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When the Executive Board of the World Health Organization selected "Health 

Planning" as the topic for the Technical Discussions at the Eighteenth World Health 

Assembly, the decision was not unanimous. Several members of the Board were in 

fact rather reluctant. Some felt perhaps that the topic was too broad and that 

one might find oneself between the Scylla of generalities and the Charybdis of 

minor details: on the one hand generalities stressing the importance and necessity 

of planning health services, something on which everybody would agree, or on the 

other local or national details which might only attract the interest of very few. 

Other members of the Board, I think, might have been afraid that the topic was 

too complex, and at the same time too important, meaning that we would not be able 

to do justice to it in the short time allotted to us. 

Member governments do not seem to have shared these uncertainties. As you will 

have seen from the background paper, not less than 56 Member States and Associate 

Members and five non -governmental organizations,, altogether 61, had replied to the 

questionnaire up to the time when the background document was prepared. This is, 

as far as I know, a record in the history of technical discussions. 

With frankness and clarity Member countries have outlined their position in 

relation to the planning of health services. This is in itself most useful and 

encouraging. What is of special importance is that not only do these replies 

include most valuable information which has until now been unknown, indeed unavailable, 
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to other governments and health administrators, but they also represent between them 

all the main types of countries in the world today. Countries richear_d poor, 

developing and more developed from all parts of the world; countries with the most 

varied types of political, economic and social :±ruсtures, countries with relatively 

long traditions in health planning, countries which are at present just starting; 

countries satisfied with their present approach, others in the exciting process of 

developing new methods in health planning. 

Regardless of what our discussions may bring forth in the form of observations, 

comments, criticism, praise or .соiсluѕјonѕ, the material which has thus been brought 

together will be of lasting value to everyone who wants - for one reason or another - 

to study how countries set about their health planning. Through these national 

reports on a very important and central function of the health authorities of a 

country, some light is also thrown - so to say from the side - on an even more basic 

feature; the organization of the central health administrations of the various 

countries. Perhaps we may soon have reached the stage when this even more funda- 

mental and undoubtedly more controversial subject may be chosen as a topic for 

technical discussions Under any circumstances I feel that the World Health 

Organization for the benefit ofMembеr States should consider say in five Years from 

now the undertaking of a follow -up study to see to what - extent health planning in 

the various Membеr States has changed. 

There is no reason why in this introductory statement, before you go into what 

I am sure will be a fruitful and constructive exchange of experience and opinions on 

health planning, I should try to summarize or codify these replies from governments 

and non -governmental organizations. This has already been done very ably and 

lucidly by.S.ir John Charles in the paper.:before you: "Background document based an 

summaxy; reports received from countries and other material" document Alb /Technical 

Discussions /1. Neither do I see it as my task to try to outline one or more 

alternative recipes for acceptable health planning methods. We have had described 

to us a number of methods in the replies from governments, and will no doubt hear 

much more about this in the discussions to come. 
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What I will try to do is to touch upon a few points relevant to health planning, 

points which, however, for obvious reasons, national governments are not inclined to 

mention or to stress. If thereby I add to the complexity of the topic, it is only 

because I am sure these points would have come up anyhow during the discussions, and 

because I for one would like you very much to pay attention to them from the beginning. 

To stimulate the discussion I am offering these comments in a simplified and 

perhaps also somewhat provocative form. 

As we all know, if you consider the planning process in its totality, it also 

includes some indispensable preparatory or preliminary steps. The first of these 

steps is a general assessment of the health situation of the country, the region or 

the locality which the planning process will cover; what might be called a 

diagnosis of the status of health. Only from the basis of such a diagnosis - a 

bird's eye view of the whole gamut of health problems and achievements - can one reach 

a clear definition of objectives. 

Now as we know the countries of the world vary greatly in regard to the quantity 

and quality of health services which they are at present able to offer their 

populations. The extremes are represented on the one side by some of the poor 

countries still living as far as health is concerned in what might be called the 

"emergency stage ". Most of their available resources must still be concentrated on 

attempts to gain gradual control of the old and feared enemies of human health: 

malaria, tuberculosis, leprosy, cholera and other enteric infections, smallpox, 

venereal diseases and yaws, plague, filariasis, schistosomiasis, trachoma, and other 

communicable and parasitic diseases. Malnutrition and hunger are still in many of 

these "emergency countries" major direct causes of disease, ill health and premature 

death, not to speak of the lowered resistance to a host of other diseases. Also in 

the broad and important field of environmental hygiene, many of these countries still 

find themselves in an emergency stage comparable only to conditions found for example 

in Europe in the Middle Ages. The still ridiculously high maternal and infant 

mortality contribute towards the sombre picture of the general health situation in 

such countries. 
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At the other end of `the spectrum we find some well- to -do, far- developed countries, 

where as far as health services are concerned, most communicable and parasitic diseases 

have been eradicated or are under full control, nutritional problems exist mainly in the 

form bf over -eating, most` of the classical problems in environmental sanitation have 

been solved, and maternal and infant mortality reduced to a very low level. These 

countries may be said to have reached - at least in some respects - a "saturation stage" 

as far as health services are concerned. In these countries also planning for emer- 

gencies must take place, but these emergencies are of another character than in the 

above -mentioned poor countries. They are the unexpected disasters, caused by forces 

of nature (earthquakes, floods, "twisters," hail storms, etc.) or by man himself 

(violence, war, arson, riots, etc.). Other countries will find themselves somewhere 

between these extremes. 

It follows, from what I have said that health planning must necessarily set different 

goals in.. these widely different health situations. But also the methód__of health 

planning will necessarily be strongly influenced by this difference, for the very simple 

reason that the available resources for planning will not be equal. 

Health planning to my mind can therefore not be discussed in vacuo. It must be 

related to the general health situation of the country or the area. This will no doubt 

complicate the discussions, but I sincerely hope that this basic fact will nevertheless 

be borne in mind. 

Another point is that health planning must, as we know, include all three main 

components of health services: personnel, institutions, and equipment, utensils and tools. 

These three main components are interdependent. One component cannot function 

satisfactorily without the balanced existence of the two others. Of special importance 

is of course the relationship between personnel and institutions. A very special 

problem is presented by the personnel which are not directly employed in institutions, 

but which are nevertheless more or less dependent in their functions on the existence of 

institutions. 

This interdependeice between personnel and institutions presents one of the main 

difficulties in health planning and no country has so far as I can see been able to 

present a fully satisfactory solution. As far as institutions are concerned, meaning 

health centres, smaller and larger hospitals, rehabilitation centres, convalescent homes, 

etc. planning is relatively easy. You can plan, draw and build institutions of all types 

according to estimated needs, provided, of course that you have got the necessary monies. 
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With regard to the human element, namely the various types of health personnel, you 

do not, however, have the same full command of developments. The world at large today 

is characterized by a striking disproportion between the demand for and supply of health 

services. More frequently the bottleneck is found in the scarcity of health personnel 

than in that of institutions. It is interesting to note that this seems to hold true 

for most countries regardless of whether they belong in the "poor" or the "rich" group. 

For example, regardless of whether there is in a country one doctor per 500 population, 

one per 750, one per 1000 or even larger numbers, there is a general cry for more 

doctors. We seem to have planned our health services in such a way that it is more or 

less impossible to reach saturation, that is to say if you speak of the demand of the 

population for health services and not only of minimum needs. 

In principle, the answer may seem simple: plan and build your educational 

facilities for health personnel with such capacity that you will be able at least in due 

time to reach a balance. But obviously this is not the whole answer. Firstly, the 

capacity of educational facilities may go beyond the recruiting power of the medical and 

related professions, and secondly, even if you were able to produce a sufficient number 

for example of medical doctors, you would have no guarantee that these doctors would 

spread themselves over the many medical specialities in such a way that the particular 

needs for them were met everywhere. You may easily end up with say a surplus of 

surgeons, ear, nose and throat and eye specialists, while on the other hand there might 

be a lack of general practitioners, public health officers, epidemiologists and 

psychiatrists. 

I am sure we would all be most interested in listening to the experience of those 

who have tried squarely to face this fundamental problem.. 

Health planning must base itself on evidence, on data. We need mor0 than a general 

diagnosis of the health situation. The needs must be assessed and spelt out concretely 

in terms of personnel, institutions and equipment. Immediately of course one runs into 

the discrepancy between need and demand. As I have already mentioned in most countries, 

even the most developed ones, demand for health services has grown especially over the 

last 15 to 20 years much more strongly than the supply, and this in spite of the fact 

that health services quantitatively and qualitatively have shown most remarkable advances 

during the same period. 
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But let us leave this for a moment and assume that we have been able to seta 

concrete goal in terms of beds, doctors, nurses, dentists, sanitary engineers, X -ray 

and laboratory equipment, electronic computers, etc. 

What we do not know is how effectively these services will work under the various 

conditions existing in the world. Therefore methodological research into the efficiency 

of the organizational structure of the services under given conditions, is a desirable 

pre-requisite to planning. Experimental research in this field, however, is in most 

circumstances out of the question, partly because of the time factor - such experiments 

in the efficiency of various types of health services are highly time -consuming - partly 

due to the expense involved and partly, especially in well -developed countries, due to the 

fact that health services are already available to the whole population, and are based on 

special legislation, paid or supported by public funds, etc. Strange as it may seem 

such a situation greatly curtails the possibilities for experimentation. In view of 

the tremendous volume of experimentation going on in the basic sciences and in clinical 

medicine, it is depressing to observe how very little sound scientific investigation is 

being carried out in the broad field of organization, co- ordination and administration 

of health services. . 

Admittedly such experimental research in health services methodology is in itself 

a complicated operation. It requires careful planning and selection of methods, which 

must all be applicable in the country or area under survey. One has to find suitable 
" control groups," one has to define the "baseline" from which one starts, and one has to 

decide upon the criteria which should enter into the final comparative evaluation. 

Speaking of equipment and tools, new elements have entered into this picture with 

the advent of automation and electronic handling of data in computers. Under certain 

conditions the two operative principles may be combined with most fruitful results. So 

far automation has demonstrated its potentialities most convincingly in various types of 

medical laboratories. Computers have already found wide application in the handling of 

medical data and also for example in the administration of larger hospitals. 

To what extent they will also be able to assist the individual doctor, and the medical 

team directly in clinical work, remains to be seen. 
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Under no circumstances must we lose sight of what we are planning for, namely health 

services. What we are aiming to achieve is a costly, complex service structure for the 

population, constructively to promote health, to prevent and cure disease, to restore 

people who can be restored and take care of the rest.• All planning must be realistic 

also in the sense that it takes into consideration the receiving end, the people it is 

going to serve. Does one have to deal with a population already at a highly sophisticated 

and health -minded level? To what is this "health mindedness" directed? To curative 

medicine only; to drugs perhaps? Is there also an understanding of prevention and 

health promotion and rehabilitation? Or is the population illiterate, still dominated 

by indigenous medical systems of various types, and served perhaps by medical and 

auxiliary personnel at a relatively low professional level? Has the population reached 

the stage where it is in the position itself to contribute financially, administratively, 

or does everything still have to come from the centre? What about local initiative and 

responsibility generally? Do local units exist politically, economically or based on 

other amalgamating forces. 

What I am_aiming at in mentioning these, in themselves, self -evident points, is. 

again to underline that planning in the very nature of things must take different forms 

in the various countries, and also in one and the same country under varying conditions. 

We know of many examples of health planning where the "receiving end" has not been taken 

sufficiently into consideration. Let me just mention one, which is not unknown from 

10 
some countries, especially poor ones. Between 30 and 35 years ago health centres were 

planned and put into operation in sóme developing countries. The preceding health 

surveys which in themselves seemed sound, made it clear beyond doubt that the dominating 

health problems were found in four fields: 

(1) communicable disease; 

(2) maternal and child health; 

(3) nutrition; and 

(4) environmental sanitation. 
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It followed from this analysis that an impact on the miserable health situation 

could only be hoped for if these four groups of enemies to the health of the people 

could be successfully attacked. 

The answers also seemed obvious. Communicable disease could only be brought 

under control through careful study of the ways and means of the agents and vectors, 

through active and passive immunization, changing of sanitary life habits, isolation 

of contagious cases, etc. 

Maternal and child health could be improved only if mothers and families learned 

to handle the baby in a more satisfactory way, feed it, nurse it, clothe it and so on. 

Midwives had to undergo necessary re- training in order to understand the importance of 

aseptic and antiseptic procedures during delivery, etc. 

Nutrition could be improved only by changing food habits, that is to say types 

of crop, methods for storage, and preparation of foods, etc. 

Finally, improved environmental sanitation was a key to the whole situation with 

beneficial repercussions both on communicable disease, maternal and child health and 

nutrition and in other ways as well. To improve environmental sanitation meant the 

provision of sufficient safe water, satisfactory sewage systems, disposal of faeces 

and refuse, reconditioning, and cleaning of houses, workshops, etc. 

To put it in a few words, all this added up to a prescription familiar to all 

of us, the formula of preventive medicine and health education. 

I had an opportunity 15 to 20 years after this programme had been started to 

visit some of these health centres and was both surprised and shocked to find that 

the impact upon the health of the population was indeed negligible or at best out of 

proportion to the effort and expenses involved. 

Why was this so? To my mind it was mainly due to a very simple reason. While 

the preceding survey and the planning based on evidence was excellent at what might be 

called the academic level, at the level of practical public health consideration had 

not been given to the reactions, habits, traditions of the population who were to be 

served. 
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The question was asked of course whether perhaps not enough effort has been put 

into the health education of the population. Personally I do not think this would 

have changed the situation very much. It is difficult - to put it mildly - to 

motivate ordinary individuals and families into cha_ng�ng their traditional habits of 

life, including perhaps some religious rites and taking upon themselves increased 

expense in making their environment less hazardous just by being educated as to the 

beneficial effects of preventive medicine. Few people, even the most highly educated 

and sophisticated, get motivated by reason. You must in some way or another directly 

mobilize their interest and enthusiasm, and their co -- operation, and this can be done 

by satisfying them, by meeting some of the needs they are aware of themselves. In 

health matters this means that you will have to take care of the diseased. You will 

have to buy your way, as it were, to promotion of health and preventive medicine with 

curative medicine. Only then will you be able to introduce preventive measures at 

least of the kind where understanding and co- operation of the public is essential. 

On the other hand, if you accept this challenge you will find yourself in the 

well-'known predicament: disease is so prevalent that curative medicine may easily 

take the lion's part of everything which you can put int) the planning project, but, 

as we know, curative medicine alone has little effect on the health situation of a 

people. 

Some would perhaps argue that a sociological survey as a prerequisite to the 

planning of health services might have contributed towards a better result under 

such circumstances. At that time, however, namely in the 1930s, sociological 

research of this character was poorly developed. Today sociologists, cultural 

anthropologists and the related disciplines should preferably be included in health 

planning at least under comparable conditions. While they undoubtedly may be able 

to bring out factors of great value, it nevertheless seems more difficult to predict 

the reactions of a population towards health measures which go beyond those which 

have already been learned "the hard waу ". 

It may, in this context, be of interest to remind ourselves that during the 

first years of the unprecedented expansion of international health work in developing 

countries through WHO, the United Nations Expanded Programme of Technical Issistаnсe, 

bilateral arrangements, etc., the theory of the "weakest link" was generally accepted 

as the basis for a rational approach. In the vicious circle of poverty - illiteracy, 
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ill health, low production, etc. - ill health might be diagnosed as the weakest link 

ip the chain, meaning that in this sector improvements could most easily be reached 

without undue effort and expense. In these circumstances, an isolated attack on 

disease was the method of choice for breaking the vicious circle. 

Today we know, again mainly through the method of trial and error, that this 

concept is too simple. 

The theory of "the weakest link" has been replaced by the "multiphasic attack ", 

whereby at one and the same time one stimulates change and improvement in as many 

sectors of life in the underdeveloped community as resources will permit. 

The consequences for health planning are of course revolutionary. I hope the 

discussions will bring out and emphasize this fundamental and complex problem as 

broadly and as clearly as possible. 

Incidentally, when an increasing number of highly developed countries have 

definitely integrated health planning into their general economic planning, I 

wonder whether the above -.mentioned experience from developing countries may not contri- 

bute to this end. 

Also I am of the opinion that we will have to clear the ground by reminding 

ourselves that we cannot very well undertake health planning without having a health 

philosophy. What type of health services are we aiming at? Is it to be free 

competition in the whole field, or interplay of government, voluntary organizations 

and private initiative, or prepaid services either wholly or partly? To quote 

Churchill: "Do we wish to come through the magic of averages to the aid of millions ? ". 

Since there are other important questions, should there be two or more different 

sources for financing of preventive, curative and restorative medicine? What methods 

would we prefer for remuneration of medical personnel? What rules should guide the 

itilization of the various parts of the services? How much bureaucracy is needed? 

Health planners frequently shrink from taking such matters into consideration. 

To a certain extent they can be excused because they have for obvious reasons to plan 

their health services within the framework established by the political, economic and 

social system of the country concerned. Health services, however, offer themselves 

for rational planning at a technical level, which is at least to some extent indepen- 

dent from the factors which I have just mentioned. Health planners should never lose 

sight of this. 
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Finally, a few words on the disadvantages, yes indeed even dangers, in having to 

undertake both short -term and long -term planning of health services. I am sure that 

most of us who have been involved in health planning at a national level over the last 

decades may have run into some of these difficulties. 

Let us first be reminded that "health planning" is a relatively new venture. 

According to the background paper, what deserves to be named by this term in fact 

started in. the Soviet Union after the Russian revolution as part of the over -all 

economic and social planning. I am, by the way, old enough still to recall vividly 

how the whole planning process in the Soviet Union was ridiculed and laughed at in 

the western world at that time. Now, I think, few countries with any national self - 

concern refrain from producing "five -year plans" or plans for shorter or longer periods 

practically in all important fields. As far as health planning is concerned, most 

countries, however, only started it after the Second World War. 

It follows therefrom that most of the systems for health protection which we find 

in the world today have been developed without such long -term planning. It is 

frequently said that this constitutes a "laissez- faire" attitude and that therefore 

most countries have developed their health services "haphazardly ". Personally I do 

not feel that these expressions do full justice to the process whereby health services 

were developed in the period before "health planning" in the present meaning of the 

term was started. During those years and especially perhaps from the turn of the 

century and until the Second World War in the countries which had reached the highest 

economic and social level, health services grew organically through a rather complex 

process. In this process most of the factors which we try to mobilize today in 

health planning were involved. Amongst them, we will find, for example, the health 

administrator and other groups of people technically trained in the field of health. 

We will find the various levels of government, central, regional and local. We will 

find also voluntary health organizations and, as a very strong element, the consumer 

of health services, namely the public itself. As a matter of fact, from the moment 

when smaller or larger amounts of public money were involved, a planning process was 

necessary. It should also be remembered that many of these countries at that time 

still found themselves partly in what I have earlier termed the "emergency period" as 

far as health was concerned, and that therefore priorities were easier to decide. 
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Communicable diseases of various types still caused most serious epidemics; certain 

groups of the population were obviously highly vulnerable, certain environmental 

factors had to be-ad;usted. The task was therefore in a way simpler: first things 

had to be solved first. 

It is true that the economist was missing from the picture. At that time the 

economist did not play the dominating role of today, for better or for worse. It is 

also true that we were missing the refined epidemiological and other techniques 

whereby we are now able more concretely to pin -point and quantitate the various health 

problems. But, in my opinion, it woud also be true to state that at that time 

certain preliminary steps were being taken, surveys were being performed and over -all 

diagnosis was being made before the individual health project was started. 

What is new in the situation is therefore not that health planning has been 

started, but that health planning is regarded as an integral part of the economic 

and social planning for the country or region as a whole. 

In this historic context it is, I think, only fair to distinguish between short - 

term and long -term health planning. Most of the planning which was then undertaken 

in the field of health was of the short -term type, although there were several 

exceptions to this rule. 

Now to return to the disadvantages and dangers inherent in health planning at 

the present time: 

As far as short -term health planning is concerned, I can see no disadvantages. 

Planning is obviously necessary before any new sector or part is brought into 

operating order. 

Some disadvantages may be encountered, however, as soon as long -term health 

planning starts and especially when it is being integrated with and regarded as a 

part of the total economic planning for the country or region. 

The first and obvious difficulty arises out of the fact that development in the 

field of health scientifically, technically and also in regard to the attitude of the 

people proceeds with such breath -taking speed that most plans of a more complicated 

nature tend to be outdated before the planning itself is concluded. Planning, as 

stated before, necessarily must base itself on evidence, on data, which have been 
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collected before the planning process begins, which means perhaps one, two or more 

years ahead. If, now, the planning itself takes one to two years, already three, 

four or more years have elapsed since the data on which the plan was built had been 

collected. Everyone in this group will know what that means. Birth -rates and 

death -rates may have changed considerably over such a period, incidence and prevalence 

of certain diseases also, and educational level and purchasing power of the population 

as well. New therapeutic remedies may have made certain types of medical institutions 

obsolete or created a necessity for new types. But the non -technical person and 

especially the influential economist will not know this, and since it disturbs the 

"clean" long -term planning, he has very frequently great inhibitions in accepting 

these facts of life. 

When the long -term plan was originally brought into being, the highest 

authorities in the field of health and related subjects were usually brought into 

the picture. There may have been divided opinions, compromises may have been 

reached and it may have been unavoidable that a considerable amount of prestige 

was involved in the plan as finally put on paper, printed, distributed and discussed. 

In other words, a fully- fledged long -term health plan has in itself a tendency 

to be rigid, to establish itself as a creation in itself, something which it is 

difficult to criticize and even more difficult to change. 

This inherent and most serious disadvantage can be counteracted best by 

' emphasizing building into the planning process from the very first moment oppor- 

tunities for revisions at short intervals. In view of the development in all per- 

tinent fields, revision once a year is often asked for. But unfortunately this asks 

for a great deal of effort, it means, in effect, that the planning process will have 

to be a continuous one. 

Some countries have realized this, and here we run into another difficulty. 

Since health planning is a continuous process, organizations must be provided for 

health planning, including personnel. This may lead to the tragic result that the 

health administrators of the country and other experts with specialized insight may 

gradually be cut out of the picture or reduced to an advisory status, while "full -time 

health planners" progressively constitute themselves as a new branch, a new speciality 

in. medicine. 
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Up:.till_ now health.plann_ing has been regarded in most countries as a self- evident 

integral function of the central health administration of the country concerned. It 

complicates matters considerably and tends to reduce the influence of the health 

administrator if a nеw body is introduced between him and the body which legislates 

and makes the financial appropriations. 

1urth.ër, of co1rse, all plans have a tendency to act as a "sleeping pillow ", a 

sort of substitute for action. The more imposing and comprehensive the plan, the 

greater is this danger< A plan may sometimes be used as a protecting shield against 

criticism. Unacceptable delays in carrying out activities in a certain field may 

too easily be explained by referring to the plan as a whole. 

A phrase used frequently both by politicians and bureaucrats is to the effect 

that "the matter must be considered in a wider context ". 

Long -term planning involving also estimates for capital investment and running 

costs; and forming part of the total economic planning for the country or region may 

also easily- be used as a "trap ". Тhe hralth authorities are stuck with the figures 

they havе suggested and may have the greatest difficulty in breaking through this 

barrier regardless of whether inflation, scientific and technical development. or 

other factors have obviously made the original figures obsolete. Since these figures 

were based cn the best data available at that time and since new data may not be 

available to the same extent, the officials of the treasury, by experience and pro- 

fession already s spiсious, are not willing to give in. 

Finally,- although health services have now in principle been accepted as an 

interal__parl,_..of the structure of any society and although the "interdependence of 

health and wealth" receives "lip service" everywhere, it does not follow therefrom 

that health services economically are given the priority they deserve. Priorities, 

as we know, in most countries are not finally decided on the basis of scientific data 

and rational arguments, but on the basis of political pressures, convenience and 

certain trends which for unknоwn reasons may be existing in the country concerned. 

Even if "health planning" is given optimal recognition and is integrated with 

the general economic' and social planning for the country, the health authorities must 

still, as before, be prepared to fight for their share of the national income., their 
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share of the favour of politicians and often appropriating bodies, their share of 

the support of the public. Health planning in other words is no panacea. It may, 

however, be turned into a powerful weapon both for and against further development 

of health services. 

Much will depend upon the situation in the individual country and generalizations 

in this field are not acceptable. If one runs into serious difficulties, it is worth 

considering whether the health authorities should not for tactical and strategic 

reasons prepare two sets of health plans, one set for "inner consumption ", that is 

for use by technical people who understand their full implications and limitations, 

and another set for "outer consumption ", that is to say, for inclusion in the general 

planning process of the country or region. 

Apart from this, it is essential that a"feed-back't system is established. 

This will enable the ever - changing factors on which the planning must be based to be 

introduced more or less automatically during the planning process. 


