/AIDS pandemic on the current
situation of and future projectionsfor elderly populations.”
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4.3

MDS Indicators

At the end of the process described above, the provisond list decreased from atotd of 117 itemsin eight
categoriesto atota of 24 indicatorsin five categories (see Appendix 5). Thisabbreviated list will be reviewed
onefind time usng the criteria described below.

Indicators under consideration represent different approaches and data levels to describe the situation of
older personsin Africa These will include enumerating events, describing the prevaence of an individud’s
or population’s characteristics, and enumerating and describing inditutions and/or systems. Asin most
MDSs, acollective set of indicators will be used to used to assess needs, monitor and assess the impact of
any interventions, and trigger actions, therefore, indicators should have specific attributes that must be
reconsidered during the final indicator selection process(16). Idedlly, an indicator will be accessible, ethicd,
representative, understandable, scientificadly robust and useful. Although few indicators meet dl these
criteria, the criteria are nonethel ess good standards for critical evauation. These criteria should also be
used to re-evauate the current indicators, when required, and when adding new indicators. A brief
summary of these criteriafollows (as outlined in WHO, 1997)(17).

The desired indicators are ones that;

have the required data readily available, or easily obtainable by vaidated methods. These are
accessible indicators.

require data that are ethical to collect, process and present in terms of an individud’ srights.
adequately encompass al the issues or population groupsiit is expected to cover and are
representative of, in this case, the older population.

are valid (actudly measure the issue or factor they are supposed to measure), specific (only measure
that issue or factor), sensitive (reflect changes in the issue or factor being measured), and reliable
(would give the same vaue if they were re-assessed on the same population a the sametime). These
are scientifically robust indicators.

are under standable, smple to define and interpret.

can effectively measure progress or performance, either asadirect or proxy measure. Useful dataare
aso aggregatable.
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SECTION V: POLICY INTERVENTIONS FOR AGEING POPULATIONS

5.1 Selected Issues for Consideration in Policy Development

Whileolder persons have been shown to make substantid contributionsto African familiesand communities(12-
14), this population is often viewed as a drain on resources. This becomes especidly true since a large
proportion of African society surviveson low incomes. In both thefamily and community, minimal resourcesare
dlocated for older persons, so increasesin longevity or in the numbers of older persons can cause stressesin
society. Moreover, the public sector isnot sufficiently able, capable or willing to provide those resources either
in many ingances. Evidence for this is dear: no explicit or comprehensve ageing palicies exig in the four
participating nations. Some provisons for care of older persons are outlined in a piecemed fashion in other
generd poalicies, but these provisons usudly focus on ‘the family’ asthe key to responding to ageing in Africa
Enabling conditions must be crested to alow older persons to have maxima autonomy, thereby placing less
pressure on scarce socia resources. African societies want to continue to recognize and respect older persons
asdynamic contributorsto families and society, but acknowledge the need for apolicy model that aso accounts
for them as recipients of care and services.

Thereisno doubt of the need to preserve the traditiond informa system of socia welfare and support, while at
the same time building a public socid security sysem.  Unfortunately, very few widely available published
documents exist about these traditiona systems, and not enough support has been provided to implement the
thoughts about how traditiond informa sysems might be transformed to meet modern demographic
requirements(18). Such data are critical in developing policies to protect and support older persons, but no
evidence base or detailed research programme exists. Thisleaves policy andysts with insufficient information
about important cultural arrangements.

Policies and programmes for older persons cannot be developed inisolation of existing socid systems,
socia-economic policies or the way these areimplemented. Ageing is an intersectord concern linked to
hedth, wefare, human rights and development. Greater consderation may be give to problems related to
ageing if older persons are included in the planning processes. To improve the Stuation of this population,
there is aneed to build a body of evidence on the available and desired socia and economic support
systemsfor ageing and older personsin Africa. A systematic and comprehensive review of potentia policy
options for African governments, development agencies and communities is recommended.

» Overview of Existing or Proposed Palicies and Programmes

While each country isa adightly different sage in their policy development, none has afunctioning or
implemented policy specificaly for older persons, but do make some provisons for older persons within
generd public policies. Ghana's Nationd Ageing Policy has not been implemented, South Africahasa
proposed framework for apolicy, the United Republic of Tanzaniaisin the policy development process and
Zimbabwe is & alegidative sanddtill with its proposed bill. The United Nations provides an overview of
exiging policies, programmes and measures a hitp://www.seniorweb.nl/un/search.asp. Table6isa
summary of existing or proposed generd or ageing-specific policies using the UN framework for
assessment.
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Table6. Overview of Existing or Proposed Policies or Policy Frameworks**

G* | SA|T | Z |Issues
v | ¥ | v | Legidation on rights of older persons
v |V Basic needs provision and poverty reduction among older persons
v The situation of older women
v | v | v | v | Retirement (pension) system(s) for older persons
v |V Insurance for long-term care
vV | v |V National health plan
v | v | v | Integrated primary health care programmes for older persons
v | v | v | v | Caregiving assistance for older family members
v v | v' | Age-integrated (multigenerational) housing and living environments
v | v | v | Employment promotion for older persons
v |V Support for income-generating activities for older persons
v’ | v/ | ¥ | Education of the general public for late life and strengthening of
multigenerational solidarity
v Education of children and youth for longevity

* G = Ghana, SA = South Africa, T = United Republic of Tanzania, Z = Zimbabwe

** Ghana has anewly released National Ageing Policy, but it has not been implemented. South Africa has adraft policy
framework, Tanzaniaisin the midst of the consultative process for an ageing policy and Zimbabwe has a“ Care of the
Aged Bill” that has not yet been approved in the parliament. Information in the table was compiled from the UN website
stated in section 5.1 above and workshop participants.

5.2  National Policy Perspectives

Ghana
The principal measures of the National Ageing Policy in Ghana are still under consideration. The proposed
policy will cover forma income and socid security for the ederly and informa mechanisms of income
security in older age. The ageing policy will focus on ways to secure and improve afamily’s capacity to
continue providing support, to strengthen the ability of older personsto participate in their family activities, to
promote intergenerationa cohabitation of ederly and young persons, and to give equa opportunitiesto
women as a means to support older Ghanaians.

South Africa
While no comprehensive ageing policy exigts, the Aged Persons Amendment Act of 1998 covers homes for
the aged and concerns about elder abuse. Other pieces of legidation ensure that dl older South Africans are
eigible for penson benefits. South Africa s government is concerned about the status of elderly persons and
restoration of their regpect. Several governmental agencies have embarked on ambitious projects to
examine certain aspects and concerns of the older population.

United Republic of Tanzania
Explicit policy on ageing is yet to come out of an ongoing consultative process, but some governmentdl
guidelines on care of the ederly do exist in Tanganyika and the idands of Zanzibar. However, activities and
programmes are very limited by lack of resources and high rates of poverty amongst older Tanzanians.
NGOs are very active in the community, where amgjority of the responsbility for care of the elderly resides.

Zimbabwe
The National Council for the Aged is currently revisng abill on aged persons that was previoudy reected
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by the parliament. The government supports the position that older people should remain an integrated and
vita part of the community, yet very limited public penson benefits are available.
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SECTION VI: PARTNER PERSPECTIVES

A number of organizations were invited to contribute their perspectives on older populations and to relate
their organizationd objectives to those of the project with workshop participants. We will continue and
expand our work with these and other organizations and individuals.

6.1 HelpAge International (HAI)

HelpAge Internationd’s mission is to work with and for disadvantaged older people worldwide to achieve
lagting improvement in the qudity of their lives. The current HAI network in Africaincludes nine member
organizations and eight programmes of work in separate countries (see

http:/Aww.hel page.org/members/index.html).  The network has four main ams: 1) to include practical
projects with older people; 2) to support older people in emergency Stuations; 3) to promote advocacy by
and for older people; and 4) to develop the HAI network. Their collective work is increesingly driven by
the recognition that sustainable change should be backed by quality information, and that advocacy and
policy development should include older personsin the process.

The HAI Regiond Development Centre offices in Nairobi, Kenya and Johannesburg, South Africa facilitate
activitiesamongst HAI's 12 member organizations on the continent and the multitude of African countries
with partner organizations. In addition, HAI offices are working with partners and directly implementing
programmes in four countries.

» Examples of HAI Research Projects
A number of projects were undertaken in Ghana and South Africain 1998/99. Each project used
pa‘ucupatory methodologies and resulted in quditative data. The objectives for HAI were to:
identify the livelihood dtrategies, perceptions of well-being and contributions of older people to
the family and community;
influence socid policy discusson and decison-making on issues which concern older people;
and
develop amethodology for enhancing participation of older persons in decisons which affect
their lives.

This research had high potentid for impacting policy development, establishing commondlities and providing
aframework for pursuing these issues at abroader level. Table 7 contains the summary results of the
studies, presented as key policy and ageing research issues. HAI and WHO are investigating the

methodol ogies to quantify these qualitative data for the MDS Project. HAI believesthat if older persons
participate in research and policy formulation processes, these methods have greater potentia to contribute
to socia and economic development.
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Table 7. Opportunities and Chalenges Identified by HAI for Policy Discussion and Research

Sector Key Policy and Resear ch | ssues
Social Welfare Pension/income support
Community and ingtitutional care
Other socia services
Hedth Adequate health care
Training of health workers
Education Literacy and training needs
Valuing older people/sdf-esteem
Family support Flexible payment system for health costs during lean period of
agricultural season when resources are low (Ghana)
Public Safety and Security Protection against crime and abuse
Training for police and community counsellors
Economy/L abour Markets Payment for provision of child care
Micro-credit schemes (agricultural and credit services)

6.2 U.S. Agency for International Development (USAID)

The agency worksin Sx principle areas in sub-Saharan Africa crucia to achieving both sustainable
development and advancing U.S. foreign policy objectives. These are: economic growth and agriculturd
development; population, health and nutritiory environment; democracy and governance; education and
training; and humanitarian assstance. USAID has no direct programmes on ageing but worksin the area of
ageing through the life course perspective. A number of points were raised pertaining to how USAID could
utilize an MDS and work in country. The MDS Project would benefit from grester USAID involvement and
other support if it could highlight what is it about older age that is unique compared with other vulnerable
groups These questions and issuesinclude:

What problem (s) are we trying to address that would require input from an MDS specific to ageing and

older personsin Africa? |Isthere a cause and effect relationship between problems (or more to the

point: a problem with aviable short- and long-term solution)?

What are the proposed solutions and strategies to achieve the desired outcomes? Are these solutions

and dtrategies cost-effective? What are the barriers to achieving these outcomes?

What are the country priorities?

What is the proposed time frame and maintenance strategy?

What istherole of USAID? How can they respond effectively?
A Jomt proposa needs to be submitted for deliberations to begin on thetopic area. This proposa would be
more readily and warmly received by USAID if it took a broader approach, that is, the life course

perspective.

6.3 The African Census Analysis Project (ACAP)

The African Census Andysis Project (ACAP) isajoint initiative of the Univeraty of Pennsylvaniaand
multiple African indtitutions (see http://www.acap.upenn.eduw/). The project pursues three specific ams: 1) to
archive African Census data; 2) to strengthen demographic data andys's and researcher capacity in Africa;
and 3) to analyse African Census data using modern demographic and statistical technique within a
collaborative network of African researchers. ACAP has many collaborating centres in Africa, including the
Universties of Pretoriaand Nata, Universty of Zimbabwe, StatsSA and the Navrongo Hedlth Research
Centre.

The African Census Andysis Project is currently attempting to build an African census data collection, but



MDS Workshop Report -33-

most micro-data from African censusesin the last 30 years are found irretrievable. However, ACAP has
developed a mechanism which enable the collection and retrieva of African census micro-datafiles. These
dataare an invauable source of information for understanding demographic processesin Africa. Currently,
ACAP has on-going activities in anumber of countries, including Gambia, South Africa, Sudan and
Swaziland.

Five teams had been created within ACAP to ded with specific African issues and include: 1) the fertility
trangtion, 2) mortdity differentias during the HIV/AIDS era; 3) household and family structure; 4) migration
and urbanization chdlenges, and 5) ageing and older personsin Africa

6.4  Macro International, Inc., Demographic and Health Surveys (DHS)

MEASURE DHS+ assists developing countries worldwide in the collection and use of data to monitor and
evauate population, hedth and nutrition programmes. The DHS provides information on family planning,
materna and child hedlth, child survival, HIV/AIDS/STIs (sexudly transmitted infections) and reproductive
hedth. More important for the MDS Project, DHS+ will dso assg with improving on-going data
collection efforts, such as hedth information systems, to efficiently meet information needsin a cogt- effective
manner.

Derived from past fertility surveys and garting in 1984, DHS 1 (1984-1990), DHS 2 (1988-1993), DHS 3
(1992-1999) and currently DHS+ (1997-2002) have been collecting data described below in developing
countries. More details about the survey contents and the dates of fieldwork can be found at
http:/Awww.measuredhs.conv.

The current DHS tool (DHS+), contains atotal of 293 core questions with additional optional modules that
indude pill-taking behaviour, consanguinity and verbd autopsy. Newly added modules include: HIV/AIDS,
children’s education; women's status, domestic violence; maaria; and hedlth expenditures. Newly
introduced developments for DHS+ include: anaemia testing; potentid for AIDS testing; incluson of other
biomarkers; utilization of economic informatiorn;, computer-aided persond interviewing; use of globa
positioning systems, and ability surveys.

Modules or questions specific to ageing could potentialy be added. The MDS Project and countries would
need to work together with DHS+ to develop this possibility.

6.5 The Population Council

The Population Council is aresearch organization that has higtorically focused on fertility and family planning.
However, in the last decade the Council has also focused on reproductive hedlth and isin the formative
stage of drawing up programmes to address the ageing issues. Future programmes on ageing by the Council
may have the following characterigtics:
to view older people as an integrd part of society; and
to highlight macro- and micro- population issue diginctions:
Macro issues could focus on age structure and the shifts in this growing population of older peoplein
relation to programme implications.
Micro issues could focus on family demography, i.e. an individud’ s life experiences in the family,
changes in kinship configuration, how many years of their lives they envisage to spend with children
< 5 years and with adults > 60 years and grandchildren, years of widowhood, intergenerationa
relationships and familid experiences.
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Redated to ageing and longitudinal studies, the Population Council now offers a software program, the
Household Regitration System (HRS), for andlyzing longitudina data generated by demographic
surveillance systems. The software, HRS2®, is available free of charge for noncommercia use directly from
the Population Council's Web site at http:/Awww.popcouncil.org/hrg/hrs.html.

6.6 WHO Regional Office for the Americas (AMRO/PAHO)

While different in many ways, Africaand Latin America do have smilar concerns about ageing. Latin
America(LA) had once faced the same problems of how to collect and analyse data on ageing. A project
wasinitiated in LA to address population ageing, increase the capacity of LA researchers and provide
information on ageing in the continent. The study had asiits principa am to identify the equity and the hedlth
conditions of older persons, and it addressed the following issues:
- to understand the nature and magnitude of the hedlth problems of the aged;

to evaluate the seriousness of inequitiesin the hedth and well-being of older persons,

to identify the socid indtitutions that will bear the cods,

to ensure that policies implemented in the future trandate into acceptable leves of wdl-being without

further erosion of equity sandards; and

to evaduate the hedth satus of those who are eders now, and equdly important, of those who will

become edersin the near future.

» Study Development

Firgt apreliminary protocol was written and seed money was obtained from PAHO, then criteriafor
selection of countries were prepared and a request for teams of university-based researchers to compete for
the study was sent to these countries and, findlly, an advisory group to the project was sdlected.

» Study Design

The design was in three sages: 1) selection of a representative sample of gpproximately 1,800 persons aged
60 years and above and an over-sample of persons aged 80 years and above in one centra urban areain
Argentina, Barbados, Brazil, Chile, Costa Rica, Cuba, Mexico and Uruguay; 2) follow-up interview with a
least a one-year lag with the survivors or close relatives of the deceased; and 3) expansion of the study to
the nationd level with a pand follow-up.

» Data collection instruments
The survey targeted individuds and their spouses. It used anthropometric measures as well as smple tests
to assessflexihility and mobility. An optional module of physica testswas available.

» Study questionnaire

The questionnaire had questions on the following: persond information; cognitive evduation; hedth Satus
covering sef-perception of hedlth, vison, hearing, ora hedth, mini-nutritiond status, history of reproductive
hedlth, tobacco and acohol consumption, physica and socid activity; menta hedth; functiond status;
medication use; use, accessibility and cost of services; inter-generationd transfers and socia network; work
history and sources of income; and housing characteridtics.

» Sampling Frames and Sampling Stages

Use was made of pre-existing sample frames such as household surveys and urban employment surveys.
There was drétification by age and measures of socioeconomic status. In addition, there was a meeting of
al project datisticians with a consultant to review al sampling procedures.
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» Data analyses

The data could support andysisin areas such as. life tables; active and disability free life expectancy;
multivariate analyses of illnesses and physicd limitations; risk profiles and disability, morbidity and mortaity
forecasts, morbidity and functiond limitations, and modes for understanding family support.

The structure, design, data analyses and impact on policy could be of significant benefit to the MDS Project,
particularly in the areas where this workshop' s participants have identified data ggps. PAHO iswilling to
collaborate and provide technica assstance for the work in Africa on ageing and the aged populations.

6.7 U.S. Bureau of the Census

The U.S. Bureau of the Census s Internationa Programs Center (1PC) conducts demographic and
socioeconomic studies, and strengthens statistica development around the world through technica
assstance, training and software products. The Bureau’s Aging Studies Branch of the IPC iswilling to
provide technical advice, assstance and data from the International Data Base (IDB). ThelDB isa
compuiterized data bank containing statistical tables of demographic and socioeconomic data for 227
countries and areas of the world (http:/Amww.census.gov/ipc/www/idbnew.html). This data base provides
quick access to specidized information, with emphasis on demographic measures, for individua countries or
selected groups of countries. 1t combines data from country sources (especidly censuses and surveys) with
the Bureau’ s estimates and projections to provide information dating from 1950 through to 2050.

The mgor types of data available in the IDB include: population by age and sex; vitdity rates, infant
mortdity and life tables; fertility and child survivorship; migration; marita status, family planning; ethnicity,
religion and language; literacy; labour force, employment and income; and households.



MDS Workshop Report -36-

SECTION VII: THE FUTURE OF THE MDS PROJECT

7.1

Continuation of the MDS Project

WHO will continue to collaborate with the four participating countries. Within the framework established by
the prolect goals, the project will progress dong three main lines of work to:

cregte a Directory of Ageing Research and Information on Older Personsin Africa;

cregte an MDS with a sustainable data management system; and,

in countries that request assistance, develop and conduct a Survey on Health, Mental, Social
and Economic Well-Being and Ageing in Africa

As areault of discussons during and following the workshop, a mgjor emphasis of the MDS Project will be
placed on research specific to data gaps and MDS updating, data andyss projects, and information
dissemination activities that have the potentia to influence strategic and resource alocation decisons at locd,
regiond, sub-regiona and country levels. While atimely and reliable MDS can be used to inform local and
nationa policy development and to guide research efforts on ageing in each country, alack of financid and
human resources can threaten the sustainability of the project. Separate and joint WHO and country fundraising
efforts will be needed if we are to succeed in creating sustainable projects.

As mentioned previoudy, available methods not specific to Africa may be useful as a guide, but indigenous
approaches must be sought to address current and futureinformation needs. Thefollowing aresevera common
elements and needs identified by participants from each country:

7.2

Training. A well trained pool of in-country ageing and data management researchers and teacherswill
ensure a sustainable source of high qudity datato be contained in the MDS through training in proper
data collection, andlys's, use and dissemination techniques.
Capacity Building. While routine data sources (for example, DHS, census and vitd regidtration) are
eadly identifiable, work needs to be done on incorporating specific dements of the MDS into these
routine data collection mechanisms, and on improving micro-leve information reporting and transfer.
Additiondly, non-routine data sources need to be identified and supported.
Financial Support. Some human and financid capacity exists within each country, but questions
remain about who would bear the burden of the cost of developing and maintaining the MDS, and any
related data- collection and maintenanceefforts. Funding and sustainable resourcesare urgently needed.
Broader intersectoral and stakeholder involvement could be a means to address the lack of funds
through increased awareness and attention.
Data Management. Questions regarding how data will be collected, warehoused, accessed and
updated were discussed. Each country has an existing system or a patchwork of programmes with
different capacities and levels of adequacy. Critical evauation of these systems and of future needsis
needed.
Data Dissemination and Sharing. A common data platform would be beneficid for all stakeholders
involved. This would be easily accessble and would facilitate data collection, sharing, transfer and
dissemination.

Country Plans of Action

Workshop participants recognized the need to make a collective effort that complements the actions being
developed and executed at the nationd level to improve the economic well-being and the qudlity of life of
older personsin Africa. These plans of action congtitute a body of concrete initiatives intended to promote
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the overal development of ageing issues and research and to ensure access to and improvement of the
quality of information. We have adopted these plans of action with the avarenessthat dl initiatives are
interrelated and equaly important to the attainment of our common endeavour.

» Strategies

Each country will be at different stages of progressin any of the project areas, but al can collate and review
existing data, revise and coordinate research activities, develop and implement targeted and intersectora
ageing policies and, as necessary, develop specific programmes for ‘hot topics. Two specific ‘ hot topics
have been funded as separate WHO projects, and contribute to the data needs of the MDS Project: 1)
elder abuse and rights of older persons; and 2) the impact of AIDS on older personsin Africa. In-country
coordinators and/or foca personswill organize collaborators and partners to prioritize activities and make
decisons. Moderate amounts of funding will also be made available from project funds when possble. The
mechanism to digtribute the funding will most likely take the form of arequest for proposds submitted to
WHO and issued from WHO. Intersectora programmes will be encouraged, inasmuch as they contribute
to sustainable projects. As successful fund-raising increases the MDS Project budget, in-country funding
will increase for both common project and country-specific needs. Each country outlined short- and longer
term plans of action as summarized in Table 8.
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Table 8. Country Foca Persons and Strategies for Plans of Action

United
Republic of
Ghana South Africa Tanzania Zimbabwe
Nominated MDS | Prof. NanaAraba Dr. Lindiwe Mr. C. P. B Mkai Mrs. N.
Focal Person(s)/ Apt; Makubalo; and Dr. |.F. Madzingira, Mr. W.
Contact(s) MDS Secretariat MDS Task Team Ngalinda Mapeta, Mrs. L.
Ghana Kanyowa, Mr. D.
Mhizha, Mrs.
Chin’ano (media),
Mrs. Mujuru, and
Mr. Mhiribidi
Post-workshop February and 06 19 July 2000 30-31 May and 01 28 January and 07
follow-up meetings | March 2000 July 2000 February 2000
Suggested Project | - Promote ageing - Establish - Sensitize data - ldentify capacity
Strategies research and reference group on | collection agencies | and resource needs
advocacy; ageing and/or a on data gaps for project
- Createinter- Nat'| Officefor especialy on the implementation and
sectoral network of | Older Persons; older population; broaden
ageing research - Include ageingin | - TSED secretariat | stakeholder
the DoW’s 10-Year | to establish and participation and
Plan; promote sharable contributions;
- Increase priority | datasets of - Plan national
of and encourage indicators and workshop and a
ageing research; microdata longer-term training
- Incorporate data analysis
dedicated services programme.
for elderly people - Funding
within primary care Opportunities
health services; Committee to
- Encourageinter- review donor
sectoral and sources to meet the
ministerial resource project resource
utilization* and training needs
Project Linkages Identify and Broaden Create linkages Include all
engage key stakeholder with stakeholders organizations
stakeholders: involvement and through workshops | dealing with the
academics, from political activismto | and by establishing | elderly and draw on
ministries, civil includelegal, social | and promoting network of the
society security, sharable databases | National Council of
organizations and agriculture, and the Aged. Involve
from private other civil society mediafor outreach
research organizations programmes
institutions

* Additional South African strategies: - Create a national register on elder abuse. - Routinely document health and welfare
service utilization by, and evaluate quality of, services provided to older patients (health information systems need to be
set in place). - Establish role of traditional medicine and integrate into policy decisions. - Develop, test and evaluate
community-based programmes for the elderly (especialy in light of the move away from funding institutionalized care).
Pilot sitesneeded before national policy isdrawn up. - Pursue opportunities to include poverty alleviation, development
and nutrition programmes, and health promotion strategies into coordinated research agendas. - Develop South African-
appropriate assessment and management tools (ADL/IADL/cognitive function) for both research and practice. - Improve
the interface between health and welfare in terms of provision of services, collection of information, future planning,
evaluation of programmes and training. - Increase training capacity and training in the field of ageing using multiple
groups from all disciplines including gerontology and geriatric medicine, development, social services, economics and
other professionals, laypersons, home-care providers, and community health workers (NGOs). Improve implementation of
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existing programmes, examplesinclude the Chronic Diseases Directorate (Department of Health) and the National Strategy
on Abuse (intersectoral).
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SECTION VIII: SUMMARY AND RECOMMENDATIONS

81 SUMMARY

The primary purpose of the MDS Project isto provide a comprehensive, reliable data source specificaly
focused on the physicd, psychological, socid and economic well-being of older personsin Africa. The
MDS Workshop was held to bring together key stakeholders for focused discussions about the MDS
Project and Indicators. Workshop participants strongly endorsed the continuation and extension of
collaborative activities between WHO Headquarters and the WHO Regiond Office for Africa (AFRO);
Ghana, South Africa, United Republic of Tanzania, Zimbabwe and other interested African countries; and
HelpAge Internationa and other organizations for the purpose of continuing the development of a“Minimum
Data Set” and this project.

In a continent with a growing older population, it was shown that few data exist to inform ageing policy
development. While no comprehengive policies exist in these four countries, each has pieces of legidation
that protect older persons, such as the condgtitution, inheritance laws, Socid Welfare Assstance Act and
others. Ageing policies that are being developed need to be based on sound evidence and, once created,
the implementing agency must have sufficient resources available to carry out its duties.

Participants suggested that future policy development should consider adopting alife course perspective on
ageing that promotes active ageing within the continent. All workshop participants recognized the need to
move from rhetoric to redlities and to convert good intentionsinto practicdities. This can be facilitated by
workshop participants, WHO and its partners, MDS Foca Persons, and the wider scope of stakeholdersin
each country and throughout the region.

The workshop helped to move the project from rhetoric into concrete plans. As stated earlier, the future
plans for the MDS Project will include:

cregting a Directory of Ageing Research and Information on Older Personsin Africa;

cregting an MDS with a sustainable data management system; and,

in countries that request assistance, developing and conducting a Survey on Hedlth, Mentd,

Socid and Economic Well-Being and Ageing in Africa
Asapart of these plans, WHO will assist countries that wish to have a common data platform. Thiswill
cons st of developing standardized methods and data with integrated data collection/andysis sysems. The
project priorities are to strengthen capacities, facilitate communications and coordination, and improve the
use of quality, timely data for decison-making at each level of hedlth and socid services (community, didtrict,
provincid, nationa and regiond).

WHO will initidly focus on providing technica assstance for the generd project. WHO will also assst with
locating and providing funding for activities that generate data (because of missing, poor qudity or insufficient
data) for the data sets and/or that improve the use of archived data. Thiswill be in the form of data
management and standardization, fieldwork, in-country workshops and training sessons, and working with
the key stakeholders on statistica methodologies related to the project.
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8.2

RECOMMENDATIONS

> Short-Term

Release MDS Workshop Report.

WHO will publish aworkshop report in printed and eectronic form after extensive consultation with
workshop participants.

Createan MDS Project Website.

Asameansto facilitate regular communications, post information, provide a centra data repository and
share methodologies, the WHO will create a project website and encourage country websites. We will
encourage increased and improved internet access through USAID (Leland Initiative). The project will
aso have apardld system of digtributing printed communications for those without internet access.
Finalize selection of the MDS Indicators.

Each country will rely on its MDS Focal Person(s) to findize the list of MDS Indicators. A short-list for
congderation isincluded in this Report. This short-lit, plus a detailed description of the indicators and
proposed saection criteria (as briefly described in this report), will availableto al foca persons, foca
groups and collaborators. Intensve review and critique will be needed to findize the selections. WHO,
if funding alows, will attempt to provide moderate amounts of funding to bring the participantsin each
country together for afina round of discussons. WHO will assist foca personsin contacting
gakeholders and in findizing the indicators.

Publish a Monthly or Bi-Monthly MDS Project Newdletter.

The WHO will produce a monthly or bi-monthly newdetter to provide a source of regular
communications. Thiswill be especidly useful as the project develops and expands. It may bein
electronic and print form. It isthe respongbility of al participants to notify WHO of changesin persond
information and, postdl and email addresses.

» Longer-Term

Establish close working partner ships.

Every effort will be made to share data, information, methodologies and planning that will decrease
duplication of research and increase efficiency in creating a evidence base. Thereisaneed to plan
collaborative work between the countries and the internationa organi zations attending the workshop.
The MDS Project dso needs to establish broader linkages and intersectoral involvement. It will be the
respongbility of al nationa foca persons to identify and build collaborative arrangements with other
interested stakeholders. Project participants will aso seek to collaborate with existing networks. These
collaborations should include plans for in-country training and capacity building.

Create an ageing resear ch and data directory.

WHO will assst focal personsin cregting adirectory of ongoing ageing research and available data (as
well as access to that data), maximizing the utility of the available data, establishing alist of data needs
(collation, imputation, standardization and andys's methods) and providing a mandate for what
additiona data collection efforts are needed.

Evaluate database management systems and access.

Country collaborators will need to critically evaluate database management systems. An ided system
will be adle to import and export data, work independently or linked to existing systems, and provide
easy access & dl levels, locdly to nationally. MDS focal persons should pursue and encourage
connection to reliable internet access which then dlows easer data sharing and trandferring. If separate
websites are created for posting information, they can be linked to the MDS Project Website.
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Data entry into a database management system.
Currently available data may not be in aform to import into the preferred database management system.
Data gandardization efforts will hopefully minimize the difficulty of this problem with data sources over

time. WHO, African universties and other universitieswill guide and coordinate va uable human
resources in the task of standardizing and inputting, importing and/or combining deta

- Create a sustainable system of maintaining and updating data.
Strategies to regularly and systematically collect and disseminate informetion will be needed to secure
continued funding and to ensure data maintenance. Timely and accurate information need to be
ddivered to the end users, both locdly and nationally. Workshop participants Sated thet if the project is
developed so that it incorporates examples of successful indigenous approaches, a sustainable project
would be more likely. This could decrease the dependence on outside funding and could increase the
capacity of local human resources.
Develop and conduct ageing studies.
WHO will assst countries which determine that a comprehensive ageing study is needed. Separate and
joint efforts by WHO and the country will be required to secure funding for development and
implementation of the surveys. WHO will provide technica assstance to countries. Depending on
amount of funding available
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* Presenter

Professor Karen Charlton, Head, Nutrition and Dietetics Unit, Department of Medicine, Faculty of Health
Sciences, University of Cape Town, Observatory 7925, Cape Town, South Africa.

E-mail: kc@uctgshl.uct.ac.za

* Presenter

Dr MonicaFerreira, Director, HSRC/UCT Centre for Gerontology, University of Cape Town, Observatory
7925, Cape Town, South Africa

E-mail: mf @anat.uct.ac.za
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* Health Working Group Chairperson

UNITED REPUBLIC OF TANZANIA

Madame Rabia Mohmmed Hamdani, Director of Social Welfare, Department of Social Welfare, Chief
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P.O. Box 26575, Provo, Utah 84602-6575, USA

E-mail: [jwolfson@byu.edu

* Data Working Group Rapporteur and Presenter




MDS Workshop Report

-42.-

APPENDIX 2. Selected Data and Data Sources

Country Examples of nationally representative data Examples of regionally or locally Other examples of potential or known
representative data; selected data sources
samples or non-routine/r epeated data
collection

Routine Nonroutine

Ghana Censuses (1960, 1970, 1984, 2000), Post-Enumeration Survey Universities/research institutions including PhD and | NGOs (HelpAge International, etc.), Legal Aid
Demographic and Health Surveys (1960), Supplementary Enquiry | Master’s Projects; Social Security and National Board, Court reports (Social Abuse), Health
(1988, 1993, 1998), Ghana Living (1971); Insurance Trust Fund Institutions/Health Operational Research Units
Standard Surveys |-1V (1988/89, Core Welfare Indicators (information about elderly who use facility),
1989/90, 1991/92, 1998); Vital Questionnaire Survey (1997); National AIDS Control Programme/Health
registration records; UN Population Post-Enumeration Survey programme, |.S.S.E.R. (University of Ghana),
Division; U.S. Census Bureau (2000) UNAIDS, Food and Nutrition Board

South Census (1996); DHS (1998); October Disability household survey Valley Trust (KwaZulu-Natd); University of the Medical Aid schemes — databases according to age,

Africa Household surveys (1995 to 1999); (1999); Multidimensional North; University of Free State; HSRC 1980’s: two | income, etc. Health conditions, medication use,
Food Consumption survey (DoH); survey (1990/91); Gender pension studies and a living conditions survey; health services utilization. Trade Unions (e.g.
Mortuary study (UNISA); Equity survey; Institute for Depression/mental health surveys; Pensions and COSATU, Mineworkers, Teachers), Pension
Communicable diseases sentingl sites Violence against Women household socioeconomic status — KwaZulu-Natal; | records, health services and health costs, etc.,
(DoH); Population Vital Registration, (DoW); SOCPEN; Socia Poverty and Inequality Survey South African Police Service (SAPS), National
National Information System for security information; SALDRU Crime Prevention strategy, elder abuse (only
Welfare (NISWELL) survey reported cases)

United Population and Housing Censuses Tanzania Knowledge, Attitudes | HelpAge International; Ministry of Health’'s Adult | The health management information system,

Republi cof (1967, 1978, 1988 and 2002?); National | and Practices Survey (1994) and | Morbidity and Mortality (AMMP) hospitals reporting, targeted health programmes and

. Demographic and Health Surveys the Tanzania Reproductive and campaigns, government departments and NGOs

Tanzania (DHS) (1991/92 and 1996), DHS+ In | Child Health Survey (1999)
Depth (1995), DHS+ Interim (1999)

Zimbabwe Population Census (1982); Inter-censal | Poverty Assessment Study Datafrom individual researchers, universities and
and Demographic Survey (1997), (1996) research institutions, pension fund records, and
Demographic and Health Surveys medical aid records

(1988, 1994, 1999)
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APPENDIX 3. Selected Examples of Minimum Data Sets

Examples of Minimum Data Sets:

“Minimum”

European Cardiac Surgica Registry (ECSUR)
The European Cardiac Surgical Registry (ECSUR) isthe cardiac surgery database of
the European Association for Cardiothoracic Surgeons. This MDS project will become the
centra repository for cardiac surgica datain Europe and other parts of the world. The
ECSUR Minimum Data Set (MDS) is a core dataset conssting of eight variables collected
and used by participating centres. ThisMDS agpplies only to adult cardiac surgery and is
compiled and maintained by ECSUR through frequent data transfer e-mail, internet file
transfer protocol (FTP), or on afloppy disk through the post. Data are standardized.
The basic varidbles are:

SURGICAL CENTRE IDENTIFIER

DATE OF PROCEDURE

UNIQUE PATIENT IDENTIFIER

PATIENT DATE OF BIRTH

PATIENT GENDER

ON CARDIOPULMONARY BYPASS?

REOPERATION?

TYPE OF PROCEDURE
http: //WWW ecaur.ic.ac.uk/mds.html

“Maximum”
U.S. Hedth Care Financing Agency (HCFA)
HCFA’s Minimum Data Set/Resident Assessment Instrument (MDS/RAI) focuses on long-
term care provison in skilled nursing fecilities. The MDS was cregted to provide a
standardized, reproducible and comprehensive assessment of al residents. ThisMDS isthe
core functiona assessment instrument covering

physca functioning in the ectivities of dally living (ADLS),

cognition,

continence,

mood,

behaviours,

nutritiond status,

vison and communication,

activities, and

psychologica wdl-beng.
The purpose of the MDS assessment and information isto identify aresdent’s strengths,
preferences and needsin key areas, plus to provide a holistic and comprehensive picture of
the resdent’s status.
The MDS aso includes triggers for action from 18 Resident Assessment Protocols (RAPS).

Each state's MDS must consst of at least HCFA's MDS and any state- pecific items are
incliided in an Antinna cartinn
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APPENDIX 4. MDS Workshop Agenda

Thursday 20 January 2000

08h00-08h30

Welcome and Introductions - Mr Ed Dowd

Election of Chairpersons and Rapporteurs

08h30-09h00

Overview of Workshop Activities— Dr Paul Kowal

Workshop Overview and General Discussions

09h00-12h30
09h00-09h20
09h20-10h00
10h00-10h30

10h30-11h00
11h00-12h30

11h00-11h20
11h20-11h40
11h40-12h00
12h00-12h20
12h30-13h30
13h30-15h30

15h30-16h00

16h00 — 18h00
16h00-17h20
17h20-18h00

18h00

18h00-18h30

Friday 21 January 2000

08h00-12h30
08h00-08h40

08h40-09h00
09h00-09h20
09h20-09n40

09h40-10h00
10h00-10h30
10h30-11h00

11h00-11h30

11h30-12h30
12h30-13h30
13h30-18h00

13h00-13h20
13h20-14h10
13h20-13h30
13h30-13h40
13h50-14h00
14h00-14h10
14h10-15h30
15h30-16h00
16h00-16h20
16h20-16h40
16h40-17h00

Moativation for and Concepts behind the MDS— Mr Ed Dowd

Background, objectives and expected results of MDS project and workshop
Discussion

Opening Address— Dr Luis Sambo

Welcoming Address and Regional Situation— Dr M. Belhocine

Coffee Break

Individual Country Presentations on the situation of older persons,
ageing/aged research, policy and available data

Ghana— Mrs. Bridget Katsriku

Republic of South Africa - Dr C. van den Heever & Mr D. Booysen

United Republic of Tanzania— Mr C.P.B. Mkai & Dr |. Ngalinda
Zimbabwe — Mrs Nyasha Madzingira

Lunch

Working Groupsin Subject Areas. Dimensions of the MDS (Data, Health,
Palicy and Socioeconomic)

Coffee/Tea Break

Plenary: Reportsof Working Group Discussions

Data, Health, Policy and Socioeconomic

Discussion

Day 1 Wrap-up and Discussion/Comments

M eeting of Chairpersons, rapporteursand facilitators

Data Development and M anagement | ssues

Insights into Data Development — Dr LaraWolfson

Collecting and Using Qualitative Data - Mr Robert de Graft Agyarko

AMRO/PAHO Presentation— Dr Martha Pelaez

ACAP Presentation— Dr Amadou Noumbissi

US Bureau of the Census, International Research Program Presentation— Dr
Victoria Vekoff

DHS+ Presentation — Dr Abdikamal Alisalad

Coffee/Tea break

Insightsinto Data Management and Introduction to the HealthM apper — Dr

LaraWolfson

Floor Discussion

Individual Country Groups for Focused Discussions

Lunch
Palicy I nterventionsto Benefit Ageing Populations- Professor Nana Araba
Apt

Overview on Aged Policy Situation in Africa
Discussion Panel

Zimbabwe — Mr S. T. W. Mhiribidi

U. Rep. of Tanzania- MrsR. Hamdani & Dr A. A. Mzige
Rep. of South Africa- Dr C. van den Heever

Ghana - Mrs Bridget Katsriku

Question and Answer Session

Coffee/Tea Break

HelpAge International Presentation— Ms Mandy Heslop
USAID Presentation— Dr K. Y amashita

The Population Council Presentation— Dr J. Casterline
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17h00-18h00 Focused Policy Discussion— Facilitated by Prof Nana Apt
18h00 Day 2 Wrap-up with Discussion/Comments
18h00-18h30 M eeting of chairpersons, rapporteursand facilitators

Saturday 22 January 2000 - Revised Schedule

08h15-08h45  Overview —Dr Monica Ferreira

08h45-10h00  Plenary: Reportsof Country Groups Facilitated by Prof Nana Apt
08h45-09h25 Zimbabwe, United Republic of Tanzania, South Africa, Ghana
09h25-10h00 Discussion

10h00-10h30 Coffee/Tea Break
10h30-11h30 Individual Country Groups. Plansof Action
11h30-13h00 Plenary: Plans of Action and Available Resources

11h30-12h30 Country Plans of Action— Facilitators and Rapporteurs
Ghana, South Africa, United Republic of Tanzaniaand Zimbabwe
12h30-12h50 Discussion: The Future of the MDS Project
12h50-13h00 Concluding Remarks
13h00 Lunch
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APPENDI X 5. Provisional ‘short- list’ of indicators* to consider for
inclusion in a Minimum Data Set

l. POPULATION AND SOCIAL

. Number of older personsin Africa (figures and projections (1970-2050))

. Living arrangements (Urban/rural, household composition, education, marital status)
. Educational attainment (highest level attained)

. Migration rates (interna and external)

. Impact of AIDS

ah~hwdNpRE

. SOCIOECONOMIC STATUS

. Poverty and basic needs (adequate food, clothing, shelter)

. Income distribution

. Sources of income and transfers (formal and informal work income plus pensions)

. Housing conditions (clean water and adequate sanitation (toilet, running water, trash))
10. Components of expenditures (food, health and total)

© oo~NO

[11. HEALTH STATUS
11. Life Expectancy (LE) measures (including LE +/- AIDS, DFLE, DALE, and HLES)
12. Mortality rates and causes for population 50+ years**
13. Most prevalent health conditions for population 50+ years
14. Health, emotional (self-reported) and mental/cognitive status
15. Disability rates (physical and sensory) and functional status

V. HEALTH RISKSAND BEHAVIORS
16. Tobacco, acohol and drug abuse rates
17. Socia integration/unity (lifestyle, behaviours, isolation and neglect)
18. Nutrition
19. Abuse/violence/human rights violations

V. SOCIAL SERVICESAND HEALTH CARE
20. Total expenditure on pensions/social welfare (by sector)
21. Total health expenditure (by sector)
22. Access to social services and health care (including access to essential drugs)
23. Use of social services and health care services (government funded, private
facilties/professionals, traditional and/or spiritual caregiver/heaer/herbalist)
24. Use of old people's homes, family or home care, community-based care

* Adjusted for age, sex, educational level and household where appropriate

** For this project, we will use 60 years of age and older as the genera definition of an older or
elderly person. Having stated this, some of our indicators will still look at the population aged
50+ years for policy development reasons and to more accurately estimate the health status of the
older population.
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