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This document briefly summarizes the conceptual framework and 
main developments in country health programming since the introduction 
of the process in 1973 in Bangladesh. It gives an account of the 
progress made and problems encountered, together with suggested plans 
for further initiation and maintenance of the national health pro- 
gramme development process. The report also gives an account of the 

Executive Board's review of the subject at its sixty -first session, in 

January 1978, when it discussed the report of its Programme Committee 
on country health programming.1 

The Health Assembly's attention is drawn to the draft resolution 
proposed by the Executive Board in resolution ЕB61.R25.2 

1. The development of country health programming was discussed, and the principles and 
methodology involved3 were approved by the Executive Board at its sixty -first session, in 

January 1978. The Board emphasized the importance of further promoting country health pro- 
gramming as a national, continuous planning activity which would help governments to identify 
and implement priority health programmes of prime concern in the context of their overall 
socioeconomic development. 

2. The Board was of the opinion that country health programming, conceptually, should con- 
tinue to be a systematic process to facilitate political decisions of governments, and should 
be a national approach to the country -wide planning, programming and management of health 
systems, with the object of promoting national self -reliance in planning for health develop- 
ment. • 3. The Board endorsed the fundamental principle of country health programming, namely, 

to emphasize the interaction between the health sector and other relevant sectors, thus placing 
health in the broader perspective of total socioeconomic development. 

4. The Board particularly stressed the difference between country health programming and 
other planning approaches promoted prior to its introduction. It pointed out that these 
planning approaches (for example, national health planning and project systems analysis) had 

never fully succeeded in developing overall health programming. National health planning, 

in many instances, was primarily oriented towards health services, whereas country health 
programming was a fundamentally different process. The Board therefore endorsed the need 

for a more comprehensive approach to country -wide health programming, including all sectoral 
aspects, in order to bridge the gap between planning and implementation. 

5. The Board stressed that WHO should make every effort to promote the concept of country 
health programming within international and bilateral agencies concerned with the health 

development process, in order to synchronize technical cooperation activities both within aid 

between countries. 

1 See Annex 1. 

2 WHO Official Records, No. 244, 1978, p. 16. 

See Annex 3: Working Guidelines for Country Health Programming. 
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6. The importance of training related to country health programming was particularly 

emphasized in the Board's discussion. The Board recommended that the training process 

should be country -specific and should be carried out at national level, using national 
development and training institutions. The training should be practical, problem -oriented, 
relevant to real situations, and adapted to the country concerned. 

7. The Board made an overall assessment of the achievements in country health programming 

since its introduction in 1973. It took note of the Director -General's reportl submitted to 

its Programme Committee, in which it was stated that, over a period of four years, 23 

countries had introduced the country health programming process and that 16 more countries 
were planning to initiate the process in 1978. 

8. The Programme Committee recommended to the Board that the WHO Secretariat should 
intensify its efforts at all levels of the Organization to create a wider acceptance of the 
principles and methodology involved, since country health programming, or a similar related 
process, was clearly necessary for effectively developing technical cooperation. It 

therefore recommended that promotional activities for country health programming should be 
stepped up at all levels. 

9. In the light of the Programme Committee's report and the Board's discussion on it 

outlined above, the Health Assembly may wish to consider the draft resolution proposed by 
the Executive Board in resolution EB61.R25.3 

2 

1 
See Annex 2. 

2 
See WHO Official Records, No. 246, 1978, p. 192. 

3 
WHO Official Records, No. 244, 1978, p. 16. 
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COUNTRY HEALTH PROGRAMMING 

Report of the Programme Committee of the Executive Board1 

1. The Committee noted, from the concise and factual report of the Director -General as 
contained in Annex 2, that since the inception of the country health programming process in 
Bangladesh in 1973, some 23 countries had initiated the process. The WHO Secretariat had 
worked in close collaboration with these countries for the initiation and maintenance of the 
process of national health programme development and for the establishment of permanent 
national mechanisms to ensure the application of this process. 

2. Guidelines for country health programming had been developed which were simple and easy to 

follow. The importance of training for country health programming was stressed, as it applied 
both to national and to WHO staff. The need for the development of an adequate national 
health information system for planning and programming purposes was also underlined by the 
Committee. Country health programming could not be pursued in isolation but should be 
integrated with other components in the overall national plans for social aid еçonomiс 
development. 

Promotion of country health programming 

Э. The Committee expressed disappointment at the slow progress of the introduction of country 
health programming as a national health planning process and it concluded that the Secretariat 
should intensify its efforts at all levels of the Organization to create a wider acceptance of 

the principles and methodology involved, since country health programming or a related process 
was clearly necessary for effectively developing technical cooperation. The Committee there- 
fore agreed that promotional activities for country health programming should be stepped up at 

all levels. 

4. Recognizing the key role played by WHO representatives, the Committee stressed the need 
for the intensification of measures to increase their motivation with regard to the country 
health programming process. Visits might be paid by Regional Directors or other high -level 

staff to Member States in their regions in order to cooperate with health administrations in 

promoting CHP. The establishment of national core groups to ensure that the programming 
process penetrated to all levels of administration in widely differing national systems was 
endorsed as a means of motivating health cadres at all echelons. 

5. It was felt that if the achievements already attributable to country health programming 
could be widely publicized, many more countries would turn to it, and that sufficient evidence 
of its benefits was already to hand to make such a campaign feasible and worthwhile. 

Publication of the working guidelines for country health programming was agreed to be a further 

positive measure for the popularization of the principle and methodologies involved. 

Training and research 

6. The Committee stressed the importance of training related to the goals of country health 
programming. Accordingly, training should aim at being practical, country -adapted, relevant 
to real situations and problem -oriented. Training should include the disciplines required for 
country health programmes and their implementation, taking into account the need to relate 
health to other socioeconomic development processes. Training should be carried out at the 

national level at sites as close as possible to the area of implementation and using national 

1 Executive Board document ЕВ61/19. 
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institutions, the intensive workshop approach often offering the best formula. Training 

programmes should include support to national institutions, the exchange of national staff, and 

the provision of fellowships. 

7. The Committee recognized the need for research on management processes for country health 

programming and on the problems of acceptance, planning, programming, implementation, feedback 

and evaluation. 

Information support, appropriate technology and evaluation 

8. The Committee stressed the need for the development of national health information systems 

consistent with the needs of planning and management of country health programmes, with emphasis 

on continuity of implementation and evaluation through feedback. It noted that the informa- 

tion available from national health statistical services and other sources often needed to be 

made more relevant to specific stages of the country health programming process, and that 

relevant information was often more forthcoming from other departments, including economic, 

agricultural and planning departments or ministries. 

9. As CIP's approach offered the means of selecting the basic health technology appropriate • 
and applicable in local circumstances, all programme areas within WHO could channel their 

technical inputs through the national CHP frameworks. 

Development of medium -term programme for country health programming 

10. The Committee noted that an interregional consultation on the development of a medium - 
term programme for country health programming had been held in Bangkok in October 1977. It 

stressed the importance of country health programming as the basis for the development of the 

Organization's overall medium -term programme. 

11. In conclusion, the Programme Committee: 

11.1 Recommended that: 

11.1.1 The Executive Board propose to the World Health Assembly, that countries be urged to 

undertake country health programming. 

11.1.2 The Secretariat should intensify its efforts at all levels of the Organization to 
create a wider acceptance of the principles and methodology involved. 

11.1.3 The Executive Board should consider the publication of the Working Guidelines for 
Country Health Programming and their distribution to all countries together with the guidelines 
for Medium -Term Programming and Health Programme Evaluation. 

11.2 Endorsed the proposal for the establishment of national core groups to ensure that the 

programming process penetrated to all levels of administration in widely differing national 
systems as a means of motivating health cadres at all echelons. 

11.3 Confirmed the importance of training for CHP, research in planning and management 
processes, as well as implementation and programme evaluation. 

11.4 Recognized the importance of CHP as the basis for the development of the Organization's 
overall medium -term programme. 
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EXECUTIVE BOARD 

Sixty -first Session 

Programme Committee of the Executive Board 

31 October - 4 November 1977 

Item 9 

PROGRESS REPORT ON COUNTRY HEALTH PROGRAMMING 

Report by the Director -General 

Developed by WHO and first tried out in a real country situation 

in 1973, Country Health Programming (СНР) is one type of planning for 

national health development. The Director -General provides, in this 

document, all pertinent information on the progress that has been 

made so far in Country Health Programming. 

1. Historical background 

It is now recognized that social development, including health, must be an integral part 

of all efforts towards development in its broadest concept. In this perspective, health 

planning must obviously be integrated into the planning framework for socioeconomic develop- 

ment. The translation of this concept into a practical approach has been delayed for a 

number of years because there was no readily available health planning process which could 
be easily applied universally. There was an obvious need to shift from the concept of 

formulating separate programmes and projects to that of applying a systematic approach to 

planning, programming and management of health systems with the objective of promoting a 

continuous national process aimed at encouraging national self -reliance in planning for 

health development. . 

In Country Health Programming (СНР), WHO has developed a flexible method for applying 
systems analysis to the health planning and management process to varying country situations. 

The term "Country Health Programming" followed the introduction in 1971 by UNDP of the 
country programming exercise. However, it should be emphasized that the UNDP country 
programming exercise was limited in the main to the identification of projects for UNDP 
funding. WHO, on the other hand, has evolved the country health programming process which 
has as objective the programming for the health needs of a country in their global or partial 
context, as defined by the country itself. 

In addition to the underlying concepts of systems analysis, CRP is based on management 
by objectives and programme budgeting. It has been designed to be easily understood by 

people who may be experienced in public health administration but who are not necessarily 
planners. Throughout the process, a strong emphasis is placed on the interaction between 

the health sector and other relevant sectors of the socioeconomic field, thus putting health 
in the broader perspective of total socioeconomic development. This is achieved by the active 
participation of representatives of all possible national viewpoints from all echelons of 
the health and related sectors. This enhances the likelihood of the health plan being 
understood and accepted at all important national levels, thus ensuring smooth implementation. 

It is important to lay emphasis on the fact that CIP, as now being practised in a number 
of countries, is essentially a national process and responsibility. Indeed, the major 
advantages of the process are its logical simplicity, its adaptability to varying socioeconomic 
situations and its intrinsic national character. 
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The procedure for the development of a country health programme is seen as the systematic 
identification of priority health and health -related problems in a country; the specification 
of objectives for the reduction of these problems including the establishment of specific 
targets; the identification of strategies which will lead to the attainment of the objectives 
and the translation of such strategies into health development programmes. Particular 
stress is laid on the intersectoral approach to ensure that health problems are tackled with 
the support of and in collaboration with activities in other social and economic sectors. 
The process is a continuing one, including the implementation of health development programmes 
as soon as feasible, their ongoing evaluation and reprogramming, when necessary. 

Finally, the close interrelationship between programming, project formulation, project 
management and any health policy formulation warrants their inclusion in the country health 
programming process as a single, continuous entity. 

2. Past and present activities 

2.1 Programme /project formulation activities 

Country Health Programming was first introduced in Bangladesh in 1973. It was a 

collaborative effort between the national authorities and WHO. Following the Bangladesh 
experience, 23 countries initiated the CIP process in the period covering 1973 to 1977. 
In addition, 12 countries have indicated an interest in starting СНР in 1977/1978. 

It should be mentioned that during this period, national inputs were about 700 man /months, 
while WHO input was around 420 man months, out of which 300 man /months were provided by 
regional office staff and 120 man months by headquarters' staff. These figures only relate 
to time spent on operational activities. 

The countries listed in the following table are at varying stages in the СНР cycle. 
Those figuring under 1978 have indicated an interest to initiate the process in that year. 

Region 1973 1974 1975 1976 1977 1978 

African 

• 

Congo Cape Verde 

Guinea -Bissau 

Nigeria 

Uganda 

Angola 

Madagascar 

Mozambique 

Central African 
Empire 

Senegal 

Upper Volta 

Zambia 

Zanzibar 

South -East Asia Bangladesh Nepal 

Thailand 

Burma Bangladesh) Mongolia 

Sri Lanka 

European Algeria 

Eastern 
Mediterranean 

Afghanistan 

Pakistan 

Sudan 

Yemen Arab 

Republic 
Iraq Dem. Arab 

Republic of Yemen 

Somalia 

Western Pacific Laos Fiji W. Samoa 

Papua New 
Guinea 

Malaysia 

Philippines 

Solomon Islands 

American A process similar to, but not identical with, СНР has been conducted in many 

countries in the Region. More recently, e.g. in Honduras, the process 

coincided with the СНР process. 

1 Second СНР effort leading to the completion of the programming phase. 
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In the African Region, programme/project formulation for the Basic Health Service Scheme 
for Kano State, Nigeria took place in June /July 1976. Since then, the other states of the 

Federation have formulated similar programmes and projects, most of which are in the pilot 
implementation phase. In Guinea -Bissau and Cape Verde the programming phase of CIP was under- 
taken in October and November 1976 respectively, resulting in national health plans now 
under implementation. 

In the Eastern Mediterranean Region, СНР was initiated almost simultaneously in Sudan, 
Pakistan and Afghanistan. In the Sudan, the CHP process which started in October 1974 
reached the stage of programme /project formulation for a Primary Health Care Programme (PIC) 

in April 1976. Initiated in November 1974, СНР in Pakistan embarked on programme/project 
formulation for the Population Planning Programme in March 1975. This led to the development 
of a priority programme for Basic Health Systems, which is in the implementation phase. In 

Afghanistan, the programming phase of СНР, initiated in May 1976, was completed in February 
1977 with the strategic formulation of 10 priority programmes. A review to produce the final 

version of the Afghan National Health Programme is under way. Promotional activities under- 
taken in the first half of 1976 in the Yemen Arab Republic resulted in the completion of the 
programming phase in August 1976. Implementation of selected priority programmes (Expanded 
Immunization Programme and Strengthening of Health Administration) started in the middle of 
1977. 

In the European Region, CHP was started in Algeria in 1975 aid by 1977 programme formu- 
lation had been accomplished in the fields of Environmental Health, Family Planning and Health 
Information Systems. 

As stated earlier, СНР took off in the South -East Asia Region in Bangladesh in 1973 and 

resulted, in the same year, in the revision of the major programme of Rural Health Services 
(Integrated Thana Health Complex). The programming phase of CHP started in Nepal in 

January 1974 and finished in May 1974. Project formulation for 12 projects was undertaken 
a year later. The document containing the programme and project proposals was later accepted 
as the health plan for the Fifth Five -Year Development Plan. In Thailand, CHP was initiated 
in December 1974 and went through the programme and project formulation phases, ending in 

March 1976 with the development of 19 national programmes and the formulation of four projects. 
The programming and project formulation proposals were officially accepted as the health 
sector's plan for the Fourth Five -Year Plan of Thailand. In Burma, the programming phase of 

СНР began in November 1975 and was completed in early 1976, this was followed by the formu- 
lation of nine projects. A second CHP effort in Bangladesh, leading to the completion of the 

programming phase, took place in 1977. Most of the projects that have been formulated in 

the South -East Asia Region are now in the implementation phase. 

In the Western Pacific Region, the information collection and programming phases of СНР 
were accomplished in Laos in the last semester of 1975, in Fiji from January 1976 to October 
1976, and in the Independent State of Western Samoa from December 1976 to July 1977. 

2.2 Training activities 

Training workshops were organized both in 

participation of nationals and WHO staff membe 
approaches relevant to the country for which a 
training activities on СНР which took place in 

summarized as follows. 

headquarters and in several regions with the 
rs. Country workshops emphasized specific СНР 
programming process was to follow. The 
different regions and headquarters could be 

In AFRO during the last two years, country workshops took place in five countries: 
Nigeria - June 1976; Ghana - April 1977; Angola - May 1977; Madagascar - May 1977; and 
Mozambique - September 1977. In addition, the Intercountry Project based in Senegal, 
contributed to the training in planning, programming and management of health services. 
Two courses of six weeks each were organized by this project for national staff in 1975 and 
1976. Eighteen participants from 15 countries attended the first and 10 participants from 
nine countries attended the second course. Between 1974 and 1976, СНР workshops (two regional 
and one interregional) were organized in the Regional Office, with the participation of 
national staff from several countries as well as WHO staff. 
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The first training workshop in СНР held in the Regional Office for EMRO in February 
1973, focused attention on the training of WRs. 

In SEARO, training workshops were started in 1974. In that year, a national and inter - 
country workshop were organized in Thailand. In 1975, national workshops were held in Burma, 

Indonesia, Nepal and Thailand. In 1976 another national workshop in Thailand concentrated 
on implementation and management procedures. In the same year, national workshops were 
organized in Mongolia and Bangladesh; and the Regional Office laid on a training course on 
the overall concepts of СНР including health management. In 1977, national workshops were 
held in Bangladesh, Sri Lanka, Nepal and Thailand. Total participation in all these work- 
shops spread over a three -year period, was 293. 

In WPRO, management training courses which included СНР components were conducted in the 

Philippines in 1976 and 1977 with WHO's collaboration. Another national course in СНР was 

sponsored in Papua New Guinea in 1977. There was regional participation in an interregional 
training course in the management component of СНР held in New Delhi in 1977. Another 
important training activity in this Region was a series of three courses in health management 
organized in the Philippines in 1977 with multi -agency support. A total of 87 nationals and 
WHO staff participated in these courses. 

At headquarters, workshops on СНР and health management for WHO staff, particularly WRs, 
were held in July and October 1975. 

3. Difficulties encountered 

Emphasis has been laid on the intrinsic national character of the СНР process; emphasis 

is, however, not always laid on the need to ensure that national participation in a СНР process 

should be multidisciplinary within the health sector and multisectoral on a national scale. 

This approach is of extreme importance if the communication gaps between policy -makers, 
planners and health administrators which often hamper successful implementation are to be 

avoided. The key to success in the whole spectrum of the СНР process is the active involve- 

ment of representatives from as many decision -making echelons as possible in the whole process. 
Particular attention should be paid to the central planning ministry and the ministry of 
finance. 

WHO representatives have played a key role in promoting the acceptance of the СНР concept 

by national authorities. However, there are still some WRs who are not fully familiar with 

the СНР process; a constraint which can be overcome by the motivation and training of WRs. 

Appropriate skills required for performing СНР are often not available in many countries and 

they have, therefore, to be built up in the countries on a priority basis. For example, in 

most countries greater efforts have to be made to commit medical schools and other training 
institutions to active involvement in the acquisition of these skills. 

Experience shows that if an adequate infrastructure has been developed to implement 

programmes, political changes will have relatively little impeding effect. The matter should 

be approached in a positive way by identifying those factors that promote stability and by 

supporting their development. 

4. Overall assessment and achievements 

It is clear that a significant achievement has been accomplished during a relatively 

short period of time in introducing country health programming as a systematic and pragmatic 
approach to planning for health development. Through the application of unsophisticated 

methodology, national health authorities could develop and implement health programmes for the 

solution of their own health problems using a wide variety of services, institutions and health 

manpower. It should be stated, however, that there is, as yet, insufficient operational 

experience in the execution of all the stages of the СНР cycle. This applies particularly to 

the implementation, evaluation and reprogramming of components of the cycle. 

СНР has been instrumental in getting countries to think more in terms of broad programme 

concepts instead of isolated, fragmentary projects. Another significant result of the СНР 
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process has been the opportunity it has availed to countries for the mobilization of resources, 
both internal and external, for health development. International, multilateral and bilateral 
agencies can identify, in a systematized and rational manner, areas for meaningful colla- 
boration and cooperation. 

WHO has attempted to provide the kind of support and cooperation that countries have 

requested. In certain countries the CIP process has opened new avenues for collaboration 

between governments and WHO, specifically with regard to the coordinating role of the 

Organization. Guidelines (see Annex 3) have been applied in a growing number of countries 
and training activities have concurrently taken place in many countries and regions. An 

Interregional Seminar on Country Health Programming, held during February 1977 in the Regional 

Office for South -East Asia, reviewed the accumulated experience and knowledge on the methods 
and practice of CIP in different regions and countries. The recommendations that emerged 
from the review and from a subsequent interregional consultation later in the year are 

enumerated hereunder: 

(i) Promotion of CIP at country level. Promotional activities for the acceptability 
of СНР at country level should be further strengthened in a systematic manner through 
competent nationals or national bodies. 

(ii) A permanent focus for СНР should be set up and/or strengthened to provide for the 
institutionalization of the process and the necessary coordination and follow -up through 
execution. 

(iii) Practical orientation of national executives. For the build -up of national core 
groups in countries, appropriate training of central and subordinate health and health - 
related executives in planning, programming and management as conceived in the СНР 
process should be undertaken. 

(iv) Aр topriate orientation of training curricula for health personnel towards 
planning /management. Concepts and basic principles of health programming and management 
should be included in the regular curricula of health workers of all categories and 
should not be only a part of post -graduate studies. Intercountry exchange of trainers 
should be promoted and fellowships provided in this respect. 

(v) Inventory of national core groups. An inventory of national staff with expertise 
and experience in СНР should be established with a view to promoting intercountry 
cooperation in this field. • (vi) Research, development and training centres for CIP. At least one research and 
training centre should be established in each region to promote research and training 
in the СНР process and also act as a repository of accumulated experiences, and to 
ensure intercountry exchange information. 

(vii) Improvement of WHO's capacity to respond to countries' requests. The Organization 
should be able to face increasing country demands for cooperation in СНР by: 

(a) strengthening the capacities of WRs to collaborate with governments in СНР as 
well as strengthening the existing responsible foci in headquarters and the regions, 
as necessary; 

(b) continuing to work with national authorities for the improvement of the СНР 
approaches and relevant managerial techniques; 

(c) improving on the training material used so far for the promotion and transfer 
of the СНР process and for information exchange between regions and countries; 

(d) making the necessary provisions to update its own staff in this field. 

(viii) International promotion. The promotion of the СНР concept within international 
and bilateral cooperation agencies concerned with health development should be undertaken 
by the nationals and the Organization. 
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5. Medium -term programming for СНР 

The Interregional Consultation on СНР, held in Bangkok in October 1977, discussed a 

strategy for the elaboration of a medium -term programme for СНР in consultation with 

Member States. It was envisaged that a meeting would be convened sometime in 1978 to 

review the progress in this regard. 

• 

• 
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Section 1 

1. General 

1.1 Country Health Programming (СНР) is a process designed to identify priority health 

problems of prime concern to countries in the context of their development plan; to specify 

targets in these problem areas; to translate targets into health development programmes, to 

be accomplished during a plan period, through the identification of activities, resource needs 

and organization required to attain these objectives; and to implement, evaluate and 

reformulate such programmes on a continuing basis. Throughout the procedures a strong 

emphasis is placed on the interaction between the health sector and other sectors in the 

socioeconomic field. 

1.2 More specifically, the purposes of СНР are to: 

- Clarify the nature of existing health problems, within the total social, economic 

and political context, as they are influenced by such factors as technology, 

urbanization, industrialization, etc. г Q/ay . 

- Place in clear focus the important interrelationships between the health sector and 
various social and economic sectors, and between various components of the health 
sector. 

- Help to elaborate alternative strategies in a format that constitutes a basis for 

choice and that is useful to decision -makers. 

- Promote and facilitate implementation of health development programmes in high 
priority problem areas. 

- Identify programme areas requiring well -managed development projects. Such areas 
could include existing programmes, whether or not they need revision, and areas which 
are not yet addressed by existing or planned programmes. 

- Lead to the enhancement of capabilities in health planning, project formulation, 
management and conduct of evaluation, realizing that the state of the art of 
cost /benefit /effectiveness analyses is still rather primitive. 

- Improve national health plans, especially in more effective allocation of resources. 

- Identify programme areas and projects for which external assistance might be 
forthcoming (e.g. bilateral agencies, IBRD, UNDP, UNICEF, WFP, WHO). 

- Provide the contribution of the health sector to UNDP country programming. 

1.3 СНР is a continuing process leading to improvement in planning, programming, 
implementation and evaluation of health services and programmes. As such it should become 
the principal focus for national efforts in the health field and health administrations would 
consequently need to gradually develop their structures for,and orient their staff to, the 
support of СНР. 
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1.4 Although the overall responsibility for dF rests with the Minister of Health, a group 

of high -ranking officials and other persons appointed by him (referred to in the following 

as the СНР Group) takes on the direct responsibility for and task of preparing СНР programme 
proposals, supervising and evaluating their implementation, and reformulating programmes as 
and when required, including preparing the health sector contribution to the country's 
development plans. This Group meets on an ad hoc basis or regularly, as the need may be. 

The СНР Group would as far as possible include a top -ranking public health administrator 
(e.g. Director -General of Health Services or Secretary of the Ministry of Health), a senior 
non- medical Health Administrator, a member of the Planning Commission, a management expert, 
a health economist, a statistician /demographer, an epidemiologist, a social scientist and 
a representative of the users of health services. As the Group is mainly composed of public 
health administrators and other non -specialists, it is empowered to call on expert advice 
from whichever source it chooses. 

1.5 The practical arrangements for СНР will obviously vary according to country situations, 
but two aspects of the process remain constant and immovable. It is a national undertaking 
and it is a continuing process. 

1.6 Governments may request WHO to assist in introducing СНР in their countries. Such 
assistance takes the form of support in the application of the methodology and is provided 
through the participation of a minimum of WHO staff in the first two stages of the 
procedures (see 2.2 below). WHO is also prepared to give assistance in the detailed 
formulation and implementation of priority programmes when so requested by the Government. 
Obviously, WHO representatives are at countries' disposal on a continuing basis for any 
assistance required in connexion with CHP. 

1.7 СНР will enable governments to direct external assistance in the health field to 
priority programmes where this assistance will have the most impact instead of leading to 
fragmented and uncoordinated activities with little lasting effect. Representatives of 
donor agencies (multilateral and bilateral) therefore have a legitimate interest in the СНР 
process and the СНР Group might wish to involve these agencies in general discussions arranged 
periodically for this purpose. 

2. Procedures 

2.1 The procedures for СНР are divided into a number of stages which are clearly 
distinguishable in time. They take the process from its initiation into its continuum. 
The first two stages are composed of a varying number of steps which should be followed as 
closely as possible, although local conditions may call for adaptation. 

2.2 The stages and steps are: 

STAGE 1 - DATA COLLECTION, ANALYSIS AND PRESENTATION 

Step 1 - Data collection 
Step 2 - Data analysis aid presentation 

STAGE 2 - SITUATION ANALYSIS AND PREPARATION OF PROGRAMME PROPOSALS 

Step 3 - Review of information document 
Step 4 - Problem definition 
Step 5 - Identification of problem /output indicators 
Step 6 - Identification of current activities addressed to health and 

health -related problems 
Step 7 - Identification of current resource allocation 
Step 8 - Target setting 
Step 9 - Definition of health strategies 
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Step 10 - Constraints analysis of strategies 
Step 11 - Translation of strategies into health development programmes 
Step 12 - Constraints analysis of health development programmes 
Step 13 - Preparation of CuP document 
Step 14 - Submission of СНР document 

STAGE 3 - DECISION ON PROGRAMME PROPOSALS 

STAGE 4 - CONTINUATION AND INTEGRATION OF CHP IN COUNTRY'S HEALTH STRUCTURE 
(INCLUDING PROJECT FORMULATION AND PROJECT IMPLEMENTATION) 

Step 15 - Project formulation 

Step 16 - Project implementation 

2.3 The procedures for stages 1 and 2 are described in Section 2. 

2.4 Continuation and integration of СНР (stage 4) is strictly speaking not a stage in so 

far as only the starting point (decision on programme proposals) is defined in time, and not 
the end -point, as the inherent processes are of a permanent nature. Only two steps are 
referred to here, namely those of project formulation and project implementation, for which 
detailed WHO manuals are available. Other СНР activities are: supervision and evaluation 
of the implementation of the Country Health Programme, adjustment of projects /programmes as 
required, and regular up- dating of the Country Health Programme. As mentioned under 
1.4 above, these responsibilities would be incumbent on the СНР Group. 

2.5 Steps 1 and 2 are carried out by a few officials familiar with data sources in the 

country under the direction of the СНР Group. Normally data collection and analysis and the 
presentation of the analysis in an information document last a couple of months. Steps 3 

through 14 require about a month's full -time participation of all members of the CIP Group. 

Section 2 

STAGE 1 - DATA COLLECTION, ANALYSIS AND PRESENTATION 

Step 1 - Data collection 

The basic principles for assembling data for СНР are that there must be an intended use 
for them - thus implying selectivity - and that the collection can be made at low cost. 

Special surveys for data collection should not be resorted to. The СНР Group must use 
data already available in the country and make judgements regarding their suitability. One 

of the results of СНР might be to show the need for reinforcement of the existing health 

intelligence and information system, taking into consideration the needs identified by the 

СНР Group, which would then lead to a proposal for a health development programme in this 

field. 

Data will be assembled by a small team of officials (including, when possible, a health 

statistician) conversant with the country situation and familiar with existing data sources. 

They work for this purpose during a period of two to three weeks. 

The data required for СНР will allow for: 

- demographic analysis and forecasts 

- an appraisal of the economic situation 

- analysis of the health status of the population 
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- a study of the existing health services and their coverage of the population 

- a breakdown of unit costing of health services 

- an analysis of the country's health policy 

- the use of more specialized information 

Demographic data and forecasts: The minimum information required is the age structure of the 
population, its rural/urban distribution, crude death and birth rates (fertility rate, age 

adjusted if possible) and as much of the vital statistics as are available. If no national 
population census exists the greatest number of representative demographic data points should 

be assembled and reconciled into national or regional values, whichever is most appropriate 
for the country. 

The purpose of assembling demographic data is to make as realistic a set of population 
(and population composition) forecasts as is possible. This will be necessary not only to 

assist in setting health targets; it is also required for strategy development. If an 

official population forecast already exists, this of course should be used rather than 

constructing a new one. 

Other vital statistics behind the demographic forecast such as infant mortality rates 
and age, sex and marital composition of the population must be collected even if an official 
population forecast already exists. 

Economic data: The minimum requirement is a forecast of the gross domestic or gross national 

products. For most countries this is already available. If no forecast exists then it 

will be sufficient to make a calculation of the revenue and expenditure growth forecasted 

for the public sector. 

There are many uses for economic data of this kind, but the basic ones are: (a) to fit 

some boundaries on potential growth of a national health budget, and (b) to take account of 

the likely impacts of general development policy which may affect the setting of priorities 

in health, the definition of targets in the health and health -related sectors and the 

development of strategies deemed feasible for reducing priority health problems. 

Health status data: The minimum requirement here is a good national picture of the disease 

situation by age, sex, location, and as many other social and economic attributes as are 
available. Hospital in- patient records alone will be insufficient to give a national 

disease picture. So these must be supplemented with data from all other available sources 

within the existing health system, and from elsewhere. 

Two basic tables should be constructed: one showing the mortality rates (by age апд sex if 
possible) for some recent representative period by disease class (ICD list is useful for this), 

the source from which the data are arrived at, and comparisons of the rates with countries of 

comparable status either economically, socially, or culturally. The second table should 

show the morbidity rates, the source of the rates, relevant inter- or intra -country 

comparisons, by disease groups. 

These two basic tables will be used by the CHP Group to help it set health priorities and to 

fix targets for the programme period. 

Health and environmental health services: A summary table is required of existing health 

establishments of various categories by major grouping and by main administrative divisions 

of the country. A similar table should be presented for the main categories of health 

manpower as well as a table showing the availability of environmental health services. The 

two tables showing the distribution of health services and environmental health services 

should be accompanied by an estimation of the extent to which the population is "covered" by 

or makes use of such services, in rural and urban areas. More detailed information required 

during Stage 2 will be made available to the CIP Group by consulting the reference list 

mentioned below. 
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Unit cost data: All existing service programmes should be broken down and put in tabular 

form showing the cost per unit of output or activity (i.e. cost per vaccination, cost for 

case finding) cost for a hospital bed day, cost for a health clinic visit, etc.). The 

unit cost data should also show as a separate item the component costs of the activity, 
i.e. largest salaries, maintenance and other recurring costs, materials and equipment, 

transportation, etc. If absolute numbers are not available, percentage breakdowns based 

on a best guess will do. 

These data will be used in the feasibility analysis of strategies and of health 

development programmes and ultimately for the preparation of the latter. 

Policy data: The team should collect existing and relevant policy data (quantitative or 
qualitative) on: (a) national development policy, goals and objectives; and (b) national 

health policies. 

This information will be used by the Group throughout all steps of the СНР process. 

All other data and information: The СНР Group will no doubt require additional specialized 

information during the course of its work. The Group will make a note as to where broad 

categories of information are already available in other ministries and agencies and identify 
a responsible person in the country capable of providing verbal or written information. 

Step 2 - Data analysis and presentation 

After collecting the basic minimum information noted above the team should put briefly 
in text form an information document which shows the existing situation in health and, where 
related, general development in the country. There is no special format which need be 
followed but it must not be simply the presentation of the basic statistical tables. 

must be digested and to show 

This information document will be used by the СНР Group to put before it a common basis 
of understanding of the present situation, an agreement on the basic quantitative information, 
aid agreement on the policy directives under which СНР will take place. 

The tabular quantitative information collected in Step 1 should be included as annexes 
to the information document. 

STAGE 2 - SITUATION ANALYSIS AND PREPARATION OF PROGRAMME PROPOSALS 

Step 3 - Review of information document 

The first task of the СНР Group, which now meets for a session of a month or so, is to 
review and, if necessary, revise the information document. The Group should satisfy itself 
that the data are reasonably accurate, that the analysis reflects the current situation in 
the social and economic sectors and more particularly in the health field, and that 
government plans, priorities and objectives have been stated accurately. 

Step 4 - Problem definition 

The Group then proceeds to the identification of the country's health and health -related 
problems for which members of the Group feel confident that at least partial solutions are 
practicable. The process of listing problems could be structured by calling first for 
disease -oriented problems followed by specified shortcomings in the provision of health 
services and in the availability of health manpower. Environmental health deficiencies 
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would be a fourth group. Furthermore, the list of problems should also include the possible 

effects of ill health upon important development efforts as well as other negative inter - 

reactions between health and social and economic conditions. 

Administrative problems, shortage of resources and other difficulties are not listed as 

problems since they will be identified later as constraints during the feasibility analysis. 

However, wide -ranging national or intersectoral problems or difficulties - whether cultural, 

social, political or economic - of importance to the health sector might be classed as health - 

related problems if they are thought to be important to the health sector itself. 

Obviously, problems already referred to, in existing health plans and in other national 

development plans,might influence members of the СНР Group in their problem identification. 

It is expected, however, that the Group members will exercise individual judgement and only 

list those problems which they themselves consider should be of immediate or prior concern 

to the government. 

Each member of the СНР Group prepares his own short list of those health problems aid 

health -related problems which he feels are the most important. Each problem is then read 

out and written up for the Group's general comments, understanding and approval. Reasons 

for listing a problem should be stated. 

The Group will also decide upon the specific nature of the problems. They can cut 
across two or more sectors; interest part of or whole communities; be oriented towards 

individual care; be concerned with shortcomings of health services; and bear upon supporting 

services such as manpower development, logistics and health information systems. 

The health problem should now be consolidated to avoid overlapping and duplication. 

Those which are circumscribed and can be considered parts of problems of a more comprehensive 
nature are included in the latter. Some of the problems may have to be reworded in order to 

make them more explicit. For example, if a problem has been stated as "lack of coverage of 
the population with health services ", it would be necessary to define what particular health 
services are referred to, and what is meant by coverage with each of those services. 

Step 5 - Identification of problem /output indicators 

Indices permitting the measurement of changes in magnitude of the health and health - 
related problems should be given. They will be used for target -setting and allow for 
future evaluations. Indices should be based on easily obtainable data and observations. 
When no such indices can be produced the next best choice is that of using outputs of health 
activities as an index. 

Step 6 - Identification of current activities addressed to health and health -related problems 

Next, each problem is scrutinized to identify the corresponding set(s) of health 
activity or part(s) of health activity(ies) currently undertaken to meet it. Here due 
regard should also be paid to activities in other sectors that might help in solving, or 
partly overcoming, health problems. It might be found that for some of the problems listed 
by the СНР Group there are no specific activities undertaken at present. 

Step 7 - Identification of current resource allocation 

The СНР Group then proceeds to the identification of resources currently expended on 

health and health -related activities addressed to the problems listed by the Group. 

In those cases where more than one set of activities, or parts thereof, will be directed 
to the same problem the proportion of each set, in terms of work output, should be estimated. 
The output and possibly the costs are then estimated as the proportion of the total man- hours, 
transport and fixed equipment used plus the quantities of drugs and expendable equipment 
consumed. 
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An attempt might be made to assess the extent to which each problem is currently being 
met by the corresponding set(s) of activities and how efficiently this is done. 

Etep 8 - Target setting 

For some of the problems identified by the СНР Group, targets will already have been 
defined in existing national health plans or other documents,while other problems, now listed 
by the Group, will not have targets set against them. 

In the first instance the Group should review the targets and, for those considered to 

be unrealistic, introduce replacements or adjust the existing targets up- or downwards to 
conform with what the Group feels can be achieved in the light of its collegiate experience 
and taking into consideration, whenever appropriate, situations of a similar nature in other 

countries. Due regard must be paid to the resources now available and expected to become 
available - including those forthcoming from external sources. 

In the second instance the Group will define its own targets using similar criteria. 

It is important that targets be considered over the same period for all problems, it 

being realized that some of them will apply only to the end -point of the plan period while 
others will be defined also for intervening years. Furthermore, targets will, in some cases, 
be expressed as measurable health or socioeconomic effects,while in others targets reflecting 
work outputs or services delivered will be used (see also Step 5 - Identification of problem 
output indicators). 

Step 9 - Definition of health strategies 

The СНР Group should then proceed to working out strategies designed to meet the targets 
set in the previous step. A health strategy is a group of interrelated medical, public 
health and health -related techniques organized to achieve a stated target. It does not 

specify the quantity of resources required as this will be done during step 11 when those 
strategies which have been found to be feasible are translated into health development 
programmes. To define and describe a health strategy the СНР Group will draw on the 

collective medical experience of its member, on published experience, and on any other 
medical or non- medical expertise that the Group believes is relevant and useful. The Group 
should also propose alternative strategies for reaching the same target whenever feasible. 

A statement should be given for each health strategy summarizing the proposed 

technical approach, specifying the techniques, and outlining their methods of application. 

Such statements provide the framework within which corresponding development programmes will 
be elaborated in a following step of the СНР process (step 11). 

S:ep 10 - Constraints analysis of strategies 

Each strategy will need to be analysed to see whether it can be organized, managed and 

applied in the social, cultural, religious and political climate of the country. If the 

Group concludes that one or more such constraints exist they should be qualified according to 

the extent to which they can be overcome some time in the future, and how this can best be 

gene. The corresponding strategies may then be checked against stated targets which, if 

necessary, would have to be revised. 

Step 11 - Translation of strategies into health development programmes 

Those health strategies which, in the Group's opinion, are not burdened by any of these 

constraints, or for which constraints can be removed, should now be translated into health 

development programmes. 
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A health development programme can best be defined as a schedule for the application of 

physical, human and financial resources and the introduction of institutional changes which 

are required for the implementation of one or a combination of several strategies aimed at 

the same target or of alternative strategies. It describes in more detail than the 

corresponding strategy(ies) the technical approach, techniques and procedures (technology), 
and how they will be applied and managed (application); it specifies the target population 
(geo- political, population groups, etc.) (coverage), institutional and political changes 
required, if any; who should implement the strategy (staff) with what (resources) and when 
(timing). 

For each health development programme the Group will thus prepare a brief description 
including the extent to which the programme (services) will cover the population 
(geographically, age - group -wise, etc.) as well as the organization and channels through 

which services will be delivered (institutional, domiciliary or ambulatory) and providing, 

whenever feasible, alternative ways of implementing the programme, suggesting intersectoral 

approaches when applicable. 

The CHP Group then outlines briefly the functions of the various categories of health 
staff involved, making allowance for extensive use of health auxiliaries whenever possible. 

Alternative suggestions for the use aid combination of health manpower might be put forward. 

An estimation is made of the manpower time required per year by estimating the average time 

required for each type of manpower involved in the various categories of activity of which 
a development programme is made up and multiplying this by the annual frequency with which 

type of manpower is expected to be involved. 

Finally, the СНР Group should estimate for each programme the capital and recurrent 
cost of manpower, constructions, equipment, supplies, logistics support and information 

services, and produce an implementable time- table. 

Step 12 - Constraints analysis of health development programmes 

The last step before the preparation of the СНР document is that of assessing the 

likelihood of the resources required for each development programme becoming available where 

and when they are needed during the planned period. The СНР Group will need to analyse each 

health development programme from the point of view of support requirements, financial 

constraints and socioeconomic repercussions. 

The constraints analysis concerned with support requirements consists of determining how 
manpower, manpower training, construction, logistics, supplies and equipment, management and 
an adequate information flow can be provided at the right place and time during the 
implementation of the proposed health development programme. The СНР Group might come to 
the conclusion that one or more of the programmes is not implementable at this stage, or not 

at all, as the resources required cannot be produced. Particular attention must be given to 

health manpower requirements. Shortage of trained manpower is in most countries the 

stumbling -block to desired development in the health sector. The СНР Group must therefore 
seek innovative aid alternative solutions to overcome this constraint, either by more 

efficient use of existing staff, adaptation of training programmes, or both. For non - 

implementable programmes the Group should state the reasons why and give its best estimate of 
whether or not the requirements for support feasibility could be met at a later time and what 
institutional changes would then be required. 

The financial feasibility study of a health development programme consists of finding 
out if the costs are at the most economic level and of identifying domestic and foreign 

sources of funds, as well as means of mobilizing them. 

If it is felt by some members of the СНР Group that insufficient attention has been 
given to finding the least expensive technology consistent with a proposed health development 
programme, the Group might decide to study possible ways of reducing the financial cost by 
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comparing similar programmes elsewhere in the world. The Group could also ask for the quick 

calculation of some cost effectiveness ratios for the programmes in question to assist in 

removing disagreements among members of the Group. However, if the analysis of development 

programmes described in step 11 has been made with sufficient care such additional studies 
should hardly be necessary. 

Having satisfied itself that the resource specifications for the proposed health 
development programmes are reasonably economical, the СНР Group should now consider whether 
the financial costs, including recurrent expenditures, can be met either from the public 
sector, social security institutions, the private sector, or external assistance agencies. 

СНР is essentially a planned programme budgeting process whereby programmes are 
developed to meet objectives and budgets prepared in function of programmes. The more 
realistic the objectives and the better prepared the programmes, the higher will be 

the chances for health development programmes emanating from the СНР process to receive 
financial support for implementation. The СНР Group in analysing the financial feasibility 
of health development programmes will, therefore, have to consider national fiscal policies; 
past and future trends in subsidization of the health sector and the share of government 
revenue assigned to it; the financing of social security institutions and the extent to 

which their funds can be expected to contribute to health development programmes; and the 
potential contributions from payments made by individuals in exchange for private or semi- 
private health services based on consumer surveys of private expenditure, when available. 

СНР constitutes a unique opportunity for the government to coordinate on a sound 
technical basis the assistance received and expected to come forward from multilateral 
and bilateral assistance agencies and funds which may compete for investment 
opportunities. This has, in the past, led to aggressive "salesmanship" resulting 
in expensive projects, frequently unrelated to the real problems of the country, of which the 
government in the end would have to bear the brunt. Ву presenting assistance agencies and 
funds with a coherent development programme for the health sector and earmarking the 
activities which would lend themselves to external assistance as well as specifying the 
nature, magnitude and timing of such assistance, the government stands a good chance of 
ensuring an increase in external support without the risk that such assistance brings undue 
bias to bear upon the country's development in the health sector and other related social 
sectors. 

The health development programmes are then listed in two groups: those found to be 
financially feasible and those which did not survive the financial constraints analysis, 
giving for the latter the reasons why they could not be implemented and the likelihood of 
implementation at a later date. 

The programmes listed in the first group are next examined in the light of their 
anticipated social and economic repercussions. Each health development programme is 

discussed along the lines of stated national policies and objectives to arrive at a statement 
showing, on the one hand the extent to which it will contribute to achieve such objectives 
and, on the other hand, possible side effects such as drawing resources, including manpower, 
from other sectors which will then be adversely affected. 

The СНР Group will now collate all health development efforts according to the outcome 
of the analysis for support requirements, financial constraints, social and economic 
repercussions. Those for which gaps have been identified and which are, therefore, not at 
present feasible, should be grouped separately. The reasons for non- implementability should 
be noted, together with a forecast as to whether or not such gaps can be removed and, if so, 
when. It might be possible already at this stage to identify specific programmes designe1 to 
remove the gaps. The Group may wish to reduce the targets for one or more development 
programmes, or phase them over a longer period so as to close the gaps, after which they could 
be included among the programmes which have passed the feasibility test. 
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The health development programmes for which the constraints analysis demonstrated 

unconditional feasibility will then make up the second group. The CIP Group may also wish 

to note which of these health development programmes would qualify for a more detailed 

formulation (project formulation) should they be approved by the government for implementation. 

A statement of the probable timing involved might also be attached. 

Step 13 - Preparation of CHP document 

The СНР document should be structured as follows: 

(a) A brief, self -contained, summary, not exceeding two to four pages, permitting the 

Minister of Health and his colleagues at the highest decision- making level in other 

government departments to obtain a clear impression of the purpose of the process, the 

approach followed and the proposals made. 

(b) The composition of the СНР Group and its terms of reference. 

(c) A description of the procedures followed in stage 1 and stage 2. 

(d) A description of those health development programmes which are immediately 
implementable,including their resource requirements. 

(e) A description of those health development programmes which can only be implemented 
after certain constraints have been removed. 

(f) An indication of health development programmes and the parts thereof for which 
external assistance might be solicited, with tentative proposals for the possible nature 

and extent of involvement of appropriate multilateral and bilateral agencies and funds. 

(g) A list of those health development programmes which could usefully lend themselves 
to an immediate follow -up in terms of project formulation. 

(h) Recommendations for the continuation of the СНР process, including suggestions for 
practical arrangements concerning the future role of the СНР Group in following up, 
supervising and evaluating health development programmes. 

Step 14 - Submission of СНР document 

The Chairman of the СНР Group may wish to present the СНР document on the Group's behalf 

to the Minister of Health and obtain from him his approval for utilizing the document in 

implementing proposals and negotiating external assistance as soon as the government has made 
its decision as to which of the alternative health development programmes should be implemented. 


