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1. INTRODUCTION 

Selected economic indicators in some countries of the South-East 
Asia Region (five countries are classified as Least Developed Countries) 
show a picture of low GNP per capita, a sluggish rate of growth, and middle 
to high rates of population growth. 

Several countries of the Region have had to make adjustments in 
their social sector allocations in response to their economic constraints 
and mounting external debt. The curb on public expenditure in general and 
the rising cost due to inflation and local currency devaluation have 
resulted, in many cases, in the reduction of public expenditure on health. 
The percentage of national budget spenr on health has remained stagnant or, 
in some cases, declined. The overall adjustment policies and austerity, 
increase in unemployment and fall in the quality of life has adversely 
affected the health status of sections of the population i.e., the poor 
unemployed, children and mothers and subsistence farming households. The 
prospects of flow of external resources have not improved either. The above 
situation calls for stronger advocacy by the Minister of Health at the 
cabinet level, at the level of the general public, as well as with the 
external aid agencies. There is a need for corresponding advocacy for 
health in the international community represented by the United Nations and 
other agencies. 

All countries have established processes of formulating medium-term 
national health plans as part of their overall socio-economic development 
plans. All countries have established their health-for-all strategies in 
response to World Health Assembly resolutions. Most of them have also 
elaborated HFA plans of action. The most recent evaluation and monitoring 
of national HFA strategies in 1985 and 1988 respectively indicate that 
though progress has been achieved, serious obstacles remain. One obstacle 
that is causing serious concern is the lack of resources for implementing 
the HFA strategies. This has particularly affected the full operational 
capacity and maintenance of the health infrastructure, especially at the 
primary and first referral levels. 

While national health plans make reference to policies, strategies 
and programmes, and indicate the scale of investments in physical and 
manpower infrastructure, they often do not consider adequately the 
implications of these desired investments on recurrent expenditures and the 
sources of financing these. Long-term or perspective plans have not always 
been accompanied by financial master plans which are an essential 
requirement if aspirational plans are to be realistic and their financial 
implications appreciated and provided for. 

The gap between the resources needed to fully realize the plan and 
resources actually available has widened. As a logical consequence, two 
issues have emerged: (1) how to make better, more efficient and effective 
use of the existing resources, and ( 2 )  how to mobilize additional resources 
to finance health care costs. Unless these two issues are addressed with 
the help of needed information, policy-makers cannot make basic broad 
decisions to rationalize mobilization and use of health resources. Economic 
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analyses are suggested as an important method of generating some of the 
needed information and help arrive at alternatives that suit the preferred 
policy. 

2. PATTERNS OF FINANCING HEALTH CARE 

Six major categories of financing health care can be considered, 
namely, direct government financing, health insurance, community financing, 
user charges, nongovernmental organizations and external cooperation, and 
private sector financing. 

(1) Direct government financing of health services is the most 
widespread approach in developing countries. Health activities are financed 
from allocations made from the general government revenues or specific 
taxes designated for this purpose. Usually, the revenue obtained from 
various sources is put together and therefore the source of finance for a 
particular programme cannot be identified. In some cases, however, the 
government devotes a particular tax for health purposes which then may make 
it possible to estimate this source of finance for a period in advance. 
Some governments allocate for health taxes from alcohol, tobacco, gambling, 
lotteries etc. These dedicated taxes should be evaluated both from the 
point of view of their contribution on financing primary health care and 
also as a part of overall economy and administrative costs. In general, it 
can be assumed that this type of financing proves to be inadequate in many 
countries. 

In many countries, certain health services are financed by 
departments other than the Ministry of Health. The Ministry of Public 
Works, for example, may be responsible for the construction and maintenance 
of buildings for health services. The Ministry of Agriculture may provide 
subsidies to basic foods, and the Ministry of Defence may provide health 
services for members of the armed forces. Similarly, the Ministry of 
Education may provide services for school children and may be responsible 
for the training of health personnel. Health services for school children 
usually include immunizations, health screening programmes, dental and eye 
examinations and dispensing of drugs. Other ministries involved may include 
the Ministry of Social Welfare which may provide medical care for residents 
of social welfare institutions, and the ministry responsible for community 
development may ensure certain types of health education and other health 
promotional activities. 

In some cases, local governments provide funds for such components 
as salaries of local health employees, maintenance of health centres and 
health posts, water and sanitation etc. The health budget of local 
authorities may come directly from the Ministry of Finance or may be in the 
form of grant from the budget of the Ministry of Health. Also, local 
authorities may collect a certain charge from patients for using health 
services. 

The central government may also indirectly participate in financing 
health care through other private or semi-private organizations such as 
nongovernmental organizations or cooperatives. In some countries, e.g., in 
Mongolia, trade unions finance part of health services, both for building 
hospitals and polyclinics and for paying the recurrent expenditure of 
health institutions (Zuunai s., 1989). 
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(2) Health insurance is based on the collection of funds from 
potential users of health care facilities in order to pay providers for 
services or to reimburse users for payments made to providers. Compulsory 
health insurance is financed by contributions from employers and employees 
as a percentage of their salary and may also cover their dependants. In 
some countries, health insurance schemes have developed separate health 
service facilities which often lead to wasteful and inefficient use of 
resources. Voluntary health insurance may be organized by profit or 
non-profit agencies. It usually contains mechanisms protecting against 
overuse of health services such as requiring the patient to pay a small 
share of the cost of treatment.l 

(3) Community financing consists of community support in providing 
financial, material or other resources for the establishment or improvement 
of health or sanitation infrastructure or for direct payment of health care 
services. There are many types of community financing schemes. Some 
communities establish a fund into which villagers pay regular 
contributions. The fund covers the fees which would have been charged to 
the users. Community pharmacies collect funds which are used to maintain a 
stock of essential drugs. Other input from beneficiaries include labour, 
construction material and cash. The problems encountered are mostly those 
of collecting contributions necessary to cover recurrent costs of the 
programme. 

( 4 )  User charges are an option of financing health care which can 
encourage both providers and consumers to be cost-conscious and can control 
the use of health services. Also, charging for services may release the 
money which may be used for the development of new services. However, the 
largest reduction in the use of health services occurs among the poorest 
groups of the population. A system should therefore be introduced to 
effectively exempt the poor from excessive user charges. 

(5) Nongovernmental organizations and external cooperation may be 
instrumental in mobilizing material and financial resources and in the 
development of human resources for health care. A survey, conducted in 
1985, enumerated some 130 nongovernmental organizations which are in 
official relations with the World Health Organization (WHO, 1985). 

External cooperation in health care financing is estimated to 
contribute globally about 3-3.5 billion dollars a year for health financing 
(WHO, 1988b).   here is therefore a need to develop and follow comprehensive 
strategies covering the whole health sector which would coordinate the 
sometimes conflicting aims of the various donors. 

1~0th compulsory and private insurance schemes exist in Indonesia. It is 
estimated that about 22 million people (13 per cent of the population of 
the country) are covered by compulsory insurance. The following categories 
of government employees (retirees and dependants are also eligible) are 
included: civil servants, armed forces and police personnel, employees of 
state-owned enterprises, beneficiaries of a social insurance programme 
operated by the Ministry of Manpower. The number of persons insured under 
private health insurance is relatively small and is estimated to be about 
100 000. 
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(6) Private sector financing. A vast existing and potential resource 
for financing health services is the private sector (Andreano and 
Helminiak, 1987). It may be important in expanding health care services, in 
reallocating publicly provided funds and services and in improving the 
efficiency of the public sector. The contribution of the private sector may 
chiefly be in two areas, namely, how and where health services are 
delivered and how they are financed. The share of the private sector in 
health care delivery in some of the South-East Asian countries is 
considerable (see Table 1). 

TABLE 1. Private sector health expenditure in some 
countries of SEA Region 

Country Year Private health expenditure 
as percentage of total 
health expenditure 

Bangladesh 1976 
India 1981 
Indonesia ... 
Sri Lanka ... 
Thailand ... 

Source: de Ferranti, D.M. (1984) 

It has been emphasized that the objectives of using the private 
sector more extensively may be summarized as follows: (a) to use the 
private sector where at present public resources are used. This will enable 
reallocation of public funds to areas of greater priority, e.g., public 
health, preventive care, etc.; (b) to increase the efficiency of the public 
sector by introducing competitiveness with resulting greater consumer 
satisfaction with the system, and (c) to expand the total health resources 
of the country by permitting the growth of alternative and complementary 
health delivery systems (Andreano and Helminiak, 1987). 

3. PLANNING AND MANAGEMENT OF HEALTH FINANCING 

Financial planning should be an integral part of the managerial 
process for national health development. In the preparation of a financial 
master plan, the first step would be to describe the current use of human, 
financial and material resources at the peripheral, intermediate and 
central levels, in rural and urban areas and in specific population groups. 
It is sometimes difficult to estimate the cost of various health programmes 
because support costs nay be entered in different budget categories. The 
traditional structure of the budget of most ministries of health cannot 
easily be used for policy, planning and management purposes since it 
normally contains only such categories as personnel, supplies, 
transportation and training. Also, how the amount was actually spent can be 
determined only after the financial year is over. 
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There is very little joint planning or coordination between the 
various financial sectors which contribute to national health development, 
such as ministries of health, government or private health insurance 
agencies, employers, nongovernmental organizations and external donors. It 
is therefore essential to strengthen information resource and coordination 
between these bodies and bring them into the planning process. 

In order to increase the efficiency and effectiveness of health care 
it is necessary to improve financial management of the health sector, 
including programme budgeting. For this purpose, concrete programme 
objectives must be specified, followed by detailed plans to achieve these 
objectives and detailed costs of these plans. An improved financial 
accounting system would permit managers to determine the actual and 
comparative cost of a health activity or meeting a health objective. Thus, 
the planning process is an essential tool in assuring a more equitable 
allocation, distribution and utilization of health resources. 

4. OPTIONS FOR FINANCIAL SUPPORT TO HFA STRATEGIES 

4.1 Better Use of Available Resources 

All countries are concerned with using available health resources 
more effectively and efficiently. It has been estimated that in some 
instances up to a half of health resources may be wasted in some countries 
because of poor management or inappropriate technologies. Irregular 
provision of drugs undermines the functions of services and discourages the 
use of peripheral health facilities. Better utilization of resources 
requires improved accountability, increased efficiency in the allocation 
and utilization of resources and effective cost-containment measures. 

There are several ways to enhance efficiency in the use of 
resources. In the case of human resources, the main objective is to make 
rational use of health personnel consistent with the functions at each 
level of the health system. Further, appropriate training and supervision 
will ensure acceptable quality and performance of health services. The 
strengthening of management support services would be crucial to ensure and 
sustain efficient delivery of health services. 

It seems that one way of enhancing better use of resources is to 
incorporate health economics in the management process (Abel-Smith, 1986b). 
It is necessary for this purpose to ensure that managers are provided with 
an information system which is instrumental in examining how health 
resources have been used in the past and how they can be better used in the 
future. Further, by decentralizing the system health managers should be 
given greater authority so that they can use the available financial 
resources more efficiently. Finally, health managers should be trained in 
financial management and in the use of the financial information system so 
that they can demonstrate possible savings of resources by introducing 
greater efficiency. 

4.2 Securing Additional Resources 

There are many options which can be considered and recommended for 
implementation after careful scrutiny and after feasibility studies have 
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been conducted in particular countries. These options could be divided into 
two major groups. The first group would consist of measures leading to 
mobilization of national resources by intensifying intersectoral approach 
for solving health problems. It has been widely recognized that several 
primary health care services are provided jointly with services for which 
other sectors are responsible, such as information and education, water and 
sanitation, food and nutrition, etc. Prime examples of such an approach in 
our region include, "Dana Sehat" in Indonesia, and a revolving drug fund in 
Nepal. In Thailand, for example, the strategy for action includes, inter - 
alia, securing additional sources of finance by further extending the Rural - 
Health Card System of voluntary health in rural areas and adapting it to 
the urban set-up (Abel-Smith, 1986a). 

Additional resources could be sought from foreign aid. It is, 
however, considered that this source is generally of limited importance 
(Mills and Gilson, 1988). One estimate of the additional resources needed 
to be transferred from developed to developing countries was about 
5 billion US dollars a~ually (WHO, 1981). 

In South-East Asia, the record of official development assistance to 
the least developed countries of the Region is low and presents a n  
uncertain trend. The aid to Bangladesh, the largest aid recipient in the 
Region, remains stagnant. For the two other large recipients, ~urma* and 
Nepal, a discernibly rising although unsteady trend can be observed 
(Table 2). 

TABLE 2. Development assistance to the least developed 
countries of SEA Region, 1980-1986 

(In million US$) 

Country 1980 1981 1982 1983 1984 1985 1986 

Bangladesh 1 212 1 048 1 220 970 1 187 1 142 1 373 
Bhutan 8 10 11 13 18 21 32 
Burma 309 283 319 302 275 356 416 
Maldives 6 7 4 7 6 11 16 
Nepal 157 172 201 202 199 238 296 

Total 1 692 1 520 1 755 1 494 1 685 1 768 2 133 

Source: Economic and Social Survey of Asia and the Pacific, 1987 

The latest available information for seven countries of the Region 
on the extent and mix of external cooperation is presented in Table 3. It 
can be noticed that in some countries bilateral assistance in the health 
field is sizable and even exceeds that of multilateral agencies. In India, 
for example, bilateral assistance amounts to 67 per cent of the total 
external technical assistance. Similarly, the role of nongovernmental 
organizations in the financing of health care varies from country to 
country and may constitute as much as 17 per cent (in Indonesia) of the 
total external technical assistance. 

*Burma is now known as Myanmar 
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TABLE 3. Technical aasistance to countries of 
SEA Region, by type of donors 

(In thousand US$) 

Country Multi- Bilateral NGO Total 
lateral 

Bhutan 3 050 243 139 3 432 
Burma 8 379 5 031 ... 13 410 
India 26 947 56 655 1 389 84 991 
Indonesia 13 249 25 964 7 853 47 066 
Nepal 3 609 5 071 2 354 11 034 
Sri Lanka 6 067 7 901 ... 13 968 
Thailand 4 696 3 115 715 8 526 

Source: UNDP, 1988 

Multilateral cooperation may play an important role in promoting 
health goals. In the Region, there are several multilateral agencies from 
the United Nations family which are active in this field. Table 4 gives 
some details on the extent of assistance given by major UN agencies. 

TABLE 4. Technical assistance provided by UN agencies 
to countries of SEA Region 

(In thousand US$) 

Country WHO UNICEF UNDP IAEA Total 
multilateral 

Bhutan 1 167 1 683 200 . . . 3 050 
Burma 1 995 5 472 912 . . . 8 379 
India 5 751 20 957 1 a . . . 26 947 
Indonesia 4 432 7 674 1 131 12 13 249 
Nepal 3 028 ... 464 ... 3 609 
Sri Lanka 1 820 3 191 643 156 6 067 
Thailand 2 376 1 843 123 131 4 696 

aProject started in 1987 

Source: UNDP, 1988 - 
In many countries, nongovernmental organizations are making significant 

contributions to the development of human resources in health care as well 
as mobilizing critical financial and material resources. It must, however, 
be recognized that NGO - supported or - organized efforts should be in line 
with the provisions formulated in "Some guiding principles relating to 
input of NGOs in Primary Health Care Programmes" (Medicus Mundi, 1986). 
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First, the external allocation of resources should be in line with the 
country's potential for financing the continuation of such programmes, 
including the requirements for their maintenance, and, second, equipment 
and supplies should be appropriate to the situation. Needless to say, it is 
essential that the local community should be fully involved in the 
preparation and execution of such projects. Other principles underline the 
need for NGO-supported and organized health care to be an integral part of 
the total health care system of the country, for coordination of their 
activities with the government health plan and the national health care 
strategy and for appropriate and harmonious development of training and 
research. 

Bilateral collaboration amounts to a substantial share of external 
resources. The countries of the South-East Asia Region receive aid from a 
number of major donors. Table 5 shows details of contributions made by some 
countries in 1987. 

TABLE 5. Technical assistance provided by some bilateral donor 
countries, to countries of SEA Region in 1987 

(In thousand US$) 

Country Canada Federal Japan Nether- Switzer- UK USA 
Republic lands land 
of Germany 

Bhutan ... ... 
Burma ... ... 
India 17 280 ... 
Indonesia ... ... 
Nepal ... 1 080 
Sri Lanka 1 732 ... 
Thailand ... 52 

Source: UNDP, 1988 

4.3 Alternative Financing 

(1) Community financing 

Community financing seems to be one of the most promising methods of 
alternative financing of health care. The arguments for encouraging 
community-financing of health care (Abel-Smith and Dua, 1988) can be 
summarized as follows. First, in many developing countries, people spend 
considerable amount of money on purchasing health care from modern or 
traditional providers in the private sector. Thus community-financing 
merely amounts to redirecting this expenditure and not placing any 
additional burden on the people. It is also possible to acquire for the 
health sector other resources like contributions in kind, labour and land 
which would not have otherwise been used for this purpose. Secondly, 
community financing may increase utilization of health services because of 
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the involvement of the community. It can also be more probable that the 
services rendered are more acceptable to the people and may be more easily 
regarded by them as a priority. Thirdly, community-financing can complement 
existing social security schemes in covering self-employed persons, 
particularly in rural areas. 

There are also, however, arguments against this approach which claim 
that community-financing does not promote equity in health care and places 
the burden on the poor and the sick. Also, community-financing tends to 
favour the creation of those health faqilities which are locally in high 
demand but do not necessarily reflect professionally-perceived needs. 
Finally, external support is frequently needed to mobilize and sustain 
community efforts and those resources which can be generated but cannot 
always be easily used to satisfy health needs. 

Several examples of community-financing schemes can be found in the 
Region. The Revolving Drug Fund started in Thailand in 1978; by 1985 it had 
expanded to one-third of all the villages. Under this scheme, the 
Government ensures an initial supply of drugs, and the Ministry of Public 
Health assists in accounting, inventory control and management and pays for 
the transport of drugs. The villagers themselves actively collaborate in 
establishing the scheme and select a volunteer who is involved in running 
the scheme. 

Another example from Thailand is the Health Card Scheme which 
entitles the participants to use free and promptly government health 
services for a limited number of contacts per year. The scheme encourages 
the utilization of preventive services. It also makes people use the 
facilities of health centres first rather than go directly to the district 
or provincial hospitals. The unnecessary use of facilities is discouraged 
by substantial discounts given for renewal of cards to people who did not 
use the services during the previous year. 

(2) Health insurance 

Some countries consider introducing and/or developing various types 
of health insurance. Abel-Smith (1983) discusses the advantages and 
disadvantages of extending health insurance outside the public sector. The 
arguments for such extension are as follows: 

(a) It enables covered employed persons to use services 
without payment at the time of using the services. 

(b) It brings additional revenue for the health services. 

(c) It prevents further development of employers' schemes to 
provide health services for their employees which, 
uncontrolled, could obstruct the government's health 
priorities. 

The argument against extension are the following: 

(a) The Ministry of Finance might reduce its contribution to 
the health sector if the Ministry of Health obtains 
additional revenue. 
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(b) There will be continuous pressure to improve services 
for these groups of employees who make substantial 
contributions which may make it more difficult for the 
government to secure an equitable and balanced 
distribution of health resources over the whole country. 

(c) Doctors would be unwilling to stay in rural areas if 
they are paid extra for servicing those covered by 
insurance who are likely to live in urban centres. 

(d) The demand for increased services is likely to be 
mainly for curative services; it would thus be difficult 
to retain priority for promotive and preventive 
services. 

In Indonesia, the Government introduced, in 1985, a pilot health 
insurance scheme which is now being periodically evaluated and improved. 

It was recognized that any national health insurance scheme should 
adhere to the following criteria (Abel-Smith, 1986a): 

(a) It should provide good value for the money while being 
cheap enough to cover also dependents. 

(b) It should contain incentives to prevent cost escalation. 

(c) It should avoid creating a large gap between the 
services provided by insurance and by the government. 

(dl It should be sufficiently convenient to users and 
acceptable to both employers and employees so that 
contributions to be paid are felt to be justifiable. 

(3)  User charges 

In many developing countries, governments apply user charges as a 
measure to discourage unjustified over-utilization of health services. Such 
charges do not sometimes exceed 15 per cent of the real cost incurred 
(Medicus Mundi, 1985). User charges are also extensively applied by 
nongovernmental organizations and church or charity-operated health 
institutions. A critical and complex issue involved is setting prices for 
services which should be different for curative and preventive types and 
should take into account that costs may be financially unaffordable for a 
patient or his family. 

An interesting result of a change in out-of-pocket payment for using 
government and mission-owned health facilities was reported in Swaziland 
(Yoder and Herman, 1986). This change resulted in a sizable increase in 
user fees for government services and virtually unchanged fees for mission 
facilities. As a result, it was found that attendance at government 
facilities declined and slightly raised in mission facilities. An overall 
decline for both government and mission facilities combined was also 
observed. 
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(4) Private sector 

It can be assumed that private financing and delivery systems lead 
to a greater degree of efficiency. At the same time, it may be distinctly 
less equitable. Thus, it would be the role of the public sector to 
undertake appropriate measures leading to more equitable distribution of 
resources, particularly towards the vulnerable and less privileged groups 
of the population. This task may prove difficult since in many countries 
information about the private sector is incomplete or inaccurate. 

There is, understandably, in the countries of South-East Asia, a 
variety of different patterns of financing health care. In Indonesia, for 
example, the total expenditure for health (Brotowasisto et al., 1988) from 
all sources amounted in 1985/86 to 2 539.8 b i l l i r ~ u ~ i a h  which 
corresponded to Rp. 15 384 per capita per annum. These funds for health 
come from both public sources, including state-owned enterprises (43 per 
cent) and private sources (57 per cent). The public sources include 
central, provincial and district government, government pharmaceutical 
production, sectors other than health (defence , education) and external 
loans and grants. Most of the private sources of funds for health care come 
from household expenditure, and a small proportion in the form of provision 
of services by employers and insurance (Table 6). 

TABLE 6. Health expenditure in Indonesia, by source of fund, 1985186 
(In billion Rupiah) 

Source of fund Rupiah Percentage 

Public 

Central government 341.3 13.4 
Provincial government 152.5 6.0 
District government 110.1 4.3 
Government pharmaceutical 150.2 5.9 
Non-Ministry of Health 46.9 1.9 
Direct provision by state 
enterprises 153.8 6.1 

Insurance by state enterprises 99.2 3.9 

Sub-total 1 095.0 43.1 

Private 

Household expenditure 1 266.3 
Direct provision by employers 157.8 
Insurance 20.7 

Sub-total 1 444.8 56.9 

Total 2 539.8 100.0 

Source: Brotowasisto u., 1988. 
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5. WHO CO.UABQBATION 

There has been, in recent years, in many countries of the South-East 
Asia Region, a growing awareness of the need to apply the basic economic 
principles to health planning and management. Decision-makers increasingly 
ask health economists to examine such vital questions as methods of 
financing health services and effectiveness and efficiency of health care 
activities. Thus it is assumed that more rational choices can be made in 
allocating and reallocating scarce human and material resources (Zollner, 
1985). The World Health Organization actively promoted these efforts. The 
first interregional seminar on health economics was organized in Geneva in 
1973. In the South-East Asia Region, there have since then been a number of 
significant developments in this field. In 1979, the WHO Regional Office 
convened a meeting on the financing of primary health care programmes in 
Asia. Its primary purpose was to consider alternative ways in which health 
costs would be estimated and projected (WHO, 1979). 

A significant milestone was the Intercountry Seminar on Financial 
Planning for Health for All by the Year 2000, held in New Delhi in 1983 
(WHO, 1984). This seminar gave an opportunity to exchange information and 
ideas on health finance, cost and its analysis. It called for health 
services research to be directed to health care financing. It was 
emphasized that such research is an essential input in understanding better 
and dealing more efficiently with the problems encountered in policy 
formulation and implementation. It identified the following topics for 
further investigation: (1) Resources and financial requirements for 
HFAf2000; (2) Intersectoral and intrasectoral financial studies; 
(3) Studies to develop methods of linking health planning, manpower 
planning and financial planning activities; (4) Mechanisms of existing 
resource allocation patterns, especially equity considerations; 
( 5 )  Community participation and methods of community financing; 
(6) Self-f inancing and cost-recovery systems; (7) Merits of extending the 
coverage of existing health insurance schemes; (8) Determining the 
oversupply or under-provision of existing services, and (9) Efficiency and 
cost-effectiveness of present and projected health activities. 

Two years ago, in May 1987, the World Health Assembly, recognizing 
the importance and need to intensify action to increase economic support 
for national strategies for Health for All, adopted a relevant resolution 
(WHA40.30). The resolution emphasized that the "prevailing adverse trends 
in the world economy, aggravated in the developing countries by the 
formidable burden of servicing debts and the deterioration of the balance 
of trade, jeopardize the possibilities of many countries to reach the goal 
of Health for All by the Year 2000" (WHO, 1988a). The resolution also urged 
Member States, inter alia, to review their current patterns of resource 
allocation in the health sector and reorient their spending priorities and 
to strengthen their capacities in financial planning and management at all 
levels, particularly at the district level. 

This resolution was adopted after the Assembly held technical 
discussions on economic support for national health-for-all strategies 
which were summarized in a WHO document under the same title (WHO, 1988a). 
The technical discussion recommended, among other things, that "governments 
should estimate realistically the cost of their health-for-all plans, 
explore all possible new sources of finance, evaluate existing revenue- 
raising measures and explore and try new financing mechanisms, strengthening 
the capacity of local bodies to mobilize, channel and allocate resources". 
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The World Health Organization subsequently published (in 1989) a 
document "Health Economics - A Programme for Action" which contains 
proposals for WHO actions to "improve the quality of economic decision- 
making in the health sector with the dual objective of both improving 
management and increasing the effective resources available for health" 
(WHO, 1988b). The programmes for action crystallize in seven areas: 
(a) policy analysis in relation to financing mechanisms; (b) policy 
analysis in relation to efficiency and equity of existing resource 
allocation patterns and practices; (c) familiarization courses in health 
economics for policy-level personnel from health, finance and planning 
ministries together; (dl training courses in programme cost analysis for 
managers with implementation responsibilities; (el training in improved 
financial management at the district level for district management teams; 
(f) professional experience courses in health economics for trained 
economists, and (g) information support for regional networks of health 
economists. 

In February 1989, an intercountry workshop on using economic 
concepts for health services development was organized in Yogyakarta, 
Indonesia. It dealt with three major areas, namely, health and development, 
determinants of health, and health and economy. Several specific issues 
were also addressed, such as planning for efficient use of resources, 
financing the health sector, user charges, health insurance and 
implications for social policies. This workshop will be followed by a 
series of WHO collaborative activities in various countries of the Region, 
for example, Mongolia, Burma, Indonesia, and by a regional workshop which 
will aim at developing certain pertinent issues identified at Yogyakarta. 

6. POINTS FOR CONSIDERATION 

In view of the above considerations and with reference to a recent 
report of the Director-General to the Executive Board (WHO, 1988d), the 
discussion during the Forty-second World Health Assembly and resolution 
WHA42.4 (WHO, 1989) on strengthening support to countries in rationalizing 
the financing of health care services, the following ways of collaboration 
between the Member States and the Organization may be considered: 

(1) l'he building up of capacity in countries for the analysis of 
current health policies, review of options and decisions for resource 
allocation and search for new mechanisms for the mobilization of resources. 

(2) Joint training in health economics and health programme cost 
analysis for managers and policy-makers from ministries of health, finance 
and planning. 

(3) Development of adequate accounting and budgeting systems and 
resource management information systems, especially for district personnel. 

(4) Increasing the capacity of countries to prepare high-quality 
programme and project proposals of reasonable and sustainable cost and 
increasing the local managerial capacity to absorb funds provided from 
external donor agencies. 
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