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The Global Strategy for health for all includes information on 

health expenditures in countries at different levels of socioeconomic 

development, as well as rough estimates of the prospective costs of 

implementing the Strategy. At its sixty-seventh session in January 

1981 the Executive Board included in its draft plan of action for 

implementing the Strategy the further study of health expenditures in 

countries and of the estimated costs of implementing the Strategy. 

The draft plan of action also provides for the review by the Board 

and the Health Assembly of the international transfer of resources for 

attaining health for all. 

The paper that follows is the first attempt to address further 

the above issues. 

I. INTRODUCTION 

1. The Global Strategy for health for all by the year 2000 clearly referred to the "action 

required to generate and mobilize all possible resources
1 1

, to the need for "the best use . .
 # 

to be made of available human and financial resources" and for increased investment in health
# 

It also stated that "the international transfer of resources from developed to developing 

countries will have to be rationalized and these transfers increased if necessary
1

*.1 

2. Moreover, the draft plan of action for implementing the Global Strategy (see paragraph 5 

below) calls for careful and repeated assessment of progress towards attaining health for all 

Part of this assessment relates to the measurement of resources needed to carry the Strategy 

through to a successful conclusion ； the gap between nationally available resources and the 

level of resources required by the countries concerned； and the flow of international resources 

designed to close this gap. 

3. In performing this assessment, note will be taken of selected indicators included in the 

Global Strategy, namely the proportion of the gross national product (GNP) being spent on 

health, leading to a measure of the number of countries in which this proportion exceeds 5%; 

the proportion of national health expenditure devoted to local health care, i.e., first-level 

contact, including community health care, health centre care, dispensary care and the like, 

excluding hospitals ； the distribution pattern of health resources (people, money and material)； 

the degree of sustained external support for countries with well-defined strategies for health 

for all and reasonable resource allocations of their own； and the level of GNP, leading to a 

measure of the number of countries in which it exceeds US$ 500 per head. 

Global Strategy for health for all by the year 2000, Geneva, World Health Organization, 

1981 ("Health for All" Series, No. 3), p. 13， para. 10. 
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4 . In resolutions WHA34.36 and W H A 3 4 . 3 7 t h e Director-General was requested inter alia to 
provide "necessary support for the implementation, monitoring and evaluation of the Strategy

11 

and to take measures "for identifying external resource requirements in support of well-
defined strategies for health for all

1

’. 

5. This report represents the first appraisal of the resource needs for health for all by 

the year 2000 in relation to resources being mobilized both inside countries gearing up to 

their effort, and outside - i.e., on the part of those in a position to help those less 

fortunate than themselves. It should be read in conjunction with the Director-General
1

 s 

report on "Finalization of the plan of action for implementing the Strategy
11

 (document EB69/5). 

II. HEALTH EXPENDITURE IN COUNTRIES 

6. The Global Strategy contains a certain amount of information on what countries are 

spending on health.2 It is now possible to go beyond the facts and figures presented there. 

There are, however, several pitfalls with regard to figures on expenditure and their inter-

pretation which detract from the value of a detailed presentation (see paragraphs 11-18 below). 

For the present, it is considered that the most practical compromise is to outline the main 

problems and difficulties involved and quote the latest generalized information reflecting 

total expenditure on health. 

7• Interest in the financial aspects of health care is growing, reflecting the growing need 
for action to be taken to correct drawbacks associated with both inadequate finance, which is 
clearly a major limitation to the provision of essential care, and uncontained costs, since 
escalating expenses are not matched by commensurate returns in terms of better health. 

8. Most reviews of the financial aspects of health care, including accounts of expenditure 
on health, have been carried out in developed countries ； most of them have concentrated on 
public expenditure on health (and often on expenses incurred through ministries of health 
only) ； and almost without exception they have concentrated on health defined in a way that 
is unacceptably narrow in relation to health systems based on primary health care (PHC) as 
summarized in the Alma-Ata Declaration and report 

9. Any attempts to overcome these past and current limitations must not only provide an 

adequate definitional framework for data but also seek out such data, which for the most part 

lie outside the reporting systems currently used by countries. 

10. What should "health expenditure
1 1

 encompass? It should certainly include not only 

formal State outlays on health services through ministries of health, but also all the 

following： 

- p u b l i c outlays on health provided through other governmental agencies (e.g. ministries 

of labour, education, defence, etc.); 

- p u b l i c expenditures incurred through compulsory social security or health insurance 

organizations； 

- o u t l a y s on measures designed to improve nutritional status and prevent nutrition 

imbalances or shortages； 

Document WHA34/l98l/REC/l, pp. 35-37. 
2 

O p . cit. see, for instance, pp. 23-24 
3 

Alma-Ata 1978. Primary health care, 

("Health for All" Series, No. 1 ) . — — 

and Fig. 1 on p. 25. 

Geneva, World Health Organization, 1978 
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- o u t l a y s on water supplies and sanitation, particularly in rural communities, 

representing expenditure on development and on operation and maintenance of water 

supplies and waste disposal systems ； these should include payments made either through 

governmental or municipal authorities or through other enterprises providing water arid 

waste disposal services； 

- o u t l a y s on educational services directed at improving health, living habits and 
self-care ； 

- o u t l a y s on training and education of health workers (of all levels) and on research 

related to health and diseases ； 

-expenditures incurred through health insurance systems receiving voluntary contri-

butions or other prepayment schemes for health care ； 

- p r i v a t e expenditures of a voluntary type, e.g., payments for private care, including 

self-incurred expenses for drugs； expenditures by non-profit-making bodies providing 

health care ； also payments, often of a non-monetary nature (such as payments in kind 

to traditional practitioners) , outside the "official" system of health and medical 

care. 

11. On the other hand, "health expenditure" should continue to be defined to exclude the 

costs of the social effects of illness on individuals and their families, and in particular 

the losses in earnings and productivity incurred directly or indirectly through illness or 

incapacity. It should also exclude what are known as "sickness cash benefits
1 1

 (really 

payments compensating for lost earnings)； such cash payments are often included in statements 

of expenditure under social security or health insurance schemes and they are not easily 

distinguishable within them. 

12. What are some of the main types of difficulties encountered in measuring health 

expenditure? First and foremost, there are practical difficulties resulting in total 

absence of data, or incomplete or delayed data collection, collation and diffusion. 

Developing countries inevitably are the worst affected by these difficulties. 

13. There are also a number of definitional difficulties : for instance, figures quoted may 

include or exclude different service ingredients (e.g.， occupational health services) or 

different providers of service (e.g., traditional practitioners), or components funded from 

different sources (e.g., ambulance services paid for by the government may be included while 

private ambulance services may be excluded). In the same category should be mentioned the 

fact that amounts of money quoted may refer sometimes to financial forecasts, sometimes to 

commitments and sometimes to actual disbursements. 

14. Other difficulties arise because different systems of classification are used. For 

instance, one country may classify expenses according to headings such as personnel, 

consumables, and transport ； in another country the expenditure headings may be personal care, 

mass control of disease, environmental improvement, etc. In yet another country or in a 

different set of statistics the expenditure headings may appear as consumption, investment, 

transfer payments, and so on. 

15. Moreover, comparisons within a country over a period of time or among countries at a 

given point in time present additional problems. Some of these relate to difficulties in 

quoting expenditures expressed in different currencies (e.g., because the exchange rate 

between these currencies fluctuates) ； also, even if expenditures are somehow converted to a 

common currency, equivalent amounts of money may not have equal purchasing power. 

16. Detailed statements of health expenditure in many cases do not yet reflect the recent 

introduction, and sometimes the rapid growth, of primary health care in particular countries； 

that is, the latest figures available may date back to a time when PHC was still very-

rudimentary . 
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17. Finally, differences in the real financial outlays on health occurring in different 

countries may not be fully reflected in the figures available； for instance, available 

statistics may show two countries as spending roughly similar amounts of public money on 

h e a l t h , yet in these two countries there may be very different rates of private expenditure 

on health, which may be hidden by the absence of data on private expenditure. 

18, This is by no means an exhaustive listing of the types of difficulties encountered, 

but it should suffice to give an indication of the problems. Throughout the present report 

costs are expressed in "constant" US dollars, i.e., dollars assumed to retain their 1980 

value. 

19. In addition to these difficulties it should be borne in mind that, although the inter-

nationally accepted system of national accounts (SNA) provides at least a basic frame for 

reporting expenditure on health care in common terms, comparatively few countries are in a 

position to provide anything like the full range of SNA tables today (and this applies 

especially to developing countries). There should therefore be few illusions about the 

prospects of obtaining adequate and comparable results overnight through a revision of the 

SNA to serve the interests of health, quite apart from an understandable reluctance to accept 

any changes in the SNA on the part of those conducting national accounts now. 

20. When all the above reservations and limitations are taken into account, it is never-

theless possible to quote some figures on public expenditure on health. 

21. Statistics on public health expenditure in the various countries of the world are 

ultimately derived from national sources (statistical yearbooks, reports from ministries of 

health) and are usually compiled by the United Nations in various official publications (the 

United Nations Statistical Yearbook, the Yearbook of National Accounts Statistics, etc.) or by 

other internationally minded bodies. Statistics based on the latest figures available and on 

recognized United Nations classifications or groupings of countries agree in substance if not 

always in detail. The three groups of countries are： least developed countries； other 

developing countries； and developed countries. 

22. In 25 least developed countries for which recent figures are available, the average 

public health expenditure is US$ 2.6 per head per y e a r . The expenditure in these countries 

ranges from US$ 1 to US$ 12: however, 23 out of these 25 countries spend less than US$ 2 per 

head per year on health. 

23. In 85 other developing countries the average public health expenditure amounts to US$ 17 

per head per year. The range for these countries is from US$ 1 to US$ 94, but 65 out of the 

85 spend less than US$ 8 per head per year. 

24. In 28 developed countries the average is US$ 277 : the range for these countries is from 

US$ 48 to US$ 644. However, 26 out of the 28 spend less than US$ 252 per head per year. 

25. As material affluence in countries increases, as measured by the per capita gross 

domestic product (GDP) or gross national product ( G N P ) t h e absolute amount of money being 

spent annually per head on health increases； on the other h a n d , the relative amount of money-

being devoted to health tends to remain the same until the more affluent among the developing 

countries are reached. Thus a country with a per capita ШР of US$ 250 may spend US$ 3 per 

head on health, while a country with a per capita GNP of US$ 1000 may spend US$ 12. In 

each case the proportion of the GNP is the same - v i z , 1.2%. 

The GNP exceeds the GDP by a sum of money equivalent to the total net transfers to the 

country in question from outside in a specified period. Unfortunately, there is no general 

agreement as to which of these two measures should be u s e d , and official statistics may refer 

to one or the other. 
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26. In the three categories of countries referred to above, for public spending o n l y , 19 out 

of 25 least developed countries spend less than 1.57o of their GNP on health, while none of them 

spend more than 2.8% of their GNP on health ； 48 out of the other 85 developing countries spend 

less than 1.57o and 2 out of 85 more than 47
0
 of their GNP on health; while out of the 28 

developed countries, 17 spend more than 4% of their GNP on health. None of the developed 

countries spend less than 1.7% of their GNP on health. 

27. With regard to social security as a source of services or other benefits to contributors, 

the only worthwhile generalization is that very few developing countries have yet developed a 

comprehensive social security system with wide coverage： and in most of these countries social 

security outlays on health are very limited in comparison with government outlays and services, 

as already mentioned. The exceptions are mainly found in Central and Latin America. 

28. Data on private expenditure on health are very m e a g r e , incomplete and open to question. 

For example, data on expenditures on health care covered by voluntary health insurance or 

similar prepayment schemes and non-profit-making organizations usually do not show up in the 

SNA classification. A l s o , private household expenditure on health is usually only obtained 

by household expenditure studies or other special surveys. Private outlays on health are not 

always entirely of a monetary nature; thus payments in kind are frequently encountered 

(though not usually counted) in both developing and developed societies. 

29. However, what scattered data are available tend to suggest that, in countries in which 

the health system is essentially public in nature but is supplemented by private c a r e , private 

expenditure on health represents a greater proportion of total outlays in developing as 

compared with developed countries. This may be interpreted as a measure compensating for the 

low and inadequate public expenditure on health. 

III. THE COSTS OF THE STRATEGY WITH SPECIAL REFERENCE TO PRIMARY HEALTH CARE 

30. Strategies in pursuit of a level of health compatible with a socially and economically 

productive life, based on the PHC approach, represent a new and recent experience; thus it 

is no wonder that full forecasts of expenditure are not often encountered• Moreover, it 

must be recognized that putting PHC on the map and giving it its rightful place does not mean 

the end of non-primary health care. It does mean, however, that secondary and tertiary care 

will no longer be misused as a point of first contact - and this should reduce the present 

demand for such care; on the other hand, additional needs will be created by referral from 

PHC to secondary care. The net result is not predictable at this stage, though it is 

reasonable to expect (for non-primary care) a containment of expenditure or at least of 

increases in such expenditure. Therefore expenditure on PHC must be viewed, by and large, 

as additional to current expenditure on other health care, rather than as a substitute for it. 

31. Documented experience with PHC is still very recent and relates to very small-scale 

applications for the majority of the countries where it matters most - i.e., the countries 

with, hitherto, the greatest deficiencies in range and coverage of front-line services. Yet 

these are the countries in which PHC is expected to create the biggest impact before the 

year 2000. Thus in most cases it is not yet possible to draw conclusions on the basis of 

past expenditure on PHC: whatever accounts of expenditure on PHC exist are essentially 

provisional and open to major revision, as the scope and scale of PHC undergo progressive 

changes. Consequently, we are still forced to rely, to a considerable extent, on future 

cost estimates made by a variety of methods. 

32. Many of the difficulties besetting the measurement of health expenditure apply also to 

the estimation of the costs of PHC. However, there are some problems specific to the 

primary care context: and only a recognition of these problems can help explain the marked 

degrees of diversity and variation encountered. These include different interpretations of 

PHC and different scenarios for the introduction of PHC in countries: the majority of 

estimates are based on costs of the narrower components of health care - i.e., medical care, 

maternal and child health, immunizations, and part of disease control activities (notably 

those parts taken care of by integrated, as distinct from vertical, programmes). Some 
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estimates explicitly exclude the water and sanitation component; others include this 

component implicitly on the assumption that it involves at most only minor monetary costs 

over and above the value of local materials and labour provided free. The majority of the 

estimates - certainly the cheaper ones - take into account mainly village-level services, 

with a minimum of provision for construction; conversely, the more expensive estimates tend 

to stress a structural or construction component. 

3 3 . In addition, not only do the existing local health services differ from one country to 

another in extent, but also different degrees of expansion of these services are envisaged. 

It should be noted that extensions and improvements to the health care being provided within 

communities and the extra load on the health system associated with guidance, supervision, 

logistic support, and a greater number of referrals will lead to increased outlays. 

34. On the whole, then, there may well be a tendency to underestimate the costs of local 

health services, because certain components of PHC, e.g., education of the public for health 

and improved nutrition, have rarely been costed, and because some countries have made less 

provision than others for improving or upgrading the support needed for front-line care. 

35. Some of the earliest estimates of the costs of PHC go back to field research and pilot 

projects in the 1960s and 1970s. Other estimates are almost contemporary. Some of them 

are no more than indicative guesses that aim at some order of magnitude for total costs 

(e.g., for a given country, or for the world), and at some order of comparison with present-day 

estimates of expenditure on health as a whole. A number of approaches have been used in 

arriving at estimates and these tend to fall into a numb er of reasonably distinctive families. 

Before discussing them, it is worth considering what is the most useful scale for considering 

costs: rather than aggregating estimates into global figures whose astronomical magnitude 

makes them hard to grasp, it seems better to calculate costs on the basis of one "average 

beneficiary". This average per capita cost naturally takes into account the fact that certain 

forms of care are required for only a proportion of the coiranunity， and that not all communities 

need new water supplies, etc. 

3 6 . The following is a summary recapitulation of some of the estimates of PHC costs arrived 

at through different approaches. 

Various "top-down" guesstimates 

3 7 . A "guesstimate
1 1

 of US$ 20 per head per year was put forward as a first order of 

approximation to the costs of PHC at the United Nations Conference on the Least Developed 

Countries held in Paris in September 1981. In contrast to this "flat-rate" approach, it 

has been suggested that each country might be able to devote an extra 1% of its GNP to primary-

health care: this is equivalent to an additional per capita outlay of between US$ 3 and 

US$ 10 annually for most developing countries. The World Bank is currently revising its 

estimates of the cost of PHC. Earlier figures related mainly to the capital costs of 

construction and training for basic medical work (medical care, maternal and child health care, 

immunization)； if large-scale disease control was to be added, the total costs would be 

between six and seven times higher. These costs are of the order of US$ 2.5 per head per 

year, or US$ 16 per head per year including disease control. The United States Agency for 

International Development arrived at comparable costs for comparable PHC functions but 

excluding mass disease control. 

38. An interesting estimate recently presented at a joint WHO/UNICEF workshop suggested 

(for PHC, including water and sanitation at village level) foreign exchange costs of the 

order of US$ 5 per head per year and ultimately, in addition, 3% of the GNP devoted to PHC. 

The latter would be of the order of US$ 9-30 per head per year for most developing countries. 

Estimates derived from recent and current small-scale introduction of PHC in countries at 

different levels of development 

3 9 . Country experiences present a broad range. In one group, little more than basic 

personal health services at village level is offered; in some cases this amounts to 
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equipping a village pharmacy chest and providing some rudimentary training. Where this has 

been tried (in some African countries), the average cost was of the order of US$ 1.5 per head 

per year. In another group of country experiences, a wider range of personal health 

services is being offered in developing countries with a higher per capita income (in 

Latin America and East Asia)• In these the average per capita cost ranges from US§ 4 to 

US$ 20 or more per year. 

Estimates derived from probable costs of individual PHC components 

4 0 . Water and sanitation. Estimates are for construction/installation only, no guesses 

having been hazarded at this stage on operation and maintenance costs. They represent the 

official International Drinking Water Supply and Sanitation Decade estimates, as jointly 

sponsored by the United Nations system. The current estimates are based on World Bank 

calculations, in separate urban and rural settings. These would correspond to an investment 

cost of about US$ 46 per head for water and of about US$ 49 per head for sanitation for each 

new rural beneficiary. 

4 1 . Immunization. Costs are calculated in a standard manner and relate to children fully 

immunized. They apply only to that part of the population that is covered annually (the 

annual cohort of infants in the right age range). Currently, costs per fully immunized child 

usually exceed the stated average cost (US$ 3), but these costs are expected to come down as 

programme effectiveness improves. The contribution of the immunization programme to the 

total costs for each citizen is of the order of US$ 0.12 per year. 

4 2 . Malaria control. If only the costs of chemoprophylaxis are included as suitable for 

PHC, the costs for each person protected are of the order of US$ 0.06 per year. Costs of 

protection by residual insecticide spraying would range from US$ 0.75 to US$ 5.00 per head per 

year according to insecticide used and frequency of application, 

4 3 . "Staff costs". For PHC these are estimated on the basis of one to two village workers 

receiving cash remuneration, with a matching additional allowance for support costs for staff 

from peripheral health services. This would correspond to a cost of US$ 5 per head per 

year, though this item may vary a good deal from one developing country to another. 

4 4 . Basic drugs. Estimates based partly on very scanty field data and partly on likely 

usage rates for a limited number of life-saving drugs in common use would correspond to a 

cost of US$ 5 per head per year, 

4 5 . Construction and training costs. Estimates encountered display a wide range according 

to location, construction norms and styles, etc. Figures are in need of revision as more 

estimates come to hand. At present these correspond to an investment cost of US$ 15 per 

head per year.
 ( 

Estimates presented as part of requests for external help 

4 6 . In most of these estimates, the programme concerned covers essentially the preventive 

and curative spectrum of PHC in the health sector proper (i.e., it excludes water supply, 

sanitation, nutrition and other intersectoral endeavours). There is general agreement on 

the order of magnitude of investment costs, namely US$ 10 to US$ 24 per head. If these 

costs are spread, for any one community, over say 10 years, the annual investment cost may be 

as low as US$ 1.0 to US$ 2.4 per head. However, estimates of additional recurrent costs have 

shown greater variation, ranging from US$ 0.08 to US$ 2.8 annually per head. Also of 

interest is the divergence between the estimates for PHC in one West African country based on 

rudimentary village services (costing about US$ 1-2 per head per year - see above) and 

figures for the same country based on a more comprehensive extension of the health services 

network (US$ 24 per head for investment costs alone). 

4 7 . In conclusion, the best informed guess at this stage is that the additional costs of 

PHC in the poorest countries might be of the order of US$ 10 per head per year (recurrent 

costs only). Capital costs are more variable and considerable; if either investments are 
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m a d e over the period remaining until the year 2000, or if their average annual costs are 

spread over the same period, these costs might be of the order of US$ 5 per heád per year. 

In richer developing countries these costs would be correspondingly higher, mainly because the 

components involving paid labour would be more expensive - e.g., remuneration for health 

workers, for construction work, etc. In developed countries, and indeed anywhere once 

expectations have been raised, progressively higher costs might, in addition, be anticipated 

owing to higher levels of demand for care and hence to greater use of consumables such as 

d r u g s . 

4 8 . There are a number of WHO activities either in progress or envisaged under the Seventh 

General Programme of Work covering a specific period (1984-1989 inclusive) which are expected 

to lead to better estimates of both health expenditure in general and costs of primary health 

care. In particular, the programme dealing with the assessment of health situations arid 

trends will help countries, among other things, to analyse better the use of their own 

resources. This will lead to more complete monitoring of financial resources and their use. 

In addition, studies in the costing and financing of health care will continue; these too 

are designed to improve national capabilities for measuring costs and making the best use of 

the various sources of finance actually or potentially available. 

4 9 . However, in the final analysis it will only be possible to assemble better global 

information to the extent that countries are able to provide more specific information on the 

costs of their health system in general and of their primary health caxe in particular. 

This should be done in conformity with an agreed international framework which delineates the 

composition of the systems and services concerned. It will be a major task for WHO to 

arrive at a framework that is acceptable and feasible for use by its Member States. 

IV. INTERNATIONAL TRANSFERS AND THE "RESOURCE GAP" 

50. The tentative figures arrived at above suggest that in many of the poorer developing 

countries public spending on health services is of the order of US$ 2 to US$ 3 per head per 

year, while additional requirements for PHC may be of the order of US$ 10 per head per year 

for recurrent expenses on extensions of health and medical services, exclusive of operation 

and maintenance costs for water supplies and waste disposal, and of the other intersectoral 

aspects of PHC. In addition, relatively expensive capital investment (mainly on water and 

waste disposal, to a lesser extent on health facilities, and to a smaller extent again on 

training of health workers) may be of the order of US$ 5 per head per year if spread out over 

20 y e a r s . 

5 1 . If these estimates are assumed to be reasonably valid, there is strong presumptive 

evidence of a large gap between what is available now (US$ 2-3 per head) and what seems 

necessary to fulfil the aspirations of all countries in the world in line with the 

resolutions on health for all. This applies especially to the poorer developing countries 、 

where the needs are greatest (US$ 10 + 5 = US$ 15). Here the gap is of the order of 

US$ 15 - US$ 2 to 3, or US$ 12 to US$ 13 - say US$ 12.50 per head per year - for the poorer 

developing countries, even assuming that all the present expenditure is significant for PHC. 

This gap is probably greater in countries where wages and salaries rise faster than public 

health expenditures. If the population of the developing countries is now of the order of 

3300 million people, and will be of the order of 5000 million by the year 2000, an exceedingly 

large sum may be produced by multiplying the population of these countries at any time by 

even the minimum per capita "gap". 

52. It is instructive to look at the apparent resources gap in the light of the difference 

between what countries may be able to do for themselves and the present-day level of international 

transfers in the domain of health. Various measures are available to countries whose 

initial planning has led to the recognition of a resource gap: these include re-ordering of 

the relative importance of programmes, thus liberating more resources for the priorities; a 

more productive utilization of resources available; substitution of technologies or resources 

to achieve lower costs; a lengthening of the period allowed for the fulfilment of targets; 

a scaling down of objectives; and borrowing or securing resources from outside. 
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53. The attainment of the goal of health for all by the year 2000 is clearly not only a 

matter for each country working separately, but also a matter for all countries working 

together; hence the need to look at the role and possibilities of external help in this 

endeavour. 

54. In 1979, the most recent year for which reasonably complete figures are available, the 

total known transfer of resources to developing countries and territories from all sources 

was calculated by the Organization for Economic Co-operation and Development (OECD) to 

amount to US$ 77 800 million. This did not include transfers of the Council for Mutual 

Economic Assistance (CMEA) countries. Of that sum about US$ 33 400 million was committed as 

official development assistance.^ Transfers of resources in the field of health are riot 

always directly identifiable as such, especially if a broad view of health is taken, in the 

Alma-Ata sense. However, the best estimate available for 1979 is that approximately 

US$ 3500 million was transferred for health in that year; this includes approximately 

US$ 2000 million devoted to urban and rural water supplies and sanitation. In proportional 

terms, US$ 3500 million corresponds to 10.7% of all official development assistance and 

4.6% of all resources transferred to the developing world. 

5 5 . It may well be that these figures for transfers in the field of health are an under-

estimate: figures for development cooperation from certain parts of the world are very hard 

to get; moreover, it is very hard to disentangle direct or indirect health components from, 

for example, general rural development schemes. Further, data by sector are only available 

from a few major groups of development partners; contributions from nongovernmental 

organizations and voluntary organizations are mostly riot registered, though they are probably 

substantial in aggregate. Also it may well be that a certain proportion of transfers other 

than official development assistance, such as import credits, cover the purchase of items 

such as drugs and medical equipment from hard currency sources, but the extent to which this 

happens remains a matter for conjecture only. 

56. When the first discussions took place on the extent to which countries could themselves 

take care of the resource aspects of health for all/PHC programmes, the prevailing view 

expressed was that anything up to 80% of the cost of PHC activities would be borne by the 

developing countries themselves, much of this outside the usual governmental channels; 

rather, these costs would be borne through community support in various forms (local materials, 

labour, cash). According to later conclusions, based on the experience of development 

agencies, up to 50% of development costs, in the least developed countries at any rate, might 

have to be borne by external sources. One recent estimate suggested that 50% of overall 

PHC costs might have to be met by external sources in these countries, and about 15% in other 

developing countries. Some of the proposals for external cooperation reaching WHO request 

up to 70% or more of development costs, and often a sizeable proportion of recurrent costs as 

well, in external assistance, which may amount to about 60% of total costs. From the above 

it should be clear that the proportion of additional costs that can be borne by countries at' 

different stages of development is not known. 

57. It is now possible to put together these various estimates: 

(a) The average annual resource gap is of the order of US$ 50 000 million (US$ 12.5 per 

head times the average population of the developing countries between now and the year 

2000). 

(b) If 80% of this sum can be found by the developing countries themselves, the 

residual deficit is of the order of US$ 10 000 million annually, i.e., approximately 

three times the present level of international transfers. 

Official development assistance consists of grants or loans provided by the official 

sector - both national and international - which have promotion of economic development and 

welfare as the main objectives arid are characterized by concessional financial terms 

(i.e., even loans should contain at least a 25% grant element). 
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(c) If 507o of this sum can be found by the developing countries themselves, the short-

fall is US$ 25 000 million, or approximately seven times the present level of 

international transfers. 

(d) If 6 0 7 o of this sum is to come from external cooperation, this corresponds to 

US$ 30 000 million annually, or more than eight times the present level of international 

transfers. 

(e) If replanning leads to a gap which is half the currently postulated size, the 

corresponding figures are 1.5, 3.5 and over 4 times the present level of international 

transfers. 

5 8 . There is some evidence that there may be opportunities for some qualitative improvement 

in the way external financial assistance and technical cooperation can be brought to bear on 

the problems of the developing countries, and in the interests of PHC in particular. 

5 9 . In accordance with resolution WHA34.37,
1

 the Director-General is pursuing his efforts to 

help rationalize the use of resources (especially financial resources) and to mobilize 

additional resources in support of developing countries' strategies for health for all. 

Noteworthy in this regard are the endeavours of the Health Resources Group for Primary Health 

Care (HRG), convened by him to bring together representatives from the developing countries 

and from the major bilateral and multilateral agencies which are in a position to help 

efforts to implement these strategies.2 

6 0 . The Health Resources Group has the potential to become a useful forum to rationalize 

cooperation for better health in the context of overall development cooperation, and to 

achieve larger transfers to countries with well-defined strategies and plans of action for 

health for all. Initially at least, HRG is a forum for presentation of the most advanced 

and best documented action plans for PHC, containing well-costed components for those 

interested, i.e., actual or potential partners in health development. Following such 

presentations, it is expected that groups of such partners will give firm indications of 

better use of transferred resources, and of likely new support or increases over their present 

level of support. Hence it is expected that HRG may lead to more rational, broader and 

m o r e intensive patterns of cooperation for health than in the past. 

V . FURTHER REPORTING 

61. In conformity with the draft plan of action for implementing the Global Strategy for 

health for all (see document EB69/5), the Director-General will submit periodic reports to 

the Board on the above issues and will report annually on efforts to promote the rationalization 

of the international flow of resources for the Global Strategy and to increase this flow if 

necessary. 

Document WHA34/l98l/REc/l, p. 36. 

2 
A report on the meeting of HRG held on 6-8 December 1981 is being submitted as an 

addendum to the present report (see document ЕВ69/7 Add.l). 
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INDEXED 

W O R L D HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

EXECUTIVE BOARD 

Sixty-ninth Session 

Provisional agenda item 7.3 

HEALTH RESOURCES GROUP FOR PRIMARY HEALTH CARE 

Note by the Director-General 

1. At its sixty-seventh and sixty-eighth sessions, in January and May 1981, the Executive 

Board was informed^- of developments concerning the establishment of a Health Resources Group 

for Primary Health Care (HRG). The Board's discussions are reflected in the relevant 

summary r e c o r d s T h e Board decided to request the Director-General to move ahead in a 

pragmatic, cautious and flexible manner in establishing the Group and entrusted him with 

convening it. 

2. The Thirty-fourth World Health Assembly in May 1981 adopted resolution WHA34.37 on 

"Resources for strategies for health for all by the year 2 0 0 0 " ,3 i
n
 which it requested the 

Director-General, inter alia， to take appropriate measures for identifying external resource 

requirements in support of well-defined strategies for health for all, for matching available 

resources to such needs, for rationalizing the use of such resources, and for mobilizing 

additional resources if necessary. The Health Assembly noted with satisfaction the decision^ 

taken by the Board with regard to the establishment of a Health Resources Group. 

3 . The Director-General accordingly convened a meeting of the Group in Geneva from 

6 to 8 December 1981. He emphasized the constitutional role of WHO as the coordinating 

authority in international health matters. With respect to the international flow of 

resources for health, this role was, in particular, to facilitate the provision of further 

opportunities for all those interested in supporting health development to work together, 

riot only with individual developing countries but also among themselves. 

4 . The meeting was distinguished by a wide spectrum of participants attending as 

representatives of the partners in the movement for health for all: countries with defined 

strategies and plans of action, developing countries selected by their respective regional 

committees, countries and agencies in a position to transfer resources, i.e. bilateral agencies, 

development banks, multilateral organizations, funds, foundations and nongovernmental 

organizations. The meeting was chaired by Dr Stuart Kingma, Director, Christian Medical 

Commission. 

5 . The meeting consisted of two main elements: 

(1) a review of the modus operandi for achieving the main aims of the Group, proposed by 

the Director-General along the lines of advice provided by a steering committee 

representing a cross-section of the Group• These aims were: 

1

 Documents EB67/WP/3 and EB68/7. 

See document EB67/l98l/REc/2, p p. 59-62 and 272-283 ; and document EB68/l98l/REc/l, 

p p . 58-65. 

Document WHA34/1981/rEC/i, p . 36. 
4

 Document EB67/I981/REC/I, p . 27， decision EB67(5). 

n ¿ Q 

H 

g?、 

J
A
¿
/
 

3
y
û
j
 

f

 ,-s.,x4
 



EB69/7 Add.l 

page 2 

- t o promote the rationalization of the use of all available resources for primary 

health care activities in developing countries, with the aim of achieving health 

for all by the year 2000, in accordance with the priorities recognized by WHO 

Member States and incorporated in resolutions of the Health Assembly and the 

United Nations General Assembly; and 

- t o stimulate the mobilization of resources, including those of developing 

countries themselves and of external partners, to achieve the world community's 

social goal of health for all by the year 2000, using primary health care as the 

main method, and to facilitate appropriate utilization of these resources by-

interested organizations and developing countries, according to source， topic or 

other relevant criteria. 

(2) the presentation and discussion of country resource utilization reviews prepared 

jointly by ministries of health and ministries of planning in five countries,1 and 

discussion on the expected outcome - country primary health care resource groups, to be 

convened by the five governments concerned. These groups would consist of representa-

tives both of the host government and of interested external partners. 

6 . During the meeting it was stressed that the Group is not a pledging group, a fund-raising 

mechanism, or a vehicle for attracting extrabudgetary funds for WHO's own programmes. It is 

rather a means of facilitating a more rational international transfer of resources for health 

and a vehicle for cooperation between those interested in supporting health in developing 

countries and the developing countries themselves, so that ways can be found of improving the 

use of international resources for health and of channelling them into national strategies for 

health for all based on primary health care• 

7. The meeting was marked by an innovative and pragmatic approach, involving a frank exchange 

of views with the aim of coordinating inputs for health development at the country level. 

One particular innovation was the joint presentation of national health strategies by 

ministries of health and ministries of planning. 

8. All participants from the developing countries welcomed the idea of such country 

discussions or meetings of country primary health care resource groups. The Group stressed 

that such sectoral meetings should also form a constructive part of any reviews of a country's 

overall development needs. Some participants from developed countries, in explaining their 

country's or agency's policy, foresaw difficulties in adopting such a concerted approach, and 

considered that they would have to continue to follow bilateral dialogue with individual 

countries. It was stressed that any such approach would not alter national prerogatives or 

replace existing bilateral or multilateral relationships. All partners would remain 

completely sovereign and external partners would retain their visibility. They could only 

stand to gain by knowing what the government and others were doing to implement the country 

health strategies, and by cooperating with each other could assure the most efficient and 

effective use of all available resources. 

9. It was proposed that a country primary health care resources group should constitute a 

continuous relationship that might influence attitudes in a constructive manner, so that 

external partners can apply, with confidence, criteria for fostering valid strategies through 

selective support, and countries can adopt more realistic primary health care programmes 

within their economic and political capabilities. It should not be a one-time effort, and 

should continue in any given country until external resources were no longer required, and as 

long as its evaluation of the use of joint resources was proving useful. 

10. The presentation of the five country statements led to fruitful discussions, ranging 

from primarily technical aspects of the progranime to the resource, and especially financial, 

aspects, and included far-reaching considerations of broader socioeconomic arid developmental 

policy. It was recognized that all proposals warranted more detailed discussion and analysis 

1 Benin, Ecuador, Gambia, Sri Lanka, and Sudan. 
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within countries by the interested parties, although some proposals had been more fully 

developed than others. Either before or during such discussions, which the government 

concerned would convene, certain modifications in the proposals would be necessary. 

11. In each case, a number of participants indicated their organization's readiness to join 

such country discussions, and the way was left open for any other potential partners to take 

p a r t . Tentative arrangements were initiated for follow-up meetings at the invitation of the 

host government. 

12. As for the future, it was agreed that, when strategies had been sufficiently developed 

by governments, they could usefully convene country primary health care resource groups to 

consider the strategy for primary health care and the related proposals for external support. 

This should lead to more effective and coordinated action by permitting each beneficiary and 

its partners in health development to join forces for a common purpose, but retaining at the 

same time their sovereignty, individuality and visibility. WHO's role in this country-

focused process is to facilitate such mutually supportive bilateralism. 

13. In this process, the future role of the regional committees was seen in the light of 

resolution WHA34.37, operative paragraph 6, which invites the regional committees to review 

regularly the needs of Member States in the region for external resources in support of well-

defined strategies for health for all, and report thereon to the Executive Board. This 

information would facilitate the tasks of the Regional Directors and the Director-General in 

supporting countries and in taking the necessary action at the regional and global levels. 

14. It was foreseen that the role of the Health Resources Group would evolve in response to 

these developments, and particularly in relation to the country primary health care resource 

groups. It could also constitute a useful forum for the discussion of new and promising 

ideas. It would facilitate the monitoring and evaluation at the global level of specific 

efforts to rationalize the international transfer of resources for health. For the 

resultant information would help the Director-General in consulting the Group and in submitting 

his reports to the Executive Board on the international flow of resources in support of the 

Strategy for Health for All, in accordance with the Board's draft plan of action^- for the 

implementation of the Strategy. 

Document EB69/5. 


