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1.  OVERVIEW

This paper is a synthesis of responses (both formal and informal) from various groups and organizations working in the field of modelling and estimation in relation to the current situation regarding a range of diseases, topic areas, and issues, including:

· Data quality and availability.

· Availability of methods and the quality of those methods; agreement on “best” methods; and ease of application.

· Where applications could be applied.

· Dissemination and use of results.

The first thing that becomes clear in reviewing the different diseases and areas is the heavy reliance on Demographic and Health Surveys (DHS) and to a lesser extent on Multiple Index Cluster Surveys (MICS). These surveys suffer from lack of coverage (i.e., few countries) and are inappropriate for some estimates and modelling work (for example, cause-specific under-five mortality). However they do provide much of the basic information that is required for country-level modelling and estimation.

For most areas, estimation and modelling is also primarily done at a global level, with different agencies or organizations being responsible for country-specific estimates. While for most areas, methods have been published explaining the modelling and estimation approach, this has not usually filtered down to national programmes, nor is it clear that this is planned for many areas.

Different areas of interest also differ in terms of the efforts made to develop standardized modelling and estimation methods. Several groups have developed mechanisms to develop (and promote) these standard methodologies by using external Reference Groups or expert panels to help establish the methods and to promote buy-in from other organizations.

In only two or three areas of those reviewed has there been a concerted effort to develop software and training materials, or to run training workshops, so that national or district programmes can use the approach. In fact, despite the overwhelming view that there is a need to migrate modelling and estimation processes to country programmes, there seems, with a few exceptions, to have been almost no efforts made in this area.

What needs to be done to make estimates reliable and useful to countries?

In general all groups emphasized the need to develop standardized and transparent methods for modelling and estimation that could be made available at country (and perhaps provincial) level to ensure that the outcomes are used in programme planning and in monitoring and evaluation. However there was also a recognition that this would require a large amount of effort, both in developing the standardized tools and then providing the training and technical support required for their use.

One area where there has already been an extensive effort made to develop standardized methods for modelling and estimation and to actively promote the use of these tools at country and provincial level is HIV/AIDS. The work done in this area provides an indication of the financial and technical resources required to implement such as system.

UNAIDS and WHO are the lead international organizations in making estimates of HIV/AIDS, and have spent over three years developing tools and software. This work has relied heavily upon the guidance of the UNAIDS Reference Group on Estimation, Modelling and Projections. The total costs to-date of the development of software tools, training materials, and different language versions has been over US$ 300 000, not including the recurring cost of the reference group.

UNAIDS and WHO have also worked with various partners to conduct a series of 3-day training workshops on the new tools and methods, with participants from over 140 countries attending. The cost of the workshops exceeded US$ 500 000 for UNAIDS and WHO, with further financial and technical support received from partner organizations such as CDC and FHI. These costs do not include the country-specific follow-up that is then required by many countries. In addition to the country-level support provided by UNAIDS and WHO, CDC and USAID also support country programmes through various contractors.

2. TABLE 1: STATUS OF MODELLING AND ESTIMATION APPROACHES

TABLE 1 presents a summary of the current status of modelling and estimation approaches for various diseases and health-care issues, and of the organizations and agencies working in each of the topic areas covered.

TABLE 1: Modelling and estimation – current status

	Topic area
	Organizations/agencies involved in estimates and modelling
	Technical reference groups

(external to UN)
	Published methods
	Software/tools available
	Implemented at country level

	Mortality

	HIV/AIDS
	UNAIDS, WHO, UNICEF
	UNAIDS Reference Group on Estimation and Modelling 
	1999–2003(1),(2),(3),(4),(5)
	Yes(6),(7)
	Yes

 148 countries trained 

	TB
	WHO
	One-time panel
	1999–2003(8),(9)
	?
	?

	All-cause under-five mortality
	WHO, UNICEF
	Child Health Epidemiology Reference Group (CHERG)
	2003(10),(11)
	No
	No

	Cause-specific under-five mortality (all causes)
	WHO, LSHTM
	CHERG
	2004(12)
	No
	No

	Pneumonia
	WHO
	CHERG
	2002(13)
	No
	No

	Diarrhoea
	WHO, UNICEF
	CHERG
	In preparation
	No
	No

	Malaria
	CDC, WHO
	Malaria M&E Reference Group (MERG), CHERG
	In preparation
	No
	No

	Measles
	WHO
	CHERG & EPI/WHO
	2003(14)
	No
	No

	Deaths in the neonatal period
	WHO, LSHTM
	CHERG
	In preparation
	No
	No

	Maternal mortality
	WHO, UNICEF, UNFPA
	Ad hoc panel
	?1996, 1999, 2003 
	No
	No

	Nutrition as an underlying cause of child mortality
	JHU, WHO
	CHERG
	1993(15), 2003(16)
	No
	No

	Overall cause-specific mortality
	WHO
	Various groups at different times
	Many
	Yes, on web
	Yes

	Low birth weight
	WHO, UNICEF
	LSHTM, EIP
	 In preparation
	No
	No

	Unsafe abortion
	WHO
	EIP
	2003
	No
	No


	Topic area
	Organizations/agencies involved in estimates and modelling


	Technical reference groups

(external to UN)
	Published methods
	Software/tools available
	Implemented at country level

	Morbidity/Risk Factors
	
	
	
	
	

	HIV/AIDS
	WHO, UNAIDS, UNICEF
	UNAIDS Reference Group on Estimation and Modelling
	1999–2003(1),(2),(3),(4),(5)
	Yes(6),(7)
	Yes

148 countries trained

	TB
	WHO
	
	2002(17)
	
	

	Undernutrition
	JHU
	
	
	
	

	Malaria
	LSHTM, WHO, CDC
	
	In preparation
	
	

	Pneumonia
	WHO
	
	2003(18)
	
	

	Diarrhoea
	WHO, UNICEF
	
	
	
	

	Overall burden of disease and risk factors
	WHO
	Various ad hoc groups
	Yes
	Yes
	Yes

	

	Intervention coverage or effectiveness (partial list to be expanded)

	ITMs → malaria
	WHO
	
	
	
	

	MTCT → for AIDS
	UNICEF, WHO
	
	
	
	

	Known interventions → child survival
	WHO
	Bellagio Child Survival Working Group
	2003(19)
	No
	No

	Family Planning
	
	
	
	Yes
	Yes

	Immunization coverage
	UNICEF, WHO
	
	
	
	

	Coverage and effectiveness of mixes of interventions
	WHO
	One expert meeting
	On web
	Yes
	Yes


	

	Topic area
	Organizations/agencies involved in estimates and modelling
	Technical reference groups

(external to UN)
	Published methods
	Software/tools available
	Implemented at country level

	Intervention costs and cost-effectiveness
	
	
	
	
	

	Packages of interventions
	WHO, UNICEF, 

World Bank
	
	2003(20),(21)
	
	

	Resource allocation
	WHO, UNICEF,

World Bank
	
	
	
	

	Specific interventions and packages of interventions
	WHO, UNICEF, World Bank, NIH, CDC and others
	No standing expert groups
	2003(20),(21)
	Yes on web
	In progress

	
	
	
	
	
	

	Other
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