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The Sub-Committee of the Regional Committee on the 
General Programme of Work met from 25 to 27 June 1984 to 
review and finalize the report on the country visits made by its 
members to Malaysia, Solomon Islands and Vanuatu as part of its 
review and analysis of the impact of WHO cooperation with 
Member States. The subject of the review was health manpower 
development, including the training of community health 
workers, as well as the role of academic institutions in health 
development. The Regional Committee may wish to comment on 
the findings and recommendations of the Sub-Committee, which 
are contained in section 2 of its report. 

Within the framework of its review, monitoring and 
evaluation of the implementation of the strategies, the 
Sub-Committee also reviewed the Common Framework and 
Format for Evaluating Strategies for Health for All. The 
Regional Committee will wish to comment on the report of the 
Sub-Committee on its review of the Common Framework and 
Format contained in section 3, and in particular the 
Supplementary Information document, which is appended to the 
Common Framework and Format. 

The attention of the Regional Committee is also drawn to 
the following resolutions adopted by the Thirty-seventh World 
Health Assembly, which are of particular relevance to the 
discussions of the Sub-Committee: WHA37.15 Health for aH by 
the year 2000; WHA37.17 Monitoring progress in implementing 
strategies for health for all by the year 2000; WHA37.31 The 
role of universities in the strategies for health for aU. These 
resolutions are annexed to this report. 
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1. INTRODUCTION 

The sixteenth meeting of the Sub-Committee of the Regional Committee on the 
General Programme of Work was held in Manila from 25 to 27 June 1984. The terms of 
reference of the Sub-Committee were to continue to: 

(l) review and analyse the impact of WHO's cooperation with Member States; 

(2) review, monitor and evaluate the implementation of strategies for health for 
all by the year 2000. 

As part of its review and evaluation of WHO cooperation with Member States, the 
Sub-Committee reviewed and finalized the report on the country visits made by its 
members to Malaysia, Solomon Islands and Vanuatu from 12 to 27 March 1984. Within 
the framework of its review, monitoring and evaluation of the implementation of 
strategies for health for all by the year 2000, the Sub-Committee reviewed the 
Common Framework and Format for Evaluating the Strategies for Health for AU by the 
Year 2000, with particular reference to the global and regional indicators. 

The following members of the Sub-Committee attended the meeting: 

AUSTRALIA 

FIJI 

PAPUA NEW GUINEA 

PHILIPPINES 

SINGAPORE 

Dr I. Welch 
Medical Officer, International 

Health Branch 
Department of Health 
Woden, A.C. T. 2606 

Dr Faga Panapasa 
Medical Superintendent 
Tamavua Hospital 
cfo Ministry of Health and 

Social Welfare 
Suva 

lvlr Andrew Posong 
Health Extension Officer 
Madang 
cfo Department of Health 
Konedobu 

Dr F. Bayan 
Director 
National Family Planning Office 
Ministry of Health 
Manila 

Dr E.H. Monteiro 
Director, Middleton Hospital 
cfo Ministry of H.ealth 
Cuppage Road 



TONGA 

VIETNAM 

Dr S. Foliaki 
Director of Health 
Ministry of Health 
Nuku'alofa 

Dr Nguyen Thanh Do 
Deputy Director 
Hanoi Pharmacy School 
cjo Ministry of Health 
Hanoi 
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Japan, although a member of the Sub-Committee, was unable to send a 
representative to the meeting. 

In his introductory statement, the Regional Director noted the significant 
contribution made so far by the two Sub-Committees of the Regional Committee to the 
more active participation of the Regional Committee in the work of WHO in the 
Region. Referring to the tasks of the Sub-Committee at this meeting, in particular to 
its review of the Common Framework and Format for Evaluating the Strategies for 
Health for AU by the Year 2000, he stressed that the Common Framework and Format 
was intended primarily for the use of Member States themselves in evaluating the 
effectiveness of their strategies. Any additional comments arising out of the 
Sub-Committee's current review would be submitted to Member States in order to 
facilitate their evaluation, and in due course the Sub-Committee's preparation of the 
regional evaluation report in 1985. 

Dr Monteiro was elected Chairman and Dr Foliaki Rapporteur. 

2. REVIEW AND ANALYSIS OF WHO'S COLLABORATION WITH COUNTRIES: 
REPORT ON THE COUNTRY VISITS TO MALAYSIA, 

SOLOMON ISLANDS AND VANUATU 

As part of its review and analysis of WHO's collaboration with Member States, 
members of the Sub-Committee visited Malaysia, Solomon Islands and Vanuatu from 12 
to 27 March 1 984. The subject of the review was health manpower development, 
including the training of community health workers, as well as the role of academic 
institutions in health development. 

The following members of the Sub-Committee participated in the country visits: 

Dr I. Welch, Australia 
Dr Faga Panapasa, Fiji 
Dr N. Koinuma, Japan 
Mr Andrew Posong, Papua New Guinea 
Dr F. Bayan, Philippines 
Dr E.H. Monteiro, Singapore 
Dr S. Foliaki, Tonga 
Dr Nguyen Thanh Do, Viet Nam 
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The members had discussions with the national authorities in the countries visited, 
and also utilized available documents and records in gathering needed information. 

The Sub-Committee noted that, in view of the limited time spent by its members 
in each country, the reviews were essentially broad and general in nature. The country 
reports were therefore aimed at identifying the major directions in health manpower 
development and at appraising in a broad qualitative manner the current achievements 
in this regard. In the course of its discussions, the Sub-Committee took note of 
resolution WHA37.31 on the role of universities in the strategies for health for all. The 
findings and recommendations of the members on their country visits are presented 
below. 

2.1 Findings 

The salient features of the findings in each country visited are summarized as 
follows: 

2.1.1 Malaysia (population 14 519 000)1 

The authorities are clearly concerned with developing a national health manpower 
policy. A comprehensive health manpower planning exercise has been initiated as an 
integral part of the national health plan, which takes into consideration all categories 
of health personnel. A systematic effort is being made to analyse the tasks of all 
categories of health personnel and to study the manpo\1/er requirements, both from a 
quantitative and a qualitative point of view. 

To facilitate implementation of the polic; and plans, educational activities, 
mainly workshops, have been conducted for the persons concerned. Teacher training 
activities are essentially geared to the nursing faculty, to assist them in reorienting the 
curriculum towards community health needs. Other teacher training activities are 
related to such issues as problem-solving learning, production of learning materials and 
teamwork. 

The community health project undertaken by the medical faculty in the University 
of Malaya, aimed at mobilizing community resources and support for the 
implementation of specific health programmes directed towards the urban 
underprivileged, can be considered an innovative approach to the attempt to link the 
health training institution with the health services. 

Academic institutions, however, are in general still insufficiently involved in the 
planning and evaluation of health programmes and more attention needs to be directed 
towards this aspect. 

Substantial efforts have been made to initiate continuing education programmes 
for the various categories of health personnel. However, such programmes are still 
organized for the most part on an ad hoc basis and at different frequencies for the 
various categories of health personnel. 

11982 estimated population. 
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Much interest has been shown in manpower research. Operational research on 
rural health services and a study on hospital utilization have been conducted with 
implications for health manpower utilization patterns. However, greater emphasis 
needs to be placed on the important question of monitoring the health manpower 
development process. 

2.1.2 Solomon Islands (population 250 000)1 

The Government's programme of action for the health sector covers nine areas, 
two of which particularly relate to health manpower development: 

(1) upgrading of the training and retraining of health workers at all levels of 
the National Health Service, 

(2) review of the conditions of service of national doctors and health officers 
throughout the country. 

However, there is no comprehensive health manpower plan and health manpower 
planning is carried out on an ad hoc basis and for separate categories of personnel. 

There were approximately 400 nurses in service in 1983, comprising more than 
one third of all types of health workers, and it is to this category, therefore, that 
systematic efforts to rationalize manpower have been essentially geared. In addition, 
the School of Nursing is the only academic institution in the health field in the 
country. The training of assistant health inspectors, though carried out on an ad hoc 
basis, has proved to be quite satisfactory. With regard to the preparation of medical 
doctors, a continuous effort is being made to train them abroad with a view to 
eventually replacing the still high proportion of expatriates holding positions in the 
health services. 

One of the constraints noted in the field of training for the health professions is 
the limited availability of secondary education, resulting in an insufficient number of 
candidates for training. 

Valuable initiatives are being undertaken in the area of continuing education. 
Nevertheless, more consideration needs to be given to the establishment of a well 
structured programme of continuing education for all categories of health personnel. 

While the training programme for community health workers is considered to be 
a success, considerable efforts are still needed to provide coverage for all vHlages 
with community health workers. 

11982 estimated population. 
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2.1.3 Vanuatu (population 124 000)1 

Although Vanuatu achieved independence quite recently, namely, in 1980, it has 
formulated a national health manpower policy for all categories of health personnel 
(doctors, nurses, assistant health inspectors and village aid workers). 

The long tradition of a bilingual system and consequently of two streams of 
training in the country have caused some initial difficulties, particularly as regards 
achieving uniformity in the training of health personnel and the development of health 
services. 

The limited facilities available for secondary education have also created 
difficulties in ensuring a sufficient number of candidates for training in the health 
professions. 

The nursing teachers are trained through various educational activities in basic 
aspects of educational methodology. The Teacher Training College has the potential 
for further involvement in this process, as there is no teacher training centre specific 
to the health sciences. 

There are twenty-eight medical doctors in the country, only six of whom are 
nationals. 

To meet the shortage of medical doctors, training has been initiated for nurse 
practitioners. A total of 22 nurses have been trained so far. 

Whereas most of the health personnel are trained overseas, assistant health 
inspectors and village aid workers are trained locally. The curriculum and educational 
methods used to train these two categories need to be more task-oriented towards 
primary health care and standardized throughout the country. 

Training institutions are very much dependent on overseas staff. National 
faculty development is thus a major priority for the strengthening of trammg 
programmes. No formal mechanism exists for the monitoring and evaluation of the 
health manpower development process. 

There is evidence of continuing education activities. However, a more 
systematic effort should be made to cover the training needs of all categories of 
health personnel, particularly in the context of primary health care. 

2.2 Summary of findings 

(1) Although the three countries have shown interest in and are in the process 
of formulating health manpower development policies and plans, closely related to the 
national health plans and geared towards the quantitative and qualitative needs in 
health personnel, there is little evidence of the implementation of these policies and 
plans. Most of the policy guidelines and directions· set out for health manpower 
development are still being provided on an ad hoc basis. 

1 J 982 estimated population. 
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(2) The reorientation of faculty towards new educational approaches is a 
concern shared by the three countries. Teachers are exposed in varying degrees to 
educational activities in the different aspects of educational methodology. There is 
scope for the strengthening and systematization of faculty development to ensure the 
building up of a sufficient number of persons capable of providing leadership in 
introducing the necessary changes in the education of health personnel, such as 
curriculum revision to ensure relevance, community orientation in service delivery, 
training and research activities, integrated development of health services and health 
manpower. 

(3) Efforts to undertake curriculum revision and ensure relevance have been 
noted but these are still insufficient. They are for the most part in consonance with 
such principles as problem-solving, community orientation, teamwork, patient 
management and self-learning. An example of such an effort is the training 
programme for community health workers in Solomon Islands, which has been designed 
to be of relevance to health needs. Another example of reorientation in training is the 
initiative taken by a medical school in Malaysia to be actively involved in a community 
health project. 

(4) Lack of appropriate teaching/learning materials is a problem encountered 
by all the three countries. 

(5) Interest was also expressed in developing tools for student assessment and 
the performance assessment of health personnel in primary health care tasks. 

(6) The development of continuing education programmes varies considerably 
among the countries. Usually, the frequency of exposure of health personnel to 
continuing education activities is low and also irregular. Members noted the need to 
develop a scheme and a national plan for a more systematized continuing education 
programme. 

(7) Generally, the linkages between health training and health services are not 
clearly or firmly established. Training institutions and the health services could carry 
out a number of activities in common by pooling their resources with a view to making 
training more task-oriented. 

(8) All three countries expressed much interest in health manpower research 
aimed at collecting information needed for the development of appropriate manpower 
policies and plans and for ensuring the relevance of the curricula to the requirements 
of the health system. However, only a few research projects have been designed and 
implemented. 

(9) Evaluation and monitoring of the health manpower development situation 
are widely recognized as essential for the proper management of human resources 
related to the health sector. Countries do not seem to have developed mechanisms for 
this purpose. 

2.3 Recommendations 

(1) In order to coordinate the various activities in the health manpower 
development process, such as policy formulation, planning, production, deployment, 
utilization and continuing education, it is recommended that a focal point or group 
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for health manpower development be set up within the existing health planning 
structure to provide policy guidelines and directions for the relevant development of 
health personnel and progressively to build up additional expertise in this area. 

(2) Carefully planned workshops should be organized at national or regional 
levels, if necessary in collaboration with WHO, with a view to enhancing national 
capabilities in areas such as: task analysis, curriculum development, educational 
technology, performance assessment and community health programming. These 
workshops should be programmed in such a way as to ultimately lead to the 
formulation and the implementation of a health manpower development plan, as an 
integral part of the national health plan. 

(3) More systematic and coordinated efforts in the field of teacher training 
should be developed in order to build up a sufficient number of trained and willing 
faculty capable of reviewing curricula. Teacher training activities should be closely 
related to the problems of health services. Training institutions should also review 
their responsibilities in terms of service and research as well as their role in health 
development. 

(4) The production of learning materials is another area which needs careful 
consideration. The production of manuals and audiovisual aids of good quality, that is, 
relevant to educational objectives and based on ped~gogical principles, should become 
a concern of training institutions and of policy-makers in health manpower 
development. WHO should facilitate the exchange of quality materials and strengthen 
national self-reliance in the adaptation, production and utilization of learning 
materials. 

(5) Continuing education schemes need to be developed to upgrade the quality 
of performance of health personnel. 

Identification of the educational needs of the various categories of health 
personnel is a prerequisite for developing a more systematic and relevant approach. 

(6) The designing and testing of tools for student assessment and performance 
assessment of health workers in relation to primary health care tasks are 
recommended not only for evaluating the quality of the basic training programmes but 
also for setting goals for the supervision of health personnel, and consequently for the 
establishment of relevant continuing education programmes. 

(7) Efforts should be made to encourage and strengthen health manpower 
research. Research/development projects, jointly developed and conducted by staff 
from the ministry of health and faculty from the training institutions, should be 
encouraged. 

The directions set out for health manpower research should cover such areas as: 
determining requirements for various categories of health personnel; performance 
assessment for identification of deficiencies in the skills of health personnel in 
undertaking primary health care tasks; developing or strengthening linkages between 
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the health services and training institutions; monitoring of the health manpower 
development process; and optimal use of trained manpower. 

WHO collaboration wHl be necessary in strengthening national capability in 
research, in designing research protocols and in securing research grants. 

(8) Country visits by members of the Sub-Committee should be limited in 
future to one or at most two countries to enable them to undertake a review of WHO 
cooperation in greater depth. 

3. REVIEW OF THE COMMON FRAMEWORK AND FORMAT 
FOR EVALUATING THE STRATEGIES 

FOR HEALTH FOR ALL BY THE YEAR 2000 

Within the framework of its review, monitoring and evaluation of the 
implementation of the strategies for health for all by the year 2000, the 
Sub-Committee reviewed the Common Framework and Format for Evaluating 
Strategies for Health for All. 

The Sub-Committee reiterated that the Common Framework and Format should 
be used by Member States to help them evaluate on a continuing basis the effect of 
their strategies on the people's health and their impact on socioeconomic development 
in their countries. The Common Framework and Format was first and foremost for 
the use of the countries and was not a WHO questionnaire. However, in accordance 
with the Plan of Action for Implementing the Global Strategy for Health for All, 
adopted by the World Health Assembly in resolution WHA35.23, the countries would 
inform the Regional Committee of their findings. After countries had evaluated their 
strategies and submitted their reports to the Regional Office, by March 1985, the 
latter would then be consolidated into a regional report on evaluation of the 
implementation of the strategies by the Sub-Committee and presented to the Regional 
Committee at its thirty-sixth session in 1985. The procedure would be similar 
therefore to that used for the regional report on monitoring of progress in 
implementing the strategies in 1983. The procedure would thus facilitate evaluation of 
the regional strategy as well as the global evaluation of the strategy based on 
evaluation of all the regional strategies. 

The Sub-Committee not ed that these reports would form the basis of the 
regional health situation reports to be published by each of the six WHO regions and of 
the Seventh Report on the World Health Situation, which would be prepared on the 
basis of the reports on evaluation of the implementation of the strategies. 

The Sub-Committee noted that the seven regional indicators which had been used 
in monitoring in 1983 had been included in the Common Framework and Format. 
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The Sub-Committee took note of the Regional Committee's observation at its 
thirty-fourth session that the wording or significance of indicators was not always 
clear, and that these should be rephrased or redefined at a later stage. This would be 
done in connexion with the preparation of the next monitoring report. 

The Sub-C'.-emmittee reviewed the Common Framework and Format item by item 
and in particular the wording of the questions included for the guidance of Member 
States in evaluating the implementation of the strategies from the point of view of 
their relevance and appJicabiJity by the countries or areas concerned. 

The members observed that the wording of some of the questions was not always 
sufficiently clear, and requested clarifications on a number of points. Certain 
questions were formulated in such a way as to be ambiguous or difficult to 
understand; some of the points for consideration were also felt to be too general in 
scope and called for additional explanations. 

In the circumstances, considering that the Common Framework and Format was 
a global document intended for the use of all Member States, the Sub-Committee 
agreed that the formulation of the actual questions should remain unchanged. 
However, it was decided that supplementary explanations or additional illustrative 
examples should be provided to amplify the complementary information already 
provided on the righthand page of the Common Framework and Format. 

The Sub-Committee therefore proposed that a summary of the points raised by 
members and containing the supplementary iHustrative information required by 
countries or areas should be prepared and submitted to Member States. In view of the 
urgent nature of the evaluation exercise to be undertaken by Member States, the 
Sub-Committee recommended that the supplementary information should be 
distributed to Member States immediately as a provisional document pending the 
Regional Committee's approval at its next session. Any further observations made by 
the Regional Committee would be communicated to Member States. The summary 
appears as an appendix! to the Common Framework and Format, which is annexed 
to this report. 

It was agreed that the members of the Sub-Committee should themselves be 
more actively involved in the processes of the evaluation exercise on their return t o 
their countries. 

The Sub-Committee requested the Regional Director to provide aH necessary 
support to Member States in t he preparation of their report on evaluation. Such 
support should include the cooperation of WHO staff, either within their country of 
assignment or through visits undertaken by them for that purpose after consultation 
with countries. 

1 W PR Appendix to DGO /&4.1. 



THIRTY-SEVENTH WORLD HEALTH ASSEMBLY WHA37.15 

Agenda item 19 15 May 1984 

HEALTH FOR .ALL BY THE YEAR 2000 

The Thirty-seventh World Health Assembly, 

Noting with satisfaction the decisions taken by a group of Member States - .the 
Non-aligned and other Developing Countries - concerning the implementation of the Strategy 
for Health for All by the Ye~r 2000;1 

Recognizing the importance of the decisions adopted by the Non-aligned and other 
Developing Countries in their resolutions on; 

(i) implementation of the Strategy for Health for All by the Year 2000; 

(ii) Technical Cooperation among Developing Countries to attain the goal of Health for 
All by the Year 2000; 

1. CONGRATULATES the Non-aligned and other Developing Countries on their continuing 
political commitment and vigorous efforts to attain the goal of Health for All; 

2. REQUESTS the Director-General to continue to mobilize support for these and other Member 
countries for the implementation of their strategies for achieving Health for All, and for 
technical cooperation among them and to report periodically on the progress achieved through 
his annual reports to the Health Assembly. 

= 

~ Doc1.1ment A37/INF.DOC./6. 

Twelfth plenary meeting, 15 May 1984 
A37/VR/12 



THIRTY-SEVENTH WORLD HEALTH ASSEMBLY 

Agenda item 19 

MONITORING PROGRESS IN IMPLEMENTING STRATEGIES FOR 
HEALTH FOR ALL BY THE YEAR 2000 

The Thirty-seventh World Health Assembly, 

WHA37.17 

15 May 1984 

Reaffirming resolutions WHA30.43, WHA34.36 and WHA35.23 concerning the policy, strategy 
and plan of action for attaining the goal of health for all by the year 2000; 

Recalling resolution WHA33.17 concerning the concentration of the Organization's 
activities on support for the attainment of this goal; 

Noting that the attainment of the goal of health for all by the year 2000 is intim,ately 
related to socioeconomic development and commitment to and the preservation of world peace; 

Recognizing the determination of all countries to contribute fully to achieVi'OJJ tqe goal 
of health for all through reinforcement of individual and collective self-reliance, of wbich 
technical cooperation among developing countries is an essential element; 

Aware that cooperation among all countries and support by developed countries and 
international organizations, including the principles of a new international economic order, 
can significantly contribute to a more rational use of available resources; 

Recognizing that monitoring and evaluation are fundamental elements of the managerial 
process required for the implementation of the strategies, and that the commitment and 
courage of Member States and a spirit of mutual trust among them are essential for the 
effective implementation of the Strategy for Health for All; 

Mindful that only three-quarters of the Member States have submitted progress reports in 
due time on the implementation of their national strategies; 

Noting the progress made thus far in the implementation of the Strategy, but also being 
aware of the magnitude of the overall task and the relatively short period left to achieve 
the collectively agreed goal of health for all by the year 2000; 

1. URGES Member States~ 

(1) to accelerate the reorientation and the modifications of health systems towards 
primary health care, further strengthen the managerial capacity of their health sy.stem, 
including the generation, analysis and utilization of tht information needed, and 
emphasize continuing education of health personnel to support their health management 
process; 

(2) to accord the highest priority to and auume full responsibility for the continuing 
monitoring and evaluation of their strategies, individually as part of their .m.anagtt,.t:ial 
process for national health development, and collectively :i_n a spirit of mutual trust in 
order to identify jointly factors which contribute to or impede the implementation of 
the Strategy; 
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(3) to ~ther nfine and update as nec•uary .their national strategies andpla*l!J of 
action for health for all, with clearly defined objectives and targets and appr*iate 
alloc.atioa of reaources. and apply corrective ... asures required for accelerating t:he 
pace of implementation of their nationd strategies; 

(4) to promote the importance of multisectoral approaches and their linkages to achieve 
health for all; 

(5) to pay attention to the planning and evaluation of health manpower development 
programmes consonant with the needs of their health systems; 

(6) to accelerate efforts to mobilize national and external resources in support of 
activities that are essential to the implementation of the strategies, ensuring that 
these resources are adequately directed towards underserved and socially and 
geographically disadvantaged groups; 

(7) to use WHO's resources optimally, directing them to the mainstream of activities 
required to implement, monitor and evaluate the national strategy; 

(8) to consider the desirability of enacting health legislation incorporating the basic 
principles of health for all; 

2. URGES the regional committees: 

(1) to give increased attention to the review and analysis of the findings of the 
monitoring and evaluation of national strategies by Member States in the region; 

(2) to identify factors and issues facilitating or impeding the implementation of 
national strategies in the region and . promote the required action to foster positive 
factors and to resolve impeding issues; 

(3) to stress the importance of mutual cooperation among Member States in this process; 

(4) to carry out a first evaluation of the regional strategy in 1985 in keeping with 
the plan of action for implementing the Global Strat.egy for Health for All; 

3. REQUESTS the Executive Board; 

(1) to continue to monitor actively the progress in iVtplementing the Global Strategy, 
identifyin$ iaauea and areas requiring action by Member States individually and 
c olleetively; 

(2) to participate actively in tbe Organizatio.n' s efforts to support the Member Sta.tes 
in the i•phaat'ation of ruitibnal .!it-rategies as well as the monitorrng ·atkl ·eval1Jftion 
aetivities; 

(3) to carry out a first formal evaluation of the Global Strategy and submit its report 
thereon to the Thirty-ninth World Health Assembly in 1986, in keeping with the plan of 
action; 

4. REQUESTS the Director-General: 

(1) to focus further the resources of the Organization to accelerate and improve the 
implementation of the Strategy for Health for All; 

(2) to ensure the provision of intensive, appropriate and targeted support to Hember 
States for the implementation, monitoring and evaluation of the Strategy, especially in 
countries where the needs are greatest and which are ready for it; 

(3) to call upon the developed countries to provide urgent and appropriate technical 
and economic support to developing countries on a bilateral basis or through \VHU, other 
United N•tions agencies and international organizations; 
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(4) to intensify technical cooperation with Member States in order to strengthen their 
managerial capacities, including monitoring and evaluation and the related generation, 
analysis and use of supporting information; 

(5) to take steps to review the global indicators and to further develop practical 
tools of measurement for these indicators to help Member States in their monitoring of 
progress towards the targets of the strategy; 

(6) to further strengthen collaboration within the United Nations system and with other 
intergovernmental, nongovernmental and voluntary organizations in their respective 
fields of competence to provide countries with technical and financial support in 
attaining the goal of health for all. 

Twelfth plenary meeting, 15 May 1984 
A37/VR/12 



rHIRTY-SEVENTH WORLD HEALTH ASSEMBLY wHA37.31 

Agenda item 19 17 May 1984 

THE ROLE OF UNIVERSITIES IN THE STRATEGIES FOR HEALTH FOR ALL 

The Thirty-seventh World Health Assembly, 

Appreciating the outcome of the Technical Discussions held at the Thirty-seventh World 
Health Assembly on "The role of universities in the strategies for health for alL"; 

Mindful of the important role assigned to universities and ()ther higher l~ar.ning 
institutions including colleges for post-graduate medical training in the Global $tr.a,tegy fo~: 

Health for All by the Year 2000 and of the significant contribution that the fulfil•ent of 
such a role could make to human development and social justice; 

Aware of the prestige that universities carry and the influence they have in c,ill!veloping 
the minds of young people anc;l in preparing them for ·their role in society as well as in 
forming public opinion; 

Recalling the functions of universities in providing education and trat.nt.ng i,n t;he 
fields of health and in a wide variety of social, economic and technical disciplines having a 
bearing on health, as well as their outstanding contributions to research in these areas; 

Keeping in mind the growing involvement of universities throughout the wodd i.n 
grappling with social challenges and in providing services to communities in which they are 
situated; 

Convinced that there is an increased need for collaboration betweenministries and other 
bodies concerned, and universities in order to deal adequately with health and related 
socioeconomic problems; 

Appreciating that ministries and other bodies concerned, and univerSl.tles are l:.lec~ing 
increasingly aware of the vast untapped resources in the universities that could be lJIObilized 
in furtherance of health and socioeconomic development; 

1. URGES Member States 

(1) to encourage universities and other higher learning institutions to include the 
social and technical concepts of health for all in the education and training of all 
categories of students and post-graduates and to acquaint the general public with these 
concepts; 

(2) to support univers1t1es in orienting the education and trat.nt.ng of workers in the 
health and related fields towards the attainment of health for all; 

(3) to involve appropriate faculties in universities, wherever applicable, in the 
preparation of policies for health for all and in the formulation and implementation of 
strategies to give effect to these policies. 

2 INVITES universities throughout. the world 

( 1) to ensure that students and post-graduates in all faculties are adequately 
acquainted with the goal of health for all by the year. 2000 and actively suppoJ"t the 
measures for attaining it; 
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(2) to provide the kind of education and training for students and post-graduates in 
the health and related disciplines that will prepare them technically and attune them 
socially to meet the health needs of the people they are to serve; 

(3) to conduct biomedical, epidemiological, technological, social, economic and 
behavioural research required to prepare and carry out strategies for health for all; 

(4) to offer to increase their collaboration with relevant ministries and other bodies 
for the preparation of policies and formulation, implementation and evaluation of 
strategies for health for all; 

(~) to place themselves at the disposal of couununtttes to the maximum of their 
capacity for the promotion of health and provision of health care; 

(6) to participate in creating awareness in the general public of the action people 
can take to promote their health and the health of the communities in which they live. 

3. REQUESTS the Director-General 

(1) to publish a report on the Technical Discussions and ensure its wide distribution 
among relevant ministries, universities, other institutions of higher education, and 
other interested parties; 

(2) to ensure in all appropriate fora WHO's advocacy of the proper role of 
universities in the strategies for health for all and of the related collaboration 
required between ministries and other bodies concerned, and universities; 

(3) to provide relevant ministries, other bodies and universities with information 
that will facilitate the assumption by universities of their role in strategies for 
health for all; 

(4) to support relevant ministries and other bodies, on request, in increasing the 
involvement of universities in national health development efforts; 

(5) to collect and disseminate information on the involvement of universities in the 
strategies for health for all and on joint endeavours of ministries and other bodies 
concerned, and universities to this end; 

(6) to establish the necessary mechanisms at Headquarters and regional levels to 
ensure that all appropriate actions are taken, coordinated, mon,itored and evaluated; 

(7) to carry out the above within available resources, and to report on developments 
in his biennial reports to the Health Assembly. 

Fourteenth plenary meeting, 17 May 1984 
A37/VR/14 

= ;::::;: 



• 
WORLD HEALTH ORGANIZATION ANNEX 4 

EVALUATING THE STRATEGIES FOR HEALTH FOR ALL 
BY THE YEAR 2000 

CoMMON FRAMEWORK AND FoRMAT -

This document consists of a framework and format to help 

you evaluate on a continuing basis the effect of your strategy 

on your people's health and its impact on the socioeconomic 

development of your country. 

It is first and foremost for your use; it is not a WHO 

questionnaire. However, you did agree as a Member State of 

WHO to inform your Regional Committee of your findings by 

March 1985 in order to make it possible to build up regional 

and global evaluations. 

DG0/84.1 * 
Geneva, 31 January 1984 

*Regional indicators applicable to WPR have been added by WHO/Manila 
in pages 72-81. 
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1. When you adopted the Global Strategy for Health for All by the 

Year 2000 1n the World Health Assembly and the Plan of Action for 

implementing it, you agreed with all other Member States of WHO to 

monitor the progress of your national strategy and to evaluate tne pffect 

it was having on the health of your people. The purpose of this 

Evaluation Framework 1s to help you do the latter on a continuing 

basis. But evaluation cannot be undertaken in a vacuum. It forms part 

of a broader managerial process for health development which includes the 

formulation of policy; the development and implementation of a strategy 

to give effect to that policy, including the allocation of resources; a 

plan of action to carry out the strategy; its monitoring and 

evaluation; and information support to all parts of the process. 

However, monitoring and evaluation can be useful entry points to this 

broader managerial process. WHO is ready to help you strengthen your 

managerial capacity, including your monitoring and evaluation capacity, 

if you want it to. 

2. The above is stressed to make it clear that this Evaluation 

Framework is ~a WHO Questionnaire. It is for your use, to facilitate 

the systematic evaluation of your strategy by you, and for you to learn 

from the experience and use the lessons learned to improve your current 

activities and to promote better planning by you, through careful 

selection of alternatives for further action. 

3. To carry out any evaluation it is necessary to collect and analyse 

relevant information. This can be done in a variety of ways, for 

example through the process of monitoring which you started in 1983. 

Just as you presented a report on the findings of your monitor1ng to the 

Regional Committee in 1983, you are now being asked to present a report 

on the findings of your evaluation to the Regional Committee in 1985. 

In this way, the evaluation of the regional strategy will become 

possible, as well as the ultimate evaluation of the Global Strategy basea 

on the evaluation of all the regional strategies. You agreed to that 
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too when you adopted the Global Strategy for Health for All and approved 

the Plan of Action for implementing it. Moreover, you also agreed that 

these reports would form the basis of the regional health situation 

reports to be published in each of the six WHO regions, and of the 

Seventh Report on the World Health Situation of which these regional 

reports will form a part. 

4. At first glance this Evaluation Framework may appear complex and 

lengthy. However, the difficulty lies not so much in the Framework as in 

the evaluation process itself. This Framework is intended to help you 

to carry out such a process, step by step. You may find it usetul to 

glance through the whole of it first of all to get the feel of it, and 

then use it systematically, item by item, on a continuing basis -not 

just as a one-time affair. WHO is ready to help you in this if you want 

to. It has also issued two publications which you may find helpful: 

"Health Programm Evaluation" and "Development of Indicators for 

Monitoring Progress Towards Health for All by the Year 2000", the first 

appearing as "Health for All" Series No. 6 and the second as "Health for 

All" Series No. 4. 

5. To make the process as practical as possible, each item in this 

Framework consists of two complementary parts. The lefthand pages are 

organized by the main items for evaluation, each item being subdivided 

into a number of questions. For each Question a cross-reference is made 

to the related component of evaluation that appears in the publication 

"Health Programme Evaluation" mentioned above - that is: relevance, 

adequacy, progress, efficiency, effectiveness and impact. So the 

lefthand pages are made up of the issues being evaluated, questions to 

guide you in evaluating, and a reference to place each Question in its 

proper context in the evaluation process. Each righthand page 

complements each lefthand page in that it consists of points relating to 

the questions on the lefthand page. These points are extracted from 

WHO's "Health for All" Series. (A complete list of these publications 

is to be found on page 75.) For example, if you look at the lefthand 

page 18 you will see that it consists of Questions related to health 
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systems based on primary health care. If you turn to the righthand 

page 19 you will see that it consists of points that illustrate the 

essential characteristics of primary health care and of health systems 

based on it. They have been extracted from the Report of the 

International Conference on Primary Health Care in Alma-Ata and from the 

Global Strategy for Health for All. These points on the righthand page 

are meant to help you by drawing your attention to a kind of ideal 

situation that Member States envisaged collectively. In reality, at 

this stage the situation in your country may fall short of that ideal. 

If it does, this should not discourage you. Evaluation 1s not meant to 

lead to mere criticism by you or by others; it is meant to lead to 

action for improvement by you. 

6. A word about your report to the Regional Committee. Please present 

it as a separate document and not in the body of this Common Framework; 

it was not constructed with space for that purpose. Please indicate on 

each sheet of your report the number of the item in the Common Framework 

being reported on. For example, where your report deals with matters 

related to health manpower please write "Item 8: HEALTH MANPOWER". 

Also please give your report a covering page with the name of your 

country, the date of completion of the report, and the period covered 

(e.g. 1978-1984). Finally, please do not hesitate to contact the WHO 

Programme Coordinator in your country or, in the absence of one, th.: 

Regional Director, for any further clarification you may reQuire. In 

doing so, please remember once again, the purpose of this Framework is to 

help you evaluate your strategy, not merely to supply information to WHO. 
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Item 1: EVALUATION PROCESS 

Evaluation is a continuing process, not a one-time exercise. Tnis 

being the case, some kind of mechanism is required to gather and analyze 

the necessary information in a systematic manner. 

1 

1.1 

1.2 

WHAT 
AND 
HAVE 

PROCESS 
EVALUATE 

YOU SET 

HAVE YOU ESTABLISHED TO MONITOR 
YOUR STRATEGY AND WHAT MECHANISM 

UP TO THIS END ? 

(Progress) 

IF YOU 
PROCESS 
PLANS TO 

HAVE 
AND 

DO 

NOT ESTABLISHED 
RELATED MECHANISM, 
so ? 

AN EVALUATION 
WHAT ARE YOUR 

(Progress) 

The extracts on the opposite page 

illustrate the type of process you might 

f 
. . 1 

use or evaluat1ng your strategy. 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section VII, page 73, paragraph 1. 

"Health Programme Evaluation, Guiding Principles11 , "Health for 
All" Series, No. 6, Section II, page 11, para. 7, and page 15, 
paragraph 17. 
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(1) Governments will want to know if they are making progress with the 
implementation of their strategies, and whether these strategies are 
having the desired effect in improving the health status of the 
people. To this end they will consider introducing at the earliest 
stage a process of monitoring and evaluation that is appropriate to 
their needs as part of their managerial process for national health 
development. Whatever the precise nature of the process, it should 
include monitoring progress in carrying out the measures decided 
upon, the efficiency with which these measures are being carried 
out, and the assessment of their effectiveness and impact on the 
health and socioeconomic development of the people. 

(2) The purpose of evaluation in health development is to improve health 
programmes and the services for delivering them, and to guide the 
allocation of human and financial resources in current and future 
programmes and services. It should be used constructively and not 
for the justification of past actions or merely to identify their 
inadeQuacies. 

(3) It is essential to perceive evaluation as a decision-oriented tool, 
and to link the evaluation process closely with decision-making, 
whether at the operational or the policy level. The very process 
of carrying out an evaluation can be just as important as the 
conclusions drawn, since involvement in the process itself often 
induces a better understanding of the activities being evaluated, 
and a more constructive approach to their impleaentation and to any 
future action required. 

(4) As for the responsiblity for evaluation, the principle whereby 
evaluation should be conducted as an integral part of the various 
steps of the cverall managerial process implies that individuals and 
groups responsible for the development and· application of that 
process at the various policy and operational levels also carry 
responsibility for its evaluation. 
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Item 2: HEALTH POLICIES 

2.1 HAVE YOU COMPARED SYSTEMATICALLY YOUR EXISTING 
HEALTH POLICIES WITH THOSE COLLECTIVELY DEFINED 
FOR HEALTH FOR ALL ? WHICH AREAS (IF ANY) 
REQUIRE FURTHER STRENGTHENING ? 

2.2 HAS "HEALTH FOR ALL" 
POLICY AT THE HIGHEST 
(Global Indicator No. 1) 

(Relevance) 

RECEIVED ENDORSEMENT 
OFFICIAL LEVEL ? 

AS 

(Relevance) 

2.3 HAVE YOU FORMULATED ADDITIONAL OR REVISED 
EXISTING HEALTH POLICIES SINCE YOU REPORTED ON 
THIS IN 1983 ? IF YES, DESCRIBE. 

(Progess) 

2.4 WHAT OBSTACLES, IF ANY, HAVE IMPEDED THE 
DEVELOPMENT OF NATIONAL HEALTH POLICIES FOR 
THEM TO BE IN LINE WITH THE POLICY OF 
HEALTH FOR ALL AND WHAT MEASURES DO YOU 
INTEND TO TAKE TO OVEROOME THESE OBSTACLES ? 

(Progress) 

The principles on the opposite page and on 

page 11 indicate what a national policy for 

Health for All might consist of and what 

information would reapond to Global 

Indicator No. 1, which is quoted on 
1 

page ll. 

1 "Formulating Strategies for Health for All", "Health for All" 
Series, No. 2, Section III, page 14, para. 17 and page 16, 
paragraphs 24 and 25. 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section II, pages 34-35, paragraph 9. 
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(1) A national health policy is an expression of goals for improving the 
health situation, the priorities among those goals, and the main 
directions for attaining them. 

(2) Sound health policies contribute to overall socioeconomic policies; 
thus, if the country's overall development policy gives priority, 
for example, to rural development, urbanization, or 
industrialization, the health policy has to give preferential 
attention to these priorities. 

(3) Health is a fundamental human right and a world wide social goal. 

(4) The overall social goal of health for all has to be broken down into 
more concrete social policies aimed at improvement of the quality of 
life and maximum health benefits to all. If the gap between "haves" 
and "have-nots" is to be reduced within and among countries, there 
will be a need in most countries to formulate and put into effect 
concrete measures for more equitable distribution of resources. In 
many countries this will imply the preferential allocation of health 
resources to those in greatest social need as an absolute priority, 
as a step towards attaining total population coverage. 

(5) The existing gross inequality in the health status of people is of 
common concern to all countries and must be drastically reduced. An 
equitable distribution of health resources, both among countries and 
within countries, leading to universal accessibility to primary 
health care and its supporting services, is therefore fundamental to 
the Strategy. 

(6) People have the right and the duty to part1.c1.pate individually and 
collectively in the planning and implementation of their health 
care. Consequently, community involvement in shaping its own health 
and socioeconomic future, including mass involvement of wom~n, men 
and youth, is a key factor in the Strategy. 

(7) Governments have a responsibility for the health of their people 
which can be fulfilled only by the provision of adequate health and 
other social measures. The political commitment of the State as a 
whole, and not merely the ministry of health, is essential to the 
attainment of health for all. 

(8) Countries must become self-reliant in health matters if they are to 
attain health for all their people. National self-reliance implies 
national initiative, but not necessarily national self-sufficiency. 
Where health is concerned no country is self-sufficient; 
international solidarity is required to ensure the development and 
implementation of health strategies and to overcome obstacles. Such 
international health •olidarity must respect national self-reliance. 
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Item 2: HEALTH POLICIES (continued) 

Item 2. 2: 

Opposite are Global Indicator No. 1 and 

points to be considered with respect to the 

endorsement of the policy for "Health for 
I • . • 2 21 All 1 ment1oned 1n 1tem • 

1 "Global Strategy for Health for All", "Health for All" Series, 
No. 3, page 75. 

"Development of Indicators for Monitoring Progress Towards 
Health for All by the Year 2000 11

, "Health for All" Series, 
No. 4, pages 18 and 19. 

"Managerial Process for National Health Development: Guiding 
Principles", "Health for All" Series No.5 
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(9) In conformity with the recogn1t1on by the United Nations General 
Assembly of health as an integral part of development, the human 
energy generated by improved health should be channelled into 
sustaining economic and social development, and economic and social 
development should be harnessed to improve the health of people. 

( 10) Health for all by the year 2000 cannot be achieved by the health 
sector alone. The coordinated efforts will be required of other 
social and economic sectors concerned with national and community 
development, in particular agriculture, animal husbandry, food, 
industry, education, housing, public works, and communications. 
Ministries of health or analogous authorities have an important role 
in stimulating and coordinating such joint action for health. 

Global Indicator No. 1 and Points to be considered with respect to 
Item 2. 2 

Global Indicator No. 1 reads: 

"Health for all has received endorsement as policy at the highest 
official level." 

The following points can give an indication, whether endorsement 
exists. If the answer is "yes", the type of endorsement should be 
described. 

(1) The Constitution of the country contains a statement on the right of 
citizens in respect of health. 

(2) A declaration of commitmeht to health for all has been made by the 
head of the state, the cabinet or party committees. 

(3) If a regional health charter has been established, the country has 
endorsed it. 

(4) There have been significant changes during the past four years in 
the policy for thP alloc~tion of resources (buaget, manpower or 
facilities) in favour of primary health care and in particular in 
favour of underserved population groups: for example •••••••••• 

(5) A systematic managerial process has been adopted for national health 
development, including measures for preparing and carrying out 
national strategies and plans of action through policy formulation, 
programming, programme budgeting, operational management, 
monitoring, evaluation and information support, in accordance with 
the principles described in: Managerial Process for National Health 
Development: Guiding Principles, WHO, 1981 (~'Health for All" 
Series, No. 5). See also Item 6 on page 24. 
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Item 3: NATIONAL 11 HEALTH FOR ALL" STRATEGIES 

3.1 DOES YOUR HEALTH STRATEGY REFLECT YOUR HEALTH 
POLICY ? HAVE YOU COMPARED SYSTEMATICALLY YOUR 
EXISTING HEALTH STRATEGY WITH THOSE DEFINED 
FOR HEALTH FOR ALL ? WHICH AREAS (IF ANY) 
REQUIRE FURTHER STRENGTHE~ING ? 

( Relevance) 

3.2 HAVE YOU UPDATED YOUR STRATEGY AND PLAN OF' 
ACTION SINCE 1983 ? IF YES, DESCRIBE THE 
MODIFICATIONS. 

(Progress) 

3.3 IF YOU HAD NOT DEVELOPED A STRATEGY AND PLAN 
OF ACTION BY 1983, HAVE YOU DONE SO SINCE 
THEN ? 

(Progress) 

3.4 WHAT OBSTACLES, IF ANY, HAVE IMPEDED THE 
DEVELOPMENT OF NATIONAL HEALTH STRATEGIES IN 
LINE WITH THE STRATEGIES FOR HEALTH FOR ALL 
AND WHAT MEASURES DO YOU INTEND TO TAKE TO 
OVERCOME THESE OBSTACLES ? 

(Progress) 

The points on the opposite page and on 

page 15 illustrate what a national strategy 

and plan of action might consist o£.
1 

·---l 

l "Formulating Strategies for Health for All", "Health for All" 
Series, No. 2, Section III, pages 14-20, paragraphs 17, 21-3 .5. 



Points to. be considered witb respect to Item 3: 

National Health Strategies and Plans of Action 

DG0/84.1 
page 13 

A national strategy, which should be based on the national 
health policy, includes the broad lines of action required in all 
sectors involved to give effect to that policy. A national plan of 
action is a broad intersectoral master plan for attaining the 
national health goals through implementation of the strategy. It 
indicates what has to be done, who has to do it, during what time 
frame, and with what resources. It is a framework leading to more 
detailed programming, budgeting, implementation and evaluation. 

NATIONAL STRATEGIES 

(1) The strategies should incorporate the systematic ident 1 fica non 
and use of suitable entry points for fostering health 
development, ways of ensuring the involvement of other sectors 
bearing on health, the range of political, social, economic, 
managerial and technical factors, as well as obstacles and 
constraints and ways of dealing with them. 

(2) Political Commitment 
The introduction or strengthening of the development process 
needed to attain health for all will require unequivocal 
political commitment to bring about the reforms that are 
essential to convert this goai into a reality. This will most 
likely have to be set in motion by political decisions taken by 
the government as a whole, and permeating all sectors, at all 
levels throughout the country, and not merely by the ministry 
of health or the health sector alone. 
National political commitment will be reinforced by technical 
cooperation among countries and by international political 
aupport. 

(3) Community Involv~ment and Participation 
Measures have to be taken to ensure free and enlightened 
community involvement and participation, so that 
notwithstanding the overall responsibility of governments for 
the health of their people, individuals, families and 
communities assume greater responsibility for their own health 
and welfare, including self-care. 

(4) Administrative Reform 
The strengthening and adaptation of administrative structures 
and systems at all levels and in all sectors, not only the 
health sector, may be required. 
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Item 3; NATIONAL"Ht:ALTH FOR ALL" STRATEGIES (continut~td) 



Points to be considered with respect to Item 3: (continued) 

(5) Financial Implications 
In most countries there will be a need to reallocate 
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resources. In addition, in many countries it will be necessary 
to increase the national health budget to the greatest possible 
extent in order to provide the population with essentiRl nealtn 
care. 
Although most of the resources for national health development 
come from the country concerned, there will nevertheless be a 
need for substantial and continuing international support for 
developing countries. The nature of this support must be 
subject to decisions of the government of the developing 
country concerned. 
It is essential to consider the costs of programmes and 
services and how they can be borne. These might include 
government direct and indirect financing, social security and 
health insurance schemes; local community solutions and the use 
of external loans and grants. 

(6) Enabling Legislation 
In some countries it may be necessary to legislate 1n order to 
introduce the necessary reforms. 

NATIONAL PLANS OF ACTION 

(7) What has to be done ? The national plan of action has to 
specify the policies to be followed, the objectives to be 
attained and related targets, Quantified to the extent 
possible. It includes the political, social, economic and 
administrative dispositions and the technology reQuired, 
together with any necessary legislation and managerial 
mechanisms and processes. 

(8) Who has to do it ? The ministry of health or eQuivalent 
governmental authority is responsible for promoting and 
sustaining the development of plans of action. To do so 
effectively, it has to involve all levels of the health system, 
including all health workers, as well as the other social and 
economic sectors concerned. 

(9) Time frame The implementation of plans of action is a 
long-term process for which it is difficult to specify a 
definitive precise timetable in advance. Nevertheless, it 1s 
useful to prepare tentative, rough timetables and to refine 
them progressively, realizing that implementation will depend 
on a variety of political soci.tl, economic, managerial and 
technical circumstances, including the extent to which 
resources can be made available in accordance with reQuirements. 

(10) Resources Broad allocations and ways of financing have to be 
defined at the intial stage.s of fo:rut.Pl•tion of plans of 
action. Without this, plans cannot be materialized. 
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Item 4: INTEGRATION WITH NATIONAL SOCIOECONOMIC PLAN 

4.1 HAS YOUR NATIONAL HEALTH STRATEGY BEEN FULLY 
INCORPORATED INTO YOUR NATIONAL SOCIOECONOMIC 
PLAN ? IF NOT FULLY, WHAT ASPECTS HAVE BEEN 
REFLECTED ? 

(Relevance) 

4.2 IF IT HAS NOT AT ALL, WHAT OBSTACLES HAVE 
IMPEDED THE INCORPORATION OR REFLECTION OF THE 
NATIONAL STRATEGY FOR HEALTH INTO THE NATIONAL 
SOCIOECONOMIC PLAN AND WHAT MEASuRES DO YOU 
INTEND TO TAKE TO OVEROOME THEM ? 

'l'be points opposite illustrate the 

relationship between health and 
1 

socioeconomic development. 

(Progtess) 

l "Global Strategy for Health .for All", "Health for· 'All" Series, 
No. 3, Section II, pages 35"'·'37, paragraph& 10-12. 
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(l) The improvement of health not only results from genuine 
socioeconomic development as distinct from mere e c onomi c i!.rowth, it 
is also an essential investment in such development. In 
recognition of these intimate interrelationships and in cornplianc<! 
with the fundamental policies presented above, the Strategy will be 
based on the mutual reinforcement of health development policy and 
socioeconomic development policy. Full account will be taken of 
the extent to which the achievement of health goals will also be 
determined by policies that lie outside the health sector, and in 
particular policies aimed at ensuring universal access to the means 
to earn an acceptable income, whatever their nature. In many 
countries the conQuest of poverty will be the overriding priority. 

(2) But merely to increase incomes will not guarantee health. While 
there is a close relationship between health and income at the very 
lowest income levels, as incomes begin to rise health hazards 
associated with economic development begin to emerge. Health 
authorities will have to display vigilance in identifying and 
introducing elements that are essential for health development 1n 
national, regional, and global socioeconomic development plans. 
This involves making economic planners and political decision-makers 
aware of the healtn implications of alternative development 
strategies, identifying those aspects of development schemes which 
can either promote or threaten health, and ensuring that safeguards 
to health are incorporated into the i r design. 

( 3) Health authorities and governments will also assure economic 
planners and political decision-makers that endeavours to improve 
health in conformity with the fundamental policies for health for 
all outlined above are an investment in human development. Health 
authoritie~ will use the very Strategy for health for all, based on 
social ju~tice and on eQuity in the distribution of resources for 
health, as an example to be followed by other sectors. They will 
insist on seeing evidence · that investments in economic development 
will indeed bring about improvements in the Quality of life and 
standard of living of people. Other sectors will be encouraged to 
take appropriate action to minimize hazards to health and to take 
full account of health goals as part of their own sector goals. 
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Item 5: HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE 

------------------------

5.1 

).2 

5.3 

HAVE YOU 
SYSTEM AND 
TO IT AS 
ESSENTIAL 
BASED ON 
AIJ1A ATA 

REVIEWED SYSTEMATICALLY YOUR HEALTH 
HAVE YOU MADE FURTHER ADJUSTMENTS 

NECESSARY SO THAT IT REFLECTS THE 
CHARACTERISTICS OF A HEALTH SYSTEM 
PRIMARY HEALTH CARE OUTLINED IN THE 
DECLARATION AND REPORT ? DESCRIBE. 

(Relevance) 

WHAT IS THE 
WHOM PRIMARY 
Indicator No. 

PROPORTION OF THE POPULATION FOR 
HEALTH CARE IS AVAILABLE ? {Globat 

7) 

WHAT OBSTACLES, IF ANY, 
NEEDED ADJUSTMENT OF YOUR 
SYSTEM AND WHAT MEASURES 
TAKE TO OVERCOME THEM ? 

(Adequacy) 

HAVE IMPEDED THE 
EXISTING HEALTii 

DO YOU INTEND TO 

(Progress) 

I 
I 
i 
I ·--------· 

'!be points opposite and on page 21 

illustrate the essential characteristics of 

Primary Health Care and of health systems 

based on it. Global Indicator No. 7 and 

points that could be considered in 

gathering the infomation in response to 

item 5.2 are also given on pages 21 and 

2~L l 

"Alma-Ata 1978: Primary Health Care, "Health for All" Series, 
No. l, Section VII, page 4, paragraph 3. 

"Global Strategy for Health for All", "Health for All" S€'rie~, 
No. 3, Section II.I, pages 39-42, paragraphs 2 and 6, and 
pages 75 and 76. 

"Development of Indicators for Monitoring Progress Towards 
Health for All", "Health for All" Series No. 4, pages 28-32, 
paragraphs 77-86 and pages 57-63, paragraphs 183-214. 



Points to be considered with respect to Item 5: 
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(1) Primary Health Care includes at least: education concerning prevailing 
health problems and the methods of preventing and controlling them; 
promotion of food supply and proper nutrition; an adequate supply of 
safe water and basic sanitation; maternal and child health care , 
including family planning; immunization against the major infectious 
diseases; prevention and control of locally endemic diseases; 
appropriate treatment of common diseases and injuries; and provision of 
e ssential drugs. 

(2) While no universal blueprint of a health system can be imposed on 
countries, and much remains to be done to work out the most appropriate 
ways of developing health systems in different national circumstances, 
the following principles have been defined that are applicable to all 
health systems based on primary health care: 

- The system should encompass the entire population on a ha~1 s of 
equality and responsibility. 

- It should include componerits from the health sector and from oth~r 
sectors whose i nterrelated actions contribute to health. 

- Primary health care, consisting of at least the essential elements 
included in the Declaration of Alma-Ata, should be delivered at the 
first point of contact between individuals and the health system. 

- The other levels of the health system should support the first contact 
level of primary health c are t o permit it to provide these essential 
elements on a continuing basis. 

- At intermediate levels more complex problems should be dealt with, mo.re 
skilled and specialized care as well as logistic support should be 
provided, and more highly trained staff should provide continuing 
training to primary health care workers, as well as guidance to 
c ommunities and community health workers on practical problems· arising 
in connexion with all aspects of primary health care. 

- The central l evel should coordinate all parts of the system, and 
provide planning and management expertise, highly specialized care, 
teaching for specialized staff, the expettise of such institutions as 
central laboratories, and central logistic and financial suppOrt. 

(3) T\) deve lop such health systems countries will take into account the 
fo llow1ng: 

-Ac tion to be taken in the health sector will be identified, planned and 
coordinated . 

- Action to be taken in other sectors will be identified, and the 
r e spons i ble authorities approached with a view to implementation. 

- Ways wi ll be de v ised o f involving people a nd c ommunities in decisions 
concerning the health system and in taking responsibility for self-care 
as well as fam i ly community care. 

- Central planning wi 11 aim at enabling communities of different types 
and sizes to work out their own primary health care a c tivities. 

- A s tipport ive r eferral s ystem wi l l be de vised and put into e ffect, 
particular attention being paid irtitially to the first referral level. 
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Item 5; HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE (continued) 



Points to be considered with respect to Item 5: (continued) 
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A logistic system will be organized and operated for the whole 
country. 

Health manpower will be planned, trained and deployed in response 
to specific needs of people as an integral part of the health 
infrastructure. 

Appropriate health care facilities will be planned for, designed, 
constructed and equipped so that they are readily available, 
accessible and acceptable to all the population. 

Health technology will be selected that is scientifically sound, 
adaptable to various local circumstances, acceptable to those for 
whom it is used and to those who use it, and maintainable with 
resources the country can afford. 

Global Indicator No. 7 and points to be considered with respect to 
Item 

Global Indicator No. 7 reads: 

"Primat~ health care is available to the whole poeulation, with at 
least the following: 

safe water in the home or within 15 minutes' walking distance, and 
adequate sanitary facilities in the home or immediate vicinity; 
immunization against diphtheria, tetanus, whooping-cough, measles, 
poliomyelitis, and tuberculosis; 
health care, including availability of at least 20 essential drugs, 
within one hour's walk or travel; 
trained personnel for attending pregnancy and childbirth, and 
caring for children up to at least 1 year of age." 

At least the following sub-indicators should be reported with the year to 
which they refer. It will be useful if the figures are available 
separately for urban and rural areas. For national monitoring and 
evaluation further geographical breakdowns may be required. 

(1) The proportion of the population to which safe drinking water 1s 
available in the home or within 15 minutes' walking distance. Safe 
water supply should include treated surface waters and untreated 
but uncontaminated water such as that from protected boreholes, 
springs and sanitary wells. Other sources of doubtful quality 
should be considered unsafe and not included in the estimate of 
coverage. 

(2) ~e proportion of the population to which adequate facilities for 
hygienic waste disposal are available in the home or immediate 
vicinity. Facilities are considered adequate if they effectively 
prevent contact with and access to excreta by humans, animals and 
1nsects. 
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Item 5: HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE (continued) 
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(3) The proportions of infants under 1 year of age who have been fully 
immunized against diphtheria (3 doses), tetanus (3 doses), 
whooping-cough (3 doses), measles (1 dose), poliomyelitis (3 doses) 
and tuberculosis ( l dose). If the target population includes 
older children, the age limit used should be specified. In 
addition, the proportion of pregnant women immunized against 
tetanus (2 doses) should also be reported. 

(4) The proportion of the population to which first-level contact tor 
appropriate treatment of common diseases and injuries; including 
the regular supply of at least 20 essential drugs, is avail~ble 
within one hour's walk or travel by the means commonly available 1n 
the community. 

(5) The proportion of women who were attended during pregnancy and at 
childbirth, and the proportion of children cared for up to at least 
1 year of age, by trained personnel. The criteria used to judge 
the adequacy of training of the attendant should be described. 
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Item 6: MANAGERIAL PROCESS AND MECHANISM 

6.1 WHAT MANAGERIAL PROCESS 
HAVE YOU SET IN MOTION 
AND UPDATE YOUR STRATEGY 
ACTION ? DESCRIBE. 

AND RELATED MECHANISM 
TO DEVELOP, IMPLEMENT 

AND PLAN OF 

(Adequacy) 

6.2 WHAT OBSTACLES, IF ANY, HAVE IMPEDED TAKING 
THE NECESSARY MANAGERIAL MEASURES AND WHAT DO 
YOU INTEND TO DO TO OVERCOME THEM ? 

(Progress) 

The points opposite indicate the managerial 

measures required to develop and implement 

a national strategy and plan of action for 

Health for All.
1 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section IV, pages 59 and 60, paragraphs 14 and 15. 

''Managerial Process for National Health Development, Guiding 
Principles", "Health for All" Series, No. 5, page 14, 
paragraph 13. 



Points to be considered with respect to Item 6: 
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(1) To permit them to develop and implement their strategies, countries 
that have not already done so will establish a permanent, 
systematic, managerial process for health development. Whatever 
the precise nature of the process, it will lead to the definition of 
clearly stated objectives as part of the national strategy and, 
wherever possible, specific targets. It will facilitate the 
preferential allocation of health resources for the implementation 
of the Strategy, and will indicate the main lines of action to be 
taken in the health and other sectors to implement it. It will 
specify the detailed measures required to build up or strengthen the 
health system based on primary health care for the delivery of 
countrywide programmes. The managerial process will also specify 
the action to be taken so that detailed programmes become 
operational as integral parts of the health system, as well as the 
day-to-day management of programmes and the services and 
institutions delivering them. Finally, it will specify the process 
of evaluation to be applied with a view to improving effectiveness 
and increasing efficiency, leading to modification or updating of 
the Strategy as necessary. Health manpower planning and management 
will be an inseparable feature of the process. For all the above, 
the support of relevant and sensitive information will be organized 
as an integral part of the health system. 

(2) Ministries of health will establish permanent mechanisms to develop 
and apply their managerial process and to provide adequate training 
to all those who need it. These may include mechanisms in 
ministries themselves, as well as networks of individuals and 
institutions in the health and other sectors, including academic 
institutions, to collaborate in the managerial research, development 
and training efforts required for health development. 

(3) Continuity is essential to the managerial process for national 
health development. In order to ensure it, ministries of health 
may need to establish or strengthen mechanisms to provide political 
and technical support, as well as effective coordination within the 
health sector, with other sectors, and with communities. 
Ministries of health usually have the main responsibility for 
defining national health policies, formulating health programmes, 
and designing, operating, and controlling health systems. To ~e as 
effective as possible, ministries of health should form an integral 
part of the policy11aking mechanism concerned with socioeconomic 
development at the highest government level; at the same time they 
should maintain close contact with other ministries and government 
authorities dealing with socioeconomic development. 
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Item 7; COMMUNITY INVOLVEMENT 

7. 1 WHAT ADDITIONAL POLICIES AND MECHANISMS HAVE 
YOU DEVELOPED FOR INVOLVING COMMUNITIES IN 
PLANNING AND IMPLEMENTING YOUR NATIONAL HEALTH 
STRATEGY ? ARE THESE ADEQUATE ? 
(Global Indicator No. 2) 

(AdeQuacy and Progress) 

7.2 IN WHAT WAYS ARE COMMUNITIES INVOLVED IN 
HEALTH MATTERS ? GIVE EXAMPLES. 

(Progress) 

7.3 WHAT MEASURES HAVE YOU TAKEN TO INCREASE YOUR 
PEOPLE'S UNDERSTANDING OF THEIR HEALTH PROBLEMS 
AND WAYS OF SOLVING THEM ? 

(Progress) 

7.4 WHAT HAVE BEEN THE MAIN OBSTABCLES IN 
INVOLVING COMMUNITIES AND WHAT MEASURES DO YOU 
INTEND TO TAKE TO OVERCOME THEM ? 

(Progress) 

7.5 HAVE YOU REVIEWED THE ROLE OF NON-GOVERNMENTAL 
ORGANIZATIONS IN YOUR HEALTH STRATEGY ? WHAT 
STEPS DO YOU INTEND TO TAKE TO INVOLVE THEM 
FURTHER ? 

(Progress) 

Opposite and on page 29 are Global 

Indicator No. 2 and points that illustrate 

ways of involving communities. 1 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section V, pages 65 and 66, paragraphs 2-4, 6-7 and 
page 75. 
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Global Indicator No. 2 and Points to be considered with respect to Item 7; 

Globa 1 Indicator No. 2. reads: 

"Mechanisms for involving people in the implementation of strategies 
have been formed or strengthened, and are actually functi.oning." 

(1) Ministries of health will explore appropriate ways of involving 
people in deciding on the health system required and the health 
technology they find acceptable, and in delivering part of the 
national health programme through self-care and family care and 
involvement in community action for health. 

(2) The following are some of the measures that will be considered to 
promote community involvement; 

(a) delegation of responsibility, authority and resources to the 
community to establish primary health care in th~ community in 
a way that is linked to the real-life situation of the people 
in that community; 

(b) creation of community health councils, composed of 
representatives of a cross-section of the people in the 
community, to develop and control primary health care; 

(c) fostering individual responsibility for self-care and family 
care, adopting a healthy life-style, and applying the 
principles of good nutrition and hygiene; 

(d) delegation of responsibility and resources to commun1t1es to 
carry out agreed components of health programmes, such as 
insecticide spraying against malaria and ensuring adeouate 
nutrition for underprivileged children; 

(e) developing mechanisms for people to participate at the national 
level in decisioa~aking on the country's health system and 
health technology through accepted social and political 
channels; 

(f) ensuring people's representation 1n national or 
intermediate-level councils; 

(g) election of members of the public to the govern1ng bodies of 
health institutions. 

(3) In addition to the orientation and training of health workers, other 
people with connnunity responsibility, such as civic and religious 
leaders, teachers, community workers, social workers, and 
magistrates, will be provided with information on the national 
health strategy and the part they could play in supporting it. 
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Item 7 COMMUNITY INVOLVEMENT (continued) 



Points to be considered with respect to Item 7: (continued) 
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(4) Voluntary organizations and Non-governmental Organizations will be 
given full encouragement to participate in health-promoting 
activities, first aid and other health care following agreed courses 
of action and distribution of responsibilities. 

(5) Ministries of health will launch countrywide health educational 
activities through health personnel and the mass media and in the 
educational institutions of all types, with the aim of enlightening 
the whole population on the prevailing health problems in their 
country and colllllunity and on the most appropriate methods of 
preventing and controlling them. 
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Item 8: HEALTH MANPOWER 

8.1 HAS A PLAN 
MANPOWER IN 
STRATEGY ? 

BEEN DRAWN 
RESPONSE TO 

UP TO DEVELOP 
THE NEEDS OF 

HEALTH 
THE 

(RelPvance and Progress) 

8.2 DOES SUCH A PLAN INCLUDE THE DEPLOYMENT . OF 
HEALTH TEAMS FOR PRLMARY HEALTH CARE AND DOES 
IT SPECIFY THE ROLE AND FUNCTIONS OF 
DIFFERENT CATEGORIES OF HEALTH WORKERS SUCH AS 
THE MEDICAL AND NURSING ·PROFESSION AND OTHER 
CATEGORIES OF HEALTH WORKERS ? GIVE EXAMPLES 
OF MAJOR CHANGES INTRODUCED.! 

(Adequacy) 

8.3 DOES THE HEALTH MANPOWER PLAN GIVE SUFFICIENT 
ATTENTION TO ORIENTING AND TRAINING HEALTH 
WORKERS ACOORDINGLY AND TO INTRODUCING THE 
NECESSARY INSTITUTIONAL CHANGES ? 

(Adequacy) 

Questions continued on page 32 

The points opposite and on page 33 illustrate 

what needs to be taken into account to develop a 

relevant plan for health manpower development and 
. 1 2 to orient and tra1n hea th workers. 

l Paragraph (4) on the opposite page contains a relevant extract 
from the Summary Records of the Seventy-first Session of the 
Executive Board, when it discussed in 1983 the role of nursing 
in the primary health care team and requested that countries 
might be asked to pay particular attention to this issue when 
evaluating health manpower as an important component of their 
strategy for health (document EB71/1983/REC/2, page 153). 

2 "Alma-Ata 1978: Primary Health Care", "Health for All" Series, 
No. 1, page 26, paragraph 9. 

"Global Strategy for Health for All", "Health for ,All" Series, 
No. 3, Section III, page 41, paragraph 6.(7) and page 44, 
paragraph 15; Section IV, page 58, paragraph 10 and Section V, 
page 66, paragraph 5. 



Points to be considered with respect to Item 8 

HEALTH MANPOWER PLANNING 
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(1) Health manpower will be planned, trained and deployed in 
response to specific needs of people as an integral part of the 
health infrastructure. 

(2) Ministries of health, together with other ministries concerned 
such as ministries of labour and education, will plan health 
manpower in specific response to the needs of the health system, 
with a view to placing at the disposal of the system the right 
kind of manpower in the right numbers at the right time in the 
right place. 

(3) Governments give high priority to the full utilization of human 
resources by defining the technical role, supportive skills, and 
attitudes required for each category of health worker according 
to the functions that need to be carried out to ensure effective 
primary health care, and by developing teams composed of 
community health workers, other developmental workers, 
intermediate personnel, nurses, midwives, physicians, and, where 
applicable, traditional practitioners and traditional birth 
attendants. 

{4) When evaluating the deployment of health teams to fulfil their 
role in carrying out the strategy, governments might assess and 
report on areas relative to the role of nurses in primary health 
care: 

(a) the role of nurses as seen by the public, various 
management levels and professional groups; 

(b) barriers to effective utilization of nurses - attitudinal, 
employment practices, strategy elements; 

(c) changes required in the strategy to ensure that nurses play 
their proper role and have maximum impact; 

(d) the role of nurses in reaching policy and management 
decisions; 

REORIENTATION AND RETRAINING 

(S) To secure the support of the health professions, ministries 
of health will consider ways of involving them in the practice 
of primary health care and in providing support and guidance to 
communities and community health workers. To this end they 
will approach the professional organizations of medical doctors, 
nurses, and other health professions, providing them with 
information, and holding dialogues with them, and impressing 
upon them their social responsibilities. They will also 
consider ways of providing tangible incentives. 
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Item 8: HEALTH MANPOWER (continued) 

8.4 IN WHAT WAY HAS THE PLAN CONTRIBUTED TO 
BALANCED TRAINING ("PRODUCTION"), INCLUDING 
MANAGERIAL CAPABILITIES, AND THE REQUIRED 
DISTRIBUTION AND OPTIMAL UTILIZATION OF HEALTH 
MANPOWER ? 

(Adequacy) 

8. 5 WHAT FACTORS HAVE CONTRIBUTED TO PROGRESS ? 

(Progress) 

8.6 WHAT HAVE BEEN THE MAIN OBSTACLES IN THE 
IMPLEMENTATION OF YOUR PLAN AND WHAT MEASURES 
DO YOU INTEND TO TAKE TO OVERCOME THEM ? 

(Progress) 



Points to be considered with respect to Item 8: 

(6) Full attention will be given to the reorientation and 
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retraining as necessary of existing health workers, including 
measures to enable them to assume an active role in community health 
education. Consideration will also be given to the development of 
new categories of health workers, to the involvement and 
reorientation as necessary of traditional medical practitioners and 
birth attendants where applicable, and to the use of voluntary 
health workers. 
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Item 9: RESOURCE MOBILIZATION AND UTILIZATION 

9.1 WHAT MEASURES HAVE BEEN TAKEN TO REALLOCATE 
HUMAN, MATERIAL AND FINANCIAL RESOURCES FOR 
THE IMPLEMENTATION OF YOUR STRATEGY ? 

(AdeQuacy and Progress) 

9.2 WHAT EFFORTS HAVE BEEN MADE TO MOBILIZE 
INTERNAL AND EXTERNAL MATERIAL AND FINANCIAL 
RESOURCES ? 

9.3 HAVE THESE 
WHAT HAVE 
MEASURES DO 

(Adequacy) 

MEASURES PROVED ADEQUATE ? IF NOT, 
BEEN THE MAIN OBSTACLES AND WHAT 

YOU INTEND TO TAKE IN ORDER TO 
OVERCOME THESE OBSTACLES ? 

(Adequacy) 

Questions continued on page 36 

'----·----

1 

The points opposite illustrate how 

financial and material resources might be 

mobilized. 1 

"Global StrAtegy for Health for All", "Health for All" Series, 
No. 3, Section V, pages 67 and 68, paragraph 10. 



Points to be considered with respect to Items 9.1, 9.2 and 9.3: 

Ministries of health will: 
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(l) rev1ew the distribution of their health budget and in particul8r 
allocations to primary health care and intermediate and central 
levels, to urban and rural areas, and to specific underserved groups; 

(2) reallocate existing resources as necessary -or, if this proves 
impossible, at least allocate any additional resources - for the 
provision of primary health care, particularly for underserved 
population groups; 

(3) include an analysis of needs in terms of costs and material in all 
consideration of health technology and of the establishment and 
maintenance of the health infrastrucutre; 

(4) consider the benefit of various health programmes in relation to the 
cost, as well as the effectiveness of different technologies and 
different ways of organizing the health system in relation to the 
cost; 

(5) estimate the order of magnitude of the total financial needs to 
implement the national strategy up to the year 2000; 

(6) attempt to secure additional national funds for the strategy if 
necessary and if they are convinced that they can prove that they 
have made the best possible use of existing funds; 

(7) consider alternative ways of financing the health system, including 
the possible use of social security funds; 

(8) identify activities that might attract external grants or loans; 

(9) in developing countries take action so that their governments 
request such grants and loans from external banks, funds and 
multilateral and bilateral agencies; 

(10) in high-income countries, take action to influence the agencies 
concerned to provide such grants and loans; 

(11) present to their government a master plan for the use of all 
financial and material resources, including government direct and 
indirect financing; social security and health insurance schemes; 
local community solutions in terms of energy, labour, materials and 
cash; individual payments for service; and the use of external 
loans and grants. 



1 

DG0/84.1 
page 36 

Item 9; RESOURCE MOBILIZATION AND UTILIZATION(continued) 

9.4 WHAT PERCENTAGE OF THE GROSS NATIONAL PRODUCT 
IS SPENT ON HEALTH ? (Global Indicator No. 3) 

(Adequacy) 

9.5 WHA'r PERCENTAGE OF THE NATIONAL HEALTH 
EXPENDITURE IS DEVOTED TO PRIMARY HEALTH 
CARE ? (Global Indicator No. 4) 

{Adequacy) 

9.6 HAVE RESOURCES FOR PRIMARY HEALTH CARE BEEN 
DISTRIBUTED IN SUCH A WAY AS TO REACH 
SOCIALLY AND GEOGRAPHICALLY DISADVANTAGED AND 
UNDERSERVED GROUPS ? (Global Indicator No. 5) 

(Adequacy) 

Opposite and on page 39 are Global Indicator• 

Nos. 3, 4 and S, as well as points witb respect 

to items 9.4- 9.6. 1 

"Global Strategy for Health for All 11
, 

11Health for All" Series, 

No. 3, Section VII, pages 75 and 76 



Global Indicator No. 3 and points to be considered for item 9.4 

Global Indicator No. 3 reads: 
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"At least 5% of the gross national product is spent on health." 

(1) Ideally the calculation of the percentage of the gross national product 
spent on health should include the items listed below. In case all of 
these cannot be estimated, explanation should be provided as to which 
items have been included in the health expenditure figure. It is hoped 
that all countries will be able to report at least public expenditure; 

(a) outlays on health provided through the Ministry of Health and other 
governmental and public agencies, e.g. ministries of labour, 
education, defence, etc., and compulsory social security or health 
insurance organizations; 

(b) outlays on measures to improve nutritional status and prevent 
nutritional imbalances or shortages; 

(c) outlays on development, operation and maintenance of drinking water 
supply and hygienic waste disposal systems by governmental or 
municipal authorities, or other contracted enterprises; 

(d) outlays on educational services directed at improving health, 
promoting healthy habits and self-care; 

(e) outlays on training and education of health workers and on research 
related to health and disease; 

(f) expenditure incurred through voluntary health insurance schemes; 

(g) other private expenditures in cash or in kind, such as payments for 
private health care, private expenses for drugs, payments to 
traditional practitioners, etc. 

(2) Health expenditure should not include the costs of the social effects of 
illness, such as the losses in earnings and productivity incurred 
directly or indirectly through illness or incapacity, and payments made 
to individuals compensating for lost earnings. 

( 3) Expenditure da.ta and gross national product should be expressed in the 
national currency and the year to which the expendituredata refer should 
be specified. 

(4) If possible, reallocation and change in distribution should be given 1n 

percentages. 

Global Indicator No. 4 and Points to be considered with respect to Item 9.5 

Global Indicator No. 4 reads: 

"A reasonable percentage of the national health expenditure is devoted to 
primary health care, i.e. first-level contact includin communit health 
care, hea t centre care, d 1spensary care atJd the l1ke, excluding 
hospitals. 'lbe percenta~e considered "reasonable" will be arrived at 
through country studies. 
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Item 9: RESOURCE MOBILIZATION AND UTILIZATION (continued) 

Opposite are Global Indicator No. 5 and points 

that could be considered in gathering 

information in response to Item 9.6. 1 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, page 75 

"Development of Indicators for Monitoring Progress Towards 
Health for All", "Health for All" Series, No. 4, page 20, 
paragraphs 43 and 44. 
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(1) Expenditure data on primary health care should cover its eight elements 
as described on page 19, under point (1) for Item 5. To the extent 
available, such data should include both public and private 
expenditure. Administration and other overheads attributable to primary 
health care should also be included besides direct expenditure. An 
explanatory note should be provided as to what items have been covered 1n 
the expenditure figure given. The year to which the figure relates 
should be specified. 

(2) This health care implies primary health care of a promotive, protective, 
preventive, curative and rehabilitative nature. Ideally, such data 
should include both public and private expenditure. As indicated above, 
an explanatory note should be provided as to what items have been 
included in the expenditure figure given. Reallocation and change in 
distribution should be given in percentages. 

Global Indicator No~ 5 and points to be considered with respect to Item 9.6 

Global Indicator No. 5 reads: 

"Resources are equitably distributed." 

(1) Distribution of resources devoted to primary health care (PHC) should be 
analysed according to population groups, in terms of: 

(a) expenditure; 

(b) manpower (e.g. physicians, nurses, community health wor~ers, 
traditional practitioners and birth attendants, as appropriate to 
the country's situation), and 

(c) facilities (e.g. PHC centres) . 

(2) Choice should be made of the population groups which are relevant to the 
country's health policy, such as geographical units and socioeconomic 
groups. It is recommended that at least the urban/rural distribution of 
resources can be considered in this connection. The following format of 
presentation is suggested for each relevant item of resource, though 
countries may wish to adapt· it to suit their specific requirements. 
Comparisons with the norms will be useful if they have been 
established. Government's views should be stated on the equity of the 
resource distribution based on these data. 

Resource Item: ••••• Year: •••• 

Population Population Resources PHC Resources Norm 
Groups Size Tot a 1 r For PHC per capital (if established) 

I 

I Whole 
_ Country 

1 For resource items such as manpower and facilities, it will be 
more convenient to compute population per resource (e.g. 
population per PHC centre). 

l 
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Item 10: INTERNATIONAL TRANSFER OF RESOURCES 

10.1 HAVE YOU MADE A SYSTEMATIC ANALYSIS OF YOUR 
NEEDS FOR EXTERNAL SUPPORT ? PLEASE DESCRIBE. 

10.2 WHAT PERCENTAGE OF THE 
NEEDED HAVE YOU RECEIVED 
THE AREAS THAT RECEIVED 
(Global Indicator No. 6) 

(Progress) 

EXTERNAL RESOURCES 
? PLEASE INDICATE 
SUPPORT ? 

(Adequacy) 

10.3 WHICH OF YOUR PRIORITY NEEDS DID NOT RECEIVE 
ADEQUATE SUPPORT ? 

(Adequacy) 

10.4 WHAT SUPPORT HAVE YOU PROVIDED FOR THE 
IMPLEMENTATION OF THE HEALTH STRATEGIES OF 
DEVELOPING COUNTRIES ? PLEASE INDICATE IN 
TERMS OF US DOLLARS AND BROAD AREAS SUPPORTED. 

(Adequacy) 

Global Indicator No. 6 and the points 

opposite should be taken into account in 

connection with the international transfer 
1 

of resources. 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section VII, page 75, paragraph 6. 
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Global Indicator No. 6 and points to be considered with respect to Items 
10.1, 10.2 and 10.3 

Global Indicator 6 reads: 

"The number of developing countries with we 11 defined strategies for. 
health for all accompanied by explicit resource allocations, whose 
needs for external resources are receivin sustained resource su ort 

rom more affluent countries." 

Countries receiving support should provide information on the amount 
of external resources received, financial and other. The period to 
which the information refers should be specified. The amount of 
external resources should be compared with the total amount required, if 
such needs have been assessed. It should be explained what kind of 
support was received. Countries might try to quantify this ~rmation 
to the degree possible. They may also report on the extent to which 
resources offered could be absorbed in activities related to the Strategy 
or otherwise. 

Points to be considered with respect to Item 10.4 

High-income countries should express the resources provided 
bilaterally to the national strategies for health for all of developing 
countries as a percentage both of their GNP and of the total resources 
provided bilaterally for all purposes to developing countries. They 
should also indicate the broad areas of support such .as the essential 
element of Primary Health Care, health management, health manpower 
development, hospitals and the like. 
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Item 11: INTERCOUNTRY COOPERATION 

11.1 HOW HAS YOUR COUNTRY COOPERATED WITH OTHER 
COUNTRIES IN THE IMPLEMENTATION OF THE 
NATIONAL STRATEGY FOR HEALTH FOR 
ALL ? DESCRIBE THE EXTENT AND NATURE. 

(Adequacy) 

11.2 DO YOU OONSIDER THAT THIS OOOPERATION HAS 
BEEN ADEQUATE ? 

(.Adequacy) 

11.3 WHAT ARE THE MAIN FACTORS THAT GAVE RISE TO 
FRUITFUL COOPERATION ? 

(Adequacy) 

11.4 WHAT ARE THE MAIN OBSTACLES TO SUCH 
COOPERATION AND WHAT MEASURES DO YOU INTEND 
TO TAKE TO OVEROOME THEM ? 

(Adequacy) 

The points opposite illustrate areas in 

which intercountry cooperation might be 

particularly useful. 1 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section VI, page 71, paragraphs 4, 5 and 7. 
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(1) Developing countries will consider participating in TCDC/ECDC in 
cooperative activities and joint ventures such as, for example, the 
exchange of information and experience on all aspects of their 
strategies, training, collaborative research, use of one another's 
experts, joint programmes for the control of certain diseases, 
production, procurement and distribution of essential drugs and 
other essential medical equipment and supplies, development and 
construction of health infrastructural facilities, and the 
development and application of low~ost technology for water supply 
and waste disposal. 

(2) Developed countries, too, will consider intensifying cooperRtive 
activities, for example, in such areas as the assessment of 
clinical, laboratory and radiological technology and of the 
usefulness of selective health screening for early detection of 
disease, research on prevalent noncommunicable diseases and mental 
health, control of environmental hazards, including the long-term 
health effects of chemicals in the environment, prevention and 
control of alcohol and drug abuse, accident prevention, and the care 
of the elderly. 

(3) Cooperation among developed and the developing countries will be 
mutually beneficial in implementing national strategies and will be 
indispensable for implementing the Global Strategy. 
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Item 12: COORDINATION WITHIN THE HEALTH SECTOR 

1 

12.1 WHAT ACTION HAS BEEN TAKEN TO ENSURE BETTER 
COORDINATION WITHIN THE HEALTH SECTOR ? 
DESCRIBE. 

(Progress) 

12.2 WHAT ARE THE MAIN FACTORS THAT GAVE RISE TO 
IMPROVED COORDINATION WITHIN THE HEALTH SECTOR ? 

(Adequacy) 

12.3 WHAT WERE THE MAIN OBSTACLES AND WHAT 
MEASURES DO YOU INTEND TO TAKE TO OVERCOME 
THEM ? 

(Adequacy) 

The points opposite illustrate how better 

coordination within the health sector might 

be attained. 1 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section III, page 42, paragraph 7. 
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To achieve coordination within the health sector countries will pay 
attention to the following: 

(l) collaboration between the various health services, programmes and 
institutions, including those for education and in other fields, 
following agreement on allocation of responsibilities in order to 
make the most efficient use of resources. These may include 
services and institutions belonging to government, social security, 
the private sector, nongovernmental and voluntary organizations 
active in the health sector, for example Red Cross or Red Crescent 
societies and the like, and women's and youth organizations; 

(2) collaboration between the various levels of the health system and 
programmes following agreement on the distribution of functions and 
resources; 

(3) collaboration within and among the various categories of health 
workers following agreement on the division of labour. 
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It.em 13: INTERSECTORAL COLLABORATION: 

1 

13.1 HAS YOUR HEALTH STRATEGY TAKEN INTO ACCOUNT 
THE POTENTIAL CONTRIBUTIONS BY OTHER SECTORS 
TO HEALTH DEVELOPMENT, INCLUDING PREVENTIVE 
MEASURES ? WHAT WERE THE MAIN AREAS 
IDENTIFIED ? GIVE EXAMPLES OF SIGNIFICANT 
INVOLVEMENT OF SECTORS OTHER THAN HEALTH. 

(Progress and AdeQuacy) 

13.2 WHAT MEASURES HAVE BEEN TAKEN TO ENSURE 
INTERSECTORAL ACTION ? 

(AdeQuacy) 

13.3 WHAT WERE THE MAIN OBSTACLES AND WHAT 
MEASURES DO YOU INTEND TO TAKE TO OVERCOME 
THEM ? 

(AdeQuacy) 

The points opposite illustrate how improved 

intersectoral coordination and 

collaboration could be attained. 1 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3, Section III, page 43, paragraph 8. 

"A1ma-Ata 1978; Primary Health Care", "Health for All" Series, 
No. l, page 22, paragraph 49. 
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Points to be considered with respect to Item 13: 

(1) To foster intersectoral 
adequate cooperat1on between 
other ministries concerned. 
spearheading and coordinating 
explored in particular: 

action, countries will devise ways of ensuring 
ministries of health or analogous authorities and 
The role of the ministry of health will include 
action. The following possibilities will be 

(a) the establishment of multisectoral national health councils comprising 
personalities representing a wide range of interests in the fields of 
health and political, economic and social affairs, as well as the 
population at large, to explore jointly policy questions affecting health 
and socioeconomic development; including both the positive and negative 
effects on health of measures aimed at economic growth; 

(b) the establishment of interministerial committees, or the use of existing 
interministerial committees for social affairs, in which the health 
representatives will take initiatives to promote the action in other 
sectors that the implementation of the strategy requires; 

(c) the establishment of arrangements between ministries of health and other 
ministries and sectors concerned in relation to such specific fields as 
nutrition, water, housing, education, communications, the protection of 
the environment, the production and import of drugs and equipment, and 
use of the mass media; 

(d) the improvement of communication between the health sector ""itn other 
relevant sectors, for example through national, district or local health 
development councils or committees dealing with health and related 
socioeconomic policy and planning. 

(e) the delegation of responsibility and authority to communities to organize 
their own primary health care or selected elements of it, as well as to 
intermediate levels of the health system to provide support to primary 
health care; and the use of this process as an example to encourage 
administrative reforms in other sectors with a view to facilitating 
intersectoral coordination at the different administrative levels. 

(2) Intersectoral coordination with emphasis on peripheral district and 
provincial level will be encouraged by taking the following into account: 

(a) the general administrative system of a country is important for ensuring 
coordinated contributions to development from different sectors 
concerned. There has been a tendency to concentrate entirely on the 
central administrative level. Only recently attention has been focussed 
on local levels. The importance of decentralization to intermediate 
levels, such as provincial or district levels, has to be stressed. 
These levels are near enough to communities to respond sensitively to 
their practical problems and needs; they are equally near to the 
central administrative level to translate government policies into 
practice; 

(b) They are particularly useful for harmonizing the activities of the 
various sectors that jointly promote development. The intermeaiate 
administrative levels serve thus as important pivots for coordinated 
development. To fulfil this role, they have to be str~ngthened in many 
countries, particularly by deploying to them the manpower required in the 
various sectors. 
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Item 14: HEALTH COMPONENT IN ECONOMIC DEVELOPMENT SCHEMES 

l 

14.1 WHAT ACTION HAS BEEN TAKEN AND WHAT MECHANISM 
HAS BEEN ESTABLISHED TO INCORPORATE, WHERE 
NECESSARY, A HEALTH COMPONENT IN ECONOMIC 
DEVELOPMENT SCHEMES AND/OR TO TAKE INTO ACCOUNT 
HEALTH CONSEQUENCES ON THE POPULATION OF SUCH 
SCHEMES ? (e.g: AGRICULTURAL, INDUSTRIAL, 

14.2 

14.3 

ENERGY) GIVE SPECIFIC EXAMPLES. 

(Adequacy and Progress) 

IF 
WHAT 

THE RESULTS ACHIEVED WERE SATISFACTORY, 
FACTORS CONTRIBUTED TO THAT ? 

IF NOT, 
MEASURES 
OVERCOME 

WHAT ARE THE 
DO YOU INTEND 
THEM ? 

MAIN 
TO 

(AdeQuacy) 

OBSTACLES AND WHAT 
TAKE IN ORDER TO 

(Adequacy) 

The points opposite illustrate how 

preventive health measures can be 

introduced into economic development 
1 

schemes. 

"Alma-Ata 1978; Primary Health Care", "Health for All" !:ieries, 
No. 1, page 48, paragraph 38. 
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(1) Many agricultural and industrial activities can have side effects 
that are detrimental to health. To mention a few:-

(a) irrigation schemes can create the right conditions for the 
breeding of mosquitos that transmit malaria; 

(b) artifical lakes and irrigation schemes can lead to the 
proliferation of the snails that carry scbistoso.iasis; 

(c) industrialization can lead to the pollution of air, soil, and 
water with toxic chemicals and the accompanying urbanization 
can provoke psychosocial problems. 

(2) It is therefore wise to incorporate preventive aeasurea in 
industrial and agricultural projects which poae . particular health 
hazards. Such measures can be included in irrigation schemes and 
man-made lakes, safety precautions can be taken to reduce industrial 
accidents and pollution, potential carriers of disease can be 
identified wherever there are large population movements. 

(3) Special attention can be given to protecting tbe physical and mental 
health of migrant workers. 
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Item 15: WHO COOPERATION 

1 

15.1 WHAT SUPPORT HAS YOUR COUNTRY REQUESTED FROM 
THE WORLD HEALTH ORGANIZATION FOR THE 
PREPARATION, IMPLEMENTATION AND EVALUATION OF 
YOUR NATIONAL STRATEGY AND PLAN OF ACTION ? 
TO WHAT EXTENT HAVE YOU RECEIVED SUCH 
SUPPORT ? 

(Adequacy) 

15.2 WHAT ARE THE MAIN FACTORS THAT CONTRIBUTED 
TO PRODUCTIVE COOPERATION WITH THE 
ORGANIZATION ? 

(Adequacy) 

15.3 WHAT WERE THE MAIN PROBLEMS ENCOUNTERED AND 
WHAT MEASURES DO YOU INTEND TO TAKE IN 
ORDER TO OVERCOME THEM ? 

(Adequacy) 

The points opposite illustrate the type of 
. . 1 support that WHO should be prov1d1ng you. 

"Plan of Action for Implementing the Global Strategy for Health 
for All", "Health for All" Series, No. 7, pages 22 and 23. 
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(1) The Regional Director and his staff will provide support to 
governments in preparing and implementing national strategies. WHO 
Programme Coordinators and National Programme Coordinators, as well 
as other WHO staff in the country concerned, will provide support to 
governments in formulating, initiating and monitoring the 
implementation of national strategies and plans of action for health 
for all, particularly through the application of the managerial 
process for national health development (MPNHD), and, where 
applicable, in seeking external resource support. 

(2) WHO's technical cooperation activities carried out under its General 
Programme of Work Covering a Specific Period should lead to 
self-sustaining national health programme development, particularly 
in building up the health infrastructure and delivering appropriate 
health technology through it. 
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1 

Item 16: EFFICIENCY OF IMPLEMENTING THE STRATEGY 

16.1 DO YOU CONSIDER THAT THE RESULTS OBTAINED SO 
FAR FROM IMPLEMENTING YOUR STRATEGY ARE 
REASONABLY POSITIVE IN RELATION TO THE 
EFFORTS EXPENDED ? 

(Effie iency) 

16.2 WHAT MAIN FACTORS ACCOUNTED FOR THE 
EFFICIENCY OF IMPLEMENTATION ? 

(Efficiency) 

16.3 WHAT ARE THE MAIN SHORTCOMINGS AND WHAT 
\fEASURES DO YOU INTEND TO TAKE TO OVERCOME 
rHEM ? 

(Efficiency) 

Opposite are points that could be 
1 

considered with respect to efficiency. 

"Health Programme Evaluation, Guiding Principles", "Health for 
All" Series, No. 6, page 17, paragraph 21(4) and pages 37-39, 
paragraph 57. 
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Pointr..; to b~rasider_ed with respect to Item 16: 

Item 16 relates solely to the component of efficiency and it is therefore 
pertinent to expand on the meaning of efficiency at this juncture. 

(1) Efficiency is an expression of the relationships between the results 
obtained from a health progrannne or activity and the efforts expended ~n 
terms of human, financial and other resources, health processes and 
technology, and time. The assessment of efficiency is aimed at 
improving implementation, and adds to the review of progress by taking 
account of the re!>ults of monitoring. Under this heading, a check is also 
made on such matter:s as the appropriateness of existing plans of 
operations, work schedules, methods applied, manpower used, and the 
adeQuacy and use of finacial resources, with a view to improving them, if 
necessary, at the least cost. 

(2) The assessment of efficiency consists of an analysis of the results 
obtained in relation to the efforts made and the resources used. The 
QuestHHI is: could 
economical ways ? 
efficiency and cost 

these results have been obtained in better and more 
A differentiation should be made between technical 
e fhciency. The following issues should be raised: 

(~) Operational level -assess whether the activities are being 
conducted at the right operational level, e.g., local, district or 
central. 

(b ) Methods analyse whether the methods employed are proving to be 
useful for the solution of the problem. 

(c) Manpower - analyse whether the best combination of available 
manpower is being deployed in sufficient numbers for the solution of 
the problem. Analyse the efficiency of the manpower in terms of skill 
and effort in comparison with what could be expected. 

(d) Finances - judge the adequacy of the financial resources made 
available for the implementation of the programme or the management of 
the service or institution. Make a cost analysis to assess how 
t"conomica 11 y the results have been achieved. 

(e' Facilities - review the suitability of the geographical location 
of buildings and the adequacy of buildings, vehicles, equipment and 
supplies, wher~ applicabl~. 

(f) Collaboration- describe the results of collaboration with other 
social or economic sectors and institutions, voluntary agencies, 
bilateral and multilateral agencies, etc. 

(g) Managerial control - analyse factors not mentioned above such as 
the degree of adeouacy of the time allotted for the implementation of 
the activities~ the correctness of the sequence of activities, the 
appropriateness and timeliness of logistic support, and the degree to 
which major activity results were being reached. Indicate problems 
encountered and describe corrective action envisaged or taken. 

(h; COst-efficiency - this is an important aspect of the analysis of 
any fJrogratnme, serv~ce or institution. 
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Item 17: EFFICIENCY OF THE UTILIZATION OF HEALTH SERVICES 

1 

17.1 HAS THE STRATEGY GIVEN RISE TO BETTER AND 
MORE PRODUCTIVE USE BEING MADE OF HEALTH 
SERVICES AND FACILITIES ? GIVE A FEW SALIENT 
EXAMPLES. 

(Efficiency) 

17.2 WHAT ARE THE MAIN FACTORS THAT GAVE RISE TO 
BETTER UTILIZATION ? 

(Effie iency) 

17.3 WHAT WERE THE MAIN OBSTACLES AND WHAT 
MEASURES DO YOU INTEND TO TAKE IN ORDER TO 
OVEROOME THEM ? 

(Efficiency) 

The points opposite and on page 57 

illustrate bow health services might be 

optimally utilized. 1 

11Global Strategy for Health for All", "Health for All" Series, 
No. 3, Secion III, page 44, paragraphs 10-13 and pages 45 
and 46, paragraphs 18 and 19. 

"Health Progratllllle Evaluation: Guiding Principles", "Health for 
All" Series, No. 6, pages 40 and 41, paragraphs 63 and 64. 



Points to be considered with respect to Item 17: 

DG0/84.1 
page 55 

(l} The functions of the mechanisms and institutions in the health and 
related sectors will be reviewed, particularly at the first referral 
level, and staff will be motivated and retrained as necessary to 
provide support and guidance to communities and community health 
workers. 

(2) A system of referral of patients and problems will be developed so 
that the first referral level is not overloaded with problems that 
could be dealt with by primary health care in the community, and so 
that patients and problems are referred back to those who sent them, 
accompanied by information on action taken and guidance for further 
action. 

(3) Ministries of health will review transport and communication 
facilities together with local authorities and representatives of the 
other ministries concerned, to permit the referral system to function 
efficiently. 

(4) Ministries of health will review their logistic system to ensure 
regular and timely distribution of supplies and equipment, as well as 
the availability of transport and its maintenance, starting with 
facilities in communities and working centrally through intermediate 
and central levels. 

(5) Ministries of health, together with m1n1stries of public works in 
some countries, will review the distribution of existing health care 
facilities and will work out and continually update national master 
plans of requirements for health centres and dispensaries and for 
first-referral hospitals. Accessibility to those most in need will 
be the foundation of the master plans. 

(6) Ministries of health will review the functions, staffing, planning, 
design, equipment, organization, and aanageaent of health centres and 
first-referral hospitals, in order to prepare tbeaa for their wider 
function in support of primary health care. Before investing in 
buildings, the cost of running them will be considered. 

(7) One measure of the efficiency of a health service is the correct use 
of its c~ponent parts; for ex .. ple, the use by the population of a 
health centre for preventive and simple curative services and use of 
the appropriate hospital only on referral from the health centre; 
another example could be the use of the most appropriate hospital in 
that it is nearest to the community concerned and provides clinical 
services at the right degree of specialization. 
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Item 17: EFFICIENCY OF UTILIZATION OF HEALTH SERVICES (continued) 
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Points to be considered with respect to Item 17: (continued) 

(8) The following are a number of examples of the assessment of the 
efficiency of institutions; 

(a) Health centres - the comparison of the number of immunizations 
provided in a g1.ven period as compared with an accepted norm; 
the coordination between an immunization time schedule and the 
vaccine supply; the number of women provided with the required 
antenatal examinations over a given period of time as compared 
with an accepted norm. 

(b) Hospitals - the number of outpatients cared for per health 
worker. For inpatient care, the ratio of staff to beds; the 
percentage of bed occupancy; the average duration of stay by 
clinical department; the bed turnover rate; the number of 
inpatient days for a given size of population; the number and 
types of laboratory or radiodiagnostic examinations for a given 
size of population; medical audit, e.g., the comparison with 
certain norms of the statistics for the care of a given 
condition, such as average length and frequency distribution of 
stay, types of care provided, results of care, the number of 
patients returning for the same condition, and the frequency of 
their return. 

(9) The cost-efficiency of institutions should be measured in terms of 
the amount of service provided in relation to the costs. For 
example, the efficiency of including a trained nurse/midwife in the 
staff of a health centre without obstetric beds has to be measured in 
terms of the cost divided by the number of women provided by her with 
the accepted range of antenatal and postnatal care; the efficiency 
of having such a midwife for deliveries has to be measured in terms 
of the cost divided by the number of deliveries. The comparison of 
the cost-efficiency of different hospitals has to be assessed in 
terms of the costs divided by the total number of inpatient days, but 
great care has to be taken in arriving at conclusions in order to 
take into account variations between hospitals in the provision of 
different kinds of diagnostic and therapeutic inpatients and 
outpatient care. It is often more fruitful to assess the 
cost-efficiency of the same institution over a number of given 
periods of time. 

Note; It is realized that to obtain country-wide information for all 
the above issues may be very difficult, as well as costly and 
time consuming. It may be necessary therefore to resort to 
sample surveys. 
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Item 18: QUALITY OF HEALTH CARE 

1 

18.1 

18.2 

18.3 

IMPROVE THE 
HEALTH 

WHAT ACTION HAVE 
QUALITY OF CARE 
SYSTEM ? AND HOW 
SUCH QUALITY ? 

YOU TAKEN TO 
PROVIDED BY THE 

DO YOU MEASURE (OR ASSESS) 

(Efficiency) 

WHAT 
THE 

ARE THE MAIN 
IMPROVEMENT IN 

FACTORS THAT GAVE 
QUALITY OF CARE ? 

RISE TO 

(Efficiency) 

WHAT ARE 
QUALITY OF 
INTEND TO 

THE MAIN FACTORS IMPEDING 
CARE AND WHAT MEASURES 

TAKE TO OVERCOME THEM ? 

THE 
DO YOU 

(Effie iency) 

Opposite are points that illustrate how to 

go about assessing the quality of care, as 

well as the difficulties involved in doing 
1 

so. 

"Health Programme Evaluation: Guiding Principles", "Health for 
All" Series, No.6, page 41, paragraph 65. 

"Developing of Indicators for Monitoring Progress towards 
Health for All", "Health for All" Series, No. 4, page 27, 
paragraph 76. 
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(1) Quality of care is an important component of efficiency, but is 
usually very difficult to assess objectively. Ideally, indicators 
of coverage should be supplemented by indicators of quality of care, 
although utilization is also a reflection of the quality of care. 

(2) Quality control, however, is complex and requires a profile of a 
number of indicators which should be chosen for the specific 
conditions of the country. As the main purpose of quality control is 
to improve health care through better management and supervision, the 
existing situation should be assessed in comparison with the 
established norms and desired situation. Thus, for example, the 
assessment of health care facilities may be based on a review as to 
whether the facilities are adequately accommodated; staffed with 
personnel fully trained for the tasks required; provided with the 
necessary equipment, supplies, transport; etc. 

(3) For the assessment of a particular type of care, a review may cover 
such aspects as the current practice regarding timeliness of the 
first care level; frequency of care; types of risk and disease 
screening; preventive and curative service; counseling on personal 
hygiene and nutrition; referrals to secondary and tertiary care 
levels; etc., as compared with the norms. 
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1 

Item 19 HEALTH RESEARCH 

19.1 HAVE YOU REVIEWED THE SCOPE AND CONTENT OF 
YOUR ACTIVITIES IN THE FIELD OF BIOMEDICAL, 
BEHAVIOURAL AND HEALTH SYSTEMS RESEARCH WITH 
A VIEW TO GIVING PRIORITY TO PROBLEMS 
REQUIRING SOLUTION AS PART OF YOUR STRATEGY 
FOR HEALTH FOR ALL ? WHAT WERE THE RESULTS 
OF YOUR REVIEW ? 

(Relevance) 

19.2 WHAT MECHANISMS HAVE YOU ESTABLISHED OR 
STRENGTHENED AIMED AT FACILITATING THE 
COORD1NATION OF HEALTH RESEARCH IN YOUR 
COUNTRY AND TO DISSEMINATE THE RESEARCH 
FINDINGS TO THOSE WHO COULD PROFITABLY USE 
THEM ? 

(Progress) 

19.3 WHAT MEASURES HAVE YOU TAKEN TO BRING 
TOGETHER RESEARCH WORKERS AND HEALTH POLICY 
MAKERS AND PLANNERS IN JOINT ENDEAVOURS ? 

(Effie iency) 

19.4 DESCRIBE HOW IF AT ALL - YOU HAVE USED 
RESEARCH FINDINGS IN DEVELOPING AND 
IMPLEMENTING YOUR STRATEGY ? 

(Efficiency) 

19.5 WHAT OBSTACLES ARE IMPEDING HEALTH RESEARCH 
IN YOUR COUNTRY AND WHAT MEASURES DO .YOU 
INTEND TO TAKE TO OVERCOME THEM ? 

(Efficiency) 

The points opposi~e illustrate how health 

research could be supportive to your 
. 1 strategy. 

"Global Strategy for Health for All", "Health for All" Series, 
No. 3 . ua?es 61 and 62 ?ara~raohs 19-22). 
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(1) Research is often considered a luxury of the affluent and yet its 
successful pursuit and the application of its findings are often the 
source of affluence. Governments will revi~w the scope and content 
of their activities in the field of biomedical, behavioural and 
health systems research, with a view to focusing them on problems 
requiring solution as part of their strategies for health for all. 
The identification of such problems is one of the many concerns of 
the managerial process for national health development. The 
ultimate aim will be to reach national self-reliance in health 
research, but governments will first identify those research 
activities which they can carry out using national resources, those 
for which international collaboration is required, and those for 
which it is better to rely on the efforts of countries endowed with 
greater resources for health research. 

(2) Attention will be given to the allocation of resources to relevant 
health research, to the training of young scientists and the related 
question of career structures for health research workers, to the 
balance between work in health research and in health services, and 
to the wide ~isseminati6n of research resul~s to different audiences 
so that they can be speedily applied. 

(J) Consideration will be given to establishing or s-trengthening health 
research councils to facilitate the coordination of health research 
activities within the country, to increasing the interest of medical 
research councils in the broad problems of health, or to creating 
health research sections in general scientific research councils. 

(4) Mechanisms for bringing together researchers and planners, such a.s 
national health development networks, will be used to ensure that 
research designs meet the requirements of decision-makers and that 
results are actually used. 
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Item 20: HEALTH STATUS 

It is realized that there are many factors affecting the health 

status of a population and it may be difficult to see ch4nges 

resulting from the implementation of the Strategy. Nevertheless, 

the following questions are asked to identify as mucll as possible 

the effectiveness of the Strategy. 

1 

20.1 IS THE NUTRITIONAL STATUS OF CHILDREN 
(0-5 YEARS) ADEQUATE ? (Global Indicator No. 8) 

(Effectiveness) 

Opposite are Global Indicator No. 8 and 

points that could be considered in 

gathering information in response to Item 
1 20.1. 

"Global Strategy for Health for All", "Health for All" Series, 
No • 3, pages 7 5 and 7 6. 

"Development of Indicators for Monitoring Progress Towards 
Health for All", "Health for All" Series, No. 4, pages 32 
and 33, paragraphs 97-101. 
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Global Indicator No. 8 and points to be considered with respect to 
Item 2o.1 

Global Indicator No. 8 reads; 

"The nutritional status of children is adequate, in that: 

at least 90% of newborn infants have a birth weight of at least 
2500 g; 
at least 90% of children have a weight for age that corresponds 
to the reference values given in Annex 1 to Development of 
Indicators for Monitorin Pro ress Towards Health for All b 
the year 2000 "Health for All" Series, No. 4 • 

Two proportions to be reported are: 

(1) The proportion of newborn infants having birthweight of at 
least 2500g. The measurement of the weight should preferably 
be taken within the first hours of life, before significant 
postnatal weight loss has occurred. 'Ibe data source (e.g. 
civil registration, surveys, deliveries at hospitals, etc.) and 
the year of reference should be specified. If data are based 
on part of the country, the representativeness of data should 
be indicated. 

(2) The proportion of children under 5 years of age having a weight 
for age that corresponds to the reference values 'lmedian-2SD" 
given in Annex 1 to Development of Indicators for Monitori~ 
Progress Towards Health for All by the Year 2000, ("Health or 
All" Series, No.4). 'Ibe data source (e.g. a sample survey), 
year of reference and representativeness should be described. 
If they relate to children of a particular age, e.g. 2 years to 
5 years, this should be specified. 
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Item 20: HEALTH STATUS (continued) 

l 

20.2 WHAT IS THE 
IDENTIFIABLE 

INFANT MORTALITY RATE .FOR ALL 
SUBGROUPS ? (Glocal Indicator No. 9) 

(Effectiveness) 

Opposite are Globa 1 Indicator No. 9 and 

points to be considered 1n gathering 
l 

information in response to Item 20. 2. 

"Development of Indicators for Monitoring Progress Toward.s 
Health for All", "Health for All" Series, No. 4, page 34, 
paragraph 103 and pages 67 and 68, paragraphs 236-241. 
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Global Indicator No. 9 and points to be considered with respect to 
Item 20.2 

Global Indicator No. 9 reads: 

"The infant mortality rate for all identifiable subgroups is 
below 50 per 1000 live-births." 

In addition to the national rate, the variation in the rate 
observed among population groups, e.g. geographical areas or 
socioeconomic groups, should be reported, if figures are available. 
The year to which the figures relate, the data source (e.g. civil 
registration, sample surveys, etc.) and the data representativeness 
should be described. The following tabular presentation is 
suggested: 

Year: .......... . 

Population Number of Number of Infant Mortality 
Groups Live Births Infant Deaths Rate 

Whole Country 
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Itea 20: HEALTH STATUS (continued) 

1 

20.3 WHAT IS THE LIFE EXPECTANCY AT BIRTH ? 
(Glqbal Indicator No, 10) 

(Effectiveness) 

Opposite are Global Indicator No. 10 and 

points to be considered in gathering 
1 

iafot'llation in reapcmae to Itea 20.3. 

11Developaent of Indicators for Monitoring Progress Towards 
Health for All", "Health for All" Series, No. 4, page 35, 
paragraphs 108 and 109, and pages 70-74, paragraphs 253-259. 
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No. 10 and ointa to be considered with rea ct to 

Global Indicator No. 10 reads: 

"Life expectancy at birth is over 60 years." 

(1) A siraple procedure for computing life expectancy is illustrated in 
Develo ent of Indicators for Monitorin Pro ••• Toward• Health for 
All by the Year 2000, cited on the lefthand pqe. Li e expect.acy 
cannot be eatabliabed with pnchion for a eouatry with a population 
of le88 thaca 1 •illion, if baaed on data for a ai:aale calCnclar 
year. For sueb a country, data for a few yeara (say, 2-S ,...ra) 
should be combined for the computation. For a country vitb a 
population leea than 200 000, even such cOIIbi~ticm of clat.t would 
not suffice. In such a case the average age at death .. , be uaed 
as a proxy indicator. 

(2) The figure of life expectancy may be reported separately for .. te 
and feaale, if available. The year to which die ·data t'efwr, the 
data source (e.g. death rate baaed on a coaplete eouat, aa.ple 
registration, eetiaate, etc.) and the datarepl'1t.,.tativ-•• ettoulcl 
be described. · 
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Item 20 HEALTH STATUS (continued) 

20.4 WHAT ARE THE MAIN DISEASES AFFECTING THE 
HEALTH STATUS OF YOUR POPULATION ? (MORTALITY 
AND MORBIDITY CAUSED BY THESE DISEASES) 

20.5 WHAT ARE THE MAIN DIFFERENCES, IF ANY, IN 
MORTALITY AND MORBIDITY AS COMPARED WITH THE 
SITUATION AT THE BEGINNING OF THE PERIOD 
UNDER REVIEW ? 

(Effectiveness) 

Opposite is an extract that could be useful 

with respect to Items 20.4 and 20.5. 

Suggestions are also made as to how the 
1 data may be presented. 

1 "Development of Indicators for Monitoring Progress Towards 
Health for All", "Health for All" Series, No. 4, pages 36 and 
37, paragraphs 113-116. 
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Points to be considered with respect to Items 20.4 and 20.5 

1. Mortality rates can be computed for specific diseases such as c~oicable 
diseases. The rates for diseases for which immunization exiats are particularly 
useful, as they indicate the magnitude of the preventable mortality. As 
countries begin to extricate themselves from the burden of communicable diseases, 
they are liable to be increasingly beset by such other problems as cancer, 
cardiovascular diseases, accidents, suicides and mental diseases, this being to 
some extent an effect of the different age structure of the population. Even 
if the principle of high selectivity is accepted, the calculation of specific 
death rates is problematic, since mortality figures would have to be based on 
accurate diagnoses in relation to the international classification of di8easee. 
'rtlis may require the support of pathology facilities in hospitals, and even were 
they available, deaths outside the hospital service ~ould not be covered. 

2. Morbidity can be described in terms of the incidence and/or prevalence of 
certain diseases or disabilities . It is usually expressed as a rate : the 
number of cases of disease per 1000 persons a t r i sk. The most accurate way of 
assessing morbidity rates is through epidemiological surveys, but reporting cases 
through health systems surveillance does provide some indication of the relevant 
magnitude of the disease incidence as well as trends in control or .prevention, 
and it can provide information on morbidity patterns in different parte of the 
country. If a country wishes to use morbidity indicators, it is suggested that 
it select the five or six most prevalent diseases and i~stitute as a first step 
an appropriate method of monitoring the i ncidence or prevalence of one or two 
that it considers most important. 

PRESENTATION 

3. Please list , in the order of public health importance, the main 5 to 10 
diseases causing mortality and the main 5 to lO diseases accounting for 
morbidity. For the purpose of this ranking, it is suggested that the 2-digit 
categories of the Basic Tabulation List (see International Claaaification of 
Diseases, 1975 Revision, Volume 1, pages 746-755) be used if convenient. Data 
may be presented in the following format: 

(a) MAIN DISEASES CAUSINC" MORTALITY. Reference year; ••••••.••••••••••• 
Data source·: .•.•.•••..•.•.....•.. 

1. 
2. 
etc. 

Disease Death rate 1 

(b) MAIN DISEASES ACCOUNTING FOR MORBIDITY. Reference year: ••••••••••• 
Data aource: . • •..••••••••• 

1 

Disease Incidence Ratel Prevalence Ratel 

1. . .............. . . .... -............... . 
2. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . ................ ........ . 
etc. 

If available, please provide breakdowns according to age groups : 
(especially for children under 5 years of age) 
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Item 21 SELECTED SOCIAL AND ECONOMIC INDICATORS 

Although the figures for Global Indicator No. 11 concerning 

literacy aqd Global Indicator No. 12 concerning the gross national 

product cannot be attributed to the direct effects of the Strategy, 

it is nevertheless useful to consider them in this context. 

1 

21.1 WHAT IS THE ADULT LITERACY RATE FOR 

21.2 

WOMEN AND FOR HEN ? (Global Indicator No. 11) 

WHAT 
HEAD? 

IS THE GROSS NATIONAL PRODUCT 
(Global Indicator No. 12) 

Opposite are Global Indicators Nos. ll 

PER 

and 12 and pointe to be considered in 

gathering informat1on in response to Items 

21.1 and 21.21 

"Developmen.t o.f Indicators for Monitoring Progress Towards 
Health for All", "Health for All" Series, No. 4, page 24, 
paragraph 61 and pages 22-23, paragraphs 53-55. 
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Global Indicator No. 11 and points to be considered with respect . to 
Item 21.1 

Global Indicator No. 11 reads; 

"The adult literacy rate for both (but separately) men and 
women exceeds 70%." 

The proportion of men and women (separately) aged 15 years or 
over who are able to read and write at least in one language abou.ld 
be reported. The year to which the data refer, the data soul'ce 
(e.g. population census, a sample survey, etc.) and the data 
representativeness should be described. 

Indicator No. 12 and oints to be considered with rea ct to 

Global Indicator No. 12 reads: 

"'Ihe gross national product per head exceeds US $500." 

The gross national 
national currency. It 
dollars, if available. 
be specified. 

product per head should be expressed io the 
may also be expressed in teras. of US 

The year to which the figure relates should 
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It~m 22 ~ REGIONAL INDICATORS 

Regional Indicator . l 

What is the percentage of local communities at all levels that have 
well established voluntary and formal community organizations 
committed to continuous prit'llary health care action prograDIIlea. 

Regional Indicator 2 

What is the percentage, to government health budget_, of the 
community's contribution in cash and in kind to health and 
health-related action. 

Regional Indicator 3 

What is the daily per capita calorie availability. 

~gional Indil:ator 4 

What is the daily per capita protein availability. 



POINTS TO BE CONSIDERED WITH RESPECT TO ITEM 22: 

R~gional Indicator 1 
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One indicator of the seriousness of the Government's political 
comrriitment is the level of community involvement in health decision-making 
and the existence of effective mechanisms for people to express their 
demands and needs. The voluntary and formal community organizations 
include health committees, community development movement organizations, 
women's organiz,at ions and farmer or other occupational groups. Please 
refer to Annex 1 for further elaboration with regard to this indicator. 

Regional Indicator 2 

Contribution in kind may include the following: free labour for 
health-related construction work, collection of building materials for 
construction of health-related fac1lities, and voluntary services for 
health care. Please refer to Annex 1 for further elaboration with regard 
to this indicator. 

Regional Indicators 3 and 4 

It would be desirable to complement indicators of the nutritional 
status of the population with indicators of the national food supply, in 
total and for different groups in the population. No single indicator at 
present available is wholly satisfactory for this purpose. The per capita 
calorie availability, calcul,ated from food balance sheets which take 
ac~ount of local food production, imports, exports, wastage and diversion 
for non-human use, is the best available indicator of total food 
availability but it must be interpreted with caution since it takes no 
account of seasonal variations, differences between income groups, or 
patterns of food distribution within households. 
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R~gional Indicator 5 

What is the maternal mortality rate. 

Regional Indicator 6 

Provide the latest available data on the annual number of cases of 
diphtheria, tetanus, whooping cough, measles, poliomyelities or 
tuberculosis, give the reference year. 

Regional Indicator 7 

What is the population growth rate. 



POINTS TO BE CONSIDERED WITH RESPECT TO ITEM 22 (cont'd): 

Regional Indicator 5 
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This rate reflects the risk to mothers during pregnancy and 
childbirth. It is influenced by general socioeconomic conditions, 
nutrition and sanitation as well as by maternal health care. Deaths due to 
abortion are sometimes excluded. Like infant and child mortality rates, it 
is difficult to obtain when only a small proportion of the births and 
deaths are recorded. The use of lay reporting methods has been found 
effective. The use of traditional birth attendants in primary health care 
can also increase the coverage and provide an opportunity for collection of 
this information, at least on a sample basis. 

Regional Indicator 6 

If immunization for the six immunizable diseases is available for the 
whole target population by the year 2000; it is expected that the incidence 
of these diseases will fall to zero, except for tuberculosis in infants. 

Regional Indicator 7 

Demographic factors - changes in the size of the population and its 
age and sex structure - are basic not only to the compilation of indicators 
but to all forms of planning in health and other fields. The population 
growth rate reduced to less than 1 per cent is one of the health status 
targets included in the Regional Strategy for Health for All by the Year 
2000. 

In addition to natural population growth, increase or decrease due to 
immigration or emigration, as well as internal migration, should also be 
taken into consideration in providing information. 
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Item 23: DEMOGRAPHIC INFORMATION 

2 3.1 

2 3. 2 

23.3 

2 3.4 

VALIDATE OR UPDATE THE FOLLOWING 
DEMOGRAPHIC INFORMATION (OR VALUE OF): 

TOTAL POPULATION 

CRUDE B1RTH RATE 
PER 1000 POPULATION 

CRUDE DEATH RATE 
PER 1000 POPULATION 

NATURAL INCREASE RATE 
OF POPULATION PER 1000: 

(Year: ••••• ) 

(year; •••••• ) 

(year: •••••• ) 

(year: •••••• ) 

Item 24: NATIONAL INDICATORS 

24. IN ADDITION TO THE ABOVE, PROVIDE INFORMATION 
ON ANY ADDITIONAL INDICATORS YOU HAVE FOUND 
USEFUL. 



POINTS TO BE CONSIDERED WITH RESPECT TO ITEM 23: 
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WHO will provide you with the latest values of the demographic 
information available to it and indicate the source. 
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Item 25; SATISFACTION WITH RESULTS 

25.1 WHAT METOOOS HAVE YOU USED TO ASSESS THE 
DEGREE OF COMMUNITY SATISFACTION WITH THE 
RESULTS OF THE STRATEGY AND WHAT DID THIS 
ASSESSMENT REVEAL ? 

25.2 TO WHAT 
RESULTS 

EXTENT 
OF THE 

ARE YOU 
STRATEGY ? 

(Effectiveness) 

SATISFIED WITH THE 
DESCRIBE. 

(Effectiveness) 

Item 26: EFFECTIVENESS AND IMPACT OF THE STRATEGY 

26.1 SUMMARIZE YOUR ASSESSMENT OF THE MAIN EFFECTS 
OF THE STRATEGY IN REDUCING HEALTH PROBLEMS 
AND IMPROVING THE HEALTH STATUS OF THE 

26.2 

PEOPLE IN YOUR COUNTRY. 

Your description should include the most 
important achievements and shortcomings, the 
lessons you would draw from the information you 
have concerning the indicators of health status 
and any other relevant information. You may 
find it useful to recapitulate the main lines of 
action you are taking or intend to take; the 
main obstacles you are encountering and the 
measures you intend to apply to overcome them 
through health systems based on Primary Health 
Care. 

IN THE LIGHT OF THE ABOVE 
INFORMATION, INCLUDING THE 
INDICATORS YOU HAVE USED, 
THAT THE HEALTH ST.ATUS OF 
HAVING ON THEIR QUALITY OF 
SOCIOECONOMIC DEVELOPMENT OF 

(Effectiveness) 

AND ANY OTHER 
ECONOMIC AND SOCIAL 
ASSESS THE IMPACT 

YOUR PEOPLE IS 
LIFE AND ON THE 
YOUR COUNTRY. 

(Impact) 
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ANNEX 1 

Please refer to the following two indicators included in item 22 of 
the common framework and format for evaluating the strategies for health 
for all by the year 2000: 

Regional Indicator 1~ The percentage of local communities at all levels 
that have well established voluntary and formal 
community organizations committed to continuous 
primary health care action programmes. 

Regional Indicator 2: The community's contribution in cash and in kind 
to health and health-related action. 

The Working Group on Indicators for Monitoring and Evaluation of 
Strategies for Health for All by the Year 2000 held in Manila from 
2 to 9 March 1982 emphasized the need to define precisely the scope and 
content of community indicators. As a result, it is proposed that the 
following operational definitions be adapted for the two indicators: 

Regional Indicator 1: At least 80% of local communities should each 
have at least one community organization at 
local level which: 

(a) provides active support in the implementation of health 
programmes; 

(b) is involved in decision-making in the planning and 
implementation of health and health-related activities in the 
community; and 

(c) is linked with and receives effective support from the 
community organization network at intermediate and national 
1 eve ls. 

To facilitate a study of the quantitative and qualitative aspects of 
community participation, it is suggested that the following format should 
be used for data collection: 
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Annex 1 

Organization 
Number of local communities 1.n which 

Support is given to health programmes Support is 
received 

Inactive and Active but Active and from regiona 1 
no dec is ion- no decision- decision- and national 
making making making levels 

Regional Indicator 2: At least 80% of local communities should be making 
a contribution to building and maintaining 
infrastructures related to water supply, 
sanitation, health centres and clinics, etc., to 
the payment of community health workers and/or to 
cooperatives for the provision of essential drugs; 
all amounting to the equivalent of at least 10% of 
the government health budget. 



No. 1 

No. 2 

No. 3 

No. 4 

No. 5 

No. 6 

No. 7 

No. 8 

and: 

List of the WHO "Health for All" Series 
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ANNEX 2 

Alma-At a 1978: Pri mary Health Care 
(197 8) 

Formulating Strategies for Health for 
All by the Year 2000 (1979) 

Global Strategy for Health for All by 
the Year 2000 0981) 

Development of Indicators for 
Monitoring Progress Towards Health for 
All by ':: he Year 2000 (1981) 

Manageri8l Process for National Health 
Development: Guiding Principles (1981) 

Health Programme Evaluation: Guiding 
Principles (1981) 

Plan of Action for Implementing the 
Global Strategy for Health for All 

Index to the "Health for All" Series, Nos. 1-7 (1982) 

Seventh Genera 1 Programme of Work, 
covering the period 1984-1989 (1982) 
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In the course of the Sub-Committee's review of the Common Framework and 
Format for Evaluating the Strategies for Health for All by the Year 2000, a number of 
members observed that the wording of certain questions appearing on the lefthand side 
of the document was not always sufficiently clear. Some questions were also 
formulated in such a way as to be ambiguous or difficult to understand. Clarifications 
were therefore requested on a number of points. It was also felt that some of the 
points for consideration appearing on the righthand side of the document were too 
general in scope and that more practical examples and illustrations were required. 

In the circumstances, taking into account the fact that the Common Framework 
and Format was a global document issued for the use of aU Member States, the 
Sub-Committee agreed that the formulation of the actual questions should remain 
unchanged. However, it was decided that supplementary explanations or additional 
illustrative examples should be provided to Member States to amplify the 
complementary information already provided on the rlghthand page of the Common 
Framework and Format. 

This supplementary information is summarized in the present document, which is 
being issued to Member States as an appendix to the Common Framework and Format. 



Item 1 

1.1 

1.2 

Item 2 

2.1 

2.2 

2.3 

WPR APPENDIX TO 
DG0/84.1 
page 1 

SUPPLEMENTARY EXPLANATIONS AND ILLUSTRATIVE 
EXAMPLES TO THE COMMON FRAMEWORK AND FORMAT 

EVALUATION PROCESS 

The question asks for a description of the evaluation process, which 
could include among others: (a) whether it is carried out for the whole 
strategy or only for some major programmes; (b) the levels at which it 
is carried out; (c) who or which group or unit carries out the 
evaluation; (d) the information used, such as routine reports and 
special studies; whether efforts are being made to improve the 
information system; (e) frequency, which could be semiannually, 
annually, or every two years; (f) whether it is carried out in relation to 
the annual budgeting or to the formulation of the next development 
plan or any other regular national managerial/administrative process; 
and (g) how results are made known to all concerned and how they are 
utilized. It is important to mention the creation of special groups, 
bodies, or committees for evaluation. 

In answering this item, the country may need to mention its intention 
of: (a) creating a new body funit to carry out the evaluation or 
assigning the work to an existing unit like the planning unit; 
(b) utilizing existing mechanisms such as the annual conference of 
senior staff; (c) strengthening the information system; and 
(d) developing evaluation skills through training. 

HEALTH POLICIES 

In this item, the country is being asked to state whether its health 
policies address the major issues dealt with by the health-for-all goal, 
such as priority attention to the underserved, promotion of national 
self-reliance, community participation, intersectoral coordination, use 
of appropriate technology, and whether priority health problems are 
dealt with accordingly. 

It is important to indicate the highest official level that endorsed the 
policy. If there were special acts of the national legislature or 
executive orders or their equivalent, these should be mentioned. It is 
not enough to give a "yes" or "no" answer. 

In answering this item, the country should refer to the monitoring 
report which it submitted to WHO in March 1983. For example, the 
country may, since that time, have approved a policy: (a) to integrate 
traditional medicine; (b) to change the functions of certain health staff 
categories; (c) to integrate under one authority at certain levels the 
responsibility for preventive and curative services; (d) to expand the 
role of the private sector; (e) to introduce health insurance schemes, 
etc. 
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2.4 

Item 3 

3.1 

3.2 

3.3 

3.'+ 

If the country did not submit a monitoring report in 1983, it may, if it 
so wishes, summarize the major health policies in effect during that 
year, and then enumerate what has been adopted since then. 

Examples of such obstacles could be: (a) lack of understanding on the 
part of key decision-makers of the meaning of the health-for-all goal; 
(b) lack of staff or absence of staff or duly designated staff to analyse 
existing health policies and formulate new ones; (c) overburdening of 
key staff, who should devote most of their time to policy formulation, 
with routine administrative work; and (d) an existing health policy 
which may in itself be an inhibiting factor. 

Measures to overcome the obstacles could be: (a) an information 
campaign, promotional national workshops, study tours for key 
officials; (b) training of staff; (c) introduction of measures to reduce 
considerably the routine work load of key staff. 

NATIONAL "HEALTH FOR ALL" STRATEGIES 

In answering this item, it will be necessary to refer to the answers 
given to item 2.1, which deal with what the country intends to do 
(national health policy). Then it will be necessary to cross-check these 
with the plan describing how the objectives are to be achieved 
(strategy). For example, if one of the policies is to give preferential 
attention to the rural areas, provision in the _strategy for the 
establishment of more peripheral health units, rather than a highly 
sophisticated medical centre, shows consistency between policy and 
strategy. Likewise, the strategy must show how it intends to promote 
community participation, as, for example, by the creation of village 
committees, the training of staff for community organization and 
mobilization, the introduction of administrative/legal reforms to 
support the technology to be utilized. 

The remarks for item 2.3 apply also to this item. 

While the answer to this item is "yes" or "no", the country should refer 
to the definitions of strategy and plan of action as given on the 
righthand side of the format. 

Examples of such obstacles could be: (a) strict adherence of some 
sectors to their established boundaries; (b) existing planning process 
through a "top-down" approach, ignoring the voice of the community; 
(c) the tendency to accept what has been in effect for many years as 
unchangeable or difficult to change. The measures _ to overcome these 
obstacles could be an information campaign, a review of the existing 
decision-making process to bring out the lack of community 
participation in the process, provision of information <m the experience 
of countries that have formulated their national health strategies. 



Item 4 

4.1 

4.2 

Item 5 

5.1 

5.2 
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INTEGRATION WITH NATIONAL SOCIOECONOMIC PLAN 

This item refers to the health strategy document and the national 
socioeconomic development plan document. In certain instances, the 
national socioeconomic plan may give priority to and provide more 
detailed treatment of such aspects as physical infrastructure, manpower, 
supplies and equipment and accord insufficient attention to major issues 
such as decentralization, integration, appropriate technology and 
community participation. 

Examples of such obstacles could be: (a) differences in priority between 
the health and planning ministries, giving more emphasis to economic 
than social development; (b) inadequate communication between the 
ministry of health and the planning ministry; (c) lack of uniformity in 
planning procedures and plan presentation format among the various 
ministries, including the planning ministry. 

Examples of measures to overcome the obstacles could be: 
(a) agreement bet\\leen the different planning units or individuals of all 
ministries, under the leadership of the planning ministry, on a standard 
format for the plan; (b) participation of the ministry of health in the 
formulation of national development policies and of the ministry of 
planning in the formulation of national health strategies. 

HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE 

The review of the health system could be either a continuous, periodic or 
episodic process. The basis of comparison is given on the page opposite 
the question. In certain instances, the difference is likely to be in 
degree only. For instance, the health system may not encompass the 
entire population, but has expanded its coverage significantly. 

Answers are expected in terms of percentage of coverage for each of the 
items listed under global indicator 7. In sub-indicator 7.3, the aim is to 
ascertain the proportion of infants under the age of 1 who have been 
completely immunized, meaning fully immunized against diphtheria 
(3 doses), tetanus (3 doses), whooping cough (3 doses), measles (l dose), 
poliomyelitis (3 doses) and tuberculosis (1 dose). 

In sub-indicator 7.5, there is a need to clarify attendance by trained 
personnel in connexion with women during pregnancy and childbirth. It is 
not unusual for a pregnant woman to receive antenatal care from a 
doctor or a nurse, and to be attended at delivery by a trained traditional 
birth attendant. It may therefore be necessary to collect data on: 

(a) pregnant women receiving antenatal care from a doctor, 
nurse, or a midwife, 

(b) women attended at birth by; 

doctor, nurse, midwife; 

trained traditional birth attendant; 
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5.3 

Item 6 

6.1 

6.2 

Item 7 

7.1 

7.2 

7.3 

7.4 

in order to obtain the proportion of women who are attended during 
pregnancy and delivery by trained health personnel. 

Insofar as care of children is concerned, trained personnel would mean 
doctor, nurse, or midwife. 

Examples of such obstacles could be: (a) shortage of health manpower, 
and lack of policies providing for the deployment of health manpower in 
difficult areas; (b) lack of adequate mechanisms to . mobilize the 
participation of other sectors; (c) use of inappropriate technology. 

MANAGERIAL PROCESS AND MECHANISM 

In simple terms, the managerial process refers to planning, 
implementation, evaluation and information support. All of these 
components of the process exist in a country. In answering the question, 
the countries may wish to state what steps they have taken to strengthen 
each of the components of the process so that the national strategy and 
plan of action formulated reflect the policies collectively defined in the 
health-for-all goal, and are implemented accordingly. If the country 
expanded its health planning unit or created special bodies or task 
forces, these should be mentioned. 

An example of such obstacles could be the inadequacy of managerial 
skills, which it is proposed to overcome by training and utilization of 
local expertise in the university. 

COMMUNITY INVOLVEMENT 

Examples of such policies could be: (a) delegation of certain 
responsibilities to community organizations; (b) training of health staff 
in the promotion of community participation; (c) provision of initial 
financing for community health projects. 

Examples of community involvement could be: (a) selection and support 
of village health workers; (b) community surveys and identification of 
health priorities; (c) provision of labour by the community in the 
construction of the water supply system and assumption of responsibility 
for its maintenance. 

Examples of such measures could be intensive health education, and 
participation of the community in health surveys and identification of 
priorities. 

Examples of such obstacles could be: (a) Jack of skills of health staff in 
promoting community participation; (b) unacceptability of staff to the 



7.5 

Item 8 

8.1 

8.2 

8.3 

8.4 

8.5 

8.6 
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community; (c) feeling of the community that it does not share 
"ownership" of the health service with the Government; and (d) lack of 
transport for staff required to make frequent visits to villages. 

Among others, the review of the role of nongovernmental organizations 
should look into areas of conflict between their policies and practices 
and the collective policies defined by the health-for-aU goal, as well as 
the existence of wasteful overlapping or duplication. The steps to be 
taken for their further involvement could include their indoctrination 
into the health-for-aU goal through primary health care, their 
participation in the formulation of policies and strategies, the 
assignment of specific responsibilities, etc. 

HEALTH MANPOWER 

While the question can be answered by a simple "yes" or "no", the point 
to be emphasized is whether the plan is in response to the needs of the 
strategy. Some explanation, therefore, has to be given on whether the 
plan promotes tt)e development of staff capability to address the major 
issuesof the strategy. 

Examples of major changes introduced could be: (a) training of nurses to 
conduct consultation and treatment (nurse practitioners); (b) more 
emphasis on primary health care in the training of nurses as against 
traditional hospital-based training; and (c) changing the role of medical 
officers in the health centres from a strictly curative one to promotive, 
preventive, curative, rehabilitative and managerial roles. 

While the question is answerable by a "yes" or "no", it is also necessary 
to indicate the necessary institutional changes. Examples of such 
changes could be: (a) strengthening of an existing continuing staff 
development programme, or its formulation if it does not exist; and 
(b) utilization of academic institutions in the conduct of orientation 
courses for health staff. 

Examples of how the plan has contributed could be: (a) whether it has 
resulted in a revision of training curricula to make the health staff 
function effectively in primary health care; (b) whether it has made 
provision for the training of peripheral staff in planning their activities 
and submitting well-prepared reports; (c) whether it has provided for 
incentives for assignment to difficult areas; and (d) whether staff are 
assigned duties for which they were trained. 

Examples of factors that have contributed to progress could be; 
(a) collaboration between training institutions. and the health 
ministry /department in formulating the plan; goodwill on the part of 
both parties and strong determination in implementing the plan; and 
(b) provision of necessary resources to implement the plan. 

Examples of obstacles could be the negative aspects of the points raised 
in 8.5 above. 
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Item 9 

9.1 

9.2 

9.3 

9.4-9.6 

Item 10 

10.1 

10.2 

10.3 

10.4 

Item 11 

11.1 

RESOURCE MOBILIZATION AND UTILIZATION 

Examples of such measures could be: (a) increase in the proportion of 
the budget allocated to preventive activities; (b) establishment of more 
health centres, sub-centres and other peripheral health facilities; and 
(c) making the hospitals perform health promotive and preventive 
activities. 

Examples of such efforts could be: (a) those directed towards promoting 
the coordination of activities of other sectors; (b) integrating health 
components into development plans and activities; (c) making the 
services of local private medical experts available to government 
hospitals and training institutions; (d) meeting with funding agencies and 
submitting proposals for support; and (e) conducting a country resource 
utilization review. 

Examples of the main obstacles could be: (a) lack of understanding of 
the health strategy on the part of other sectors and private medical 
experts; (b) the health strategy and plan of action lack clarity and do 
not identify specific activities that need support; (c) the proposals 
submitted lack clarity; and (d) lack of understanding of the policies of 
external funding agencies and their budgeting cycle. 

The questions are clearly expressed and the points for consideration are 
adequately set out. 

INTERNATIONAL TRANSFER OF RESOURCES 

An example of such an effort could be a detailed review of the health 
strategy and identification of the additional resources needed for such 
developmental activity over a given period as well as the possible 
sources of funds, including those that may be expected from external 
sources, such as United Nations agencies, bilateral cooperation, 
international banks, voluntary agencies, etc. 

The term "areas that received s~pport" refers to technical rather than 
geographical areas, such as support for the development of health 
manpower, promotion of good nutrition, construction of water supplies, 
construction of health facilities, etc. 

No supplementary explanation seems to be needed. 

No supplementary explanation seems to be needed. 

INTERCOUNTRY COOPERATION 

This item refers to technical cooperation among countries, with or 
without the involvement of a third party which provides funding. 
Cooperation could consist in the implementation of the whole strategy or 
only of one or more major programmes of the strategy. Examples might 
be the sharing of training facilities, secondment of staff, provision of 
funds and equipment, and provision of advisory services. 



11.2 

11.3 

11.4 

Item 12 

12.1 

12.2 

12.3 

Item 13 

13.1 
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As pointed out in item 11.1, cooperation may not have been extended for 
the implementation of the whole strategy, in which case it is not 
adequate. However, cooperation may have been extensive in a specific 
area, in which case it would be adequate. 

Examples of the main factors could be: (a) commonality of interest of 
the cooperating countries, not only in health but in other aspects of 
socioeconomic development; (b) similarity of problems, conditions, 
cultures and traditions; (c) the existence of regional or subregional 
organizations. 

Examples of the main obstacles could be: (a) lack of funds to support 
technical cooperation; (b) unavailability of staff to be seconded to other 
countries due to heavy workload; (c) lack of information about the kind 
of cooperation available or required. Measures to overcome these could 
be: (a) mobilization of external sources of support; (b) correct timing 
of the actual implementation of the cooperative activity; 
(c) dissemination of information. 

COORDINATION WITHIN THE HEALTH SECTOR 

Examples of such action could be: (a) representation of the major 
components of the health sector (such as the medical and nursing 
association) in the coordinating or planning bodies for health; (b) holding 
of dialogues and signing of agreements; (c) briefing of leaders on the 
health strategy and identification of areas of cooperation. 

The main factors might include: (a) strong determination on the part of 
the health ministry to involve the other members of the sector; 
(b) enlightened leadership on the part of the other components of the 
sector and corresponding goodwill. 

Examples of the main obstacles could be: (a) personality problems and 
fear of losing one's sphere of influence; (b) previous unpleasant 
experiences; (c) non-involvement in planning; (d) absence of a 
coordinating mechanism. Examples of plans to overcome the obstacles 
could be: (a) holding of dialogues and workshops; (b) inclusion in the 
coordinating bodies. 

INTERSECTORAL COLLABORATION 

Examples of the main areas where other sectors would have common 
interests are: (a) water supply and sanitation; (b) pollution of the 
environment; (c) nutrition; (d) training of health manpower; (e) health 
education. Examples of involvement could be: (a) encouragement of 
school teachers to take leadership roles in village health organization; 
(b) re-orientation of curricula for primary and secondary schools to place 
more emphasis on health education; (c) joint studies on the control of 
environmental pollution; (d) cooperation in the mass media approach; 
(e) extension of services or facilities of other sectors such as the use of 
medical teams and transportation. 
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13.2 

13.3 

Item 14 

14.1 

14.2 

14.3 

Item 15 

15.1 

15.2 

15.3 

Item 16 

16.1 

16.2 

16.3 

The examples given in 12.1 apply to this question, except that they 
should refer to sectors other than health. 

The examples given in 12.3 apply to this as well. 

HEALTH COMPONENT IN ECONOMIC DEVELOPMENT SCHEMES 

Examples of such action could be: (a) the participation of the health 
ministry in the formulation and implementation of regional economic 
development projects covering such aspects as irrigation, housing 
settlements, establishment of industries; and (b) enactment of laws 
which impose certain responsibilities on industries for the health of their 
workers and the control of pollution. 

Examples of such factors could be: (a) health consciousness on the part 
of those in charge of economic development; (b) a very active health 
ministry; (c) the level of the health status in areas where the 
development project will be implemented; and (d) conditions set by 
external funding agencies, if external funding is involved. 

Examples of the main obstacles could be the negative aspects of those 
enumerated for 14.2. 

WHO COOPERATION 

The question does not seem to require supplementary explanations other 
than those already given. 

Examples of the main factors could be: (a) timeliness of the 
cooperation; (b) availability of trained counterparts; and 
(c) responsiveness of the health information system. 

One such problem could be the timing of the cooperation required. To 
overcome this, it will be necessary for the country seeking support to do 
so well in advance. 

EFFICIENCY OF IMPLEMENTING THE STRATEGY 

Results can be measured by coverage with primary health care (Global 
indicator 7 with its sub-elements provides information on coverage). 
Efforts expended can be measured by a real increase in expenditure in 
the priority areas of the health strategy, increase in the number of 
personnel. Increased coverage with a minimum increase in efforts 
implies greater efficiency. 

Increased efficiency could be attributed to training and orientation of 
personnel, use of appropriate technology, intersectoral cooperation, 
community involvement and assignment of specific responsibility. 

Examples of the main shortcomings could be: (a) maldistribution of 
health resources; (b) high cost of drugs and other medical supplies; 
(c) use of inappropriate expensive technology. 
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17.1 

17.2 

17.3 

Item 18 

18.1 

18.2 

18.3 

Item 19 

19.1 

19.2 

19.3 
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EFFICIENCY OF THE UTILIZATION OF HEALTH SERVICES 

Examples could be: (a) better utilization of the first point of contact, 
such as patients attending health centres/clinics for minor ailments 
instead of district or provincial hospitals; (b) reduction in the duration 
of hospitalization; (c) improved criteria for hospital admissions; 
(d) use of staff in areas for which they have been trained. 

Examples of the main factors could be: (a) improvement in the 
knowledge and attitudes of health workers at the first point of contact; 
(b) better supplies; (c) improved functioning of transport and referral 
systems. 

Examples of the main obstacles could be the negative aspects of the 
points given under item 17.2 above. The measures to be taken could be 
the training of personnel, improvement of supplies, logistics and 
transport, improvement of supervision and personnel management. 

QUALITY OF HEALTH CARE 

Examples of action taken could be: (a) development of manuals, 
guidelines and standard operating procedures, which provide criteria for 
comparison; (b) improvement of supervision using standard criteria; 
(c) revision of the curricula for the training of certain health staff 
categories. 

Example of a main factor could be the development of standards. 

Examples of factors impeding the quality of care could be the shortage 
of trained personnel, inadequacy of facilities in terms of equipment and 
drugs, and transport difficulties. 

HEALTH RESEARCH 

A specific example is the establishment in a country of a Council for 
Health Research, within the Ministry of Health but attached to the 
National Science and Technology Authority. The Council has prepared 
a long-term plan defining priorities in health research in accordance 
with the national strategy for health for all by the year 2000. The 
Council reviews aU research activities in the country regularly and 
recommends support according to the priorities of the strategy. 

The Western Pacific Advisory Committee on Medical Research has 
recommended the establishment of national research councils or 
equivalent bodies. 

An example of such measures is the promotion of linkages between 
major institutions to constitute a network for national health 
development bringing together research workers, planners and 
administrators. Their main function would be coordination of 
developmental activities, training and research. 
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19.4 

19.5 

Item 20 

An example of this is the operational research study on the functions of 
peripheral health workers conducted in one country, which has led to 
the redefinition of their functions and development of a new standard 
training curriculum. 

Examples of such obstacles could be: (a) inadequate know ledge of 
health research methodology; (b) misconceptions about research, as 
being difficult and requiring highly trained staff; (c) lack of a 
coordinating body for health research. 

HEALTH STATUS 

Indicators measuring changes in the health status of the population 
should be calculated for identifiable subgroups, i.e. underserved 
population or population in specific geographic areas, in order to 
facilitate evaluation of the effectiveness of the strategy whose main 
objective is to reduce inequities. This applies in particular to global 
indicators 8 and 9, and regional indicator 5. 

No supplementary information is considered to be necessary for items 21 to 26. 
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