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Summary  
 
The multi-dimensional nature of health, clearly illustrated by the profusion of health 
concepts, reflects the varied causes and mechanisms that allow an understanding of the 
transitions of health and, as a consequence, the means to meet health targets. However 
this is also a problem when choosing indicators to monitor population health, since too 
many indicators may divert attention whilst too few may hide the possible trade-off 
between the different facets of health. An important first step is to define clearly a 
conceptual reference framework for such indicators. The framework proposed here is 
based on a life-course definition of health, and the acknowledgement of different 
perspectives on health and approaches of assessing health status, as well as the existence 
of specific conceptual models for each approach. The framework also acknowledges the 
importance of the dimension of mental health.  
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The life-course definition of health justifies the use of health state expectancies as the 
fundamental health indicators for populations since health state expectancies measure 
the lifetime spent in different health states. Health state expectancies extend the concept 
of life expectancy to morbidity and disability and allow comparison of populations as 
well as the estimation of changes over time. Moreover, since health state expectancy is 
in fact the combination of a life expectancy and a health concept, there are as many 
possible health state expectancies as health concepts. The relevance of these indicators 
lies in their ability simultaneously to assess the evolution of mortality, morbidity and 
disability and thus to assess the likelihood of different health scenarios which have been 
proposed: “a pandemic of chronic diseases and disabilities”, “a compression of 
morbidity”, or contradictory evolutions including the scenario of “dynamic 
equilibrium”.  
 
Calculating health state expectancies relies on period life tables together with the 
prevalence of health states obtained from the results of censuses and health surveys. In 
practice, the current differences in national surveys, particularly in the measurement and 
definitions of health, make direct comparisons difficult. Agreeing a basic conceptual 
framework for health indicators and thence for health state expectancies will bring 
harmonization of health information systems a step closer.  
 
1. Introduction 
 
In contrast to mortality, notions such as health or morbidity are difficult to define. The 
multi-dimensional nature of health is empirically "defined" by the multiplicity of 
definitions, some of which are largely perceptual whilst others are largely functional. 
For example, for the World Health Organization (WHO), "Health is a state of complete 
physical, mental and social well-being, and not merely the absence of disease or 
infirmity" (UN, 1946). Some definitions are more dynamic, for example, Canguilhem 
(1979) defines being in good health as also "the ability to fall ill and recover".  
 
According to Fanshel and Bush (1970), health is a composite of current state and 
prognosis (i.e. the probability of movement to other states) that occurs throughout an 
individual’s life. In this way health is not only, "the ability to function now, but the 
outlook for future functional ability" (Fanshel, 1972). This life-course definition of 
health is the justification for the use of a new class of indicators, health state 
expectancies, as fundamental health indicators for populations since they measure the 
lifetime spent in different health states.  
 
However, health is not always simply good or bad. It is well accepted that health is 
distributed in a continuum going from a state of perfect health to death, thus each 
individual makes transitions between health states throughout life, passing ultimately to 
death. This continuum raises problems of norms and thresholds when defining a bad 
state of health (morbidity in the strict sense of the word) or good health (sometimes 
referred to as positive health). Negative states of health need to be classified to 
distinguish between the most severe and the most minor, the number of classes 
inevitably being a compromise between precision and conciseness. An example of this 
is health surveys measuring perceived health by the question: "How is your health in 
general? Very good, good, fair, bad, very bad"(de Bruin et al., 1996). It is also possible 
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with the use of weighting to combine the lifetime spent in different health states into a 
single summary measure of population health as proposed by the WHO with the 
disability adjusted life expectancy (DALE, WHO, 2000).  
 
1.1.  Different Perspectives on Health  
 
The health status of a population can be described in different ways: by subjects 
themselves, researchers, financial administrations, or associations. The basic 
information -- the individual health status -- may be perceived, diagnosed or measured 
by different people before being reported by the individual himself (self-report), a 
family member (proxy, caregiver), a professional (nurse or doctor) or an administrative 
clerk. Self-reported morbidity largely corresponds to the morbidity recorded by health 
interview surveys (HIS). 
 
Diagnosed morbidity corresponds to morbidity known by health professionals and 
testifies to their activity. Measured morbidity corresponds to systematic measurements 
of a representative sample of the population studied through health examination surveys 
(HES) for example. The morbidity perceived by the individual himself most closely 
approaches the idea of need felt by the population. Alongside these three classic levels, 
behavioural morbidity is often mentioned -- a concept defined through examples such as 
absenteeism or the recourse to medical care or medication -- which does not integrate 
well within the classic scheme outlined below.  
 
Perceived morbidity is often qualified by subjective morbidity, and measured morbidity 
by "objective" or "real" morbidity, although it is clear that a report at any level -- 
perception, diagnosis or measurement -- may contain a subjective element.  
 
1.2.  Different Approaches to Health Status Assessment 
 
During the twentieth century the epidemiological framework changed from 
communicable and acute diseases to long-term chronic diseases. This epidemiological 
trend has affected the approach to diseases and health. Beyond the "presence or absence 
of disease", the classical bio-medical approach, health status may be assessed through 
perceptual, functional or adaptive approaches. With the functional approach, good 
health relates to ideas of effective achievement of roles and tasks, the fulfilment, 
without difficulty, of different human activities. With the perceptual approach, good 
health relates to ideas such as well-being, a happy attitude to life, or else a full, fruitful 
and creative life. With the adaptive approach to health, good adaptation testifies to a 
harmonious relationship with one’s environment.  
 
1.4. The Multi-Dimensional Nature of Health and Morbidity 
 
The profusion of perspectives on and approaches to health clearly illustrates the multi-
dimensional nature of both health and morbidity. The search for the perfect conceptual 
reference framework, permitting classification of all health-related indicators without 
ambiguity, is therefore likely to be illusory. However the profusion of perspectives and 
approaches also reflects the varied causes and mechanisms that allow an understanding 
of the transitions of health and, as a consequence, the means to meet health targets. 
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Nevertheless, it is necessary to aim for a conceptual reference framework with 
maximum clarification, although imperfections will still exist.  
 
The framework proposed here is based on five points:  
 
• a life-course definition of health;  
• the acknowledgement of different perspectives on health;  
• the acknowledgement of different approaches to assess health status;  
• specific conceptual models for each approach; and  
• the acknowledgement of the specificity of the dimension of mental health.  

Each approach to health is defined by one or several conceptual models. We shall now 
look in more detail at each approach and the conceptual models contained therein.  
 
2. A Reference Framework to Health-Related Indicators 
 
In the second half of the twentieth century, the notion of health changed from 
"survival", through "freedom from disease" and "individual's ability to perform daily 
activities" to the current notion of health as "well-being (quality life)". 
 
2.1.  The Bio-Medical Approach 
 
The biomedical health model developed in the late eighteenth century when scientific 
medicine grew and people trusted completely in the healing power of medicine. The 
approach found favour with the advances in bacteriology, immunology, surgery, 
diagnostics and particularly progress in pharmacology. The analytic-descriptive 
approach to diseases played a key role: diseases were considered as separate items, and 
expertise was highly specialised and divided to meet the requirements of diseases.  
 
During the twentieth century, the bio-medical approach was criticized for its 
compartmentalization and oversimplification. In this approach, the body is the key 
element, determining health or illness; psychological and social issues are barely 
acknowledged. Mental illness represents a grey area between physical health and 
illness. In this model, health is described as an absence of disease. Health and disease 
are two opposites and not two endpoints of the same whole.  
 
The disease develops along a clear cause-effect path, such that health recovery is 
determined by disease-treatment. Treatment is centred on the disease, while mental, 
emotional or physiological conditions of the individual are independent. Finally, 
according to this approach only health professionals can heal and recognise diseases 
(diagnoses) and decide treatment.  
 
Defining bad health by the presence of disease worked well whilst the most common 
diseases were infectious diseases with known aetiologies. With the move from acute to 
long-term chronic disease, the biomedical model needs expanding since the presence of 
disease is not the ultimate endpoint but rather disease results in a clinical picture of 
partial or total impairments and/or functional limitation of the individual. This 
disease/disability model is the basis of the functional approach  
 



UNESCO – 
EOLS

S

SAMPLE
 C

HAPTERS

GLOBAL PERSPECTIVES IN HEALTH - Vol. 1 - Health-Related Indicators - J-M. Robine, C. Jagger, Euro-REVES Group 

©Encyclopedia of Life Support Systems (EOLSS) 

- 
- 
- 
 

 
TO ACCESS ALL THE 20 PAGES OF THIS CHAPTER,  
Visit: http://www.eolss.net/Eolss-sampleAllChapter.aspx 

 
 
Bibliography 
 
Boult C, Altmann M, Gilberston D, Yu C, Kane RL (1996) Decreasing disability in the 21st century: the 
future effects of controlling six fatal and non fatal conditions. American Journal of Public Health 
86(10):1388-1393. [Assessment of the effects of reducing fatal and nonfatal health conditions on the 
number of functionally limited older Americans in the coming decades] 

Canguilhem G (1979) Le normal et le pathologique. Paris: Presses Universitaires de France. (4ème 
édition). 

De Bruin A, Picavet HSJ, Nossikov A (1996) Health interview surveys: Towards international 
harmonization of methods and instruments. Copenhagen: World Health Organisation. Regional Office for 
Europe; Voorburg: Statistics Netherlands. (WHO Regional Publications. European Series n°58). 

De Kleijn-De Vrankrijker M (Ed). The international classification of impairments, disabilities, and 
handicaps (ICIDH): perspectives and developments. Disability and Rehabilitation 1995;17 (3/4) 

Fanshel S (1972) A meaningful measure of health for Epidemiology. International Journal of 
Epidemiology 1(4):319-337. 

Fanshel S, Bush JW (1970) A health-status index and its application to health-services outcomes. 
Operational Research 18:1021-1066. [The authors develop the concept of function/dysfunction as a 
continuum, based on one's ability to carry on the usual daily activities appropriate to social roles.] 

Fougeyrollas P, Cloutier R, Bergeron H, Côté J, St Michel G (1998) Classification québécoise : processus 
de production du handicap. Lac Saint Charles, Canada : RIPPH/SCCIDIH. 

Fried LP, Bandeen-Roche K, Williamson JD, Prasada-Rao P, Chee E, Tepper S, Rubin GS (1996) 
Functional decline in older adults: expanding methods of ascertainment. Journal of Gerontology: Medical 
Sciences 51A(5):M206-M214.[Provides an initial description and assessment of a self report method for 
measuring function in older adults.] 

Fries JF (1980) Aging, natural death, and the compression of morbidity. New England Journal of 
Medicine 303:130-135. [Develops the theory of the rectangularization of the survival curve followed by 
compression of morbidity and disability in the older age groups.] 

Gispert R, Ritchie K, Rajmil L, Rué M, Glutting JP, Roset M (1998) Mental health expectancy: an 
indicator to bridge the gap between clinical and public health perspectives of population mental health. 
Acta Psychiatrica Scandinavica 98:182-186. [Proposes a global indicator of population mental health 
which combines both mortality and morbidity data.] 

Grimley Evans J (1983) Prevention of age-associated loss of autonomy: epidemiological approaches. 
Journal of Chronic Disability 37(5):353-363. [Introduces the concept of survival without loss of 
autonomy] 

Gruenberg, EM (1977) The failures of success. Milbank Memorial Fund Quarterly/Health Society 55:3-
24. [Development of the theory of pandemic of chronic disease and disability] 

Jagger C, Ritchie K, Brommum-Hansen H, Deeg D, Gispert R, Grimley Evans J, Hibbett M, Lawlor B, 
the MRCCFAS group, Perenboom R, Polge C, Van Oyen H (1998) Mental health expectancy - the 
European perspective: a synopsis of the results presented at the Conference of the network for the 
calculation of health expectancies (Euro-REVES). Acta Psychiatrica Scandinavica 98: 85-91. 

https://www.eolss.net/ebooklib/sc_cart.aspx?File=E1-14-02-02


UNESCO – 
EOLS

S

SAMPLE
 C

HAPTERS

GLOBAL PERSPECTIVES IN HEALTH - Vol. 1 - Health-Related Indicators - J-M. Robine, C. Jagger, Euro-REVES Group 

©Encyclopedia of Life Support Systems (EOLSS) 

[Summarizes the recommendations of a European conference on Mental Health Expectancies.] 

Johnson RJ, Wolinsky FD (1993) The structure of health status among older adults: Disease, disability, 
functional limitation, and perceived health. Journal of Health and Social Behavior 34:105-121. [Develops 
models of performance for daily living activities and of global perceived health ] 

Katz S, Ford AB, Moskowitz RW, Jackson BA, Jaffe MW (1963) Studies of illness in the aged. The 
Index of ADL: A standardized measure of biological and psychosocial function. Journal of the American 
Medical Association 185(12):914-919. [Models of performance for daily living activities] 

Katz S, Branch LG, Branson MH, Papsidero JA, Beck JC, Greer DS (1983) Active life expectancy. New 
England Journal of Medicine 309:1218-1224. [Study designed to demonstrate the feasibility of 
forecasting functional health for the elderly. Using life-table techniques, the authors calculate and analyze 
the expected remaining years of functional well-being: “active life expectancy (ALE)”.] 

Kay DW (1993) Ageing and cognition: approaches to the diagnosis of dementia in the community. In: 
Robine JM, Mathers CD, Bone MR, Romieu I, Eds. Calculation of health expectancies; harmonization, 
consensus achieved and future perspectives / Calcul des espérances de vie en santé : harmonisation, 
acquis et perspectives. Paris: John Libbey Eurotext. 51-61. [A practical approach to diagnose dementia 
would be to distinguish it from other disabilities by careful functional assessment to elicit the nature of 
the difficulties and to attempt to establish their cerebral origin.] 

Kramer M (1980) The rising pandemic of mental disorders and associated chronic diseases and 
disabilities. Acta Psychiatrica Scandinavica 62 (Suppl. 285):282-297. [Development of the theory of 
pandemic of chronic disease and disability] 

Krause NM, Jay GM (1994) What do global self-rated health items measure? Medical Care 32:930-42. 

Lawrence RH, Jette AM (1996) Disentangling the disablement process. J Gerontology: Social Sciences 
51B(4):S173-S182.  

Lawton MP, Brody EM (1969) Assessment of older people: Self-maintaining and Instrumental Activities 
of Daily Living. Gerontologist 9:179-186 [Models of performance for daily living activities] 

Manton KG (1982) Changing concepts of morbidity and mortality in the elderly population. Milbank 
Memorial Fund Quarterly / Health and Society 60:183-244. 

Manton KG (1989) Epidemiological, demographic, and social correlates of disability among the elderly. 
The Milbank Quarterly 67:13-58. [The author shows the impact of acute lethal diseases on healthy and 
active life expectancy among the elderly. These are due to the “accumulation of exposure” to risk factors, 
leading to a shortened survival, and a compression of morbidity and incapacity. In contrast, chronic 
degenerative conditions produce much of the duration-weighted impact of disability in the elderly 
population.] 

Nagi SZ (1965) Some conceptual issues in disability and rehabilitation. In: Sussman MB. Sociology and 
rehabilitation. Washington, DC: American Sociological Association, 100-113. [A first conceptual 
clarification of terms concerning the consequences of disease and disability is proposed with revisions in 
1976 and 1991.] 

Nagi SZ (1976) An epidemiology of disability among adults in the United States. Milbank Memorial 
Fund Q / Health Soc 54:439-467. 

Nagi SZ (1991) Disability concepts revisited: implication for prevention. In: Pope AM, Tarlov AR (eds) 
Disability in America: Toward a national agenda for prevention. Washington, DC: National Academy 
Press. 

Nusselder W (1998) Compression or expansion of morbidity: a life-table approach. Amsterdam, the 
Netherlands: Erasmus University Rotterdam. 253p. [Association between mortality and morbidity and its 
implications for population health] 

Nusselder WJ, van der Velden K, van Sonsbeek JL, Lenior ME, van den Bos GAM (1996) The 
elimination of selected chronic diseases in a population: the compression, expansion of morbidity. 
American Journal of Public Health 86:187-194. 

Patrick DL, Bergner M (1990) Measurement of health status in the 1990s. Annual Reviews in Public 
Health 11:165-83. [Identification and review of issues on measurement of health status and proposal of a 



UNESCO – 
EOLS

S

SAMPLE
 C

HAPTERS

GLOBAL PERSPECTIVES IN HEALTH - Vol. 1 - Health-Related Indicators - J-M. Robine, C. Jagger, Euro-REVES Group 

©Encyclopedia of Life Support Systems (EOLSS) 

priority agenda for the 1990s] 

Pope AM, Tarlov AR, eds (1991) Disability in America: Toward a national agenda for prevention. 
Washington, DC: Institute of Medicine, National Academy Press. [Description of a framework for a US 
national disability prevention programme, its goal and strategies and list of recommendations] 

Ritchie K (1991) La mesure de l'espérance de vie sans démence : étude préliminaire de faisabilité. Cahiers 
Québécois Démographie 20:253-268.[Suggests how life expectancy free of senile dementia may be used, 
and discusses the advances in case-finding procedures which have made cross-cultural comparisons 
possible.] 

Ritchie K (1994) International comparisons of dementia-free life expectancy: a critical review of the 
results obtained. In: Mathers CD, McCallum J, Robine JM, Eds Advances in health expectancies. 
Canberra: Australian Institute of Health and Welfare, AGPS. 271-279. 

Robine JM, Mathers CD (1993) Measuring the compression or expansion of morbidity through changes 
in health expectancy. In: Calculation of health expectancies: harmonization, consensus achieved and 
future perspectives. Montrouge: John Libbey Eurotext. 269-286. [Illustration of the various hypotheses 
about the evolution of population health status and clarification of the concept of heath equilibrium] 

Robine JM, Romieu I, Cambois E (1995) L'estimation des années vécues en incapacité: une initiative 
universelle. Bulletin International Statistical Institute Tome LVI (book 3):1095-1112. [Sets out the main 
information brought by the calculations of health expectancies at a global level and illustrates their policy 
relevance] 

Robine JM, Ravaud JF, Cambois E (1997) General concepts of disablement. In : Hamerman D Ed. 
Osteoarthritis. The Johns Hopkins University Press. Baltimore and London. 

Robine JM, Romieu I, Cambois E (1999) Health expectancy indicators. Bulletin World Health 
Organization 77(2):181-185. [Outline of progress in the development of health expectancy indicators as a 
means of assessing the health status of populations and determining health priorities] 

Robine JM, Jagger C, Egidi V Eds. (2000) Selection of a Coherent Set of Health Indicators: A first step 
towards a User’s Guide to Health Expectancies for the European Union. Montpellier: Euro-REVES, 
192p. 

Rowe JW (1990) Toward successful aging: Limitation of the morbidity associated with "normal" aging. 
In: Principles of geriatric medicine and gerontology. New York: McGraw Hill. 2nd ed. 138-141. 

Rowe JW, Kahn RL (1987) Human aging: usual and successful. Science 237:143-149. 

Rowe JW, Kahn RL (1997) Successful aging. Gerontologist 37(4):433-440. 

Sanders BS (1964) Measuring community health levels. American Journal of Public Health 54:1063-
1070. 

Strehler BL (1975) Implications of aging research for society. In: Theoretical concepts of developmental 
and age changes. Federation Proceedings 34(1):5-8. 

Sullivan DF (1971) A single index of mortality and morbidity. HSMHA Health Reports 86:347-354. 

Verbrugge LM, Jette AM (1994) The Disablement Process. Social Sciences and Medicine 38 (1): 1-14. 

Ware JE (1987) Standards for validating health measures: definition and content. Chronic Disability 
40(6):473-480 

Wood PHN (1975) Classification of impairments and handicaps. Geneva: WHO. (WHO/ICD 9/REV. 
CONF/75.15). 

World Health Organization (1980) International Classification of Impairments, Disabilities, and 
Handicaps: A manual of classification relating to the consequences of disease. WHO: Geneva. 

World Health Organization (1984) The uses of Epidemiology in the study of the elderly: Report of a 
WHO Scientific Group on the Epidemiology of Aging. Geneva: WHO (Technical Report Series 706). 

World Health Organization (2001) International Classification of Functioning, Disability and  Health. 
Geneva: WHO. 



UNESCO – 
EOLS

S

SAMPLE
 C

HAPTERS

GLOBAL PERSPECTIVES IN HEALTH - Vol. 1 - Health-Related Indicators - J-M. Robine, C. Jagger, Euro-REVES Group 

©Encyclopedia of Life Support Systems (EOLSS) 

World Health Organization (2000) The World Health Report 2000, Health systems: improving 
performance. Geneva: WHO. 
 
Biographical Sketches 
 
Jean-Marie Robine is a senior research fellow at the French National Institute of Health and Medical 
Research (CR1, INSERM), in Montpellier (France) and head of the Health and Demography team.  
His work concerns demo-epidemiological changes in populations: one of the research avenues is devoted 
to the measure of disability and to the evolution of the health status of populations, another one to the 
study of longevity, with the aim of understanding the relations between health and longevity. In 
particular, Jean-Marie Robine attempts to measure the impact that the continuation of the increase in life 
expectancy may have on the health status of the population. 

He has been the coordinator of the International Network on Health Expectancy (known as REVES) since 
it was created in 1989. REVES brings together more than 150 researchers from more than 100 research 
institutes or universities over 30 countries in the world. 

At the European level, Jean-Marie Robine has been the project leader of the Concerted Action Euro-
REVES (1994-1997) aiming at examining the difficulties in comparing the calculations of health 
expectancies already made in Europe [DGXll, Health and Biomedical Research Programme 
(BIOMED 1)]. He is now driving a project for the health monitoring programme in Europe proposing a 
coherent set of health indicators for the European Union [DGV, Health Monitoring Programme 1997-
2001]. 

Expert to the World Health Organization since 1995 (Expert Board for monitoring the health situation and 
its trends), Jean-Marie Robine actively participates in the "WHO programme on Ageing, Health and 
Development". Since 1996, he has been a co-opted member of the Advisatory Committee on Health 
Research (ACHR) for the measurement of health, to the Director General of the WHO. He is also a 
member of the board of EuroHIS, the new project of the WHO-Europe to harmonize health surveys. 
Since 1995, as coordinator of REVES, Jean-Marie Robine has participated in the Work Group on Public 
Health Statistics (PHS) and to the "Task Force on Public Health Statistics" set up by Eurostat. 
Jean-Marie Robine has just been named as Chair of the "Longevity and Health" Commission of the 
International Union for the Scientific Study of the Population. 
 
Carol Jagger is a Professor in Epidemiology in the Department of Epidemiology and Public Health at the 
University of Leicester. Her main research area is in gerontology, particularly the mental and physical 
health of older people (much of this work being undertaken with the Melton Mowbray Ageing Project, 
which consists of two cross-sectional studies of all over 75s and an intermediate follow-up of survivors) 
and the series of censuses of older people in residential care undertaken in Leicestershire. She has been an 
active member of the International Network on Health Expectancy (REVES) since 1992 and has 
participated in the Euro-REVES Concerted Action and the latest EURODEM project “Monitoring 
neurodegenerative disease of Public Health importance in Europe”.  
 
The Euro-REVES Group is made up of Vittoria Buratta, Emmanuelle Cambois, Viviana Egidi, Rosa 
Gispert, Wilma Nusselder, Niels Rasmussen, and Karen Ritchie. The Euro-REVES group has developed a 
reference framework to health-related indicators for the Health Monitoring Programme set up by the 
European Union. 




