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PREFACE 

The.subject chosen for the Technical Discussions at the Eighteenth World Health 

Assembly to be held in May 1965 is "Health Planning ". In conformity with previous 

practice, a "Suggested Outline" for use in discussion of the subject was sent in 

August 1964 to Member States, Associate Members, and a number of non -governmental 

organizations in official relationship with the World Health Organization. This was 

accompanied by a request for their comments on the various topics specifically referred 

to in the document. • The "Outline" comprised six chapters concerned with the following aspects of 

health planning: 

Chapter I. Range of governmental activities as regards planning for 

economic and social development and for health. 

Chapter II. Information and legislative powers as a prerequisite 

for planning. 

Chapter III. The preparation of the health plan. 

Chapter IV. "Planning" and " programming" . 

Chapter V. Information of the public and popular and professional 

participation. • Chapter VI. Evaluation. 

These chapters were accompanied by an annex containing a series of 25 related 

questions appropriately grouped which were submitted as guide lines for the comments 

of the recipients of the outline. 

Up to the date of the completion of this background document and working paper, 

replies have been received from 56 Member States and Asoociate Members, and from five 

of the non -governmental organizations, and all have been used in its preparation. 

Almost invariably these replies have been clear and detailed. They have made 

available to the World Health Organization a mass of valuable information based on 

the experience and views of the contributors, which has not previously been in its 

possession. The purpose of this background document is to present in summary form 
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the material so collected together with such additional commentary as may be necessary, 

Furthermore, it is intended to pin -point the more important issues which merit wider 

and more critical discussion. 

In this document the order of presentation is as follows: 

I. Introduction. 

II. A clarification of certain definitions. 

III. The analysis of the replies to the questions in the 'Outline ", under 

the six chapter headings already indicated. 

IV. An elaboration of certain of the more important issues arising from 

consideration of the replies. 

V. Suggestions as to questions which call for further consideration 

and which will be included in the agenda for the Technical Discussions. 

A short bibliography was provided as an annex to the outline document. This 

has now been enlarged, made more comprehensive and annotated in part. It will be 

available simultaneously with this background document. The limitations of the 

bibliography are fully recognized, but suggestions as to suitable additions will 

be welcomed and included in any future reissue. 
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I. INTRODUCTION 

I.1 In this the mid -year of the Development Decade, it is perhaps appropriate to 

remember that in the foreward to his "Proposals for action "1 the Secretary -General 

of the United Nations observed that "development concerns not only man's material 

needs, but also the improvement of the social conditions of his life and his broad 

human aspirations. Development is not just economic growth; it is growth plus 

change ". He added that the objectives for 1970 were within our reach provided that 

there was a willingness to make the necessary sacrifices, and to make use of new 

approaches. These included, inter alia, the concept of national planning - for social 

as well as economic development, greater insight into the human factors in development 

and the urgent need to mobilize human resources. 

This is one of many milestones which mark the road to the "Т clinical Discussions" 

on health planning. Few of such discussions have been concerned with a more complex 

topic. 

The concept of planning for health is perhaps simple, but the idea in execution 

requires the employment of a wide range of knowledge and skills - administrative, legal, 

technical and even psychological. This complexity is all the greater when health 

planning is undertaken, not in isolation, but as a combined exercise with those who 

are concerned with the economic and social development of a country. 

I.2 Until comparatively recently, many countries allowed their economic affairs to 

be subject to the principles and operations of laissez- faire. Similarly, many 

countries have developed their health services haphazardly, in response to the special 

needs of vulnerable groups, with a view to improve environmental deficiencies, or to 

combat epidemic diseases, but without any thought of organized co- ordination. 

The harsh facts of economic necessity have made it obligatory for the majority 

of countries to bring some order into their national balance -sheet of expenditure and 

income; and of that necessity, planning for economic survival and development was born. 

1 

- United Nations, Department of Economic and Social Affairs, The United Nations 
Development Decade: Proposals for Action, Report of the Secretary- General, pp. xii 
and 125. 
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It is only comparatively recently, however, that the economic planner and his counter- 

part in the h�ea__th field have realise ï heir ir.ce.rc_eper denсe, and have begun to arrive 

at an understanding of their respective roles. 

I. On the health side, -тany factors have operated in creating the current interest 

in health planning Amongst them are such matters as population growth, the presence 

of so many more young people seeking education and subsequently employment, the internal 

and external movements of peoples, and the increasing incidence of old age with its 

inherent problems. To these must be added, though • differing in kind, modern discoveries 

in medical science, the development of new medical,.- surgical and epidemiological 

techniQuës- in fields as different as malaria eradication and cardiac surgery. All 

these advances have emphasized the concurrent need for the training of personnel to 

apply the techniques, and have often brought a realization that many of the old health 

service installations have outlived both their physical and functional usefulness, 

They have also drawn attention to the fact that the arrangements under which health 

services were organized and operated were themselves in need of re- planning. These 

then were some of the influenïces behind the desire generally expressed by governments 

fbr co-cperation between economic health planners and for. their close association with 

their colleagues in other planning fields such as agriculture and education. 

Nevertheless, there are still a few countries where health planning is completely 

dissociated from planning for economic and social development, and others which are 

still content with their existing health services - but these are exceptions. 

i4 Obviously the great scope for health planning in association with economic and 

social planning is in the developing countries. There, even though some basic services 

may exist, their, extension creates problems of manpower provision, financial support 

and administrative direction and control. But the solution of these problems may be 

complicated by the need to depart from inherited patterns of governmental machinery and 

administration and to create new and more appropriate forms of organization. 

Hence the emphasis which has already been placed on the complexity of the 

planning process, and the importance of planning, not superficially, but closely and 

comprehensively. 
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It is possible, and even easy; to draw "plans" in broad outline; it is more 

difficult to put them together piece by piece with scientific accuracy, so that they 

form an integrated whole. 

I.5 Plans both in the economic and health field have often suffered from an 

insufficient appreciation of the labour involved in their preparation, and of the 

difficulties arising from inadequate informative data, especially financial. 

It cannot be too frequently stated that planning is an intellectual discipline 

of a high order, demanding meticulous attention to detail, creative лagination and 

patience. It also requires an understanding of the possible reactions of the men 

and women who are to operate the programme which will be based on the plan, and of 

the members of the community it is intended to serve. 

This background document is therefore intended within its limitations to suggest 

the steps which are necessary for the preparation of a satisfactory health plan, and 

to summarize the variety of experience which is recorded in the replies to the outline 

document. These replies do not disguise the difficulties inherent in planning, 

but at the same time they reveal it as a stimulating and rewarding experience. 
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II. A CLARIFICATION OF CERTAIN DEFINITIONS 

Where a new discipline develops there is a tendency to coin words and terms 

which identify its essential facts and phenomena. If a number of creative centres 

are involved, these terms may differ even though their meanings are intended to be 

the same. 

Even where one language is the vehicle of expression, there is danger of confusion, 

but where the question of translation arises, confusion is almost u.Lnavoidable. In 

the case of economic planning for example, it has been found necessary to draw up a 

glossary in a number of European tongues in order to establish equivalent meanings for 

certain commonly -Used terms. This problem is also beginning to concern the health 

planner in his particular field, but as yet is not a major one. 

II.1 Restatement of outline definitions 

In the "Outline" document, an attempt was made to define certain of the more 

familiar expressions, and especially those concerned with plans, programming and 

projects. It was also stated that those definitions had been made solely for the 

immediate purposes of the "Outline ", and the replies to its questionnaire. 

Actually, the definitions do not appear to have caused any difficulty to 

contributors, but rather to have facilitated their work. 

Only on one or two points does further clarification appear necessary. It 

will perhaps be helpful to quote the paragraphs in which these particular definitions 

were set out in respect of economic and social planning, and mutatis mutandis 

of health planning also. 

"The plan, in whatever way it is prepared, will take into account 
the whole gamut of the country's resources, its economic prospects, the 

availability of manpower, the needs of agriculture, education, health, 
industry and transport. From the point of view of description and 
definition it may be called the 'over -all', 'complete' or even 'macro' 

plan for national economic and social development. 

It may have been drafted en bloc, but more usually it is a somewhat complex 
composition made by the co- ordination of the several plans for the component 

major fields or'sectors' - agriculture, education, finance, health, etc., 

which have been created by 'sectoral' planning. (The adjectives 'sectoral' 

or preferably 'sub -sectoral' are also applied somewhat loosely to plans for 
territorial division of a country, or for specialized fields of activity such 
as secondary education, housing, hospitals, malaria eradication, etc.) 



A18/Teehnical Discussions/l 
page 7 

' Sectoral' plans again may be prepared en bloc, but are often a matrix 
of individual or interlocking plans for 'projects'. In this connotation, 
a 'project' is a scheme with a restricted objective, as, for instance, the 

provision of a water supply to a community, or the organization of health 
services in relation to a local health unit. 

(Experience now suggests that a plan is in effect a co- ordinated aggregate of 

projects, with which is associated a clear description of its financial implications.) 

Health planning is concerned with and comprehends all the services for 
promoting and maintaining individual and communal health including those 
concerned with the environment. In whatever way it is described, whether 
as the national health plan or as the sectoral plan for health, the 

important thing is that there is a deliberately and carefully worked - 
out plan, based on adequate data, phased if need be to cover a specific 
period of time." 

(To this should be added the same statement regarding the relevance of the 

financial implications.) 

II.2 Definitions of planning and programming 

Later in the "Outline" document "planning" and "programming" were defined - 

the former being that series of activities which leads to the formulation and 

presentation of a national health plan. "Programming ", or implementation, was 

defined as the process whereby the content of the plan is carried out either as a 

whole or in functional sections. 

In this series of definitions only the adjective "national" as applied to "health 

planning ", and the concept of "programming" have given rise to questions. "National" 

health planning has apparently been regarded as comprehending more than simple "health 

planning ". It has been assumed to include the hygiene of the environment in relation 

to water, sewage, refuse disposal, housing etc., while "health planning" has been 

regarded as limited to the provision of medical care. But "health planning" as 

defined above includes these essentials of environmental improvement. Nevertheless, 

if the addition of "national" emphasizes the fact, its use in this context may be 

helpful. 
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With regard to "programming ", two comments have been made. The first suggests 

that there are two stages in "programming "; the first of these consists in the 

selection of a number of projects from the final plan which when assembled together 

will also constitute a feasible financial prоg:°am.le. second is the execution cf 

this programme. Here again, the extended description of "programming" is acceptable. 

The second comment relates to a linguistic difficulty. It has been claimed 

that there is a possible ambiguity in the respective meanings of "planning" and 

"programming" when they are translated into French as " planification" and "programmation" 

respectively. This difficulty may perhaps be resolved by replacing "programming" 

in English by "implementation" and, at any rate in French, " programmation" by "mise 

en oeuvre ", 
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III. THE ANALYSIS OF THE REPLIES TO THE QUESTIONS IN 
THE "OUTLINE ", UNDER THE SIX CHAPTER HEADINGS 

ALREADY INDICATED 

In this section of the "background document" anti working paper, the replies to. 

the questions or guide lines in Annex A of the 'Outline" document will be reviewed. 

It would appear more useful, however, to give a synopsis of these replies, under 

each of the six chapter headings of the "Outline ", rather than to attempt to 

analyse them separately and in detail. 

I1I.1 Economic and. health planning 

The first chapter of the "Outline" was concerned with the range of government 

activities in planning for economic and social development and for health, the 

history and duration of these activities, and the organization through which they 

were carried out. 

In their respective fields, economic and health planning have each a long history. 

But restricting their record to the present century, economic and social planning first. 

care into prominence in the USSR in 1921, and commenced in India in 1938, while health 

planning was included in the first USSR plan: which was initiated in 1929. Similarly in 

India, a report on the future of the Indian.Health Service, based on a national survey, 

was published as the well -known Bhore Report in 1946. 

The replies to the questions on these matters would appear to suggest that, apart 

from certain isolated instances, there have been two recent but separate eras of plan- 

making in the economic arid health fields. The first of these commenced in the later 

stages of the Second World War or shortly after its conclusion, while the second began 

shortly before 1960, when, with their newly -acquired independence, countries became 

conscious of a growing responsibility for their future over -all development. Several 

European and Asian countries are representative of the first group; certain Latin 

American countries and the galaxy of African territories, both French and English 

speaking, which from 1957 onwards found themselves masters of their own economic and 

social future, are typical of the second. 

ITI.l;l Apart from this approach to over -all planning, health planning on a 

restricted scale has been familiar to several generations of public health administrators 

and to the governments they advised. Their efforts were concerned with individual 
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projects of various kinds and dimensions and included the control of certain 

communicable diseases, the provision of health services for the members of vulnerable 

groups in the community, the reduction of preventable mortality, particularly in 

childhood, and the improvement of the environment. Such activities usually tended 

to be organized as separate administrative entities. 

However, recent advances in medical science and appreciation of the "felt needs" 

in a community, have added to the list of health services for which governments feel 

themselves responsible. In the interests of the administrative efficiency and because 

of the financial commitments involved, Ministries of Health have begun to look to some 

form of comprehensive health planning as a solution of their difficulties. They have 

also realized that such health planning cannot be carried out efficiently in vacuo, 

and that co- operation with the economic planners and with their colleagues in other 

planning sectors is necessary. 

III.2 _Economic planning 

The economic planners in many cases have already created an organization within 

which their plans for economic development are hammered out. The pattern of these 

organizations varies considerably. Some governments prefer to rely on the services 

of "planning consultants" who may either be commissioned to carry out the preliminary 

work of collecting and marshalling data, or may even be charged with the responsibility 

for drafting either an "over -all" or a "sa,tor.аl" plane 

III.2.1 In some countries the planning organization is located at the Presidential 

level, but more frequently it is a section of the Prime Minister's office. Both these 

arrangements tend to facilitate co- ordination between the planning organization and 

the government departments with interests in the plan. The Prime Minister's office 

is also concerned with the political and parliamentary action which brings the plan 

to life. The staff of the organization is usually composed of economists, statisticians, 

administrators and experts from the various technical fields. The organization may 

depute the preparation of subsidiary and even major sections of the plan to specially 

appointed committees. 
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III.2.2 Again, in some countries, a variety of fundamentally similar bodies, but 

with differing titles - Ministry of Planning, Special Planning Organization, 

National Economic Board or Council, General Commissariat of Planning - have been 

created, and sometimes endowed with a considerable degree of autonomy - subject always 

to the ultimate decision of the government. These planning bodies and the committees 

which they appoint must obviously co- ordinate their own activities, and co- operate 

with the various departments of government - Ministries of Finance, Agriculture, 

Health, Education and the like. 

III.2 3 On these facts, as related by contributing countries, the following comments 

may be made. There would appear to be an undue proliferation of committees charged 

with minor responsibilities, resulting in the over- burdening of a relatively small 

number of experienced political and administrative persons, dispersion of effort and 

consumption of time. In countries with large populations and established administrative 

machinery, such over -activity may be readily borne, and may even be beneficial in that 

it engenders interest. But many countries with small populations are also of necessity 

engaged in planning, and here a simple planning machine would have the obvious advantage 

of intimate discussion and sharing of experience and knowledge, and could possibly 

facilitate speedier decisions. 

III.2.4. In certain countries planning is still entirely a sectoral affair. 

Educational planning takes place in the - Ministry of Education, schemes for 

agricultural development are prepared in the Ministry of Agriculture, and all the 

aspects of health care and promotion are planned in the Ministry of Health. Under 

such circumstances, the Ministry of Finance tends to be the co- ordinator, .nd even 

the selector of priorities, subject always to the approval of the Cabinet or Committee 

of Ministers, and the Prime Minister or other executive chief. 

III.3 Health planning 

Nevertheless, the organizational pattern for health planning varies. There is 

for example at least one completely external group of experts who have been engaged to 

prepare the preliminary outline of a health plan for subsequent elaboration by the 

Ministry of Health. In a few cases, an established economic planning commission. or 

Ministry of Planning has devolved health planning upon a special sub -commission or 

committee, which co- operates with the Ministry of Health, but is independent of it. 
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III.3. 1 Sometimes the specialized body for economic and social development will have 

a member of its staff with special interests in the health field. This individual 

co- operates with the planning unit or its equivalent in the Ministry of Health, and 

maintains a liaison between the two groups of planners. 

III.3.2 It is rare, however, for the Ministry of Health to be assigned a relatively 

subsidiary role in health planning. Usually, the Ministry is responsible for the 

preparation of its health plan, but uses a special planning unit representative of the 

various branches of health service activity as the constructive instrument. The 

plan is then discussed and agreed with the over -all planning organization, and arrange- 

ments are made for its incorporation in the general plan for social and economic develop- 

ment. (The staffing structure of the health planning unit will be considered 

subsequently.) 

III.3.3 From a consideration of the abundant facts available, it is clear that in 

all forms of planning there is no common pattern of organization which has obtained 

general acceptance. Nor is this altogether unexpected, having regard to the various 

forms of government existing in the world of today, which, with only occasional 

exceptions, nevertheless seem to meet individual national needs. 

III.+ Information available to planners 

In respect of Chapter II of the "Outline" document, the comments sought for from 

contributing countries were concerned with the nature and extent of the information 

available to the government of the country before planning began, the methods used to 

enlarge it, and the nature of the legislative powers which were already available or 

were obtained to authorize both the preparation of the plan, and subsequently to 

implement it, in part or in whole. Governments were also asked their views on the 

very pertinent and important question of the minimum of information necessary to enable 

health planning to be started. 

III.4.1 The replies to the guide lines differed materially between developed and 

developing countries. Almost all the countries in the former group were content with 

the adequacy and reliability of the broad range of statistical information available 

in the economic, demographic, health and educational fields. However, two thirds of 

them found it advisable to make supplementary surveys, either to amplify data already 
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available, to check facts, or to seek new information. These additional studies and 

inquiries dealt with a variety of subjects - such as living conditions, incidence of 

certain non -notifiable diseases, hospital facilities and staffing requirements. 

III.4.2 Developing countries only occasionally found themselves in such a happy 

position. Their statistical deficiencies, however, seemed to be greater in the fields 

of vital and health statistics, than in the availability of the basic facts concerning 

their economic, commercial, agricultural and educational situation. In developing 

countries there is, with one or two notable exceptions, an acceptance of the fact that 

the vital statistics are generally unreliable and at the best, only significant in 

certain well-regulated districts. Furthermore, they usually agree that the recording 

of the activities of the health servicés are incomplete. Although thLs statistical 

material is sometimes augmented by special studies and surveys, these ad hoc inquiries 

seem to be less frequently resorted to than in developed countries. Two countries 

which had employed them suggested that their results should be used with reserve. 

These inquiries, related to such matters as cultural characteristics, child health, 

nutrition, living conditions and the incidence of such diseases as helminthiasis. 

III.5 Irreducible minimum of information 

Only one half of the contributing countries had any views as to the minimum of 

information necessary to enable planning activities in the health field to be started, 

but the suggestions of the remainder - mostly developing countries - were both 

interesting and useful. 

The possession of census data was regarded as essential, and emphasis was placed 

on its availability on a regional and local basis. The recording of births and deaths 

T--as regarded as next in importance, but only one contributor commented on their 

relevance to o ulation p p growth. Specific recording of the causes of death and 

notification of certain communicable diseases were also regarded as useful. These 

were the data which were regarded as particularly important, and would appear to 

constitute the "irreducible minimum" referred to in the guide line. 

III.5.1 However, information under a number of other heads was also regarded as 

significant. This included data regarding the manpower situation and training 

institutions, the number of health service installations - hospitals and dispensaries 

and the number of persons receiving their services, and a description of the geographical 

facts and transport facilities. 
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III.5.2 The general comments of some countries are particularly interesting. One 

was to the effect that the search for basic data is important, but should not be out 

of proportion to the action programme which is to follow. Another suggested that 

there is no such thing as an irreducible minimum of information, and specifically 

s cс ted: "Any information is useful". 

Finally, one government stated that, as a result of several years' experience 

of planning, both its economic and health vital statistics had greatly improved. 

III.6 Available legislation for planning 

The replies to the guide line regarding the existence or otherwise of planning 

legislation revealed, as was to be expected, considerable differences in national 

attitudes. 

In some countries full authority for any form of planning whether "over -all" or 

"sec +oral" and for its implementation is contained in the national constitution. Even 

here, however, it is obvious that these generous powers as regards implementation require 

the further endorsement of the Ministry of Finance when the plan is translated into a 

programme. 

Other governments are also given planning powers by the national constitution, 

but each plan has to receive legislative authority for its implementation and 

for the financial provision required. 

Other governments again have to obtain legislative authority to plan whenever 

they ceek to do so and in whatever field. The powers so obtained usually cover the 

e= cu:ion of the plan subject only to the approval of the Ministry of Finance. 

I1I.6.1 Legislation available for health planning 

The conditions appertaining to health planning, if not included in the arrangements 

for economic and social development, usually follow the lines already described. 

Noroover, a traditional right to plan in the health field seems to be commonly 

accepted. 

So far only some of the prerequisites for planning in the socio- economic and 

health fields have been dealt with. 
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III.7 Preparation of health plan 

Chapter III of the "Outline" is concerned with the heart of the matter - 

the preparation of the health plan - and all that this involves. It discusses the 

term of years to be chosen for the plans operation; the nature of any "norms" or 

"standards" of provision which may be adopted; the "priorities" in both the economic 

and the health plans and why they were so allocated; and the question of the integration 

(or association) of preventive and curative medicine. Manpower availability, and the 

organized recruitment and training of all grades of personnel for the purpose of the 

health plan are other subjects of inquiry. Finally, information was sought as to 

the actual amount of time required for the preparation of the plan, and the form of 

any organization set up to formulate it. 

It is difficult in the great mass of material provided by governments to discern 

anything which resembles a common pattern either of procedure or of organization. 

Arrangements were based not so much upon the recorded mdus operandi of earlier 

planners, as upon the administrative traditions of the country, and the availability 

of planning personnel of appropriate experience and authority. 

There was, however, a widely prevailing desire to use the new tool of planning, 

and to abandon haphazard or improvised methods of creating and maintaining health 

services. 

1II.7.1 Term of plan, objectives, flexibility 

Dealing first with the term of. years over which both "оvеr -a11" and health plans 

are intended to operate, there is a trend towards long -term planning. Such long -term 

plans may cover periods of from 15 to 25 years, brcken down into five -year stages. For 

plans with a shorter perspective the period is usually five years, but here again there 

are variations. A period of four years is occasionally met with, particularly when it 

corresponds to the intervals between parliamentary elections. In such circumstances, 

the plan is often published for discussion as part of the political programme. These 

four- or five -year plans, however, are almost invariably divided into one -year phases, 

which conform to the national budgetary arrangements, and provide for considerable 

flexibility in the programming of the plan. 
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III.7.2 In stating the objectives of their plans, governments were apt to use 

general rather than specific terms. In the field of economic and social planning, 

the following examples of expressed intentions may be quoted: 

to broaden the basis of the national economy; 

to improve the standard of living; 

to increase productive capacity; 

to obtain annually an increase of from five per cent, to six pe,° cent. 

in the national income. 

With the exception of the last, these are broad aims rather than specific 

objectives. 

III.7.3 In the health field the statements were usually more pertinent. Typical 

examples are: 

to increase the facilities for the provision of medical care; 

to improve the health services, on the basis of an analysis of existing demands 

and known shortcomings; . 

to expand and establish training institutions; 

to improve the preventive services and hospital and dispensary facilities. 

III.8 Standards of provision 

The preparation of the health plan involves the determination of what services or 

facilities are to be provided, in what quantities, and ultimately at what cost. For 

this purpose governments must decide upon some standard of provision, and they were 

requested to indicate how they had arrived at the number of doctors, nurses, 

sanitarians, hospital beds they required to implement their plans. These questions 

rarely provided any specific answers, and where answers were given, they usually 

referred only to the number of doctors and hospital beds per 1000 population. These 

are important ratios, but they can be entirely fallacious under certain circumstances. 

III.8.1 In contrast to these somewhat general statements of standards, are the very 

detailed TTnorms" of provision which have been established by certain of the Socialist 

Republics. Apart from this group, the developed countries rarely expressed views on 
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the subject of standards, though one government described precisely the new standards 

of hospital bed provision which it intended to apply for acute cases, maternities, 

geriatric care, mental illness etc. Another government stated that, in future, its 

"norms" for provision would be determined scientifically. Others indicated that, 

although satisfied with their total bed complement, they were aiming at a better 

geographical distribution. 

III.8.2 However, the situation in the developing countries was very different. 

Specific targets in terms of ratios of doctors, nurses or hospital beds per 1000 

population were rarely stated, but general expressions of broad objectives were 

frequent. Several governments admittedly had targets in mind, which they aimed to 

reach in five or 10 years, but they did not disclose them. One government made it 

clear that it was more concerned to build steadily on what it had already got - adding 

a few doctors, nurses or hospital beds each year to its resources, rather than to 

specify targets and goals. 

No section of the questionnaire disclosed more objectively the existing differences 

between developed and developing countries, or pointed more significantly, if indirectly, 

at the factors which control the adequacy of the health services in these latter areas. 

III.9 Determination of priorities in economic -social fields 

After the essential statistical data and the inventory of resources have been 

reviewed, it is customary for the economic planner to proceed to the determination of 

priorities, having regard as far as possible to the immediate financial implications, 

but against the background of long -term economic improvement. Almost invariably the 

selection of priorities for capital investment and for recurrent expenditure was 

identical. 

III.9.1 However, in determining priorities, governments were influenced by one or 

more of the following considerations: 

the extent to which the sector (i.e. agriculture, transport, industry etc.) 

was likely to be a "leading" sector, in that its development would create 

opportunities for advance in other sectors; 

the importance of dealing with urgent situations and of satisfying immediate needs; 

the availability of funds; 
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the likelihood of the sector producing an early increase in national 

income. 

III.9.2 As a result of the application of these criteria by governments, priority 

of the general economic and social plan would appear to have been allocated to: 

increase in production with emphasis, firstly, on agriculture, and, 

secondly, industry; 

improvement in the national infrastructure with particular reference 

to transport, communications and power; 

individual programmes for water supply, irrigation, the exploitation 

of natural resources and the modernization of existing services. 

Generally speaking, the social sector, which included health and education, 

was allotted a lower order of priority. 

III.10 Determination of priorities in the health sector 

In so fax as priorities in the health sector were concerned, the replies of 

governments were more detailed. They also contributed some indication of the motives 

influencing their choice of priorities. Amongst these motives were: 

the appreciation of the quick results which could be obtained by preventive 

medicine, and its comparative cheapness, except in the case of environmental 

improvement; 

the realization of the seriousness of their manpower deficiencies; 

the desire to help rural communities. 

III.10.1 More than one half of the governments replying placed the preventive health 

services first in their list of priorities. Under this somewhat omnibus heading, 

they included such matters as maternal and child health, immunization procedures, 

environmental improvement and malaria eradication. The general implication was to 

the effect that these services should be given preference over the curative services. 

The recruitment and training of health service personnel was allotted almost 

as high a degree of priority, and in the plans of several countries undoubtedly 

takes first place. 
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The development of rural health services was third in the list, and it is 

interesting to note that they are also the concern of several developed countries, 

which feel that their remoter areas receive less attention than the central and 

metropolitan districts. 

I1I.10.2 At a lower level in the list, but nevertheless regarded as meriting 

special consideration in the health plan, were: 

medical care services; 

the control of communicable disease other than malaria; 

the provision of hospital facilities; 

nutrition; 

mental health. 

III.11 Integration of preventive, curative and rehabilitation services. 

The question of the integration or association of preventive and curátive medicine 

had been treated at some length in Chapter III of the "out.l{ ne" document.- In the 

governmental replies there is a. complete appreciation of the usefulness, and in some 

cases the necessity. of associating preventive and curative medicine, not only from the 

poi t of view of practice, but also of administration. Two thirds of the governments 

concerned regarded their services as already functionally integrated, and staffed by 

officers with a corresponding outlook. Sueh' integration was implicit in their existing 

health plans. The remainder were proceeding in the.direction of integration of their 

services, and would make the necessary provision in their respective plans. 

III.11.1 Some comments were made on methods of integration. A unification of 

administration and control in the Ministry of Health was regarded as essential, with 

similar arrangements in any provincial or regional health departments. The most 

commonly accepted method of association at the working point was the use of health 

centres, health units or dispensaries, where the health service staff of all grades 

could exercise the triple functions of treating disease, anticipating its recurrence 

by appropriate measures and preventing its incidence. 
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III.12 Manpower requirements of developing health services 

From these general inquiries the "questionnaire" proceeded to raise more 

specific questions regarding the manpower requirements of a health plan. Some of 

the developed countries were helpful in describing the steps they had taken in earlier 

years to formulate long -term plans for the training of doctors to replace the losses 

of the Second World War. 

III.12.1 The governments of developing countries frequently enumerated their existing 

difficulties. In some of these countries there is still complete dependence on 

expatriate non- national staff. In others there is a continuing need to send persons 

overseas for undergraduate and post- graduate training. But the most important problems 

were the dearth of teaching and training personnel and the absence or inadequacy of 

training institutions. The methods used to deal with these situations were relatively 

straightforward but always dependent upon the availability of funds. So far as the 

undergraduate training of doctors was concerned, the remedy lay in the expansion of any 

existing medical school or schools, or the creation of new medical faculties, even 

though this might make a considerable demand on the financial resources. Post- graduate 

medical training, it was generally agreed, could continue for the time being to be 

carried out overseas. But the great demand is undoubtedly for schools for nurses and 

assistant nurses, and also for auxiliary personnel both at the sub- professional (medical 

assistants, assistant or practical nurses, assistant sanitarians, laboratory technicians 

etc.) and other levels. 

It is clear that proposals relating to the recruitment and training of personnel 

must be a major component of any health plan. 

III.13 Employment of auxiliary health workers 

Even in some developed countries, personnel who have had a training somewhat 

shorter and less comprehensive than that undergone by the fully -qualified professional 

man or woman are beginning to be employed to an increasing extent. The requirements 

of these countries in the "assistant" or "sub -professional" level is limited to a small 

range of disciplines and includes such auxiliary workers as practical nurses, assistant 

midwives, dental auxiliaries and assistant sanitarians. 
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III.13.1 In the developing countries it was felt that because of the present dearth 

of professional personnel, and the need to deploy their services as economically as 

possible, the use of auxiliaries on a larger scale was the only practical means of 

providing health services, particularly in rural areas. In addition to the auxiliaries 

in the "sub- professional ", categories already mentioned, it is necessary to employ 

considerable numbers of auxiliaries with an even simpler type of training, limited as 

it may be to the acquisition of a single skill, or a cluster of related skills. The 

possessor of a group of suitably -selected skills becomes a member of that important 

class - the multipurpose auxiliary, whose employment, under professional supervision, 

in a health centre, or even in a health unit, makes him an invaluable member of the 

health team. 

III.13.2 In fact, the governments of many developing countries regard auxiliaries 

as a permanent and essential feature of their staffing structure, and propose to train 

them locally. Provision for such employment must be made in the health plan. 

III.14 Time required for preparation of plans 

III.14.1 Plans for economic and social development 

Interest having been expressed in the time required for the preparation of plans 

in the socio- economic and health fields, a considerable amount of important and relevant 

information was provided by governments. 

In some countries where planning is a well- established activity of the government, 

it is now regarded as a continuing and uninterrupted process. Other governments with 

comparable experience in the preparation of a series of five -year plans for economic and 

social development were equally clear that a specific period of time must be assigned 

to, and was required for, the preparation of a five -year plan. Furthermore, during 

that specific period the permanent planning staff would need to be augmented. Three 

governments in this latter category stated that on an average about three years was 

required for the formulation of a five -year plan, and one of them provided a detailed 

stage -by -stage time -table of its own planning procedures. Three years was about the 

maximum period suggested, and a number of countries stated that they thought 18 

months sufficient for the purpose. 
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III.14.2 Health plans 

As regards health planning, there appears to be a concensus of opinion and 

experience that a fairly complete health plan requires a period of at least 12 months 

for its preparation, after the preliminary statistical and other data have been 

assembled. Such a plan could reasonably be expected to cover all the ordinary health 

services, and pay some attention to certain of the more urgent requirements in the 

environmental sector. 

III.15 Staffing structure of health planning unit 

Replies to the inquiry regarding the staffing structure of the health planning 

unit described two different types of administrative machinery. The first of these 

was the health planning unit proper; the alternative a health planning committee. 

Both were linked with the Ministry of Health and with the over -all planning organization 

for economic and social development. 

III.15.1 The "health planning unit" was usually a small compact organization, 

either located in the Ministry of Health .;r closely associated with it. Typically 

its staff would consist of a senior medically -qualified health planner, with two or 

more experts as colleagues. The latter might be experts in public health administration 

or in specialist fields such as sanitary engineering. All would be employed whole - 

time on health planning, and would have as part -time associates the Director -General 

of Health, and as occasion required, specialists in statistics, nursing, malaria 

.eradication, and in other fields. One important part -time specialist colleague 

might be a representative of the Ministry of Finance. 

III.15.2 The health planning committee was usually a larger body with from 10 to 15 

permanent members. Usually there would be only one whole -time health planner acting 

as the chief officer (but not the chairman) of the committee. His fellow members 

would be the Director -General of Health, senior members of the staff of the Ministry 

of Health, and representatives of other governmшnt departments. 

III.15.3 A few governments, however, preferred al_ even larger body which would 

be in effect a.standing health planning conference of some 50 members, representing 

not only governmental departments, but also a large number of non-governmental 

and professional organizations. 
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Both health planning units and health planning committees have proved themselves 

competent exponents of planning, and the decision as to which should be chosen as the 

planning instrument would appear to depend on local political considerations. 

II_I.16 Planning and programming 

In the fourth chapter of the "Outline" an attempt was made to define planning and 

programming. In the related guide lines governments were requested to indicate how 

in fact they had carried out these two activities, whether separately and in succession, 

or together and concurrently, and whether at a later stage the planning personnel had 

become executants of the programme. They were also invited to state whether additional 

legal powers were required to facilitate the implementation of the plan. 

III.16.1 From the replies it was-evident that the definitions of planning and 

prógramming were generally accepted, though one government suggested that the differenti- 

ation made between them was a little artificial, while another held that they are only 

two aspects of one operation, which should be described as the "continuous planning 

process ". 

III.16.2 Two thirds of the governments interested had carried out their health 

planning as a separate operation, and had then proceeded to implement their plan by 

means of a phased programme. They regarded this as the logical approach. (It did 

not, however, prevent a few governments from continuing during the preparation. -of the 

plan, certain important existing projects, for example in education and training, which 

would be incorporated in the final plan.) 

III.16.3 The other governments which preferred to prepare and execute their plans 

concurrently, apparently did not encounter any difficulties in doing so. 

III.17 Participation of health planners in the implementation of the plan 

Except where the health plan had been formulated by some extraneous group of 

experts, it was customary for health planners to participate in the implementation of 

the plan. But the extent of this participation varied considerably. Some governments 

placed a great deal of the responsibility for executing the plan upon its authors. 

Others gave them no executive responsibility, but assigned to them the important tasks 

of supervision and assessment. 



A18/Technical Discussions/l 
page 24 

III.18 Legislation for strengthening health services 

As regards legislative powers to strengthen existing health services, it was 

generally felt that these would be unnecessary as the strengthening of certain 

individual services would obviously be one of the primary objectives of the plan, and 

would automatically follow upon the implementation of the relevant sections of the plan. 

But a desire for legislation to improve local or Central administration was frequently 

expressed. Several governments felt that, in order to implement the health plan 

effectively, it would be necessary to re- organize their Ministries of Health, simplify 

their administrative procedures and endow them with greater powers. 

III.19 Information of popular and professional groups 

The guide lines for the fifth chapter of the "Outline" sought information as to 

the steps which had been taken by governments to inform the public and the profession 

about their various plans, and to ascertain the "felt needs'' of the population. They 

were also concerned to discover to what extent public and professions had been associated 

with the planning organizations in the preparation of the plan, or were likely to be 

actively involved in its implementation. 

Virtually every government had sought to communicate to the public and the 

professions some indication of what it was seeking to achieve either in the broad 

areas of "over -all" planning or in the narrower field of health. 

The communication was usually a simple statement of intentions, but on occasions 

it might take a more substantial form. In such latter circumstances the exposition 

might be given in the report of a Royal or Presidential Commission, or in a descriptive 

booklet. One country used two types of booklet for the purpose - one in simple 

language, the other written in precise and even "sophisticated" terms. 

III.20 Ascertainment of felt needs 

Rather more than half of the governments replying considered it important to be 

aware of the "felt needs" of the population. This information they might obtain by 

direct inquiries, as when the Minister of Health visited health projects in the field. 

They might also be deduced from the reaction to. any publication which had been issued, 

or from the trend of discussions with community councils and factory groups. 
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In several instances it was stated that such inquiries were not necessary, as 

the duly- elepted members of Parliament were fully cognizant of the "felt needs" of 

their constituents. 

III.21 Popular and professional association with preparation of plan 

Popular and, where appropriate, professional interest and support in the preparation 

of the plans was almost invariably sought and usually obtained. Little information was 

given as to methods adopted in enlisting popular interest in the preparation of the plan, 

but on the professional side, in relation to the health plan, more details were Trade 

available. 

III.21.1 a few governments restricted the discussions with the professional groups 

to the points which particularly concerned their members, and did not invite more 

general discussions. Other governments were more forthcoming and not only permitted 

general discussion of the plan, but sometimes acknowledged the existence of special 

professional committees which they consulted when necessary. Other governments which 

had appointed professional representatives to their health planning conference considered 

that this arrangement was adequate to ensure that professional opinion was not overlooked. 

III.22 Popular and professional co- operation in plan implementation 

There was almost complete unanimity that popular and professional interest and 

support were essential in the execution of the...plan, but very little information was 

given as to the methods by which they might be obtained. One government suggested 

that specially appointed committees might achieve this objective. But the more 

general opinion appeared to be that the population in using the services provided under 

the plan, and the professions and auxiliary groups in operating those services, were 

sufficient evidence of their respective and attune participation in the implementation 

of the plan. 

III.23 Evaluation 

In the "Outline" document (Chapter VI) three different forms of evaluation were 

described. The first and least common of these was described as "the very basis of 

the health planning process, namely the identification of the problems to be solved, 

and the determination of priorities ". 
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The second is the process of ascertaining to what extent targets or objectives 

had been or were being fulfilled with particular reference to any time -table which 

had been laid down. 

The third form of evaluation and undoubtedly the most difficult is concerned 

with the measurement of functional efficiency both administrative and technical. 

From the replies of governments it is clear that evaluation is now accepted 

as a necessary component of a plan, both in its preparation and in its implementation. 

Of the three methods of evaluation, the second has been most frequently employed. 

Progress was usually checked by reference to a time-table. Evaluation was most 

frequently an annual operation, bearing some relation to the preparatory stages of the 

national annual budget. To an increasing extent in developed countries, where many 

administrative and technical procedures were periodically reviewed, governments were 

estate ishing special evaluation units for the purpose. 

In developing countries where, at any rate at present, the information required 

is almost certainly more limited, the evaluationary procedures and machinery are 

correspondingly simpler. 

11I.23.1 Effect of health planning on national demographic, economic and health 
situation 

In the final guide line of the sixth chapter a very difficult question was 

propounded. Governments were asked whethe- they had found it possible to measure the 

effect of their planned health services upon the national demographic, health and 

economic situation. 

There were countries which stated plainly in their replies that they considered 

both the planning and programming of their health services to be too recent for them 

to be able to express any opinion about thier achievements so far•. Other governments 

expressed the view that many of the results of their plans are only partially measurable, 

and that in consequence it is impossible to estimate with any precision what has been 

achieved over -all. 
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However, other countries were less hesitant and were confident that their 

health plans had been successful in reducing general and infant mortality rates, 

and that considerable economic benefit could be recorded particularly as the 

result of malaria eradication. 

Lastly, there are countries which realize that, while one can appreciate the 

benefits which flow from efficiently operated health services, it is still difficult 

to express their value to the national economy in mathematical terms. Nevertheless, 

in a not- too -distant future, this also may be possible. 
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IV. AN ELABORATION OF CERTAIN OF THE MORE IMPORTANT 
ISSUES ARISING FROM CONSIDERATION OF THE REPLIES 

IV.1 In the preceding section of this document almost every aspect of the process 

of planning for health has been reviewed on the basis of the summarized comments of 

governments on the "Suggested Outline for Discussion" which had been submitted to 

them. 

In the "Technical Discussions" many of these matters will again be referred to, 

but in order to focus discussion it was felt that a few important subjects should be 

developed somewhat more fully, even at the risk of some repetition. 

This has been done in the six subsections which follow. These additional 

comments can also be regarded as annotations to certain of the items of the agenda 

of the Technical Discussions. 

IV.1.1 The pre -conditions and prerequisite data for health planning 

The successful formulation of a health plan depends very largely upon the amount 

of thought that has been given to its earliest beginnings. If the health planning 

team finds itself lacking fundamentally important information and statistical data 

at the very commencement, time and energy may be wasted. Therefore it is advisable 

that governments should be aware of some of the conditions and data which experience 

suggests should be available not only to the health planners, but also to the planners 

in the wider field of economic and social development. They can be stated in summary 

form as follows: 

IV.1.2 Pre- conditions for planning 

1. A clear indication of the government's interest in national socio- economic 

development, and in health planning as one of its integral parts. 

2. Enabling legislation for planning and subsequent implementation. 

3. A planning organization for over -all socio- economic planning at policy - 

and decision -making level, and a health planning organization which is part 

of the former or equivalent to it. 

4. Arrangements for co- ordination between all planning organizations and 

between these organizations and the government departments concerned. 
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IV.1.3 Prerequisite data 

I. Demographic data - national, regional or provincial and for local districts. 

2. Vital and health statistics (crude and infant mortality rates, deaths by 

causes, morbidity data, hospital admissions etc.) 

З. An inventory of health service institutions, including training institutions, 

and a complete statement of health service manpower by categories. 

4. National economic background. Information regarding the present national 

economic background and general manpower position. 

5. A statement of the financial allocations to the health services. 

IV.1.11- Against this background, planning should both start and proceed smoothly. 

Activity in the form of visits, personal checking of data, exploratory discussions 

with economic planners and government officials will also be necessary but they are 

part of the planning process. Certain planners have sought to obtain more stringent 

conditions, and more extensive data. On the other hand, it has been suggested that 

too much time can be spent on preliminary inquiries, and that plans can always be 

altered if inaccuracies in basic facts are discovered at a later stage. 

IV.1.5 It would appear to be agreed that certain data are essential while others, 

though exceedingly useful, are not obligatory. In the former category must be placed 

the size and distribution of the population by age and sex, and by districts. If 

this information is not available, steps should be taken to fill the gaps as far as 

possible. If at all possible, the growth rate of the population should be known for 

the purposes of long -term planning, or it should be surmised as accurately as circumstances 

permit. This information is required for the practical purposes of future administration 

how many persons will have to be fed, how many school places will be required, how many 

men will be available for employment, how many hospital beds must be provided? It is 

on the basis of information of this kind that the planning process can commence. 

Discussion of the subject may indicate the relative importance of these pre -conditions 

and prerequisites, and whether all are necessary, or whether some others equally 

important have been omitted. 
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IV.2 The Approach to health planning - the choice of the planning organization 
and the arrangements for co- ordination 

Section III of this document described in considerable detail the structure and 

place in the govern mental machine of some of the organizations which are responsible 

for the production of plans for economic and social development. Historically these 

organizations are of relatively modern origin, even in developed countries, and are 

a result of the recognition of the wastefulness of earlier haphazard and laissez -faire 

methods of maintaining national economic stability. Financial disorder may even have 

arisen because of the extravagances of certain independently- minded sectors of the 

governmental machine, and the lack of a powerful central financial control. Ultimately 

the necessity of avoiding undue strain upon the national economy made it imperative 

not onlу to balance that economy but to organize it; and from this necessity arose 

the arrangements or official organizations for economic planning in many developed 

countries. 

In developing countries it was also necessary to provide for economic development 

and the creation of wealth.. Hence in these latter countries the current interest 

in the plan for economic and social development. 

IV.2.1 The health care of the community has obtained recognition as an important 

factor in national well -being and the creation of wealth. It is therefore also 

regarded as a suitable field for planning activities in association with planning 

for economic and social development. 

Undoubtedly communal health can be improved by simple preventive or curative 

projects but the institution of a comprehensive health service or plan is more likely 

to improve health, not in one aspect only, but in all. Where this próposition.is 

accepted, health planning and its association with economic and., social planning are 

inevitable. 

IV.2.2 The composition of the Organization for socio- economic planning is not 

particularly relevant to these discussions except that the health sector should be 

represented upon it. The alternative arrangement whereby a member of the team for 

economic and social planning is associated with the health planners is not likely to 

be quite as effective. The point of prime importance is that there must be co- 

operation between the two planning organizations and co- ordination of their activities 

where necessary. 
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IV.2.3 In the field of health planning, the Ministry of Health (subject to the 

approval of the government as a whole) must be finally responsible for the plan 

and its implementation. In order to do this it can enter into a contract with some 

extraneous non -governmental organization to formulate the plan - in part or in whole; 

it can establish its own planning unit or use a small committee or a large conference 

for the purpose. Under any of these last three suggested arrangements it will need 

to have planning officers and specialists to undertake the elaboration of the plan in 

greater detail. Any of the organizations, so far mentioned, whatever., their size, can 

produce a workmanlike plan, but the more complicated the planning machinery, the 

greater its cost, and the slower its procedural operations. 

IV.2.4 The choice probably lies between the small compact unit of about three persons 

and the committee of 10-15 members. The former is composed of say, three members, 

representative of the major disciplines in the health field, with an experienced public 

health administrator as leader. The unit staff members would be employed whole -time 

but would be assisted where necessary by short -term consultants (e.g. in maternal and 

child health, nursing, statistics, mental health, laboratory services, nutrition, 

malaria eradication, finance and accountancy etc.). It would obviously be helpful 

for the Director- General of Health to be associated as closely as possible with their 

deliberations. 

As and when the plan has been completed, it would be submitted to the Minister of 

Health and, if approved, would be transmitted by him to the government. As already 

stated, there would be an active liaison between this unit and the Ministry of Health 

and also with the unit for economic and social planning. It would be the responsibility 

of the Ministry of Health to ensure co- ordination of the work of the planning unit with 

the other interested government departments. 

IV.2.5 The larger committee óf 10 -15 would presumably have as its whole -time chief 

officer an experienced public health administrator, who might possibly have a sanitary 

engineer or other health expert as a whole -time colleague. The members of the 

committee would include the Director -General of Health and representatives of the 

specialist divisions of the Ministry, and of the other interested government departments. 
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Additional specialist advice would be available as required. Under these arrangements 

the burden of "planning" would in practice fall upon the two whole -time officers,. . 

who, with specialist assistance would prepare working papers for consideration by 

the committee. The proposals in these working papers, if approved by the Committee, 

would be incorporated in the plan, which would then be submitted to the Minister of 

Health and through him to the government. 

This type of organization has the advantage of built -in co- ordination with the 

Ministry of Health and the other government departments. Its co- operation with 

the organization for economic and social planning has already been assumed. 

Many members of the discussion groups having had experience of these various 

approaches to planning and co- ordination, and of their respective disadvantages and 

merits will no doubt have additional information to contribute. 

IV. 3 Health planning and environmental improvement 

The influence of the environment upon the health of individuals and of the 

community is not in dispute, but the place of environmental improvement in the health 

plan is an appropriate subject for discussion. 

The cleansing of the environmental scene, and the provision of safe water 

supplies to which a great deal of the sanitary endeavour of the second half of the 

nineteenth century was directed, paid dividends in the twentieth century. They also 

involved an enormous amount of capital investment. 

The environmental deficiencies of many developing countries, particularly in 

the tropical zones, are undoubtedly responsible for much of the prevailing morbidity 

and preventable deaths. 

However, very many projects for economic development in such countries have 

repercussions in the health field. The drainage of lands for agricultural purposes, 

the provision of wells, the introduction of irrigation systems, the housing of the 

staff of a major industrial undertaking can all affect community health. In the 

planning of such projects, health experts (from the health planning unit, where it 

exists) should be associated, even though they may be primarily the responsibility 

of the economic planning team and of other government departments than the Ministry 

of Health. 
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Some of these activities, however, notably the provision of community water 

supplies, refuse.and sewage disposal, together with food hygiene, vector control etc. 

are often the responsibility of Ministrà.es of Health, 

IV.3.1 In these circumstances, therefore, the question arises as to the extent to which 

a health plan should include projects and programmes for environmental improvement. The 

essentials of the good sanitary environment are numerous and include water supply, 

sewage and refuse disposal, clean air, radiation protection, housing and town planning, 

the control of over- crowding, noise prevention, vector control and food hygiene. 

To incorporate a substantial number of these components within a health plan, 

already concerned with the preventive and curative services in all their variety, 

and with the training of personnel would lead to an overloading of the plan both 

administratively and financially. 

Nevertheless, it should be remembered that the World Health Organization is concerned 

to stimulate programmes for environmental improvement in many of the fields already 

mentioned, and in respect of one of them, namely "Community Water Supply ", has in 

fact established a "Special Account ". 

IV.3.2 Granted that attention must be given to environmental improvement, some of 

these projects will often find their way into a health plan. Consideration should 

therefore be given in the preparation of a health p]_an to: 

the types of schemes for environmental improvement which are appropriate foi 

inclusion in the plan; 

the priority to be allotted to them in relation to other items in the 

health plan; 

the qualifications of the expert or experts concerned with the preparation 

of those portions of the plan. 

IV.3.3, A study of a number of recently- prepared health plans suggests that some 

attention is now being given to the problems of environmental improvement. While 

planners are fully cognizant of the need for such improvement, they are also aware of 

the financial commitments involved in any large -scale schemes to achieve it. Pilot 

projects, however, are in operation in certain the countries concerned, and suggest 

a suitable ad interim approach to the problem. 
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Iv.3.4 In conclusion it can be said that many of the proposed constructional 

activities in health plans - the building of health units, health centres, hospitals, 

training institutions and the housing accommodation in relation to them, together with 

the modern supply services of various kinds which they require - are in themselves 

a contribution to the improvement of the environment. 

1'T.4 Standards and norms of provision for ensuring health care, staffing of 
institutions, etc. 

References to the use of standards in determining the requirements of a health 

plan are to be found in several publications, but for the purpose of this document 

those given in the WHO publication on the planning of public health serviced will 

be first quoted, together with the relevant commentary. The report states: 

"Such standards enable local health organs to have a yardstick when 
working out the draft plan, a project for a new hospital or health centre 
etc. On the basis of such standards, the national health authorities 
would be able to allocate more equitably the health facilities, medical 
workers, and financial and material resources. 

Different types of standards are used in different countries. 
The most commonly used are those for determining hospital and ambulatory 
services, for staffing health institutions with medical personnel, for 
technical equipment of health standards, for hospital construction and for 
financing current expenditure of health institutions." 

IV.4.1 The most commonly used ratios are those which state the population per 

physician, and the number of hospital beds per 1000 population. There are, of course, 

extensions and refinements of these ratios, and much research work on this subject has 

been done in the USSR and Czechoslovakia. In these countries, for example, standards 

have been worked out for (a) the number of hospital beds per 1000 population according 

to the requirements of the various departments of the hospital; (b) the number of 

physicians required per 10 000 population for out -patient services and (c) for in- 

patient c&re. These ratios have been arrived at by careful inquiry and have been 

Üubjected to field trials. They are equivalent to 11.2 hospital beds per 1000 of 

the USSR urban population and from 10.0 to 10.4 per 1000 of the whole population of 

Czechoslovakia.I 

1 
Wld 11th Org. techn. Rep. Ser., 215. 
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IV.4.2 Another series of standards for developing countries, though stated in terms 

of "targets" to be reached by the year 1970, has been proposed in relation to the 

United Nations Development Decade.1 It suggeatedј 

1 physician per 10 000 population 

1 nurse per 5000 population 

1 technician (laboratory, X -ray etc.) per 5000 population 

1 health auxiliary per 1000 population 

1 sanitarian per 15 000 population 

1 sanitary engineer per 250 000 population 

The difficulties in achieving such goals are obvious, and are most easily 

demonstrated in the case of physicians. According to estimates based on 1955 -1956 

data, Europe produced six or seven physicians annually per 100 000 population. For 

Asia and Africa the comparable figure was 0.8 and 0.5 respectively. 

N.4.3 The supplement to the Second Report on the World Health Situation 1961 -19622 

shows that the then existing provision in many developing countries fell considerably 

short of these standards. Two examples will be quoted. In the African Region of 

the World Health Organization, there were in 1962 at least 12 countries with doctor/ 

population ratios ranging from 1/18 000 Co 175 000. In the South -East Asia Region 

only two of its eight Member States had more than one hospital bed per 1000 population 

in 1961. In addition, the distribution of doctors and hospital beds respectively was 

very uneven as between rural and urban areas. 

IV.4.4 It was clear from the replies to the guide lines that however much attention 

is paid by many developed countries to the concept of scientifically determined standards 

of provision, there is no universal acceptance of this view. Every country must determine 

its oгn standards by its own methods. For developing countries hypothetically determined 

standards may be in fact frustrating. Many of them prefer to strive after more practicable 

and tangible objectives, both in manpower and material. 

1 Off. Rec. Wld 11th Org., 118, Annex 3, p. 81. 

2Supplement to Second Report on the World Health Situation 1961 -1962, Part I, 
Document MHO/PA/29a.64 /Rev.1 (mimeographed). 
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IV.5 The characteristics of a realistic health plan 

There is now an adequate literature regarding the methodology of health plan 

formulation. This is perhaps discussed most succinctly in the following documents: 

World Health Organization (1961) Planning of public health services, Wld 11th 
Org. techn. Rep. Ser-., 215 

Pan American Health Organization (1963) Health planning. Alliance for 
progress (Task force on health at the ministerial level) document TFН /5 

Each of these documents presents a detailed account of the processes which lead 

to the formulation of a plan, and each contains a section on evaluation, mainly as 

applied to the progress made in realizing the objectives of the plan. 

IV.5.1 However, the literature of the critical appraisal of health plans as plans 

is scanty. It is therefore difficult at this early stage in the evolution of health 

planning to say with any precision what makes one health plan a more effective 

instrument than another in achieving the intended targets and objectives. However, 

it is possible to state broadly what are the characteristics of a health plan which 

appears potentially capable of accomplishing what it sets out to do - namely to out- 

line and establish a programme which within a certain term of years will meet both 

the immediate and future requirements in the health field. This it should do in 

such a way that the ultimate proposals and programme appear to evolve logically and 

clearly from the information available to, and the studies made by, the planning team. 

IV.5.2 It has been suggested that the chief characteristics of such a plan are as 

follows: 

1. It gives such vital and health statistics as are available, together with 

an accurate inventory of health institutions and plant of all kinds, and a 

reliable statement of the health personnel available. This information 

constitutes in effect a statement of the health situation of the country, to 

which should be joined an account of its economic situation, both present and 

prospective. 

2. It provides a detailed appraisal of the health situation as disclosed by 

the data in 1, discusses the problems which this analysis suggests must 

receive attention in the health plan, and reviews their relationship to 

comparable problems in other sectors, such as education and training. 
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3. It indicates the relative priority which must be given to these 

health problems, and to the projects designed to resolve them. 

4. It attaches to each of the selected priority projects an estimate 

of its cost which has been determined as accurately as is possible. 

Before proceeding to the next stage, it reviews the total cost of these 

recommended priorities in the light of the existing and prospective 

financial resources, with a view to providing such flexibility in implementation 

as may be necessary. 

5. It assembles these financially acceptable projects and presents them 

in the form of a plan, which will be implemented in a series of stages, 

spread over a period of years, corresponding as far as possible with the 

term of the plan for economic and social development. 

IV.6 The financial aspects of the health plan 

In the case of simple health projects, either for immediate action or for 

inclusion in the annual estimates for the next budget period, as for example the 

purchase of equipment or supplies, relatively simple building projects or the acquisition 

of véhiclës, health services administrators have rarely experienced difficulty in arrivin 

at the probable cost, particularly as the costs are to be met from governmental sources 

and minor under- estimations can be adjusted within the total national budget. Where it 

is a question of a programme extending over two or three years, involving greater outlay • on equipment, major buildings or the employment of personnel, the financial processing 

i slightly more complicated. but when it is a matter of combining a number of 

programmes in a plan, with a term say of five years, even though it is phased and 

budgeted for annually, the difficulties may be very great. More especially is this 

the case when considerable capital investment is necessary. Yet, in order that the 

whole financial implication of the plan may be taken into account, both °for capital 

and recurrent expenditure, financial projections over the selected term of years must 

be included in the plan. This is essential if it is to be considered in relation to 

the economic and social development of the country, and the demands of the other sectors 

on the one hand, and the growth of the economy which may liberate more funds for current 

expenditure on the other. 
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IV.6.1 It is in this field of determining the financial cost that health plans 

have often been defective and occasionally misleading. Hence the suggestion which 

has been implicit in the earlier part of this document that accurate information, on 

available and potential national financial resources, on costs of plant, stores, 

services and personnel salary scales must be available to some person in the planning 

team who is equipped by training to use them so that the estimates are as reliable 

as possible. Only with the assistance of such an expert can the plan be given that 

completeness which it should possess before presentation to government. 

IV.62 The necessity for this meticulous approach may be questioned, and a number of 

health plans have been produced in the past without such elaboration in detail. 

Admittedly, the amount of work involved is considerable, and it adds no doubt to the 

cost of the preparation of the plan. It has therefore been suggested that a broad 

picture of the health needs of the community can be given without resort to elaborate 

cost -accounting of this kind. It might be possible, for example, to draw up a plan and 

itemize the programme arising from it. Then, as national financial resources become 

available, arrangements could be made to have one or more items costed and implemented. 

The drawbacks of such simplification are great; if items are not to be considered 

and costed until financial resources become available, it could cause delays in 

implementation and frustrations if many items have to be costed before one is found to 

fit the available finances. This could also result in illogical phasing of the 

programme. 

IV.6,3 Furthermore„ it is an inescapable fact that a plan for economic development - 

particularly if it has industrial, transport and communication components - presumes 

very considerable capital development. The economic planners must be informed of the 

health plan requirements if these are not to be overlooked in the over -all plan. The 

health plan will require considerable capital expenditure to provide all the interlocking 

components of the plan, health centres, hospitals, training institutions etc. and will 

need even more if water supplies and other aspects of environmental improvements are 

included. 

Although it is true that such matters -as changing prices cause difficulty in all 

planning procedures, economists and financiers are now fairly experienced in these 

questions and can cope with them. 
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IV.6.4 Just as important, if not more, is the question of recurrent expenditure 

arising out of the plan and if no attempt is made to estimate these costs, the 

planners could find themselves in the position of having provided the buildings and 

having no funds to staff and ser;dce them. Recurrent expenditure cannot be divorced 

from the capital expenditure and it is essential that both should be estimated. 

IV.6.5 It should be borne in mind that capital for investment on the scale 

required by economic development and health planning can only be provided in part 

from local resources, the rest must be found from е<.tern_al sources, whether in the 

form of international aid, multi- or bilateral aid, or from private sources. There- 

fore the plan must be shown to be economically sound to justify the request for 

external aid. 

IV.6.6 It may be that this question is after all only a rhetorical one, but 

undoubtedly health departments and health planners in the past have tended to concen- 

trate more on the needs of the health sector than on the methods of providing them. 

They have left this task, as they must still continue to do, to other sections of 

government. Yet anything that can be done by health planners to enable their 

colleagues in the economic development field to see health needs clearly will no 

doubt be favourably regarded by the latter, and facilitate their task in the broader 

field. 

It would be of interest if members of the groups would discuss the question in 

the light of their respective experiences with their governmental colleagues. 
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V. SUGGESTIONS AS TO QUESTIONS WHICH CALL FOR FURTHER CONSIDERATION AND 
WHICH WILL BE INCLUDED IN THE AGENDA FOR THE TECHNICAL DISCUSSIONS 

The subjects discussed in the immediately preceding section of this document 

suggest a number of questions. These would appear appropriate for consideration by 

the discussion groups, and will be included in the agenda for the Technical 

Discussions. 

1. Assuming that a government has announced in general terms its intention 

of planning for economic and social development and in the health field, 

what organizational arrangements and what basic information should be regarded 

as necessary prerequisites for the work of the health planning organization? 

2. What should be the constitution and staff of the health planning organi- 

zation, and where should it be located in the administrative pattern of the 

government? What arrangements should be made to ensure the co- ordination of 

its activities with those of the organization for economic and social develop- 

ment, and of the several government departments which are likely to be 

concerned in health planning? 

З. To what extent is it feasible and desirable to incorporate planning 

for preventive and curative medical care and planning for environmental 

improvement in a single health plan? 

4. How useful are standards and norms of provision in the preparation of 

a health plan, or is it possible to dispense with them under certain 

conditions? 

5. In the preparation and presentation of a health plan, what are the 

points which require to be given special consideration in order to make it 

a realistic plan, and one which will be regarded as potentially capable of 

achieving its objectives? 

6. Discuss the essential financial data which must be incorporated in a 

realistic health plan, and the methods of obtaining them. 


