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Within this core it can be seen that, with a rela-
tively small total resource, a balance can be achieved
between a PHO’s scientific and technical side and
its business side. There are many ways for such a mix
to be achieved — e.g. through accessing this resource
from within the PHO’s host institution, sharing
scientific resources with a university or local stake-
holder, or buying skills from independent sources.
It is usually vital to have a dedicated, senior public
health specialist leading the PHO and establish-
ing it among key partners. Once the core is estab-
lished and working well, further expansion can be
planned if the climate is right among funders and
stakeholders.

When recruiting analytical staft it is important to
check — i.e. to interview and to evaluate — whether
their skills match what the PHO is looking for, as
there are many different skills needed along the
data transformation pathway (see Part 11.1.4). As
an observatory expands, it may be able to recruit
or second public health and other staff for further
training in data management and analysis. This
helps maximize the expertise available in a city or
local population. However, it is important to find a
balance between experienced and less experienced
staff. Too many inexperienced staff who require
the extensive time of senior staff to train them may
compromise the PHO’s outputs and thus disap-
point stakeholders and funders.

Retaining good staft is always a challenge, especially
in cities where there may be competition from other
institutions. Staff with public health analytical skills
are usually a scarce resource. The key route to retain-
ing good staftis effective leadership and management
together with good training opportunities. Staft need
to feel they can influence the way a PHO works, that
their inputs are always valued and that they are being
treated fairly. They need to know that there are devel-
opment, training and maybe promotion opportuni-
ties for them. Staft training can cost time and money
but it needs to be part of a PHO’s plan, however small
the funds may be. Good relations with partner insti-
tutions such as universities and health-sector bod-
ies may offer free or reduced-cost opportunities for
further training (see Part 1.8). Additional in-house
training can sometimes be funded by arranging and
charging for external training courses and using the

additional funds to support PHO staff training.

However small an observatory is, all staft need to
be trained in the fundamental principles governing
good data protection and freedom of information,
staff recruitment and management, and the effec-
tive management of projects. All staft handling and
analysing data will need more detailed training on
the use and information governance of the PHO’s
datasets. Such programmes may be led by an obser-
vatory’s host institution or by the PHO itself. As an
observatory grows in size, these principles will need
to be enshrined in procedures and protocols.
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Are there enough resources to recruit and secure
the minimum core staff to establish a PHO?
What mix of contracts should be offered (e.g.
permanent, temporary, secondments, joint/shared
posts)?

Who will lead the process until a director is
recruited?

Is there sufficient space and computer equipment
to accommodate a core staft? Will it all be on one
site?

What are the job descriptions of the core staff? Can
job descriptions used by other PHOs be adapted?
Does the PHO’s host body have recruitment pro-
tocols that need to be followed?

Can partners be involved in recruitment to key
posts such as director and analysts?

What resources can be identified annually for
training and development, and what is a fair pro-
cess for staff to access such resources?

PROVIDING HEALTH INTELLIGENCE TO MEET LOCAL NEEDS

Are there basic courses that all staff can share with
host or other local organizations (e.g. equal oppor-
tunities, recruitment, staff appraisal etc.)?

Lam M, Jacobson B, Fitzpatrick J. Establishing
a regional health observatory: some questions
answered. London, London Health Observatory;
2010 (http://www.lho.org.uk/viewResource.
aspx?id=15755, accessed 9 September 2014).

No matter how excellent a PHO’s outputs, if no one
knows they are there and no one asks for them, they
will never be used to make a difference to health.
No matter how small the resource available some
provision needs to be made for the PHO’s business
and communications functions.
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What is meant by business and communications?
The business function of any organization, espe-
cially one that receives public money, should:

manage the finances in a transparent and account-
able manner;

assist the director in planning for the best use of
resources and for future expansion; and

assist staff in timely management of projects and
ensure systems are in place for doing this.

Once established, a PHO will need to plan and
monitor the use of its budget no matter how small
the amount. Effective business leadership from
within the PHO will enable it to expand and build
its resources as well as establish business systems. As
a PHO’s portfolio becomes bigger and more com-
plex, an effective business manager will be able to
help ensure that staff are trained in project manage-
ment. This is an important internal process that will
ensure that the PHO team prioritizes and reviews
the use of resources to meet the requirements of
funders and stakeholders.

The communications function of a PHO comprises:

internal communications with staff, and possibly
with a host organization;

stakeholder input into information needs, and
teedback on outputs;

wider media and other promotion of the PHO’s
work, including social media.

To begin with, a PHO may not need sophisticated
media communications support, and it may be suf-
ficient to rely on a small amount of support from
a host or stakeholder institution. Social media can
play an important role in making activities and
assessments known on a low budget but with high
capacity to engage civil society partners and the
public. It is vital for every PHO from the outset
to establish regular communication channels with
its users and stakeholders so that its outputs and
its website are shaped by local needs. As a PHO
expands its influence and funders, it is likely to need
more dedicated support for external communica-
tions and social media strategies. More detail on
stakeholder engagement and communications is
given in the two case studies in Part III.

Are sufficient resources allocated for the business
and communications needs of the PHO? How will
these be linked to other parts of the PHO (e.g. the
website)?

How will the right skills be accessed (internally,
through a host or local organization, or via external
contracts)?

Who will take responsibility for monitoring the
internal budget and payments?

Will it be necessary to produce annual accounts? If
so, who will be responsible for this?

How will the relationships with key stakeholders
and funders be developed and maintained? Who
will be responsible for this work?

What will the communications plan be for key
PHO outputs? Who will be responsible for their
delivery?

How will quality assurance of the accuracy and
wider understandability of outputs be organized?
Will there be internal or external peer review? Who
will finally sign off and take responsibility for the
validity of each output? Will the director do this?
At what point will expertise in media, including
social media, be needed? How will it be obtained?
If there is media interest in an output, who will be
the spokesperson?

Are there key stakeholders who must always be
torewarned about publication of potentially con-
troversial PHO outputs?

Part of the unique expertise of an observatory is its
ability to turn data into relevant intelligence that
informs decision-making. Raw data and crude
numbers usually lead to the wrong conclusions and
may also result in breaches of confidentiality and of
data protection laws.

Data should flow through a number of transfor-
mational steps before they can be effectively used
and understood as actionable intelligence for health
decision-making. These steps need to be clearly

defined and should be followed in the core work of

every ObSCI’VB.tOI'y.
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Figure 3 illustrates the eight linked steps in the
transformation of data into usable health intelli-
gence that are underpinned throughout by informa-
tion governance in which restricted access to data is
managed in a controlled manner.

The steps in the pathway can be summarized as
follows:

1) Data collection: Although this is not often a
primary function of PHOs, those involved in
the primary collection of data or research will
need to establish additional complex processes
for such collection and for quality assurance.
Arrangements need to be made for collection
of data either by researchers or by participating
institutions.

2) Data access: This is an often complex and
time-consuming process by which data-sharing
agreements are drawn up to permit an obser-
vatory and its named staft to access, hold and
analyse routine data that are already collected
or produced by external sources. In some coun-
tries routine data are collected and quality-
assured by national bodies. However, where this
is not the case, there is an opportunity for the
observatory to fulfil this role. Other observato-
ries may have been set up with the capacity to
collect “primary” data for research, either from
health surveys or sources that are not reported
routinely.

PROVIDING HEALTH INTELLIGENCE TO MEET LOCAL NEEDS

3) Data and information governance and qual-
ity assurance: Data and information govern-
ance relates to managing restricted access to
data in a controlled manner and ensuring that
information is transparent and open to scrutiny.
In many countries this process is defined by law
to protect the rights and confidentiality of indi-
viduals. Data security and confidentiality guide-
lines provide information on accepted practices
for securing and protecting public health data.
An example from the United Kingdom’s Data
Protection Act, which illustrates a fundamental
principle of data governance, states: “Personal
data shall be adequate, relevant and not exces-
sive in relation to the purpose or purposes for
which they are processed.” While this legisla-
tion applies specifically to the United King-
dom, it could be seen as underpinning good
practice wherever an observatory is established.

Governance also includes managing the lifes-
pan of data — i.e. how data are used within
the observatory from initial access and stor-
age through to controlled destruction. This
process should be underpinned by rigorous
compliance with standards for information
technology (IT) infrastructure (e.g. security
control methods to ensure restricted access
to datasets), tools to interact with data (e.g.
Spotfire, Tableau, QlikView and Microsoft
Reporting Services) and general hosting of
the hardware which will be used to store the




4)

data. This should be complemented by train-
ing of all staff handling data (e.g. applying rules
to suppress small numbers to avoid potential
identification of individuals). This requirement
is often specified in data-sharing agreements.

Data quality assurance ensures that data con-
form both to national standards of accuracy and
to those of the observatory. The process includes
data cleaning to check and remove spurious
values, and standardization using agreed and
reproducible definitions and nomenclature
known as “metadata”.

Methodology development: This includes
developing appropriate calculations and statis-
tical processes to address the questions posed
by users at the right geographical level. For
urban observatories, developing robust meth-
ods for calculation of health-related indices at
small-area and neighbourhood levels is vital for
identifying the many inequalities that coexist
within cities. The use of methods appropriate
for dealing with small numbers of events at
such levels is critical. Agreeing on such pro-
cesses in relation to published evidence is one
of the most important scientific elements of an
observatory’s analytical work. The development
and application of such methods should be a
transparent and rigorous process which is open
to external scrutiny, usually via the website.

Data analysis: The application of statistical,
epidemiological and numerical processes to
transform raw health-related data into mean-
ingful health intelligence is at the heart of the
work of all observatories.

Ulaanbaatar © World Health Organization

6)

8)

Analytical quality assurance: This is vital to
ensuring the accuracy and validity of analytical
outputs, which in turn leads to maintaining the
reputation of the observatory. Quality assur-
ance is best undertaken by those who have not
been involved in producing the original analysis
— i.e. an external analytical peer review.

Interpretation: This works in concert with
analysis and is the process of making intelli-
gence actionable by helping decision-makers to
understand real differences or inequalities and
change. For example, interpretation will distin-
guish between statistical differences, identify
important outliers in comparative analyses, and
at its best will explain analytical trends in rela-
tion to evidence of policy implementation.

Visualization of findings: Outputs must be
relevant and accessible to different audiences.
Technical public health professionals may want
access to detailed data findings and methods,
whereas senior decision-makers and politicians
may prefer simply visualized evidence that ena-
bles them to understand and make their case for
local change. The best method of achieving this
is to use appropriate graphical or other illustra-
tions to portray key messages unambiguously
and clearly. A key strength of an observatory
will be its ability to illustrate and explain dif-
ferences and inequalities between neighbour-
hoods across a whole city or beyond. Examples
include generic and topic-related community
health profiles, and range from simple yet pow-
erful bar charts to maps and statistical control
charts.
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Managing data effectively through each of the eight
steps calls for a range of specialist, data-related
skills. It is unlikely that a single professional will
possess the whole range of skills. Every observa-
tory needs to have a plan for how it will access
the right professional expertise alongside effective
infrastructure. The required breadth of skills in the
observatory needs to be balanced with budgetary
constraints and operational needs. As a minimum,
there should be a detailed understanding of, and
experience with, data management, information
and data governance, analysis and interpretation.
Some of these roles may overlap. Ideally, access to
the following types of specialists will be important
for every observatory:

IT and information specialist: This should be
someone who understands I'T and information
and, importantly, how the two relate.

Data manager: If data volumes are significant, this
role will implement the standards and controls that
a data governance specialist will determine. This
role will manage the physical data systems within
the observatory and throughout the data pathway.
Data and public health information analysts:
The need is for various analysts, epidemiologists
and statisticians. The number needed depends on
the resources available and the objectives of the
observatory in relation to its users. Generic skills
for this role would be the ability to analyse and
interpret public health data, define methodology
and communicate intelligence outputs clearly.
Data and information governance specialist:
This is a complex role and requires a detailed
understanding of data protection and freedom
of information law and standards. This role is
often combined with that of I'T/information spe-
cialist or data manager. If these roles cannot be
secured within the observatory itself, then flex-
ible approaches to partnering with other organi-
zations and employing jointly-funded posts can
provide a good solution.

How will the observatory ensure that only the
minimum data needed to deliver against its
objectives have been obtained or used? This is
best practice and ensures compliance with most
data protection laws.

PROVIDING HEALTH INTELLIGENCE TO MEET LOCAL NEEDS

Has the observatory a sufficient budget for imple-
menting a rigorous data transformation pathway?
Is there a budget for buying data that are not yet
available but that stakeholders need? If not, a
business case with costing will be needed.

Is observatory practice compliant with data
protection and freedom of information legisla-
tion? An information governance expert is a key
resource who can protect the observatory against
risk in this area.

Does the observatory have satisfactory access to
information governance expertise?

Has the right breadth of data skills been incorpo-
rated into the observatory recruitment strategy?
Has the appropriate investment been made in
technology to ensure quality data storage and
that intuitive data-reporting tools are available?
Is there a strong quality assurance process and
culture within the observatory?

European Union Data Protection Directive, to be
superseded by the General Data Protection Regu-
lation (http://ec.europa.eu/justice/data-protection/
document/review2012/com_2012_11_en.pdf and
http://www.eudataprotectionlaw.com/, accessed 5
November 2014).

United States Health Insurance Portability and
Accountability Act (HIPAA) and Health Informa-
tion Technology for Economic and Clinical Health
Act (HITECH) legislation (http://www.hhs.
gov/oct/privacy/hipaa/understanding/index.html,
accessed 5 November 2014).

United States Freedom of Information Act (http://
www.foia.gov, accessed 5 November 2014).

United Kingdom Data Protection Act 1988 (http://
www.legislation.gov.uk/ukpga/1998/29/contents,
accessed 5 November 2014).

What is the Freedom of Information Act (UK)?
(http://ico.org.uk/for_organisations/freedom_of_
information/guide/act, accessed 5 November 2014).

Nearly all current observatories have websites
through which they transmit vital new knowledge
to local, or even international, users. Some web-
sites are updated regularly, others not. Some use
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sophisticated modern tools to help take account of
a wide range of disciplines among their decision-
makers. A PHO website not only allows users to
find PHO outputs easily, but it can also be used as
a springboard to locate or “signpost” relevant mate-
rial on other websites. Every credible organization,
particularly an evidence- and data-led one such as
an observatory, needs a relevant, accurate and acces-
sible website. Of paramount importance is the need
to keep content up to date which, depending on the
volume and complexity of material to be uploaded,
may need to be managed by a full-time dedicated,
trained knowledge specialist.

A key question to answer is whether the observatory
website will be produced in-house, by a third party,
or by a combination of the two. Using a third party
can work well for a simple site, but costs can mount
as the complexity of the website grows over time.
A hybrid approach can work well if a third party
developer can be identified with whom the observa-
tory can form a lasting partnership. A further option
could be to partner with other similar organizations
and share a technical resource or utilize a core web-
site development approach. This has been achieved
in some parts of the world where several observa-
tories have their own websites that are technically
supported by a shared language so that users can
consistently search for information across all sites.

A good website can usefully be seen from two
perspectives: its design (i.e. the way its content is
organized and the ease of access for its main users)
and the technical web development supporting its
effective function. The content and evolution of
every observatory website should be tailored by

regular feedback from its users. Users will go else-
where if this is not the case. The type of scientific
language used needs to be carefully overseen so that
the observatory’s outputs are understood by widely
differing audiences across a variety of sectors that
have an impact on health. These include authori-
ties responsible for improving the determinants of
health (e.g. housing, education and environment),
which are outside the health system. Observatories
serving different language groups will also need to
consider whether Internet-based translation of their
materials is good enough.

Over time observatories may become important
repositories for shared local knowledge. It is vital
that their content is organized in a way that is
meaningful to the main users. If, for instance, an
observatory’s main audience is clinicians, the web-
site content will need to be designed so that cli-
nicians can find their specialist resources in very
few clicks. This process can become complex and is
probably best managed, where feasible, by a profes-
sional trained in public health library skills.

Many observatories have found it helpful to estab-
lish a simple website initially and to expand its
capacity over time. This can be efficiently achieved
by commissioning a reliable third-party web devel-
oper. Once an observatory is able to expand its out-
puts, act as a host for other partners and develop
web tools and interactive capabilities, it will become
important to have some internal capacity to steer
the website’s further development. As a minimum
this might require one internal web developer to
undertake building some of the web functions and
a knowledge manager (i.e. trained public health
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librarian or information specialist) to work with
stakeholders to develop appropriate content hierar-
chies. Tasks such as web design and database devel-
opment can be accessed externally. Observatories
that become part of a network can link their web-
sites via a process known as “interoperation” which
allows users to search all the observatory websites
at the click of a button. This requires the use of a
validated public health language to make searches
consistent and comprehensive.

As a website becomes more complex, it will be
more challenging to keep it fresh and up to date as
new technologies develop. Many users will access
observatory resources through their social media
accounts, and this should be taken into account
when establishing a web presence. The management
of social media accounts is becoming more com-
mon among observatories and needs the skills of
information and evidence management. Over time
it may be very important, especially for governance
and for securing future funding, to develop a web-
site that can provide statistics on the PHO’s out-
puts. This can be achieved technically with relative
ease through the website. However, interpretation
of such statistics needs to be undertaken carefully
alongside social media monitoring. Ultimately
there is no substitute for feedback through regular
contact with key stakeholders. Above all it will be
important to ensure there is a mechanism, whether
internal or external, to keep the website live and free
from security risks.
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Is there a clear understanding of the user base
and what information users want to access? If
not, surveys and workshops should be used to
find out, and the findings incorporated into what
is actually delivered.

Will the website be resourced from internal or
external resources, or from a combination of the
two?

Is the right in-house expertise available either to
manage the whole process or to oversee a third-
party development of the website?

What type of information do users want? Will it
be made available on the website, and what infor-
mation on other websites will the observatory
direct users to?

Which technology route will be followed? (Java,
.NET and PHP are the main options.)

Is there the appetite for continued investment in
the website? Without this, the site can soon look
tired.

Does the observatory website comply with acces-
sibility standards and legislation (e.g. European
Union cookie laws)?

Will the site need to be accessible via mobile
devices, include a blog, be interoperable with
other observatory sites, or possibly harness the
power of social networking? Consideration
should be given to these questions in the website

design phase.




AboutCookies.org. European Union legislation
regarding cookies (http://www.aboutcookies.org/
default.aspxPpage=3, accessed 5 November 2014).
Google Analytics. Tools to help analyse the traf-
fic to a website (http://www.google.com/analyt-
ics/, accessed 5 November 2014).

PewResearch Internet Project. Social media
update 2013 (http://www.pewinternet.
org/2013/12/30/social-media-update-2013/,
accessed 5 November 2014).

Usability.gov from the US Department of Health
and Human Services. Guidelines to be consid-
ered when developing a website (http://guide-
lines.usability.gov/, accessed 5 November 2014).
Wordpress. A site offering a range of style templates
(http://wordpress.com/, accessed 5 November 2014).
World Wide Web consortium. Standards for web
development, including accessibility guidance
(http://www.w3.0rg, accessed 5 November 2014).

2. OUTWARDLY FOCUSED FUNCTIONS

'The director or head of a PHO is a key ambassador
for the PHO, both internally and externally with
potential and actual stakeholders and funders. Suc-
cessful leadership will ensure that the PHO estab-
lishes its position in the public health work of the
city (or other local jurisdiction) and its localities, and
that that PHO’s work is known, widely used and
appreciated. The example set by the PHO’s leader
should be built on by the observatory team. Prob-
ably the best way to assess whether this is the case is
to establish governance mechanisms that enable the

PHO to engage regularly with its key stakeholders.

The skills needed in a PHO director depend, to
some extent, on the context in which the PHO
is established. In most cases, it is important to
ensure that the director has a broad public health
background and experience of working at a senior
level within the city or elsewhere. Ultimately those
establishing a PHO must decide what qualifications
and background they are looking for in a director.
In an observatory that can afford to recruit its core
analytical complement, it may be wise to look for

public health and leadership breadth in the director.

Most PHOs will need a form of oversight or gov-
ernance mechanism for the PHO. This provides an
opportunity for a PHO to establish a board or advi-
sory mechanism involving the key funders, stake-
holders and representative users. The choice of the
Chair of such a board will reflect the local context. A
city observatory may wish to invite its chief medical
officer to chair the board. A university-based PHO
may have a more global perspective since its overall
remit is much wider than the local population. As
the local context changes over time, the composi-
tion of the board should also be reviewed. The PHO
governance mechanism will vary according to the
funders’ and stakeholders’ wishes. Broadly speaking,
the objectives of its governance mechanism would
normally focus on the more strategic work of the
PHO, leaving its operational responsibilities to the
director and staff. The board’s role, therefore, could
include agreeing on and reviewing:

the PHO’s mission and overall aims;

its objectives and priorities;

its annual or longer-term plans in relation to
affordability;

its financial plans and budget;

delivery against its agreed plans throughout the
year;

peer or other review of its overall aims and objectives.

Finally, all board members should be advocates for
the work of the PHO.

Who will be responsible for deciding or recruiting
the PHO?’s director? What skills and experience will
be expected from the director?

What kind of governance mechanisms will be set
up?

Who are the most important funders and stake-
holders who should be involved in the governance
mechanisms?

How will users be involved in the governance
mechanisms?

How will a board and other governance mechanisms
work, and how resource-intensive will they be?
Over time, how will its governance mechanisms
know that the PHO is delivering against agreed
objectives and priorities?
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Will stakeholder review mechanisms and reports be
needed?

What kind of authority will the board or other gov-
ernance mechanism have if major problems arise in
the PHO (e.g. mismanagement of finances, serious
stakeholder dissatisfaction, evidence of poor prac-
tice, etc.)?

'The South East Public Health Observatory pilot
peer review. June 2009 (http://www.sepho.org.
uk/ViewResource.aspx?id=12934, accessed 5
November 2014).

One of the strengths of a PHO established at city
or local level is that it is able to form sustainable
local partnerships that will enable it to provide
timely health intelligence to guide important deci-
sions about how resources are used to improve
health and reduce health inequalities. While main-
taining the independence of their outputs, PHOs
need to be well-informed about policy and practice
in their defined populations. Working with key
local partners will help, and will also acquaint part-
ners with the expertise a PHO has to offer a city
or local community. Moreover, working closely with
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partners may help cement the future development

of the PHO itself.

The potential partners for a PHO are many and
diverse. They can generally be classified into the fol-
lowing groups:

those whose investments, as a part of their rou-
tine work, can positively influence health and
health care (e.g. local authorities and health sec-
tor bodies);

those with whom the PHO works jointly to
deliver its outputs (e.g. local public bodies,
universities);

PHO users;

civil society leaders;

current and potential funders (e.g. foundations,
nongovernmental organizations).

It will be important for each PHO to decide
whether and how to engage with this diversity of
partners. As this is often a very resource-intensive
process, it is sometimes easier and more cost-effec-
tive for PHO teams to ensure that they link with
existing groups and partnerships rather than estab-
lishing and servicing new ones. Clearly, the form of
partnership arrangement will depend on the size
and importance of associated projects as well as on
the local political context.
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For the outputs of a PHO to be relevant and use-
ful, its products must be informed by what partners
and funders want. For instance, some PHOs produce
excellent status reports on the health of the popula-
tions within their city or locality. It is important for
PHOs to establish whether this adds value to the
health information that already exists. In some coun-
tries, local health organizations already produce their
own annual health status reports and may not need
further input from the local PHO. Clearly, PHOs that
are funded for specified outputs such as surveillance
reports and tools need to deliver those outputs. A
PHO always has to achieve a balance between specific
products requested and funded by individual organi-
zations and outputs that help a city plan or evaluate
its local health investments. It is not possible to please

everybody all the time.

'The right balance between these competing demands
is a judgement that needs to be made transparently by
the PHO, with assistance from its governing board. If
a PHO sees itself primarily as providing a city-wide
service, then it must take care not to agree to so many
national and international projects that its stakehold-
ers no longer see it as a local resource. Some PHOs
undertake a mix of national, international and local
work, making that challenge even greater. Above all,
a PHO should not undertake work that is outside its
expertise.

The questions in this section are designed to help a
PHO deal with some of these dilemmas. An addi-
tional challenge to PHOs is: how accessible will the
products be to a wide range of opinion-formers and
decision-makers? The answer to this question will in
turn depend on a PHO’s definition of its key audi-
ences. If the audiences are primarily small, scientific
and technically qualified groups such as public health
specialists among stakeholder bodies, the PHO will
essentially be speaking to users like itself. However, to
reach the main decision-makers who often have no
technical or scientific background, a PHO’s outputs
need to be written and designed in accessible language.
Involvement of users in the design of important PHO
outputs can help greatly to ensure that a PHO’s prod-
ucts are fit for purpose. Monitoring of website down-
loads of particular products will also provide high-level

information on whether its outputs are used.

What products has the observatory been
resourced to develop or produce?

Are these prioritized in the delivery plans?

Has the PHO made sufficient staff time and
resources available for local work?

How does the PHO manage its programme of
work to maintain the right balance?

What do local stakeholders think of the PHO
services they can access?

Do some of PHO publications in the scientific
literature need “translation” for local stakeholders?
Do each of the outputs contain a clear and short
summary of key points?

Are the outputs peer-reviewed for ease of under-
standability and accuracy?

Does the website design make the products easily
accessible, including to sight-impaired users?
How does the PHO obtain user feedback on the
accessibility of its outputs?

Plain English Campaign. Free guides [website]
(http://www.plainenglish.co.uk/free-guides.
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PART lll: CASE STUDIES

The following two case studies provide a detailed
description of how two PHOs work in practice,
serving cities in different parts of the world and
providing actionable evidence to support their local
health decision-makers. The public health obser-
vatories in London, United Kingdom, and Ciudad
Juédrez, Mexico, were selected as case studies since
they illustrate very different but equally successful
models of operation within different contexts. The
Judrez Observatory is an example of a thematic
observatory which was established relatively recently
with an exclusive focus on preventing violence
and promoting peaceful coexistence. The London
Health Observatory has had a longer history, pro-
viding a generalist model with a built-in specialist
role in tackling health inequalities and tobacco con-
trol. The Judrez Observatory is university-based and
the London Health Observatory was based within
the health care sector. Both PHOs show how they
can serve their city populations with ever-changing,
highly mobile populations.

1.THE LONDON HEALTH OBSERVATORY

BOX 4.THE LONDON HEALTH
OBSERVATORY (LHO)

The LHO was established in 2001 and oper-
ated for 13 years. It was a member of a network
of eight, later nine, regional PHOs that were
established by government policy in 1999 and
were integral to the English public health sys-
tem (7). The LHO provided information, data,
analysis and evidence on the capital’s diverse
population, which grew from about 7 million
to 8.2 million in the last decade. While being a
generalist observatory, it also took a national
lead role in monitoring health inequalities, eth-
nicity and tobacco control. The LHO was a key
member of a United Kingdom—All Ireland part-
nership of observatories known as the Associa-
tion of Public Health Observatories (APHO) (2).
Information and outputs of the LHO can be
found on its website at www.lho.org.uk.

“The London Underground - Piccadilly” by Trey Ratcliff is licensed under CC BY-NC-SA 2.0
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The services of the LHO included:

accessing and analysing large, complex datasets and
turning them into easy-to-use tools for evidence-
based, local decision-making on health and health
care;

providing a national lead programme of analyses
and easy-to-use electronic tools for use by local
agencies in the specialist areas of health inequalities,
ethnicity and tobacco control;

providing a responsive, electronic, personal enquiry
service for local and national organizations aiming
to improve health and health care;

providing an up-to-date website and “knowledge
signposting” service for users collating relevant
health policy and evidence documents produced by
other organizations in LHO’s three specialist topics;
actively working in partnership with local health,
research and other related agencies to provide a
programme of work relevant to the capital city and
its citizens;

hosting programmes of capacity-building and train-
ing in methods of data analysis and health impact
assessment for public health professionals, health
analysts and decision-makers in London.

From a global perspective, the United Kingdom has
a good national information system with a national
health surveillance and monitoring service provided
by the Office of National Statistics, the former
Health Protection Agency, the National Health
Service (NHS) Information Centre and other
national bodies. However, there are several reasons
why this was not enough:

National bodies serve national interests and are not
able to be responsive to the unique health intelli-
gence needs of a city. National bodies work largely
according to national directives and many local pri-
orities cannot be met at the time they are needed.

London’s population is large, uniquely diverse
and constantly changing. Many of London’s local
authorities now serve ethnic majorities. London
is one of the few cities in England that need,
and are large enough for, the detailed ethnic and

other sociodemographic analyses that are vital for
assessing whether health needs are really being
met at neighbourhood level. Working with its
local partners, the LHO pioneered many new
ways of analysing national data that had not been
done nationally.

As a capital city, London has always had a large
number of complex and unique decision-making
bodies that have an impact on health through the
resources they deploy. There were over 70 National
Health Service (NHS) bodies in London alone.
The LHO has also been able to tap into the huge
expertise of the many research institutions that are
concentrated in the capital. To produce relevant
and timely information and intelligence locally,
the LHO always worked closely with the elected
city mayors and the Greater London Authority
(GLA). It had shared staff with the GLA, the
local NHS and universities across London.
London’s health intelligence capacity was not
confined to the LHO. It was widely distributed
in small groups between the city level and every
local public health organization. By using national
data to deliver comparable and rigorous outputs
tor every London organization, the LHO allowed
local public health analysts to be released to con-
duct their own analyses on local data that were not
accessible to the LHO and national bodies. This

allowed for a more efficient and productive system.

The total population of London is 8.2 million —
larger than that of some European countries. The
health of London as a whole conceals major health
inequalities between London’s neighbourhoods and
local decision-making bodies. The LHO has been
instrumental in developing tools for small-area
analyses of London at local and neighbourhood
levels, making these inequities visible to decision-
makers. At the same time the observatory contrib-
uted widely to international comparisons of what
can be achieved at city level. The large diversity
of people living, working in and visiting London
has enabled the LHO to undertake some ground-
breaking analyses of the impact of changes in the
ethnic make-up of London following the expansion
of the European Union and its impact on maternity
services (3).
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When the LHO was first established, it was based
within an independent health policy organization,
the King’s Fund. This helped greatly to establish its
reputation for independent and rigorous outputs.
The LHO’s accountability, however, was always
within the wider pan-London NHS, for it was
important for the LHO to be seen to be serving
all of London and not only one part. It was equally
crucial to ensure its ability to be a “critical, inde-
pendent friend” to all of London’s communities and
organizations.

Later on it became clear that for the LHO to be
successful it needed to be closer to the local health
decision-making bodies and public health leader-
ship — at that time within London’s NHS. The LHO
has been based in many different NHS organiza-
tions over its 13 years of operation. This is unique
and reflects the more volatile and changing organi-
zational structures within London’s crowded NHS.

Other practical reasons for being physically based
in an NHS body included being able to share infra-
structure costs and being closer to health-system
thinking. The LHO also benefited from existing
data governance arrangements that met strict guid-
ance and legal requirements. This sometimes, but
not always, enabled easier access to key national

health datasets for the LHO.

In the first year of the LHO, it was important to
get the basics right. Core funding for all PHOs had
already been assured through England’s then Chief
Medical Officer Sir Liam Donaldson who remained
a vital champion of the observatory network. Vital
early priorities for the LHO were:

to secure premises for its operation and establish
clear pan-London governance arrangements;

to establish and maintain a modern up-to-date
website;

to recruit an effective staff complement;

to develop a small but distinctive programme
of work for London that was seen to be needed
across the whole city and widely regarded as
adding value to the health knowledge base. The
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LHO’s first major publication was a report titled
Mapping health inequalities across London (4). It
was the first report in the city to identify health
inequalities defined by the geography of London’s
local decision-making bodies. This set the LHO
on a path of recognition as a scientific organiza-
tion able to make a relevant contribution to the
debate on the distribution of health and wealth in
the capital at a time when the government had set
national targets for reducing health inequalities.

The LHO created a London Health Intelligence
Network and hosted a programme of regular devel-
opment and knowledge exchange for health analysts
and public health and local authority staff in Lon-
don. Events were attended by up to 80 people. Top-
ics were decided with local analysts to ensure their
relevance to practice, and involved local practition-
ers and academic presentations and discussions. The
year of the LHO’s establishment — a post-census
year — offered a unique opportunity for the observa-
tory to support easy access to training in analysis
and early access to census data. This programme was
delivered jointly by the LHO and the demographers
working with London’s mayor. Its success resulted
in London’s 31 local health bodies responsible for
public health cementing their relationship with the
LHO and funding a programme of work from the
LHO each year for a further five years.

As a result of the requirement for London’s mayor
to undertake health impact assessments of all pan-
city strategies, the LHO became a regular contribu-
tor, and published scientific reviews of the evidence
underpinning the strategies (5). Supported by a
pan-London coalition of health bodies, the LHO
pioneered introductory and longer courses in health
impact assessment. These were hugely oversub-
scribed with more than 1000 professionals being
trained across many agencies. The courses were
chargeable, with subsidies provided by the GLA for

civil society applicants.

Later, when the country-wide APHO network was
established, the PHOs worked together to develop
a formal training programme and curriculum for
health intelligence analysts whose formal training

had been nationally neglected in the past. The LHO
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piloted this programme in London. The PHOs
worked together to host a major staft training and
knowledge-sharing event for all observatory staff
each year, with over 300 PHO staff attending.

The LHO took an early policy decision that its pri-
ority was to aim to remain generalist and respond
to challenges across the entire spectrum of health
and health care, but to develop some specialist prac-
tice over time. This position reflected the decision-
making challenges of its local stakeholders who
needed to cover the whole spectrum of health and
care. This meant that scientific staft had to be pre-
pared to respond to any topic and be trained in the
use and analysis of many datasets. This decision was
good for staff career development. Over time, the
LHO developed a new way of specializing in areas
where it had significant expertise alongside its gen-
eralist capacity. It built on its major methodological
and analytical expertise in monitoring and analysing
health and ethnic inequalities and tobacco control
through additional national programmes in these
areas commissioned from the Department of Health.
This resulted in the “lead role” model developed by
the APHO in which every PHO developed national
lead roles in priority topics. This was an efficient way
of using scarce expertise across the country and giv-
ing local users throughout England access to rigor-
ous and comparable health intelligence at local level.

In London, where the population suffers an excess
of mental health problems, the LHO was further
commissioned by a pan-London coalition of mental
health organizations to analyse and interpret very
complex mental health data that was important for
improving performance of mental health services.

In effect, the LHO model of providing a generalist
responsive service, and developing specialist themes
within it, avoided the risk of isolation by focusing on
only a few specialist areas. This paved the way, in later
years, for a series of themed “observatories within
observatories”, funded mainly by the Department of
Health and developed across the APHO network,
based on each PHO’s national lead role (e.g. mater-
nal and child health, mental health and obesity).

Securing continuing funding. The LHO, along
with all the English PHOs, had a small amount of
assured annual funding via the chief medical officer.
This was considered essential to establish continu-
ing funding for core PHO functions, including lead-
ership, data analysis and data governance, business
management and administration, knowledge man-
agement, web development and communications.
As the PHOs matured, the core resources were allo-
cated in relation to a formula, which was weighted
for population size and deprivation. In the case of
the LHO, additional programmes were funded over
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time by London stakeholders. The content of these
programmes was firmly led by the local funders and
enabled expansion of the LHO’s staff. The LHO’s
national specialist roles were funded mainly on a
rolling (review) basis by the Department of Health.
The content of these programmes was largely speci-
fied by the funders, with input from users around
the country. The LHO developed a sophisticated
programme of project management as the portfolio
of programmes became more complex. The aim was
always to take on only what was achievable in the
timetable agreed. In practice, unforeseen problems
often caused delays — such as in the time taken to
secure new datasets.

Recruiting and retaining staff. The LHO staff
group was initially small but grew in size and
skills as the observatory gained support and fur-
ther resources. The largest group at the LHO was
the data and analysis team, but resources were also
devoted to the business and communications team
as this was considered just as important as the scien-
tific team. Staff training and development were also
prioritized and almost certainly became a factor in
the very high retention rates, especially of scientific
staff. Many went on to develop further postgradu-
ate qualifications, largely funded by the LHO. As
recruitment of staff in the capital was more costly
than elsewhere in the country, the LHO worked in
partnership with local public health teams and city
level government (e.g. sharing and seconding staff
over time). One staff member was recruited and
remained in the post over a long period, working
jointly between the LHO and the Greater London
Authority’s demographic team. All staff participated
in regular team meetings, appraisals and objective-
setting. LHO analytical staft were involved in deliv-
ering wider training for analytical and public health
staff within London.

The LHO team saw itself as an integral part of the
wider APHO which was a highly successful network
in which much expertise was borrowed and shared.

Skills not available within the LHO team could
almost always be found within other PHO teams.

Managing business and communications.
LHO’s business development had three elements
— managing existing finances and the project port-
folio, communications and administration, and

PROVIDING HEALTH INTELLIGENCE TO MEET LOCAL NEEDS

developing new business. The first two elements
were seen as part of the core resource, while busi-
ness development was seen as an additional func-
tion for sustaining the LHO’s further development.
A wide range of skills was needed, ranging from a
good grasp of NHS finances, staft recruitment and
project management, to external and web-based
communications alongside formal competitive bid-
ding. This was a challenging and often underfunded
set of responsibilities.

Managing data and analysis. Although the
LHO usually operated through the data and IT
infrastructure of its physical hosts, data govern-
ance, access, analysis and interpretation were major
responsibilities within the LHO itself. In the terms
of the United Kingdom’s Data Protection Act, the
LHO was almost always defined as a “data proces-
sor”rather than a “data owner”. This was because the
LHO was not involved in co/lecting primary data,
but rather in accessing datasets collected and qual-
ity-assured by other, usually national, bodies. Each
dataset accessed by the LHO was accompanied by
an explicit data-sharing agreement that specified
the terms under which the data could or could not
be shared or used as well as covering issues of confi-
dentiality, including who could use the data and how
the data should be stored and eventually destroyed.
'The requirements differed for each dataset. A senior
analyst was responsible for induction and training
of other staff in the specifics of each dataset. A full
time I'T and data specialist was seen to be essential
for assuring information and data governance.

The LHO had processes for quality assurance of
analyses, reports and outputs. There was a clearly
defined hierarchy of signing oft findings as correct
before formal publication. For important national
outputs, such as local community health profiles
(6), which were compiled jointly across the whole
APHO network, the process ensured that the anal-
yses of one PHO were always quality-assured by a
different PHO. These processes helped to minimize
errors and assured the network’s reputation for rig-
our. Methodologies for analyses and web tools were
shared across APHO to minimize duplication and
maximize use of expertise. Health profiles have
become an “official statistic” and are updated every
year for the whole country, covering neighbour-
hoods as well as larger areas.
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Health Summary for Westminster

The chart below shows how the health of people in this area compares with the rest of England. This area’s result for each indicator is shown as a circle. The average rate for
England is shown by the black line, which is always at the centre of the chart. The range of results for all local areas in England is shown as a grey bar. A red circle means
that this area is significantly worse than England for that indicator; however, a green circle may still indicate an important public health problem.
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§_ 19 Drug misuse 2,255 13.9 8.6 26.3 [ ] 0| 0.8

% 20 Recorded diabetes 8,841 4.3 6.0 8.7 |0 (@) 3.5

% 21 Incidence of TB 59 269 151 1123 v 0| 0.0

g 22 Acute sexually transmitted infections 4,195 1,910 804 3,210 [ ] < | 162

23 Hip fractures in people aged 65 and over 121 459 568 828 | ¢ (@] 403

< 24 Excess winter deaths (three year) 45 12.6 16.5 32.1 ﬂ o -3.0

% 25 Life expectancy at birth (Male) na 811 792 740 e @ 82.9

é 26 Life expectancy at birth (Female) n/a 85.1 83.0 79.5 | < Q@ 86.6

§ 27 Infant mortality 11 3.8 4.1 75 0 (@) 0.7

g 28 Smoking related deaths 198 247 292 480 |0 (@) 172
é‘ 29 Suicide rate 23 1.2 8.5

§ 30 Under 75 mortality rate: cardiovascular 110 84.2 811 1447 (@] 37.4

g 31 Under 75 mortality rate: cancer 168 128 146 213 | ¢ 0 106

= 32 Killed and seriously injured on roads 180 81.8 405 1163 [ ) |0 11.3

Indicator Notes

1 % people in this area living in 20% most deprived areas in England, 2010 2 % children (under 16) in families receiving means-tested benefits & low income, 2011 3 Crude
rate per 1,000 households, 2012/13 4 % key stage 4, 2012/13 5 Recorded violence against the person crimes, crude rate per 1,000 population, 2012/13 6 Crude rate per
1,000 population aged 16-64, 2013 7 % of women who smoke at time of delivery, 2012/13 8 % of all mothers who breastfeed their babies in the first 48hrs after delivery,
2012/13 9 % school children in Year 6 (age 10-11), 2012/13 10 Persons under 18 admitted to hospital due to alcohol-specific conditions, crude rate per 100,000 population,
2010/11 to 2012/13 (pooled) 11 Under-18 conception rate per 1,000 females aged 15-17 (crude rate) 2012 12 % adults aged 18 and over, 2012 13 % adults achieving at least
150 mins physical activity per week, 2012 14 % adults classified as obese, Active People Survey 2012 15 % adults classified as overweight or obese, Active People Survey
2012 16 Directly age standardised rate per 100,000 population, aged under 75, 2009-2011 17 Directly age sex standardised rate per 100,000 population, 2012/13 18 The
number of admissions involving an alcohol-related primary diagnosis or an alcohol-related external cause, directly age standardised rate per 100,000 population, 2012/13
19 Estimated users of opiate and/or crack cocaine aged 15-64, crude rate per 1,000 population, 2010/11 20 % people on GP registers with a recorded diagnosis of diabetes
2012/13 21 Crude rate per 100,000 population, 2010-2012 22 Crude rate per 100,000 population, 2012 (chlamydia screening coverage may influence rate) 23 Directly age
and sex standardised rate of emergency admissions, per 100,000 population aged 65 and over, 2012/13 24 Ratio of excess winter deaths (observed winter deaths minus
expected deaths based on non-winter deaths) to average non-winter deaths 1.08.09-31.07.12 25 At birth, 2010-2012 26 At birth, 2010-2012 27 Rate per 1,000 live births,
2010-2012 28 Directly age standardised rate per 100,000 population aged 35 and over, 2010-2012 29 Directly age standardised mortality rate from suicide and injury of
undetermined intent per 100,000 population, 2010-2012 30 Directly age standardised rate per 100,000 population aged under 75, 2010-2012 31 Directly age standardised
rate per 100,000 population aged under 75, 2010-2012 32 Rate per 100,000 population, 2010-2012  ~ "Regional” refers to the former government regions.

More information is available at www.healthprofiles.info Please send any enquiries to healthprofiles@phe.gov.uk

© Crown copyright, 2014. You may re-use this information (not including logos) free of charge in any format or medium, under the terms of the Open Government Licence. To
view this licence, visit www.nationalarchives.gov.uk/doc/open-government-licence/version/2/
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Audit and reflection. The LHO used a number
of approaches for audit of its work. Its enquiry ser-
vice was prospectively audited to inform patterns of
use of LHO services and to improve user access to
routine questions. A quarterly audit of both LHO
enquiries and use of the LHO website and Twitter
accounts was presented at every LHO board meet-
ing. This gave the LHO a perspective on what users
wanted, which products were successful, and how
observatory services were used by different organi-
zational stakeholders.

All PHOs worked together in an external peer-led
audit of their services in which senior PHO staff
were trained as peer reviewers working with other
PHOs and their stakeholders. This resulted in con-
structive and helpful feedback and engagement of
all LHO staft and key London stakeholders.

Leadership and governance. LHO account-
ability and wider PHO accountability were com-
plex. Each PHO had its local board but was also
accountable nationally to the English Department
of Health and to local stakeholders who commis-
sioned and paid for additional programmes of work.
The LHO board was essentially a partnership board
whose members provided constructive critical input
but also helped to promote the LHO’s services.

The day-to-day LHO leadership was provided
through its director who was known to be ultimately
accountable for the quality of the LHO outputs, its
financial probity and information governance, the
conduct and skills development of its staff, and the
standard of its partnerships. The LHO director was
the link to the board, to London and to national
stakeholders.

Each of the LHO’s projects had an internal lead
staft member who was responsible for its manage-
ment and delivery. For large externally-funded pro-
jects, such as local health profiles, there was often
an external sponsor and sometimes a project board.

Partnerships. The LHO established and tested
different approaches to partnership. At the begin-
ning, each of its analysts was designated as the first
contact for a subregional area of London mirroring
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the London NHS geographical infrastructure. As
the LHO programme expanded, individual LHO
team members became widely known for their
expertise and were approached in their project
lead roles or for their known expertise. All ana-
lysts participated in the LHO enquiry service and
lasting relationships were formed through this.
Relations with academic partners were facilitated
largely through the director and senior scientific
staff. The LHO had a protocol for media relations,
and to ensure consistency all major dealings with
the media were through the director. This resulted
in wide use of the LHO as spokesperson on Lon-
don’s health issues and consistent use of the LHO
enquiry service by the media.

The look and feel of LHO outputs. The LHO was
a certified member of the Plain English Campaign
(http://www.plainenglish.co.uk/) and invested sig-
nificant effort into the readability of its outputs,
website and social media communications. As many
of its reports and tools were backed by detailed sta-
tistical methods, these were transparently made
available to technical users, often in accompanying
appendices. The LHO developed publication guid-
ance for authors so that its outputs were consistently
presented with the aim of being understandable to a
wide range of decision-makers who were not neces-
sarily public health professionals. All major reports
had an accompanying, easy-to-read summary of the
approach, findings and conclusions for those who
had no time to read in detail. As the LHO matured,
it developed, in partnership with the APHO web
developers, a number of web tools that displayed
complex information in simple ways, with alterna-
tive presentations available according to user prefer-
ences. The two internationally best-known simple
presentations of highly complex data and analy-
ses are London’s Jubilee Line of health inequality
(7) and its Health Inequality Intervention Toolkit
developed to support cross-government objectives
to reduce inequalities in life expectancy and infant
mortality (8). In its final report published to mark
the start of the London Olympic Games, the LHO
team presented a hugely complex set of data com-
pletely pictorially, using the analogy and image of
the Olympic stadium running track (9).
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2. THE CITY OF JUAREZ OBSERVATORY

The City of Juarez Observatory is located on the
Mexican side of the Mexico-USA border. It was
established in 2008 at the Instituto de Ciencias
Biomédicas de la Universidad Auténoma de
Ciudad Judrez (UACJ) with the local govern-
ment and PAHO. The observatory currently
serves an estimated 1.2 million of some of the
most mobile populations living, working and
moving across the Mexico-USA border. The
observatory’s focus is violence prevention and
peaceful coexistence. Plans for expansion to
10 cities along the entire Mexico-USA border
are underway. Information about the work
of the Judrez Observatory can be found on
its website: http://observatoriodejuarez.org/
dnn/Inicio.aspx.

In recent years, civil insecurity, including violence,
has been a very sensitive social and public health
concern in the Juirez community. The City of Judrez
has been recognized as one of the most dangerous
and violent cities in the world, with international
news sources reporting shocking figures: “between
2007 and 2011 more than 9,000 people were killed,
with the peak coming in 2010, when Judrez saw
a record 3,116 homicides, or about 8 murders per
day, according to figures released by the Chihuahua
attorney general’s office” (7). Gangs and unidenti-
fied persons continually expose individuals and
businesses to dangerous situations where norms
and laws are systematically broken. In its crime
and safety report on Judrez, the Overseas Security
Advisory Council of the USA’s Department of State
indicated, “The State Department’s ‘Critical’ crime
threat level for this industrial city of 1.2 million is
well-deserved. Violence is an everyday occurrence in
Judrez. There are no particular sections of the city to
avoid as violence can occur anywhere, anytime” (2).

Public insecurity affects all members of the Judrez
community throughout the whole life cycle. In
childhood, violence is evident with physical and

mental abuse; interfamily violence, sexual abuse,
homicides and suicides affect adolescents and
young adults; while abuse of women and the elderly
complete the spectrum. The results of this systemic
violence are evident in aspects of health and qual-
ity of life, such as mental health, drug and alcohol

misuse, and high preventable mortality.

"The direct costs of the violence are increased costs
of medical care — including emergency care, men-
tal health and police services — at local, state and
federal levels. The indirect costs of the violence are
reduced productivity, absenteeism from work, nega-
tive economic and social development, and a pro-
found decrease in the quality of life of the people in

the wider community.

All these conditions have been present in the City
of Judrez, so it is important to look for steadfast but
permanent solutions, based on appropriate data and
evidence-based health situation assessments.

The reintegration of the Judrez community based on
respect for the law, health, human rights and peace-
tul coexistence, requires comprehensive and perma-
nent actions by a responsible and organized civil
society with the support of the academic commu-
nity, local authorities and other key stakeholders.

As a result of this very serious public health and
social situation, the Judrez Security and Peace-
ful Coexistence Observatory was established. The
goal of the observatory is to provide the local city
authorities and civil society groups with the rel-
evant information required to measure and moni-
tor the extent, distribution and social determinants
of the principal forms of violence in the Judrez
municipality, and to facilitate the development
and implementation of policies and programmes
that help to establish a better quality of life in the

region.

The observatory began its activities in November
2008. The observatory has identified the principal
sources of relevant data and information, major civil
society groups and organizations, and both govern-
mental and nongovernmental programmes working
on the promotion of healthy communities and the
prevention and control of violence.
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The original partnership behind the observatory
consisted of the Universidad Auténoma de Ciudad
Juarez (UAC]) which physically hosts the obser-
vatory, the local city government, and the United
States—Mexico Border Office of PAHO which pro-
vided technical cooperation. The academic setting
offers the observatory scientific credibility, institu-
tional capacity for training, social and public health
research expertise, as well as a high success rate in
obtaining research grants. After 80 years of work-
ing on the Mexico-USA border, the field office
of PAHO ceased its technical cooperation activi-
ties in May 2014. In response to this institutional
vacuum, UAC]J will provide institutional continuity
for observatory activities.

'The observatory’s mission is to develop, strengthen
and evaluate preventive public policies directed at
improving public health security and peaceful coex-
istence among the Judrez population on the basis
of data collected from reliable information sources,
health assessments and systematic reports.

PROVIDING HEALTH INTELLIGENCE TO MEET LOCAL NEEDS

'The main objectives are:

to develop and propose strategies to assess, pre-
vent and decrease urban violence and other prior-
ity public health problems, and improve quality
of life in the metropolitan area of Judrez;

to develop recommendations for public policies
directed towards improving security and peaceful
coexistence among the Judrez population on the
basis of evidence generated from the information
and assessments produced by the observatory;

to develop recommendations for the implemen-
tation of the above, with active participation of
civil society, public and private sectors, and the
academic community;

to evaluate the outcomes of the implementation

of public health strategies and policies.

In line with its mission and objectives, the observa-
tory provides the following services:

collection of information from multiple sources
that can be analysed to identify patterns and core




indicators of the health and quality of life, secu-
rity and peaceful coexistence among different
population groups of Juirez;

production of useful validated information and
assessments to develop health policy options and
strategies to improve health and peaceful coexist-
ence in the Judrez region;

provision of training in the collection, valida-
tion and use of relevant social and public health
information;

proposal of plans of action, with civil society and
government, for better quality of life and peaceful
coexistence;

performance of monitoring and evaluation of
healthy public policies, programmes and projects
directed toward healthy and peaceful coexistence;
support for the implementation of social commu-
nication strategies to strengthen health, security
and peaceful coexistence.

'The observatory was proposed for the City of Juirez
because of the high rate of violence and the lack
of supporting urban-level information to assess the
types and frequency of violence and related health
problems. During its initial phase, the observa-
tory was able to identify population groups and
urban areas most affected in order to inform deci-
sions for control and prevention. The city authorities
recognized that certain residents and areas suffered
disproportionately from large social and health
inequalities, often resulting in violence, which seri-
ously hampered the advancement of health and
human development. Various stakeholders recog-
nized the importance of a multisectoral approach
to properly understanding and responding to the
serious urban violence in Judrez, as highlighted by
the observatory.

In its second phase, the observatory will gather addi-
tional validated data on health care, priority public
health conditions, frequency and types of diseases
and social determinants affecting the populations
of cities in 10 Mexico-USA border states. These
include six states on the Mexican side — Baja Cali-
fornia, Chihuahua, Coahuila, Nuevo Leon, Sonora

and Tamaulipas — and four on the USA side — Ari-

zona, California, New Mexico and Texas.

Currently, the information gathering, research
activities and services of the observatory are pro-
vided regularly for community and government
authorities in Judrez. However, the plan is to
increase the catchment area of the observatory to
include the urban conglomerates of the northern
border of Mexico and of the southern border of the
USA. The observatory plans to collect core health
information and produce health assessments and
epidemiological profiles of the “sister cities” along

the Mexico—USA border.

During the first phase, a major role of the obser-
vatory was to develop training materials on the
collection, validation and strategic use of data and
information. Multiple workshops and short courses
were developed and organized to train leaders of
civil society and local authorities to better under-
stand public health information and assessments
and the role of social determinants of health. Dur-
ing the workshops, special emphasis was placed on
discussing the need for new urban health policies
and strategies focused on the prevention and control
of urban violence and other critical public health
problems in the city. In addition, the university pro-
vided coaching and mentoring of local authorities
in evidence-based health policy interventions.

The Judrez observatory aims to be the authorita-
tive source of information and knowledge on urban
health and violence in Judrez. During its first years,
the observatory produced guidelines for processes
related to data management across different insti-
tutions and civil society groups, with special atten-
tion to documenting the trends in urban health
and violence and the policy responses of local and
national governments, to improve the effective-
ness of efforts to control violence. The observatory
published periodic electronic bulletins with specific
information about the urban areas and neighbour-
hoods with high levels of violence.

As part of these efforts, thematic maps were pro-
duced to facilitate understanding of the distribution
of violence. An example of a thematic map is shown
in Figure 5. It documents the number of homicides
of women by neighbourhood within Judrez between

the months of January and August 2010.
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FIGURE 5. MAP SHOWING CRITICAL NEIGHBOURHOODS FOR FEMALE HOMICIDES IN JUAREZ

MUNICIPALITY, JANUARY-AUGUST 2010

Reproduced with permission from the City of Judrez Observatory.

2.6. Scope of work

Following the PAHO recommendations for the
development of local observatories of urban vio-
lence (3), the Judrez observatory specialized in urban
health violence at the municipal level. The observa-
tory provided technical support for the development
of the observatory in Zapopan (4). Additionally, as
part of the Mexican National Institute of Statistics,
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Geography and Information, the Judrez observatory
developed and maintains a subsystem of statistics
on urban violence.

In its new phase, as noted above, the observatory
will expand its role to include assessment and
monitoring of core health indicators in 10 “sister
cities” along the Mexico—USA border. This expan-
sion will include collaboration with the United



"Ciudad Judrez, México”by Scazon is licensed under CC BY 2.0

States—Mexico Border Health Commission. UAC]J
will continue to provide the technical and adminis-
trative leadership for the observatory.

The observatory was defined as an operational
research facility where a designated group of infor-
mation and knowledge management specialists and
analysts gather and integrate health and violence
data to produce useful information for the assess-
ment of the frequency and distribution of urban
violence in the neighbourhoods of Juirez munici-
pality. The absence of a distinct data clearinghouse
for health and quality of life indicators in Judrez was
a major obstacle for the development of policies and
interventions to address the challenges of its high
rate of severe urban violence.

The observatory developed a data depository of
mortality and violent events in Judrez. Since 2009,
all deaths related to violence and external causes
from Judrez have been geo-coded to facilitate assess-
ment and monitoring of the location of violent
events. The descriptive analyses and ecological cor-
relations of violent events and their socioeconomic

N
e

determinants are complemented by operational
research projects.

As a specific example, the observatory collaborated
in the analysis of the National Survey of Urban
Insecurity. This household survey was conducted
in Judrez, as in 15 other major metropolitan areas
of Mexico. The Colegio de la Frontera (a major
research centre on the Mexico—USA border) col-
lected urban health data and collaborated with the
Juérez observatory in assessments of urban violence.

The observatory publishes four annual bulletin
reports and maintains its own website. Additional
reports with recommendations on public policies
are produced and presented three times a year to
the local authorities, community leaders and town
hall meetings.

Several governmental and civil society organiza-
tions have participated in the public accountability
forums of the observatory, including: the Secretary
for Public Security of the State of Chihuahua, the
Police Intelligence Corps, the Centre for Preven-
tion and Care for Women and Family Subject to
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Violence, the Federal Preventive Police, the Assis-
tant Prosecutor for Organized Crime, the Commis-
sion for Government Policies on Human Rights,
the National Institute for Women, the National
Institute of Social Development, the Chihuahua
Institute for Women and the Women’s Hospital.

Furthermore, the university provided special train-
ing on public sensitivity and accountability for
violence against women for agents of the Federal
Preventive Police. PAHO collaborated in co-organ-
izing forums on public health accountability for
violence against women and families, and on the
role of the observatory in providing relevant recom-
mendations for policies and programmes to prevent
urban violence in Juérez.

The original membership of the observatory repre-
sented a coalition of the local government of Judrez,
the Universidad Auténoma de Ciudad Judrez
(UAC]J) and the PAHO office in El Paso (TX),
USA, which worked together to gather and link
information and data produced by different gov-
ernment agencies, civil society, community agencies
and the university.

The university provided the physical facilities and
infrastructure. PAHO and the local government
provided the funds to support the contracts and sal-
aries of the core staff and leadership of the observa-
tory. Several external consultants from other health
observatories on urban violence were invited to
provide expert support in the initial developmental
phase. PAHO/WHO guidelines and recommen-
dations for observatories on urban health violence
were used to create the information and knowledge
management component of the observatory and

PAHO staff gave additional technical support.

Given the international reputation of Judrez and
pressure because of urban violence there, the Mexi-
can federal health authorities provided some grants
to support the production of initial health assess-
ments. A strategic plan for multisectoral collabora-
tion, which presented the mission, vision and plan
of action of the observatory, was jointly prepared by
the three partners (5).

PROVIDING HEALTH INTELLIGENCE TO MEET LOCAL NEEDS

The observatory has a unique model of governance
based on a partnership between city government, a

university and a PAHO field office.

This governance model ensured that the operations
and activities of the observatory would benefit from:
(a) PAHO/WHUO technical networks, the interna-
tional experience of other observatories developed
under their coordination, and their guidelines for
data and document registration and management
procedures; (b) local civil authority as the agency
responsible for mobilizing efforts to prevent and
control urban violence in Juérez; and (c) the author-
itative academic and scientific expertise of the uni-
versity to support the validation and interpretation
of data on health and its socioeconomic determi-
nants. An additional benefit was the university’s role
in providing expertise in training and operational
research, as well as scientific networks.

'The strategic plan included the structure and organ-
ization of the observatory with an Executive Com-
mittee, general coordinator and technical secretary.
Representatives of the Juirez government, PAHO
and the university form the Executive Commit-
tee. The technical secretary is in the university. The
observatory created two committees: the Commit-
tee for Analysis and Health Information Systems,
and the Committee for Proposals and Evaluation of
Public Policies. Both committees generated inter-
sectoral working groups, including the major com-
munity groups of Judrez.
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