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NATIONAL HEALTH PLANNING 

I. THE SCOPE OP THE STUDY 

A. Background of study 

The background of the organizational study for 1956 is almost a capsule-history 

of the work of the World Health Organization. Throughout the existence of WHO it 

has been stressed again and again that the Organization is not a "higher power" and 

that the efficacy of its assistance is directly proportionate to the wisdom with which 

governments analyse and move to strengthen their health services. This is the 

fundamental principle that has motivated the many statements and resolutions urging 

governments,to study their health needs and prepare long-tewn plans for health 

improvement. It was the principle behind the formal action of the Fourth World Health 

Assembly when, in May 1951, it adopted resolution WHA4.27. 

"REQUESTS that in the future special attention should be given by the 
Executive Board and the Director-General to the importance of assisting Member 
States, particularly under-developed States, to draw up short- and long-term 
programmes for their respective territories, in order to promote the orderly 
development of public health measures and to utilize to the best advantage, 
along with the national resources, the help that may become available from timo 
to time from WHO and other resources". 

At its fifteenth session the Executive Board selected "Programme Planning" as 
2 

the subject of organizational study during 1955• The Board reviewed many aspects 

of the problem and it was finally decided that the study of programme planning should 

give special attention to the integration of preventive and curative medicine as a 

vital development in public health. Also discussed was the proposal from the Government 

of Sweden that Ш0 should give special attention to the role of the hospital in public 

health programmes. The Board took the position that the latter subject was a logical 

part of programme planning, with special reference to the integration of preventive 3 
and curative medicine• 

1

 Handbook of Resolutions and Decisions, 3rd ed., 62 
2

 ЕВ15Л, p. 5 
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Following the approval of the proposed study by the Eighth World Health'Assembly, 5 
a provisional outline was reviewed by the Executive Board at its sixteenth session. 

The hope was expressed that the Director-General would submit his preliminary report 

to the Members of the Board sufficiently prior to the seventeenth session to peirait 

careful reviews and comments. It was felt that "a report subnitted by the Board 

should really be produced by the Board, which was a grôup of experienced public health 

administrators capable of making a real contribution to the organization of the work 
•• 6 

of WHO . At the same time there was some expression of concern over the scope of 

the study and the time allotted to its completion. In effect, the approved outline of 

study, while focused on long-term national health planning, embraced the two sub-topics 

the integration of preventive and curative medicine and the role of the hospital, e t c” 

as studies in themselves. 

The provisional report, in English, was mailed to the Members of the Board on 

1 November; the French translation, on 7 November. The Director-General requested 

that written comments be submitted within a month and it was hoped that the comments 

would serve as a basis for revisions prior to the seventeenth session of the Board. 

For various reasons it was decided to postpone any revisions until the report was 

more fully discussed at the seventeenth session in January 1955. 

The review of the provisional report - its form, its content, its complexities -

was lengthy and intensive• The Members of the Board, sitting as a working party, 

discussed the subject matter on the basis of their experience and, in a number of 

instances, the problems that existed in their own countries. 

In accordance with the discussions the Executive Board decided to recommend to 

the Ninth World Health Assembly that the organizational study of 1955, with certain 
7 

revisions, be continued through 1956. The 

within the general framework of the study, 

national health planning, it was agreed that 

revisions constitute a change of emphasis 

While the primary subject deals with 

neither of the previously-contained 

WHA8.42 
5

 EB16.7, 27 May 1955 

^ Minutes EB16 Item 4.4 of the agenda 
7

 EB17.R49 Rev.l, 1 February 1956 



sub-topiсs should be treated as a distinct study within a study. Thus, the 

integration of preventive and curative medicine and the role of the hospital in public 

health, in the 1956 study, became programmes to be considered with many others as 

objectives of national health planning. 

The Executive Board also directed that the study be expanded to cover another 

subject. ^As stated above, national health planning has been stressed by WHO for 

many years. The Board concluded that "the studies, role and progress of WHO intended 

to further national health planning should be presented as a part of the organizational 

study
11

.
9 

Finally, the Board requested that the Director-General present a progress report, 

covering the revisions as completely as possible, for the eighteenth session. 

B. Tl̂ e meaning of health planning 

Рог the purposes of this report, health planning is divisible into programme 

planning which, in turn, is divisible into the elements of project planning. As 

examples, a prójéct planned to train midwives is conceived as an element in a 
. . . . ‘
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maternal and сШЫ health programme and this programme, combined with all others^ 

forms the coherent whole which is the health aggregate. The health aggregate, 

therefore, embraces all programmes that bear directly on the improvement of the 

physical, mental and social well-being of people, 
i • 

The very use of the phrase "national health planning" arouses a wide range of 

responses. The responses are often conditioned by differing concepts of governmental 

responsibility and authority. Some interpret the phrase as a process intended to 

apply the principle in the Constitution of WHO that "governments have a responsibility 

for the health of their peoples which can be fulfilled only by the provision of 
10 

adequate health and social measures". This interpretation conceives government 

as the central force in planning and action. 

EBrj\R48 
9
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Рог others, the phrase creates a vision of a different type. It is a repelling 

image of central governmental authority, often dominant and overriding, that violates 

tradition and popular decision. They point to another principle in the Constitution 

and interpret it as curbing central governmental authority* This is the principle 

that "informed opinion and active co-operation on the part of the public are of the 

utmost importance in the improvement of the health of the p e o p l e " a n d the "public" 

is defined as including not only the general electorate but also the many professional 

and lay groups with an interest in and a concern for health. 

Still others regard national health planning as a rather loosely-structured 

undertaking• Government is conceived as having a variable, though strong, role; 

voluntary groups or individuals may also contribute to the process of planning and 

may participate in the actions taken to improve health. 

The above interpretations or attitudes relate primarily to the organization of 

health planning and, especially, to the role of central government. There are also 

extremely variable responses to the scope of health planning, i . e " to the range of 

subjects to be covered. At one extreme, the scope of planning is interpreted as 

including what has been described as the health aggregate, i,e. all of the components 

or programmes that contribute directly to health improvement. Prom this extreme, the 

interpretations become increasingly exclusive; planning embraces some programmes 

but others, for a variety of reasons, are excluded. Often the reason is that a 

particular progrararie is a "delicate subject
11

 and any attempt to plan is certain to 

arouse controversy. 

While the above responses and attitudes towards the organization and scope of 

health planning have been rather sharply-defined, the sharpness often disappears when 

actual, rather than hypothetical, situations are faced. Attitudes# or positions that 

appear rigid or unalterable become less so in the face of realities. For example, 

the concept of central government as the strong, dominant and sole authority to plan 

and act is refuted when the realisms of local health organization, administration and 

services are faced. It is here that the realities of popular participation and 

support obtrude and raust be given consideration. 

1 1

 Preamble
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 Constitution of WHO, 



At the same time the concept of planning and action as processes limited to 

state, province or local areas or to voluntary efforts undergoes a change. Certain 

health programmes emerge as exceptions to the rule of limited or^ prohibited governmental 

authority « forms of social insurance, hospital construction etc. - and in the face of 

the existing social and economic realities, the concept becomes mixed» Thus, in the 

one instance there is a curb on strong, central government; in the other there is an 

impelling motivation for the central government to act. 

The significance of the many interpretations of health planning is both obvious 

and crucial. Within the World Health Assembly and, only to a lesser extent, within 

the Executive Board there is to be found every shade of interpretation• Some are 

concerned with method; others, with scope; many, with both. Obviously, the wide 

variables of method and scope, as well as the variables of health problems, preclude 

the development of a single planning "formula" applicable in exactly the same way to 

all countries。 All that can be offered by WHO, in accprdance with its functions and 

its policy, is a broad framework for study and planning Within the framework the 

methods and the scope are the decisions of a country, in accordance with its own laws, 

its traditions and customs, its problems and needs. Concerning differences in the 

concept of health planning, the most applicable dictum is
 n

let reason and common sense 

prevail"• 

II. TOE ROLE OP WHO IN HEALTH PLANNING 

a 

There is the story of the man who asked? "What is prose?" and,then was surprised 

and gratified to learn that he had been speaking prose all his life. 

To the question: What does WHO contribute to national health planning?, the 

answer, gratifying but not surprising, is that virtually the total activities of 

the Organization contribute to such planning» It might be said, further> that only 

to the degree that WHO does influence and affect national heaV h planning is there the 

justification for its existence and its growth. 



The broad and inclusive functions of WHO, as described in the Constitution, 

consist of directives that the Organization shall "assist", "promote1*, wfoster", 

wprovide11, wdevelop", "standardize", etc. Each word is attached to a specified 

activity but the end of all the activities is simple and clear. As said, WHO is 

not a super-power; only when the Member States accept and act upon what is being 

promoted, assisted, standardized, etc, can WHO point to progress in achieving its major 

objective, a rising level of health for all peoples« 

The influence of WHO in national health planning may be classified as indirect 

and direct. Though the former only lends itself to a subjective analysis at this 

time it is probably the more weighty of the two. The direct influence is defined 

as the close participation of WHO and governments in national studies and in the 

preparation of national health plans. Examples of the two types of influence will 

be presented. 

There may be some disagreement as to váiether the Influence of WHO is properly 

classified as either direct or indirect for certain of the examples cited. At 

times the one influence blends with the other and any attempt at separation is a matter 

of arbitrary decision. However, when the choice of taking credit or giving credit, 

for progress presents itself, it is a safer course to err on the side of the latter. 

It is the interest in progress, rather than in credit, that predominates. 

A. The indirect role of WHO 

That fascinating phenomenon, the process of change, pervades the work of WHO. 

wNew ideas and new ways of doing things have not, obviously, spread immediately and 

in the smooth-fLowing waves from the specialists to the millions of persons over the 

world who can profit from their use. Instead, *** from the specialists who make 

(or concentrate) the discoveries, the new ideas move to 'the educated1, that is, to 

persons who have (up to a certain point) the same kind of schooling as the specialists# 

*** As the educated become aware of the findings of the specialsts, they usually really-

how much better off the new knowledge would^ make thousands of *** people, if only 

n 12 
ways could be found to get them to use it * * 关 • Change, therefore, becomes a 

Spicer, Edward H " Editors Human Problems in Technological Change; Russell 

Sage Foundation, New York, 1952; p, 14. 



process of bridging the gap between the specialists and the educated and, far more 

complex, bridging the gap between the educated, those with training in specific fields, 

and the thousands. 

The means and the methods of bridging the first gap are found throughout the work 

of WHO. Some are formal; others, informal. The process is at work in every World 

Health Assembly, every session of the Executive Board, every meeting of a Regional 

Committee, every technical discussion^ e^ery deliberation of an expert committee, 

every document issued and every visit of a staff member to a country - all these serve 

to present new findings, excite new ideas or new applications of old ones and otherwise 

influence national planning and national programmes• While it would be presumptuous 

to assign a direct cause-and-effect relationship between an idea offered, for example, 

at a Health Assembly and a later action in a country^ it is the existence of WHO 

that makes such a relationship possible. 

1. M^lnrla eradication 

Much of the work of WHO that influences programme planning is in the nature 

of a cimiulative force. Рог example, five years ago any plan to eradicate malaria 

in countries and over whole continents would have been interpreted as a vague 

hope with little substance
e
 But the cumulative force of demonstrations, field 

projects and research have transformed the vague hope into a more realizable 

objective. Where, formerly, a country might "plan
11

 malaria eradication as an 

academic exercise, today the planning is more purposeful. Why? 

If there is a precise turning point from the concept of malaria control to 

a world-wide acceptance of malaria eradication, that point was reached when the 
» 

Director-General submitted his comprehensive report and his proposal for 
1 3 

eradication to the Eighth World Health Assembly, The proposal did not arise 

de novo; it was preceded by years of cumulative effort and the effort, in turn, 

culminated in recommendations adopted at regional and inter-regional conferences. 

1 5

 WHA8.30 
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(a) Malaria Symposium Rome, 1955j 
(b) Malaria Conference, Western Pacific and South-East Asia regions, Pakistan; 
Ban-Icjk, 1953； 
(c) XIV Pan American Sanitary Conference, Santiago, Chile, 1954; 
(d) Malaria Conference for the Western Pacific and South-East Asia regions, 
Baguio, Philippines, 1954. 



The Eighth World Health Assembly requested governments nto intensify plans 

of nation-wide malaria control so that malaria eradication may be achieved11 and, 

further, authorized a policy for the Director-General to follow. The policy 

emphasizes the use of locally available resources as well as the aid that might 
15 

be requested from the United Nations Expanded Programme of Technical Assistance. 

Had the resolution stopped at this point it would have been only, another among 

many commendable expressions urging national planning and action. 

As a step to give practical application to planning, the Assembly established 

a Malaria Eradication Special Account and authorized the Director-General to 

obtain financial contributions from governmental and private sources• The 

Special Account may be used for research, supplies and equipment and such required 

services as cannot be made available by individual governments.^ Contributions 

have already been made to the special fund and, thus, the barriers to national 

programme planning are being reduced. The burden of planning remains with the 

governments but the motivations and incentives to plan and act have been 

strengthened by the actions and leadership of WHO, 

2, Education In preventive medicine 

Here, too, the principle of cumulative force exhibits itself. Almost since 

its inception WHO has stressed the importance of and the need for the integration 

of preventive and curative medicine in professional education and in practice. 

An example of the indirect influence of the Organization in programme planning, 

as it relates tp medical education, is seen in some notable progress during the 

past five years. Once again, there are the steps that bridge the gap between 

the specialists and Hthe educated"• In this case the specialists are those 

directly responsible for research and teaching in preventive medicine; the 

educated are those with the same general schooling who are responsible for 

research and teaching in other medical disciplines. 

1 5
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In 1952, under the sponsorship of WHO, a European Study Conference on 

Undergraduate Training in Hygiene, Preventive Medicine and Social Medicine 

was convened at Nancy, France, The conference "was attended by professors 

of hygiene, (public health and preventive and social medicine)
11

 from seventeen 

European countries
d
 "Selected discussion leaders introduced the topics of 

training content, methods and procedures in teaching and collaboration within 
17 

the medical faculty and between the medical faculty and other institutions". 

Specialists facing specialists considered the scope of preventive medicine 

and the contributions of the field to the training and the future practice of 

physiciansо However, the conclusions of the Conference stress vhe point that 
!i

Professors in other disciplines should be invited to undertake or to collaborate 

in teaching on other aspects of preventive and social medicine related to their 
l8 

special fields"
0
 The subject was emphasized again in the conclusion that 

"The Conference would be pleased if another conference could be convened at a 

later date
x
 at which professors of other disciplines might also be represented 

in order to proceed to a further exchange of opinion and a more detailed study of 

the curriculum of hygiene and preventive and social m e d i c i n e " . 场 

The same general!, ideas concerning the comprehensive nature of preventive 

medicine and the necessity that the field must pervade all medical teaching * 

were expressed at another conference held about a month prior to that at Nancy. 

This was the Conference on Preventive Medicine in Medical Schools held at 

Colorado Springs, USA, in November 1952• It was a large conference attended 

not only by professors of preventive medicine but also by the deans or their 

representatives from approximately; 80 medical schools in the USA and Canada, 

WHO was represented at the meeting. 

工7 European Region, The Work of WHO, 1952, p, 118 

EUR/viTPM/22j 20 May 1955, P. 2 
1 9

 ibid. p
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Three events that are attached to the continuing and expanding influence of 

WHO in this aspect of medical education took place in 1953. One was the , 

conference at Gc5teborg, Sweden, in which eighteen European countries participated. 

Although the conference was on the subject of Post-graduate Training in Hygiene, 

Preventive Medicine and Social Medicine, i . e” the training of full-time health 

officers, it devoted some attention to the manner in which undergraduate medical 

training affected the post-graduate curriculum. Further, the conference 

"agreed that a health officer would find his tasks much easier if he were 

supported in his community by a corps of physicians who practised preventive 
20 

and social medicine in every phase of their daily work"• 

t 
The second event in 1955 was the publication by WHO of the Second Report of 

the Expert Committee on Professional and ！technical Education of Medical and 
2l 

Auxiliary Personnel. The Committee presented the broad framework of preventive 

medicine and, among other subjects, made suggestions to strengthen the teaching 

of undergraduate medical students. It stated that the Department of Preventive 

and Social Medicine
 n

cannot, and obviously should not, undertake all those phases 

of specia"
:

JLzed clinical activity which are of a preventive nature. It must 

therefore collaborate with, and encourage, other departments in emphasizing the 22 
preventive aspects of their work

 # 

The third event was the preparation by WHO of a document on the subject of 

’ 23 一 

Preventive and Social Medicine in the Undergraduate Curriculum. The document 

included a review of the general content of training in preventive and social . 

medicine but, beyond this, it contributed some extremely valuable material to the 

whole subject of undergraduate education. Much had been said about the role 

European Study Conference on Post-graduate Training in Hygiene, Preventive 
Medicine and Social Medicine, Goteborg 6-10 July 1955; Revised Summary of Discussions, 
P. . 

21 

Wld Hlth Org, techn。Rep. Ser, 69, Second Report; June 1953• 
2 2
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 WHO/Educ/78; 14 August 1955. EÜR/PTPM/22; 12 August 1953 



of other medical disciplines in the teaching of preventive and social medicine; 

here, however5 there were presented examples of such teaching in many of the 

disciplines. What gave the examples enormous weight and value was the fact that 

the content and method of teaching were not suggested by a remote committee or 

described by an outside observer。 The formerly hazy and unidentified "professors 

of other disciplines^ acquired form, substance and identity. Real professors in 

specific disciplines presented their own philosophies and their own content and 

methods of teaching preventive and social medicine _ in internal medicine, 

obstetrics, paediatrics, surgery, etc。 etc
0 

The cumulative force of past events is seen in the preparations for and the 

development of the seminar on the teaching of preventive medieine held at Vina 

del Mar, Chile。 The preparations began in 1953 but certain difficulties blocked 

adequate preparations and the seminar was not held until September 1955c There 

is significance in the fact that the preparations were regarded as of equal, if 

not greater, importance than the seminar itself
0 

After preliminary discus, ions in 1953, a letter from PASB-WHO was sent to 

all of the medical schools in Latin America concerning the desirability of a 

Seminar on the Teaching of Preventive Medicine
e
 ” The schools were asked to 

express their views on the need of such a seminar, their interest in participating, 

the preferred date, etc. In addition, each school was asked to consider a list 

of proposed subjects for discussion and indicate which of these subjects, or others, 

were most important,, It was following this step that certain personnel and budgetary 

problems forced the postponement of^ the undertaking because more was involved than 

mere arrangements by correspondence
a 

Late in 195斗 PASB-WHO was able to obtain the services of two consultants for 

the seminar and in February 1955 the preliminary plans ware completed and a draft 

programme was prepared» The medical schools were divided into two groups, with 

38 in each groupj it was decided that the first group would meet in September 

at Vina del Mar and that each SchooX would be invited to send its dean and the 

professor of preventive medicine. Then the field work begaru 

Olla 
Communication from PASB"WHO; 15 November 1955. 



- 1 2 -

The function of the consultant was to visit as many of the medical schools 

as possible. Preliminary literature was mailed to all of the schools and in 

those cases where no visit could be made, the school was invited to send a 

representative to a central point to meet with the consultant» In addition, 

the Zone Representati.ves^ of PASB-WHO participated in the preparatory arrangements 

with the medical schools。 Each school received a series of questions and was 

invited to hold faculty meetings一and discuss the teaching of preventive medicine 

prior to the time of the seminar. Each school received the Annotated Bibliography 

prepared for the North American Conference at Colorado Springs (in English), 

the report of that Conference, a supplementary bibliography in Spanish, the 

Second Report of the Expert Committee on Professional Education and other 

background material
0 

The seminar at Vina, an intensive one-weelc session, included 58 delegates 

from 35 medical schools• The total participants numbered 73 and these were 

divided into four working groups of 18, with the Director of the Division of 

Professional Education and Training, PASB-WHO, acting as Secretary-General of 

the Seminar. A major topic> with a series of specific questions, was assigned 

to each group and the reports of the deliberations were presented before 

plenary sessions• 

The Viña seminar, which is to be followed by one in Mexico, in April 1956
f 

for the remaining medical schools in Latin America, demonstrates the value and 

the use of a background of knowledge and experience, combined with imagination, 

in planning, A large portion of the solid value was achieved before the 

seminar was held; the participating deans and professors of preventive medicine 
саше to the meeting as informed delegates; awaiting their return and their 

report was a medical faculty that, though not attending personally, had also 

participated in the seminar. 

Even in as short a period as the six months following the seminar, there 

is evidence that may be interpreted as "bridging the gap"• The evidence is 

seen in the following excerpts from correspondence between the medical schools 

and PASB-WHO• While none of the schools is identified in this report, each 

excerpt refers to the progress in a specific s c h o o l 沙 b 

2 4 b

 Communication from PASB-WKOj 11 April 1956 



"The Dean of the School *** has introduced a complete modification of the 

curriculum for the teaching of preventive medicine, including it now at four 

different stages of the medical career• 

w

The Dean has proposed a general seminar on medical education following 

the outline of the Vina seminar• 

11

 The University has reconstructed its programme for the teaching of 

preventive medicine, including a large number of the recommendations of the 

seminar» 

11

 The Professor of Preventive Medicine changed his teaching course to 

introduce preventive medicine earlier in the curriculum and (is asking) for 

teaching in biostatistics to bis medical students. 

"The Dean has written that (the experience of the Vina seminar) was pushing 

him, also, into fundamental changes of their curriculum
11

. 

The above are selected excerpts from the many reports received. The 

progress described may be classified as a direct influence on planning; it is 

arbitrarily designated as "indirect" because PASB-WHO takes the conservative 

view that "many of the changes might well have been taken had the seminar not 

occurred"• At the same time the seminar is evaluated as prçviding a new 

orientation and
 11

 a powerful push" in the direction of change» 

The last event of WHO'S indirect influence in this type of medical 

educational planning is a study to be published in 1956. The study is one 

in the monograph series and is based upon an analysis of the teaching of 

preventive medicine in the medical schools of Europe. Thus, while the total 

contribution by WHO to programme planning is shovm as a connected series of 

events over a five-year period, it actually began before 1952 with many discussions 

and ideas and, it may be predicted, what has happened will generate new events 

without any conceivable end. 
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3. Fellowships and scholarships 
— ^ ― — 義__—>••• —in i — • — — i miwi • ч - 14' 

Probably the indirect influence of WHO in programme planning exerts its • 

greatest impact through the contribution to professional education and training. 

The Organization^ support of fellowship training, per se, is direct but until 

more adequate information is available the significance of the'fellowships in 

terns of programme planning must remain a matter of conjecture. The conjecture, 

however, is related to the overall influence on programme planning; there are 

specific instances where fellows "have brought back many new techniques; have 

started specialized activities -» often for the first time - in their countries; 

have trained personnel to take over the work initiated by foreign specialists 
^ 25 

and, in some cases, have influenced the health legislation of their governments'
t

. 

Even so, those responsible for education and training emphasise that "it is easier 

for governments to use fellows more effectively on their return when the fellow-

ships has formed part of a planned programme for the development of a particular 
26 

aspect of the public health services
71

 • Between 19斗7, the year of its 

inception, and 1955 已 total of 5355 fellowship awards were granted by WHO, 

In a relatively short period of time a hugo number of fellows, studying in 

their own regions or in countries outside of their regions, have added to 

their knovrledge and experience。 

The fellowship programme is emphasized as a major indirect influence _ 

of WHO on health plar;ning because of the new situation developing within countries• 

As the training programme has grown, !;he potentialities of WHO planning with , 

countries have increased; the need of WHO planning countries has decreased, 

and the recognition of this change has a profound effect on health planning 

itself as well as on the role of WHO in such planning。 More will be said on 

this subject in a subsequent chapter^ 

2 5

 Off. Rec. Wld Kith Org, 59； The Work of WHO, 195
1

!-； The Fellowships 
Programme; p。 

2 6
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Other indirect Influences 

Malaria eradication, medical education and the fellowship programmes have 

been selected only as examples of the indirect role of WHO in health planning. 

These make up a small part of an on-going and dynamic process. When intea> 

national sanitary regulations are formulated, it Is only through national health 

planning and action that they become a force in health protection. When an 

International pharmacopoeia is developed, its adoption by countries necessitates 

planned changes and applications
# 

Regional and inter-regional seminars and courses offer many examples in 

many fields of the indirect contributions of WHO to national planning• In the 

European Region the inter-country programmes of education and training have 

been developed to a greater extent than in any other region, A review of the 

record of study groups, courses, seminars and conferences from 1950 through 
27 

195斗 shows the following: 

Number of Number of 
Year courses, study- participants 

groups, etc. or fellows 

I95O 10 119 

I95I 10 146 

I952 12 275 

1953 16 50З 

195斗 18 З17 

Totals 5 66 Ибо 

The above data refer only to those efforts in which the Regional Office or 

headquarters of WHO played a significant role. Only scatteyed information 

concerning the Influence of a course or seminar is available« In 1953 the 

European Region took the position that
 11

 a preliminary study of health problems and 

services Js often needed before really valuable conferences and seminars can be 
28 

arranged • 

27 

28 
Sources
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Courses and seminars are a growing development in all of the regions and 

they include almost every subject contained in the field of public healthy , 

Thus, the above comment concerning preliminary study applies to all regions• 

Even more important is the need to evaluate the results of the conferences and 

seminars• The statement that "largely as a result of regional conferences
# 

2 9 

national seminars on health education were organized in six countries", creates 

an appetite for more information. After the efforts to bridge the gap between 

the specialists and
 M

the educated" in the many programmes of public health, what 

plans were developed in the countries to bridge the gap between the educated 

(the health workers) and the people? This is one of the questions that 

motivated the selection of evaluation as the subject of organizational studies 
3 0 

in 195З and 1954. Only through the application of a systematized scheme of 

evaluation can the question be answered in a satisfactory manner, 
B. The direct role of WHO 

The direct role of WHO in health planning takes the form of a rough pyramid. 

At the base are the hundreds of assistance projects that serve as the elements of 

progranmies. Next are the programmes and finally, at the peak of the pyramid, are the 

contributions to the planning, of the health aggregate or the total of all programmes 

to improve health in a nation. 

The above description conveys the impression of a neat and orderly arrangement, 

the impression that each project is planned within the framework of a programme and 
« -"• 111ИП|

•丨•!•剛 iLiiwfi iwiTii i ia^HiiMoatmHiwwwuHww_.имциицщ,,^, „ ‘ „••• „«щи,,,,—丨丨•• • 

the latter is planned within the framework of —tji竺 J^gj^ g ^ y e g a g ,“ An examination of 

many of the projects refutes the impression but it also indicates that over the years 

the trend has been towards a more orderly integration of projects, programmes and the 

health aggregate争 

In the organizational study to strengthen the evaluation of projects it was said 

that
 w

a project cannot create non-existent candidates to undertake technical training; 

it cannot employ the trainees it prepares for employment elsewhere in a country
11

. 

2 9

 Off, Rec, Wld Hlth Org，59, The Work of WHO, 1954; p. 26 
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 EB13.59 Add.l, 8 January Í95斗 and EB15.45, 24 December 1954 



- 1 7 -

Virtually every project is approved and operated on the assumption that "it is a 

part of a larger governmental plan, which, in turn, is linked with the economic and 
1 ‘ • ‘ “‘ 11111111 .. . 

other developments in a country
11

. The day of the project that is unrelated to the 

rest of the pyramid is passing. "The most encouraging aspect of the requests 

received by the Organization in 195斗 is the active desire shown by many countries 

to obtain WHO'S help in working out long-term plans for the progressive and orderly 32 

development of their public health services". 

1. Projects 

Projects contribute in a number of ways to health planning. Many projects, 

especially those initiated in the earlier years of WHO, included a survey of a 

specific health problem in a community or a small area of a country. From the 

survey, the project moved to the test of methods that would solve or contribute 

to the solution of the problem. All this was done on the assumptions that 

(a) the government would continue the work in the local area, and (b) expand it 

to include other areas. This sequence of growth is observable, for example, 

in the survey, the demonstration of effective methods and the expansion of 

malaria control. Emerging from the project is the planned expansion leading 

to a programme of malaria control and perhaps the development of a governmental 

unit or division with this specialized administrative function. Malaria 

control or eradication is a single example; the same process is seen in almost 

every type of assistance project supported by WHO. 

Other projects exhibit another form of growth and planning• There is the 

localized project that,starting as an element in a specific ргоегшшпе, enlarges 

to include elements of other ру9,ЕЖадЮй6m A local project to control venereal 

disease enlarges to include maternal and child health, nutrition, activities to 

improve sanitation, eto
#
 until it becomes a local health unit, and the trend 

appears to be in this direction, as an accompaniment of the training of more 

3 1 、 

EB15.^5i. Report on Programme Analysis and Evaluation, 24 December 195斗；P^ 17 
3 2 

Off, Rec, Wld Hlth Org, 59； Director-General
1

 s Introduction, The Work of WHO, 

1954; p. 5 



personnel and the development of more adequate facilities• An example
e
 of this 

form of growth is seen in the projects listed as Paraguay 2, 3,杯 and 5» The 

projects deal, respectively, with tuberculosis, maternal and child health, 

venereal disease control and hookworm and smallpox controls All of the projects 

are in the Asuncion-Villarica area and, with the exception of tuberculosis control 

which began in 1952, all were initiated in 1951. The impression that each of 

these projects in the same location was started to operate in a sealed compartment 

is dispelled by the statement that appears in all of the project descriptions -
55 

w

in I955 the project will become part of a general public health project
11

 • 

The same situation, with respect to the localized projects, is found in other 

regions. 

The above process Is one where a variety of projects are integrated to form 

a local health service, i.e. the combined projects form the basis for local 

health organization and administration. Elsewhere it is the local health 

organization that is the starting point, or the initiatory project, and it is 

through the local organization that a few or are started. 

The emphasi^here is on the с coordination of health activities from tlie beginning 

rather than at some later time. Examples of this approach are seen in many-

countries where there are projects to assist in the development and demonstration 

of local health services. One instance is that of the challenging project in 

the Calioub area of Egypt. The aim of the project is: 

w

to organize a programme of health services in a selected rural area, 
to study and demonstrate methods of correlating them with services for 
social and economic development and to evaluate results in terms of 
the effect on health and social and economic status of the population; 
to demonstrate methods of local health administration suited to the 
needs of thé area; to provide field training in rural health to 
technical personnel from Egypt and other c o u n t r i e s " 一 

Pew indeed are the projects of WHO that are now conceived and operated in 

sealed compartments. The justification and success of a project are measured 

by the continuity of the work and its growth; and the qualities of continuity 

and growth must be parts of the "larger governmental plan
w

. 

刃 Off. Reo. Wld Hlth Org. The Work of WHO, 1954; pp. 

Ibid, p. 164 



2. Progranunes 

The dividing line between a project and a programme is often difficult to 

define• Obviously, when a project begins to grow beyond a restricted geographic 

area and population, its growth is in the direction of a programme. However, 

since in this report it is necessary to establish a dividing line in order to 

determine when a project is transformed into a programme, an arbitrary 

distinction is drawn. When a project, centred in an area, expands In accordance 

with a plan ultimately to meet the needs of a country (or of a major geographic 

division • state or province) it may be said to have reached the stage of a 

programme. Planning, therefore, is conceived as a weighty component of any health 

effort that is designated as a programme. 

A review of the projects listed in the reports of work in the regions shows 

many that deserve classification as programmes
w
 Рог example, treponematoses 

control (Philippines, Project 15) was demonstrated in two provinces, extended 

later to six provinces and then was integrated with the provincial health 

services,^ In Burma (Burma, Project 2) the aim in 1951 ^as to demonstrate 

malaria control to the end that a national malaria control organization would 

be developed
e
 Later, the emphasis of the Burma project was shifted to the 

training of personnel for the government丨s five-year plan to protect 7 500 000 
Зба 

people. In Iran (Iran, Project 4) the control of venereal disease in Teheran 

is to be extended, over a period of approximately five years, to centres in other 
"^fih 

areas and eventually throughout the country. These are only examples； 

throughout all of the regions the most prominent feature of the assistance of 

WHO is the attention given to the growth and development of programmes. 

In a somewhat different category of programme planning is one of the 

important results of the visits of teams of medical scientists to a number of 

countries. Here is an outstanding example of bridging the gap between the 

specialists and the educated. While the specialists bring new knowledge to a 

country, they also carry something away, the results of their experiences^ 

informal discussions and observations of the needs, 

5 5

 Off, Rec, Wld Hlth Org。5£; The Work of WHO, 1954; р
л
 186 
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Since each of the visiting scientists presents a report of his work and 

his observations, the reports serve as an accumulation of analysis, advice and 

guidance concerning the improvement of health work in the countries visited. 

Furthermore, the majority of the visiting scientists represent many fields of 

medical education and their reports, as might be expected, emphasize their 

medical educational views。 These were the reports that were consolidated and 

offered as an analysis of medical education in South-East Asia, with recommendations 

that might lead to the strengthening of the programme of education in the region. 

The consolidated report was issued by WHO in 195斗 and more detailed country 
'38 

studies for Burma and Indonesia were published in 195^ and 1955, respectively. 

Thus, while the visits of the teams of scientists served as a form of indirect 

planning, the same visits produced studies as direct contributions to the 

planning of a programme of medical education. 
The health aggregate 

It will be noted that the process of planning has many parts. It may 

start with a project that becomes a programme or it may start with the programme 

itself. Only when the planning extends to a number of programmes and only 

when the programmes, integrated and co-ordinated, embrace more than a single 

local area, can it be said that planning for the health,aggregate is being 

undertaken. The philosophy behind planning for the health aggregate is that, 
^ - , -咖^ 

no matter how limited the start^ ultimately the planning must embrace all of 

"bhe major components, or programmes, that contribute t o ^ ^ ^ e a ^ ^ ^ h e 

Reviewing the role and influence of WHO in planning of the direct type, 

there are many cases where WHO has accepted government's requests to arrange 

for and assist in national health planning
0
 In the majority of cases the study 

and planning have involved less than the total health aggregate; in a few 

，
7

 MH/AS/88.54, Medical Education in Soutli^East Asia, Part I 
5 8

 ШО/Ес1ис/79 Add.l, Part IX, Burma; 1 September 1954, ‘ 
WH0/Educ/79 Add

c
2, Part III, Indonesia; 5 June 1955. 
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instances, to be noted later, the health aggregate has been approached- This 

statement is not one of criticism* often the limits of planning in a country 

are established by the laws and traditions of the health role of the requesting 

agency, the Ministry or the Department of Health, 

There are many Instances where national health planning has been undertaken 

by countries without the direct assistance of WHO. At least, the official, 

records of WHO contain no references to specific projects for such planning, 

In some cases studies and planning are the result of bilateral arrangements, 

and in other cases the decisions of countries to study and plan may have been 

inspired indirectly by Ш0. But the fact remains that in all regions the 

national studies and plans exceed the number formally assisted by WHO. 

Between 1950 and 1955s inclusive, the annual reports of WHO list and 

describe projects for the development of long-term national health plans. 

In addition, there are records of undertakings in which WHO, in association with 

other international agencies, contributed to health studies and plans. In 1950, 

WHO provided experts to serve with missions sent to countries by the International 

Bank for Reconstruction and Development• In the. same year a survey was made 

59 
in Libya under the auspices of the United Nations. ^ 

Aside from its work with other international agencies, during the two-year 

period 1955-1954, WHO participated with the following governments in the 

preparation of long-term health plans s 

1953 1954 

East Africa 

Colombia 

Afghanistan 

Ethiopia 

工ran 

Korea 

Afghanistan 

Nepal . 

Ethiopia 

Iran 

Libya 

Yemen 

Cambodia 

Viet Nam 

Lebanon 

Saudi Arabia 

5 9 Off. Rec. Wld Hlth Org. ¿0 ; The Work of WHO, 1950; p. 18 
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The report for 1955 included, under the heading of "East Africa, S2", surveys of 

the British Territories in East Africa as well as the British Protectorates In 
4 o 

South Africa and British Somaliland. It will be noted in the above lists • 

that, for some countries, the surveys and planning extended beyond a single year. 

The above reported studies and plans show considerable variability of purpose• 

The purpose in Ethiopia was limited to "help in developing a basic health 
” '41 

administration suited to the needs of the country^. The assistance to Iran 

in 195斗 was more extensive and it aimed to "develop the basic health administration 
42 

covering medical care, public health and preventive medicine and welfare"• 

An examination of the reports for 1955 shows an abrupt increase in the 

contributions of WHO to national health planning. The rise is largely 

concentrated in the Americas where an intensive effort is being made to develop 

the organization of local and, especially, rural health services. These efforts 

are classified as national health planning because they create the mechanism 

whereby many programmes operating separately are brought together and integrated 

as an important part of the total health aggregate. 

Participation in long-term planning with the following governments is 

reported during 1955: 

Afghanistan 

Barbados 

Burma 

Cambodia 

Colombia 

Ecuador 

Ethiopia 

Haiti 

Honduras 

Mexico 

Nicaragua 

Panama 

Paraguay 

Saudi Arabia 

Uruguay 

Viet Nam 

Yemen 

The above is a gross understatement of the total process of planning. WHO 

is furthering many specific programmes where co-ordination and integration with 

Off, Rec, Wld Hlth Org, ¿i; The Work of WHO, 1953; p. 130 
iLi — 

ibid. Ethiopia 3; p, 45 
¿12 

Off. Rec. Wld Hlth Org. 59； The Work of WHO, 1954; Iran 5i p. 1б7 
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the general health services of the countries are being achieved by the govem-
-••I.NI----I 11ГГ1- "Ul II—•«“ 1 “ “ “ “ 1 «NUI.|丨|丨丨丨丨丨丨,|| M T..丨丨丨丨 ，• 

mente themselves without a specific WHO project having these objectives. In 

such countries the level of the existing organization and administration of 

health work is high enough and its strength is great enough to integrate and 

co-ordinate. Furthermore, with or without the help of WHO, many governments are 

moving forward with their ovm plans, in many respects more comprehensive than 

those listed in the planning projeots of WHO# 

As evidence of the above^ the communications and contributions from the 

regions, in connexion with this study, are of interest• Over the years an 

impressive number of countries,have undertaken 11 self-motivated" surveys and 

have developed long-term plans. In the Americas the Regional Office reports 

that "currently we are aware that the following governments are carrying out 

national health planning: Argentina, Barbados, Bolivia, Chile, Dominican 

Republic, El Salvador, Guatemala, Panama, Paraguay, Uruguay and Venezuela. 

Implementation Is fairly well advanced in Chile and Panama and moderately 

advanced in Dominican Republic, El Salvador, Guatemala and Venezuela• The 

斗3 

others are in the early stage of development"• Health planning is a part 

of the scene in Canada and, as will be discussed later, the United States of 

America, 

The European Region reports that Hhe countries of Eastern Europe without 

exception, as part of their general policy, go in for Ipng-term integrated health 

planning in the form of party programmes or legislation. The Democratic 

Republic of Germany (East Germany) is the last of this group to introduce and 

apply five-year plans. *於* As far as the countries of Western Europe are 

concerned, systematic planning has preceded or accompanied the introduction of 

National Health Services in England and Wales, and in Scotland. *** Since 1947 

systematic national health planning has been carried out by the Greek Ministry 

of Social Welfare. *** A National Health Plan was published in 1947 by the 

44 、 Ministry of Health and Social Welfare of the Republic of Turkey". *** 

43 
Communication from PASB-WHO; 16 March 1956 

“ • 

Communication from the European Office; 21 March 1956 



- 2 4 -

Information received from the Eastern Mediterranean Regional Office shows 

that health planning, with a plan for the period 1951-i960, has been one of the 

developments in the Sudan• Egypt presents a five-year health plan which ls 

being integrated with other social and economic plañe. In this connexion, the 

Calioub demonstration,,previously mentioned as a project supported by WHO, is 

playing a dynamic role, Iran is developing a five-year health plan and Iraq 

is moving forward with its plans for provincial health administration, local 

health units and a parallel plan for the training of personnel. The Regional 

Office also reports that Syria has requested advice from WHO on the 
w

reorganization of the Ministry of Health as a prelude towards planning of their 

Health Services". Finally, the previous assistance of WHO to Saudi Arabia in 

developing the central Ministry of Health is interpreted as a preliminary step 
> 5 

to a more extensive pleui. 

(Note* Later additions to this section of the report will include the 
information from South-East Asia and the Western Pacific.) 

C. Studies with other International agencies 

Passing references have been made to the assignment of personnel by WHO to other 

international agencies. The function of the personnel is to make studies and 

suggest health plans within the framework of comprehensive social and economic analyses 

and recommendations. Thus, WHO participated in the work of the United Nations Mission 

to Somalia in 1951, the United Nations Social Service Mission to Burma in 1952 and, 

during the same year, with UNTAA, ILO, PAO and UNESCO, in Joint field surveys of the 

conditions of the Andean Indians. 

Although the participation of WHO with the International Bank for Reconstruction 

and Development has not been consistent, its nature deserves special emphasis. The 

inconsistency lies in the fact that the International Bank may recruit its own health 

experts rather than requesting WHO assistance for every large-scale national study it 

undertakes. Nevertheless, out of its earlier experiences with WHO it is apparent 

45 
Conmiunication from Eastern Mediterranean Office; 29 March 1956 



that t ^ J a n ^ h a s accepted the policy that health study and planning are Integral 

parts of its efforts to strengthen economic and social developments On each of its 

"teams" making a major national study there is a health member. In a sense, the 

International Bank functions as a health agency since the great majority of the reports 

of the general survey missions include recommendations for health promotion, and the 

number of general 

made between 19杯9 

survey missions is impressive, 

and 1955 include the following: 

British Guiana 

Ceylon 

Colonbla 

Cuba 

Guatemala 

Iraq 

Jamaica 

The published reports of surveys 

Malaya 

Mexico 

Nicaragua 

Nigeria 

Surinam 

Syria 

Turkey 

Each of the reports brings together the basic data, the interpretations and 

the recommendations of the experts from different fields; all of the reports show an 

interesting evolution in the method of study as well as the contents. Despite the 

recognized objective of an integrated study, the earlier reports convey the impression 

that, once the members of a mission reached a country, each went his own way» One 

studied banking, another power, a third agriculture, a fourth health, etc. Each 

completed his study; each wrote his report and, ultimately, all reports appeared 

as distinct chapters in a book. The fact that all chapters appeared between the 

covers of one book gave the impression that the study was thoroughly integrated. 

The impression was erroneous because ^ was agp终y.g並p—ropggpd; development In 

one chapter, of great, significance to tho subject of a subsequent chapter, had not 

beongiven adaquate •.丨 known to the writer oT^^Tat^**chapter . 

The need for the experts meeting each other and exchanging their vjews and 

recommendations was one of the difficult obstacles for the Bank to overcome. 

This need is stressed here because it has a weighty bearing on the later chapters of 



this report dealing with comprehensive health study and planning. How the obstacle 

was overcome is one of the notable achievements of the survey made by the Bank in 
46 

Malaya, 

"The mission arrived in Malaya in January 195^ and remained until May» 

Members travelled widely and conferred extensively with government officials 
and private individuals in both the Federation and Singapore• The mission 
then reassembled in Washington to prepare its report. While the report was 
being written, close contact was maintained'by correspondence with the 
Governments of the Federation and Singe^pore» As drafts of findings and 
proposed recommendations concerning the individual sectors of the economy, 
the various fields of social services, and the prospective availability 
and allocation of financial resources were completed, they were submitted 
informally to both governments for comments。 Various international 
agencies were also given an opportunity to comment on the portions of the report 
relating to their particular fields of interest"

e 

* * * 

As stated, where there is no specific WHO project to assist a government in 

planning for the aggregate of national health, any influence of WHO must,be assumed 

to be indirect. However, the influence is more than remote and tenuous. With but 

few exceptions, in the countries named, WHO has assisted with projects and the 

development of programmes. It may be said, therefore, that while the role of WHO in 
• 

planning the health aggregate Is often indirect， its contribution to the planning of 

many of the parts of the aggregate, the programmes, is a direct one. 
一 “ 丨丨丨丨“丨“ 

A number of^major questions arise in connexion with the study and planning for the 

health aggregate» One question relates to the responsibility for study and planning; 

it is crueial to the process and the outcome of health planning and is considered in 

the next chapter. 

International Bank for Reconstruction and Development; The Economic Development 
of Malaya; The Johns 3)pkins Press; Baltimore, ííaiylandj 705 pages. 

47 
ibid. - Preface, p. vii 
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III
#
 THE RESPONSIBILITÏ FOR HEALTH PLANNING 

As was emphasized in Chapter I，health planning and, especially, national 

health planning is a highly variable process of projection^ The projection 

constitutes a proposed plan of action extending over a period of years• This 

appears to be relatively simple until the almost limitless combinations of 

plaming are considered. 

There have been references to the health aggregate as the sum total of the 

programmes to improve health. To the question: how many health programmes make 

up the health aggregate? there is no satisfactory answer• One view may hold that 
n

 environmental sanitation" is a single programmej another considers that environ-

mental sanitation contains a number of distinct programmes - the protection or 

disposal of water, sewage, milk, food, garbage, etc. "Insect control
11

 may be 

regarded as one programme； it may also be interpreted as embracing a number of 

programmes - malaria梦 yellow fever, typhus, onchocerciasis, etc. And, while 

"medical care" may be considered as a single composite, it may also be viewed as 

containing a dozen specific programmes• 

No matter how varied are the above divisions or refinements of programmes 

all of those named and many others make up the health aggregate
#
 The only reason 

for mentioning the refinements of programmes is to indicate the possible com-

binations that enter into national health planning. The combinations are seen 

when out of an arbitrary total that may include twenty or thirty health programmes^ 

some, many, or all are to be applied to ten, fifty, a hundred or a thousand 

geographic areas in a specific country over a period of years• Neither the 

problems nor the processes are merely academic considerations• The problem is 

seen in all of its reality when, for example, a programme to develop local health 

services over a period of years is planned for the approximately 3000 counties in 

the 48 states of the USA
# 

An analysis of the process or method of planning, by countries, shows that 

it is a fruitless undertaking to try and fix the responsibility on a single agency 

or institution for all comtries
 á
 Furthermore^ there are few agencies or 

institutions, aside from government itself, that are common to all countries
 #
 As 

previously stressed^ the role of government in health planning is extremely 

variable
# 



In some countries the responsibility for planning and the awthorlty to take 

action are centred in the governments Such powers prevail in many of the under-

developed countries and, as mentioned in the report on planning from the European 

Region, in the countries of Eastern Europe where long-term füans take the form of 
"party programmes or legislation"

f
 Whatever the region, when WHO assists or 

participates in national health planning it is the government that makes the 
I III.iiiiiii•丨「r. - 丨 丨 • 丨 . 丨 丨 _ 丨 丨 , 丨 丨 • 丨 『 - ^ - 丨 矿 ^ 町 巾 . 丨 

request andáis conceived to have the j ^ ^ y a ^ j b g act
# 

If there were an orderly classification of responsibilities for planning the 

health aggregate it might be presented in terms of central governmental authority
t 

At one end of the scale would be "full authority" j at the other end, "no authority
11 

that is, planning is completely outside the authority of central government• 

Between the extremes there would be varying degrees of "partial authority"
e
 But 

such a scale, while orderly, would be contrary to the facts• The facts are that 

only two major classifications exist, full authority and authority that is 

decidedly "mixed" • An examination of how the responsibilities for study and 

planning are met in a number of coiontries supports this conclusion
f 

A, Full governmental responsibility 

In the preceding chapter a number of references to central governmental 

responsibility to study
;
 plan and act have been made. The authority of central 

government is compete j it applies to the aggregate of programmes to protect 

and improve health
#
 And the power to initiate and develop programmes is expressed 

through one or more agencies of central government
# 

From the extreme, where no health services exist outside of the functions of 

government, there may be certain departures with respect to specific forms of 

services
 #
 Within the total framework of services there are found，to a variable 

extent in different countries夕 the private practice of physicians, the operation 

of non-governmental hospitals and^ perhaps^ the privately-supported voluntary 

health agencies devoted to education and some services for the general population. 

Despite the departures from the extreme and, especially夕 those of private practice 

and non-governmental hospitals, the predominant pattern of services for all but a 
minor percentage of the people is governmental• 



One example of study and planning as a central governmental responsibility is 

selected because of its relatively recent development
#
 The example is Egypt, where 

the shift to national health planning is as intensive and complex ae it was sudden
# 

The first step in general planning was the creation of a Permanent Council for 

National Production and the second step, taken in 1954， was the creation of the 
48 

Permanent Council for Public Welfare Services, under Law No
#
 493 of 1953 余 

Although a number of the activities of the two Cbuncils are co-ordinate, the 

primary interest in this report is in the Public Welfare Services
 t 

The Welfare Council is an independent body attached to the Cabinet^ i.e” the 

Presidency of the Council of Ministers. The functions of the Welfare Council are 

extremely broad, including the following: 

“(a) To study general policy and lay domi principal projects in relation 
to education, hygiene, construction and social affairs 

( b) To examine social services in the State and help to bring them to 

the highest levai of efficiency and success 

"(c) To supervise the implementation of the various projects -̂ннь, 

11

 (d) To study the activities of private institutions concerned with 

matters related to the work of the Council， with a view to co-ordinating 
49 

their efforts and drawing full benefits from them". 

The Council is composed of five Ministers - National Guidance, Waifs， Social 

Affairs, Municipal and Rural Affairs
л
 Health and Education - and delegates from 

two other Ministries - Interior and Agriculture and the Mobilization Department 

of the Ministry of War, In addition, other monbers concerned with the affairs of 

the Council may be appointed by the Cabinet. From the membership' of the Council, 

the Cabinet also appoints the Council
1

s President and Secretary General» 

The СЬшсИ is authorized to appoint committees that include its own members 

as well as outside experts and technicians. Each committee, under the chairman-

48 
Republic of Egyptj The Permanent Council for Public Welfare Services； 

S
t
O.P

#
 Press (Société de Publicité) Cairo, 1955; p. 158 
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ship of a council member, "shall be concerned with one oí the aspects of the 

50 • 
Council

f

s activities". Finally, the Council is required to appoint a technical 

secretariat which is charged with the tasks of making studies and carrying on 

necessary administrative activities
#
 For all this, the Council submits a budget 

which is a part of the General Budget of the State
#
 And all governmental and non-

governmental agencies are required to supply the Council with such reports， 

studies or statistics as may facilitate its work. 

The draft regulations of the Council provide for the formation of nine 

51 
committees, as follows: 

Social affairs 
Statistical 
Education 
Non-governmental services 
Health affairs 
Constructional affairs 
Financial 
Engineering 
Administrâtive 

Each committee has a Council member who serves as rapporteur and all of the 

rapporteurs form a Technical Body, under the Secretary General
#
 The Technical 

Body is charged with the task of co-ordinating the studies, proposals and plans 

developed by the Committees before such studies, etc., are submitted to the 

Council, In order to aid the Cc»nmittees in their work the services of the Council^s 

technical secretariat are available
#
 By action of the Cabinet^ approval vas given 

to the allocation of 0
#
5 per cent, of the total cost of social service projects to 

52 
the technical research related to the projects

# 

The above presents the general structure of study and planning in Egypt, The 

authority and responsibility are central governmental； all plans move through 

established channels tc the top; major policies move from the top through the same 

channels to the bottom» 

5 0
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Since this part of the report deals with the responsibility for planning, the 

details of the plans described for Egypt and the extent to ^lich the plans are being 

executed are secondary
#
 Certain aspects of the plans formulated by the Welfare 

Council are discussed briefly because they indicate what may be called "the 

atmosphere" of central governmental planning• It is in this atmosphere that sub-

committees study special subjects and submit plane and recommendations to 

committees
 t
 In turn the committees submit their recommendations to the Technical 

Body for co-ordination. And the Technical Body makes its proposals to the Welfare 

Council^ Final authority rests with the Presidency of the Council of Ministers
 # 

The Health Affairs Committee "is concerned with the study of the general 

policy for health care, the drawing of broad lines of development and the co-
53a 

ordination between this service and other services". The Committee
1

 s studies 

and recommendations deal with virtually every programme of the health aggregate -

assessment of existing health services, administration, professional trainijig^ 

standards of preventive and curative services, hospital facilities^ legislation/ 

special programmes, financing of services， etc. For all of these aspects of 

health, long-term plans are being prepared
#
 On the subject of financing, govern-

mental funds and private f"unds (individual payments
;
 according to means, for 

curative services^ health insurance financed by employers and employees) are con-

sidered as the major resources
ê
 On the subject cf administration^ the emphasis is 

placed on a continuing and planned process of decentralization. 

Probably the outstanding feature of the centralized governmental planning 

and, especially^ the co-ordination of plans is to be noted in the development of 

the "combined units" for the rural 3i*o3.s cf Egyptt The plans call for the develop** 

ment of 864 combined units
л
 each unit comprising 15 000 inhabitants

 é
 The 

significance of the word "combined'" lies in the fact that a unit functions to 

provide health, educational， cultural and social services^ Thus, each unit is 

conceived as a co-crdinated centre for preventive and curative health services, 

a school centre， a nursery, a social service centre^ a centre for agricultural 

improvement^ the development of home industry, ctc. It is in the combined units. 

I
3

- Ibid., P . 51 

Noto:~Studies are being made in the Calioub project to develop combined 
units for 35 000-40 (J00 in the more congested areas

 e 
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to be developed over a five-year period, that many of the activities cf the Welfare 

Council are brought together and, hence, the work of virtually all of the committees 

needs to be linked. 

In the plans for the combined units there are many references to an ultimate 

decentralization of the management of the units so that "local bodies may 
% 

eventually run them and local inhabitants may directly participate and consolidate 
53b 

them", There are also references to the development of provincial councils• 

Butj whatever may emerge as an evolving or ultimate foim of action^ the responsibility 

for planning and the authority to act are now concentrated in the central govern-

ment
 #
 It is this concentration that is to be seen in many countries and, while the 

mechanisms of planning and action may differ^ the central focus of authority is 

common to all. 

B
f
 Hixed governmental responsibility 

As an example of mixed responsibility, the United States of America offers a 

picture of study^ planning and action in an entirely different setting and 

atmosphere from that of the preceding example. In the USA the governmental 

structure presents three levels - Federal or central, State and local. 

The restrictions on the Federal government to plan and act in health matters 

are both legal and traditional
t
 Much less restrictive is the power of each State 

to protect and promote health. And local government derives its power and function 

from State government
#
 Thus， the States serve as the main repository of authority 

to improve health but even here certain traditional limits exercise a curb. 

If one were limited to the selection of a single feature as the outstanding 

difference between the two examples chosen, it would be this. In the one^ Egypt, 

government has the authority not only to plan but also, within the limits of its 

resources, the full power to act. In the other
д
 the USA, the unlimited power to 

act is replaced by an unlimited privilege to persuade. More than anything else夕 . 

it is this privilege that characterizes governmental planning and action in the 

USA. 

5 3 £
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The whole legislative process, be it that cf the national Congress or that of 

the individual States, is one cf persuasion and consent. In support of proposed 

legislation there may be studies and plans having either governmental or non-

governmental origins• The proposal is assigned to a legislative committee for its 

study and recommendations. In the process of study the committee offers the 

privilege of a hearing to those interested in supporting or opposing the proposed 

legislation
#
 Those who present testimony may be government officials^ represen-. 

tatives of non-govErnmcntdl^groips or individuals. The process of persuasion is 

thus formalized, and, as a subsequent step, the proposal, with the committee
4

s 

recommendations
}
 is submitted to the legislative body for debate and a vote of 

acceptance or rejection. Finally, if the proposed legislation is approved, it 

must receive the signature of the chief executive - the President, in the case of 

the national Congress； the Governor, in the case of the State Legislature. The' 

executive may veto the legislation but tho legislative body may override the vote 

by a two-thirds vote. 

This is the process in the USA that has resulted in certain forms of 

national action based upon varying periods of preliminary study and planning
#
 It 

was the process that led to the national adoption of forms cf social insurance, 

such as unemployment insurance and old-age and survivors
1

 insurance
 #
 The same 

process, at work in all of the States, led to the adoption cf Workmen's Compensation 

and in some States to Disability Compensation
0 

Developing over the years
>
 is the power of the Federal government to levy 

taxes and, as an accompaniirient, to expend tax funds» The direct influence of 

these powers on health planning and action is notable• "While tho Federal govern-

ment cannot command the States to undertake specific health programmes it can 

provide grants of funds either to initiate or strengthen existing programmes. The 

formula for the grants usually contains a "matching" requirement, i . e” the States 

contribute to the programme, the contributions varying according to the needs and 

the economy of a State, Under the circumstances, the rejection of the Federal 

grant by a State is rare» 



Two examples of the above incentives to State action relate to mental health 

and cancer control; many others may be iuenticned
#
 In 1946, prior to the adoption 

of the National Mental Health Act, 23 out of a total of 53 States^
4

 carried on 

mental hygiene functions
 t
 By 1950，all but one State had includod mental hygiene 
55 

in the health programme
4
 The Federal grants for cancer control, started in 

1947, with only 30 of the States providing cancer services, resulted in cancer 
56 

programmes for all but one State by 195ü
# 

Of a somewhat different order is the national study and planning that has as 

its purpose the development of more adequate hospital facilities, The Congress, 

following the usual process, adopted legislation and appropriated funds for 
hospital construction

#
 The administration of the Act was delegated to the Public 

57 

Health Service
#
 But before any State could receive such funds it was required 

that the State study and present a plan for its hospital needs
#
 A part of the 

Congressional appropriation was set aside tc assist the States in their studies « 

in the great majority cf States the study^ the planning and the subsequent 

administration of the hospital construction funds were delegated to the Departments 

cf Health. The result was that， with few exceptions, the State Health Departments' 

activities expanded tc include a new field of health administration. It may be 

concluded from the above that, despite the restrictions on direct legal authority, 

the national government exhibits a steady grcwrth, within the established legal 

process, in the direction of national health planning and action. 

There is another aspect of health study and planning that justifies the 
Up 

description of the United States as "mixed"
f
 These are the studies and the plans 

of non-governmental or voluntary agencies. It might be assumed that the planning 

for lccal public health units, since such units are established by State and local 

governmental action, would fall, almost automatically
;
 within the province of 

government
 t
 Yet, one of the greatest influences in planning such units has been 

54 
In this reference the "States" include 48 States, the District of Columbia 

and the Territories of Alaska, Hawaii, Puerto Rico and the Virgin Islands； total， 53 
55 

Federal Security Agency, Public Health Service； Repcrt of the State Health 
Programs for Five-Year Period， 1946-1950j p, 3
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 #
the Department of Health, Education and Welfare
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that of the American Public Health Association^ As a voluntary undertaking the 

Association appointed a special sub-committee on local health units. The sub-

committee adopted a set of standards and, working closely with the State Health 

Departments, finally issued its report which, in effect, is a country-wide plan 

for local health organization. And it is this plan that has served as the 

general pattern for the developnent of local units within the States
# 

Another pattern cf mixed governmental and non-governmental planning is seen 

in the development of medical educational facilities
 #
 Some of the medical schools 

are supported by the States； some are supported by non-governmental institutions. 

There is no question that every medical school has upon it a great weight of 

public responsibility and that every school should meet the requirements of high 

standards. But here is an instance where the approval of medical schools is the 

responsibility of an accepted voluntary agency, the Council on Medical Education 

and Hospitals cf the American Medical Association. Somewhat comparable is the 

approval of Schools cf Public Health by the American Public Health Association and 

that of Schools of Dentistry by the Council on Dental Education of the itaierican 

Dental Association. 

It is In the area cf health action that the greatest mixture of responsibility 

is seen
t
 There are national and State systems, operated by government, covering 

certain forms cf social insurance； there are the many public-health programmes 

under the jurisdictions of the Federal^ State and local governmentsj there are tho 

almost numberless voluntary programmes planned and conducted by voluntary agencies
t 

Many of the voluntary agencies are national but they have an administrative 

structure like that of government - national. State and local. As a rule an agency 

devotes its efforts to studies^ planning and action for the control or care of a 

specific disease entity - pclicrnyelitis^ arthritis and rheumatism, tuberculosis, 

etc. In many instances the action is associated with that of official health 

agencies
# 

Most striking of all the growth in health programmes has been that of 

voluntary health insurance. This form of protection， planned through the combined 

efforts of voluntary groups - medical^ hospital and other - has spread throughout 

American Public Health Association: Local Health Units for the Nation； 
The Commonwealth Fund; New Ycrk； 1945» 



the country and now includes in its greater or lesser protections^ according to the 

different voluntary State plans
>
 approximately two-thirds cf the total population

# 

The preceding examples present broad differences in the ways that countries 

meet their responsibilities tc study, plan and act tc protect and improve health. 

The pattern in Egypt is representative of the pattern in many countries
é
 Though 

this group of countries shows many variations cf methods and policies, the 

fundamental pattern is common to. all
#
 It is the pattern of central 

study, plan and act. 

The general pattern in the United States is also the pattern in many 

countries
 f
 Here, too, there are variations in methods and in policies. But the 

fundamental pattern is common to all
#
 It is a pattern of action based upon 

persuasion and consent
t 

In the broad differences of the approach tc studies
д
 plans and action, there 

is to be seen much of the supporting evidence that each country must select its 

own approach
ê
 The end sought - physical, mental and social well-being • is a 

common one for all countries and the need for planning is equally common. In the 

next chapter, certain problems of planning are presented and, subsequently^ there 

is offered the general framework, or design, for the study cf the health aggregate• 

IV. HEALTH PLMÍNING - GENERAX CONSIDERATIONS AND SPECIFIC PROBLEMS 

Planning implies a system； system is definedas a methodically-arranged set 
‘ II , — I I II -..... l�—lil1_lllll_l»l_lll_|__ll_ll_l_l__M__tl.-”„___j><_^><[i__II_ " ~ """""""" """ ‘謹丨“ 1 11 ““ 

of ideas or actions with a jrntiir
4

^̂ '
1

 ^̂ЛПГ or connexioru A health plan. 

therefore, is a projected and systematic course of action leading to improvements 

which, ultimately, achieve the ideal • physical, mental and social well-being -

as expressed in the Constitution of WHO, 

Д. General considerations 

Standing between the present and the ideal are the obstacles and barriers 

that are called "health problems"
#
 All of the problems have a common character and 
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to all of them there may be applied a general strategy of attack leading to 

solution, 

A health problem - any health problem in any country - may be defined as 

follows :. 

(1) thero is a condition or situation that is harmful or potentially . 

harmful tc physical, mental and social well-being-
^ . 

(2) relative tc the condition cr situation there is a body of health-， 

knowledge which, if it were applied， would result in prevention^ correction , 
—• t MWP ППЧШГ11ЯШ1丨仙丨丨丨•丨！птгт丨 А 
(cure) or amelioration^ 

一 

(3) the health -knowledge is not being applied or is being applied 

inadequately, 

The definition is extremely broad but not more so than the definition of health 

itself. Only the broadest of definitions can embrace all of the problems contained 

in the health aggregate. 

If there is a definition that is common to all health problems^ there is, 

also, a general strategy that is common to the solutions of problems
 #
 The strategy 

involves the following: 

(1) decisions and actions tc increase and/or improve health facilities, 

health personnel and health knowledge; 

(2) decisions and actions whereby the f a c ü j ü ^ s , personnel and knowledge 

are made available and accessible to the people^ 

(3) decisions and actions to develop and increase the acceptance of and 

demand for the facilities, personnel and knowledge
t 

It should be rioted that neither the definition nor the strategy is changed 

when， for example, the subject cf the preceding chapter， the responsibility for 

decisions and actions
д
 is introduced. The general strategy remains the same 

regardless of what may be the differences, according to countries, in the specific 

tactics and devices or methods tc achieve the defined endsш It may be said> in 

passing, that the differences between countries or the conflicts within countries 



centre largely on the second item of the general strategy
#
 The desirability of 

the second item is not questioned in any country; the disagreements relate to the 

devices or methods to achieve availability and accessibility. It may also be 

mentioned that every project and programme of WHO "fits-without-squeezing
11

 into 

the definition of a health problem and the general strategy of solution, 

1. The scope o£ planning 

The dimensions of inclusive health planning are the dimensions of the кпош 

health aggregate. In the design of health study, presented later, as a basis for 

rieaxih ¿lármiiíg^ the concept is that the planning is or will bo conç)rehensive in 

character. This is the ideal, the comprehensive health plan» When planning falls 

short cf the ideal it may be due to a lack of knowledge or perception concerning 
i—ишими—и——— -

the boundaries of the health aggregate； it may be due tc an unwillingness to face 

the knowi magnitude and complexities of planning] it may be due to the circimi-

stances in a country that deter agencies from planning beyond the functions 

assigned to them by law or by custom. 

While the word "country" is used, a country may consist of many geographic 

or political areas - states, provinces or other divisions - to ^lich a study and 

a plan may be applied
#
 Planning, starting in cne area，may be conceived as a long-

term process to develop plans in all areas » On the other hand, there are countries 

where national planning may be applied to the whole
 t
 However，geography is only 

one variable3 the subjects covered by a study may not lend themselves to plans 

and actions that are limited to states or provinces. Ebcamples of such subjects 

are medical education and malaria eradication. 

2, Limited versus broad planning 

Tc study is to plan
e
 The consent of any health study is the most positive 

evidence not only that a plan is to be formulated but also it indicates what 

programmes are to be given attention in the future plan, When, as an example^ a 

study includes medical education and, among the details, information relating to 

undergraduate education in preventive medicine, it is evident that thought is being 

given to a plan for the integration of preventive and curative medicine. Likewise, 

as a subject of study, what hospitals do tc further preventive medicine must be 
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interpreted as an intention tc strengthen the 

Thus, the information that is sought, as well 

indicate the trend of thought with respect tc 

role cf the hospital in public health• 

as the subjects that may be ignored, 

the scope cf future plans• 

The statement is repeated many times in Ш0 documents that national studies, 

or surveys, are vital to the delineation of health problems and tc an orderly and 

balanced approach to their solutions
 #
 Numberless surveys have been made¿ they 

range frcm those that include or purport to include all the health problems cf a 

country to these that are sharply selective and consider only a single aspect cf 

health. While no precise evaluation of their results is possible， the opinion 

prevails that many national surveys have exerted too little influence ftith^y од 

the coursj^^^ace^cf The situation is not unusual 

where, in a country, surveys have fcllcwed surveys cf the same subject-matter. 

Ultimately there ccmes a peint when a new survey is less of the country and more 

of the preceding surveys
л 

A limited health plan is one that embraces a single programme) also, a limited 

health plan ^^••^^•""tîTalirMay^îïïëTSrê'
Ш11

'SIirfflTtft^ '^SSISr^ii^ramiii^s ̂ enerally regarded 

as falling -within the responsibility of a sin¿Le agency, such as a Department cf 

Health • Included in such a plan are a number cr many cf the iiraediate constituents 

of health • public health personnel, cormiiunicable disease control or eradication, 

sanitation public health nursing, laboratory^ public health statistics, etc. 

Wiile a plan covering the common health department activities has many values, 

it still remains a liiTiited one
>
 no matter tc what degree it presents the minute 

details of future acticn to control disease cr employ personnel
#
 By its arbitrary-

limits it conveys the impression that health is net only the most iiupcrtant quality 

cf life, in terms of controlling disease and infirmity^ but, also, that health is 

something rather detached, from the national culture• There is the implication that, 

given more personnel, facilities and supplies, health problems raay be segregated^ 

attacked and cverccme, like units cf an enemy-army that have been cut off from 

their raain body cf forces. But health cannot be cut off from the main body of 

national culture ̂  tc think cf it in isolation is to negate its définiticn
f
 Little 

is accomplished when health is removed fren its social and economic setting, other 
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than to assure its relative isolation from any larger scheme cf national progress. 

And this, in turn， assures for health improvement a lower position in the scale cf 

national priorities• 

The differences between the limited and the bread or comprehensive health 

plan emerge from the definition of health and the many factors that influence its 

quality• Health improvement
л
 social development and economic progress comprise an 

inseparable triad. Health programmes cannct be developed successfully and flourish 

in an unproductive social and economic soil. Conversely^ social and economic 

progress are retarded when the health cf a people is at a lew level
#
 None can move 

forward a great distance unless the other two are ncving at an acceptable pace in 

the same direction. This is a fundamental concept that gives strength to health 

planning
# 

The concept is net a vague hypothesis cf planning
#
 It was endorsed with 

vigour at the technical discussions of the Eighth World Health Assembly on the 

subject "Public Health Problems in Rural Areas", It is a remarkable tribute to 

the objectivity cf health workers when, analysing their own field and its high 

values, it is said that
 11

 ^ ^ any real amelioration cf the standard cf health in 

the rural environment must depend in the first place upon the improvement cf living 
59 

conditions generally j ̂ hbí- rural health cannct be improved by public health alone"
 # 

The statement has many applications to urban as well as rural areas. And the same 

fundamental concept is seen as a working, rather than a theoretical^ hypothesis in 

the joint undertakings cf ¥Ш with the Food and Agriculture Organization, the 

International Labour Organisation, etc. 

The bread study and plan are not presented as a revolutionary change in 

surveys and planning• In fact, there is ample precedent for the broadest of 

studies and planning within the work cf \Ш). Virtually the whole scope cf study 

and planning is tc be found when the many distinct studies and plans for spocific 

programmes are examined
#
 What the broad study visualizes is a consolidation cf , 

many parts• The parts include what were called the "immediate constituents
11

 cf 

health. But in the study that leads to a comprehensive plan important features cf 

5Q 
Dr M . Martinez Baez, Chairman, Public Health Problems in Rural Areas¿ Eighth 

World Health Assembly^ Mexico City, 1955; Ghron
#
 ,Jld Kith Org. i;
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welfare, education, economics, agriculture^ industry and other aspects of national 

life are also included
#
 These are referred to as the complementary constituents of 

health. 

It is net implied that health workers will suddenly become authorities and 

offer technical advice in fields outside their scope cf competence. What is 

intended in the study is the accuraulation and orderly arrangement of the pertinent 

facts that have a bearing on the immediate and long-range plans tc improve health, 

The pertinent facts may be contributed by other specialists in government, 

economics, education, etc,; but none cf these subjects, as it relates tc health 

planning, is sc complex that its importance and meaning tc health promotion cannot 

be understood by qualified health administrators and other health workers. 

Since virtually all efforts in the direction cf social advance and economic 

improvement have their important health components, the bread health study should 

contain information of distinct value tc these whose primary interests are in ether 

gcvernmental functions and services. They, tcc, shew a tendency to study and plan 

in a detached and isolated fashicnj they, tcc, compete for precious national 

resources； they, too, noed to understand the inseparability of the triad, 

lilhlle the design for the broad study is presented in Chapter V, the central 

theme of planning is that cf systematic "actions with a rational dependence or 

connexion"
 #
 And it is rational dependence and connexion that characterize the 

previously-described general strategy for solving health problems
 #
 As an example, 

the problem of adequate medical care is a compound of many problems^ all with a , 

rational dependence and connexion. Its solution involves "decisions and actions" 

to increase or improve medical personnel, which means that the broad study must 

include medical education. Within medical education there is tho problem of the 

quality cf the graduates and one cf the measures cf quality is the success with 

which preventive and curative medicine are integrated. 

Limited studies and plans might step with the increase and imprcvemont of 

medical graduates； there are many instances where this has happened, But^ unfor-

tunately, the problem of adequate medical care does not end.at this peint
 #
 It 

embraces, also, tho problem cf distribution, i . e” the distribution of medical 
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personnel so that services will be available to the people
 #
 Next is the problem^ 

calling for study and a plan, tc make medical services accessible tc the people
f 

It is in this area that studies and plans are found throughout the world, many of 

them completely unrelated to the problems of medical education and with little 

attention tc the distribution of personnel. Accessibility involves such subjects 

as the economy cf the people, their ability to purchase^ the us© of public funds, 

voluntary or compulsory health insurance, the form and amount cf payment to 

physicians, the organization of services, the continuing improvement cf services, 

etc
#
 And, lastly, as a vital part cf adequate medical care, there are the planned 

actions to create a wholesome public demand for medical services that are available 

and accessible. 

Iho example of medical care has an application tc numberless health problems
 e 

The same general pattern of solution applies to such facilities as hospitals and 

health centres. There are the problems of increasing and improving facilities, 

problems that are^ in part, economic and, in part, professional. Plans to solve 

these problems include plans to strengthen the rcle of the hospital in the field 

of preventive medicine
 t
 Plans of hospital

 11

 regionalizaticn" aro no more than plans 

to solve the problems cf availabilityj plans to assure hospital accessibility cover 

many of the same subjects as plans tc assure tho accessibility of medical services. 

Finally, there are also the plans to develop wholesome public demand
# 

These are but two examples； neither one can be planned without relation tc the 

other. Nor can either be planned without studied consideration cf the whole scheme 

of public health and such complementary health constituents as rural improvement^ 

industrial development, social insurance and others• All contribute to the complex 

of health improvement; all are parts of the broad study and tho ccmprohensive 

health plan. 

3, Co-crdination 

Probably the greatest deterrent to 

leading to a ccmprehensive plan, is the 

contribute tc health
t
 Cc-crdinatien is 

the broad study of the health aggregate, 

co-crdination of the many programmes that 

a major problem yhen a singlo agency is 
responsible for planning, developing and administering a number of programmes, such 



as those usually found In a health department
#
 But the process cf co-ordination 

is infinitoly more complex when there is a multiplicity of agencies each devcted 

tc furthering one cr more health prcgrar.Tmes. The agencies may be gcveraraontal, 

with specific functions and legal powers； they may be voluntary but, even so, they 

are quick tc resent anything that may be interpreted as encroachment cr dominatien
# 

Everyone agrees on the desirability of co-ordination^ tc disagree would be an 

endorsement of ccnfusicn
#
 In these countries with central authority tc plan and 

act, cc-ordinaticn appears tc be simple； orders from above progress through an 

established chain of command and the blue-print of co-crdinaticn is clearly drawn. 

But even a cursory examination cf the process described in Chapter Ц (E{vypt) shews 

the magnitude cf difference between drawing a blue-print of сс-ordination and 

achieving it
# 

Co-ordination is the acid-test cf health statesmanship. The structure cf со-

ordinaticn must be built on a strong foundation of understanding and acceptance 

that all parts cf the health aggregate have a rational ccnncxion and dependence. 

It shculd be emphasized here that co-ordinaticn is net conceived as a process that 

has as its single objective the complete amalgamaticn of every health programme• 

The unification cf certain pregrammes may be desirable and possible but the 

evidence that the process will add strength must be clear• The fact that a complex 

structure cf unattached or loosely-attached agencies, public and private, operates 

in a country is not svifficient evidence that major values are being lest. "While 

the probabilities of losses increase with the multiplicaticn of agencies, the 

assets of all may bo increased by formal and informal processes of co-ordination. 

At the sáme time, the problems cf со-ordination aro not limited tc the work of 

multiple agencies¡ they are often acute among the activities of a singlo health 

agency. 

VJhore does co-crdinaticn begin? As with so raany ether health objectives, 

the answer is: education. And fc-r this objective, education begins with the broad 

study that leads tc plans
 f
 The first test cf health statesmanship, therefore, lies 

in the preparation cf tho foimdaticn for planning the health aggregate. It lies in 

the organization and administration cf the broad study with all cf the forces -
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public health, hospital, medical, social insurance and other - represented and 

participating in a basic educational undertaking. 

B . Specific pTcblems 

In this section attention is given tc selected problems because of their wide 

significance tc the process of planning
f
 No attempt is made tc include all 

problems or tc suggest solutions that may be applicable only to one or to a very 

few specific countries, 

1. The atmosphere of study 

lihile a study design, such as that to be presented, may include the broad 

framework cf sub j ect-matter
}
 no single design can cover all of tho variable details 

that are iiapcrtant in the different countries. Furthermore, a study design is net 

an automatic mechanism into which "raw material" is placed and from which there 

emerges the finished product, a plan. Such an interpretation of a study design 

assumes that it is a substitute for the most important components of any plan _ 

knowledge, imagination and vision
# 

Knowledge, imagination and vision - tc what extent are these qualities to be 

found- in a country? Certain unfortunate assumptions have developed in connexion 

with many health studies
 #
 One of them is that a study or survey is an "investisation" 

and, in this unhealthy atmosphere^ recommendations that may be sound are often inter-

preted as criticisms and, for that reason alcne, may be resented and resisted. 

Another is that a study or a survey is something to be performed only by outside 

experts. 

The role cf the outside expert in broad study and planning needs to be 

reviewed critically• Tc a specific programme, the outside authority may côntribute 

valuable scientific knowledgej it goes without saying that technical competence 

and objectivity must be strongly apparent in any study and plan. But a plan must 

present other strengths, as wellj it must be socially strong and administratively 

feasible
#
 No matter what may be its scientific strength the plan is workable, or 

net, dependent upon factors that have little to dc with biolocical science^ as such. 

The factors are cultural； they are the ones that Ш0 stresses as being so important 

in its work tc raise the level of health in countries with so many different 

cultural characteristics
 # 
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Rare, indeed, is the individual 一 outsider or insider - who can speak with 

authority on all the technical aspects cf all health programmes that make up the 

health aggregate. To a greater or lesser extent, the "team" may solve this 

problem
#
 Much more rare is the outside individual or team that can study and plan 

with anything more than a superficial cultural knowledge. The tragedy of planning 

stands out most glaringly when cno culture is pushed aside and another is sub-

stituted
# 

The above raises the whole question of the strategy cf broad study and 

planning. Regardless cf how planning may be undertaken in a country, and irres-

pective of whether tho authority is centralized or greatly diffused, there is no 

question conccrning the resioonsibility fcr planning - it lies in the country. 

Nor is there any ground for disagreement that in study and planning there should be 

a full utilization of all those residents who are ccirçpetont tc contribute• Aid 

from outside should be sought only when certain competence does net exist or is 

inadequate and net bccause tho competence is overlooked. In this connexion, the 

fact that WîO has assisted in raising the level of competence thrcu^i 5355 

fellowship-grants is not of minor importance
#
 Thus, the situation that existed 

only a few years ago in many countries presents distinct differences in 1956
# 

One justification for study and planning by outside experts is often 

mentioned* it has tc do with tho delicate and at times hazardous problems of co-

ordination
 #
 CXitsiders are viewed as being in a position to recommend changes 

that，thcu^i needed and logical^ are œrtain tc arouse antagonisms• The outsiders 

may be more objective because they do net have tc "live with" their brave recommen-

daticns - o r try to apply them. But the test of planning is not what appears on 

paper but rather in what is transformed from paper to cn-gcing action, "Whether 

this justification of study and reccmmendation by outsiders is valid remains to be 

proved； whether the strategy only strengthens existing enthusiasms while 

crystallizing existing antagonisms is unknown
t 

As one alternative there is the slower educational process of broadly-based 

study by those living in a country and with outsiders in a ccnç>lementary position^ 

In this atmosphere of study, when the plan emerges it is the country's plan and 

not a document to be received, debated, filed and superseded by a comparable 
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document at seme future time. Perhaps in health study and planning the statement 

cf Ilacauley regarding self-government may be paraphrased - "the only way to fit 

people for health planning is to entrust them with health planning". 

2
t
 Health data 

The urge of health workers for adequate information and, especially, for 

precise data, as the basis for planning, is a hi^ily commendable one
#
 The history 

of progress in public health contains many pages cf the influence exerted through 

the collection and refinement of statistical data. But- historically and currently, 

administrative decisions are made and plans are prepared cn the basis of the best 

information available
 t
 , 

Few countries have at hand completely adequate information and statistical 

data cn every subject to be included in a comprehensive plan. The plan to be 

fcrimilated may cover a period cf five or ten years and while there may be strong 

feeling in favour of a leng-term plan, it is doubtful that the same support could 

be obtained for equally leng-term study to precede the plan. The general policy 

should be accepted that the study will collect and consolidate the best information 

and data obtainable within a reasonable period. And cne of the products of the 

study should emphasize bcth the needs and the methods of obtaining progressively 

better infermatien as a part of the long-term health plan. 

3. Health
 ;
^als 

It is the doctrine cf the health г̂югкег that any condition or situaticn that 

is harmful or potentially harmful to health calls for an immediate attack wherever 

it exists in a country
#
 In conflict with this doctrine are certain realities that， 

irrespective of the country, appear prominently in the findings of a bread health 

study. The outstanding reality is the relationship and indivisibility of health， 

social and economic problems• Facing the health worker is the need to resolve the 

conflict between his doctrine and the realities• It may be assumed that his long-

term health plan will exhibit the strength cf sound scientific knowledge but, as 

a practical working document
д
 it must e^Iiibit, also， the strength of patience

t 

. As an example, the study of a country may produce a "morbidity map" showing 

a wide distribution of certain preventable diseases. According to the health 



worker
1

s doctrine, effective programmes of control or eradication should be 

instituted iramediately in one hundred areas • At this point the realities obtrude j 

the total resources, also shown in the study - men, money and ether _ limit effective 

action to ten areas. The dilemma is an old cne and it has been met in various ways. 

The problem may be attacked in ten areas "in depth" or the resources may be spread 

more thinly, "in breadth
11

, ever twenty or more areas• Underlying either decision^ 

i.e., the decision tc work in less than one hundred areas, is the health worker
f

s 

adjustment to the realities of the situation
# 

The reason for presenting this very obvious problem is that in an annual 

programme and budget bcth the decision and adjustment are only implied. In long-

term planning, however, the decisions must be explicit since each annual step is 

one in a series of five, ten or more. In a long-term plan, beginning with an 

attack in depth, consideration must be given tc the succeeding years, i«Q
e >
 what 

will be done in the starting areas and what new areas will be brought into the 

programme. The planning, therefore, involves prediction and action to overcome 

the barriers that prevent a full-scale attack immediately and everywhere
#
 It is a 

process whereby goals are established and attention is given tc all cf the factors 

tc assure the planned progress. 

In the selection cf goals for virtually every long-term prograinme the problems 

cf depth and breadth present themselves
 #
 Seldom are the problems and, therefore, 

the solutions, exactly comparable for different countries• Problems differ, 

resources differ and sc imist goals• These are the differences that make it so 

imperative that national gcals, rather than national needs, be emphasized in a 

health plan. Л goal is a reasonable and expected achievement of a specific period 

o£ effort. The period may be cne year or ten and near its end a new goal may be 

established for a subsequent period. Above all, the goal nust be soraethinG "within 

reasonable reach
0 

On the other hand, the health needs of a country are and must be an expression 

of perfection as it is currently conceived. Perfection is often hopelessly far 

away since, as a rule, it must envision something better than the best that exists. 

Probably the greatest confusion between needs and reasonable goals arises from the 



prominent place given to "standards
11

 in health plans • standards for tuberculosis-

beds, ratios of general hospital bqds or ratios of health personnel to population, 

etc. Standards are a mark of man's search for perfection^ шацу are based on the 

generalization that "man's reach should exceed his grasp". Since 七he relationship 

between reach and grasp is not established and since it is so variable, by countries^ 

a standard may be a reasonable goal for one c o m t r y but^ in another^ so far beyond 

anyone
1

 s vision as to retard even a first step. 

The same criticism may be made when health studies and plans stress direct 

comparisons between a highly developed country and one that is under-developed. In 

such a comparison it may be shown^ as an example, that the infant mortality rate in 

Country A is 30 per thousand live births¿ in Country B, it is 300- The recommen-

dations for Country В imply that, with health organization, personnel and facilities 

comparable to Country k , the infant mortality would be reduced from 300 to 30. The 

conparison serves little purpose； the recommendations are unrealistic• Here is an 

example of a health problem and a proposed programme isolated from the body of a 

culture• The comparisons and recommendations place little or no eirç>hasis on the 

facts that, in Country A , the social organization, the evolving concepts of social 

values and the general economic development, plus a 50-year growth of health ser-

vices, have contributed to the low infant mortality• 

With respect to goals, a health standard for the world applied to a specific 

countiy without reference to the existing levels of scientific^ social and economic 

development is often more harmful than valuable• Achievable goals, related to the 

health situation and resources of a country, become the intelligent objectives of 

immediate and long-term planning• The principle of achievable goals applies to all 

of the problems of health • medical education, improvement of the physical environ-

ment ̂  the role of the hospital in public health, etc* Thus, for each subject or 

part of the health plan the question must be answered: what is the goal? 

4» Medical education 

Medical education^ which includes the subject discussed in Chapter II - the 

integration of preventive and curative medicine - presents problems that are 

qualitative and quantitative in character• In many countries the shortage of 
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physicians, being so extremely acirte, forces itself to the centre of any planning 

process. For this problem the general strategy of solution applies and what was 

said previously about the approach to a solution "in depth" or "in breadth" cannot 

be avoided. 

The solution of the problem of general medical education by attacking it in 

breadth has its strong proponents• An exançle is seen in a report on South-East 

Asia: 

"If it is a valid assumption that the type of physician best suited 
for the needs of any particular country (or area) is likely to vary more 
or lass according to prevailing conditions, thon corresponding adjustments 
in the curriculum are inevitable, because the curriculum is the concrete 
plan by which the desired type of physician is produced» 

In a region such as south-east Asia where the need for physicians is 
great^ it is essential to devise a curriculum where the educational goal 
can be reached in the shortest possible time, -̂hhí- The length of the 
medical curriculum should be the outcome of an acceptable compromise 
between the country

1

s medical manpower needs and ^ e time required to 
teach successfully all that is deemed necessary"

# 

The suggested compromise is a medical curriculum shorter than the seven years 

of training now required in better developed countries• Yet, those who might make 

the decision in a country are usually graduates of the longer curriculum. They feel 

that a shorter curriculum is only a "scheme of supplying our wants by lopping off 

our desires" and that it would result in a deterioration of the medical profession 

and the science of medicine* Their urge, therefore
f
 is to continue to solve the 

problem in depth even if it means fewer medical graduates available in fewer places• 

As long as the debate is limited to the vocal expressions of sentiments the dis-

cussion is endless and no real decision is reached. What forces a firm decision is 

the broad stiidy and the proposed future actions that must be described in a com-

prehensive plan
#
 Not until action is under consideration is there any very great 

urge for "acceptable compromise
M

• And it might be mentioned here that a compromise 

is a settlement where both sides see themselves as partial victors. 

5. The role of the hospital in public health 

When the Government of Sweden proposed that the "Role of the Hospital in the 

6 0

 VJHO； m/AS/88.54• Medical Education in South-East Asia, 1952-1953. Hrb I 
(General considerations) pp. 11-12

# 
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11

 be considered by WHO it was focusing attention on a 

subject of world-wide interest* At the Eighth International Hospital Congress, held 

in London in 1953, the primary subject considered was "Preventive Medicine as a 

Major Function of the Hospital, and its Implications"# 

There are many examples of an emphasis on preventive medicine in specific 

hospitals
 #
 But the outstanding lesson from a review of such hospital practices is 

that the present and future role of the hospital in public health is largely deter-

mined by the social setting in which the hospital operates. The proposal, itself, 

submitted by the Government of Sweden is a document that supports this thesis. 

Beyond that, the proposal is a discourse on the theme of co-ordination. 

The proposal suggests that the advice to the hospital in-patient "must not only 

consist of medical prescriptions but also include information to be used in daily 

life, on diet, work, rest and exercise, and perhaps training for a new vocation"« 

When it is realized that about one-tenth of the population in a developed country-

is hospitalized annually, the desirability of such a prograinme of health education 

cannot be questioned. Unfortunately, education is not like the use of penicillin in 

certain conditions； effective change is seldom achieved by a concentrated single 

dose» Since the hospital
1

 s educational contribirtion must be made within a relatively 

short period, other agencies in the community must take over after a patient is 

discharged. This assumes a comimmity-setting within which the work in the hospital 

and that of other agencies follows a plan of co-ordination• 

The proposal notes, further^ that the hospital collects information "on local 

food habits, customs and traditions, and their relation to health and disease, and 

on occupational diseases in the local trade
9
 in factories, e t c • The hospital 

collects but unless the information on any of these subjects is a matter of special 

interest to someone in the hospital, it is unlikely that the information from the 

case-histories will be segregated and analyzed. The probabilities are that unless 

a health agency is prepared to offer the same advice, guidance and incentive as is 

noted in the hospital
1

 s reporting of births^ deaths and certain diseases, the 

information will be lost in the hospitales files, rather than being used "as a basis 

for health education in the hospital, in the waiting rooms and wards and 於粉 extended 

6 1
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to the education given outside the walls ĥhí- in close connexion with other health 

authorities"• Among the listed subjects of information, some call for education in 

fields that are social and political^ all subjects emphasize the importance of co-

ordinated efforts• 

Finally^ the proposal stresses the opportunity and the responsibility of the 

hospital in preventive medicine• "This work has started in many places, where 

mother and child clinics or clinics for family planning are arranged in hospitals• 

In this field expansion is highly needed, especially by developing services £or 
health examinations and for the early detection of occupational diseases, cancer, 

etc#"• It requires no great insight to conclude that the degree to which hospitals 

may act upon their, opportunities in preventive medicine is determined by the medical 
and social pattern of a country or a community* Thus, the role of the hospital in 

the public-health programme is linked with the role of the public health agency or 

agencies in the hospital programme, And the total role is a subject of health 

planning in a country^ with real hospitals, real health agencies and a real social 

setting involved. 

6# Time and place 

Against the background of resources and goals, the process of health planning 

introduces the elements of time and place• It is here that one of the most fundamental 

principles of planning appears# The principle is that no country develops uniformly 

across its surface or for all of its people- The phenomenon of uneven groirth is 

common to all countries and it is a striking feature of all activities to improve 

national well-being• Organized health work began in urban centres and many decades 

passed before it extended to selected rural areas• Medical education expanded from 

certain medical centres -
9
 the integration of preventive and curative medicine in 

undergraduate medical education begins in some medical schools and gradually spreads 

to others) the regionalization of hospitals starts in one region and^ like organized 

health work, grows to include other regions• Once the principle of uneven growth is 

accepted as basic to planning^ the decisions concerning the tii^s and places for 

action become consistent and orderly. 

The decisions to expand over a period of time are too often massed and concealed 

in a general "ten-year plan". Such a plan may divide a nation^ people into equal 
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population imits (20 000， 50 000, 150 000 etc.) and for each unit propose a uniform 

local health organization or hospitals, Or, and this is a specific example, a survey 

may recommend, for an under-developed country, that tuberculosis control be 

regionalized, with the country being divided into 20 regions each with an "experienced 

regional director in charge of all tuberculosis activities" in his area. Both of the 

above instances are exanples of easy but unrealistic arithmetic• Neither answers 

the crucial question of uneven growth, assuming that the whole of a plan 

cannot be applied immediately, when will the first health unit be started, the 

first hospital built or the first "tuberculosis region" established and, in each 

case, where? And for each succeeding year, to what other populations aro these • 

programmes to be expanded? It is the attention to time and place in a health plan 

that introduces the whole sequence of orderly events to achieve goals that are 

specified. 

7- Health priorities 

Probably no aspect of health planning has been discussed more than the 

selection of health programmes in the order of thoir importance
#
 No other subject 

so pervades health planning and none is so hodged-about with qualifications• 

Inevitably, when considering an order of importance the question arises: important 

to whom? When priorities must be detormined and selections must be made it is not 

only the value of a specific programme that is in question； it is the comparative 

values of all programmes. And "value" is a composite of biological, social and 

economic elements• 

Iri a recent discussion of priorities it was concludcd. that "the less well-

developed, a country, the moro it will be found expedient, if not necessary, to givo 

priority to communicable-diseases control, environmental sanitation and nutrition. 

The more widespread a disease is, the more deaths and morbidity it causes, (and) 

the easier it is to control, the higher should be its priority ^ ^ s It is very-

important that the health services should have obvious success in solving problems 

in the earlier stages of its prograrome, particularly if that success influences 
62 

social and economic factors". 

Methodology of Health Protection in Local Areas
1

 report of technical 
discussions: Chron. "Jld Hlth Org. 6 , Nos. 7-3, 224. 
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The statemerrb is a general one but those responsible for planning in under-

developed and in more-developed countries must deal with particulars• Communicable 

diseases include many conditions and situations, each of which mi^rb absorb the 

total health budget for many years- Tho same is true of environmental sanitation 

and nutrition. None of those can be undertaken as an exclusive programmej each 

must be conceived as a part of a larger objective• 

The above statement referring to under-developed countries represents one of 

the extremes in the selection of programmes • The magnitude of the problem of health 

priorities is seen when the other extreme, the soloctions in more-developed countries 

is considered. The types of projects and programmes reported for the European 

Région indicate the selections at the other extrome - occupational health, mental 

hoalth, cardio-vascular diseases, premature births, prevention of accidents, etc舞 

The technical discussions of the European Regional Committee in 1955 centred on the 
/q 

subject^ "Changes in health services necessitated by the ageing of populations"« 

And, as a forerunner of futuro priorities and programmes, the discussions considered 

"the need for skilled services and special measures of rehabilitation， the 

therapeutic value of selected paid employment for old people and the part that could 

best be taken by central administrations in promoting domographic research and 

studies of the various features of the ageing process"• 

The selection of priorities involves the consideration of many variables, not 

the least of which is what people want. It has been said that a social problem is 

one that enou^i people think is a social problem- Perhaps what enough people 

regard as a health problem is a health problem» In a specific area it may well be 

that, despite the prevalence of communicable diseases, the
 11

 felt need" of the people 

is for dispensary services and the degree to which this demand can be met, in com-

bination with other programme s ̂  is the most pressing problem of priorities. Likewise
 y 

in an under-developed country there may be a rising social leadership and a strong 

supporting constituency moving towards action in the field of social insurance, with 

its accorrç)animent of health services • In few countrios can the health priorities 

and, therefore
y
 tho health planning bo sharply and simply restrictedj it is the 

whole advancing front of tho health aggregate that calls for attention-

S3 
Off, Roc> Wld Hlth Org. 67, 
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Closely related to the discussions of health priorities are the many references 

to the need for "balance
11

 * The word often means that the adoption of one programme 

almost forces the adoption of others, such as the logical additions of venereal 

disease control and nutrition to a prograirime of maternal and child health. A second 

and, perhaps
}
 more important moaning is relatod to various forms of assistance that 

may be received by a country. It directs attention to the ability of a country to 

absorb and continue what has been started with assistance. Those who initiate and 

develop projects or programmes with outside support are warned that a country, like 

an individual, may over-extend its commitments* The emphasis here is on continuity； 

the sheer weight of many projects or programmes supported in large part by outside 

funds is often evidence of imbalance • 

A third interpretation of balance suggests caution in the selection of 

priorities# The influence of dominant personalities^ the expression of temporary 

enthusiasms, the adoption of political and other expedients 一 these are often the 

adverse factors that determine the balanco of the moment• It is tho health study 

that provides the qualities of calm and objective analysis ; it is through the health 

plan that a balance regarded as desirable for a country may be achieved. 

8. Health complements 

The discussion of the broad study touchod on the subject of coraplementary* 

health constituents. What is being done by many governmental agencies, not directly 

concerned with or responsible for health improvement, is important to health workers； 

what is being planned by such agencies is doubly important• Nor are the plans of 

govGrnmental a g e n c i e s the only ones ; t h e r e arc o t h e r p r o j e c t i o n s b y p r i v a t e a g e n c i e s 

that are of equal interest. 

Every report of an economic commission in a comtry or a region has in it 

material that contributes to health planning. The influence of the studies of the 

International Bank for Reconstruction and Development has been noted• In the studios 

and proposals such matters as tirno and place are usually very specific and the proposed 

investments are tangible. The health opportunities contained in the proposals almost 

plead for attention
# 
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As an exarrçle, and not a theoretical one, a railroad, is projected； it is 

intended to tap a country
1

 s resources and the plan locates industries in villages 

that will become towns and in towns that will grow to citios- The construction of 

the railroad is plajined over A threo-yoar period and the res our CG development, 

Including a large area to be opened to agriculture, extends over a decade • Yot, the 

example is one of economic planning in isolation* Throughout the whole programme 

there are the needs- and potentialities of a parallel health plan to increase tho 

probabilities of economic success. 

The workers who build tho railroad need health protection and health sorvicos. 

This may be regarded and financed as a tomporary need. If so, little attention is 

being given to thG fact that tho area of developruont will become an attraction for 

moro people and with more people existing facilities, and personnel will become hope-

lessly inadequate• 

The example is one that demonstrates a common defect of social and economic 

planning with inattention to the third factor in tho inseparable triad, health 

protection and improvement• The latter may be regarded as a legitimate, though not 

a large charge, against the capital investment• It becomes an extremely large 

financial burden if it is to be met by local coromunities out of their own resources. 

It is not only in undor-developod countries that the cormnon defect is seen. 

In more-developed, countries it is observed in the movemont of industries from 

motropolitan centres to smaller cities and towns• Here, too, tirae^ placo and invest-

ment are involved and here, too, health opportunities present themselves• The tragedy 

occurs when, as a result of failure to plan for health， to use tho precious element 

of time, the predictable emergencies develop• Populations double or treble, health 

facilities and services are overwhelmed and expedionts must be adopted to meet 

crises that should have boen prevented-

The industrial revolution, just beginning to be felt in many parts of the 

world, generates health problems but at tho samo time contains the means for solving 

them. Industrialization is not an unmixed blessing if its contribution to well-being 

is limited to tho production of goods. Offering a livelihood^ it attracts largo 

numbers of people who, though gaining a livelihood, may do so under conditions that 



are costly to health. It is a greatly delayed response to the predictable when the 

exigency that results 一 lower industrial production per employco - must bo met Ъу 

omorEoncy measures. The task before those who plan for health is to analyse
}
 predict 

and apply their knowledge of prevention. From tho integration of health promotion 

Cwiid industrial development the dividends that ac cumulât g are as great for industry 

as for health. 

The same emphasis applies to agricultural developments in a country• It is not 

unusual to see a raap that presents future plans for land utilization - clams^ now 

productivo—acreagesj irrigation systems and estimates of future population» Here is 

a parallel to industrial plans j here, too, are times and places» But, too seldom, 

attached to the timos and places^ are tho health goals that are so intimately bound 

to successful land utilization• 

The above statements do not mean that health programmes should be concentrated 

only in those places undergoing industrial or agricultural development• Nevertheless^ 

in addition to personnel, facilities and supplies, health is dependent upon sources 

of population-income to improve living conditions. Other problems aro met when 

health promotion is undertaken in areas that do not provide a favourable social and 

economic setting# In such areas the econoriiic biurdon for health and other needs may 

be borne, in whole or in part, by a larger political unit - district, province, state 

or nation. How this part may be borne is a subject of long-term planning. Unless 

the subject is given realistic consideration, the vague assumption that what is called 

an
 i¡

incentive pror^amme
11

 will excite a continuing and expanding health effort is only 

an assurance of failure-

9. Long-term plans 

A long-term plan if it is to present more than statements of general hopes and 

ambitions must be tho sum of a specific number of annual plans• The long-term plan 

is not a fixed and immutable course of action； it must be regarded as flexible and 

subject to adjustments or changes when unforesoen developments occur• The objectives 

or goals for the first year may not be rcached or they may be exceeded. Either result 

may call for a review and adjustment of an important segment of the plan or for a . 

change in a number of projected programmes- As an example, after a plan is prepared. 



construction costs for dispensarios, health contres^ hospitals and other facilities 

may increase or 七he anticipated funds for a second or third year, decrease• Unless 

these unforeseen occurrences can be overcome during subsequent years the goals must 

be changed• The changes indicate the need of other adjustments of goals
 9
 such as 

those relating to the plan of training personnel- In this aspect of its use the 

long-term plan not only contributes to a balanced programme for the health aggregate¿ 

it also i'ul.fils a vital, role as an ins-/.rumano of annual evaluation. 

In many countries the aid or assistance received from international sources 

creates special problems of planning. As a rule the assistance for specific health 

projects or programmes， exclusive of capital expenditures, fellowships and other 

training, is of short-term duration. This is true even though continued assistance 

over a period of years may be implied by the nature of certain projects» However, 

unless and until international agencies make firm con^mitments for longer periods, 

the general rule of assistance on an annual basis is followed» 

The problem facing the assisted countries is to develop long-term plans that 

take into account two types of resources• One type is relatively stable； it consists 

of the resources within a country even though these may be limited• The other type, 

international funds^ must be regarded as less stable and any mixture of the two 

resources in a long-term plan without attention to their differing stabilities has 

in it certain clangers • There are roany examples where specific health programes^ 

supported by unstable sources of funds, have had to be greatly reduced or abandoned 

and too often the primary cause was an inattention to the stability of the sources 

of support, The "tranquilizing
11

 effect of a five'-year grant of aid is a hazard 

unless it is counteracted by the antidote of planning for subsequent years• 

In those countries that receive a significant measure of international 

assistance, the problem would appear to necessitate plans based upon a separation 

of resources according to their stability and continuity» This adds to the 

difficulties of planning but it is also evidence of far-sighted organization and 

adr.iinistration. The basic plan in such a country would envision the organization, 

integration and full utilization of the national health resources. It would contain 

the answer to the question: what would be clone over a period of years if the country 

receives no outside assistance? Since the answer presents the goals that may be 
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reached without assistance it serves two important purposes• It is an informative 

and educational document for those in a country whose decisions determine the 

economc support for health work. In effect, tho basic plan stands as a conservative， 

and it nay be disturbing, picture of the future
#
 The second purpose is that the 

goals, without assistance, indicate how, where and when assistance may contribute 

most effectively. 

With the basic plan as tho core^ the assistance plan becomes something far more 

substantial and meaningful than the usual series of isolated requests or projects• 

In an assistance plan projects have a place in the health aggregate5 their purpose 
i m i i___ 丨 ц """ 1 111111111 1 •"咖丨丨丨 1 丨丨！ “11抑丨‘丨_丨|丨•丨丨丨• i � 
is to accelerate the pace and strengthen thesteps towards specific goals- And when 

the plan's are viewed together the important factor of continuity, the ability of a 
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country to absorb what has been "with assistance, becomes something 
ráore than a guess or a hope s Even though an international agency may not or cannot 

1 1 1 - , I T — _ 

make specific long-term allotments of funds, it is given a long preview of a country
1

 s 

goals and of requests that may be anticipated. 

It is thus, by a series of orderly stops^ that the maze of data and information 

in a country may be transformed into health plans for the future# The transformation 

presents integration and co-ordination in the broadest sense» Can the minds and the 

imaginations of health workers oope with problems that are so complex? The question 

cannot be answered by any set of general considerations or a diseus si on of some 

specific problems of health planning. Nor can it be answered by preparing a general 

study design. Such a design can be considered only as a broad framework within 

which the details of planning are to be drawn_ 

The only satisfactory answer can come from the health workers in a country 

who accept the task and the responsibilities of planning» 


