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Report by the Director-General 

In most developing countries, the health situation remains 
unsatisfactory. Prevailing trends in the world economy, aggravated in the 
developing countries by the heavy burden of servicing external debts, have 
accentuated the serious difficulties which many countries have encountered in 
attempting to meet the basic health needs of their peoples. This is 
particularly so for those countries in greatest need, where the obstacles to 
effective implementation of primary health care have proved formidable. The 
Forty-second World Health Assembly, in resolution WHA42.3, drew attention to 
this and requested the Director-General to take appropriate action. 

The Director-General has accordingly initiated activities to support 
concerted country-centred strategies aimed at overcoming the obstacles to the 
accelerated implementation of primary health care within countries, with 
particular emphasis on those in greatest need. Through various new 
mechanisms, WHO is strengthening the working relationships between its 
various programme areas and its different organizational levels and 
encouraging a holistic view in the planning and implementation of its country 
activities. Pragmatic national action plans, elaborated with the support of 
WHO, are expected to provide the main framework for improved coordination and 
a more adequate internal and external resource allocation for health. New 
partnerships are being forged with development cooperation agencies. This 
report describes the initiative for intensified cooperation with countries at 
an early stage of its implementation. Through a better integrated and more 
sharply focused approach both by WHO and by the national authorities, aimed 
at eliminating the obstacles to the attainment of health for all, this 
initiative should open the door to significant improvements in the health 
status of the peoples and countries in greatest need. 
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I. INTRODUCTION 

1. The Forty-second World Health Assembly in resolution WHA42.3 (May 1989) requested 
the Director-General to initiate and promote mechanisms in order to coordinate WHO 
resources and programmes at all levels and mobilize the international community for 
country-specific support, focusing on countries most in need and giving emphasis to the 
political commitment and extrabudgetary support required. This report outlines his 
response. 

2. In accordance with the above-mentioned resolution, together with resolution WHA41.34 
(May 1988) and with the conclusions of the monitoring of the global strategy for health 
for all (1985-1988), the Director-General, in close liaison with the Regional 
Directors, has initiated mechanisms for intensifying WHO's cooperation with Member States 
in order to overcome the obstacles that have hitherto resisted solution to the effective 
implementation of primary health care. 

3. The initiative should increase the effectiveness and efficiency of WHO and other 
international resources made available through coordinated country-centred approaches, 
with special initial emphasis on countries and peoples in greatest need. Weaknesses in 
health systems organization and management, particularly the lack of rationalization of 
the financing of health care, have been recognized as the most common obstacle to the 
general achievement of effective primary health care coverage : special attention is 
therefore clearly required to increase national capabilities in this area. Achieving a 
fair allocation of resources for health in the developing countries, while ensuring their 
efficient utilization, requires increased capabilities for macro- and micro-economic 
analysis for use in advocacy for health in those countries, as well as the strengthening 
of the relevant WHO support, a matter that is dealt with in detail in the 
Director-General's report entitled Support to countries in rationalizing the financing of 
health care (document EB85/35). 

II. THE CHALLENGE 

1. Situation in the countries concerned 

4. More effective implementation of primary health care is the key concern of Member 
States and WHO, as throughout the world people's basic health needs are not yet met. 

5. While progress in health status is evident in many countries, the absolute number of 
people living in poverty and poor conditions of health and nutrition has grown since the 
International Conference on Primary Health Care was held in Alma-Ata (USSR) in 1978. 
Although these people belong to very heterogeneous populations, they share a number of 
common characteristics, leading to their being caught in the vicious circle of poverty 
and poor health that stems from the inequitable and inefficient allocation of essential 
resources. 

6. The group of countries defined as in greatest need have poor socioeconomic and 
health status indicators. They include a great majority of those that have been listed 
by the United Nations as "least developed countries" (LDCs). In addition, the concern 
for all people justifies the intensification of WHO cooperation with countries which may 
have better aggregated health indicators but within which additional support should be 
targeted to the large numbers of people still living in conditions of extreme poverty and 
suffering high mortality, morbidity and undernutrition. 

7. Most of the countries in greatest need have had poor economic performance, as a 
consequence of socio-political problems, natural disasters, and adverse international 
conditions. When, despite these difficulties, a delicate and precarious balance is 
achieved between scarce resources and national need, such countries remain extremely 
vulnerable to shocks of internal or external origin. In addition, as a result of 
inadequate infrastructure, the capacity to absorb and utilize additional funds provided 
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by external sources is very limited. The statistics of the LDCs may be used as an 
illustration of the gravity of the needs that the World Health Assembly referred to in 
its resolution WHA42.3. 

8. Recent figures show that demographic growth in the LDCs exceeds their economic 
growth, with a population growth rate of 2.7% compared with 1.7% for the world and 2.1% 
for all developing countries. The crude birth rate of the LDCs is 44 per 1000 
population, ranging from about 50 per 1000 in Afghanistan, Benin, Malawi, Mali, Niger, 
Rwanda, Somalia, Uganda and the United Republic of Tanzania to 30 per 1000 in Myanmar. 

9. The infant mortality rates in the LDCs are estimated to average 125 per 1000 live 
births, as compared with 15 per 1000 in developed countries. Life expectancy at birth in 
the LDCs is about 49 years as compared with 74 for developed countries. Data on the 
leading causes of ill-health are lacking, but it is known that infant and early childhood 
diseases account for at least one-half of all deaths. Most of these are due to 
respiratory and diarrhoeal diseases, malaria and the vaccine-preventable diseases, 
particularly measles. 

10. Access of these people to basic health services is still very limited, and this can 
be attributed not only to economic and managerial constraints but also to social and 
cultural circumstances. Urban coverage with safe water is around 54%, while in rural 
areas it is only 39%. The weighted proportion of people with access to local health care 
is 47% and the proportion of deliveries attended by qualified personnel is 21%. 

2. International flow of funds and aid for health 

(1) Official development assistance 

11. Official development assistance (ODA), coming mainly from member countries of the 
OECD Development Assistance Committee (DAC), reached a total of US$ 41 426 million in 
1987. This sum represents 80% of the overall assistance. Out of this, the low-income 
countries (LICs), including the 42 least developed countries (LDCs) as well as China and 
India, received US$ 23 334 million. 

12. The net disbursements from DAC countries to LICs amount to 0.20% of the latter's 
accumulated GNP. Grants to the LDCs are equivalent to 0.08% of OECD countries' GNP. 

13. In measuring real aid flows, it must be remembered that, because of inflation and 
changes in exchange rates, nominal values overestimate the amount of resources 
transferred. 

14. Considering the 1981-1987 period, the health sector benefited from 10.83% of the 
total ODA commitments flowing through bilateral channels and from 6.50% of the total 
Official Development Financing (ODF) to the least developed countries through 
multilateral channels. 

15. As regards the United Nations system of organizations, 60% of financial aid reaches 
the countries through UNDP； about 10% of this amount is dedicated to health projects. 
UNDP‘s support for WHO programmes for the period 1990-1991 is provisionally set at around 
US$ 23.6 million. 

16. The convening of the United Nations Conference on the Least Developed Countries, to 
be held in Paris in 1990, and which will open the Second Decade of the Special New 
Programme of Assistance to the Least Developed Countries, will provide an important 
opportunity to highlight the health problems of such countries, including the 
interdependence between the health and other related sectors, and to recommend 
appropriate action to improve the situation. Accordingly, WHO will participate as an 
advocate for the intensification of official development assistance oriented to the 
social needs of these populations. 



(2) Does aid help development? 

17. Does aid contribute to development； does it contribute to growth； does it reach 
the poor； is it not a substitute for activities that would have been carried out 
anyway? In this broad sense, studies have shown that aid does work. The World Bank has 
reported that 80% of International Development Agency projects achieve a rate of return 
of 10% or more. In general, evidence has shown that poverty-oriented projects do have a 
high rate of return. The relief of poverty, however, depends both on aid and on the 
wider policies of all countries involved in development cooperation. Not all aid, 
however, achieves its development goals. The reasons for failure include, for both 
development agencies and developing countries, an excessive intrusion of their own 
political or commercial interests, a failure to profit from past experience, 
inappropriate incentive systems for aid officials and government employees, an overall 
inadequate policy environment, use of inappropriate technology, lack of définition of 
objectives, inadequate training and participation of the local population, and poor 
management and decision-making capabilities. 

(3) WHO support: some figures 

18. For the financial period 1990-1991, the WHO regular budget amounts to 
US$ 650 million, while extrabudgetary funds are expected to be in the order of 
US$ 760 million. The "zero-growth" of the regular budget has been maintained since the 
1982-1983 biennium. For the 1988-1989 biennium, 62% of extrabudgetary resources were 
directed to technical cooperation. 

III. WHO'S RESPONSE: INTENSIFIED COLLABORATION WITH COUNTRIES AND PEOPLES IN GREATEST 
NEED 

1. Policy and strategy 

19. The Director-General has resolved to increase the coordination of all available 
resources, with the objective of supporting concerted and pragmatic country-centred 
strategies, aimed at overcoming the obstacles to the accelerated implementation of 
primary health care. The approach will raise the visibility of countries vis-à-vis the 
donor community in general, as the main actors in need of international cooperation in 
health. While the major role rests with countries, WHO must aim to reach a balance that 
will harmonize, at all levels of the Organization, the division of its work by programmes 
with better coordination and integration of its technical activities around national 
health systems and their priorities. 

20. First priority will be given to the countries in greatest need in each WHO Region. 
Action will take place country by country, on the basis of each country's individual 
characteristics and needs. 

21. As indicated in the Introduction, weaknesses in health systems organization and 
management have been recognized as the most common obstacle to the general achievement of 
effective primary health care coverage； this is compounded by insufficient national 
capacities to analyse the economic issues involved. The evaluation of country resource 
utilization studies has provided valuable lessons which will be relevant to the new 
initiative. 

22. By its Constitution WHO is a decentralized body, with responsibilities assigned to 
various levels, and so it happens that many lines of activity are at times conducted 
separately by the different echelons of the Organization. If WHO is to assist the 
countries in greatest need in overcoming the obstacles to effective implementation of 
primary health care, it must ensure that scarce resources - whether regular budget or 
extrabudgetary - are utilized in the most effective way, through better integration and 
coordination of the Organization's programmes within each country and within all levels 
of the Organization itself. In addition, all WHO in-country activities must be in line 
with national priority needs in health and emphasize the managerial and financial 
aspects. On request, WHO should cooperate with Member States in defining these priority 



needs and drawing up realistic plans of action to implement national health plans, taking 
into account all existing resources, both national and external. Any additional external 
assistance required would then be identified and inputs utilized in an integrated manner. 

23. A better integration of WHO programmes at the country level should improve their 
impact and also lead to more productive cooperation with other agencies. The 
concentration of WHO's activities in any one country on a smaller number of projects 
aligned to the major country priorities would be in many cases more productive and more 
likely to receive favourable reactions from development cooperation agencies. At the 
same time, WHO's capacity to assist countries in coordinating inputs from such agencies -
whose priorities may not necessarily always be the same as those of the country 
concerned - would be enhanced. 

24. Bilateral and multilateral development cooperation agencies need to be involved as 
partners in the process at the earliest feasible stage； such involvement should include 
global, regional and country representative levels. The timing would naturally vary 
depending upon each situation, but early active participation by the agencies should lead 
to a greater degree of commitment. WHO'S past experience shows that it will be necessary 
to: (1) improve the effectiveness of existing aid flows, including aid management and 
coordination, and (2) increase the volume of aid to countries and people in greatest 
need, in a massive and sustained manner. However, past WHO experience has also taught 
that the basic need of the health sector of these countries is for technical - including 
managerial - inputs and manpower development, without which even the currently available 
funding cannot be adequately absorbed and utilized. 

2 • The process and different approaches 

25. The process which is followed in any country depends on the particular 
circumstances. However, in every case, the Regional Directors advise the 
Director-General on the countries in their regions which would be most suited for 
priority action, on the basis of two main criteria, health needs and the need and will to 
improve the capacity for implementation of accelerated primary health care development. 
The Regional Directors then obtain the agreement of the governments concerned to 
participate in so concentrated an effort. This involves a commitment by the national 
authorities to take a fresh and realistic look at their health priorities, activities and 
resources. The governments concerned must be prepared to recast their national health 
plans, or to vary them, and to reallocate existing resources, if reappraisals show this 
to be necessary. 

26. Following inter-programme discussions within the Organization at the various levels, 
a joint WHO team visits the country concerned to assess the problems impeding the 
accelerated implementation of primary health care. Recommendations arising from this 
first mission form the basis for further action. This action may include the 
development or review of a strategic plan, followed by the reallocation of existing 
resources, technical support and the search for additional national or external resources 
to meet deficits in essential programmes. However, it must be realized that it is not 
only the availability and magnitude of such resources which is important. A further 
major consideration must be the capacity of the country to utilize such additional inputs 
effectively. 

27. The inclusion of a country in the initiative should provide an opportunity for 
discussing the obstacles to the expansion of primary health care coverage and the 
existing national health plan with the ministries of planning and finance, or equivalent 
bodies, so as to ensure that the health sector is examined within the broader national 
socioeconomic situation and the potential for overall development. The strategic health 
plan, which should then be developed in collaboration with such ministries, should be 
used in approaching development cooperation agencies, representatives of which should 
have been involved in the background discussions or studies. The entire process should 
strengthen the capacity of the ministry of health for economic analysis of health issues 
and for coordinating external cooperation. WHO's role would be to provide any technical 
cooperation requested by the government. WHO's cooperation would also become more 



effective than hitherto, on the basis of a long-term, consistent and coherent commitment 
to the national development process. 

28. In pursuing the new initiative, each of the WHO organizational levels (global, 
regional and country) has a vital and complementary role to play. A holistic view of 
WHO'S activities at country level needs to be maintained. While headquarters retains 
responsibility for overall policy, provides appropriate technical support together with 
the regional offices, and plays a major role in seeking and coordinating additional 
resources for the initiative, the regional offices are the crucial focus for the 
coordination and management of the ongoing activities of the initiative within the 
countries of their regions. The regional offices provide essential technical support 
continuously to WHO representatives and the countries in the programme areas in which 
they have technical expertise. Within each country, the role of the WHO representative, 
as coordinator on behalf of WHO of all in-country programmes, is of utmost importance. 

29. Further, WHO, in consultation with the governments concerned, must commit itself to 
a continuous and realistic re-examination of the allocation pattern and utilization of 
its resources, with a view to ensuring appropriate redeployment of such resources as 
required. 

30. Throughout this process the Organization will maintain, at all levels, a close 
working partnership with multilateral and bilateral development cooperation agencies. 

31. Inherent in the new approach is the recognition of the government as the national 
body responsible for the coordination of external cooperation in the health field and for 
the integration of such cooperation into a coherent national health plan. WHO will 
cooperate with ministries in strengthening their capacity in this respect. Emphasis 
should be placed on the definition of a framework for cooperation which would be based on 
the national health plan and would include an analysis of the conditions required by all 
partners involved, as well as an evaluation scheme. Governments should be supported in 
ensuring that all external partners then operate within that framework. The objective is 
to mobilize appropriate national and external resources to fill any identified resource 
gap and thus ensure that priority programmes and activities are financed. WHO should 
support governments in developing an analytical ability to forecast resource needs, to 
justify these needs, to predict resource availability, and to assess the impact and 
effectiveness of cooperation received. The Organization should also support governments 
in their efforts to mobilize resources and coordinate aid by such means as helping to 
develop a health cooperation strategy and participating in the relevant negotiations, and 
through the provision of technical and logistic support for meetings with the financing 
agencies. 

3• Initial action and perspectives 

(1) Organizational arrangements 

32. With regard to the countries that have been identified by the Regional Directors for 
initial action, responsibilities and lines of communication at all levels are currently 
being further clarified by the governments concerned and WHO. In WHO, at global level, 
the catalysing role devolves on the Office of International Cooperation at headquarters 
(ICO), under the Director, Planning, Coordination and Cooperation (PCO). An essential 
element of ICO's role is to ensure the active collaboration and coordination of all WHO 
programmes within a particular country. This integration is encouraged by such flexible 
mechanisms as inter-programme meetings and inter-programme missions to countries, with 
combined headquarters and regional office participation. Ways of reorienting existing 
and potential resources towards direct country support are being jointly explored. 

(2) First contacts with countries 

33. The initiative of intensified cooperation with countries began in January 1989 in 
Guinea-Bissau, at the invitation of the Ministry of Health and the Ministry of Planning 
and with the agreement of the Director-General and the Regional Director for Africa. 



34. In April 1989, the initiative was launched in four countries of the Region of the 
Americas : Ecuador, Guatemala, Haiti and Jamaica. These were followed by Guinea and 
Nepal in June 1989. Agreement in principle has also been reached with Bolivia, Chad, 
Djibouti and the Sudan for activities to commence early in 1990. 

35. A number of other countries are under active consideration for participation in this 
initiative, and it is anticipated that some 15 will have been involved by the end of 
1990. If evaluation ghows that this approach has had a positive impact on the planning 
process and on health status, some 32 countries will have been involved by the end of 
1994. 

(3) First findings : priorities for intensified complementary support 

36. Despite the great differences between the countries involved, it is clear that their 
health and health care problems are generally the result of the structural 
characteristics of underdevelopment. 

37. Not surprisingly, the one issue identified in all the countries so far is weak 
management, including lack of rationalization of the financing of health care. This is 
followed by problems of inadequate human resources for health and by inability to ensure 
appropriate economic support for the sector. Other areas of weakness relate to poor 
health system coordination and design, as well as to problems with models for the 
integrated delivery of primary health care, and to the lack of appropriate development of 
technical capabilities to prevent and treat priority health problems. 

38. Consequently, the areas of activity for which intensified support have been 
requested include : health system and health care delivery design - with objectives such 
as decentralization and district health system organization and management - improvement 
of environmental health, coordination of external cooperation, health planning and 
manpower policy, control of specific health deficiencies, such as malnutrition and 
tropical diseases, and raising of the capabilities of the health sector for technical 
dialogue with the ministries responsible for planning and economics. 

(4) Starting the activities of intensified cooperation 

39. The first visit to each country has achieved: (1) an agreement on the specific 
approach and process to be followed; and (2) a definition of the initial cooperation 
activities, framed within a national plan of action focused on eliminating the obstacles 
that jeopardize or slow down the implementation of primary health care. The approach and 
process follow the principles described in paragraphs 25 to 31 above. They have, 
however, varied among countries, with a healthy measure of flexibility. In general, the 
cooperation is envisaged at two levels, namely: (a) a short-term or immediate group of 
strategic activities that complement the on-going WHO country programme and are based on 
a review of valid existing plans； and (b) medium-term support covering broader aspects 
of the national health plan and involving an important national technical and.financial 
effort with full WHO and other international participation, as required. Examples of 
strategic activities that are being selected for immediate implementation include : 
support to the preparation of the national health action plan when this needs revision or 
updating； support to workshops needed for clarifying the country's health care delivery 
approaches； support to health plan feasibility studies and other basic health economics 
groundwork; guidance in the formulation of projects aimed at mobilizing and orienting 
resources for needs well defined within the national health plan of action; support to 
the organization of consultations with development cooperation agencies or to the 
establishment of coordination mechanisms with them at country level； enhancement of 
current technical programme cooperation. Some countries have already used this 
cooperation to formulate medium-term health development packages and define the 
corresponding financial requirements. 

40. Important objective results that are beginning to appear consist of: revised and 
updated plans and frameworks for action, e.g., in Ecuador, Guinea and Guinea-Bissau; 
improved definition of roles in the national health sector and improved coordination 



within the sector and with other sectors (e.g., in Nepal)； better information within the 
countries themselves in regard to the external support they receive for the health 
sector； greater awareness in the countries of the importance of the economic aspects of 
the health sector; closer collaboration within WHO at global and regional levels in 
ensuring greater integration of WHO's programmes within countries； strengthening of WHO 
country representation vis-à-vis the government and other agencies concerned at country 
level； improvement of mutual information and cooperation within the Organization around 
common country issues, such as strengthening of health care systems or improvement of 
water supply and sanitation. Obviously, some of these results are only just starting to 
show, but they do indicate that the strategy defined in paragraphs 19 to 24 above is a 
viable one and they lay the basis for the medium-term programmes that will enable most of 
the countries in greatest need to implement their own primary health care objectives and 
WHO to become more effective in helping them to achieve these objectives. 

41. A country-centred information baseline is also being developed that will facilitate 
comprehensive and detailed monitoring of the outcomes of international collaboration in 
health in those countries where the global monitoring of the health-for-all strategy has 
been weakest. An attempt is being made always to include in this information an economic 
analysis of the sector. An increasing competence in this area should emerge from the 
programme of action undertaken in response to the concerns listed in the 
Director-General’s report entitled "Support to countries in rationalizing the financing 
of health care" (document EB85/35). 

42. In this respect, the capacity of countries both in micro-economic analysis - to make 
resource allocation and financing more efficient - and in macro-economic analysis - to 
achieve a better place for the health sector within the framework of macro-economic 
policies - is being developed. It is intended that WHO competence to support countries 
in these areas be strengthened appropriately at all levels. 

(5) Improving WHO1s capacity in the service of countries 

43. If any proof is needed of the key role of the WHO representatives, this has again 
been provided in this early stage of the initiative. The offices of the WHO 
representatives and their technical staff need strengthening, particularly their capacity 
for: 

- supporting health planning, monitoring, evaluation, information and communication； 

- supporting the design and management of health care systems and the delivery of 
comprehensive health care, with cooperation provided for this at both national and 
district level； 

- supporting the economic aspects of the health sector； and 

- carrying out the coordinating function of WHO at country level. 

44. At headquarters and the regional offices, working relationships between the various 
programme areas are being enhanced, and a holistic view of WHO activities is being 
encouraged. At the same time, new and productive partnerships with development 
cooperation agencies are developing. This should result in cooperation in health matters 
being more effective, efficient and timely, and appropriate to the problems of each 
country. There is, at present, no other choice in the global endeavour to meet the 
challenge posed by the persistence of high mortality and preventable morbidity. Through 
a better integrated and more sharply focused approach, both by WHO and by the national 
authorities aimed at eliminating the obstacles to the attainment of health for all, this 
initiative for intensified cooperation with countries should open the door to significant 
improvements in the health status of the peoples and countries in greatest need. 
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cost-effective actions of the primary health care approach. As a 
first step towards this, much closer coordination among different 
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I. INTRODUCTION 

I. Economic and financial pressures characterize the health sector in countries at all 
levels of development. On the demand side, countries are confronted with a variety of 
problems. They are, for instance, coping with demographic change, such as rapid 
population growth or population aging; with new or resurgent health problems such as 
AIDS or malaria, and with rising public expectations of better care. On the supply side, 
there have been accompanying contractions, in most countries, and especially in the 
poorest, particularly in the real value of resources available through government health 
care agencies. The health care systems of very few countries achieve social justice and 
economic efficiency, and the making of choices in health care has everywhere become more 
controversial, more conspicuous, and more difficult. Rationalization means establishing 
a closer coincidence between countries' health-for-all objectives, including more 
equitable access and improved cost-effectiveness, and their patterns of financing and 
resource allocation. 

II. THE CHALLENGE 

1. What does the rationalization of financing mean? What should it achieve? 

2. In most countries, finance for health care comes from several different sources. 
Central or local government sources of finance are important in all of them. But direct 
payments by the consumers of care, or by their families, are often substantial - bigger, 
in many poor countries, than total government expenditure for health. In addition, in 
some countries nongovernmental agencies, such as missions, and foreign assistance, are 
significant financial contributors to the funding of health services. 

3. Few countries have an accurate and up-to-date picture of the flows of funds from 
different sources for health care. As recent assessments in several have confirmed, 
coordination among various providing agencies, in countries at all levels of economic 
development, is weak as a rule, and often non-existent. Such fragmentation among sources 
of finance is not, of itself, problematic. Where clear policy guidelines exist to 
channel and coordinate financing, multiple financing may allow flexibility and 
resilience. For example, declining central government support may be compensated by 
increases in earnings-related financing, through social security schemes, for health 
care. 

4. A combination of multiple financing sources and weak overall coordination is, 
unfortunately, much more common. As a result, there is duplication in some areas of 
health care provision (typically for urban-based, curative services), and a relative or 
absolute lack of services in others. Better general coordination of financial, human and 
physical resources for health is a major emphasis of the intensified international 
collaboration initiative described in document EB85/19. 



5. Each source of finance for health care is likely to affect the type and location of 
services provided, and their accessibility to the population. Services financed from 
fees, paid directly by patients or their families, are likely to be located according to 
the geographical distribution of purchasing power. Experience shows that their 
orientation is also likely to be principally curative. Some preventive and promotive 
services, such as vector control by spraying, are unlikely to be undertaken at all 
without community or government initiatives. Yet other sources of finance, such as 
nongovernmental organizations, voluntary agencies and foreign assistance, may 
deliberately choose to support selected programmes in underserved areas. 

6. The financing and provision of health care may be undertaken through separate 
mechanisms. Public financing, in whole or in part (i.e. by subsidy), may support the 
private provision of health care, as in many industrialized countries. Or private 
payments may provide a partial financing mechanism for services which are provided by 
government, as occurs in an increasing number of countries at all economic levels. 

1• But the successful harmonization of multiple sources of finance for health care has 
several prerequisites : (a) that the potentials and limitations of each source to 
contribute to the achievement of overall health objectives are understood; (b) that 
governments determine their own roles, given the special nature of health services as 
contributors to human welfare [1] and (c) that health objectives are clearly defined and 
monitored in a continuous process of health planning. 

8. Rationalization means more than simply better coordination. It also means the 
progressive and sustained reordering of health expenditure priorities, away from areas of 
high cost and low health effect, and towards the most cost-effective actions of the 
primary health care approach. Rationalization thus entails planning for, and 
implementing, change. The pace and character of such financing shifts must be determined 
in the local context; but it is increasingly clear that, without coordinated 
restructuring, the health sector will find it increasingly difficult to sustain its 
present resource levels. This is true even for the relatively industrialized countries 
of WHO'S European Region, where it is felt that health-for-all implementation will not be 
allowed to add to the total tax burden. At all levels of economic development, the 
health sector needs to demonstrate that additional resources can be found by more 
efficient management, new sources of finance, and more active promotion of 
health-conducive action in other sectors of the economy. 

2• How can health economics contribute to health for all? 

9. The intended outcomes of rationalization are several. In the first place, better 
coordination can help to eliminate waste and duplication, which in some countries 
accounts for 25% of health expenditure [2]. Secondly, more.rational spending patterns 
can raise the productivity of individual health workers, and of the health sector as a 
whole. "Productivity" in health does not mean simply the numbers of patients treated. 
Better productivity means more accessible services, a better match between the 
epidemiology of illness and the focus of health care, higher quality, and greater 
effectiveness. Ultimately, it means better levels of health for the whole population. 
And finally, rationalizing resource use in the health sector strengthens its case for 
better funding. 

10. Health economics can contribute to improved health sector productivity by 
documenting the cost and effectiveness of existing resource allocation patterns； and by 
appraising the likely cost and yield of a wide variety of organizational changes. Using 
skills and data from epidemiology and health sector management, health economics offers a 
particularly clear framework for the analysis of choices - past and present - confronting 
decision-makers at several different levels in the health care system. 

11. But health economics has an additional, more general, and more fundamental 
contribution to make to the achievement of health objectives, by bringing about a wider 
familiarity with the ideas and language of "value for money". Wherever individual health 



managers have influence over the allocation of health resources, whether financial, human 
or physical, "value-for-money" questions should be asked. Decision-makers in the health 
sector have a long tradition of ignoring such considerations, and of mistakenly assuming 
that humanitarian considerations are incompatible with financial and economic concerns. 
Achieving health-for-all objectives, particularly in current economic difficulties, 
requires a much wider observation of a simple maxim: "Waste not!". Whether the source 
of funds is government or private, domestic or foreign, the health sector's long neglect 
of value-for-money considerations, and its conservatism in reviewing financing 
alternatives, has often weakened its case for sustained support. 

12. To achieve such reforms, actions on three broad fronts are needed. First, research 
and policy analysis dedicated to health system rationalization merits general expansion. 
The prospective and retrospective appraisal of financing and provision options 
strengthens health systems both by solving individual problems and clarifying choices. 
Secondly, technical skills in applied economics should be strengthened at all levels of 
the health system; and, indeed, in agencies outside the health system, such as 
management consultancies, economics departments, and business schools. Thirdly, 
recording, publishing and dissemination of experiences of this type contributes to a 
wider learning which can be shared by national, regional or global audiences. WHO has a 
role in each of these areas. 

III. WHO RESPONSE 

13. WHO has supported actions to rationalize resource-use for health care for well over 
a decade. In 1973 an interregional seminar on health economics met and identified a 
programme of work. The reports of a study group in 1976 on the Financing of Health 
Services [3], and the publication in 1983 of a widely-distributed manual on health sector 
financing [4] show a recurring concern with the subject. Substantial technical support 
and advice has been provided to countries in reviewing the finances of their health care 
systems. The development of country resource utilization reviews was a step to promote 
better financial coordination in the health sector, principally among external sources of 
assistance. The Technical Discussions at the Fortieth World Health Assembly (1987) were 
on "economic support for national health-for-all strategies", and its report has been 
published [5]. Also in 1987 the Organization issued a major collection of case-based 
training materials [6]. WHO has also supported studies on costs and cost-effectiveness 
of its programmes. It has produced detailed cost-analysis guidance for programme 
managers of the Expanded Programme on Immunization, the Diarrhoeal Diseases Control 
Programme and the Global Programme on AIDS, supporting its use in several countries. 
Training and microeconomic studies on fertility regulation have been supported through 
the Human Reproduction Research programme. Financing workshops and a range of technical 
studies related to economic aspects of pharmaceuticals policy have been supported under 
the Action Programme on Essential Drugs. The costs, cost-effectiveness and economic 
performance of antimalaria activities have also been documented in WHO-supported actions 
under the Malaria programme. As an evolutionary step in WHO's concern with manpower 
issues, the programme on human resources policy analysis was initiated in 1988. Its 
activities include economic and financial analysis on the rational allocation of human 
resources for health. 

14. Through programmes such as the Special Programme for Research and Training in 
Tropical Diseases and through WHO study fellowships, training in health economics has 
been financed for over 20 postgraduate students from developing countries each year. WHO 
has also been instrumental in the development of postgraduate training in health 
economics at institutions in both developing and developed countries. 

15. Over a period of 15 years, however, these activities have not been of an adequate 
scale to provide countries with sustained leadership in health economics. Few 
institutions in developing countries yet have the capacity to organize and run training 
for health professionals in this subject； and experienced consultants in health 
economics continue to come preponderantly from Europe and North America. During this 
period, shifts in the world economy and in the climate of economic thinking have affected 



living standards and policy orientations in most countries. Progress towards health for 
all has been retarded in many countries as public expenditure reductions have constrained 
health programmes. WHO is receiving more and more requests from Member States for 
technical assistance in economics and financing studies and is now firmly committed to 
maintaining, expanding, and improving its support activities in this area. The following 
sections of this report outline, first, the profile of recent activity in this area, and 
secondly, the strategy for intensification of such support. 

16. The 1988 programme statement "Health economics - a programme for action" [7] 
identified three major areas for support to accelerate countries' progress towards 
self-sufficiency in economic skills for health policy analysis: (a) studies on economic 
and financing policy options； (b) differentiation of training needs； and 
(c) information support for countries. 

Current and future activities of WHO are reviewed in the light of this structure. 

1• Analysis of financing policy options 

(1) The health sector in its macroeconomic context 

17. Studies initiated in the Region of the Americas examined the consequences for the 
health sector of the economic crisis in five countries : Brazil, Ecuador, Honduras, 
Mexico, and Uruguay. They concentrated on the effects on health care spending, on the 
provision of services, and on the health of the population. A considerable range of 
responses to the crisis was observed, thus highlighting the importance of policy 
intermediation to protect health objectives at a time of structural adjustment. These 
studies will shortly be issued. A study on the effects of the economic crisis of the 
1980s on health care spending in the Caribbean was also undertaken by the Institute of 
Social and Economic Research at the University of the West Indies, under contract with 
РАНО, and preliminary results were presented to the meeting of Commonwealth Caribbean 
Ministers of Health, 1989. An expansion of studies on the macroeconomic context of 
health care change is envisaged for the future. 

(2) Recurrent cost problems 

18. One of the major concerns of countries most affected by the economic downturn since 
1974 has been the financial sustainability of government commitments. Three 
country-based studies of problems with recurrent costs in the health sector were 
undertaken, with support from USAID, between 1987 and 1989, in Costa Rica, Jamaica and 
Mali [8]. Different options for rationalization, specific to the context of each 
country, were identified and support for implementation is continuing. 

19. Studies of health system financing were also carried out in Argentina, Brazil, and 
Mexico under РАНО contracts with national institutions. These have examined sources of 
funding (public, private and semi-private sectors) and are being further developed to 
allow the modelling of the likely consequences of shifts in financing sources. 

20. Comprehensive financial planning and policy review support was also provided through 
WHO in the Western Pacific Region (Fiji, Papua New Guinea, Solomon Islands, and Vanuatu) 
and in the Eastern Mediterranean Region (Saudi Arabia). 

(3) The effect of financing changes on utilization patterns 

21. The effects on the health status of populations of financing and administrative 
change are an empirical question, and remain inadequately explored. Much of the policy 
advice which countries are being given rests on preconception, rather than demonstrated 
success. The implementation of the Bamako Initiative gives added urgency to the need to 
re-establish health status improvement in high risk populations as the overall objective 
of such policies. Studies specifically on the financing of drugs supply have been 



undertaken under the Action Programme on Essential Drugs, on occasion in conjunction with 
the World Bank, in several countries. Several relevant publications and documents are 
available [9-14]. 

22. In the absence of carefully designed strategies to retain additional resources in 
the health sector and to deploy them cost-effectively, such financing changes may 
conflict with the objectives of improved access and quality of health care for the most 
vulnerable population groups. Particular forms of cost-recovery such as 
fees-for-service, cost-plus pricing for pharmaceuticals, or community-based prepayment 
schemes, are potential policy instruments to achieve health improvements, and not ends in 
themselves. "Success" in cost-recovery for health care should not be measured in terms 
of the percentage of expenditures recovered unless there is an accompanying improvement 
in access, utilization, measurable quality and, eventually, health outcomes. 

23. Much more empirical evaluation, documentation, and exchange of countries' 
experiences with financing innovations is required. Support was provided in 1987 and 
1988 for two retrospective studies in Ghana of the effects of fee increases in that 
country on utilization patterns [15]. Initial cost recovery targets were met but the 
revenue has not, in the main, been used for improvement in service quality and 
accessibility. Utilization of government health centres in rural areas fell after the 
fee increases and has not recovered several years later. The health effects of demand 
diversion to private sellers of drugs in the rural areas are unclear. 

24. The need for similar studies in over 20 other countries in the African Region has 
been identified in consultation with the Regional Director for Africa and his staff. 
Extrabudgetary support for such studies is being pursued. The preparation of studies for 
1990 on the relationship between financing patterns and health systems utilization is 
under way for three further countries in the Region of the Americas. 

(4) Health insurance 

25. Many countries have begun to explore the feasibility of expanding compulsory or 
voluntary health insurance as a mechanism for generating additional resources for health, 
and relieving governments of some of the financing burden. Studies related to the 
introduction of a national health insurance scheme in Trinidad and Tobago were undertaken 
with technical assistance from РАНО, 1986-1989. Technical support for similar studies 
was also provided at regional level to Bulgaria, Turkey, and Yugoslavia in the European 
Region (1988-1989), and is currently being supplied to the Republic of Korea in the 
Western Pacific Region. 

(5) District level financial management 

26. Investigations of flows of funds for health care at selected districts have been 
supported in five countries [16] and a review of financial management practices at 
district level has been undertaken in three. These small-scale studies, principally 
undertaken by national investigators, have shown how widely financial structures and 
regulations differ among countries and how important locally-controlled sources of 
revenue for health may be. The studies also show that substantial amounts of financial 
data exist in most districts, but that these are not commonly used in management 
decision-making. 

(6) Other areas of policy analysis 

27. In addition to the above categories of action WHO responds in a variety of contexts 
to individual country requests for support, which currently far exceed WHO's capacity. 
In 1987-1989 technical advisory assignments concerned with economic issues have been 
undertaken in over 20 countries. Their content has included such topics as: review of 
the feasibility of health insurance arrangements for public sector employees； 
development of a national programme of work in health economics； review and briefing for 



policy-makers on financing options； assessment of the impact of national adjustment 
policy on the health sector; and review of inequity in national resource allocation 
patterns in health. 

2• Recent support for training in financial management and health economics 

28. The principal objective of WHO support in the area of health economics and financing 
is to increase the capacity of countries to undertake such activities independently. 
Policy studies, such as the above, have involved national counterparts or principal 
investigators and provide important opportunities for the development of health-oriented 
analytic skills. Formal training opportunities also exist on the economic context of 
health care for decision-makers of different types, both inside and outside the health 
sector. 

29. Training support in this area takes several forms. Study fellowships are provided 
through regional offices； workshops and seminars are supported at country, intercountry 
or interregional levels； training materials and tools are developed; and direct support 
is provided to training institutions. In 1987 and 1988 WHO study fellowships 
specifically in health economics totalled 22 each year. Workshops and seminars concerned 
with health economics have been supported under several global level programmes and by 
all WHO regions during 1988/1989. Training materials with an explicitly economic focus 
have been produced with WHO support at global level on subjects relating to drugs 
management, immunization, diarrhoeal diseases control, strengthening of health services, 
malaria, environmental management and, at regional level, through the Regional Office for 
Europe. Direct support has been provided to training institutions in developing 
countries and, where international courses are held, in developed countries. 

(1) National level technical staff 

30. Planners and policy-makers concerned with the direction and performance of the 
health sector work in several different areas. Within the ministry of health itself 
there is often a planning unit or a budget and finance unit, which is responsible for 
preparation of year-by-year and longer-term financial scenarios for the health sector. 
Few such staff, whether in health or related agencies, have been exposed to the 
approaches used in health economics, which derives its special focus from the 
unconventional characteristics of health care as an economic entity. In addition, the 
application of common economic tools for production and cost analysis has riot penetrated 
very deeply into the thinking of health care professionals. 

31. For this type of audience, training in these issues is a priority. The 
macroeconomic environment, as it has developed in recent years and is expected to develop 
in the coming decade, has increased the importance of more widespread use of appropriate 
economic concepts and approaches within the health sector. 

32. WHO has supported the establishment of short courses to meet these needs. The 
earliest were held in the South-East Asia Region in 1980. More recently, in 1986, 
interregional courses were held in the United Kingdom of Great Britain and Northern 
Ireland and in France. These three-week courses have proved to fill a real need. In 
1987 a course was held in Mali using the French language, and in 1988 an English 
equivalent was held in Kenya. Close collaboration with bilateral agencies and with the 
Economic Development Institute of the World Bank contributed to the success of these 
courses. Preliminary arrangements were made for the holding of similar courses for the 
Portuguese-speaking countries of Africa. 

33. In the European Region, short training course of one to five days for senior 
decision-makers have been held in the English, French, German, Russian and Spanish 
languages in 1988/1989. 

34. Similarly-focused regional or interregional workshops have been held, with РАНО 
support, in the Americas (Brazil, 1987, and Barbados, 1989)； with regional support, in 



the Eastern Mediterranean (Saudi Arabia, 1989), and with both regional and global inputs, 
in South-East Asia and the Western Pacific (Thailand and Indonesia, 1989). National 
follow-on courses have also been organized in several countries in the Americas and the 
Eastern Mediterranean. 

35. The successful transplantation of such training requires the identification and 
support of appropriate institutions and individuals to continue such work, The Eastern 
and Southern African Management Institute (ESAMI) in the United Republic of Tanzania is 
one such institution, which already has a well-developed regional management training 
programme and a health economist on its staff. Counterpart institutions are needed in 
other parts of Africa, and in other WHO regions. Financial support for such courses must 
be assured on a regular basis, so that such institutional growth is possible. 

36. Training materials to support such courses have been produced by РАНО in the 
Americas, and in the European Region [6], as well as by the World Bank and the Evaluation 
and Planning Centre, London [17]. 

(2) Health programme managers 

37. To assist programme managers of all types in approaching the issue of 
cost-effectiveness, during 1987-1989 the Organization, in collaboration with UNICEF, 
DANIDA and the Aga Khan Foundation, has supported at regional (Africa) and global levels 
the preparation and use, by a mixed group of managers, of a set of training modules on 
cost analysis for primary health care. The initial workshop, held at ESAMI in 1989, was 
structured to allow not only a critical review of these materials from the programme 
managers' perspective, but also to plan for use of these materials in each participating 
country. This is now in progress. 

38. Training in financial management and health economics has been initiated in eight 
countries in the Western Pacific Region, with UNDP со-sponsorship. 

(3) District management teams 

39. Support for improved accounting, budgeting and planning at district level is being 
developed on a country-specific basis through the district health systems area of the 
programme. Previous WHO support for the incorporation of economic factors in district 
management has consisted of the development of an integrated course in epidemiology, 
management, and economics for district health teams in the United Republic of 
Tanzania [18]. These activities were supported by SIDA/SAREC and the DANIDA programme 
for strengthening ministries of health for primary health care. 

3• Information support activities 

40. The results of the policy studies described above have been made known through 
end-of-study review meetings, and by the issue of documents and publications. WHO also 
acts as an informal clearing-house for information on courses and training programmes in 
health economics. 

41. To promote better contact among individuals and institutions concerned with health 
economics, it has been agreed, in connection with the International Health Policy Program 
of the Pew Charitable Trusts/Carnegie Corporation of New York, to support the development 
of an African health economics network to be based at ESAMI, United Republic of 
Tanzania. In the South-East Asia Region, WHO has encouraged the foundation of the 
Indonesian Health Economics Association, which was inaugurated in 1989, and in the 
European Region the Organization has supported the first meeting of the European Health 
Economics Association, which was held in Barcelona, Spain, in 1989. 

42. At global level WHO maintains a bibliographic database of recent published and 
unpublished material in health economics (case studies, research reports, policy 
appraisals, etc.). This has been supplied to the Regional Office for South-East Asia and 



to one subregional office in Africa, and has been used for numerous subject-specific 
searches for recent documentation made in response to requests. 

IV. LESSONS FROM EXPERIENCE 

43. Three principal lessons can be derived from the activities described above. Each of 
these colours the way in which future activities should be defined and developed. First, 
the actual support provided meets only a fraction of existing expressed demand. In turn, 
the level of expressed demand is itself only a fraction of the need which is not 
expressed. WHO's limited capacity notwithstanding, countries look to the Organization 
for technical support on economic and financing issues, because of the leadership WHO has 
provided on health for all. The sustainable expansion of WHO support in health economics 
thus necessitates a review of the organization of these services within the WHO system at 
all levels. This review process began in 1989. Capacities at regional and country 
levels need to be created or improved, and an increase in capacity at global level is 
needed in the short term to bring this about. 

44. The second, and related, lesson is that there continues to be a shortage of 
well-documented material which relates financing and economic change, inside and outside 
the health sector, to the provision, use, and effect, of health care. This shortage is 
particularly acute in the context of the countries in greatest need in each WHO region. 
Countries and WHO are therefore unable to provide themselves, and each other, with 
reliable accounts of what is happening in the economy at large, how it is affecting 
health care, and what alternative coping or implementation strategies are available. 
There is a particular dearth of studies documenting the likely cost and effectiveness of 
different policy options and choices. Policy responses are thus inevitably influenced by 
preconception and rhetoric, rather than by information and a planned response. WHO, as 
part of its intensified cooperation with countries, must therefore provide support for 
the identification of country-specific needs in economics and financing, and for further 
descriptive and analytical work on the entire range of economic and financing issues, and 
must also improve its own mechanisms for dissemination, publication and public discussion 
of the economics of health for all. 

45. Thirdly, WHO experience shows that a balanced programme of training activities can 
rapidly raise a country's autonomy in health economics and financing. A small number of 
low- and middle-income countries now have nuclei of skills and experience, inside and 
outside ministries of health, in health economics and financing. In addition to 
contributing to the domestic debate on health sector reform, these skills are also being 
used on a regional and intercountry basis. In collaboration with other agencies, WHO 
must develop a leadership role in health economics to accelerate countries' capacity to 
develop, assess, and implement different options for health development. 

V. FUTURE PERSPECTIVES 

46. The concepts and practice of health economics will play a major role in the wider 
picture of WHO's intensified collaboration with countries in greatest need, in which 
emphasis is placed on better integration and coordination of all WHO programmes at 
country level. An essential component of this initiative, described in the 
Director-General's other report under this same agenda item (document EB85/19), is to 
assist in developing national capacities to take the economic aspects of health into 
account when choosing among alternative health policy options. 

47. Priority concerns, in conjunction with the activities discussed in the preceding 
sections, may be more specifically grouped as follows : 

48. Under policy analysis. they would include : 

(1) further studies of country-specific experiences in financial restructuring, and 
their implications for the efficiency and equity of primary health care - these, and 
other studies in progress will constitute the case material for the study group to 
be held during the 1990-1991 biennium; 



the development of regular familiarization opportunities in health economics 
WHO staff at all levels. 

a consultation on experiences of implementing primary health care, focusing on 
current economic context in countries, to be held in Geneva during 1990； and 

In the words of the medium-term programme of work of the programme on organization of 
health systems based on primary health care, beyond 1991 WHO envisages support to 
"strengthen national capacity in developing methods and skills in resource allocation, 
budgeting and accounting procedures, particularly at regional and district level, through 
seminars, workshops and training courses". WHO'S enhanced role in training activities in 
health economics, in initiation and coordination, will gradually give the Organization a 
more prominent profile. A special global effort will be directed to ensuring that the 
poorest countries have a nucleus of national skills in the analysis of choices for health 
care. 

(6) closer coordination within WHO among programmes supporting studies and training 
with a financing, cost or cost-effectiveness focus. 

For the period beyond 1991 WHO will develop its capability to support countries in 
assessing the economic implications of health policy options by publishing comparative 
country experiences in such areas as community financing, health insurance, and health 
sector resource allocation procedures. 

49. Under training, the concerns would include: 

(1) continued support for the regular provision of training in methods of economic 
appraisal for technical staff from health and related ministries； existing courses 
will be maintained, with appropriate modification in the light of evaluations, and 
support will be mobilized for the regular holding of similar short courses in other 
WHO regions； 

(2) adaptation, promotion, translation and issue of simple, tested procedures for 
analysing the costs and performance of primary health care programmes, including the 
preparation of computer-based self-teaching materials, and the dissemination of case 
material based on these approaches； 

(3) initiation of short-course training for professional economists in health 
economics, together with basic elements of epidemiology and health policy; 

(This entails preparation of materials, identification of relevant assignments in 
conjunction with ministries of health, and the identification of suitable 
institutional base, facilitators and participants. Such training will be linked 
with pre-identified local assignments and will be designed to tap existing sources 
of expertise which have not hitherto been concerned with the health sector. 
Preliminary discussions have already been held with potential со-sponsoring agencies 
for such training.) 

(4) continued support for development of locally-appropriate improved financial 
management at district level； and 

(2) support for changes in financial management at district level in one or two 
countries where there are districts collaborating in the district health systems 
initiative, and for the regional or national adoption of complementary practices； 

(3) a joint PAHO/WHO workshop on drugs financing, to be held in early 1990 in 
Colombia; 

(4) support to the fullest extent possible in response to ad hoc requests from 
regions and countries for specific analysis and policy briefing on economic and 
financing issues other than the above； 
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50. In the field of information support the concerns would be inter alia: 

(1) support for regular exchanges of information among resource institutions and 
individuals within and among WHO regions (variants of the African health economics 
network news-sheet will be considered as possible vehicles)； 

(2) initiative to make regular exchanges of information on current activities among 
major multilateral and bilateral agencies with active interests in health economics 
and financing matters (an initial interagency meeting will be held in Geneva during 
the 1990-1991 biennium)； 

(3) continued publication of results of studies in international and local 
journals； and 

(4) maintenance and development of bibliographic information service on health 
economics and financing, with special emphasis on less developed country material. 

VI. STRENGTHENING WHO'S CAPACITY TO INCREASE ITS SUPPORT 

51. WHO'S own resources for the provision of technical support in the area of financial 
and economic rationalization, though growing, remain limited. However, increasing 
amounts of bilateral support are being mobilized for activities under WHO leadership in 
health economics and financing and the absorptive capacity of the Organization has 
effectively been reached at global level. Additional posts are being established with 
extrabudgetary support, to strengthen support to countries and to WHO programmes in 
health economics on the above lines. These will allow a perceptible increase in support 
to countries during 1990-1991. 

52. A global framework for action in health economics already exists, and regional 
agendas and strategies have now been developed in two WHO regions. For the medium term, 
to 1996, intensified specialist support at regional level in WHO's six regions and 
harmonization arid exchange among regions are becoming increasingly urgent. 

53. An informal consultation held in Geneva in October 1989 to identify the best mix of 
economic support activities at global, regional and country levels, recommended the 
addition of skills in macroeconomics at global level, increasing capacity in health 
economics (both in macro and micro analysis), and strengthening regional capacity. 
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