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1. INTRODUCTION 

1.1 The Working Group on Health Se~ices Research (HSR) held its first 
meeting in Manila from 14 to 18 August 1978. 

1.2 The following were designated officers for the meeting: 

Chairman 
Vice Chairman -
Rapporteur 

Dr G.C. Salmond 
Dr J .1. Park 
Hr P. T. Pflaum 

The list of members is attached a8 Annex 1. 

1.3 The provisional agenda was accepted as revised WPR/WG/HSR/78.1 
Rev. 1. - Annex 2. 

2. BACXGROUND 

2.1 At its twenty-sixth session, the Regional Committee for the 
Western Pacific Region resolved that a committee be established to 
advise the Regional Director on all matters pertaining to the development 
of research activities in the Region. At its first meeting in July 1976, 
the Western Pacific Advisory ~ttee on Medical Research identified 
three priority areas for development, one of which was health services 
research, and recoaaen~.d that a task force be established to guide its 
activities in this area. 

2.2 The Task Force on Bealth Services Research has met and reported on 
three occasions. These reports are attached: 

WPR/WG/HSR/78.5 

WPR/WC/HSR/78.6 

WPR/WG/HSR/78.7 

Annex 3 

Annex 4 

Annex 5 

2.3 One of the main recommendations made at the second meeting of the 
Task Porce was that a regional workshop be held on health services research. 
The third meeting was taken up largely with arrangements for this workshop. 
Subsequently, it was decided, in lieu of the workshop, to establish a 
Working Group on HSR. 

3. THE WORJaNG GROUP 

3.1 The general objectives and programme for the Working Group are 
outlined in the draft programme WPR/WG/HSR/78.2 (Annex 6) but in summary 
were: 

(1) to review the work of the Task Force on HSRj 

(2) to review and report on HSR activities in the Region; 

(3) to consider the role USR might play in the improvement of 
health services; 
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(4) to identify priorities for RSR for countries and the Region; 

(5) to consider an organizational framework together with 
strategies and tactics for the promotion of HSR; 

(6) to review research methods; 

(7) to review and report on research capability by country and 
• .'i thin the Region; 

(8) to formulate research proposals and programmes in priority 
areas; 

(9) to advise WHO on the creation of a programme for HSR for the 
Region. 

3.2 The work was organized around a number of themes. Each theme was 
introduced with two or three short presentations followed by brief 
discussion in plenary session. This was followed by work in small groups. 

3.3 The themes were: 

(1) General orientation 

(2) Priorities 

(3 ) Organization, strategies and tactics 

(4) Methods 

(5) People 

(6) Planning research 

(7) Synthesis and report 

3.4 In the small groups, the Working Group members remained in country 
groupings namely: 

(1) Japan and the Republic of Korea. 

(2) Australia, Malaysia and Papua New Guinea, 

(3) Philippines and New Zealand. 

3.5 For each theae, the small groups were given a set of three to five 
questions to consider. While in no way constraining the group. this was 
meant to provide a framework for discussion and reporting back. The 
participants reported favourably on this method for facilitating their 
work. Reporting back was verbal to a plenary session and in writing to 
the rapporteur. A period of discussion followed the presentation of 
group reports. 

3.6 The Working Group method is described here in some detail in order 
to provide guidance for planning national workshops on HSR. • 
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4. IIVIIW or IESEARCH 

4.1 Prior to the meeting, each country was asked to prepare a synopsis 
of HSR activities. These were spoken to and in some instances 
supplemented during the meeting. 

4.2 The country reports (WPR/WG/HSR/78.4.1 to WPR/WG/HSR/78.4.6 
inclusive) are appended as Annex 7. 

5. DUIN! TION AND SCOPE OF HSR 

5.1 The Working Group accepted the definition of HSR as proposed in the 
first report of the Task Force, Annex 3, paragraph 4.1, as follows: 

"Health services research (HSR) is an integral part of health 
services development and can be defined as any group of 
activities which involve the generation of information or the 
application of knowledge on a scientific basis with a view to 
providing more effective, efficient and equitable health care 
for defined populations. Giving due regard to the social, 
epidemiological, economic, legal, operational theoretical and 
political dimensions, health services research aims to assist 
in the improved deSign and management (planning, implementation 
and evaluation) of health services." 

5.2 The Working Group recolni.es the need in all countries in the 
Region. developed and developing alike. to improve the delivery of health 
services in order to attain national health objective.. HSR could and 
should contribute substantially to this end. The Group wishes to assist 
governments to accelerate the development of national capabilities in 
this field. 

5.3 Effective HSR cannot be conducted in isolation from the provision. 
planning and management of health services. It must be closely related 
to the needs and concerns of the community and the politicians elected 
to represent these needs. 

5.4 Therefore, in the setting of priorities, conduct of the research, 
its practical application and the training of research manpower, asa 
should be fully integrated with the development and administration of 
health services. 

6. ORGAMZATIOlW. STRATEGIES AND TACTICS 

6.1 The keynote presentations on thia geaeral theme included: 

(I) the Nev Zealand ezperieace in creating an organizational 
focus for IISR (aee WPR/Wc/BSR/78.4.1 in Annex 6); 
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(2) plans for creating a global focus for HSR and a network of 
collaborating centres; 

(3) description of research projects and proposals from Malaysia. 
Philippines, Republic of Korea, Papua New Guinea and New Zealand (see 
papers in Annex 7). 

6.2 Ways and means of using HSR as a strategy to promote change in 
health services were explored in sub groups. Also debated were details 
of the organizational and administrative structures required to promote 
HSR in countries. 

6.3 It was recommended that: 

(l) all countries create a national focal group to promote HSR; 

(2) the focal group be widely 
adequately represent the views of the 
for the health sector; 

(3) the focal group should 

survey needs for HSR; 

establish priorities; 

represented of all interests and 
government and its priorities 

promote the development and maintenance of a 
HSR register; 

promote cooperation and coordination between all 
interested parties; 

promote research projects and research programme 
deve lopmen t ; 

promote education and training; 

work with WHO and other international bodies. 

6.4 It was appreciated that different countries would adopt different 
approaches towards the creation of a focal group for the promotion of 
HSR. Whatever the arrangement, the focal group's activities should be 
closely articulated with existing health planning procedures and 
mechanisms to promote and fund medical research. 

7. PRIORInES FOR HSR 

7.1 Work in sub groups on the theme of priorities was aimed at 
answering the following questions: 

(1) Is it necessary to establish national priorities for HSR? 

(2) If "yes". who should be involved in setting priorities? 

, . 

.' 
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(3) By what process should priorities be set? 

(4) What Ihould happen once priorities have been .Itablished? 

(5) Can priori tiel be set for the Region? 

7.2 rollowing discuslion, it was recommended that: 

(1) all countries set and regularly review their own priorities 
for BSR which should be in keeping with national socio-economic and 
national health plans; 

(2) priorities be broadly set by consensus possibly using the 
Delphi or limilar method; 

(3) there be wide consultation in the setting of prioritiesj and 

(4) priorities for the Region be derived from country prioritiel. 

7.3 In the ablence of individual country priorities for HSR, it is not 
pOlsible to set priorities for the Relion. However, it was alreed that 
the followinl be accepted as interim priorities to guide WHO in itl 
proar ... e development: 

Primary health care 

Particular emphasis to be placed on: 

(1) alternative strategies for the financing and delivery of 
primary health care; 

(2) manpower studies especially those involving general 
practitioners, nurses, village health workers and 
traditional healersj 

(3) strategies for the active involvement of the community 
in primary health carej and 

(4) cost effectiveness methods for delivering services to 
risk groups. 

Economic basis of health services 

Particular emphasis to be placed on: 

(1) broadly based descriptive studies of inputs and outputs 
aimed at producing reliable financial information at all 
levels within health services; 

(2) exploration, with full community participation, of 
financial mechanisms for the operation of local health 
services; 

(3) cost effectivenell studiel in the ule of health manpower; 
and 
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(4) cost containment strategies in areas such as hospital 
construction, use of pharmaceuticals and use of 
sophisticated medical technology. 

Technology assessment 

Particular emphasis to be placed on: 

(1) exploring ways and means of assessing and using traditional 
medicine in the delivery of health care; 

(2) technology appropriate at the primary health care level 
for the prevention and control of communicable diseases. 
and 

(3) evaluation of the use of high cost medical technology. 

8. lISR REGISTER 

8.1 At its first meeting, the Task Force on lISR recommended that a 
register be established in different projects or activities undertaken 
by the countries on the area of lISR in the Region. To this end countries 
were invited to provide information on lISR activities in a given format. 
These were consolidated, reviewed and reported on at the second Task 
Force meeting. Working Group participants were asked to review and 
update for the meeting that part of the register which is relevant to 
their countries. 

8.2 Following discussion, it was recommended that: 

(1) all countries be asked to develop and maintain their own 
lISR register; 

(2) the contents of each country's register should be determined 
locally but might include: 

a description of the structure and functions of the 
focal group established to promote lISR - organizational 
arrangements, research priorities, guidelines for 
research proposals, funding arrangements. etc; 

a carefully cross-indexed register of all projects 
completed or underway; and 

a list of resource people available to provide technical 
and other assistance. 

(3) WHO be asked to develop guidelines for the content and format 
of registers - guidelines for the cross-indexing of projects for easy 
reference by a variety of users would be very helpful; 

(4) registers be planned to be of use to health workers. 
administrators and planners. as well as to researchers; 
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(5) registers be regularly reviewed and updated; 

(6) country registers be consolidated for WHO relions and at 
global level; 

(7) an organizational locus and funds be provided to support 
this work; 

(8) until such time as orgafti&ati~al loci can be esta~li~h.~ 
a "liaison person" be identified In each country to whom c~nicat1ons 
concerning the register can be sent. 

8.3 ror the countries represented at the meeting, the following 
liaison persons were identified: 

Australia Hr P.T. Pflaum 

Japan Ministry of Health in the meantime 

B.epublic of KDrea Dr H.J. Park 

MB1aysia Dr Abdullah bin Abdul Rahman 

Philippines Ministry of Health in the meantime 

Papua Rew Guinea Dr P. Taukuro 

Mew Zealand Dr G.C. Salmond 

9. RESEARCH PB.OH>TION 

9.1 In the pas~ bodies responsible for supporting medical research have 
not been active in promoting research in priority areas. In most 
countries, research priorities have not been set or actively promoted. 
There is reason to believe that this passive stance is now changing and 
that some countries are beginning to adopt a more positive approach 
towards the promotion of both biomedical and health services research. 

9.2 After sub group work and plennary discussion, it was recommended 
that: 

(1) each country establish a programme for the promotion of 
BBl.; 

(2) once se~ research priorities be widely publicized; 

(3) active efforts be made to interest researchers with the 
required skills and experience to work in priority areas; 

(4) seeding funds be readily available to initiate research 
in priority areas; 

(5) seeding funds be of modest amount and available for short 
periods - 12 to 18 months; 

(6) guidelines be provided for those making research proposals; 
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(7) only research which is soundly based should receive major 
funding: 

(8) efforts be made to get health workers. administrators and 
researchers with common interests together to plan and do research: 

(9) meetings - seminars. workshops and the like be arranged 
to enable those involved or interested in HSR to discuss their 
activities; and 

(10) thought be given to the award of prizes for excellence in 
HSR. 

10. EDUCATION AND TRAINING 

10.1 The greatest obstacle to the development of HSR is a shortage of 
trained and experienced researchers. Associated with this there are in 
most countries few politicians, administrators or health workers who are 
interested in and can understand and use the products of HSR. It is 
therefore essential that any education and training programme for the 
promotion of HSR have wide terms of reference. 

10.2 After sub group work and discussion, it was recommended that: 

(1) each country develop a programme for the general education 
of politicians. administrators and all health workers in the basic 
philosophy, techniques and contribution of HSR; 

(2) programmes be established to recruit and train health service 
researchers in all the relevant disciplines; 

(3) training in the technical aspects of I~R be complemented and 
supplemented by apprenticeship training under experienced supervision: 
and 

(4) fellowship awards, study grants and the like be awarded for 
within country and between country study. 

11. RESEARCH METHODS 

11.1 Keynote contributions to the session on research methods are 
attached as Annex B. These include examples of the use of existing 
information (WPR/WG/HSR/7B.ll and WPR/WG/HSR/78.l.l) or the use of 
survey methods (WPR/WG/BSR/78.l2) or randomized controlled trials 
(WPR/WG/BSR/78.l3) on health indicators (WPR/WG/HSR/78.l7) and on 
operation research/systems analysis (WPR/WG/HSR/78.1B). 

11.2 In all countries. there is considerable scope for making better 
use of existing data. Much of the data currently gathered. processed 
and published in statistical reports are not used in decision-making. 
Often data are inaccurate, incomplete, inconsistent or otherwise 

.~ 
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unreliable. Health service researchers could assist by: 

reviewing and reVising existing collections; 

carrying out necessary analysis; and 

presenting the results of research to decision-makers 
in a form which is meaningful to them. 

11.3 Survey methods can be used to supplement and complement routine 
data collection. Simple small-scale surveys can be carried out by 
relatively untrained staff but major survey research requires skilled 
staff and is expensive. At this early stage in the development of HSR 
most countries should probably concentrate on making the best use of 
exi.tin, data and on small-scale surveys using simple methods. 

11.4 In skilled hands, there is obviously a place for the use of more 
advanced research technique such as randomized controlled trials. 
statistically sophisticated operational research and the derivation of 
complex health and social indicators. However, at the present time, 
few countries in the Region have people skilled and experienced in the 
use of these research methods. 

12. RESEARCH PLANNING 

12.1 Rather than talk in general terms about the generation of research 
proposals and programmes, the members. in country sub groups, were 
invited to prepare a research proposal in one of two research fields, 
viz: 

the financial analysis approach; and 

the risk assessment approach. 

The hope was that this would initiate research which might 
subsequently be developed into fundable research proposals. 

12.2 The introductory keynote presentations (Annex 9) included a paper 
on guidelines for formulation of a research proposal (WPR/WG/HSl/IB/2.a). 
papers on the financing of health services (WPR/WG/HSR/78.lS and 78.15.1) 
and a paper on the risk approach OiPR/WC/HSR/78.16). extracted from 
"Risk Approach for Maternal and Child Care" WHO Offset Publication 110. 39. 
WHO/Geneva. 1978. 

12.3 Working Group members from Japan. the Republic of Korea. Papua Rew 
Guinea, the Philippines. Australia and New Zealand working in country 
sub groups produced individual proposals on finanCing health services. 
Working Croup members from Malaysia developed a proposal .sing the risk 
approach. These proposals are included as Annex 10. 

12.4 Within the Region, great interest exists in BSR which will 
contribute to the provision of more complete and reliable financial 
information at all levels within health services. A variety of studies 
are required ranging from "broad brush" descriptive studies. based mainly 



- 10 -

on the aggregation and organization of existing data, to more specialized 
in-depth studies on particular topics such as the cost of pharmaceuticals 
and the cost of services for the aged. 

12.5 In most if not all countries, the information available about the 
financing of health care is inadequate and thus the scope for HSR is 
con.lderab1e. A limiting factor in all countrle. i. the availability of 
professional economists with interests and experience in the health 
sector. Although this is a problem, many simple but useful studies could 
be done by administrators and health service researchers trained in other 
disCiplines if they were provided with supervision and support from 
professionals in health economics. In this regard WHO might help by 
providing technical advisers or consultants to work with country people 
in support of research aimed at developing country programmes in the 
financing of health services. 

12.6 It was therefore recommended that WHO give high priority to the 
provision of technical advisers and consultants in support of country 
programmes in the financing of health services. 

12.7 Whereas studies in the financing of health services can be 
relatively simple, the use of the risk approach as a managerial strategy 
to improve the coverage and quality of health services based on the 
measurement of individual and community risk is more complex. Although 
the example used was maternal and child health care, the approach could 
probably be studied in other areas such as care of the aged. Other 
possibilities should certainly be explored which might result in the 
method being refined and perhaps simplified. A further approach worth 
pursuing is the development of performance indicators for the assessment 
of health service delivery. 

13. WID PROGRAMME 

13.1 Within the countries in the Region, there are at present few people 
actively involved and/or interested in HSR. To some extent, those who 
are involved and interested have the characteristics of a minority group 
and as such need encouragement and support. It is here that WID has a 
vital role to play in strengthening the capability of countries to carry 
out research and in supporting specific research projects and programmes. 
Already, by initiating and supporting the Task Force on HSR, WHO has made 
a major contribution towards the development of HSR in the Region. 

13.2 It was recommended that: 

(1) 
for lISR; 

within the Western Pacific Region, WHO establish a programme 

(2) the elements in that programme parallel those for country 
programmes (see paragraph 6.3.); 

(3) the needs for HSR within the Region be kept under constant 
review; 
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(4) research priorities be regularly reviewed in the light of 
changing country priorities; 

(5) guidelines be established for the submission of research 
proposals; 

(6) a mechanism be created for assisting in the preparation of 
proposals and in the funding of research; 

(7) seeding funds be readily available to initiate research 
in priority areas; 

(8) WHO act as a research broker for the funding of major 
research; 

(9) as a matter of high priority, WHO develop a programme for 
strengthening the &SR capability of countries in the Region; 

(10) WHO staff and consultants be available to initiate and 
otherwise support research in priority areas; 

(11) a network of WHO collaborating centres for HSR be set up 
within the Region to provide focal points for country activities; 

(12) country workshops on HSR be actively promoted and supported; 

(13) the Region's HSR programme contribute in its turn to a 
global programme for &SR; 

(14) ways and means be found to promote the collection and 
diasemination of information on HSR within and between countries in the 
Region; and 

(IS) WHO prepare guidelines for the development of a HSR register, 
act as a clearing house for country registers and publish a consolidated 
register for the Region. 

14. SUMMARY OF RECOMMENDATIONS 

14.1 Organization, strategies and tactics - see paragraph 6.3 

14.2 Priori ties for HSR - see paragraph 7.2 and 7.3 

14.3 HSR register - see paragraph 8.2 

14.4 Research promotion - see paragraph 9.2 

14.5 Education and training - Bee paragraph 10.2 

14.6 Research planning - see paragraph 12.6 

14.7 A WHO programme - Bee par~aph 13.2 
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1. INTRODUCTION 

At its twenty-sixth session the Regional Committee for the 
Western Pacific Region resolved that a committee be established to 
advise the Regional Director on all matters pertaining to the 
development of research activities in the Region. At its first 
meeting in July 1976, the Regional Advisory Committee for Medical 
Research (RACMR) identified three priority areas for development 
and recommended that task forces be established to guide the 
committee in the areas of health services research, cardiovascular 
disease and parasitic and other communicable diseases. 

The first meeting of the task force for health services 
research was held at the WHO Regional Office in Manila from 
30 November to 6 December. 

In opening the meeting the WHO Regional Director, 
Dr Francisco J. Dy, emphasized the fact that the organization and 
delivery of health care pose problems everywhere. In the less 
developed countries the main problems involve extending the coverage 
of basic health services to deprived rural and urban slum populations, 
given limited national resources of men, money and materials. In more 
developed countries it is usually possible to identify popUlation 
groups which are underserved for ethnic, social or other reasons. 
An additional problem in many developed countries is the massive 
consumption of resources by expensive hospital systems at the 
expense of community-based health care. Research is urgently 
required into all aspects of the delivery of health care to ensure 
that resources devoted to health are effectively and efficiently used. 
With a view to promoting such research the task force was asked to 
consider the full spectrum of health services research in the Region. 

2. OBJECTIVES 

The task force met with the following objectives: 

2.1 to define the scope for health services research; 
2.2 to identify areas for health services research; 
2.3 to assign priorities to the identified areas; and 
2.4 to formulate specific proposals, including a tentative selection 
of countries, to carry out research in priority areas with tentative 
budget estimates. 
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3. ORGANIZATION Pu'lD ADMINISTRATION 

3.1 Election of officers 

At the first meeting the following were designated officers to the 
tasK force: 

Chairman Dr H.J. Park 

Vice-Chairman Dr N.1. Chandra-sekharan 

Rapporteur Dr G.C. Salmond 

The list of participants is attached as Annex 1. 

3.2 Work Elan 

After discussion the provisional agenda (WPR/RPD/Health Services/76.l), 
attached as Annex 2, was adopted without alteration. 

4. DEFINITION 

4.1 After careful consideration of a number of alternative definitions, 
outlined in document WPR/RPD!Health Services/76.2 and included as Annex 3, 
the task force agreed on the following definition: 

"Health services research (HSR) is an integral part of 
health services development and can be defined as any group 
of activities which involve the generation of information or 
the application of knowledge on a scientific basis with a view 
to providing more effective, efficient and equitable health 
care for defined populations. Giving due regard to the social, 
epidemiological, economic, legal, operational, theoretical and 
political dimensions, health services research aims to assist 
in the improved design and management (planning, implementation 
and evaluation) of health services." 

4.2 Difficulty was experienced in differentiating between health services 
research and health services development. Research and development are 
inextricably intertwined and often related to more fundamental social changes 
taking place in the populations being studied. It is therefore important 
that HSR be broadly defined and that its close association with community 
development be clearly understood. 

4.3 In some projects the research process is as important, if not more 
important, than the research results. A well-designed and executed project 
can be a powerful learning experience for all concerned. In the process of 
doing the research the way can be prepared for the implementation of any 
recommendations. 
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4.4 HSR is an essential prerequisite for the establishment of priorities 
and for policy-making at all levels in the delivery of health care. But, 
research cannot be efficient in its conduct nor effective in its results 
without the cooperation of administrators and the practical providers of 
care. It is also becoming increasingly apparent that the people, as the 
consumers or care, must become more involved in the research and in making 
the policy decisions which flow from the research. This is even more 
important now that people are being asked to play a much more active role 
in the preservation and promotion of their own health and the health of 
their community. 

4.5 The concept of a national programme of HSR to guide policy development 
is relatively new. In the past policy-makers have had to base their 
decisions on guess work about ill-defined or unknown factors. Value 
judgement pervades their work. The different demands of scholarship and 
policy-making must be understood if people trained in these divergent 
traditions are to collaborate productively. Conflict tends to arise when 
people fail to appreciate the essential difference between the roles of 
the administrator and the research worker. In this regard there must be 
much greater interchange and communication at all levels between ministries 
of health and research and teaching institutions and ways must be found to 
make the uneasy relationships between research workers, administrators, 
providers and consumers of care more fruitful. 

4.6 The prime responsibility for the promotion of HSR must rest with 
national health administrations. While WHO clearly has a mandate for 
initiating HSR programmes in the WHO regions most of the funding for 
research must be found at country level. It is also important that any 
WHO-sponsored research be relevant to the host country. The most effective 
role for WHO will be to promote interest in HSR, to catalyse and coordinate 
activities in the interests of assisting countries to develop their own 
research capabilities and to encourage international cooperation and 
coordination in the field. 

5. SCOPE 

5.1 The scope of HSR is almost limitless. Each country in developing its 
programme for research should relate this to its own priority areas for 
health services development. These will vary in different countries 
depending upon the level of socioeconomic development, the prevailing 
health problems and the resources available for health care. At a 
global level, WHO in its medium-range planning has identified three 
priority areas for the development of its programme: basic health 
services, communicable disease control and health manpower development. 
In devising their own programmes for HSR countries might take cognizance 
of these priorities. 

5.2 The question of priorities for research will be dealt with later. 
The intension here is to describe in general terms the scope for HSR with 
a view to indicating to countries areas in which research might be initiated. 
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5.3 In preparing the following account of the scope of HSR the task force 
drew heavily on the document WPR/RPD/Health Services/76.2 which is included 
as Annex 3. 

5.4 Scope for HSR can be conveniently described under seven headings: 

Operation 
Technology 
Hanpower 
Management 
Cost and financing 
Policy development 
Hethulis 

The ordering of these areas is unimportant. In selecting areas for 
research due regard must be given to matters of research methodology. 

5.5 Operation 

Before priorities can be assessed, which is a prerequisite for planning, 
it is essential to have basic information about existing health problems 
and health services. Once basic information is available alternative 
approaches to the delivery of technically effective, efficient and compre
hensive health care can be explored. It is of course important to have 
complete coverage of both the public and private sectors of the health 
industry. 

HSR in the operations area may take a number of forms: 

5.5.1 Epidemiological research to assist in directing service operations 
towards dominant health problems and vulnerable groups. 

5.5.2 Sociological research to examine aspects of behaviour in health care 
utilization. 

5.5.3 Technological research to identify the most appropriate health 
technology to solve specific health problems. 

5.5.4 Operations research to identify effective and efficient solutions to 
problems identified by the above research. 

It is important that any programme of research into the operational 
aspects of health care take the widest possible perspective on factors which 
influence health and the use of health services. In many instances, actions 
taken outside the organized health services have a greater influence on the 
health of populations than do the traditional health services. 

Wnere information is required for ongoing decision-making, data prov~s~on 
should be built into an ongoing health information system. Such systems should 
be kept as simple and small as possible in the interests of obtaining timely 
and accurate information. 

5.6 Technology 

Studies are needed to develop effective and efficient ways of using 
existing health technology to solve local health problems. Comparative 
studies of modern and traditional health technologies are required in some 
areas. 

.' 
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5.7 Manpower 

Studies are required to: 

5.7.1 establish the ongoing information system required for health manpower 
planning: 

5.7.2 determine the most effective and efficient ways of recruiting, 
training and retaining health workers; 

5.7.3 explore more efficient ways of uSing health manpower; 

5.7.4 shed light on the relationship between the production, distribution 
and utilization of health manpower. 

5.8 Management 

Studies are required to: 

5.8.1 facilitate the establishment of organizational structures within which 
effective and efficient health care can be provided; 

5.8.2 explore ways and means of equitably distributing care to socially 
diverse populations; 

5.8.3 encourage the participation of health workers and the people in the 
management of health services and the day-to-day delivery of care; 

5.8.4 promote the development of staff for careers in health service 
managemen t. 

5.9 Cost and financing 

Studies are required to: 

5.9.1 determine the costs of providing health care; 

5.9.2 explore the cost-benefit and cost-effectiveness aspects of alternative 
methods of providing care; 

5.9.3 develop appropriate mechanisms for guiding and controlling the flow 
of finance for health carej 

5.9.4 examine alternative methods for paying health workers. 

5.10 Policy development 

Studies are required to: 

5.10.1 explore the ways and means whereby health care policy decisions are 
made; 

5.10.2 encourage the greater use of the results of HSR in policy making; 

5.10.3 develop ways of improving the process of policy making in the field 
of health care; 
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5.10.4 train people as policy makers. 

5.11 Research methodology 

In initiating a programme of research the available research methods 
must be taken into account. Studies to further develop existing methods 
include those designed to -

5.11.1 simplify existing methods; 

5.11.2 develop new methods; 

5.11.3 develop methodologies for use by relatively untrained workers; 

5.11.4 simplify and improve the relevance of data gathering procedures. 

5.12 Once countries have developed a programme for HSR each is likely to 
contain projects in most of the above areas. The nature and number of 
those projects is however likely to vary depending upon the local health 
problems and the resources available for research. 

6. HEALTH SERVICES RESEARCH IN THE 
WESTERN PACIFIC REGION 

6.1 WHO-sponsored research 

A paper was presented on WHO-sponsored research in the Region 
(WPR/RPD/Health Services/76.3). This is included as Annex 4. Studies in 
the delivery of health services in Malaysia, the Philippines and the 
Republic of Korea were described. Application of the results of projects 
carried out in Malaysia and the Philippines have resulted in a restruc
turing of the health care delivery system in each country. The study in 
the Republic of Korea has only recently commenced. 

A number of studies relating to the tuberculosis programme in Japan 
are being undertaken. 

Studies undertaken to date have revealed shortcomings in existing 
information systems and these are being revised in Malaysia and the 
Philippines. 

6.2 An account was given of developments in the field of HSR in New 
Zealand (Annex 5). 

New Zealand has had ongoing HSR activities for some fifteen years but 
it is only recently that efforts have been made to integrate these activities 
into an integrated and coordinated programme. Central to this effort are the 
activities of the Department of Health's Management Services and Research 
Unit which, as well as having an integrating and coordinating function, has 
its own research programme covering a wide range of activities. Present 
efforts are aimed at promoting wide interest in HSR as an aid to 
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policy making and management and steps are being taken to involve the 
universities, professional bodies like the Medical Council, the Medical 
Research Council, public and private providers of care and other 
departments of state in these activities. Progress to date is encouraging 
and the environment generally is becoming more receptive to the underlying 
aims and aspirations of HSR. The biggest limitation at present is lack of 
trained and experienced researchers. 

6.3 HSR in Malaysia was described (Annex 6). In Malaysia the Government 
is responsible for the provision of health care. At the peripheral level 
health centres serve populations of about 20 000, and midwife clinics 
populations of 4000. Developments in health services are limited by 
manpower constraints. The Ministry of Health is interested in promoting 
HSR. In this area there is felt to be considerable scope for joint 
activities between the Ministry and the universities. 

6.4 An account of a rural development programme in the Philippines was 
presented (Annex 7). The International Institute of Rural Reconstruction 
(IIRR) being a private organization has the advantage of considerable 
flexibility of action but has difficulty in influencing the development of 
government-sponsored programmes. The activities of the IIRR are directed 
towards integrated rural development at the grassroots level. At all 
stages the people are intimately involved in the research. They chose the 
areas in which work is to be done. The research advisers provide the 
research methods and general support. A wide variety of projects are 
underway and the programme is expanding. 

6.5 Developments in HSR in the Republic of Korea were described (Annex 8), 
involving the work of a number of agencies. A USAID grant was being used 
for research to support the national health plan recently prepared for the 
fourth five-year national development plan and a wide variety of projects 
were underway. The Ministry of Education provides some support for university~ 
based research. The programme of work for the recently established Korea 
Health Development Institute (KHDI) was described. KHDI plans to carry 
out research and to develop demonstration health projects in the rural 
part of the country and thus serves as both a research and development 
agency. 

6.6 It was appreciated that only very incomplete information was available 
on HSR activities in the Region. As a first order of priority the task force 
decided that efforts should be made to gather information from all the 
countries concerning HSR projects completed or underway, any programme for 
further research and country aims, aspirations and priorities in this area. 

7. PRIORITIES FOR RESEARCH 

7.1 It was felt that regional priorities for research could not be established 
with any degree of confidence until information was forthcoming from the 
countries themselves. Further it was felt that at this stage it would be 
premature to attempt to identify country specific or programme specific 
projects for immediate development by WHO. There was however general 
agreement that apart from general promotional activities WHO should 
concentrate on specific programme support at the primary level of health care. 
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7.2 The following were accepted as general principles for the assessment 
of priorities for research: 

7.2.1 Each country should establish its own priorities for research. 

7.2.2 Research priorities should be related to local health problems and 
agreed priorities for the development of health services. 

7.2.3 Care should be taken to ensure that only projects which are 
methodologically sound and have a reasonable chance of success within a 
prescribed time are attempted. 

7.2.4 All interested parties should participate in the selection of 
priority areas for research - policy makers, planners, administrators, 
managers, consumers, providers and researchers. 

7.2.5 In areas where a great deal of research is required the work should 
be broken down into researchable projects which can be integrated into an 
overall research programme. 

7.2.6 \.hen projects in the field of HSR are evaluated for funding, 
considerations of academic merit must not take precedence over priorities 
established for the development of health services. 

8. APPROACHES AND RESEARCH HETHODS 

8.1 HSR can be approached from basically two points of view: first from 
that of technology (both the health technology and the research technology) 
and second from that of organization where the social, political and other 
humane considerations are of prime importance. 

8.2 The logical operations research approach to the study of health 
problems is outlined in Annex 4 and does not require further comment. 
While there is undoubted scope for the further development of technical 
tools for use by operations researchers it is in the organizational area 
that most constraints exist and most problems arise. In all countries 
there is a serious lack of trained researchers with the skills and 
experience needed to do research but this is an organization and training 
problem not a technical problem. 

8.3 In the past problems have existed in making HSR 
relevant to the needs of planners and administrators and in encouraging them 
to use the outputs of research. For the future it is essential to encourage 
a philosophy of HSR which will pervade tne whole health structure. Those 
responsible for the use of health care resources, at all levels and 
including the consumers and providers of care at the primary care level, 
must have some understanding on the role of research in the development of 
health services. Only in this way can research fulfil its potential for 
the development of rationally planned and effectively and efficiently 
operated health services. 
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8.4 In more specific terms the task force emphasized the following points: 

8.4.1 At all times a practical and pragmatic approach must be adopted 
towards HSR. There is no point in raising hopes in areas where the 
resources are such that the expectations cannot be met. 

8.4.2 In all countries a national programme of HSR should start with a 
comprehensive and systematic review of existing health problems and 
existing health services. Only in this way can the gaps and overlaps be 
identified and the research effort adequately focussed. 

8.4.3 In designing research programmes and in developing research methods 
the wider social dimensions of health and health services must be a central 
consideration at all times. 

8.4.4 WHO has a role to encourage the collection of information of 
international interest, to facilitate the flow of information between 
countries, to promote the education and training aspects of HSR and to 
otherwise support countries trying to develop their own national research 
capability and programmes for HSR. 

9. PROBLEMS AND SUGGESTED SOLUTIONS 

9.1 Problems in the promotion of HSR were identified and solutions 
suggested in six areas. 

9.2 Information 

Problems 

9.2.1 In most countries the existing information systems do not provide an 
adequate statistical base from which to develop HSR programmes. 

9.2.2 What information is available is often in a form in which it cannot 
be used by researchers. Much information produced is numerator data with 
no denominator and thus rates cannot be calculated. The coverage of 
populations with statistical collections is often incomplete and otherwise 
inadequate. 

9.2.3 Much information of interest and relevance to researchers about 
previous research is not adequately reported or indexed and thus is not 
generally available. 

9.2.4 The internal and external documentation of research programmes and 
projects often leaves much to be desired. This may have serious internal 
and external repercussions which can seriously disrupt the research and 
impede the wider communication of research findings. 

Solutions suggested 

9.2.5 Countries should be encouraged to develop well-based and 
operationally effective and efficient health information systems. 
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9.2.6 A need exists within countries to establish a health services 
information or intelligence agency capable of coordinating and reporting on 
the date gathered from health information systems and the information from 
HSR. Such an agency should regularly update and communicate the information 
available to it. 

9.2.7 As far as possible all information relevant to HSR should be generally 
available to researchers. When access to existing information is desired 
good reasons should be given. 

9.2.8 From the methodological point of view greater emphasis should be 
placed on the documentation of programmes and projects. 

9.3 Manpower and trainins 

Problems 

9.3.1 In all countries there is a serious lack of trained people with 
research experience and developed skills in the areas of epidemiology, 
biostatistics, operations research, information processing, management and 
the relevant social sciences, such as economics, psychology and sociology. 

9.3.2 The disruptions resulting from a high turnover of research staff 
can seriously undermine the morale of researchers and the quality of work. 

9.3.3 In few countries is there an adequate programme for the recruitment, 
training and development of people for careers in HSR. 

9.3.4 Where research is funded on a project-to-project basis staff 
remuneration may be poor and continuity of employment a problem. 

9.3.5 Often there is inadequate communication between the ministry of 
health and research staff in universities and other research and 
educational institutions. 

Solutions suggested 

9.3.6 More people must be recruited and trained for careers in HSR. 

9.3.7 Organizational structures must be established to provide researchers 
with continuity of employment, adequate remuneration and a fertile 
environment for research. 

9.3.8 Better communications must be developed between all agencies 
involved in HSR, especially between government agencies and academic 
research and teaching institutions. 

9.3.9 Only researchers of proven competence should be given responsibility 
for major projects. 

9.3.10 WHO might assist by facilitating the communication between research 
groups and by sponsoring workshops, training fellowships and other staff 
development activities. 
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9.3.11 In the larger view steps must be taken to give all health workers 
some understanding of the basic disciplines which underpin HSR and some 
appreciation of the contribution that such research can make to the 
development of health services. In most countries and in many areas of the 
health service major attitude changes are needed before HSR can fulfil its 
full potential. 

9.4 Finance 

Problems 

9.4.1 Finance for new activities is always a problem. HSR proposals often 
suffer in comparison with other medical research proposals when it comes to 
funding because it is often not possible to describe in precise terms exactly 
what is intended. 

9.4.2 Many funding agencies are interested in topic specific research. This 
is often a problem, especially when the funding interests are short-term. 

9.4.3 Funding tends to be unreliable and intermittent. 

9.4.4 Often funds are not available for the development work required to 
prepare and present a well-considered research proposal. 

Solutions suggested 

9.4.5 Most of the funding for HSR should be provided nationally. It has 
been suggested that up to one per cent of the national resources devoted 
to health care should be spent on HSR. 

9.4.6 Increased priority must be given to funding HSR in comparison 
with basic biomedical research. 

9.4.7 Ways must be found to provide proven researchers with stable 
funding. 

9.4.8 Wherever possible emphasis should be placed on short~term projects. 
As well as having funding advantages, this has important manpower implications. 

9.4.9 Efforts should be made to communicate the funding needs of HSR to 
public and private funding agencies. In this context, WHO might serve to 
facilitate the communication between research groups and funding agencies. 

9.4.10 Despite the problems associated with funding research, it was 
generally agreed that manpower and organizational factors are greater 
constraints than lack of finance. 

9.5 Coordination and communication 

Problems 

Lack of coordination was identified as a serious problem at all levels 
in HSR. At the primary care level the lack of coordination can be between 
the research team and other people participating in the research. Coordination 
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problems can arise within a research team or between the team and other 
agencies involved in or impinged upon by the project. At the policy making 
level there can be a serious lack of communication between policy makers 
and HSR activities. 

Solution suggested 

9.5.1 Requirements of coordination and communication should receive careful 
consideration in any project and should be reflected in the research 
methodology. 

9.5.2 At the practical working level efforts must be made to adequately 
brief research teams and time must be taken to communicate with the 
population being studied on all matters pertaining to the research. 

9.5.3 All projects should be adequately documented for the purposes of 
coordination and communication. 

9.5.4 Steps should be taken to carefully prepare people for leadership 
roles in HSR. Without humanely sensitive and skillful leadership many 
projects will founder. 

9.5.5 At the policy making level it is essential that the research be 
well-integrated into the social and the political environments. 

9.6 Legal aspects 

Legal constraints can be a problem in situations where the activities 
which can be undertaken by designated grades of health worker are specified 
by law. For authorized research purposes it is usually possible to obtain 
a waiver in respect of these requirements. In general, legal constraints 
should not be accepted as an over-riding research constraint. Laws are 
made by men and can be changed. 

9.7 Methodology 

Methodological problems are clearly an important constraint in HSR. 
These problems include: 

9.7.1 failure to adequately specify the aims and objectives of the research; 

9.7.2 failure to take the relevant social and political factors into 
account; 

9.7.3 failure to give due regard to the resource constraints of men, 
material and money; 

9.7.4 failure to take the dimension of time into account. 
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There are a host of factors which could explain methodological failures. 
In general, solutions to problems of methodology are concerned with ways 
and means to promote quality research. At national level these could include 
the establishment of a body to review and advise on research proposals. 
Such a body could: 

9.7.5 set and promote national standards for research; 

9.7.6 advise on research methodology; 

9.7.7 promote education and training activities; 

9.7.8 advise on research funding and coordinate the use of funds for 
research available from different sources; 

9.7.9 facilitate coordination between researchers and between researchers 
and the operating health services; 

9.7.10 take part in national discussions on priorities for research; 

9.7.11 advise on the development of a national capability for HSR; 

9.7.12 advise on the development of a national programme for HSR; and 

9.7.13 provide a link between WHO and national health administrations on 
all matters pertaining to HSR. 

It is the opinion of the task force that such a body should be 
established in all countries in the Region. 

10. MAIN CONCLUSIONS AND RECOMMENDATIONS 

10.1 After careful consideration the task force decided that it did not 
have sufficient information to meet its third and fourth objectives, viz: 

"to assign priorities to areas identified for HSR; and to 
formulate specific proposals, including a tentative selection 
of countries, to carry out research in priority areas with 
tentative budget estimates." 

It was agreed that, before these objectives could be met, information was 
required from Member countries. 

10.2 Collection and communication of information 

It was agreed that the following information be obtained from each 
country: 

10.2.1 An account of all HSR projects recently completed or currently 
underway. 
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10.2.2 A statement of the existing capability for HSR and plans to 
develop that capability. 

10.2.3 A statement of new activities currently planned. 

10.2.4 A statement concerning the conceptual framework within which HSR 
is seen. 

10.2.5 A statement of priority areas for: (a) research programme 
development; and (b) the development of research capability. 

10.2.6 A statement on the availability of a national mechanism to promote, 
facilitate and coordinate HSR and to ensure the utilization of results 
wherever appropriate. 

10.2.7 An indication as to how WHO might assist in the promotion of an 
integrated programme of HSR and development activities. 

10.3 It was accepted that some countries will be able to provide more 
comprehensive and detailed information about their activities than others. 
It was also recognized that in some countries information gathering could 
take time and would best be accomplished by WHO making contact with an 
interested individual who would take personal responsibility for this task. 
Some funds might be required to facilitate the work. 

10.4 The whole proposed programme of activities would be further facilitated 
by the establishment, within each country, of an advisory councils on HSR 
along the lines suggested in paragraph 9.7. 

10.5 The following work plan is accepted to meet the short-term aim of 
producing a basis for the development of a programme proposal for presentation 
to RACl1R: 

10.5.1 A protocol will be prepared together with a covering letter from the 
Regional Director to l1ember governments explaining the aims, objectives and 
requirements of the project. 

10.5.2 Some person will be identified in each country as the liaison man 
for the project. 

10.5.3 The protocol and accompanying letter should be despatched early in 
January 1977 with a request for at least a tentative response by early 
March 1977. 

10.5.4 The information from countries will be consolidated regionally for 
a meeting of the task force in the third week of April 1977. At that meeting 
a further report will be prepared for the next meeting of RACMR. 

10.6 Based on the above experience the long-term objective is to produce a 
register of HSR projects for the Region which can be used to promote HSR 
activities generally and the development of programmes of research in 
priority areas in particular. 
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10.7 Promotional activities 

It was generally agreed that WHO should sponsor a series of workshops 
on HSR. It was further agreed that: 

10.7.1 workshops should be held in individual countries; 

10.7.2 these should involve health care administrators and policy makers as 
well as researchers; 

10.7.3 these should be focussed on specific local HSR problems. 

Properly organized and well serviced, such workshops could play an 
important part in establishing contacts between researchers in the Region 
and in promoting the cause of HSR in general at country and regional 
levels. 

10.8 A number of other promotional possibilities discussed included: 

10.8.1 role possibilities for the proposed HSR advisory councils; 

10.8.2 the promotion of education and training activities for research 
workers in the Region; 

10.8.3 the need to encourage interest in HSR among undergraduate medical 
students and postgraduate students in all branches of medicine but particularly 
in the fields of health services planning and administration. 

10.9 In summary the task force recommended: 

10.9.1 That further efforts be made to arrive at a programme on HSR and 
identification of countries, specific projects and resources that should 
be made available from within and outside the countries for the purpose. 
To do this it was advocated by way of initial steps: 

10.9.2 that information be obtained direct from Member countries concerning 
all aspects of HSR and that the task force's plans to do this be approved; 

10.9.3 that a directory of HSR projects and research capability in the 
Region be established and regularly reviewed; 

10.9.4 that countries be asked to establish some organized body. such as' 
a HSR advisory council, to promote and coordinate research activities and 
with which WHO can establish and develop a continuing working relationship. 

In addition it was recommended: 

10.9.5 that workshops be held at country level to promote all aspects of 
HSR; 
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10.9.6 that WHO should continue to support research in the Region by: 

(i) granting fellowships to national staff in the field of HSR; 

(ii) developing educational packages for use by countries wishing 
to promote HSR; 

(iii) encouraging good general communications and continuing dialogue 
between researchers in the Region: 

(iv) making available regional office staff to collaborate in 
research at country level: and 

(v) making some funds available to countries for research. 

~ i 

\ , 
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7· 
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outcomes of the task force meeting 

Definition and scope of health services 
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Areas for health services research 

Health services research in the Western 
Pacific Region 

Priorities in health services research 

7.1 Area 
7.2 Content 

Approaches to health services research 

Research process: methodology 

10. Problems related to health services research 
activities in the Western Pacific Region 

11. Solutions to the problems 

11.1 National 
11.2 WHO 
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12. Research proposals 

12.1 Selection of possible countries for collaboration to carry 
out research in priority areas 

12.2 Meohanism for ooordination of research efforts 
12.3 Resource requirements to carry out health servioes research 

in priority areas 

13. Preparation of the report 

14. Adoption of the report 

15. Closing seaaion 
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Annex 3 

HEADrH SERVICES RESEARCH* 

1. DEFINITIONS 

1 1.1 "Health services research (HSR) can be broadly defined as the systematic 
investigation of some aspects of the organization and administration of 
health services in relation to objectives and socioeconomic circumstances. 
Its main purpose is usually to achieve the satisfactory use of a system for 
the delivery of health care and other health related services, to show where 
and how improvements might be made and to help in the development of health 
planning and in increasing the factual basis for decision-making. It is 
characterized by a systems orientation and multidisciplinary approach, 
because many of the research methods, approaches, concepts and procedures 
have been developed in various social sciences (sociolog~, economics, etc.). 
It should be made clear that HSR could not exist without the body of 
knowledge created by biomedical and clinicopathological researcn, because its 
main concern is the application of that and other knowledge by adapting the 
delivery techniques to local circumstances and needs, thus increasing the 
efficiency of health services. In a broader context, HSR is greatly 
dependent on epidemiology. The distinction between epidemiology and HSR 
is not always clear cut, mainly because the scope of epidemiology in the 
modern sense has become very wide indeed. But it can perhaps be said that 
while epidemiology is concerned with the occurrence, distribution and 
determinants of health and disease in human populatiOns, HSR is more 
concerned with the application of techniques and means of solving problems. 
Epidemiology is, of course, one of the cornerstones of HSR because of its 
concern for multiple cause-effect relationships, its orientation to the 
population and its developed measurement techniques, which represent an 
essential part of outcome evaluation and of many other techniques used. 
The multiplicity of determinants and their interactive effect can be 
represented by a simplified epidemiologieal macro-model. Diagram 1 attempts 
to sUlIIDarize much of the current thinking about world health problems and can 
be helpful for the purposes of clarrifylng the scope of HSR in the broad 
context of research in the field of health. 

liThe reasons for placing increased emphasis on HSR and the response 
to HSR needs, both in WHO and its Member States, include the following: 

- there is a growing ooncern for the proTision of effective health 
care to the masses of the population; 

lsee : WHO Research Programme and Development of Health Services: '!he 
Challenge of Changing Priorities, paper prepa:~ for the eighteenth sesaion 
of the Advisory Committee on Medical Research, Geneva, 21-25 June 1976 
(ACMRle/76.l0), pp.4-6. 

*OrlglnallY Issued as WPR/RPD/Health Services!76.2. 



-48-

- there is a growing concern about What the health service is doing, 
how it does this, how well, and at What cost it aohieves its obJeotives if 
measured by health or efficiency criteria; 

- it 1. recognized. that although III&ftl' ot the problema involved. in 
improving the delivery of health care depend either on technological (medical 
or other) advances or additional resources, some of them cannot be solved 
without research on alternative approachea to the atructure and functioning 
of the health service or parts of it." 

1.2 "HSRl is broadly defined. as the syatematic investigation and evaluation 
of specific aspects relative to the development and functioning of health 
services in terms of their interrelationab1p with health related factors. 
Use of the term implies the study ot comparison groups, for health services 
researoh is predominantly evaluative in terms ot measures such as feasibility, 
need, ooverage, availability, utilization, oost., outcomes, etc.,; it is 
thus the rational foundation for the tormation of policy for planning and 
for implementation of new health related. progrlUlllleS, though measurement of 
some of the oontingencies (especially thoee of matters of Judgement such as 
aoceptability and social equity) may involve the study of oommunity decision
making itself. It is multidisciplinary in nature and draws upon a variety 
of methodologies from epidemiologio, eoonomio, behavioural, management, and 
systems soiences. 

"The objectives of HSR are partly SUbstantive, relating to the 
improvement of the deoisio~making process and the optimization of the 
use of resources, and partly concerned with the refinement of instruments 
and methods within the logic of soientitio investigation. Without HSR, 
health servioes could not be rationally guided in their development in 
the context of a country's overall polioy of development: the type, 
location, nature and management of the health system requires the 
foundation of HSR. Assessment of outcomes, coverage and utilization indicates 
the measure of suooess of all health 'services planning efforts".l 

2 1.3 "Health practioe research can be defined as the use of the soientific 
method in investigating problems of planning, organization and administration 
(including management and evaluation) of health services. Its broad 
purpose is to study and analyse systems for the delivery of health care and 
other health services, with a view to ascertaining what the optimal 
organization might be, to indicate where and how improvements may be made, 
and to support health service planning. Whatever elaborations are introduced, 
it is essentially a method Which appeals to the facts (as distinct from the 
intuitive approach) in order to establish verifiable relationships or 
associations between specific servioe programmea and other events in defined 

Isee: Information Consultation on Health Servioes Reaearch: Report 
and Reoommendations, eighteenth aesaion of the Advisory Committee on 
Medical Res.arch, Geneva, 21-25 June 1976 (ACMRl8/76/Inf. Doo./l), pp.2-3. 

2see: Consultation.on Health Practice Research, Geneva, 2-10 Deoember 
1968 (OMJ/69.1), p.5. 
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circumstances, and then to formulate generalizations which can be compared 
wit.h an hypothesiz, 01' an ope'ational research model. The hypothesis is 
t.nus validated or' becomes a subject for refinement and modification." 

1.4 "The aim of H..'lR, however. is to improve health servic:es throuf,h 1 
greater knowledge and understanding of health services as they exist. II 

"HSH is concerned with understanding the planning, organization, 
staff.1ng, financing. management, operation, maintenilIlce, and use of the 
health services delivery system.,,2 

"'I'his means that HSH i5 concerned wi th improving access to care 
(effectiveness), assuring its quality (including efficacy), and improving 
efficiency. Implicit in the minds of many researchers is the desire to do 
something about segments of the POIlJ lation that have dift'icul ty in entering 
the delivery system or obtaining good care at prices that they can afford. 
Public policy today holds that serious inequities should not exist. HSR 
seeks to provide knowledge necessary for correcting the flaws in present 
arrangements, and it also analyses the factors that determine wheter, and 
how, important findings are implemented in public policy. It also seeks to 
determine whether the full therapeutic potential of medical care is realized.,,3 

1.5 HSR may be defined as any applied research directed towards improving 
the delivery of health services to the population in an efficient, 
effective and equitable fashion. 

Alternatively, HSR can be said to be priority research to improve 
national health by studying health planning, policy development, performance 
in terms of efficiency and effectiveness, and equity of delivery at whatever 
level, and involving either the public or the private sector. 

2. SCOPE 

This may be defined under the following headings: 

L Operation 
2. Technology 
,. Manpower 
4 • Management 

1 Flook, E.E. and Sanazaro, P.J.: Health Services Research and R&D 
in Perspective, Health Administration Press, Ann Arbor, Mich •• 1973. p. 73. 

2Ibid l·L~. __ ., p. /V 

3Ib1d 13"7. -_., p. 
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4.1 Organization 
4.2 Health information system 

5. Cost and financing 
6. Policy 
7. Methodology 

3. SUGGESTED AREAS FOR CrnSIDERATION 

3.1 Operation 

(See also Diagram 2: Operations determinants) 

}.l.l Development of alternative approaches in the delivery of technically 
effective, efficient and equitable comprehensive health care at the 
primary and secondary care level, providing maximum coverage of the 
population, particularly of low-income groups, and making Judicious use 
of locally available resources. 

3.1.2 Development of ways of using the resources in the private sector 
for national health service delivery. 

3.1.3 Health service operations being determined by epidemiological, 
sociological. technical and resource factors. relevant studies may be 
needed in the following areas (a) epidemiological research to assl.st in 
directing service operations towards dominant health problem. and 
vulnerable groups; (b) sociological research to ensure that the service 
delivery system is acceptable to the community and responsive to its needs; 
(0) technological research to identify the most appropriate health care 
technology to solve the health problems of the population; and (d) operations 
research to identify effective and efficient solutions to problems taking 
into account the findings under (a). (b) and (c) above. 

3.1.4 Studies to develop an appropriate system that will provide referral 
services at primary and secondary care level. quality control and logistic 
support. 

5.1.5 Studies to identify the optimal mix of health service delivery at 
primary and secondary care level. 

3.2 Technology 

3.2.1 Studies to develop appropriate health technology to provlde efficlent 
and effective solutions to dominant health problems and applicable, adaptable 
and adequate in local conditions. 
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3.2.2 Comparative studies on effectiveness of modern and traditional 
medicine in solving health problems in the Region. 

3.2.3 Development of approaches to integrate effective technologies based 
on modern and traditional medicine in provision of effective, efficient 
and equitable health care to the population. 

3.3 Manpower 

3.3.1 studies to develop the most efficient ways of producing the manpow~r 
required by the health service delivery system. 

3.3.2 
health 
health 

Studies on factors th",t enhance or inhibit the implementation of 
manpower policies And plans (including studies of mlr,ration of 
personnel) • 

3.3.3 Systemlitic stUdies on the most appropri ate educll.Uon Il.nd trainl nt; for 
different categories of health worker. 

3.3.4 Studies on the relationship between production, ctiRtriQution and 
utilization of health manpower. 

3.3.5 Studies to develop relevant middle-level workers to support and 
supervise the primary health care wOI'kers. 

3.4 Management 

3.4.1 OrganizAtion 

3.4.1.1 Studies on organization plitterns for the formulation of health 
policies and for the development and application of planninf, methodologies. 

3.4.1.2 Development of the best organizational set-up that can support 
optimum and desired health services. 

3.4.1.3 Development of organizational caplibility to facilitate corrvnunity 
participation and involvement in the development of primary care activities. 

3.4.1.4 Studies on the best organization that can provide comprehensive 
health services to the population 

3.4.1.5 studies on organizational relationships as a problem and a means 
in improving the health services. 

3.4.2 Health information system 

Development of a health information system to support action-oriented 
decisions related to planning, implementation and evaluation functions of 
health service management. 
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'.5 Cost and financing 

'.5.1 studies on the cost of health servioe delivery. 

'.5.2 Development of the most appropriate f1nanc1ng mechan1sm to support 
health services. geared to the needs of the commun1ty. 

'.5·' Studies to develop ways of reduoing the oost of health services of 
the desired quality. 

,.6 Policy 

3.6.1 Development of approaches for policy formulation on a rational basis 
1n the health sector. 

'.6.2 Studies on involvement of the community in policy formulation at 
national and local levels. 

3.7 Methodology 

'.7.1 Development of valid and reliable indicators of health that can be 
used for evaluation purposes. 

'.7.2 Development of quantitative models of health and health services 
operations in different country situations. 

4. POSSIBIE APPROACHES 

Each of the above areas may require skills to improve or develop new 
approaches. Research directed towards development of methodologies or new 
skills should be considered with reference to the priority items mentioned 
above. 

Studies may involve intercountry comparison of existing situations or 
experiences and studies within individual countries. It would thus be nece
ssary to identify an approach to achieve the research objectives effectively 
and efficiently. 
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Annex 4 

OPERATIONS RESEARCH STUDIES IN THE WESTERN PACIFIC: 
SOME EXPERIENCES FROM WHO-AsSISTED PROJECTS 1 

1. INTRODUCTION 

In the Western Pacific Region. one of the significant ~ctivities of 
the World Health Organization since 1969 has been the cooperation with 
Member governments in carrying out operations research (OR) studies that 
contribute to the development of national self-reli~lce in solving problems 
related to organization and delivery of health services. In these efforts. 
operations research as a problem-solving and action-oriented approach has 
been used making the necessary adaptation to tackle the types of problems 
posed. with the existing resources and time ~onstraints. Of the three areas 
of application of OR in health care delivery. viz. short-term solutions in 
the utilization of existing resources. development of alternative strategies 
for provision of services to existing population and long-range decisions in 
planning and evaluating programmes for future population. it is considered 
necessary to demonstrate success in the first area before working on the 
other two. However. there have been few demonstrated successes in studies 
in the first area. mainly because of failure of the studies to achieve their 
real potential in contributing to development of strategies in the second 
area. In the Region, the emphasis on studies carried out with WHO cooperation 
has been on development of alternative strategic designs for the ~elivery of 
service to an existing population. while using the existing resources 
effectively (in terms of means and results). with built-in dynamism in the 
service delivery system to respond to changing requirements. Also in some 
of the countries. one of the felt needs in providing adequate and equitable 
health care to the population is for a health care delivery design that is 
replicable for nationwide implemen~ation, with a mechanism for necessary 
modification to suite local needs. To satisfy this requirement, a few studies 
have been undertaken in which OR has been effectively applied to development 
of innovative designs. These designs have stimulated health services 
development in the countries concerned. 

IBY M. Subramanian, Technical Officer (Operations Research). Health 
Planning Unit, WHO Regional Office for the Western Pacific. Manila. and 
originally issued as WPRjRPD/Health Services/76.3. 
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2. STRATEriY FOR OPERATIONS RESEARCH STUDIES 

In carrying out the OR studies. efforts are directed to developing an 
effective multidisciplinary team able to: define problems with different 
recognized manifestations; identify areas of further improvement by 
studying the oharaoter of inputs. monitoring and evaluating service 
delivery. assessing the quality of service assooiated with the output and 
hence oontributing to the effeotiveness of service delivery (basio system 
discriptors); isolate alternative strategies under the given constraints 
with regard to resouroes. physioal or administrative conditions and polioy; 
and evolve relevant criteria. For the studies to be productive ~d 
contribute to better delivery of services and thus to the well-being of the 
population, they will not be service-based but t'elate to actual effectiveness 
of the services rendered and will thus involve a change in orientation to 
health problems, patients or the population. Finally. the stud:f.es will be 
carried out to deal with problems considered as being of serious concern 
for the organization and management of health services. that will affect a 
large proportion of population and/or will trigger off improvements in 
different components of the health servioes delivery system. 

3. PROBIEM OF HEAIJffi SERVICES DEVEIDPMENl' 

In all of the countries in the Region, there 1s some sort, of hel\l th 
services system and. generally, the basic service dell vf!ry rlf!:; I ~~II appP'Irs 
to be reasonable. Over a period of time, health servioes reach an 
equilibrium state, functioning much below their capacity due partly to 
structural deficienoies and partly to demand on the servioes. In adapting 
to the pattern of demand, the services delivery system becomes less efficient 
and less effective due to "negative goal disorepancy". Usually this 
manifests itself in the form of soarcity of resources, be they human or 
monetary; and generally this is stated as a reason for failure of ~he system 
to provide effeotive ooverage to all the population through generalized 
basic health servioes or specialized disease oontrol programmes, and 
partioularly to the rural population. 

4. OBJECTIVE OF OPERATIONS RESEARCH STUDIFS 

The overall objective is to develop ways by which efficiency and 
effectiveness in the utilization of health services resouroes can be further 
inoreased and to develop alternative strategies for provision of health 
services to an existing population. The immediate objeotives are to oarry 
out studies in the operations, training and management seotors of the health 
servioes system, to innovate ways for improved performanoe in these three 
seotors and through the studies to develop national capability for optimal 
utilization of resources. 
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5. APPROACH TO THE OPERATIONS RESEARCH STUDIES 

There are several approaches to studying a complex. functioning system 
like that of health services and the choice depends on a number of factors 
like the purpose of the analysis. degree of access to the system, ability 
of the analyst. and strengths and limitations of the techniques themselves. 
In healUI services development research one can use an approach that is 
analytical (analysis of one component in isolation) or systematic (analysis 
of interrelated components of a system and synthesis of findings). In the 
case of the studies carried out with WHO collaboration. the latter approach 
is being adopted. OR methods are adapted and used to study problems involving 
the operations of the health services system so as to provide those in charge 
with optimal solutions. 

In undertaking these studies a two-pronged attack is made, comprising: 
(i) initial concentration of efforts in developing a service delivery 
design and then provision of a compatible service support (logistiCS. 
supervision. information) design which together form a service design 
package and (ii) design of a service management information system 
compatible with the managerial style of the ministry or department responsible 
for organization and management of the health services. It is assumed that 
large-scale contributions in operations and management will involve radical 
modifications in training in these two areas and hence development of 
effective designs for the purpose. 

The following steps are involved in using the OR approach: 

(1) observation: symptoms of felt problem and real problem; 

(2) definition of real problem; 

(3) development of a framework to describe the situation. based on 
the contributing factors; 

(4) through field studies and analysis of data, identification of 
possible areas for intervention; 

(5) identification of critioal faotors that may contribute to an 
improvement; 

(6) determination of technically acceptable solutions to improve the 
effectiveness of the system; 

(7) testing of the solutions for operational feasibility. population 
acceptance. and applicability under field conditions; 

(8) application of the solutions: implementation. 
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Annex It 

5. APPROACH TO THE OPERATIONS RESEARCH STUDIES 

There are several approaches to studying a complex, functioning system 
like that of health services and the choice depends on a number of factors 
like the purpose of the analysis, degree of access to the system, ability 
of the analyst, and strengths and limitations of the techniques themselvp.s. 
In health services development research one can use an approach that 1s 
analytical (analysis of one component in isolation) or systematic (analysis 
of interrelated components of a system and synthesis of findings). In the 
case of the studies carried out with WHO collaboration, the latter approach 
is being adopted, OR methods are adapted and used to study problema involving 
the operations of the health services system so as to provide those in char~e 
with optimal solutions. 

In undertaking these studies a two-pronged attack is made, comprising: 
(i) initial ooncentration of efforts in developing a service delivery 
design and then provision of a compatible service support (logistics, 
supervision, information) design whioh together form a service design 
package and (11) design of • service management information system 
compatible with the managerial style of the ministry or department responsible 
f"r organization and management of the health services. It is assumed that 
large-scale contributions in operations and management will involve radical 
modifications in training in these two areas and hence development of 
effective designs for the purpose. 

The following steps are involved in using the OR approach: 

(1) observation: symptoms of felt problem and real problem: 

(2) definition of real problem: 

(3) development of a framework to describe the situation, based on 
the contributing factors: 

(4) through field stUdies and analysis of data, identification of 
possible areas for intervention: 

(5) identification of critical factors that may contribute to an 
improvement: 

(6) determination of technically acceptable solutions to improve the 
effectiveness of the system: 

(7) testing of the solutions for operational feasibility, population 
acceptAnce, and applicability under field conditions: 

(8) application of the solutions: implementation. 
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A number of studies effectively using the above approach have been 
undertaken in the areas of generalized health services delivery, specialized 
diseaae control programmes and of health management information. In the 
case of generalized health services delivery, emphasis in the studies has 
been given to the provision of services at the primary care level and, to 
a lesser extent, at the secondary care level. Tertiary care is beyond the 
scope of this approach since a number of intangible factors determine 
performance at that level. In the case of primary care level, approaches 
for technological innovation in service delivery design involve one or 
more of the following intervention for improved performance: 

(1) reallocation of functions, activities and tasks among existing 
health services staff; 

(2) extension and completion of primary care team through introduction 
of a new category of staff: 

(3) development of primary care team by inclusion and utilization of 
health personnel of specialized disease control programmes. 

Also to achieve the desired impact, it would almost always be necessary 
that an effective service support system compatible with the improved 
delivery design be developed to stimulate performance. 

6. ACTIVITIES AND RESULTS 

In the Region, the Organization has been cooperating in carrying out OH 
studies as a part of WHO- assisted general health services development pro,jec ts. 
Because of its pioneering nature, the Organization itself has been developing 
and perfecting the methods following their application in real-life situations. 
So far, studies have been undertaken in Japan, Malaysia, Philippines and the 
Republic of Korea. The areas studied comprise general health services, health 
management information, tuberculosis and hospital care services. In all these 
cases emphasis is on utilizing existing resources effectively: and the outcome 
of studies completed so far has demonstrated successes in this area. The 
findings have formed the basis of a new orientation to the development of 
health services. BeloW is a short summary of different studies: 

6.1 General health services development 

studies in this area were carried out in Malaysia and Philippines on the 
provision of health services to population in the rural areas. A study is 
due to be undertaken in the Republic of Korea. 
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6.1.1 Malaysia 

Scarcity of manpower resources has prevented rapid expansion of health 
services to provide full coverage of the rural PQpulation. The objective of 
the OR study was to develop ways by which higher coverage could be obtained 
by further improving the effectiveness of existing rural health service 
resources. The study brought out the fact that, for strategic intervention 
to achieve much higher coverage of population in the provision of effective 
health care by the available personnel, a new rural health services design 
based on a two-tier system should be developed, with minimal modification 
of the existing rural health unit structure but some changes in the functions, 
activities and tasks of the staff of rural health units. -

The study, started in January 1970, was completed in January 1972; and 
the report is available for reference. Findings formed the basis of a new 
orientation to the development of health servioes and the design is being 
implemented on a national scale. A national OR team was trained in the 
process. The Ministry of Health establ1shed a permanent operations research 
uni t as the research and development arm of the Division of Planning and 
Development, and this unit hu 81nae oarried out a number of studies. 

6.1.2 Philippines 

A major constraint to rapid progress is providing the best possible 
health services to the population, particularly in rural areas, has been 
scarcity of resources (mainly financial) and also ineffective utilization 
of available resources. 

The obJeotive of this OR study .as to identify ways of ensuring more 
effective utilization of the resources, both human and material, available 
to the rural health services, to test the chosen design for operational 
feasibility and population acceptanoe and to provide the Government with a 
duly evaluated design for possible implementation on a national scale. The 
study was divided into Phase I dealing with service delivery design to 
further improve the effectiveness of the rural health services, and Phase II 
dealing with service support design to develop supportive systems in terms 
of supervision, supplies and information monitoring that are necessary for 
sound operation of the services under the restructured design of Phase I. 
Phases I and II were interrelated and mutually dependent and their outputs 
formed a "technology package". Both phases were completed and the reports 
are available for reference. 

Findings of the study form the basis of a ne. orientation to health 
services development in the country and the proposed design is being 
implemented on a national scale. National OR teams were trained during the 
study and some of the members are presently with the Bureau of Planning and 
Development of the Department of Health. 'lbe members are also assisting the 
Project Management Staff of the Department in nationwide implementation of 
the design. 
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6.1.~ Republic of Korea 

Through the WHO-assisted general health services development project, 
the Government has been developing a delivery system for provision of basic 
health services to the rural population which, when found technically valid 
and operationally feasible, can be considered for n~tional implementation. 
'I'he purpose of the 011 study is tnus to review the structure and content of 
the system so far developed, further improve its affec ti veness and provide 
a fteld- tested and evaluated service design with suppor'ti ve instruments for 
possible nationwide implementation. In the process, national capability in 
the t-linlstry of Health and Soc ial Affairs to carry out stud ies on other 
aspects of health services using the OR approach will be developed. The 
study Is expected to commence in late 1976 and will be completed by mid 19'(7. 

6.2 Health m'in~gement informR.tion system 

The OR studies in the general health services development field have 
brought out the gap between the information required for organization and 
management of health services and that presently available and drawn 
attention to the significant proportion of time being spent by personnel 
In data generation and handling at the expense of service deli very. 'I'he 
Governments of Malaysia and Philippines in collaboration wi th WHO are 
currently developing a comprehensive and dynamic national health Information 
system; for this purpose they are using the same OR approach, although 
adapted to the specific problems and environments. Both these studies are 
continuing. 

6.2.1 Malaysh 

'I'he development and expansion of basic health services under the 
reoriented system and the formulation of a national development plan for 
the heal th sector has brought out a need for a good information base. The 
objective of the study is to d~sign and develop a more effect-ive and 
efficient information system for the management of health services at all 
echelons of the agency responsible for health services in the countries, 
to assist in strategic planning, management and operational control (including 
evaluation) of' health services. A system perspective Is taken and ways of 
rational development of an effectlve and efficient system using the existing 
resources are being studied. 

The project has a life time of two years with 1976 for developmental 
phase and 1977 for test-run and evaluation. The developmental phase consists 
of four stages: conceptualization, systems Imalysis, systems design and 
systems development and, so far, the first three phases have been successfully 
completed. Experience gained so far indicates that the modlt'ied OR 
methodology Is flexible and applicable to this area of information systems 
development. 
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6.~.? Philippines 

As part of the implementation efforts of the proposed restructured 
rural health services de!';ign, the f"lepartment of Health in collaboration 
with the Organization and n~tion~l agenctes, 1s engaged jn designin~ an 
integrated national health i.nformation system and in developing the cont.mts 
or dJfferent. modules 'IS al"o identifying the technological support needed 
for l.ts operation in a desirable way. The objective of this study is to 
design and develop an effective and efficient health management inform!'!.tion 
system geared to the planning, implementation and evaluation needs of the 
Department of Health. The information sY!'Jtem designed for -the rural health 
I'Ifll"v1.ces operati ons tnrougr. the Operations Researr.h Study - Phase 11 - is 
b ... Lup, \'sp.d as an entr'y point for this development effort. 

'!'he proJp.ct has stp..rted in 1975 and 1s expected to be completed by mlri 
19'18. ;;0 far the projec t. 1R proBreS!'Jing sati s ['IV! torlly • 

6.} Disea~e r.ontrol programmes: tuberculosis 

S"ver!li st.1ldtes r.'we oeen undert.aken hy th" Research Insti lute of 
'l'uber'Culos.ts oj' the Japan I\nti-Tuberculosis Association and the {'indings are 
bej ng publicized through the WHO/Japan tubercul.osis courses conducted in J.'!pan 
every year. The present efforts are aimed at linking the findings of the 
studies. filling the recognized gaps in knowledge and identifying ways to 
ensure better and broader uti l1zation of resourceR available to tbe tuberculosis 
programmes. J<'our stud ies are being carried out on: treatment effec ti veness 
(erfeoU veness of short- term chemotherapy'i; fatal! ty reduction ( ldenti fieation 
of r."ot.ors responsible for tuberculosis mortality among known tuberculosis 
uAsea); selective screening (improved effectiveness of routine passive 
radiological examinations of symptomatic cases); and development of Ii 

tuberoulosis prolJlem surveillance and performance monitorIng system. The 
stwiy fIndings are ex.pectetl to benefit dHferent countr: es in the Region in 
developing new or improving the performance of ongoing tuberculosis control. 
pl'ogl'l'Immc. 

7. cONCruSION.q 

It is clear from the above review that t,he findings and solutions 
emanating from the operations research studies have (ormed the basis for 
strengthening health servi"es delivery and for further developing health 
care 1n rural areas. The fact that the study findings have enabled a 
reorientation of health services development and that the proposed designs 
aJ"fl heing implemented on a national scale 1s in itself Ii demonstration of 
the suocess of studies of this type insofar as their contribution to 
general helilth services development at pr1ma:oy care level 1.s concerned. 
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So far the studies have had the active interest, involvement and support of 
top management in the ministerial hierarchy, and thus their progress and 
success can be attributed, in no small measure, to active collaboration in 
developing rational solutions to problems in the country context. The 
existence of an OR team trained in the process will contribute to development 
of self-reliance in improving performance where there is slackness. It is 
envisaged that stUdies using this methodology will be undertaken to improve 
the productivity of institutional care services particularly in emergency 
and provincial hospitals and to strengthen manpower training programmes. In 
the process, the methodology itself would be modified and improved for 
applIcatIon to dIfferent problems. In this respect, behavioural aspects 
wIll have to be considered and relevant parameters incorporated in the 
models developed for the stUdies. 
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Annex 5 

HEAL'lH SERVICES RESEARCH IN NEW ZEALAND 

At the present time the largest programme of HSR 
activity in New Zealand is carried out by the Management Services and Research 
Unit of the Department of Health. Smaller research programmes exist in 
medical school community medicine departments and at the Epidemiology Unit at 
Wellington Hospital. Scattered proJects exist in other university dep~rtments 
and health facilities. 

The Management ~ervices and Research Unit came into being in April 1973 
with the merging of four existing department of health units: 

- the Health Services Research Unit; 
- the Hospital's Division Advisory Section; 
- the Electronic nata Processing Section; 
- the Organization and Methods Group 

The general objective of the Unit is to provide health care administrators 
and health service managers with advice, where possible, on a quantitative 
basis for decision making on the use of health care resources. 

The specific functions of the Unit may be summarlzed as follows: 

(1) to use scientific methods to study all aspects of the organization 
and delivery of health care in New Zealand; 

(2) to study, by appropriate means, the needs and demands for health 
care and to advise on alternative strategies to meet those needs and demRnds; 

(3) to promote health planning in all its aspects and at all levels 
within the health service; 

(4) to devise methods to measure performance in the health service, 
and methods to evaluate alternative means of delivering health care; 

(5) to stimulate interest in management in all its aspects within the 
health service, with a view to improving the use of health care resources; 

(6) to provide an internal management consultant service for agencies 
in the health service; 

(7) to develop and maintain a comprehensive manpower planning data 
base to cover all professional and technical staff employed in the health 
service; 

(8) to develop a research policy and to carry out a programme of 
research into all aspects of health manpower planning; 
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(9) to assist in the development of a staffing policy and staffing 
standards for the health service; 

(10) to plan for and introduce eleotronic data processing systems 
within the Department, where appropriate; 

(11) to coordinate, promote and advise on the use of electronic data 
processing in the hospital service; 

(12) to encourage, coordinate and promote research, both insIde "nd 
outside the health servioe, into all aspects of the organization and deJlvp.ry 
of health care. 

Tne Unit is lead by a physician with training and experience in 
internal medicine, medical administration, teaching and health services 
research. There are two other physicians similarly trained and experienced. 
The other staff are mainly university graduates trained in a variety of 
disciplines including nursing, statistics, economics, management, psychology 
and sociology among others. 

Within the organizational structure of the Department of Health, the 
Director of the Unit is administratively responsible to the Deputy Director
General of Health (Administration). 

The Unit is organized to work on a flexible task force basis. Work is 
allocated to teams each lead by a senior management service officer. Each 
team leader, according to his background, interest and experience, is 
responsible for a particular aspect of the Unit's work. 

While the organizational arrangements are purposely kept flexible, the 
Unit's work can be broadly classified in eight areas: 

1. Survey research 

Here recent studies include: 

(a) A health care utilization study of maternal and child health 
services; 

(b) A national height-weight study of infants and school children; 
(c) A national study of the accommodation and service needs of the 

elderly; 
(d) A consumer survey of attitudes to hospital care; 
(e) .A fertility and family planning survey; 
(f) A regional survey, with full consumer and provider involvement, 

relating to knowledge, attitude and use of health services. 
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2. Health planning 

Here the work is divided into two sub-sections: one operating at the 
macro level concerned with the development of national guidelines for the 
planning of services and health facilities and one at the micro level where 
the objective is to develop a cooperative multi-agency appro~ch tow~rds the 
planning of health services, such as geriatric services, psychiatric services, 
primary health care services. In all, nine separ~te set'vicp. deve1.opment areas 
have been identified. 

3. Health manpower planning 

Here the prime objective is to develop an ongoing capability to collect 
and analyse information about health manpower in New Zealand. Stock-taking 
information is now available on most health profesRionals and is rev:lewed 
annually. Steps are now being taken to develop ad hoc studies concerned 
with the utilization of health manpower and efforts are being made to promote 
integrated health manpower planning both within professions and between 
professions. 

4. Management services 

Here the work is divided into two areas: 
and Depl!lrtment of Health management services. 
work is undertaken. 

5. Electronic data processing 

hospital management services 
A wide variety of project 

Recently the electronic data processing sectIon has become an 
independent division. The new division's work is mainly concerned with 
information processing in hospitals but it has responsiLilities to the wider 
health service. 

6. Analysis and intelligence 

This group is currently concerned with gathering data for a publication 
on the current use of health care resources in New Zealand and which is to 
include a review of priorities for development. 

7. Education, training and staff development 

staff from the Unit are widely involved in education and training 
activities both within the Department of Health and further field. The 
Unit has its own staff development programme. 

8. Publications 

(a) The Unit produces a two-monthly report of its activities for use 
mainly within the Department of Health as well as an annual report. 
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(b) A small journal "Management Services News" is produced twice a 
year for the purpose of publicizing the Unit's work. 

(c) Larger reports are produced ueither "Occasional Papers" or in a 
"Special Report" series. 

(d) Regular oontributions are made to popular publications and 
professional Journals. 

The prospect for future development would seem to be that the Unit 
will eventually be included with the National Health Statistics Centre. the 
Electronic Data Processing Division and the Department's Review ~nd Policy 
Development Group to form a Bureau of Health Information Services. 

The functions of the proposed bureau are summarized in the diagram 
below and the interrelationships indicated: 

r---------------. 
INFORMATION I 

AND STATISTICS 

~ I DEVE:--' \ / 
'--------

It is anticipated that the new bureau will provide information and 
advisory servioes for: 

(a) the development of national health policy; 
(b) the development of a national programme for health services 

research; 
(c) servicing the line divisions ot the Department of Health for 

planning and management purposes: and 
(d) the integration of research arv1 development functions of the 

Department of Health with other agencies, such u the public and private 
providers of health care, the universities, other government departments. 
organizations of health professionals, research funding agencies and the 
like. 

The overall objective is to provide a national clearing house for all 
information pertaining to health and the development of health services in 
New ~ealand. 
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Annex 6 

HEALTH SERVICES RESEARCH IN MALAYSIA 

The Government is principally responsible for the provision of health 
services, both curative and preventive. The role of the private sector 
(private practitioners) is limited to providing curative services, mostly 
in urban areas. The practitioners of traditional medicine also playa role 
in certain areas. Medical and health programmes are currently aimed at 
improving the distribution of adequate health services and facilities among 
states and regions. 

HSR oarried out by the Ministry of Health with WHO collaboration 
includes an operational research study of the rural health service. As a 
result of this study a two-tier system has been introduoed, whereby it is 
envisaged that one health centre will serve every 15 000 - 20 000 of the 
rural population, and a modified midwife I s clinic ("Klinlk desa") every 
4000 of the population. A well designed health information system is being 
developed. 

Projects in progress include a rural environmental sanitation project 
and an applied food and nutrition project. Both these projects are integrated 
with other services, involve community participation and are reviewed 
periodically. Control and eradication programmes for communicable diseases 
are being suooessfully carried out. 

Individuals in academic institutions participate in some aspects of 
HSR. These include identification of rural health problems, the role of 
traditional practitioners, sociological aspects of community health, 
attitudes towards modern medicine and comparative stUdies of health in 
different population groups. Studies have also been undertaken on (i) the 
role of private practitioners in the promotion of community health; and 
(ii) the migration of physicians. However these stUdies have not been done 
on a national sclae, but were confined to selected areas. 

With the expansion of facilities and institutions, together with an 
awareness of the importanoe of health services research, it is hoped that 
there will be more interest and activities in that field. 
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Annex 7 

THE Im'ERNATIONAL INSTITUTE OF RURAL RECONSTRUcrION (IIRR) 

1. The IIRR was inaugurated in Silang, Cavite in 1967. Its main 
functions are: 

1.1 International extension 

"The promotion and organization of private i.ndigenous rural reconstruction 
movements In countries that invite its cooperation in order to damonstrate 
what can be done and how it is done by their own people." 

At present, besides the Philippine Rural Reconstruction Movemant 
(PRRM), affiliate organi2atlonE; include the Thailand, Guatemala, Columbi'l 
and Ghana rural reconstruction movements. 

1-.2 Operational research 

A continuing study of the rural problems and prl3.ctical demonstrations 
of what can be done about them are a major activity ot' I11<1'. I1.s a social 
laboratory IIRR continues to develop methods and tectmiques on rural 
reconstruction, adapted to the realities of the area. Cavite province is 
the social laboratory of IIRR although at present, only salected 
municipalities are being studied intensively. 

1.3 Leadership training 

"Intensive training" for speCialists of affilillteri nat.io(ll3.l rur'll 
reconstruction movements and "extensive training" for workers of non
affiliated organizations are periodically conducted. 

2. Basic philosophies of IIRR 

2.1 Integrated four-fold approach to rural reconstruction 

Although the mass education movement started off as a massive 
literacy campaign, successfully reaching an estimated 40 million Chinese, 
it was realized that for real development to occur, the interlocking basic 
problems of the rural masses - illiteracy, poverty, diseases, and civic 
inertia - must be tackled simultaneously. Because these problems interlocy., 
education, economic development, health and self-government are interrelated 
and mutually dependent so that the success of one depends upon the success 
of the other. 

At the same time, under this total comprehensive system, sub-systems 
in each discipline must be developed that allow horizontal and vertical 
integration to occur from the grassroots upwards. 
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2.2 Release of rural people's potentialities 

The rel ... e of rural people's potential1t1es for 1nd1vidual and 
collective growth, econom1c productivity, and social and political 
responsibilit7, is the paramount goal of rural reconstruction. What the 
people need is release, not relief. In other words, rural reconstruction/ 
development is only a means; human reconstruction is the end. 

2.3 Indigenous leadership 

Indigenous leadership, whether at village or country level, is 
essential to development. Outsiders can help but insiders must do the 
work. 

2.4 Development of social laboratories 

Private organizations with limited resources, like the rural 
reconstruction movements in different parts of the world must concentrate 
on developing social laboratories where techniques and methods adapted to 
the area oan be oarefully develope<l, studied and analysed so that the 
best of these oan be applied nationwide by appropriate national agenc ~s. 

3. Health services research at IIM 

The types of research carried out may be classified into the following: 

3.1 Pre-programme studies 

In this situation basic information is collected about some problem 
area as a basis for initial planning and programme design. 

3.2 Action research 

This type of research is appropriate when programmes are in the early 
stages of implementation and one is still identifying and testing a 
single programme strategy. The research objective is to collect enough 
detailed information about the strategy to be able to document precisely 
what occurred and with what results. 

3.3 Experimental research 

This type of research project is appropriate when a great deal of 
experience has been gained in a partioular programme area and two or 
more strategies for operating a programme have been identified and deSigned. 
In this situation it is possible to operate the alternative strategies under 
certain controlled conditions so that the strategies can be compared 
regarding effectiveness and other criteria. 
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Some examples of health services research now ongoing are: 

(a) Barangay scholars in health 

This involves a study on selection, training, follow-up, the medical 
supply set-up, the referral system and the necessary institutional 
arrangements. 

(b) Rural water supply 

This covers the study of the source, transport and storage of water. 
It also includes a simplification of water testing using indigenous 
materials like coconut water and soy sauce as media. 

( c ) Nutri tion 

This covers the relationship of nutrition with food production and 
food preservation. The village network based on the realities of the 
situation are considered at the sub-village level for the educational 
process. 

(d) Family planning 

This study covers the preparation and testing of agricultural 
analogies to teach messages in family planning including those on birth 
limitation, spacing, infertility, IUD, pills and condom. 

The IIRR is also finalizing the design and arrangements for funding 
from outside assistance in respect of a study in family planning in 
relation to other health care interventions and the general socioeconomic 
development of selected municipalities. 
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Annex 8 

HEALTH SERVICES RESEARCH IN THE REPUBLIC OF KOREA 

HSR in the Republic of Korea is carried out by several agencies 
aooording to their ooncern and interests. An opertional research study 
is being carried out by the Ministry of Health and Social Affairs with 
WHO assistance in one demonstration country (Gun) to evaluate the use of 
multipurpose workers instead of single purpose workers assigned in the 
MCH. FP and T.B programmes. The study also covers the utilization of a 
modified category of physicians besides identifying and correcting 
weaknesses in health service delivery. especially at the peripheral level • 

The Korea Health Development Institute was recently established "to 
conduct systematic. empirical research on problems related to public 
health. in order to facilitate the formulation of national policies and 
programmes in developing an effective system of national health care." 
The main object is to find a low cost but effective and efficient health 
care delivery system which is suitable and applicable to the Korean 
situation. 

Three sites covering a population of half a million were selected 
as demonstration areas where existing government health services will be 
studied and improved. Studies on financing mechanisms. integration of 
health services with rural community development activities. the use of 
new categories of health workers. programme evaluation. health indicators. 
etc •• will also be undertaken. The activities of the Institute are 
funded by the Government and USAID. 

HSR is also carried out by academic staff. in particular professors 
in the departments of preventive medicine and public health of medical 
schools. A total of thirteen community medicine demonstration projects 
supported by medical schools and large hospitals are in operation. The 
Ministry of Education provides funds for research conducted by these 
teaching institutions. 

The Korean Medical Association and the Korean Hospital Association 
recently became interested in HSR and conducted a series of studies. 
recruiting research staff and including research grants in their budgets. 
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REPORT OF THE SECOND MEETING OF THE 
TASK FORCE FOR HEALTH SERVICES RESEARCHI 

1. INTRODUCTION 

ANNEX 4 

1.1 The Task Force established to advise the Regional Advisory 
Committee on Medical Research (RACMR) on all aapects of health services 
research (HSR) first met at WHO Regional Office in Manila from 
30 November to 6 December 1976; its report was issued by the Regional 
Office on 29 December 1976 under reference WPR/RPD/Hea1th Services/76.4 • 

1.2 The second meeting of the Task Force was held in Manila on 
21-22 April 1977. 

1.3 In opening the meeting Dr Francisco J. Dy, WHO Regional Director 
for the Western Pacific, emphasized the importance of HSR as a 
prerequisite for soundly based health service planning and development. 
He suggested that the increasing interest in HSR is such that good 
proposals are not likely to lapse for want of funding. 

2. ORGANlZA TION 

2.1 The following officers were designated for the meeting: 

Chairman 

Rapporteur 

Dr H.J. Park 

Dr G.C. Salmond 

The list of participants is attached as Annex 1. 

2.2 After discussion, the provisional agenda (Annex 2) was adopted 
without alteration. 

In,.hiMlly iuued as WPR/RPD/Uea1th Services/77.5. 
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,. OBJE~IVES 

3.1 At its first meeting the task foroe was able to meet only two of 
its four objeotives, namely: 

"to define the soope of HaR and to identify areas for HaR". 

3.2 After oareful oonsideration the task foroe deoided that it did 
not have suffioient information to meet its third and four objeotives, 
namely: 

"to as8ign priorities to areas identified for HaR; and 
to formulate speoifio proposals, inoluding a tentative 
seleotion of oountries, to oarr,r out research in 
priority areas with tentative budget estimates". 

It was therefore deoided to seek information from Member oountries 
oonoerning HaR studies/projeots oompleted. or underway. The objectives 
were to gain insight into oountry aims, aap'rations and priorities for 
HaR and to oreate a regional directory of HSR projects. 

3.3 Questionnaires deSigned to obtain the required information for 
the direotory were dispatohed in January 1977 with a request that they 
be returned by mid-Maroh 1977. By 13 April 1977 replies had been 
received from 11 of the 25 oountries surveyed and 219 separate proJeots 
had been identified. A oonsolidation and analysis of the reports was 
prepared for oonsideration by the task foroe (Annex 3a and Annex 3b). The first 
objeotive of the meeting was to review and report on the questionnaire 
and to arrange appropriate follow-up. 

3.4 The seoond objective was to oonsider a number of speoific 
proposals prepared by oonsultants and advisers and presented to the 
meeting (Annex 4) and to indioate ways and means whereby such proposals 
(as well as the proposals presented by Member countries) might be dealt 
with by WHO. . 

3.5 The third obJeotive was to oonsider and report on a proposal to 
run a regional workshop on HSR in August 1978. 

3.6 The fourth objeotive was to report in general terms on the 
possibilities and prospects for the establishment of WHO collaborating 
centres for HSR in the Region. 

3.7 Finally the task force was asked to review the recommendations 
made in its first report and to make recommendations on its future role 
and functions. 
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4. QUESTIONNAIRE AND DIREC"I'ORY 

1 •• 1 Limitations 

The results of the questionnaire were disoussed and the following 
limitations identified: 

4.1.1 Given the time constraints the response to the questionnaire was 
reasonably good but clearly it was and would remain incomplete. 

4.1.2 Some countries had misunderstood the requirements and entered a 
nil return when it was felt probable that some HSR was going on. 

4.1., The reported studies showed a strong bias towards the traditional 
areas of medical conoern. Few. of what must be many. sooial and eoonomio 
studies which have relevanoe for health and health services were reported. 

4.1.4 From information available to ask force members from other souroes 
it was known that 1n some cases trivial researoh had been reported while 
major studies of national importance had been overlooked. 

4.1.5 Some d1fficulty had obviously been experienced in deoiding what 
was and what was not KSR. 

4.1.6 From the information reported it was, in some cases, diff1cult to 
tell the size and scope of the research. 

4.1.7 Further difficulty was encountered in trying to decide wh1ch were 
significant studies and which were mainly wishful thinking on the part of 
those reporting the research. 

4.1.8 Many studies were ongoing and did not fit easily into a prescr1bed 
time frame. 

4.1.9 As many of the studies were expected to contribute to health 
services delivery in a number of areas, classifioation by programme and 
by ooncern was of limited value. 

4.1.10 For most projects little useful information was reported on the 
findings and outcome of the study or on the application of the findings 
to the improved delivery of health services. 

4.1.11 The precoded section on problems encountered during the study 
was ignored by most reporters and where completed the information proved 
to be of limited value. 

4.1.12 Little useful information was discernable on national research 
prioritles and national research capability. 
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4.1.13 From the information provided it was difficult to decide how WHO 
might best help researchers and promote HSR. 

4.1.14 Potentially useful information on the publications and reports 
available on projects was not sought in the questionnaire. 

4.2 Conclusions 

The following conclusions were drawn: 

4.2.1 It was concluded that only a limited amount of information could 
be gathered directly from research groups by questionnaire, that only a 
sub-set of that information could usefully be included in a regional 
directory of HSR. that all returns should be aggregated and considered 
by a national advisory committee on HSR before being sent to WHO and 
that these committees should be asked to provide a general commentary to 
accompany the directory information. (The functions suggested for the 
proposed national advisory committee were listed in the task force's 
first report, sections 9.7.5-9.7.13.) 

4.2.2 While other information might be gathered and considered at 
national level, the important information about each project for inclusion 
in the directory was thought to be: 

title of the study: 
objectives; 
scope of the study: 
brief statement on the method; 
time frame and status of the study: 
name of the contact person; 
publications and reports available. 

4.2.3 To complement the directory information the HSR advisory group 
in each country should be asked to provide a statement covering the 
following points: 

conceptual framework in which HSR is seen: 
organizational framework: 
relationship of HSR to health planning; 
priority areas for research; 
funding arrangements; 
national capability for HSR; 
staff development programme; 
education and training arrangements; 
comments on the directory; 
constraints and problem areas; 
willingness to participate in international activities; 
an indication as to how WHO might best support the 
national HSR effort. 
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4.2.4 It was suggested that the following organizations could usefully 
be represented on any national advisory committee on HSR: 

national development planning body; 
ministry of health; 
all organizations funding biological. medical and social 
research (including the medical research council if one 
exists) ; 
academic institutions concerned with public health, health 
care administration and epidemiology in all its dimensions; 
academic institutions concerned with social science; 
clinical providers of care; 
consumer groups. 

4.3 Follow-up action 

The following follow-up action was decided upon: 

4.3.1 After 6-8 weeks. or when the current stream of returns has 
diminished to a trickle. returning should be declared closed. 

4.'.2 There should be no follow-up at this stage. 

4.,., The directory as currently set out. with the addition of the 
name of the person responsible for each study, should be updated. 

4.,.4 Copies of the updated directory together with a detailed analysis 
of the whole enterprise should be sent to the liaison person in each 
country for appropriate local distribution. 

4.'.5 No restriction should be placed on the availability of the 
directory. 

4.3.6 An outline of the suggested plan to revise the directory and to 
obtain complementary information from national HSR advisory ~roups 
should accompany the directory. 

4.'.7 Comment should be sought on the existing directory and the plan 
to revise the directory and to obtaining the other information. 

4.3.8 Where available WHO staff should be briefed and asked to support 
countries in setting up the proposed adVisory mechanism and in maklng 
returns to WHO. 

4.'.9 In some countries It may take some time to set up the suggested 
mechanism but, from the outset. a llalson person should be appointed and 
all returns made through that person if necessary with the support of 
WHO staff. 
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4.,.10 The task force should meet in about twelve months' time to 
oonsider the replies received and to plan a revised format for the 
directory. 

4.,.11 Information to support the new directory should be sought from 
the countries in eighteen months' to two years' time. 

5. PROCESSING OF HFALTH SERVICES RESEARCH PROPOSALS 

5.1 Terms of reference 

The task force was asked to consider the specific proposals 
prepared by consultants and advisers (Annex 4) and to indicate ways and 
means whereby such proposals might be dealt with. The results of the 
deliberations are presented with reference to general principles, a 
SURgested mechanism for assessing proposals and reoommendations on the 
existing proposals. 

5.2 General principles 

It was decided that the following general principles should 
apply to the generation and assessment of proposals: 

5.2.1 The generation and assessment of HSR proposals should not be 
dealt with in isolation from the broader promotional and advisory 
funotions of WHO in the field of HSR. 

5.2.2 It was recognized that only a small proportion of HSR proposals 
would be submitted to WHO for evaluation, guidance and support with 
funding. Most proposals could and should be dealt with at country level. 

5.2., It was further recognized that it would be difficult to deal 
with proposals without a formal mechanism to guide their preparation, 
presentation and assessment. 

5.2.4 While most of the work would need to be done by WHO staff it was 
felt that the task force could have a continUing role to play in: 

the development of a general framework for the assessment 
of proposals; 

the assessment of complex proposals; 
the assessment of proposals involving major resource 

allocation; 
the assessment of proposals involving a signifioant 

departure from established policy. 
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5.3 Mechanism 

Given the general principles as outlined above the following 
steps should be taken to establish a mechanism for the assessment of 
HSR proposals: 

5.3.1 A standard set of forms should be designed for the presentation 
of all HSR proposals to WHO. In addition a detailed set of guidelines 
should be prepared for the use of those presenting the proposals. In 
drawing up these documents due account should be taken of the forms 
and guidelines used by med~oal researah councils and other organizations 
involved in the promotion and funding of medical and other research. 

5.3.2 It is likely that many researchers will require assistance in the 
preparation of proposals. It is also po •• 1ble that oountries may require 
guidance in promoting HSR and in assessing proposals subm1tted for 
funding at country level. WHO might cooperate 1n this respect by providing 
general policy ~idance on the development and assessment of research 
proposals and, where appropriate, WHO staff might give direct help to 
individual countries and individual research groups. 

5.3.3 In planning research in which it is hoped to involve WHO, the 
Organization should be contacted at an early stage so that the required 
general procedures can be followed. At this stage, as well as providing 
general information, WHO should give researchers some ideas as to the 
priority it attaches to the area to be investigated and to the possibilities 
for and the likelihood of funding. 

5.3.4 For most projects decisions should be taken by WHO staff in 
keeping with the dictates of policy and with the help of outside advisers 
and referees as required. On proj~cts involving major resources or a 
significant departure from established policy a more complex assessment 
procedure may be required. This could involve the task force for HSR as 
well as other outside assessors. Task force members could be sent the 
docu.ents for formal evaluation or general comment. ~oposals might be 
dealt with in correspondence or be held over pending a meeting of the 
task force. On occasions, there could be advantage in a visit to the 
site of the proposed research by a member or members of the task force 
together with the appropriate WHO staff. 

5.4 Existing proposals 

With the exception of the proposal for a regional workshop on 
HSR which is dealt with separately in the next section, the proposals 
prepared by the conSUltants and advisers (Annex 4) are not set out in 
,,"t'f1c1ent detai 1 to ena.ble II. defin:ltive recommendation to be m~uie by 
the task force; however, the following general comments and recommend
ations may be helpful: 

5.4.1 The best developed proposals are those on the effectiveness and 
the efficiency of antimalarial operations and of drug regi~ens in the 
treatment of tuberculosis. While it is recognized that a great deal of 
additional work will be needed to refine these proposals it is considered 
that, of the proposals presented, these two should receive top priority. 
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5.4.2 The first three proposals of the adv1sers and consultants deal 
in a fairly general way with different aspects of primary health care. 
None of these proposals provide the methodological details required for 
assessment. While the task force would strongly support clearly specified 
research in the areas covered by these proposals much more preCise 
information is required before any sort of an assessment can be made. 

5.4.3 The proposal concerning the development of a health indicator Is 
rejected. The concept of a comprehensive health indicator is not 
supported by the task foroe. Instead of general projects such as this 
the task force would like to see research more precisely aimed at 
practical health and health service problems. Given the limited resources 
of both manpower and money for HSR in the Region the task force, as a 
matter of general principle, would net attach high priority to research 
of the type described in this proposal. 

6. REGIONAL WORKSHOP 

6.1 The proposals of the advisers and conSUltants (Annex 4) include 
details of a regional workshop to be held in Manila, 9-15 August 1978. 

6.2 The task force strongly supports the proposal as it fits in very 
well w1th the general programme ot the task force tor the promotion of 
HSR in the Region. 

6.3 It is felt that this should be the first of a series of HSR 
workshops in the Region. It would be a regional workshop to deal with 
general issues and organizational matters and would be followed by a 
series of country workshops more precisely aimed at local problems and 
requirements. 

6.4 The following 1s a suggested set of objectives for the regional 
workshop: 

(1) to consider and report on all matters pertaining to the 
development of HSR in the Region; 

(2) to review and report on the results of HSR completed, 
underway or planned in the Region; 

(3) to identify country and regional priority areas for HSR; 

(4) to identify factors limiting the development of HSR in 
the Region; 

(5) to consider the possibilities for the promotion and 
coordination of HSR activities in the Region and more specifically 
to review the task force's proposal for the development of a 
regional directory of IiSR; 

.' 
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(6) to assess the developing capabUi ty for HSR in the Region 
and to identify the maJor centres of excellence; 

('1) to identify countries and organizations willing to sponsor 
or take part in staff trainingmd development activi ties; 

(8) to consider the role of international al~encles, in particular 
WHO. 1n the promotion and conduct of fiSH in the ,ie,don: 

(9) to consider thp possibilities and requirement.s for t.he 
establishment of WHO collaboratini2; c~nt res for IIS.~ in t.he )1PI'i on 
and to report on the possj ble ran pc of fu,c t1 ons such c(:ntr~'s 

mi[T,ht be asked to undertake. 

6.5 A r;reat deal of work will be required if the PI' 'pmil:'<i workshop 
is to be a success. It. Is therefore importanL that form",[ approval 1.0 
hold the workshop be obtained as soon as possible. Once Lills .is forth
cominp; countries sho'.Ild be notifieJ of the I~ent)raj pJan I\nd bp ;;lven 
some idea as to the material they :nay b~ a!;kf-'d tr) provide and t.hE' 30rt. 
of representatives they should scnn. The consultant.::; for t.he workshop 
should be appointed at the earliest opporLun!t,v and involved in plannin;.'; 
from the outset. 

6.6 It is felt that the task force for HSI1 should be asker:! to ac()ept. 
responsjbll tty for steerinp; the project. 

'f. WHO ~OLLABORATING ':F.N'1"HED 

7.1 The task force was asked t.o consider, in 1~('neraJ \',:r'nr;, t.i1,; 
prospects and posslblli ties for the establishment of WHO collaborat.ing 
centres for HSn within the Re"l.lon. In this cont.ext a pro;r,ress report. 
on the activities of the Korea Healt.h Development. Institute: (Annex ')) 
had been submi tted wi th Ii view to 1 ts desil'nat.lon as a WHO collaborl,l t.1 nl~ 
oentre. 

7.2 Consideration of the liat of WHO collaborating centres 1n the 
Western Pacific Region (Annex 6) which showed that almost all the 
current centres are concerned with biological or clinical research. 
Examination of the relevant sections of the WHO Manual showed that the 
requirements for des1~ation do not adequately cover the requirements 
the task force would like to see included in respect of WHO collaboratin:r 
centres for HSR. 

7.3 In particular t.he task rorc~ would like to spe ~rp.ater empharJs 
placed on the communications function of the centres. While it Is 
accepted that most centres are likely to be based in identifiable 
institutions they should provide a nodal point for all communications 
concerned with HSR locally, nationally and internationally. They should 
be the central points of communication networks. 
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1.4 Due to lack of time the task force was unable to give sufficient 
attention to the detailed requirements regarding WHO collaborating centres 
for HSR. It is recommended that this item be reviewed at the proposed 
regional workshop on HSR and be considered again by the task force. It 
was further recommended that RACMR be asked to take the preliminary steps 
required to have the Korea Health Development Institute designated as a 
WHO collaborating centre. 

8. CONTINUING ROLE 011' THE TASK FORCE 

8.1 In terms of its original objectives the work of the task force 
has only Just begun. If anything is to be achieved the work must be 
on-going. In general terms the task force feels it could have a continuing 
responsibility in the following areas: 

(1) active promotion of HSR in the Region; 

(2) coordination of research efforts in the Region; 

(,) establishment and maintenance of communications between 
organizations, groups and individuals involved in HSR; 

(4) development of national and international capability in HSR; 

(5) development of technically competent research workers; 

(6) development of new research techniques and methods; 

(1) use of HSR as an on-going basis for health planning and 
the development of health services; 

(8) formulation and review of WHO policy relating to the 
development of HSR in the Region. 

8.2 In more preoise terms the task force considers that it has a 
continuing role in the following areas: 

(1) developing a regional direotory of HSR studies and in the 
aotivities expeoted to flow fram that development; 

(2) establishing a meohanism for the prooessing of HSR 
proposals by WHO; 

(,) assessing individual research proposals; 

(4) determining requirements for the designation of WHO 
collaborating centres for HSR; 

(5) serving as the steering oommittee for the proposed 
regional workshop on HSR. 
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8.3 In the longer term it is hoped that the task force. or the 
organization which evolves out of the task force. will develop and 
service an on-going plan for the development of HSR in the Region. 

8.4 It is recommended that the task force meet again in about twelve 
months' time and that the agenda cover: 

(1) the HSR directory; 

(2) the mechanism for processing HSR proposals; 

(3) the assessment of individual proposals; 

(4) the proposed workshop on HSR; 

(5) requirements for deSignation of WHO collaborating centres 
on HSR. 

9. SUMMARY OF REC<Jt1MENDATIONS 

It is recommended that: 

(1) follow-up action be taken in developing the regional 
directory of health services research studies; 

(2) a regional workshop on health services research be held in 
Manila on 9-15 August 1978; 

(3) the relevant sections of WHO Manual be revised to include 
appropriate requirements on the designation of WHO collaborating 
centres for health servioes research; 

(4) the task force continue to function. holding its next 
meeting in about twelve months' time. 
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Annex 1 
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PROVISIONAL AGENDA 

1 Opening ot the aesa10n 

2 Adoption ot the agenda 

4 

Statement of objectives ot the •• et1ng 

Consideration of the directory on 
hea.l th services research (H8ft) 

4.1 Purpoae and tormat 
4.2 Anal18ia ot the directory 
4.3 Problema and ditticultie. encountered 

In collecting HSR into~tion 
4.4 Priorities in HSR 

5 Consideration of proposals on HSR 

6 Mechanism of processing proposals 

7 Coordination among varioua centres of 
c~petence and rural health deD0n8trat1on 
programmes with Korea Health Development 
Institute (KHDI) 

8 Other busineas 

9 PreparatIon of the report 

10 Adoption ot the report 

11 Closing session 

Annex 2 

To be Pl'!8ented by 

Chai1'llan 

Dr A.C. Re7es 

Mr M. Sub ..... an1an 

Dr H.J. Park 
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REPORT ON THE THIRD MEETING 
OF mE 

TASK FORCE ON HEALTH SERVICES RESEARCH l 

Originally issued as WPR/RPD/HSR/78.2 

ANNEX 5 
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1. INTRODUCTION 

1.1 The third meeting of the Task Foroe was held in Kuala Lumpur, Malaysia, 
on 20-21 April 1978, immediately preceding the third session of the Western 
Pacific Advisory Committee on Medical Research (WPACHR III). 

1.2 The following were designated officers for the meeting: 

Chair.an - Dr H.J. Park 
Rapporteur - Professor 5.5. Ratnam 

The list of members is attaohed as Annex 1. 

1.3 The provisional agenda (WPR/RPD/HSR/78.1), attached as Annex 2. was 
adopted without alternation. 

1.4 The objective of the Task Force was to plan the forthcoming meeting of 
the regional working group on health services researoh (HSR) to be held in 
Manila froa 14 to 18 August 1978. 

2. RBPORT BY THE SECRETARIAT 

2.1 Reference was made to the report of the second meeting of the WPACHR 
(WPR/ACHR/77.9) and attention was drawn to the section dealing with HSR. 
It was noted that aotion had been taken on a number of the recommendations. 

2.2 A mechanism has now been established to process research proposals 
from the Region. At present some twenty-seven proposals are on hand only 
one of whioh is on HSR. 

2.3 It was reported that HSR projects are being undertaken in the 
Republic of Korea and that projeots are being supported in rural areas in 
the Philippines. The project in Tacloban City in the Philippines, the 
first HSR project to receiVe WHO support, is being funded to the extent of 
$ 40 000 from an extra budgetary source. 

2.4 Three fellowships for training in HSR have been awarded - two to 
Malaysia and one to the Philippines. 

2.5 Verbal reports were received concerning WHO-designated oollaborating 
centres for HSR and on development relating to the establishment of a 
global focus for HSR. 
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3. ISSUES ARISING OUT OF THE SECRETARIAT'S REPORT 

3.1 Research funding 

3.1.1 The paucity of HSR research proposals concerned the Task Force. It 
was felt that there would be no shortages of funds for well-formulated 
research but the generation of good research proposals and the 
identification of resource people willing and able to undertake research is 
a major problem. It was felt that some easily accessible funds should be 
available for the purpose of seeding research. This would enable the 
encouragement of research in priority areas. Such funding should be 
short-term and at the discretion of the Secretariat. Once a major proposal 
was developed it should be submitted for assessment by the established 
review mechanism. 

3.2 Research formulation 

3.2.1 There is a need for guidelines to assist those preparing research 
proposals. Such guidelines already exist in the field of biomedical 
research but these are not entirely satisfactory for HSR. At the present 
stage when few people have experience in the formulation of proposals, it 
is essential that there be detailed guidelines to assist them. 

3.2.2 While it is accepted that detailed information cannot be pl'ovided on 
all projects each proposal should attempt to provide: 

a one-paragraph summary of the proposalj 

on account of the relevant backgroundj 

a description of the project in terms of objectives, methods, 
research timetable and plan of analysisj 

a review of the relevant literaturej 

a description of the project organizationj 

an account of the way in which the research findings will be 
used to improve the delivery of health servicesj 

a detailed research budget; 

an indication of what people and what finance are available and 
what help is required; 

where available, an account of any previous research undertaken 
by the researchers; and 

an indication as to whether the research is in a priority area 
and of interest to the government. 

3.2.3 It is recommended that the Secretariat develop this general outline 
into a fuller set of guidelines for wide distribution within the Region. 
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3.3 National strategies of HSR 

3.3.1 In its first report (WPR/RPD/HSR/76.4) the Task Force suggested that 
each country should establish a body to encourage and coordinate 
develo~nts in HSR. Such a body has been developed in New Zealand, and an 
account of its organization, terms of reference and activities was 
presented to the Task Force (Annex 3). 

3.3.2 In discussion it was felt that some such body should operate in all 
countries and should involve both administrators and researchers at the 
highest level. The group shoUIarhave strong working links with the 
government and with national and international research funding. The group 
should establish and publicize its priorities for research and should 
create and maintain a national HSR register. Discretionary funds should be 
available to the group for seeding research in priority areas. The group 
should establish and publish mechanisms for technical advice and the 
training of researchers is of paramount importance. 

3.3.3 It is appreciated that it will take time for countries to develop 
national foci to support HSR, and that develo~nt will not tollow the same 
lines in each country, but, in every country, something along the lines 
suggested will be required. In this context it is important that national 
toci for HSR establish and maintain close contacts with biomedical research 
interests and with the ongoing health services. 

3.4 HSRas a strategy for.change 

3.4.1 HSR and health services development otten go hand in hand especlally 
In the fleld of priaary health oare. In the process of doing research, 
attitudes and practices are otten changed. This, combined with the 
political sensitivity of some projeots, often makes formal evaluation 
diffioult. These problems oan be further compounded if the local people 
are involved in establishing their own priorities for researoh In the 
oontext ot community development. If such work is to be undertaken 
suocessfully researchers .ust possess extensive local knowledge of oustoms 
and praotioes and have well-developed human relations skills as well as be 
skillful research technicians. 

3.4.2 It Is important that those passing judgement on HSR proposals 
appreCiate and have first-hand experiences of these problems and, where 
possible, be able to assist in finding their solutions. However, it is 
also important that inadequately oonceived research should not be supported 
unless steps are taken to ensure that needed help is given. Projects whioh 
raIl after the investment of much time and effort are dispiriting to those 
involved and do not advance either the oause or the reputation ot HSR. 
Inexperienced researchers should be encouraged but will often need 
continuing supervision and teohnical and other support. To provide such 
support it is essential that a panel of persons with established HSR skills 
be created in the Region to support the research effort. 
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3.5 Alternative strategies for HSH 

3.5.1 A variety of methods exist for the conduct of HSH. Different 
methods are required to resolve different types of problems. Some 
research, especially that involving the use of existing statistical and 
other information, gives rapid results and is relatively inexpensive. On 
the other hand, survey research or randomized controlled trials can be 
difficult to set up, expensive and slow to produce results. 

3.5.2 The Task Force is of the view that much useful information could be 
extracted from existing sources - from routine statistical publications, 
from records kept for administrative and other reasons and from scientific 
publications which have low visibility. These data should be extracted, 
analysed, appropriately annotated and brought to the attention of the 
concerned decision-makers. In most countries there is considerable scope 
for this type of HSH. 

3.6 Education and training 

3.6.1 It is generally agreed that lack of skilled researchers is the 
single most important factor limiting the development of HSR. It is 
therefore of the utmost importance that strenuous efforts be made to 
recruit, train and otherwise encourage and support newcomers to the field. 
However, it is important to appreciate that similar efforts be made to 
ensure that health administrators are trained to unertand and appreciate 
the potential contribution of HSR to the ongoing development of health 
services. A partnership based on mutual understanding between researchers 
and administrators is required. 

3.7 Dissemination of information 

3.1.1 Many significant HSR projects are either not written up for 
publication at all or are published in journals which have little 
visibility or are published after long delay. It is therefore essential 
that means be found to enable researcher to keep track of significant 
developments in their fields at country, regional and global levels. 
A well-annotated HSH register or regular newsletters may help to overcome 
this prob,lem. 

3.1.2 WHO Headquarters already produces a regular global review of HSR 
activities and has commissioned a monthly Medline search on HSR topics. 
This information is available to regions and to researchers on request. 
However, the best hope seems to lie in the local compilation and 
maintenance of national HSR registers with selective extraction for further 
compilations at regional and global levels. Researchers must also be 
encouraged to write up and to publish their material in journals which are 
widely indexed and widely seen. 

3.8 A global focus for HSH 

3.8.1 There has been much discussion on a possible global focus for HSR. 
The Task Force is of the opinion that developments at the global level 
should not be rushed. To be successful HSR must be initiated and supported 
at country level. Although much can be done to encourage these developments 
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at both regional and global levels, a .. jor initiatiye in teras of a special 
programme on HSR similar to the programmes in tropical diseases and human 
reproduotion is probably not desirable and oould be oounter-produotive. 

3.8.2 In most regions it see .. that HSR aotiyities are gradually gettins 
off the ground under the general guidanoe of regional ACMR.. The most 
useful role for HSR fooi at regional and global leyel. will be to enoourage 
HSR initiatives, to arrange for the as.esament and funding or suitable 
project., to provide a olearins house for info~tion and for teohnical 
fundins and other support and to faoilitate in all possible ways the 
trainins and career develo~nt or re.earohers. 

4. REGIONAL WORitING GROUP ON HSR 

4.1 A working group on HSR will be held in Manila fro. 14 to 
18 Ausust 1978. 

".2 ObjeotiY •• 

At the end of the working group, the 1188bers will: 

(1) haYe an oyerview of HSR aotlvities planned, oompleted or under 
way in the Western Paoifio Reglon; 

(2) have an understanding of HSR approaoh and its role in improving 
health servioes; 

(3) be able to establish a focal group for health servioe. researoh 
to faoiUtate: 

(a) organization and oonduct of HSR 

(b) application of researoh findings; 

(4) be able to organize and oonduot a national workshop on HSR; 

(5) be able to formulate re.earoh proposals in priority areaa in 
health servioes program.8S and subprogra .... ; 

(6) b. able to identit" areas for whioh oollaboration fro. within 
and outside their oountries would be needed. 

To aohi.ve the aboy. objeotives, the following stepa would be 
undertaken: 

(1) review HSR planned, qo.pleted or under way in the Region; 

(2) identity and oonsider probl .. s in the for.ulation, organization 
and oonduot of HSR; 

(3) explore alternative strategies and .. thods for the oonduot of 
HSR; 
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(4) identify factors limiting the development of HSR within the 
Region and suggest solutions; 

(5) identify priorities for HSR within countries and within the 
Region and explore ways and means of establishing and reviewing 
priorities; 

(6) encourage the formation of national organizations to promote HSR; 

(7) assist in the evolution of national strategies for the promotion 
of HSR in the context of national health planning; 

(8) review experience in the practical ap~lication of research 
findings to the development of health services; 

(9) explore ways of improving communications on HSR within and 
between countries in the Region; 

(10) identify individuals and centres within the Region able and 
willing to provide research support; 

(11) improve the standard of "research grantsmanship" within the 
Region; 

(12) advise WHO on how it might most effectively and efficiently 
encourage the development of HSR in the Region; 

(13) generate or assist in the generation of specific research 
proposals for funding from either national or international sources. 

4.3 The members 

4.3.1 It is expected that approximately thirty people will attend the 
working group. All members will be temporary advisers. Membera in 
two categories will be invited: 

(a) those involved at a decision-making level in the delivery of 
health services; and 

(b) active researchers in the field of HSR. 

4.3.2 Members have been invited from Australia (2); China (2); 
Japan (2); Malaysia (2); New Zealand (2); Papua New Guinea (1); 
Republic of Korea (2); Singapore (1}j Socialist Republic ot Viet Nem (2). 

Members of the Task Force on HSR have been invited to attend. The 
workshop director will be Dr G.C. Salmond assisted by Dr J.M. Flavier. 
Representatives of interested outSide funding agencies will be invited to 
attend as observers. WHO staff will also attend. 
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4.4 Advanoe documentation 

4.4.1 As soon as the members are identified they will be sent copies of 
the three reports of the Task Force together with the appropriate section 

. of the regional register of HSR projects compiled by the Task Force. 
Where applicable, in association with their fellow countryman, members will 
be asked to provide: 

(a) a review of HSR activities in their country; 

(b) an updating and amplification of the HSR register; 

(c) information on national priorities for HSR; 

(d) an account of factors limiting the national development of HSR; 

(e) suggestions as to how WHO might help; and 

(f) research proposals for conSideration at the working group with a 
view to possible funding. 

Replies should be received by mid-July 1978. 

4.5 Working group strategy 

4.5.1 The activities of the working group will be organized around a 
series of themes each taking approximately half a day. Each session will 
start in plenary session with the presentation of one to three keynote 
items, highlighting aspects of the item, and will be followed by work in 
groups. Haterial for the keynote items will be drawn where possible from 
research in the Region. Three broadly representative groups will be 
selected and remain the same for the duration of the working group. On 
each theme groups will be asked to answer a series of questions. Reporting 
back will be verbal in plenary session and in writing. The edited 
proceedings of the working group will be published together with the 
working papers. The working group will be evaluated both immediately and 
in the longer term. 

4.6 Working group programme 

Day 

Official welcome 

Theme - General orientation 

An outline of the plan for the working group by the Working 
group Director 

Discussion 

An overview of the situation: a synopsis in not more than ten 
minutes by a representatiYe from each country with limited 
discussion 
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Theme - Priorities for HSR 

Keynote item: a review prepared by the Secretariat from the 
available documents 

Discussion 

Work in groups 

Questions: 

(a) Is it necessary and possible to establish national 
priorities for HSR? 

(b) If yes, who should be involved in the setting of priorites? 

(c) By what process should priorities be es.tabl1shed? 

(d) What should happen once the priorities have been set? 

(e) Can priorities be set for the Region? 

Reporting back 

Theme - An organizational framework - strategies for the promotion of 
HSR 

Keynote items: a review of the New Zealand experience 
(Dr Salmond) and an item on collaborating centres for HSR 
(Dr Rossi-Espagnet) 

Discussion 

Work in groups 

Questions: 

(a) How does the New Zealand experience relate to your country? 

(b) What are the common problems in evolving a strategy for 
the promotion of HSR? 

(c) What can be done to get planners, administrators and 
researchers together? 

(d) Is there a place for collaborating centres for HSR? 

(e) What should be the role of WHO at regional and global 
levels? 

Reporting back 
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Theme - HSRas anagentforohange 

Keynote items: operational research studies on rural health 
projects in the Philippines and the Republic of Korea 
(Mr Subramanian); open door research in a model health village 
in China (member from China); and a patient opinion survey in a 
New Zealand hospital (Dr Salaond) 

Discussion 

Work in groups 

Questions: 

(a) What are the problema in using HSR as part of a strategy 
for change? 

(b) Is there a difference between research and evaluation? 

(c) What steps .uat be taken to ensure that a project can be 
evaluated? 

Cd) What skills are required in the use or HSR as a strategy 
for change? 

(e) What can WHO do to help? 

Reporting back 

Theme - Alternative.strategles.tor RSR 

Keynote items: uae of existing info~tion - varicose veins in 
New Zealand (Dr sal.and); health and social indicators 
(Dr Macfadyen); a rando.ized oontrolled trial in the fertility 
field (Dr Ratnam) 

Discussion 

Work in groups 

Questions: 

(a) What rae tors dete~ne the choice ot research methods? 

(b) How can existing inforaation be used to better efrect? 

Cc) What technical research help is required in the Region? 

(d) What resource people already exist in the Resion who could 
help? 

(e) What can WHO do to help? 

Reportins back 

• 
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Theme - Planning research 

Keynote item: a general paper on the oeonoeptual aspects of 
organizing and planning HSR (an Australian partioipant); an item 
on "researoh grantmanship" (Dr Salmond) 

Discussion 

Keynote item: presentation of a piece of ongoing research with 
results to date for comment and criticism in groups 
(Hr Subramanian) 

Work in groups 

Questions: 

(a) Are there flaws in this research? 

(b) Within the resources available how could this have been 
better? 

(c) What should be done now? 

Reporting back 

Theme - The development of proposals 

Three members will be asked to present their own proposals to 
the working group for comment and criticism. 

Work in groups 

Reporting back 

Theme - Synthesis and evaluation 

After a briefing in plenary session groups will consider the 
following questions: 

(a) What can be done in the short and longer term about the 
regional register of HSH projects? 

(b) What can be done in the short and longer term to establish 
national foci to promote HSR? 

(c) How can technical assistance and training requirements be 
best met now and in the longer term? 
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(d) Would it be possible and worthwhile to establish a 
regional panel of experienced researchers willing and able to 
assist in the Region? 

(e) What steps need to be taken immediately and in the longer 
term to encourage national workshops on HSR? 

(f) What should be the short and longer term follow-up to this 
working group? 

(g) Are there any other ways in which WHO might help? 

Reporting back 

5. A REGIONAL RESEARCH PROGRAMME IN 
MATERNAL AND CHILD HEALTH 

5.1 As well as the general proaotional effort embodied in the regional 
working group it was felt that a more circumscribed initiative was required 
to develop at least one major programme of research in a priority area. 
Possible topics discussed were iamunization and nutrition but. decision 
was made in favour of a programme in the maternal and child health field. 

5.2 All countries have problems, be they different problems, in the field 
of maternal and child health. In some countries within the Region up to 80 
percent of mothers and children receive no health care and in consequence 
mortality and morbidity rates are high. The Regional Committee in 
allocating priorities for the regional programme to the objectives of the 
WHO Sixth General Programme of Work has given high priority to improved 
maternal and child health and 1979 has been designated the "Year of the 
Child". 

5.3 Considerable knowledge already exists from both human and animal 
experiments which has yet to be tested in field trials. The Task Force is 
of the opinion that relatively simple studies with well-defined outcomes 
measurable in the short term could be devised and carried out at a number 
of locations within the Region. Studies pertaining to immunization and 
nutritional status could be carried out within the context of such a 
programme. Experiments in the use of intermediate technology and the use 
of relatively unskilled health workers could be evaluated. 

5.4 The Task Force recommended that: 

(1) The Secretariat write to the Maternal and Child Health .Untt of 
the Family Health Division in Geneva requesting: 

a list of HSR protocols tested and recommended in the field, and 

a literature search it necessary by Hedline; 
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(2) A steering committee or expert panel be formed to meet in Manila 
for 3-5 days to generate a research programme and specific project 
proposals; 

(3) the committee should consist of not more than five experts with 
proven research experience in the field; 

(4) with the assistance of the Secretariat interested researchers be 
located to carry out the research in association with the steering 
committeej and 

(5) funds be earmarked to support this activity. 

6. SUMMARY OF RECOMMENDATIONS 

6.1 It is recommended that funds be set aside at the discretion of the 
Secretariat for the sending of HSR in priority areas (para. 3.1.1). 

6.2 It is recommended that guidelines be prepared by the Secretariat to 
assist in the preparation of HSR proposals (para 3.2.3). 

6.3 It is recommended that a panel of eXperts in HSR be established to 
support research in the Region (para 3.4.2). 

6.4 It is recommended that: 

(1) the Secretariat write to the Maternal and Child Health Unit of 
the Family Health Division in Geneva requesting: 

a list of HSR protocols tested and recommended for use in the 
field and 

a literature search if necessary by Hedline; 

(2) a steering committee or expert panel be formed to meet in Hanila 
for 3-5 days to generate a research programme and specific project 
proposals; 

(3) the committee should consist of not more than five experts with 
proven research experience in the fieldj 

(4) with the assistance of the Secretariat interested researchers be 
located to carry out the research in association with the steering 
committee; and 

(5) funds be earmarked to support this activit, (para 5.4). 
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AGElfDA 

Item 

Follow-up action to be taken on recommendations 
on health services research of WPACHR II 

I~lioation of recollllendationa on health 
Mryloea research of ACHR 19 

3. Out~s expected from Working Group meeting 
of 1_-18 August 1978 

_. Strategies to achieve objectives of this 
working group 

5. Iaoklround papers and discussion leadera for 
d,tterent items 

6. Review of progress in identifying priorities 
for health services research 

(a) Review of main objective on maternal and 
child health stated in WHO Sixth General 
Progralllle of Work 

(b) Review of research recommendations of WHO 
Regional Conference on Primary Health Care 

(c) Review of research recollllendations of inter
regional meeting on Expanded Programme 
on Immunization 

(d) Review of research recollllendation of Regional 
Workshop on systems for Monitoring and 
Predicting Community Nutritional Status 

Annex 2 
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WPR/ACMRI77.9. pp.9-10 

ACMR 19/77.1', pp.9-10 

ICP/PHC/001, p. 7, l_ 
and pp. 63-67 
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Annex 3 

HEALTH SERVICES RESEARCH IN NEW ZEALAND 

In its first report the task Force recommended that: 

"Countries be asked to establish some organized body such as an HSR 
advisory council to promote and coordinate research activities and with 
which WHO can establish and develop a continuing working relationship." 
Such a body has recently been established in New Zealand. 

In New Zealand the major responsibility for the promotion of HSR rests 
with the Department of Health and the Medical Research Council (MRC). In 
the past, there has been relatively little interaction between these 
organizations on this issue. The spending by both organizations on HSR has 
been modest by any standards - about O.1~ of vote health. 

Over the past three years the need to actively promote HSR has been 
recognized and recently a committee has been formed to oversee 
developments. The committee is called the Joint MRC-Department of Health 
HSR Committee. Membership includes: 

The Director-General of Health who is the Chairman; 

Directors of the Department of Health's Divisions of Hospitals, Public 
Health, Clinical Services and Management Services and Research; 

The Director and Technical Secretary of the MRC; 

Professors of community health and sociology; and a general 
practitioner. 

Servicing is provided by the MRC. 

The Committee's terms of reference are as follows: 

(a) to maintain surveillance of general research needs in community 
health fields (and in health services) and to establish 
priorities for such research; 

(b) to encourage and support health services research projects 
within an annual budget approved jointly by the Council and the 
Department of health, using whatever means may best ensure an 
adequate standard and a successful outcome for each project; 
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(c) to maintain liaison with the MRC Forward Planning Committee and 
with appropriate divisions of the Department of Health and to 
consult as necessary with other departments and agencies in both 
the public and private sectors as required for the fulfilment of 
responsibilities under (a) and (b) above. 

(d) to prepare and .. intain a detailed register of health services 
research activities in New Zealand and to publish in assooiation 
with the register the Co .. ittee's priorities for health service 
research and details of organization and funding arrangements. 

(e) to provide the MRC at yearly intervals, or on request, with a 
schedule of research supported and a sumaary of completed 
projects. 

One ot the first tasks of the Committee will be to establish 
priorities for the development ot HSK in New Zealand. The nationsl HSR 
register prepared for the Task Force will be of considerable help here. 
The plan is to further develop and regularly update the register. 

It is hoped that the Co-.1tt .. will have a discretionary fund of about 
$75 000 per annu. with which to encourage research in priority areas. The 
fund is seen as an e .. ential requirement for the successful operation of 
the tom.ittee. Well-developed research projects requiring long-term 
funding will be processed in the normal way by the formal MlC asseSSing 
mechanism. 

A joint endeavour by the Department ot Health and the MRC is felt to 
be the most appropriate way to promote HSK in a small country like 
New Zealand. In this partnership the Department can provide resouroes, 
researoh access, information on priorities and an audience for research 
results. The MRC, on the other hand, can provide an approriate committee 
structure, flexible serviCing, can carry the scientific responsibilities, 
provide most of the funding and can oversee the preparation and publication 
of the register. 
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ANNEX 6 

DRAFT PROGRAMME 

1. General objectives 

At the end of the ,~orking group, the members will: 

(1) have an overview of HSR activities planned, completed or 
under way in the Western Pacific Region; 

(2) have an understanding of the HSR approach and its role in 
improving health services; 

(3) be able to establish a focal group for health services 
research to facilitate: 

(a) organization and conduct of HSR 

(b) application of research findings; 

(4) be able to organize and conduct a national workshop on HSR; 

(5) be able to formulate proposals in priority areas in health 
services programmes and subprogrammes; 

(6) be able to identify areas for which collaboration from within 
and outside their countries would be needed. 

In achievement of the above objectives, the members will have to: 

(1) review health services research (HSR) planned, completed or 
under way in the Western Pacific Region; 

(2) identify and consider problems in the organization and 
conduct of HSR and in the application of research findings; 

(3) explore the various methods used in HSR; 

(4) identify factors limiting the development of HSR in the 
Region and suggest solutions. 

(5) identify priorities for HSR within countries and within the 
Region and explore ways and means of setting priorities; 

(6) encourage the formation of national groups for the purpose of 
promoting HSR. 

(7) assist in the evolution of national strategies for the 
promotion of HSR in the context of national health planning; 
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(8) explore ways of improvinl communication within and between 
countries in the Region on BSR; 

(9) identify centres which could become regional resource centres 
for &SR; 

(10) advise WHO on how it misht best promote and otherwise assist 
the development of BSR in the Region; 

(11) generate or aasist in the generation of apacific reaearch 
proposala for fundin. from either national or international 
sources. 

2. Members 

Members from nine countries 

Task rorce members 

WHO staff 

Total involved 

18 

2 

4 

24 

Po.sible addition of a consultant in health economic •• 

In advance of the workinl group. members are sent this paper 
explaining the aima and objective. of the working group. The members 
from each country are asked to: 

identify the framework which exi.ts to support RSR in their 
country; 

review the projects listed in the register (attached); 

identify the important factors Itmiting the development of 
BSR; 

suggest what miabt be done and in particular indicate ways in 
which WHO might help; 

bring forward specific propo.al. for research projects. 

Replies should be sent to Manila by mid-July. 

3. Guidelines for propolals 

An ideal HSR propo.al might follow the following format: 

a one paragraph summary of the project 

a background to the proposal 



.. 

- 115 -

a detailed description of what is intended 

a review of the relevant literature 

an account of the way in which it is hoped to use the results 
of the research to improve health services 

a research budget 

an indication of what people and what finance are available and 
what help is required 

an account of any previous research undertaken by the research 
principals 

an indication as to whether the research is in a priority area 
and as to whether it has government support. 

4. MOde of operation of the working group 

The work of the working group will consist of ten half-day sessions 
each of which will have a theme. Each session will start with a 
presentation which might be a series of short position papers or a case 
study. This will be followed by work in three sub-groups in which to 
answer specific questions. Reporting back will be both oral and in 
writing. 

5. PrograDllle 

Day 1 

9.00 a.m. 

9.15 a.m. 

10.15 a.m. 

10.30 a.m. 

12.30 p.m. 

Official welcome 

Theme: General orientation 

Outline of the plan for the working group - what 
is intended and why 

Discussion 

Tea 

A review -
5-lo-minute synopsis from each country. with limited 
discussion 

Discussion 

Lunch 
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Theme: Priorities for BSll 

POlition paper prepared by the Secretariat from the 
available documents 

- Discuslion 

2.30 p.ll. - Work in groups 

Queltionl: 

(1) 1. it nece •• ary to establish national 
priori tiel for IISR? 

(2) If yel, who Ihould be involved in 
letting priori tiel? 

(3) Iy what procell Ihould priorities be 
.. tabUlhed? 

(4) What should happen once the priorities have 
been .eU 

(5) Can priorities be let for the Region? 

3.30 p.m. - Report back in plenary aeaaion 

Day 2 

9.00 a.m. 

Theme: An or,aniaation framework -
Itratesiea for the promotion 
of IISR 

ea.e Itudy - presentation of the Mew Zealand 
experience (organiaational model) 

- Collaborative centres for BSll 

Discussion 

10.00 a.m. - Work in groups 

Questions: 

(1) How doel the case study relate to your 
country? 

(2) What are the common problema in evolving 
a strategy for the promotion of IISR? 

(3) What can be done to get adminiltrators, 
planners and relearcherl together? 

(4) What can WHO do to help? 



11.30 a.m. 

12.30 p.m. 

1.30 p.m. 

2.30 p.m. 

4.00 p.m. 

Day 3 

9.00 a.m. 

10.30 a.m. 
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Plenary session 

Lunch 

Theme: HSR an agent for change - tactics 

Series of case studies: 

Operational Research Studies in the Philippines 
and Republic of Korea, New Zealand - Wellington 
Hospital Study. 

Presentation of proposals (Republic of Korea, 
Papua New Guinea, Philippines) 

Work in group s 

Questions: 

(1) What are the advantages and disadvantages 
in using HSR as a strategy for change? 

(2) What other techniques might be used? 

(3) What determines success or failure? 

Plenary session 

Theme: Methods 

Case presentations: 

use of existing information 
social survey methods 
clinical trials and randomized 
controlled trials (RCT) 

Discussion 

Work in groups 

Questions: 

(1) How can existing information be used to 
better effect - what are the limiting 
factors? 

(2) What are the strengths and weaknesses of 
social surveys? 

(3) What 1s the place for clinical trials and 
ReTs? 
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11.30 a.m. Plenary session 

12.30 p.m. - Lunch 

1.30 p.m. 

'l'heme: People 

Posi tion p.pers: 

- role of the .dministr.tor 
role of planners 
role of rese.rchers 

Diacussion 

2.30 p.m. - Work in Iroups 

4.00 p ••• 

D.y 4 

Qu.stions: 

(1) What .re tha traininl requir..ents? 

(2) What ia needed to enable theae people to 
work tOle1:her? 

(3) What ateps c.n be taken in the ahort and 
lonler tar. to increase the a~nistration. 
pl.nninl and research cap.bi1ity in the 
Relion? 

Pleaary s.ssion 

9.00 a... - Position p.pers coverinl: 

research specific.tiona 
Or,.nization of a t ... 
fundinl 

10.30 •••• - Prepar.tion of • bypothetica1 reaearch proposal: 

- population 500 000 

liven characteristics. from Malaysia 

de.ian a proposal to spend $200 000 over three 
ye.rs to improve the .. terna1 and child health 
.ervice. 
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ro~ the reet 
of the day - Work in group, 

Day 5 

Morning 

Afternoon 

evaluation of one another', propo.al. 

plenary ,ession 

Diacu., p~opo.al. 

Plenary se.,ion (brina the thr .. d. together -
material follow-up - what can be done now?) 
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ANNEX 7 

COUNtRy SYNOPSES 011 BSR 

a. New Zealand (WPR/WC/RSR/78.4.1) 

b. Republic of Korea CWPR/WC/BSR/78.4.2) 

c. Japan CWPR/WG/BSR/78.4.3 and 
WPR/WG/HSR/78.4.3a) 

d. Australia (WPR/WC/HSR/78.4.4) 

e. Malaysia CWPR/Wc/HSR/78.4.S) 

f. Papua New Guinea CWPR/WG/BSR/78.4.6) 

.. 



'. 

- 123 -

ANNEX 7-a 

HEALTH SERVICES RESEARCH IN NEW ZEALANDl 

1. Background 

New Zealand has 3.1 million people - 86.1~ European, 8.6~ New Zealand 
Maori and 5.3~ other races. The population is not growing. 

Gross national product (GNP) is about NZ$ 5000 per head of population 
and is growing slowly. (US and HZ dollars are of roughly equivalent value). 

Health expenditure is rising rapidly. 

Total health expenditure 1977/78 was close to $ 1000 M. As a 
proportion of GNP this has increased from 4.~ in 1960/61 to 6.8~ in 
1977/78. 

Four-fifths of total health expenditure is in the public sector. 

The manpower costs to the health service are rising sharply. 
Approximately 70 000 workers are directly involved in health services -
1 in 18 of the total workforce. 

There are 4250 doctors in active practice, 1:735 mean population and 
18 000 trained nurses,l:175 mean population. Medical manpower production 
is about to rise sharply. 

Approximately 70~ of health expenditure goes on hospitals. Efforts 
are being made to direct more resources into primary health care in the 
cODDDunity. 

1 
~ Dr G.C. Salmond, Director, Management Services and Research Unit, 

Department of Health, Wellington, New Zealand. 
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2. Medical research 

In 1975/76 New Zealand spent about $4.2 M on medical research. Of 
this $3.1 M came from the Government by ~ of the Medical Research Council 
(KRC), a furtber $400 000 from otber goverament source8 and $600 000 from 
the private sector - foundations, &Bsociations and societies. 

In tbe past a very small proportion of this expenditure had been devoted 
to health services research (RSR). The exact proportion i8 difficult to 
&BSeS8 but probably less than l~. Of total healtb expenditure approximately 
$1 in $2000 is spent on health services research. 

With a static eCODOmf and rapidly rising health care coats, tbe urgent 
need for health services research is becoming obvious to all. Ways and 
means simply must be found to iaprove the efficiency of bealth services. 

In New Zealand tbe major responsibility for the promotion of health 
services researcb rests with tbe Departaent of Healtb and tbe MRC. 

3. Orgapilltiop to proprte hMlth lIuis!! rU"Tcb 

In its ttrst report tbe WHO regional task force on health services 
research recommended that: 

·Countries be asked to establish a body such as a bealth 
services researcb advisory cOUDcil to promote and coordinate 
bealth services researcb activities and with which WHO can 
establish and develop a continuing working relationship.· 

Sucb a body has been established in New Zealand. The body is 
called the Health Services Research Co1llllittee of the MRC. Its members 
include: 

- the Director-General of Health who is the chairman; 

- the Director and Technical Secretary of the NRC; 

- directors of the Department of Health's Divisions of 
Public Health, Hospitals, Clinical Services apd 
Management Services and Research; 

- professors of community bealtb and sociology; 

- a bospi tal board chairDl&ftj 

- a general practitioner. 

The Committee's terms of reference are &8 follows: 

(a) to maintain surveillance of IGeral research needs in cOllDlunity 
bealth fields (and in healtb services) and to establish priorities for 
such research; 
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(b) to encourage and support health services research projects within 
an annual budget approved jointly by the Council and the Department of Health, 
using whatever means may best ensure an adequate standard and a successful 
outcome for each project; 

(c) to maintain liaison with the MRC Forward Planning Committee and 
with appropriate divisions of the Department of Health and to consult as 
necessary with other departments and agencies in both the public and 
private sectors as required for the fulfilment of responsibilities under 
(a) and (b) above; 

(d) to prepare and maintain a detailed register of health services 
research activities in New Zealand and to publish,in association With the 
register,the Committee's priorities for health services research and details 
of organization and funding arrangements. 

(e) to provide the MBC at yearly intervals, or on request, with a 
schedule of research supported and a summary of completed projects. 

The Committee has a discretionary fund of $50 000 per annum with which 
to encourage research in priority areas. The fund is seen as an essential 
requirement for the successful operation of the Committ~e. Well developed 
research projects requiring long-term funding will be procec,3ed in the normal 
way by the formal MRC assessing mechanism. 

A joint endeavour by the Department of Health and the MRC is felt to 
be the most appropriate way to promote health services research in a small 
country like New Zealand. In this partnership the Department can provide 
resources, research access, information on priorities and an audience for 
research results. The MRC, on the other hand, can provide an appropriate 
committee structure, flexible servicing, can carry the scientifi~ responsibilitIes, 
provide most of the funding and can oversee the preparation and publication of 
the register. 

4. Health services research register 

In keeping with the request from the WHO regional task force on heslth 
services research, a register of health services research projects was 
prepared. For reasons which were well covered in the task force's second 
report, the present register is of limited use. 

In reviewing the register, the Health Services Research Committee sought 
to answer the following questions: 

(1) What are the boundaries of health services research? It was felt 
that these had not been satisfactorily drawn by WHO and that a decision was 
needed in keeping with local New Zealand requirements. 

(2) What amount of information should be included? 
that the boundaries of health services research should be 
that only basic information should be included about each 

It was decided 
widely drawn but 
proJect. 
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(3) Who s.hould have access to the register and what should it be used 
for? It vas decided that the register should be wide~ available and 
accessible to all interested parties. A register should be published every 
2-3 years. Associated newsletters should be published more frequent~. 

It was decided to prepare aDd publiah the register in two parts: 

Part A: to include general information about all aspects of health 
services research in Nev Zealand - orsanizational arrangements, priorities 
for research, expertise available, funds available, etc. 

Part B: to contain a cross-indexed register on all projects including 
organization, staffing and funding details plus information about published 
and unpublished .artl. 

Work is about to start on rev1aion of the regi8ter in these tel'lll8. 

5. Pr&oritil! ter btaltb sery1c.s rss"rsh 

The Health Services Research Coa1ttee bu baa difficulty in trying to 
e8tabli8h priorities for health aenic.a research. The problem i8 that 
each member sees the problema and possibilities trom his or her own particular 
viewpoint. The possibilities and the need for health services research are 
almost limitless but the people available to do the work are fev. Rather 
than spend time trying to refille priorities, tbe Co1lllllittee decided. to accept 
a broad classification of health services research activities within which 
general priorities can be set. This done, the Co1lllllittee will concentrate 
its promotional efforts on two or three precisely defined projects in 
high priority areas. 
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HEALTH SERVICES RESEARCH IN THE REPUBLIC OF KOREAl 

Health services research in the Republic of Korea has received 
little attention in the past. However, recent changes in government 
policy which puts more emphasis on social development, including health, 
has brought new attention and interest to the field of health and health 
services research. In the planning of national health programmes, there is 
a great need for research in identifying and assessing important and pressing 
problems and issues, and in formulating appropriate measures for their 
solution. 

According to this newly emerging need, several agencies and institutions 
in the Republic of Korea have become interested in research activities related 
to national BS well as local health programmes which include delivery systems, 
health manpower, financial mechanisms, consumer attitudes, medical costs, 
community participation, etc. 

An operatioaal research study, for example, was carried out by the 
Ministry of Health and Social Affairs with WHO assistance in one demonstration 
county (Oun) to evaluate the use of multipurpose workers instead of the single 
purpose workers assigned within each of the maternal and child health, family 
planning and tuberculosis programmes. Besides identifying and correcting 
weaknesses in health service delivery, especially at the peripheral level, 
the study also covered the utilization of phYSicians. 

The Korea Health Development Institute (KHDI) was recently established 
by the Government -to conduct systematiC, empirical research on problems 
related to public health, in order to facilitate the formulation of national 
policies and programmes in developing an effective system of national health 
care." The main object is to find a low-cost but effective and efficient 
health care delivery system which is suitable and applicable to the Korean 
Situation. 

1 
B,y Dr H.J. Park, President, Korea Health Development Institute, 

Seoul, Republic of Korea. 
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Three sites covering a population of half a million have been selected 
by KROl, as demonstration areas where existing government health services ' 
will be studied and improved. Studies on financing mechanisMS, integration 
of health services with rural community development activities, the use of 
new categories of health workers, programme evaluation, health indicators 
etc., will also be undertaken. ' 

Health services research is also carried out by academic staff, in 
particular professors in the departments of preventive medicine and public 
health of medical schools with tunds provided by the Ministry of Education. 

The Ministry of Health and Social Affairs is the consumer of the results 
of health services research which are produced by university groups under the 
MinistzY of Education. Thus, important issues and problema requiring 
systematic research to help national health poliQy or programmes are selected 
by the Ministry of Health and Social Affairs and transmitted to the Ministry 
of Education for funding. Research grants are provided to research institutes 
or individual professors on the recommendation of a screening committee, after 
careful review of the proposal. 

More than ten community medicine demonstration projects, supported by 
medical schools and large hospitals, are in operation which try to find 
efficient and effective health care models suitable to the Korean situation 
1n terms of meeting health needs of the people in the community. 

The voluntary health agencies such as the Medical Association, Hospital 
Association and NurSing Association recently have become interested in health 
services research and have strengthened their research activities by conducting 
a series of studies, recruiting research staff and including research grants 
in their budgets for health services research. 

The National Institute of Health (NIB) under the Ministry of Health and 
Social Affairs is another important resource for health services research. 
NIB is playing an important role in promoting biomedical research including 
epidemiological studies and surveillance on communicable diseases. However, 
they are involved in research activities associated with health services at 
various levels. The NIB is in a position to supervise and support the 
activities of provincial health laboratories which undertake laboratory tests 
in the field of epidemic control, food and drug control and poSSibly, in 
tuture, quality control of clinical laboratories of hospitals and health 
centres, etc. 

The concern of the Govermnent as well as national leaders to promote 
health services research is shared by the United States Agency for Inter
national Development (USAID) in the Republic of Korea. A grant for research -
activities related to health programmes vas provided by USAID in collaboration 
with the Government of the Republic of Korea and this has given added impetus 
to the development of health services research in the republic. 
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In March 1978, KHDI and USAID/Korea conducted a national workshop on 
health planning for three days to which planning administrators, researchers 
and educators, as well as advisers and consultants were invited. This was 
the first of its kind in the republic and provided not on~ an excellent 
opportunity for the free exchange of ideas between participants but also 
made recommendations indicating how research could assist planners, 
administrators and educators so that the national programme can be 
improved and expanded for the people • 
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OVERV1EW 01" THE PRAMEWORK SUPPOH'rT'J(i 
HEALTH SERVICES RESEARCH IN JAPAN1 

1. General background 

Annc:', ',' - ( ._ ... _._. 

Tn February 1976, the Science and Technology Counc 11 of the I rLm·· 
Minister's Office submitt.ed II. report to the rrime Mininter on t..h,! 
"development of research closely connecting to the people's l1vlny." 
which covered 65 research subJects on health promotion, protectIon of 
environment, prevention of accidents, prevention of maJor dlReascn, 
improvement of technology in diagnosis and treatment, etc. 

2. Priority areas of research in health and welfare 

In response to the proposal by the Science and Tech:101 ');1",' ""unr' I 1 , 
the Ministry of Health and Welfare designated the followlnr~ r'rl"ri I.',' 
research areas and made efforts to promote these research: 

(1) Tmr>!"I')'/~mp.nt of hurn'in /'IUd 11 tv 
(;"II T",[') .. ..,""'1'I"nl. f)f ""01'11(')'1'1 IIn'llt.h:1 Itv!nI~ 

(a) health and medical care 
(b) family Hving (clothing, fOod, and housing) 

(3) Protection of l1ving environment. 
(4) Tmprovement of health and welfare systems and t.helr social 

tlllt'lNI 

(5) Development of health manpower 

3. National research grant nrogrammes provided by the MinlE1LI',"I of' Heal ~h 
and Welf:u'e 

The national research institutes (eight institutes under t.he Ministry 
of' Hea 1 \.h !'Ind We 1 fllra ). un I vel'S 1 ties. regional hen 1 th I nR t,! 1.11 t .. ,,~. "Ind 

1 
Hy nr M. HI'I8h1moto. 'Director, n"'QArtlllf!nt or P'lbll t~ HN\1,·,h Prl\~t!r''', 

" ,," ,.. .. '. I. 
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related voluntary research institutions are the principal bodies for 
research work in the fields of health and welfare. 

Currently, there are more than 20 categories of the national research 
grant programmes provided annually by the Ministry, e.g. research grant 
programmes on ao-called intractable diseaaes, rural health survey, cardio
vascular diseases, cancer, medical information systems, health care for the 
aged, and so forth. These research grant programmes amounted roughly to 
y 10 ')()O 000 thousands in the fiscal ;year 1917. 

4. Present situation of health services research under the framework 

Generally speaking, a major part of research aupported by the above 
national grant progranne. ia "biOliedioal" ~ Amonr; these, acti vi ties of 
health services research belong mostly to the "kOSEI-KAGAKU KENKYU HO.1O" 
(research subsidy for health and welfare admini.tration), and partially to 
the selected research subjects under related research grant programmes such 
as cancer, cardiovascular diseases, health care for the aced, and the 
ministerial special reaearch grant, etc. 

For the purpose of organizinr; research teama for eaoh re •• arch 
subject, the Minister of Health and Welfare invites application. each year. 
The annual subjects for research are selected usually b;y the related 
administrative unit of the Ministry and relate moatly to the improvement 
of categorical health programmes. 

A research team uaually consiat. of a chief re.earcher (chairman), and 
several (5-10) co-researchers. The period of a research subject covers 
from one to three fiscal years. 

The subjects listed on the table of health services research studies 
of the country are examples of health services research of fiscal year 
1978 supported by the above framework of the research grant programmes 
provided by the Ministry of Health and Welfare. 
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SYNOPSIS OF HEALTH SElNICES RESEARCH II( AUS!lW.ul 

The maJority of bealtb service. researcb projects In Australia are 
IUpporte4 directly or iDdlrectl1 by tund. fro. the Australian aDd tbe 
wrioUi state 10ftrlllUDts. The AUitral1an Goyer __ t is curreDtl1 
.... h, OOMttuable Hetnlat. OD public .HtoJ. ..... 1 ... 

_11. tbt. cl1_t. of fillUclal. OOMtzoa1ll\ bel M4 ao-. 1.IItlaace OIl 
.... 1 .... 1 of tuft4a a ... Uatl.. tor bMltb eemcee Na1U'9, i'O .... 
tlQlUt ... "- In iDtluenciDi the cUr""OD of r .. .ezoeIl. !be ~ 
too. of currut and pl.lDDe4 r .. earcb 1. towr4I ettoN to coata1D tbe 
coat of ..... Ua. .emcee tbmlaab 1apronlll tbe1r ett1c1eDq and tbrouIb 
,\Me.tOld .... .1U1ttt1a.tlOD tor the cUl'HDt approacb .. to health care. 
~tt •. apart f'Na .hort-tel'll ecoIKa1c la:tl.aeaoee, tHre 1. aleo CrovlDl 
coaoe1'D at the rapidly .. ce.latilll coat. of bealtb care vblob beft Il'OVIl 
boil approz1_tel1 6;' of G~. "'tlOMl Product to aa .. Uatell ~ Oftr a 
period of fo\ll' years. A DWlber ot reaearcb proJecta be.,. bee cUreeted 
towra latD1111 a better underetaacUDI of the contribution to total coat 
of tile ft1'io. sectors o't the healtb care a,wtea &DIll alao of "be .., 1n 
wblob tb ... coate are 'balDS aet by the cc.u n1t7. 

Wltb .plta18 belDS tbe _.101' ln41v14_l It_ la the bMltb bUl!llet" 
atteatlOD i. heiDI focussed on .. sessll11 the Deed tor .pltall.atloa 
aIM! OIllMkll11 opportunities 'tor lapro'Ying tbe ett1cleaq ot boepltal 
s.mcea. It Is expected that there will be a coneldereble growth ot 
reeea.rcb into bospl tal organization and utlltsatton 0.,.1' tile aezt few 
~. 

'!'b.-. baa been some lIOvement towards the ozopDiz&tioa aDd Ililld.Dlstratlon 
o't health senScH on a regional bash. It 18 expecte4 tbat the: ree.vch 
into hospitals will be linked closely with studies Into al'l'Ul...u tor 
the coordination and rationalization ot serYtces" both lnatltutlonal and 
~ity-based, in regions. 

1 
~ Mr P.T. Pflaum, Assistant Dlrector-General, Health Servic .. Research 

and Planning, Department of Healtb, WOden, Australia. 
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Recent times have seen a rapid escalation in the UAf> of !;ophistl cater., 
diagnostic services. While these technological advances have broup,ht 
considerable benefit there has been very real concern about possible over
utilization, with attention being given particularly to pathology and imaging 
services. Other complex and costly interventions ar,') also receiving the attentio: 
of the researcher. 

There are also a number of research activities associated with purs u1nc 
the basic principle that all health activities should be undertaken at the 
most peripheral level of the health services as w practicable. Certain 
projects have been focussed on the costs and effectiveness of different 
levels of care of the aged, and similar studies are being undertaken in 
relation to mental health care. 

Manpower research has included studies of the demand for and supply of 
doctora, with a recognized need to assess the cost implications of oversuppl,v. 
and ot the costs and implications of differing approaches to the training of" 
Dureel. The beliet that there is a relationship between the way in which a 
health profesSional performs and the way in which he is paid has prompted 
research into the potential for introducing prepaid health care systems tnto 
Australia. 

The medical profession is being encouraged to dpvelop systems of p~er 
review, and priority il theretore being given to stUdies concerned with 
monitoring the quality, necellity tor and appropriateness of medical services. 

The increasins cOltl of caring for the sick have contributed to_~eater 
attention being given to health promotion and health -.ducation. Health 
servicel relearch il being, and will increasingly be, devoted towards assess in." 
the potentiill tor influencing people's attItudes to thtngo they digest, theIr 
general latety and to their state of physical and mental well-being, togeth~r 
vith the consequent impact on the need tOT curative CArp.. 

While the general directions of research are mostly ~oncerned with thp. 
effectivenels and ett1c1ency of services, rather than unmet needs, the 
prioritiel tor the Aboriginal population are different. Considerable 
deficiencies exist in the health service systems' respon~p to the health 
care needs of the Aboriginal population, primarily because of social and 
cultural differences. The research in this area has inItially been direct.pel 
at establishing the minimum information necessary to understand and monitor 
the health of the Aboriginal population. 
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"H~al th Services Researct{' has been defined as one which is 
primarily concerned with the finding of ways for applying available 
knowledge for the improvement of h'~al th service. This definition can 
be expanded to include the searching of information through which 
available knowledge can be applied to solve health problems. 

Based on the above definition, health services research will 
therefore include health practice research encompassing research in 
the following fields: 

- training and manpower development 
- health delivery system 
- health manpower utilization 
- logistiCS and other support services 
However, it is also proposed that health service research 

ehould include that part of Biomedical Research, Clinical Trials (or 
clinical research), researches on Nutrition and Family Planning whose 
result can be applied directly to the improvement of health service in 
terms of health delivery and health technology. 

Existing framework for Health Service Research -, ---
The Ministry of Health, the Universities (especially the 

Faculty of Medicine. University of Malaya and the University Sains 
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Malaysia, Penang) and the National Family Planning Board are the only 
institutions in the country at present engaged in health service 
research. In addition, researches done by international research 
organizations in the country such as the fo110win~ do contribute to 
the improvement of health service -

- United ~tates Army Medical Research Unit 
- University of California, Tnternationa1 Centre for 

Medical Research 
- SEAMEOjTROPMED National Centre 

Within the Ministry of Health, the Institute for Medical 
Research (particularly its Nutrition Division and the Rural Health 
Research Division) is its research arm. Other DiVisions and Centres in 
the Ministry of Health which have developed capability and potential for 
health service research are -

- The Planning and Development Division (especially OR team) 
- The Health DiVision 
- The Training and Manpower Division 
- The Pharmaceutical Division 
- The National Tuberculosis Control Centre and 
- The National Leprosy Control Centre. 

Priority setting and coordination 

The Ministry of Health is very much concerned with the lack 
of co-ordination in research work done by its staff and also with the 
necessity to set up priority in research work. Action therefore, is 
being taken to set up a co-ordinating body to be called the Ministry 
of Health Research Committee chaired by the Director General. It is 
expected that the following are some of the important functions of the 
Committee -

- To lay down policy/guidelines on matters pertaining 
to -research including priority setting in research 
activities 

- To consider and approve all proposed research projects 

It is also expected that this committee will liase with research 
bodies outside the Ministry and with international research bodies. 

The National Council for Scientific Research and Development 
under the Prime Minister's Department and chaired by the Chief Secretary 
to the Government co-ordinates all research work in the country. To 
perform its functions and carry out its responsibilities, the Council 
has set up five Committees one of which is the Committee on Medical 
Science. This Committee has three Sub-Committees namely the Medical 
Research Sub-Committee, the Nutrition Sub-Committee and the Industrial 
Health ~ub-Committee. 

.~ I 



'. 

- 137-

Annex 7-e 

Tt is hoped 'md antfcl plited that a member of the Ministry 
of lIea 1 th Research Commit tee wU. sit in this Council and in its 
Committee of Medical ~cience. 

Health service research is a tool in national development. 
The Ministry of Health 1s at present taking action to have a represen· 
tative of research interest sit in its Plannin~ Committee and to 
ensure that the results of such research are recycled for national 
develooment. Tt is expected that a five-year research plan will be 
established to complement and support the Ministry's Five-Year 
Development Plan. The Ministry is also studying the funding mechanism 
of research projects and will actively endeavour to develop research 
cadres and research expertise. 

Other than the salary of outside consultants/advisers, the 
Ministry of Health uses its own fund for research done by its staff. 
The same is true for the University of Malaya and the University Sains, 
Penang. However, the National Family Planning Board receives substantial 
external financial assistance for its research from agencies such as -

- The Ford Foundation 
- The Rockefeller Foundation 
- UNFPA 

r.omman Problems in Promoting Health Service Research 

Some of the most important problems which h,ve been identified 
are -

- Tnsufficient data available 
Shortage of fund, resources and trained manpower 

_ Attitude of researches ard their pre-occupation with 
irrelevent and individual-interes\ research 

_ Uncoordinated research activities 
_ Results of researches not re-cycled and lack of sharing of 

experience and information 
How WHO can help 

WHO can help in the following -
- Provision of consultancy or advisory service 
- Provision of financial assistance to research work 
- Collaboration in research work 
- Provision of training to potential research workers 
- Provision of fellowships for research workers 
- Be a "clearing-house" for information 
- Act as an "intermediary" 

Health ~ervices Research Studies 

Some of the most important research studies which are being 
planned completed or underway are shown in the appendix. 
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Health Service Research ~tudies 
in Malaysia 

~ppendix 

- Continuation of a survey to identify underserved areas and 
available community resourc~in these areas in preparation for the 
planning of a strategy for primary heal th care through a Communi ty 
Health Movement. 

- Study of the most suitable health delivery system in the 
underserved areas. 

- Tn-depth study of "served", "over-served" areas on the 
utilization of the existing health facilities. 

- Proposed study on the feasibility of training the rban "Manang" 
as a community health worker in Primary Health Care in East Malaysia. 

- Proposed study on the "staff-mix" of the mobile health 
team. 

2. Completed 

- Operation Research study and evaluation on the existing rural 
health delivery system, 1972. 

- Operation Research study on the utilization of health staff 
working in health centres and midWife clinics, 1972. 

- Study on the incorporating of the traditional birth attendants 
into the Health Team. 

- ~tudy on stores procedures, iaventory control and accounting 
system. 

- Survey in drug utilization in the health service. 

- Sample study of the functions of the Hospital Assistants as 
they relate to the training curriculum. 

- ,'1urvey of the facilities and organization for Hous(' Doctor 
training. 

- Evaluation of effectiveness of the B.C. G. Vaccination 
Programme in Peninsular Malaysia, 1976. 
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HEALTH SERVICES IWIEARCH IN PAPUA NEW GUINEAI 

The background 

Papua New Guinea is a uniquely diverse country. With 2 1/2 to 2 3/4 
million inhabitants speaking 717 known languages, cultural differences may be 
marked even between groups in geographical proximit¥. Much of the country is 
sparsely populated, the overall density of about 6 persons per B:!. m., varying 
by • factor (excluding urban area) of up to 100. 

Thus many research findings valid in one area will be inapplicable in 
another except in very general terms. Tn the past, the overriding concerns 
of researchers have been with the 'behavioural aspects of health and illness. 
Biomedical research has been undertaken in limited fields. Health Services 
Research has been undertaken, if its definition is widened from what is 
generally understood elsewhere. 

The national health plan 

Papua New Guinea is one of few countries with such a plan. It was 
published in 1974, and gives often encouragingly precise guidelines for 
future action. It is the official government policy. It accords with the 
National Eight-Point Development Plan, whose pOints include those of 
decentralization of Health Service provision, and national self-sufficiency. 
Tt is very optimistic. Typical contents are given as appendices 1 and 2. 

A classification of health services research 

In looking at Health Services Research in Papua New Guinea, a scheme is 
suggested, to show which areas are covered by past and present research. 
(Appendix 3). No register is available at present. 

I 
B,y Dr A. Griew, Lecturer, Social and Preventive Medicine, Department 

of Community Medicine, Faculty of Medicine, University of Papua Rew GUInea, 
Port Moresby, Papua 'New Guinea. 
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Research is carried out mainly by: 

(~) The Institute for Medical Research, Goroka 

This body concentrates on basic research into illness (B iii of the 
classification) and particularly at present on communicable diseases. Database 
material (C i) is often generated as a by-product. Much of the present 
research will have major impact upon future health services provision. 

The Institute is also showing a growing interest in the effects of 
major development upon the local population of the area (this covers 
several fields, especially all A ii) 

(b) The Department of Health, KCnedobu 

Epidemiological reporting systems, useful but limited, form the core of 
Department investigation (C i). These include inter alia notifiable diseases; 
maternal and child health, tuberculosis and leprosy: Provincial health officers' 
summaries of activity; Hospital discharges. There are many A i implications. 

(c) The University of Papua New Guinea 

University research is not extensive. Valuable work is being done in 
illness behaviour, particularly mental health: alcohol methanol problems: 
and environmental deficiencies (A ii : A ii OC). One study attempts to 
graft epidemiology and medical care (H.S.) studies (A i, A iib; B iii) on to a 
demographic data base (ei). 

(d) Individual Researchers 

There are many of these. Of late, their relevance has been increased by 
getting applications more fully, and by insisting on the researcher's 
attachment to a reputable Papua New Guinea organization (University, 
Unitech, ASER) 

Control and Development of Health Services Research 

Nationally, all medical research is screened by a small committee of 
planners, academics and laymen, for its relevance to Papua New Guinea needs. 
This Medical Research Advisory Committee was set up in response to complainst 
that much medical research was irrelevant, exploitative and not subsequently 
recyled. Greater publicity would probably make it a very valuable agency. 
It is not yet a maJor commissioning body for research. Its attitudes are 
generally favourablp to the idea of health services research. 
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Priority List ot Health Problema 

NATIONAL HEALTH PLAN, 1974-1918 

(pub l1shed 191~) 

1. Respiratory diseases including pertussis 

2. Malaria 

~. Gastro-intestinal disease 

4. Malnutrition 

5. Tuberculosis 

6. Accidents and injuries 

1. Pi!egnancy and ita COllP lic at lona 

8. Leprosy 

9. Skin conditions 

10. Venereal disease 

11. Psycho-social disorders 

12. Dental disease 

l~. Neoplastic degeneratiTe diseases 

Annex 7-f 

Appendix 1 
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MATIOIAL HEAI:l'H PLAit, 1974-1978 

T,ypical objectives (for implementation by 1978) 

16.5 Malaria 

1. To reduce malaria by ever.y available control measure 

to a level at which it cttUH to be an important 

health problem. 

18., LlWOIY 

1. To reduce the number ot lIlt.CtiO" c •••• of l.prc_y 

to le .. than one per ten thoU8and per.au. 

5. To maintain .uneUlance OTer pr..,ioU817 1ntectioU8 

cases tor lite and fbr all other patients 

tor tbree years .tter th~ c .... tion ot treatment_ 

19.6 Veperesl d1s'lse 

1. To have, by 1978, 5~ ot venereal diee .. e patients 

naming contacts .nd to loc.te and treat 5~ of 

these contacts. 
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RESEARCH METHODS 

a. Use of Existing Information 

b. Tari Pneumonia Study. Papua Hew Guinea 

c. Randomized Controlled Trials 

d. Quantifying Health: Towards a Health 
Index 

e. Health Statistics PTogramme - Activities 
on Operational Research and 

Systems Analysis 

ANNEX 8 

(WPR/WG/HSR/78.1l) 

~PR/WG/HSR/78.12) 

(WPR/WG/HSR/78.13) 

(WPR/WC/HSR/78.17) 

(WPR/WG/RSR/78.18) 
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1 
USE OF EXIS'l'I~ Il'FORMAT!ON 

Annex 8-a 

Ab.tract trom draft a •• llnment report to Papua New Guinea (1 June to 
19 Ju~ 1978), by Dr W.G. laker, Technlcal Offioer (Health !tonomlst), 
WHO lello_1 Offl"e for the W.tera PacU'lc, ManUa • 
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ABSTIACT ROM DlW'T ASSICDlIT UPOU OR A VISIT '1'0 PAPUA IIW GUIDA 

1. INTRODUCTION 

A number of small medical insurance schemes exist within Papua New 
Guinea. The largest of thes. is the Baiyer River medical insurance 
scheme, which operates from Tinsley health centre, Baiyer River, Western 
Highlands Province. Other sche .. s that operate in rural areas are locatad 
at Dagua and Timbunke in East Sepik Province and a scha .. i. beinl 
orlanized at an urban health centre in Lae, Morobe Province. 

2. BAlYER RIVER MEDICAL INSURANCE SCHEME 

2.1 Purpose and orsanization 

The Baiyer River Medical insurance scheme was organized in 1970. 
It was designed to extricate the Australian church mi.sion from further 
financial involvement in providing health services to the Baiyer River 
area. It is a voluntary scheme that is administered by the Tinsley 
Medical Board, which is composed of 5~ local church members and 5~ local 
government council members. The Board is responsible for the administration 
of the health centre (hospital). sets participation rates for membership, 
and appoints a health secretary, who is chief administrator. 

2.2 Population coverage and entitlements 

The medical insurance scheme covers the Baiyer River-Lumusa area with 
a population of 19 027*. 

Adults Children 

19 027 -

male 
female 

6 012 
5 188 

11 200 + 

male 
female 

Moreover, an estimated 3 000 persons are included who live 
Thus more than 22 000 persons are in the area of coverage. 
it is estimated that 10 000 contribute to the scheme. 

3 948 
3 879 

7 827 

in Enga Province. 
Of thia number 

Staff at Tinsley Health Centre include one physician (expatriate), 
I matron, 5 nurses and 2 nurse/tutors. Sub-centres at Lumuaa and Koinambe 
include 2 and 3 nurses and 1-2 orderlies, respectively. In addition, 
there are 21 aid-posts in the area. 

Members of the insurance scheme are entitled to unlimited use of 
in-patient and outpatient services including medical suppliea. There are 
two classes of entitlement for in-'patient care, namely, the public ward 
and the intermediate ward. Detail. of the charge rates are given in 
Annex 1. Another point is that the father's memberahip ia crucial for 

*Source: Electoral Census 1976. 

. ; 
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coverage of children under 18 years of age. Finally, membership in the 
scheme includes the cost of referral services to Mount Hagen General 
Hospital. Transportation to and from Tinsley Health Centre, however, is 
the responsibility of each individual. 

Incapacitated and old people are eligible for free health care. 

2.3 Mechanics of fee collection 

It is interesting to note the method for collection of payments to 
the scheme. Charges are determined by the Tinsley Medical Board, composed 
of representatives from the local church and the local Government Council. 
A three-month educational campaign precedes the collection operation. 
Then a three-man church team (2 clerks "and 1 watchman) accompany the local 
Government Council tax collector during his rounds, which take about one 
month. 

2.4 Budget analysis 

Tinsley health centre's budget (income and expenditure) is attached 
as Annex 2. One notes that income from the scheme covers 52% of total 
expenditure, the remainder being subsidized by the Government. Expenditure 
on wages is the largest single item and is roughly equivalent to payments 
to the scheme. Moreover, it is interesting that actual income exceeds 
estimated income, although by a small amount. 

2.5 Motivations for participation 

The insurance scheme was designed to extricate the Australian church 
mission from further financial involvement in the area. To this end, the 
pastors and the local Government council communicated the idea that only 
by paying into a common fund could health services be continued. Unity in 
language and church work combined to produce a strong sense of community 
participation. Thus, motivational aspects are extremely important when 
initiating insurance schemes at local, provincial or national level. 
Motivation, 1n turn, must be related to the local value system, of which 
more than 50 may exist in Papua New Guinea. 

3. DAGUA HEALTH CENTRE (MISSION) 
Dagua, East Sepik Province 

Normally inhabitants of this area receive in-patient care services 
on a "fee-for-service" basis, that is, K2. per person. This system is 
gradually being replaced by an insurance scheme which covers a population 
of 12 villages. Each village contributes Kina 200. a year, which entitles 
each inhabitant to free medical treatment for that year. The scheme is 
administered by a sister in charge of a health centre committee composed 
of health centre staff and representatives from the area (counselors). 

The income from the insurance scheme covers about 1/15 of the cost 
of operation of the health centre. This amount, even when combined with 
the mission budget, is insufficient to cover services rendered. 
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4. TIMBUNKE RuaAI. HEALTH CENTRE 
Eaat Sepik Provin~. 

Although thia ia a government-operated health ~.ntre, it receives 
marginal support from a health committee trust fuftd, composed of voluntary 
contributions. Theae contriButions are used to buy small extras for the 
health centre. The budaet for March-Jua. 1918 ia presented al Annex 3. 

5. PROPOSED INSUIANCI SCHPM! AT URJWI REALm CENTRE 
Lae, Morobe Province 

Thi. propo.al is ba •• d OR cooperation between the Department of 
Health and the local ca..uDitJ. !he a.part.ent of Health will provide 
staff and druBs while the ca..uDitJ (labour union) will provide labourer. 
and nur.e aide.. Detaila on how this would involve into an in.urance 
scheme were not available at the ti .. of writin._ 
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Type of accommodation 

Public 

Ward 

Intermediate 

Ward 
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STRUCTURE 0 F CHARGES FOR 'SERVICE AT 
TINSLEY HEALTH CENTRE 

Baiyer River. Western Highlands Province 

Members of Insurance Scheme 

Rate: Kina/Per 
Place Category Fiscal Yr. (Jul-Jun) 

Category 
1977-78 1978-79 

Western Hale K4 K5 Hale 
Highlands Female KI Kl Female Province 

Enga Province Family K2 -
"'estern Family K20 K40 Hale Highlands 

Province Health centre No - Female 
staff charge 

Spouses of 
bealth centre KIO -staff 

.. 

Annex 8-a (-.mex 1) 

Non-members 

Rate 
K/Day Remarks 

(1977 /78) 

K6 For each admission. 
K6 regardless of length 

of stay. 

K5 . 
K5 

t 



.. 

1. INCOME 

Medical insurance 

Fees 

Staff rents 

Public Health Dept. 

Established grants 
Mileage allowances 

Donation Enga Cooperative 

Fines 

Fund-raising (mission and 
local events) 

i TOTAL INCOME 

2. EXPENDI11JRE 

Wages* 

Insurance (fire, etc.) 

Electricity (generator) 
-. 

Telephone and radio 

!ola intenance 

• Church medical council 
fees and travel 

- 155 -

BUDGET FOR TINSLEY HEALTII CENTRE 
Western Highlands Province 
(Year ending 30 June 1977) 

ESTIMATED 

21 750 

600 

600 

11 540 

11 000 
540 

1 000 

-

37 490 

22 059 

1 150 

1 160 

170 

2 100 

731 

Annex 8-a (Annex 2) 

ACTUAL 

22 024 

I 114 

545 
-

12 544 

lt 000 
I 544 

3 000 

894 

4 885 

45 006 

23 216 

667 

1 377 

210 

3 716 

1 130 

*Medical Officer, 6 nurses and 1 aid-post orderly paid for by Government. 
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2. EXPENDITURE, cont'd. ESTIMATED ACTUAL 

Travel 2 100 4 928 
-

Office expenses 1 000 774 

General supplies 4 850 3 636 
, 

Kerosene and gas 1 000 1 S83 
Fire wood 250 24S 
Cleaning 4S0 Sll 
Food and blankets 2 7S0 964 

" Medicines* 400 -ill 
Freight ISO 227 

Medical insurance expenses SOO 479 

Vehicle replacement 1 500 -
Evangelistic literature 20 20 

Equipment replacement - 401 

Farewell - Sr L. Davey - 259 

-
Badges - 2S8 

-

Money received but not banked - 1 391 

TOTAL EXPENDITURE 37 490 42 689 

3. SURPLUS 2 311 

*Provided by Government. 
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BUDGET FOR HEALTH COOHTTEE TRUST FUND 
Timbunke, East Sepik Province 

INCOME 

Tn-patient fees 
Outpatient visits 

Total 

[ .(PENDlnJaE 

Cook 
Secretary 
Coffin for APO 
Oil pwnp 
Stamps 
Scissors 

Total 

,,\l,ANCE 

(April-June lq78) 

1(26, 
56.30 

K20. 
45. 

5. 
1. 
3.50 
1.20 

K82.30 

K75.70 

K6.60 

Annex 8-a CArIne" 3) 
I 
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METHODS OF HEALTH SERVICES RESEARCH 
TAm: PREUMONIA STUDY, PAPUA NEW GUINEA 1 

Annex8-b 

Summary paper prepared by the WHO Secretariat from a report 
transmitted to WHO by Dr Ian Riley, Department of Medicine, University 
of Sydney, Sydney, New South Wales, Australia, entitled "Interim 
Report on the Activities of the Pneumonia Research Unit, 1970-1976." 
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'rAR! PlmlMORIA S'1'UDr, PAPUA REW GUInA 

1. Popul!tiop characteriltics 

The Tari Basin, hoae of sOlIe 22 000 Bull people, is an isolated region 
In the South Highlands proTlnce of Papua Rev Gulnea. The Huli are home
steaders aDd tbeirsparee17 populated homeland (63 persoDS per square mile) 
has limited access b7 road to the outside world. 

Within the Basin, there is a relathel7 goed network ot roads and 
health services (one primarT health point tor everT 1375 persons). 

2. Populatiqp 'uaex 
OVer the period 1971 to 1976, the total populatlon wu enumerated at 

6 to 12 -.ont.Ill7 intenala br' special surTe7 and, tor stud7 purpose., vas 
divided lnto two groupe, a -.ortallty group and a morbldlt7 group. 

2.1 Mortality group 

Blstories ot termlnal illne.se. were obtained trom relatives b7 a 
HuU-epealting lnterviewer, using a standard protorma. The place of 
death and u.e made of health .ervlces during the termlnal illness were 
noted. 

2.2 Morbidity group 

A detal1ed disease and d..acrapbic IUrT87 was conducted in thls 
group b7 administerlng a .taDdard queetloDaf7 fortnlghtl7 b7 Buli inter
vlewer. - TOung men Y1th a prl.ary scbool educatlon. 

Records of death!, .1gratlone, pregnancles and blrthll were .... intained 
b7 the interviewers. 

3. Mortal!. eperlepce 

Altogether 1700 deaths were enumerated, in both groups combined, over 
the .ix-year perlod. In all .ave 609 ot these, it vas possible to attribute 
a cause of death, using the short list of the International Classification 
of Diseases •. ?Deumonia/influenza accounted for 373, and YU the most 
important single cause of death. The highest age specific death rate trom 
pneumonia vas ob"ned in ch1ldren aged 0 to 4, ..,ng whom the rate (718 per 
100 000 per aMum) YU lOO-told higher thaD in chUdren of corresponding age 
in Australia. 

4. Health care 'PriM tempal l1ln"s 

Almost halt (44~) ot all those dying from pneumonia were reported a. 
having received no care trom the health senices during their terminal 
illness. Onl7 one quarter (2~) received hospital etre and a similar 
proportion (25~) received attention at an aide-post. 

1 
A further 4~ received care troa a mission institution. 
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5. Morbidity experience 

Criteria for diagnosing pneumonia comprised a weighted combination of 
five symptoms - breathlessness, chest pain, presenting temperature, pain on 
chest percussion and the characteristics of the sputum. 

These criteria were applied to those examined by the study doctor or 
nurse, after being identified at the routine fortnightly interview as 
being ill and having cough. 

In the first two years of the survey the observed incidence of pneumonia 
(in the popUlation aged 10 years and above) was lA per 1000 per year and on~ 
in eight episodes of pneumonia was fatal. 

6. Summary of morbidity and mortality findings 

These baseline data show the high level of morbidity from pneumonia 
experienced by the Hu11 and the mortality experienee over thp whole period 
show that this condition, which is susceptible to antibiotic treatment, 
nevertheless takes a heavy toll of human life. 

7. Ut1lization study of health services 

In Papua New GUinea, as a whole, pneumonia is the commonest reported 
cause of death, and the purpose of the Tar! study was to generate measures 
for reducing preventable suffering anrl death from pneumonia tn the country, 
One important aspect of the study was to examine possible reasons for 
non-utilization of the health services. Hence separate analyses were made 
of the influence of age, sex and distance from the hospital on attendance, 
together with the reasons given by the relatives for non-attendance. 

7.1 Age and sex 

The percentage attendances for health care during terminal illness 
(from all causes) is given by age group in Figure 1. The percentage 
utilizing the hospital service diminished with increasing age and non
utilization of services increased from some 'O~ at age 1 to 4 to some 6o~ 
at age ,0 to 39. There were no manifest sex differences in utilization 
(not illustrated). 

7.2 Reasons for non-attendance 

The reaons attributed by relatives of the deceased tor non-attendance 
are charted by age group in Figure 2. It appears that if young children 
did not attend, the principal reason was because the parent were unable 
to bring them tor health care. Dislike v.s expreSSed as a cause more 
frequently with increasing age. 

7.; Distance from the hospital 

The relationship between utilization of services and distance from 
the hospital in kilometres is expressed in Figure ,. Beyond 7 km. distance, 
the percentage of deceased receiving hospital care prior to death diminishes. 
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8. Ipteryeptiop 

The health pervice utilization study demoDStrates that, even with a 
gced 4i.tribution of pri.ary health care points, an important proportion 
of the population with lite threatenlas conditions was unable to attend 
for care. 

'!'be probl_ of the naber 1 kiUer cUseaee - paeu.onia - WlUI therefore 
tackled on a preveptiye basis. Altolether 12 OU persoDS aged 10 years and 
above were included in a randOll1zed controlled trial ot pneuaococcal vaccine. 
'!'be resalts daoDStrated a silnit1caat rec1uctton in IIOrtal1ty in the 
vaccinated coaapared to a placebo group over a three-year period of 
tollow up.l 

9. Coat effectiveness of a vaccinatlpn prosr'!', 

An important limitatioD-on the routiDe use ot pne1lllOcoccal vacciDe is 
its high cost. ID Papua hw Guinea, th1s a.ounts to about 1 Kina per doee 
(approximately uS$ 1.~0), and the 1nvest1gators esti .. te the delivery cost 
of the vaccine to be 0.5 1(1.. '!'bus the cost ot vaccinat1ng a COIIIIIun1ty 
of 100 000 would be coa.iderable - an est1 .. ted I( 150 000. 

'!'he vaccine study described .... in the population aged 10 years and 
above. There i8 more possibility of benetit 1n vaccinating children. 
On the basi. of data obtained tra. the .arbidity group, a population of 
100 000 children would sutter 19 000 ep1aodes of pneu.onia over a tour
nar period. '!'be COlt of treating all attack of pneu.ollia 11l difterent 
institutions is given in the 19711--1978 Papua • ." Guinea .tional Health 
Plan a8 follows: 

Aid poet 
Health centre 
District hospital 
Bue l10epi tal 

I( 0.50 
~.50 

37.50 
100.00 

Hence with the protectioD conferred by pneu.ococcal vaccine in 
children firmly established, decis10n .akers in Papua Bev Guinea ~ be 
guided by cost effecthene .. studi. in fOl'llulating a vaccination policy 
for routiDe use. 

Bowever, siDce protectioD is only partial, a~ vaccinatioD policy 
will only supplement the curative role of the health services where the 
cost ettective strategy is to ensure that an ettective antibiotic 18 
admiDistered early iD the disease at the pri.-ry health care point. 

1 
Riley, I., Tarr, P., Andrew, M., Pfeitter,M., Howard, R. ll!.U1 

(1977) • lIaaunization with a po~lent paeu.ococcal vaccine: ReductiOD 
of adult respiratory mortality iD a ... Guinea Highlands Ca.munity. 
LagCet 1 :1338. 

- . 
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FIG. HEALTH SERVICE UTILISATION DUlONG TE"MINAL ILLNUS. 
PERCENTAGE DISTRIBUTION j!Y AGE GROUP. 
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FIG. 2. REASON FOR· FAILURE TO UTILISE HEALTH SERVICES DURING 
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Annex 8-b 

HEALTH SERVICE; UTILISATION DURING TERMINAL ILLNESS. 

PERCE NTAGE DISTRIBUTION BY DISTANCE 
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METHODS OF HEALTH SF:RVICES RESEARCH: 

RANDOMIZED CONTROLLE.'D TRIALS 1 

1 
Prepared by Dr David M. Macfadyen, Mp.d1cal Officer, Relearah Promotion 

and Development, WHO Regional Office for the W~.tern Pacific, Manila 
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RAmXJ(lZED COlft'ROLLED TRIAIB 

The earliest example of using a controlled trial to assist in decision 
making is provided b)r the prophet Elijah (Visual Bo. 1): although well 
designed, the sample size vas small and the raDdOllization not strict 
(Visual No.2). 

The earliest example of using a controlled trial to &8sist decision 
making in health is a study undertaken in the late 1930's to ascertain the 
efficacy of gold injections in the treatment of pulmonary tuberculosis 
(Visual Bo. 3). 

Over the last 30 years, the randomhed controUed trial (RCT) h&B become 
the definitive tool for determining the efficacy of medical interventions in 
human subjects. 

In the 1960's, the use of RCT methodology in an Asian research centre 
provided WHO with a rational basis for promoting, witbin health services in 
developing countries, a policy of ambulatory tuberculosis chemotheraPoY 
(Visual No.4). 

By the mid-1970's, this policy - derived trOll the R:T - greatly reduced 
the stock of specialized hospital beds within the health services of Asian 
countries (Visual Ro. 5). 

Advocacy of the ReT as a tool for achieving effectiveness and effiCiency 
in health services dates to that time (Visual Bo. 6). 

To date, its use &8 a guide to policy has been limited to aSSisting with 
resource allocation decisions concerning tbe provision of expensive facilities 
such as intensive coronary care units and coronary by-pass surgery (Visual 
Bo. 7). 

Given this background, Working Group members are invited to respond to the 
following two questions: 

1. Can you cite an example cL tbe use of tbe RCT as a tool for health 
services researcb in your country? 

2. Can you cite an example of an intervention in healtb service delivery 
which could be studied in your country, using the methodology of the R:T? 

'.' 
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Visual No. 
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Visual No. 2 

"Elijah went to the people and said, 'How much 
longer will it take you to make up your minds? 

"If the Lord is God, worship him;but if Baal 
is God, worship him .... 

"Then Elijah said, 'Bri ng two bulls; let the prophets 
of Baal take one, kill it, cut it in pieces and put it on 
the wood - but don't light the fire. I will do the same 
with the other bull. 

"Th en let the prophets of Baal pray to their god and 
I will pray to the Lord, and the one who answers by sendi ng 
fire - he is God." 

B1ble K1ngs I, 18. 20 
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RANDOMI ZED CONTROLLED TR I ALS (RCT) 

Council for I nternational Organization of 
Medical Sciences (1960) 

Annex 8-c 

Visual No. 3 

IIControlled clinical trialsll
, Blackwell, London 

******* ******************* 

large scale cooperative RCTs, D'Arcy Hart, p. 145 

design of records and follow up, Ian Sutherland, p.151 

analysis and presentation of results, J. Knowlden, ibid. 
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Visual No. 4 
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SPECiAliZED 1UBERCll.(lSI S BEDS IN 
1960-1965, 1970-1915 

No. of ND. of Tuberculosis 
reportlrz tublr- beds In .. 

~ the ~tal 

Annex 8-c 

Visual No. 5 

.... ~ . 

Tuberculosb 
beds .... 
ICD) . countr IS (ulosis 

or.r • beds bed complement populdon _, 

26 171019 9.1 L6 

29 68257 3.4 1.0 

1IIor14 IIHlUl OriIu1 .. U- (1977). Morld IIM1Ul ,,"1."'" 
Report, Yol. li, ID. 1, 0.. ••• 
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Visual No. 6 

RANDOMI ZED CONTROLLED TR I ALS 

- Cochrane, A. L. (1972), "Effectiveness and 

Efficiency", Nuff. Provo Hosp. Trust. 

Visual No. 6 
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Visual No. 7 

The New England 

Journal of Medicine 
"'Copyrighl. 1977. by the Massachusotts Medical Society 

Volume 297 SEPTEMBER 22, 1977 Number 12 

TREATMF.NT OF CHRONIC STABLE ANGINA 

A Preliminary Report of Survival Data of the Randomized Veterans Administration 
Cooperative Study 

MARVIN L. !\1UkPIIY, M.D., Ht:RBERT N. HULTGRE~, M.D., KATHERINE DETRF. ~I.D .. DR. P.H., 
J"'M~:S TnoMsEN, 1\1.0., TIMOTHY TAKARO, :\1.0., AND PARTICIPANTS OF THE VETERASS ADMINISTI<.\TlON 

COOPERATIVE STUDY 

Abstract We evaluated the effect of saphenous-vein
bypass grafting on survival in patients with chronic 
stable angina by comparing medical and surgical 
trealment in a large-scale. prospective randomized 
study. Excluding patients with left-main-coronary-ar
tery disease who have already been reported. a total of 
596 patisnts were entered mto this study; when ran
domized into a medical group (310 patients) and a sur
gical group (286 pat:ents). entry clinical and angio
graphic base lines were comparable. Operative mar-

1'REATMENT goals for chronic stable angina in
clude: prolonged survival, decreased cardiovas

cular morbidity and improved quality of life. Of these 
Ihrl:c goals, survival is the most unequivocal and de
finitive to evaluate, prO\'ided adequale follow-up in
formation is available. Becau,e of its often variable 
and unpredictable course. the efficacy of treatment in
tervention in chronic s,able angina remains difficult to 
assess. Although surgical intervention is popular and 
in rno;! cases improves the qualitv of life. there are no 
randomized studies showing that surgical bypass 
~,Clfting prolongs survival. An exception appears to be 
the subgroup of patients with chronic stable angina 
and left-main-coronary-artery disease, in whom in
creased survival with operation has been observed.' 
The use of beta blocking agents may be iavorably 
affecting survival in medically treated patients' - a 
possibility that lends emphasis to the importance of 
concurrent randomized studies for evaluation of treat
ment intervention. 

In 1970. the \' eterans Administration developed a 
co-operative study to determine the efficacy of saphe
nous-vein-bypass grafting in chronic stable angina. 
After i/litial development of angiographic and surgi
cal technics, a final phase of the study, lasting from 

Supported by the Medica! R(.oscarch Service or the Veterans Administra· 
lion Hospital. little Rock. AR. 

Addrt~s reprint requests 10 Dr. J\lcrphy at the Cardiolog)" Sedon (1118), 
Veterans Administration Hospital, JOO E. Roosevelt Rd., LitUe Rock. AR 
n~06 

tality at 30 days was 5.6 per cent. At an average of one 
year after operation. 69 per cellt of all grafts were ~at· 
ent, and 88 per cent of the surgical patients hlld at 
least one patent graft. There was no statistically S!g
nificant difference in survival. at a minimal hilMI-UP 
interval of 21 months. between patip.nts treatt'd medi
cally and those treated with saphenous· .. ·~;r.·b~p'.lss 
grafting. At 36 months. 87 per cent of the modical 
group and 88 per cent of the surgical group were alive. 
(N Engl J Med 297:621-627. 1977) 

January, 1972, to December, 1974, wa.< initiated. This 
paper presents the preliminary data of survival in 
medical-treatment groups as compared to ~ro1JIH with 
saphenous-vein-bvpass graftin~ ill comiJin;;rion w;th 
medical treatment in'patient~ with chronic stable an
gina in the final phase of the Vcterall\ ;\drninistra
tion co-operative study of coronary-artery di'easc. In 
this analysis, patients found to have nGtcwordw idt
main-coronary-artery disease have be{'u ,:X( !ud-:d. 

METHOD~ 

All male patients with chronic sl.lble an~ina :-tdmi!l("! In ;:il'." on" 
of I J participatin~ Veterans Ariministr,,:ion ho!.pio.O\!s \H;(> loruid· 
('fed candid'HcS for Ihe study, arid th,.ir naJ'l(:s \\'C'1'1':' t'ru~r:..:d on OJ 

screenin~ Jog. Specific criteria for aCCepldnlt: 01 a (andid.!t~ If)r {lif.: 

study were as follo\\~' a history of stablt an~ina p~l wn.; lor <It h:d .. t 
six months, with an established medil:ai thcrap~' pr'.Jl.!ram f)f..tt !c-a:-t 
three months' duration; and ele<.:tr<Jcardiot.;rdi"th:1. nid"r:I:!: of old 
infan-tion, abnormitl T waves or ST."c~'ll("nt chamt;('~ ronsi>;lenr 
''''ith myocardial ischemia on the trace obtained With rhf" PiH!-:IH 

resting. In the abs~nce ·)f the-se eler:trocardiuqraphi" riruhl'~". a pos
itive exercise test waS requirr.d. 

Rt'asons for exclusion wen: acute rn\'ot'Pordial inrart'lion in {he 
pasl six months, u"~tabl( an~ina. conge,Hiv~ heart 1~1:!u;': in (he 
Dr~vjous three weeks. uncontrolled diabete~. a"~'JClatt.c! di-;ea:..t''' st'· 
\'ere enough to limir lom;evity and otr.ef types of hr.'ln dl':i"~l .. e. in· 
dudin~ h)'pert~nsion. if the diastolic prc .. "ure Wa!; "bu\'(. !ft{) rom 
Hg aftn therapy. 

After- explanatiun 01 the study, palienrs who ;u.:~f~ed ff: r.ilnici· 
pate signrd informerf-(oment forms and \\'~r'.:· sl:hedukd bl ('I:ro· 
nar:-' .1ngiography. :\n~io~caphic (ci~ella 'o'\ccr a ~iI IJCC '.'1:[11 or 
greater reduction in lumen cJiarneu,'r if:qlln'a~('nt ~o a i:; 1:C'1' (:f~n[ rr-' 
ducrion in cros~·sC'ction of the luminal acr2. \\'hich was ,:()n'wj~~'ed 
to be an important lrsion) of one or morl' major f.oronary .)J'ttrie·~ 
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Tbe concept of quantifYing human suffering (Cont'd.) 

defines as ideal health. Considerable progress towards making 

such a measurement has been made in recent years. 1,2,3 

1. Bush, J.W.; Chen, Milton H. and Patrick, Donald L. (1972), 
SOCIAL IIIDICA'l'CRS FOR HmlLTH BA~ upcr FUNCTIONAL STATUS 

AND PROONOSIS, Washington, !l.C.: American 3tatistical 

Association, Proceedings of the Social 5tatiAtics Section, 

71-80. 

2. Patriok, Donald L., Bush, J.W., Cben, M.M. (1973), 
TOtIARD AIr OPmA':'IONAL D~INITIOr OF HEALTH, Journal of Health 

aM Sooia1 Bebevior, 6-23. 

3. Patriok, D.L., Bush, J .w., Cben, M.I,'. (1973), 

METHODS Fen MEA.SURIlC LEVELS OF \lELL-B~INa FCIl A HEALTH 

STATUS INDEX, Health Services Research, 8 228-45. 
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Developments in health indicator concepts 

In the 1930's, the Health Organization of the League of Nation. 

oommissioned stouman and Falk4 to devise expressions ot health in 

nuMrical terms so that administrators would have a pioture of the 

level ot health within a community. 

In 1957, the idea of seeking alternatives to traditional health 

indioe., in particular an alternative based upon the funotiozal 

status of individuals, was proposed by a WHO study croup of the 

World Health Organization (WHO) 5 • 

A further WHO expert group reiterated this proposal in 19716. 

Writing on the use of indicators tor the evaluation of publio 

health programmes, the experts statedl 

"data on morbidity, disability and functional impairment 

are probably much more sensitive indicators ot health •••• " 

Thua, the concept of quantifying suffering, at least in part, in 

terms of some dysfunctional taxonomY had been clearly established 

by 1971. 

4. Stouman, K. and Falk, 1.5. (1939), HEALTH INDICP~: A Stu4Y ot 
Health in Relation to Environment and Sanitation, Bulletin of 

Health of the League of Nations, ~, 63. 

5. World Health Org~nization (1957), )'lElSURElomlNTS OF lEVELS OF 

BI!llLTHI Report of a Study Group, Geneva, World Health 

Organization Technical Report Series No. 137. 

6. World Health Organization (1971), STATISTICAL INDICATCitS :rgs 
THE PLANNING AND EVALUATION OF PUBLIC BElLTH PROGRAMS, 

Geneva, World Health Organization Technical Report Serie. 

No. 472. 
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Developments in health imioatClll' oonoepts (Cont'd.) 

In the 1960' a, Barbv SaW¥lers 7 proposec! the oonair\ICUon or a 

hea.lth indioatClll' basec! on a. life table lIOdel. 'Ph. oollllllllDity 

whiob derived. tbe bigheat nUllber ot ".ffeotive years of lite" 

per 100,000 oonoeptioftS would be oonlidered to bave opU_ health. 

In oonoept, thh 18 not cU.ldlllllar tJ'OIll the _the_tioal _el 

d.soribe4 by O.L. Ohi ... S, 9. SilllP17, he pOI. the tollow1 .. 

quesUon in alee'bral0 tar.1 

• What is the a .......... tJ'aoUon of a year in whioh an 

iDliividual is health.J' 

7. Saunders, B.S. (1964). )mSURU~ COMfoIUNI'l'Y HEALTH WEY. 
AD18rican J ourm1 of Publio Health. a. 1063-1070. 

8. Chiang, D.L. (1965). United States National Cantar tClll' 

Health Statistios, AN IlIDEX OF lGAL'I'H. MathemaUoal 

modele, Hashingtnn, Publio Health Servio •• Publioation 

No. 1000 Series 2, NUIII'ber 5. 

9. Cbi&l!g, C.L., Coben, R.D. (1973). A STOOHt.STIC "1. PC! 
AN ImJEX OF HEA.LTB. 

International Journal of ~pid.miolagy, 2 7-13. 
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In Chiang' fl model, the mean duration of health at arw eiven 8.f:C would 

be computed as a time related measurement which compounded mortality 

and morbidity (the product of the average number of illnesses per 

person in the yea:r and the duration of the illnesses). A weighted 

summation over all ages then would be given an overall indicator, 

which would range from 1, when no illnesses or death occur, to zero, 

when all individuals in the population are ill throughout the 

entire yea:r. However, this summation of all states of illness 

would encompass a whole range of seriousness, from trivial to mortal 

illnons. 

Both the Saunders and Chiang papers were purely conceptual discussions. 

Their conoeptual base is quite simple. The quantity of time th".t 

lapses, on the average, before an individual encounters death is 

Elasily measured. Likewise, the quantity of time th.:\t lapses before 

an individual enoount'3rs morbidity may be measured. The composite 

mortality/morbidity measurement therefore represents the average 

time trult lapses before an individual encounters either death ar 

morbidity. 

Daniel F. Jullivan took the concept of a mortality/morbidity indi-

oator further when, in 196610 and 197111, he proposer! and i lluRtrat,erl 

the idea thF.l.t aggregative morbidity experience might be reprflSented 

by disability, !lince this is "a measure of the effeotA of disease and 

illnesR as they I18nif'est themselves in disruption of [300ial activities." 

10. Sullivan, D.F. (1966), United States National Center for Health 

Statistios, CONCEPTUAl, PROBLEl·;S IN Il1M1:LOFn:G A!' lroJEX or HI">A T.TH , 

l'1ashington, Publio Health Servioe Publioation No. 1000 SAries 2 

Number 17. 

11. Sullivan, D.F. (1971), United States National Center far Health 

:JtatiRtios, DISABILITY Cm!PONENTS FOR AN INDEX OT' 1I1JALTH, 

Washington, Public Health Servioe Publication No. 1000 Series 2 

Number 42. 
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Finally, in a separate paper, he presented synthetic values for 

this single indicator' of mortality and morbidity farthaUnited 

States in the mid 1960' s.12 

His iDiicator values far the expectation of disability free life 

were computed from two sets of data on non institutional disability 

which are collected annually on a continuous sampling basis in the 

United States National Health InterView Survey, plus a corresponding 

set of data on institutional disability collected by ad boo survey. 

A prob1ematioal aspeot of this single meaB1l!ement, .~de!1tif.ied by 

SUllivan, was the nature ()f the dis/l.bil1ty criteria. 

TerminologY 

In a recent disoussion on the conceptualization of health and social 

wellbeing, Monroe Lerner13 reflected that the WHO definition of 

health was, in retrospect, a giant step in the right direotion. 

His concepts also clarify the iDiicator/iDiex terminology. The 

duration of life - - as a quantity of time - - oan be readily 

measured in a single dimension. Unidimensional measurement is & 

feature of a health "indioator". But health has other dimensions, 

according to the WHO definition. The oomposite measurement or 
these different dime.nsions is a feat'ure of 'a health "iDiexi·. 

12. 

13. 

SUllivan, D.F. (1971), A SINGLE IND¥ ClFM<mTALITY AND 

MCRBID.I'l'Y, Washington, HSHHA Health Reports, ~, 347-354. 

Lerner, Monroe (1913), CONCEPTUALlZATIOlf OF. HEALTH .AND 
d 

SOCIAL ~mLLBEING, Health Services Researoh, 8, 6-12. 
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Even although tbe quantity at disability tree life oan be measured 

aloll tbe axis of time, suoh life i8 valued at different levels at 

1.portance at dirterent age •• 

Attl'lbuUoD at value8 or welghUllIs to speoific dyaf'lUIOtional 

etat ••• baa been made explioit by a variety of approaches 14, 15 

Such a we1ghU~ prooedur. was employed in the important papers by 

Bush and hiB oolleague.16• Like Sullivan, Bush oompounds life 

expeotancy with disability data, whioh in hie case ~ummarize 

sooial. looOllOtor and p~.ioal dystlUlOtioning. 

14. 'l'orrance, George H. (1973), mlA.J.TH plD'E!X Al-'D UTILITY r.:cr'ELS: 

!Joe '!'horny ProblelllB, Health Services Reaearoh, !:" 12-14. 

15. Fanshol S. (1972), A MIWlIlmFUL r~::IDR"!:: OF lW.LTH FCR 

RWOOOLOOY, International Journal of "!pidemiology, 1, 319-327. 

16. Bush, J .i'l., Chen, Milton II. and Patrick, J:onald L. (1912) op at. 
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'1'be"tunctional level expectanCies" thus obtained are then modified 

by the application of weighting factors. The weights attaohed to 

eaoh dysfunctional level were determined by presenting some 4DO o&ae 

descriptions, to 62 clinical judges. The unit of health measurement 

thus computed is termed by Bush the "Health ::itatuB Index" and is, in 

etteot, an expected quality adjusted years of lite. Usine ~ush's 

method and Sullivan's data for the mid 1960's United ~tates 

poPQlat1on gives an unadjusted life expectation ot 70.2 yeara, 

a disability tree life expectation of 64.9 years and an expected 

quality adjusted years of life of 67.5 years. 

'l'rantitional probability model 

One further important difference between the apprcaoh of Sullivan 

on the one hand, and the approach of Bush and his colleagues, is 

t'bat the last mentioned approach takes prognosis into acoount. 

Prognosis is simply viewed as the probability of transiting from 

one dysfunctional state to another. 

Comparing this process with traditional life table procedures, 

Fansbell7 ~tates: 

"Many concepts and methods developed in the life tables 
are relevant in the construction of a functional level 
expectancy table. Because of the multiple (Functional) 
levels involved, however, the procens is more complicated 
than the usual multiple decrement table." 

Fanahel claims one advantage for this approach over i: he life table 

procedure, namely that it avoids the discriminatory effect of the 

overall life expectancy measures since these "do nat attribute as 

much lost life to yoing people as they do to older people." , He 

definea a stania.rd life of 90 years ('1'). With this ooncept s 
"people dying before 90 die 'prematurely'. To die at age 5 is to 

lOBe much more life time than to die at age 70. We can now 

quantify this ooncept, using function tine as a unit of measure ••• " 

17. Fanshel, S. (1972) op at. 
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The ideal life history is one with no loss of function time (as in 

the ideal model in the page 2). Real life experience is characterized, 

as illustrated in the graph below, by transition from a state of 

dissatisfaction, to minor disability, to disability - - with static 

periods and phases of recovery - - to abrupt total dysfunction 

(death). Wellbeing 

RIDI'l'S 

Dissatisfaction 

Minor Disability 

Disabil ity 

Death 

Ts(90 yea~s) 
18 In a lucid critique of the Bush paper, Tunstall points out that 

the authors Ao not really justify their claim to have oonquered the 

definitional problem of positive and negative health, sinoe being 

physioally and mentally fit is not the same as being well. Also, 

he remarks, they fail to take account of pain. 

At the Human Population Laboratory of Alameda County,19 an attempt 

has been made to meaBure all dimensions of the WHO d.efinition, 

uBing separate axOIl for physical health, mental health /lTVl 'looial 

health. 

18. Tunstall, Daniel B. (1972), DISCUSSION, i'lashingtonl Proceedings 

of Sooial Jtatistioll Seotion of Amerioan Statistical Assoc

iation 1972, 89-92. 

19. Breslow, Lester (1972), A QUA}'TITA'l'IVE APPROACH TC 'l'Hr. 'iCRIZl 

HEA.LTH ~GAlllZATICN DEFINlTlCl'I OF HEALTH. PhYsioal Mental 

and Social Wellbeing, International Journal of F.ridemioloeY, 

1, 347-355. 
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RIDI'rS (Continued) 

This is a true index of health in the generic multidimensional senne 

~ it is obtained by askilW a set of questions which only individ

uals oan answer about themselves. 

• p~aioal health is measured on a aeven pOint scale ranging 
from disability, through ohronic illness and symptomatic 
concern to the symptomless state, 

• mental health is meaaured h,v eight items - five l'Ol"illtril"iTig 
negative feelings such u.s "depressed or feeling unha.flPY" ·'1nr1 
three based on positive feelings suoh as "on top of the world I" 

• sooial health is measured by the degree to which an imivid~ 
ual is a functioning member of hi. community, as assessed 
qy employability, sociability and community involvement. 

The health status of a group of imividuals, thus obtained, is 

8U1111afized in terms of mean RIDITS - an acronym for ''Relative to an 

Identified Distribution." This might beat a level of 0.59 on 

the p~sical health axis, 0.55 on the mental health axis and 0.71 

OIl the sooial wellbeing axis (RIDIT values above 0.5 represent 

btu 1 01' health, levels below 0.5 superior health). 

COIIQaptually then, the Alameda County group and the Bush eroup are 

in the vanguard for constructing health indices. Practically, 

~11ivan marohes several leagues ahead sinoe his approach does not 

require massive new data gathering exercises. Imeed, as Tunstall 

remarks, the conceptual framework which is required in one within 

which existing data can be organized. 

'£Ae . task ahead 

Ap&J't from the diversity of approaches, reoent interest in health 

imicators bas been shown by a diversity of disciplines __ dem~raphy,20 

20. Shryock, H.S.; Siegal, J .S. and Associates (1971) - THE )mODS 

ArID ltlATERIALS OF DEMOORAPHY, 2, 451-452, US Bureau of Census, 

Government Printing Office, i4ashington. 
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The task ahead (Continued) 

21 22 h 1th ' ad" t ti 23 mathematics, operations research, ea serVlces rnlnlS ra on, 

statistics,24 economics,25 epidemiology,26 and sociolOf:y, 27. If the 

task of constructing a general health index W"lre to be Ilnciertaken 

by a coordinated interdisciplinary approach, then r"lsponsibilitieB 

might be defined as illustrated in the model below: 

M.wlIe MAr', "r::..-.;;;:=;:;::::;;::;::;:~--='" 
D&rt06R.\, .. y 

~..",~ 

.ecwO"'''''t ~"II>'MIOLO"Y 
The task (represented by the total area of the reotangle) has two 

key components. First, with regard to the bottom component, the 

task is to devise agreed instruments for measuring disability. 

Second, with regard to the top oomponent, the task is to aggreg:l.te 

the given data into suitable summary statistics. 

--------------------- -------------
21. Chiang, C.L. (1965) - OPe cit. 

22. Fanshel, S. (1972) - OPe oit. 

23. Goldsmith, S.B. (1973) - A REEVALUAT1CI: OF WAL':'Il :,'rATU3 

INDICATCRS. Health Service Reports, ee 937-41. 

24. American Statistioal Association (1972), FROC'R"l)I~!QJ 0" THIll 

SOCIAL STATISTICS S"i<X::TICN 1972, ':lashingt on, pp. 66-9t1.. 

25. Culyer, A.J., Lavers, R.J. and :lilliams, A. (1971), SCCIAL 

INDICATORS: Health, London, Social Trends, Her li:ajesty's 

Stationary Office, pp. 31-42. 

26. International Journal of Epidemiology (1972), Oxford University 

Press, Volume 1, No. 4 pp. 313-359. 

27. Oi tter, A.G. and rostofsky, D.1. (1972), TO'tlAP.!JS ,:, SOCIAL 

I!lDICATCR OF HF..ALTH, Social Science and Medicine, ,2, 205-209. 
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'1'he diaciplines represented in the bottom component already n.re 

involved in refining the instruments for measuring disabilitYI 

28 
• Economists have examined, by principal components 

analysis, data on functional capacity. 

• Statisticians29 have called for validation studies which 
would establish the relationship between disability on 
the one hand and olinical measurement s on the other. 

• Sooiologiata
30 

have undertaken validation studiee which 
.how that selt detinition of dinability ccmpares favourably 
with olinical detinition. 

• Epidemiologists,31 using another instrument, have also 
validated a questionnaire interview against medical 
examiD&tioa. 

With regard to the overall task, the primary expertil18 of demo

graphers, mathematioians, operations researchers and health 

service administrators lies in the construction of summary 

statistios. Suoh an interdisciplinary group might conRider the 

advanteges of the life table teChnique since life table functions 

have long been familiar and comprehensible to physicians. A 

double deorement lite table would have the added 3.dvant8i:e that 

death and disability decrements would be separate ana additive. 

28. Berkowitz, Monroe and Johnson, 1iilliam G. (1971), HEALTH A}lD 

LABat FCRCF. PARTICIPATI0!1, Discussion Paper No. 12, New 

Brunswick, New Jersey: Bureau of :!.:conomic Research. 

29. For example, Sullivan, D.F. (1966) OPe cit. p. 15. 

30. tragi, Sud Z. (1969), CONGRUENCY IN r.~lICAL SELF AJ3ESSMF::r:T 

CF DISABILITY, Iniustrial Medicine and Surgery, l§., 27-36. 

31. Garrad, J. and Bennett, A.E. (1971), A VALIDAT!ID IrTllVIE:r 

SCHEDUlE FOR USE ur POPULATION SURVEYS OF CmO~:IC DISEASE 

AND DISABILITY, British Journal of Preventive and Social 

Medicine, ~, 97-104. 
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tI1CHS3!ON 

Why health indicators 

"A.L. Cochrane has dealt with this lack of rel'lti!mr;hi,; 
between efficiency and effectiveness in health ca.re in 
his recent book and he concludes ,·Ii th an a:1se'llme~t tl1R.t 
there is too little use of scientific evinence in the 
op.)ration of the British heaU!' Mrvice, causir.e much 
wastaee of resources aml. d'lficit n in effect i veness. 
That conclusion is certainly tran :fcrable to th·., Unitn:' 
States health care system. While Cochran~ places his 
hopes on increased 11se of randomizad controllerl trialfl, 
I believe that better use of healtll imicatora in the 
development of a hea3~h index could move u;~ strol'l€:ly in 
the same direction." 

Thi. quotation reflects the views of manY, that the primary purpose 

of a health status index would be in evaluative research and polioy 

analy.ie. 

Criteria far a health index 

A.t the outset of their paper, Bush and. his oollo.)~'uo!:' prBsented 

seven oriteria far a health index -- an expan~ion of a ~et of 

properties oonsidered deeirable by a potential userl 33 

• it should be of normative interest 

• it should be useful for priority "etti~; 

• it sbl'luld permit study of the probi\l,l., efrech of 
different sooial policies 

I it should be useful for evaluative rBSilaroh 

• it shculd be sensitive eM'l€:h to detnot Bir:,nifioc.nt 
ohanges in health status 

I it ehould consiet of clearly defined oomponent parte 

I it should be derived from observabll'l dr:.ta anrl ~c'EJlly J'l'(Jducsd. 

32. Yordy, Karl D. (1972), WH'f m'.ALTH !}T.!C:'I~·Q13, "ashilll,,!,ton; 

Procqedine ~f tho Sooial Statistic~ Section of the Amerie~ 

Statistical Association, 1972, p. 66. 

33. )loriyama, I. (1968), PIWBLEloiS IN n"VJ~toPING A W,ATll'H HTf'I"'X 

in Sheldon 1i:.B. and Moore WoE. (Editor",), Il'"'l!r:A"'m::; 01" '3('IJIAL 

CHANrnils Ooncepts and Measurements, liew York: Russell 3ace 

Foundation, 591-595. 
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Normative interest 

Inequality in health attainment between States i9 the central concern 

of WHO. 

Health I!ldioators 

Improvements in health levels in any given State would be indicated 

by an inorease in the quantity of person years of disability free 

life and by a corresponding decrease in the quantity of suffering -

both mortal and non mortal. Areal variation in the total quantity 

or sufferi~, am of its oomponents parts, would be the subject of 

normative sorutiny. 

Priority setting 

Priority settings for categorical disease programmes have been 

determined without the availability of morbidity based indicators. 

The determination of priorities would be viewed differently if con

sidered on the basis of the number of years that might be added. to 

the span of disability free lifs by the prevention of specific 

oomitions. 

Probable effect of sooial policies 

Since we are not only interested in locating the health indicator 

in a time dimension but also in a space dimension, statistical 

geQgraphy is a further discipline relevant to this field of work. 

Once areal data on health indicators are available, ecoloeical 

oorrelations should s1.li~:eest association between these and oorres

ponding data and other sooial and level of living indioators. 

Evaluative researoh 

~ evaluation would be at the basic level of whether health poli

oies meet health needs. Policies aimed at preventing death am 

diaability might be evaluated by tracking the health indicator in 

time series. 
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Sensitivity to change in health status 

In life tables for the first half of the present century, the 

quantity of life that lapsed before censoring by death progressively 

lengthened. ~lore reoently, it has tended to become static. 

the expectation of life has come to be regarded in developed 

countries as an insensitive indicator of health status. 

Thus, 

An indicator which measures the quantity of time tl~t lapses before 

censoring by a non mortal event would be most sensitive. Like the 

event of deat!:, a crude (but epidemiologically useful) cause may be 

attributed to this event. Such disabling events (am even death) 

might be conveniently identified periodically rlond on a sampling 

basis.35 Furthermore, the combined and separate experience of this 

event and of death can be represented within a sir~le life table. 

Disaggregated, such a table would indicate the level of health with 

greater sensitivity than would a mortality indicator alone. 

Component parts 

There is a risk of overreliance upon a "big number" type of indi

oator. Thus, a very important feature of any indicator \·/ould be 

its divisibility. 

Observable data and reproducibility 

Incorporation of disability questions into any national sampling 

survey would oarry an implication of reproducibility. As an aggre

gate measure of significant morbidity, disability would be rlo readily 

and inexpensively obtained indicator of changes, in the level o.nd 

variability of health attainment. 

35. Linder, F.E. (1970), A PROPOSE:[! N'11 VITAL ''VENT !IDf.!!'ltATION 

tmITARY SY 3TE1-: FOR ,'::M::LOFID CCUlITRFS, Milbank ~!emoria.l Fund 

Quarterly, 48: 4(2) Supplement 77-87. 
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Conclusion 

A oombined mortality/disability indioator would raise the base of 

health ini ex construction one level higher. Buildillg beyond this 

level will advance a.s some of the conoepts and instruments disourlsed 

become refined. 
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ON OPERATIONAL RESEARCH AND SYST~ ANALYSIS 1 
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1 
By Dr K. Uemura, Director, Health Statistics, WHO Headquarters, 

Geneva. 
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Health Statistics Programme - Activities on Operational 
Research and Systems Analysis 

Division of Health Statistics, WHO, Geneva 

1. One of the important tasks of the health statistics programme undertaken 
at headquarters has been to provide statistical services to other units 
and divisions, as well as to regional offices and countries. These 
services have covered a wide range of medical and epidemiological 
applications, with an increasing emphasis on public health control 
aspects. In addition to the more traditional activities in biostatistics 
and medical statistics, there has been a gradual expansion of the range 
of quantitative support to include cost-benefit analysis, epidemiological 
modelling, medical computing (medical informatics), operational research 
and systems analysis. 

2. The high priority now given to problems of health services entails a 
major concentration on a more rational and scientific approach to 
executive and administrative problems arising from this work. This 
is the field of operational research, which we may regard as dealing 
with the more specific questions of decision-making and strategy-choice, 
while systems analysis deals with the broader issues of general planning 
and policy. 

3. There has accordingly been a continuous increase during the last decade 
in requests for epidemiological modelling oriented to decision-making, 
especially in infectious and parasitic disease control; operational 
research applications such as resource allocation studies, systems 
approaches to clarifying WHO's role in such areas as cancer control; 
cost-benefit analysis, etc. The following work has been completed in 
collaboration with other relevant programmes: 

(a) An epidemiological model of malaria was developed to predict 
changes in the prevalence rates as a function of transmission and control 
parameters as well as the immunity of the population (Dietz et al. (1974». 
Other work in the malaria field includes an attempt to relate changes 
in the general and infant mortality rates to changes in transmission 
due to control operations (Payne et al. (1976». 

(b) Epidemiological models of typhoid fever, cholera and other acute 
bacterial diseases were developed to forecast the probable effect of 
preventive measures against these diseases, such as mass immunization 
and sanitation programmes, on a selected population in terms of prevention 
of disease, as well as in terms of relative costs and benefits 
(Cvjetanovic et al. (1971 and 1978». 

(c) A resource allocation model for public health planning was developed 
taking tuberculosis as an example. (Feldstein et al. (1973» 

(d) General work has been carried out in the area of determining the 
cost-benefit balance point (e.g., for sanitation programmes). (Cvjetanovie: 
and Grab (1976». 
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PLADIlfG USIAllCIl 

a. Guid.lin.. for a .... rch 
Propo.a1. ~PR/WG/RSa/IB/2a) 

b. rinancin, H .. lth S.rvic •• ~/WG/BSa/7S.1S. 

WPR/WG/HSR/7S.1S.1) 

c. '1'h. "ailt Approach" ~PR/WG/RSa/7S.16) 
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4. The implementation of the reorientation of the health statistics 
progrannne of WliO will require the gradual devolution of purely 
epidemiological studies. especially those involving large surveys 
and massive statistical processing, to the country level. The 
role of headquarters in this regard wi 11 be more in promotion, 
coordination and management. along with interpretation. evaluation 
and the development of methodology. This devolution will free up 
staff time to concentrate on major progrannne areas such as tropical 
diseases research. human reproduction research. expanded progrannne 
of immunization. primary health care, etc. 

5. It is expected that this change of emphasis will involve increasing 
activity of an operational research and systems nature, since WHO's 
main contribution to all of the above progrannne areas is in the 
increased application of existing knowledge and the promotion of 
applied research directed at the solution of specific practical 
problems. This is equally true of improvements in the control of 
parasitic diseases. and of facilitating the delivery of health care 
on the primary level; as an example. present work in maternal and 
child health evaluation and planning. b'eing carried out in collaboration 
with the family health programme; attempts to clarify the alternative 
approaches and develop procedures, protocols and guidelines for 
evaluating maternal and child health care in the context of primary 
health care. 

6. The promotion of operational research and systems analysis at the 
appropriate level for developing countries presents certain problems. 
Where resources are scarce and must not be wasted. the use of such 
methods are even more important than in developed countries. But 
qualified and experienced manpower for implementation may itself be 
in short supply. Current technical cooperation with Member States 
on the development of health statistical services should be expanded 
in its coverage to include operational research and systems analysis 
in the health field. It is necessary not only to impress on quantitative 
workers in the field (e.g. health statisticians) the importance of 
these SUbjects. but also to make available a supply of suitable 
consultants from wherever they may be found in the world. To promote 
such technical cooperation among countries, consideration should be 
given to establishing appropriate collaborating centres for public 
health operational research and systems analysis in both developed 
and developing countries. 
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GUIDELIl9ES FOR FORMULATIOlf OF A 
RESEARCH PROPOSAL 

IJTRODOOTIOB 

Annex 9-a 

Any research undertaking will be time-limite.. Health services 
research (HSR) 18 concerned with finding ways ftJr applying avaUable 
knowledge for improving health and baa a llbort time-8pan. A r .. earcb 
proposal is midway between a raw idea aDd a completed protocol, vbleb 
provides a detailed operatio .. l plan 8pecifying study inatrUlllenta, 
analysiS procedure and vork plan. 

A research proposal should include information ellaential for a 
decision on funding and can be in three parts: . 

Part 1: A short IIUIIII8ry' of the researcb project balled on partll 2 and ~ 
below; 

Part 2: A de8cription or the project containing background, objectives 
and propoaala tor action; 

Part 3: Reaource requirements including inputs needed from external 
agencies (if any). 

Essentially part 2 8hould cover tbel 

Problem to whicb the project i8 addreased, i.e. 51 
Objectives and rationale ot the project, i.e. whatT 

Methods and procedures to be adopted, i.e. how? including a rough 
time trame and plan of data anal.yais. -

Expected outcome of the project. 

Expected impact on the problem •. 
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Part 3 should cover: 

Resources - both manpower, material and financial - needed for he 
project. 

Peaources - both type and amount - required from external sourc s 
(if any). 

~:tatement if research is in a priority area and of interest to . he 
govermnent. 

DETAILED GUIDELIl'fFS 

A proposal is a abort text (4-5 pages) written with the main 
objective of exploring the funding po8sibilities of a researcb proje.:t. 

Sbort ,,·'U - Part 1: 

Title of tbe pro.1est: The t1 tie should be conc1ae and meaning:t>ll 
containing key words specU"ying the work to be done. 

Snpary of part! 2 and 3: Th1a ahort exposition sbould describ" 
the project, particularly the objective(s) and tbe resulte 
to be generated by the study. The duration of tbe projeci ; 

and a sbort sUllllll8ry of external resource requirements shou1.d 
be given. 

Project description - Part 2: 

Iptroductiop: A brief background to the project is given including 
a statement of the wObla to whicb the project is addreSSed. 

Ob.1eStlus: The objectives should be described in order of priority. 
The objectives should be expressed in a way that allo". their 
attainment to be measured. The rationale for the project 
should be briefly stated. 

Method. apd procedure!: A briet deecription ot metbocls, approaches 
and procedures should be given. A rougb overall-time trame tor 
the study should &lso be given bere. The duration of the project 
should be divided to different components - e.g. conduct of' 
survey, data processing and ana~is, etc. 

A paragrapn should be devoted to the commitment ot the 
writer to develop a formal protocol once resource-funding is 
guaranteed. 

§xpected product: A concise description of the expected outcome 
of the project should be given. 
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Expected impact: A SUlllllllry' of the significance of the work tc t'le 
solution of the stated problem and to overall health imp! IV'!mer 
or services is needed here. 

Resources - Part 3: 

RosoUlces needed for the pro lect : Estimates of resources need ~d 
should be given under the following headings: 

- Personnel - salaries, consultant fees, travel expenses, etc.; 
- Facilities and equipment (including transport); 
- Data processing/&Da1yeis; 
- Other incidentals (including support coata). 

It should be noted that year by year estimates are useful 
but not essential. 

kternal assistance Deeded: '!'be nature am -.aunt of any ass i ;tanc( 
needed for the success:rul conclusion of the project shaul I be 
given preferably under the same resource headings listed lbove. 

Government interest: It should be stated that the resoarch is in a 
priority area of health development and of interest to th~ 
goverDDent. 

Appel to "proposal - PerSOnnel particulars 

A brief statement should be annexed giving particulars about the main 
investigator and other individuals to be involved in the researcb fr~ject, 
together with a description of work completed, together with other relevant 
data including records of previous grants awarded, previous authorship 
of the investigaton and any special experience, talents or sk1ll8 that 
qual1ty these specific researchers to undertake the project. This ~Jlclor.ure 
should be selective and very brief covering the above elements. 
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GUIDELINES FOR REVIEWING 
PATTERNS OF FINANCING HEALTH SERVICESl 

• 

Annex 9-b 

lAdapted from a document of the Study croup on Health S~rvices Research, 
WHO Regional O~ice for the South East Asia. 
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GUIDELINES FOR REVIEWING PATTERNS OF 
FINANCING HEALTH SERVICES 

- to review patterns of financing health services; 

- to present the information obtained in a form useful to health 
service planners and managers, particularly those promoting primary 
health care; and 

- to identi~ information gaps reqUiring research. 

2. Sources 

A national collaborator will be asked to take responsibility for 
locating all relevant sources, principally the following: 

- National and international journals relating to public health, 
administration and economics; 

- Publications of the Ministry of Health and related Ministries; 

- Internal documents of the Ministry of Health, etc •• provided 
that the necessary clearance can be obtained; 

- Papers submitted to national workshops, confer~nc~s, etc.; 

- Reports of international agencies and bilateral aid programmes. 

~. Topics to be covered 

(1) Forms of financing of health care 

The pattern of financing health care in the Region are private f~e
for-service and financing from government resources. Special features to 
be noted would be: 

(a) Quantitative information permitting an assessment of the 
relative importance of these as against other methods of financing 
on the national scene. 

(b) Use of community level authorities to raise finance for 
health services and control activities and expenditure • • 

(c) Combinations of these basic patterns with other forms 
of financing or with each other (e.g. private prac:t!.c<! by 
government doctors). 

Primary interest is in patterns of financing other than the two 
conventional forms, e.g. insurance schemes for communities or groups of 
Yorkers, payment of health workers in kind. 
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(2) Range of activities covered under innovative 
patterns of financing 

Annex 9-b 

Where projects using innovative patterns of health service financing 
are identified, it is important to have information on the range of 
activities provided, and if possible on the coverage achieved under each 
activity. 

(3) Relation between resource and costs 

In assessing the viabilit7 and replicability of projects with 
innovative forms of financing, it is important to obtain information 
on the balance of resources and expenditures. References will be 
particularly valuable if they: 

(a) provide estimates of revenue and expenditure over a 
series of years; 

(b) account for non-financial inputs (e.g. organization 
and supervision contributed free by interested persons); 

(c) separate current from capital costs, and personnel 
trom other current costs; 

(~) Cost of health service activities relevant to 
community level health care 

In assessing the relative advantages of health service projects 
using innovative patterns of financing, it is desirable to have 
information on the costs of individual activities both within such 
programmes and in other contexts. Such information would be particularly 
valuable if it permits calculation of unit costs (e.g. cost per vaccination, 
per visit to health centre) and conforms to (a)-(c) under (3) above. It 
1s not intended that the review should include the making of such 
calculations, unless they are available in published sources, but the 
review may identifY possible data sources to be exploited at a later stage 
of the research programme. 

(5) Cost of health services inputs and outputs 

In order to present the i8formation obtained from the national 
reviews on a meaningful regional baSiS, it is desirable to have information 
on the comparative costs of inputs to and outputs from the health services 
(public and private). 

(a) The principal inputs at the current level are drugs 
and the services of health personnel. Reviewers may be 
able to obtain e.g. lists of controlled prices of drugs, 
and government salary levels for health workers; 
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(b) Reviewers are asked to repon any available information 
on output price •• uch a. .taDdard fee. for cODBultation. 

It.. FgA gf Pre"Ptttipp 

Reviewers are requested to present their results under the following 
headings: 

(a) A list of sources conaulted. Sources which were found to gLve 
DO relevant information sbould be included in order to prevent a 
repetition of the search by later workers; 

(b) Full citation of all articles, etc.,fouDd to contain relevant 
information, with a brief indication of the subject if this is not 
evident from the title; 

(c) Copies of all article., etc., found to certain substantial 
amounts of relevant information (or of the relevant sections of books 
or long reports); 

Cd) Ab.tracts of articles, etc., containing limited information 
not warranting full reproduction uDder (c); 

(e) A statement of the reviewer's perspectives on the work and 
any comments and interpretationa he may wish to make. 
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FRCM HEALTH POLICY TO ECONOMIC ACTION -
FINANCING A SUITABLE TOOL TO ADAPr HEALTH 

PROGRAMMES TO NATIONAL PRIORITIES* 

by 

Dr E.P. Mach 
Resource Group 

Division of Strengthening of 
Health Services 

WHO Headquarters, Geneva 

Annex 9-b 

This paper is based on the report of a WHO Study Group on Financing 
of Health Services, at present in press for the WHO Technical R~port 
Seriee, 1978. 
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nOM R!ALm POLICY om ECOlOIIC ACTIOlf -
!'IRARCIRG It. SUITABLE toOL om ADAPT BP.ALTR 

P1U>GllAMt!S TO RATIORAL PRIORITIES* 

It is assumed that the reader is already knowledgeable of the need of 

olear health polioies in developing oountries, with such obJeotives as total 

coverage of the whole population and aocessibility and acceptability of 

health services, at a cost which all citizens can afford. In order to 

achieve social Justice, some under-privileged groups of the population, very 

often the peri-urban slum dwellers, or people living in remote rural areas, 

or mothers and ohildren, or the aged are oonsidered as deserving priority 

in respeot ot health care. One ot the oonditions to implement such health 

policies is the provision of the economic support for the required health 

activities. 

Many oountries are planning to reorient their health services to make 

them play a more purposefUl role in the unified plans for socio-economio 

development. The reorientation, subject to local conditions, has to consider 

as components the manpower, the faoilities, the appropriate technology and 

the economic basis of the existing health services, which should support the 

most important level of care, i.e. the primary level. 

The rate of progress in making improvements is at present severely 

limited by shortage of fUnds, maldistribution of health resources, riSing 

costs, lack of coordination between sources of fUnding and inefficiencies in 

spending. Selected aspects of these problems are discussed as well as some 

alternatives aiming at their improvement. Methodological aspects of analYSing 

the financing of the health sector and potential areas for action are also 

discussed. 
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MA,JOR PROBLEMS IN FINANCING HEALTH SERVICES 
AND SOME ALTERNATIVES FOR IMPROVEMENT 

The lack of funds and maldistribution of resources 

Annex 9-b 

In many developing countries there is a shortage of human, material and 

financial resources to meet health needs. Scarcity of money affects all parts 

of the health delivery system: it shows itself at the national level, both in 

the routine allocation of yearly budgets and in the distribution of funds to 

authorities responsible for national development plans. Although the per 

capita health expenditure is not strictly comparable among countries, the 

figure 1s low in most developing countries and lowest in the neediest areas.* 

The shortage of financial resources is felt throughout the health system, 

but it affects particularly the needier, rural population.** 

While "absolutell inadequacies obviously justify need for additional 

resources, c~aims for additional health funds in case of relative inadequacies 

should be supported by analyses of the efficiency, effectiveness and equity of 

the present health care delivery system. The health sector in developing 

countries is often hospital-based, relies on relatively sophisticated 

technology and places emphasis on specialized medicine. As a result, it may 

absorb an unduly large share of the health budget ser"/ing a comparatively 

small clientele. In many less developed countries over half of the national 

budget is spent on health care in urban areas, the home of no more than a 
• fifth of the total population. 

* A joint UNICEF/WHO Study of Alternative Approaches to Meeting Basic Health 
Needs in Developing Countries (Djukanovic & Mach eds), WHO, Geneva 1975. 

** Bryant, J.H. Health & the Developing World. Ithaca. NY. Cornell University 
Press, 19($. 
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Besides the geographical inequity the linkage of certain funds to certain 

groups in the population, which can give them an advantage at the expense of 

other sections of the population is also a serious problem. This might be the 

consequence, for example, of compulsory health insurance schemes covering the 

salary and wage earners, i.e. a small minority of the population. There may 

also be health inequities among racial and ethnic groups in a country, 

associated with differentials in the economic strength and social position of 

these groups. Historical, political and economic developments lies at the 

baok of these many forms of inequity. 

The shortage and maldistribution of health facilities and human resouroes 

are Just as striking. The distribution of professional personnel within 

developing countries is often almost inversely proportional to the distribution 

of the poeple. Professionals are in the main unwilling to work in the rural 

areas and prefer to do the work they are tained for in hospitals, and in an 

urban environment. This phenomenon is not oontined to physician.. OUtside 

the main oities and towns there are few professional health personnel and in 

some oountries it is not unoommon for populations of 50,000 or even more 

served by one physioian. Health personnel are also poorly distributed in most 

of the oountries Where a large number of professionals are trained.* 

The data analysed for a WHO Study Group on Financing Health Services.** 

show that the following oharaoteristios remain true for many oountries, in 

spite of government efforts: 

disproportionate oonoentration of expenditure on health servioes 

in urban areas oompared with expenditure in rural areas; 

heavy concentration of expenditure on secondart and tertiary care 

services compared with expenditure on primary care servioes; 

heavy oonoentration on curative servioes oompared with expenditure 

on preventive servioes; 

oonsiderable expenditure by the rural population on traditional 

practitioners and medicines. 

* Bryant and Joint UNICEF/WHO Study - OPe cit. 

** Financing of Health Services - OPe cit. 
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Tax<ltion and Soclal Security 

Several approaches t.o e>:tending existing sournes of finance or 

developing new sources can be adopted. The most obvious solution 1s to 

increase government financing either by raising eXisting taxes or by cuttin!': 

down on other puclic expend1ture. This Is the approach that public health 

administrators are and have been continuall y press1ng. In some countries. 

however, the share of public expenditure devoted to the health sector has 

tendod to go down, not up, 1f calculated in conatant un1ts of the national 

currency.· Faced with demands for expenditure from the different sectors of 

~",elo-economic development, governments have tended not to give the health 

sector high priority. It is pos.1ble that marshalling the case for healt.h 

actlvitie. 1n term. of speoified programme. of proven value, and Buaranteoln~ 

that extra money will actually be spent on these programmes may re.ult in n 

more favourable response. It is for thia rea.on that it il important to be 

able to ahow 1n quant1tied form on what programme. present expenditures ar. 

used. lIowever, even in the caae of increaling taxation, for instanoe, on 

imported luxurie., it doe. not follow that any extra revenue would find its 

way to the health sector. 

Another approach 1s to introduce some new type of tax, the revenue of 

which would be wholly devoted to the health service. For example, in the 

II funrural" scheme in Brazil a special new tax was imposed on agrlcul toural 

products at the point of marketing, Which is ear-marked for the improvement of 

rurnl health services." Special sales taxes have been imposed in some 

Canadian provinces Which are identified as a source of financing fer r.ospitrt:

lzatlon. In two regions of Senegal, 8~ of the rural taxes leviecl and spent 

locally, are reserved for health purposes.··· Some countries have introduced 

lotteries and devote the profits to health service.. But as with the ear

marking of existing taxes, it cloes not follow that there will be a net lncre,I>J<' 

in resources devoted to the health sector. 

• Le finanoement du syst~me sanitaire dans 14 ~tats Africaina et Malgache, 
IEDES, PariS, 1976; 

** Financing of Health Servioes (WHO StUdy Group) - op. cit • 

•• * Community involvement in Primary Health Care: A study of the proce •• of 
community motivation and continued participation. Geneva UNICEF/~o 1977. 
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A widely used strategy for increasing the allocation of funds to the 

health sector throughout the world has been the introduction of compulsory 

health insurance. Because funds are raised by new taxes on workers and 

employers (sometimes with a government contribution also), parliamentary 

bodies have generally been more favourable to this approach than to one that 

would make further claims on the general revenues of the nation. From the 

workers point of view, this method of financing assures the employee, and 

often the employee's dependants, certain health services as a 'right' rather 

than a benefit dependent on the generosity of the government or charity. 

In developing countries, however, the proportion of the national population 

with regular monetarized employment and thus with periodic wages subject to 

80cial security deductions is usually small. Therefore, the fraction of the 

population benefiting from such programmes has been correspondingly small. 

With relatively more abundant funds to use, the services provided for insured 

persons are generally sUperior in both quantity and quality to those available 

to the majority of the population, which is predominantly rural. With 

occasional exceptions, agricultural workers and peasants are not protected by 

this type of fund raising programme.* 

Consequently, serious questions have been raised as to the overall impact 

of the social security approach on national equity in the distribution of 

health services.** It is claimed that ministries of health who are attempting 

to serve the whole of their national populations are caused greater 

difficulties in recruiting the personnel they need, in addition, the entire 

national health effort may tend to become heavily weighted towards curative 

activities. Moreover, the need to calculate benefits for participants of the 

insurance system creates the need for a considerable number of skilled 

administrators and therefore, a costly training effort is necessary to 

prepare and later, pay, administrative personnel. 

* Roemer, M.I. The organization of medical care under social security, 
Geneva, International Labour Office, 1969. 

** International Labour. Office. Improvements and harmonisation of social 
security systems in Africa. report of the Fifth African Regional 
Conference, Abijan, published in Geneva, 1977. 
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In addition, in many countries the government is either paying con

tributions as an employer or subsidising social security systems (for example, 

health insurance schemes for civil servants). In the case of subsidies, there 

is a danger that the burden of government participation may weigh, in part, on 

the most under-privileged categories of the population given that by far the 

greater share of taxation in developing areas comes from indirect taxes, often 

levied on everyday necessities.* 

On the other hand, there is one undeniable advantage of the social 

security concept - namely, that is provides extra fUnds for the health sector 

in situations where the government for different reasons is unable to inorease 

its contribution. A further advantage is that the fUnds collected from 

employers and employees are clearly ear-marked for health purposes and oannot 

be utilised by the government for any other purposes. Also, health fUnds 

spent under social seourity tend to be spent much more systematically and 

prudently than would occur in the private sector. 

Tn spite of t',e argume,ts against ";h 1 suit!bll1ty of the sooial seourity/ 

health inusrance system for developing countries, every year, additional 

developing countries appear to be exploring the application of the social 

security concept. These countries need to consider very carefully how and when 

such a programme can be established or expanded. It should not be introduoed 

until the trained manpower is available and it is important that the pattern 

of care provided by compulsory insurance schemes should not diverge too far 

from the pattern of the care it is ult:l.mar,ely intended to provide for the 

whole population. 

Many developing countries are making efforts to promote maximum !!l!
reliance in local rural communities. In China, Tanzania, the Jamkhed area in 

India, Savar in Bangladesh and Maradi in Niger, local involvement ranges from 

the selection of primary health workers from among the population to the oon

struction and maintenance of health facilities and help in the financing of 

the services through population based payments and other support to the health 

workers. 

* Montoya-Aguilar, C., Health Manpower Planning: The Case of Indonesia, 
\oJHO/SE.A.RO, New Delhi, 1975. p. 49. 
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The local self reliance approach has been especially effective in promoting 

preventive programmes and ext-ending primary health care as a whole. With 

this philosophy, for example, a network of maternity centres stllffed by 

locally trained midwives has been launched in two regIons in 3enegal, 

supported substant.ially by the population.* 

In a rural local clinic, for example, small fees may be charged for 

serv1ces usually t.o pay for the necessa.ry medicaments, or funds may be pro

paid by families to form a health cooperative. Some suocessful local health 

proJecta have been 1ni tiated by foreign, religious missions. 11. 1 s lm'Onrtl1nr. 

to realise that poor rural communitios already spend sUbst.a.ntial sums on 

health care from traditional pract1tioners. The.v pay when they OeC1omr. 111 

rather than when they a.re well. The challenge Is to find new ~:n'es c,f ] ()(;I\) 

institutions through which health care aan be cooperatively dev~lnred with 

finanoing partly by the local people t.hemselves. The fl.nMctlll c(mtrlbutlons 

of the local people give them both the right and t.he Incenttve to pl1rt\nlpat.u 

In the running of the profr,ramme. Such particlpatlon is an Important onoe 

upon Which to build health awareness in its widest sense and p:enerat.e ~hoSp. 

ch.n~es in person.d behaviour which oan contr1 buts t.o raislnp; he", I th Sil1nil1rrla. 

Cart Ihould be taken 1n the worldwide enthulialm for maximum locnl par

tlo1.pat10n or lelf relianoe in health programme development, thllt t.h 1s muvement 

1. not. expl01ted to relieve national governments of theIr responslbl1lt:t. 

Llkewi.e, 100al effortl for oonltruction of health faoilit1es ahoulrt he 

ooo1'C11nat.,d with the next hIgher level of government. (nrovlncll\l Ilr (lcmtrl1.1 I, 

t.ptol"Hy U' tuture AI.1ltanoe in operating cost.s or provision of dr111O';o 

and auppl1,. 1s expeoted. Tr.tin1ng 18 important. from t.he outAC!t.. 

Prepaid heal th cooperatives promot.e equity and access t.o ileal th c'lre 

thOugh this method may be comb1ned with some user fees. At; the local level, 

cooperation should be encouraged between trad! tional heal.ers and trained 

personnel. Appropriate linkages for referral of patien ~s t.o hIgher level 

health centres or hospitals are important. 

.. UN rCEF/WHO Study of Al ternati ve Approaches to r~eeting BaSic Heal ih Needs 

1n Developing Countries - op. c1t. 

UNICEF/WHO Community involvement in primary healt.h care - op. cit. 
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Such linkage is also important if locally developed health units are to be 

provided with technical supervision, vaccines, educational posters and guidance 

for emphasis on prevention. The development of a proper relationship between 

the financing system of the 'official' health sector and local health pro

grammes. is one of the crucial factors for the expansion of primary health 

care and should be subject to health services research. 

Correction of maldistribution of health resources is a complex task 

requiring a strong political will, proper information on the eXisting 

situation (this will be discussed in the section on methodologies) and con

sistent action for many years. Senior public health managers often find a 

situation. where the possibility for corrective action even in the government 

health services is very limited: the budget is tied up to a great extent by 

recurrent costs and only a small percentage of the available funds can be 

shifted towards new priority areas, e.g. rural health services. This state 

of affairs is often a heritage from previous administrators and in more 

general terms, result of certain evolution. Redistribution of funds might 

involve reduction of the number of personnel in public hospitals and otrer 

facilities in certain areas; freezing of new investments, slowing down the 

"manpower output" of training institutions and of course intensive search for 

economies through increased efficiency and effectiveness of health services. 

One of the many alternatives is to make a charge for curative services, 

particularly in urban areas. This will bring revenue. which can be used to 

develop priority rural services. It should also cut down on the demand for 

the services for which charges are made. To many public health administrators 

the introduction of charges may seem ethically unacceptable and politicians 

may hesitate to take such unpopular steps. But all services have difficulties 

in establishing rational priorities if faced with long queues for both 

ambulatory and inpatient care. Moreover, it is well known that a sizeable 

section of the urban population turns to the private sector, at a considerable 

coat. in frustration at what is available from the public sector. The 

acceptability of this solution may depend on quality of the public medical 

services and on the cost and practicability of operating a system of exemption 

from charges for the very poor and for cases of major medical need. 
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However, there are many measures and actions, which may achieve 

redistribution of resources in the non-public part of the health sector. 

Such measures might include besides the taxation, already discussed, 

licensing policies (location of health facilities, loans, practice of health 

providers, regulation of fees for services, approval of drugs for the market); 

or economic means (government subsidies, loans, financial support to local 

community health programmes). 

To influence the private health sector in countries with a tree-market 

economy is even more difficult, as the proportion of a nation' s total 

resources allocated to health services in this sub-sector is partly the un

premeditated outcome of countless individual deoidons made by providers and 

reoipients of services. 

Inore .. inl effioienoy 

In many oountries there is oonsiderable .oope for saving money by using 

resouroes more effeotively. Task .. can be delesated to pel's, nnel with less 

training. Muoh greater use oOuld be made in some oountries of traditional 

praotitioners, atter appropriate further training, working in .. sociation with 

the organi.ed publio and semi-public service.. tess elaborate hospitals can 

be developed, arranging for relatives to service patient. by preparing their 

food and giVing them basic care. Some countries still maintain hospital. for 

tuberculo.i. and leprosy, even though the.e di.ease. can be satisfactorily 

treated in the cOJlllluni ty. Similarly, mu~ mental 111ne.s oan now be managed 

without a4m1tting the patienta to hoapital. There i. wide aoope for 

replacing inpatient care by ambulatory oare, cheaper home oare, day care and 

aelfcare. 

More use oan be made of tracli tional methoda 1n conatM.lClt1ng health 

buildings. A aubatantial alft)unt of work oan then be clone by looal voluntary 

effort. In aome oountrie. there i •• oope for much sreater eoonomy in the use 

or pharmaceutioala and tor improvement in procurement and supply .,..teme. 

Both cleve loped. and clevelopin, countries are oonatantly .earching' for wa7. of 

inoreaaing the effioienoy with tmioh they use reaouroea in the health .eotor; 

the eoonomie. made throUih better man .. ement practice. oan be used to develop 

.ervio.s which are of the higheat priority. 
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Lack of coordination 

The most serious and common lack of coordination is usually between 

expenditure by ministries of health, and bodies responsible for social 

security. * Since social security moneys are normally derived through special 

channels from workers and employers, they are typically spent along 

administrative lines quite separate from those of health ministries. Moreover, 

different social security schemes may not be coordinated with each other. A 

similar lack of coordination often characterizes expenditures by organized 

private agencies and governmental public health programmes in the same field. 

There can also be a serious lack of coordination within government services 

in the use of foreign aid, as already mentioned. There can be lack of 

coordination between different levels of government, between government 

services and those provided for the armed forces, nationalized transport and 

other undertakings. 

Lack of coordination in the use of money from multiple sources may lead 

to wasteful duplication of effort in some health services, while in other 

services there are serious gaps. Coordination need not imply that all money 

should come from a single source, but rather that the spending of funds from 

different sources should be planned in a ratior.al way. There is widespread 

consensus that social security programmes should be coordinated as closely 

as possible with ministry of health activities and should be planned as part 

of the overall national health care system. In general, improved management, 

training of manpower for management and better administrative organization 

seem to be the responses to this problem. 

Foreign aid 

Funds provided for health related activities by external aid agencies, 

bilateral or international, can be extremely important: in many developing 

countries this assistance even exceeds the government's own health develop

ment budget. 

* Bravo, A.L., Coordination of Health Services with Social Security Services 
at National Level, Washington: Pan American Health Organization, 1976. 
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National health priorities may suffer if external assistance is not directed 

towards purposes defined by the countries themselves. While most already 

have coordinating mechanisms, the above principle is not always respected, 

particularly in the oase of non-governmental donors whose motivation might 

be humanitarian, but in some cases also business oriented. Mechanisms for 

coordination may ditfer in countries with different social and political 

systems but ways and means including some institutional arrangements should 

be found for bringing foreign aid and national health po1ioies into harmony. 

In certain situations the amount ohane11ed to health projects depends not 

only on government priorities but also on the whims of the various donors. 

Therefore, a1 tho~ the health authorities may be able to plan an overall 

development progr&l/lll8, they have no control over the rate of its implement

ation. '!his in turn has implioations for the use of recurrent funds, which 

may be spent in non-priority areas simply because the initial capital input 

has lagged behind the availabi11ty of reourrent resouroes. 

A phenomenon seen far more often is that recipient countries do not have 

the required means to Gover 10oal'recurrent costs of health services. For a 

long period it was the assistance policy of donors that running the national 

or local health servioes would require immense funds and therefore grants 

should be ear-marked for investment in health faoi11 ties, equipment or 

training only. However. the primary health oare approaoh requires only modest 

amounts tor investment and. there tore • some OECD member states intend now to 

inolude grants for 100al reourrent oosts ot health faoilities. Researoh 

aiming at finding out the order of masni tude ot suoh recurrent oosts as well 

as oomparative studies miSht have a direot impaot on the deoisions of donors 

in this respeot. '!hese studie. will oolleot data on the reourrent oosts ot 

looal primary health oare programmes, that i. the oost of the wo~k of v:1llap 

heal th workers, the oommuni ties' partioipation, and the proportionate oost of 

the next level, supporting faoilities whioh serve for referral ot seriously 

ill patients; this oost will be oompared with the oonventionally organized 

health servioes, that is the oost and ooverage provided b1 a rural health 

oentre and a network ot rural dispensaries. 
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SCJo1E MEl'HOOOLOGICAL ASPECTS OF SURVEYING THE 
FINANCING OF THE HEALTH SEC"Cl' 
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Public health administrators in most countries are well aware of the 

funds \D'lder their known contro 1. However, information is rarely available 

about total expenditure on healtn related activities - spending by organs of 

government other than the ministry of health itself, by social securJty 

agencies and by charitable bodies, and particularly expenditure in the private 

sector, including that of trp.di tional services. Only when all sources of 

finance are brought together and an analysis is made of what precise services 

are financed by what fund, in particular geographic areas, is it possible to 

conSider what changes can be Il.ade in order to move faster towards policy 

objectives. Methodologies are therefore needed for classifying the relevant 

information and low cost methods for collecting it. Such information should 

help in examining how fare it is possible to develop new sources of finance, 

to redeploy funds already devoted to health purposes or to relieve resources by 

more efficient methods of operation for use In areas of higher priority. 

The definition of the scope, or boundaries. of health-related activities 

is not easy. The inclusion of services provided by health personnel and 

facilities is quite clear. but how much beyond this should be included in the 

sphere, for example, of construction of health facilities, community nutrition. 

education of health personnel. health science research, the custodial care of 

the aged, housing or for that matter all the factors in society that influence 

the health status? The issue of defining the content of health services was 

analysed by Abel-Smith in monorr,raphs published by WHO in 1963 and 1967. * 
A more recent though briefer approach was offered by Zschock and colleagues 

in 1976.** 

AnalysiS of the financing and resource allocation in the health sector of 

a country should provide infor~ation on all sources of finanCing and major 

categories of health expenditure. 

* Abel-8mi th, Brian, Paying [07" Health Services: A Study of the Costs and 
Sources of Finance in Six Countries, Geneva: World Health Organization, 
Public Health Papers, No. 17. 1963 and An International Study of Health 
Expenditure and Its Rele\'ance to Health Planning, Geneva: World Health 
Organization, Public Health Papers, No. 32, 1967. 

** Zschock, D. K. et al., Hpnlth Sector Financing in Latin America: A Conceptual 
Framework and case Studies, report prepared for the Office of International 
Health, United States Department of Health. Education and Welfare, Washington, 
1976, processed. 
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These facts have to be related to the actual provision of services for difter

ent sections of the population. The essential pOints are to ascertain the 

cost and type of services used per head by different groups of the population 

in different areas of the country and, conversely, to determine what s.ctions 

ot the population do not have reasonable access to health services. 

There are many ways that the sources of, and expenditures on health 

activities can be grouped. Sources of finance may be classified, for instance, 

as follows. 

1) Publio: All levels of government including ministries of health, 
social s.curity bodies and other ministri.s such as public work., 
labour, military affairs, etc.; 

2) mDployers (industrial and agricultural enterprises); 

3) Organized voluntary agencies, charity, voluntary insurances; 

4 ) Local conmuni ty affords; 

5) Foreign aid; 

6) Private households for both payments to organized programmes and 
for purely private purchases. 

Expenditure on health services might be broken down to categroeis in 

accordance with the obJectives of the analysis. For example, by type of 

resources. The following categories may be considered: 

1) Investment in physical resources (building, equipment); 

2) investment in human resources (education and training of personnel; 

3) investment in knowledge (research); 

4) the use of current resources (services by category, supplies by 
category). 

B,y type of services (curative, preventive). 

Level of service (primary, secondary, tertiary). 

Geographical availability or use of services. 

The methods of financial data collection will vary, obviously, by 

country, subJect to the availability of statistical and other information. 

The collection of financial data can most practically begin with organized 

programmes. 
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The ministry of health, other government departments or nationally financed 

agencies, provincial or local governments, institutions dealing with compulsory 

health insurance, voluntary insurance agencies, private employers, charity 

organizations, external cooperation agencies can be sources of information. 

Undoubtedly, the most difficult source on which to acquire data regarding 

health services are private households or individuals. National household 

surveys are valuable sources of information in affluent industrialized 

countries but are not always available in the developing countries. However, 

authorities should be aware that their knowledge of basic household expend

iture on health services may show clearly whether any effort to shift more 

resources out of the private sector for rational health purposes is possible. 

Data on household expenditures that might be required are: 

a). by type of purchase; 

b) by amount of expenditure related to income; 

c) total direct and indirect payments and contributions. 

There are many approaches to collecting data from households. The hest 

kr).own is the surveyor sampling procedure. This includes either the' use of 

a census or general household surveys or specific household surveys and 

samples. Perhpas the most frequently used method has been to solicit 

information on private practice gross earnings from the principal providers of 

health services, such as physicians, dentists, hospitals, pharmacies, etc. 

Traditional healers and midwives must also be considered. 

For many components of health activity financing investigations may at 

best have to be satisfied with rough estimates. Yet if there is some rational 

basis for these estimates they are worth making, rather than ignoring 

totally a component which may have great importance. 

CONCLUSIONS AND POTENTIAL AREAS FOR ACTION 

Studies of financing of the health sector, including the non-public part, 

can make several important contributions to the health planning process. 
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They can quantity the gap between the resources which can reasonably 

be expected to be obtained for the health sector and the resources necessary 

to achieve the country's medium term policies. In some developing countries 

this gap is so large that it cannot be filled if the health services continue 

to use high cost technologies. Quantifying the gap can help the countries 

to assess the type of new technologies that they can afford. This is the 

meaning of the term 'appropriate technology'. 

Surveys on financing can focus attention on alternative ways by which 

further resources may be found for the health sector. Such means may include 

t\u'ther taxation for public medical care, so that the expansion of organized 

.ervices can be expected to decrease private expenditure on health care. 

Studies have found that the extent of private expenditure in several 

developing countries is much larger than had previously been realised. 

Establishment or expansion of social security of compulsory health insurance 

systems might also be considered as a step towards the provision of equitable 

health services coverage for the whole population. In some cases it may be 

practicable to establish informal 'grass-roots' insurance at the local level. 

Organization of community effort may also be promoted, including contributions 

in kind. 

When the establishment or expansion of local primary health care 

programmes is planned, resources from outside to support the local effort in 

an organized way are also needed, despite the characteristic of self reliance. 

Funds are required for logistical support, training of teachers, drugs and 

other supplies, a secondary level of services for referral, the cost of 

technical supervision, etc. Integration of primary health care programmes 

within the overall health system is deSirable, and within this the development 

of links between the financing of the entire health sector on one hand and 

the primary health care programme on the other. For eXample, the establishment 

of regional or even national financial procedures for guiding local and 

central government contributions to primary health care programmes would 

certainly facilitate the spreading of these programmes in a country. It 

would also mean the ear-marking of sufficient funds to enable the public 

sector to respond to local initiatives; thus. promotors of PHC programmes 

would know what could be expected financially from the official health system 

and organize PRC accordingly. 

" 
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Surveys can provide data to assist in allocating resources equitably. In 

the public sector this will often involve the redistribution of available funds, 

tor example, among certain population groups; among major categories of health 

services; or among major categories of health services (from hospitals to 

other health facilities, or from institutional care to ambulatory or home care). 

In the non public sector, depending on the political and economic 

structure of a country, redistribution of resources might be approached by 

administrative or economic measures. These measures might be taxation, 

licensing policies, regUlation of the practice of health personnel, price 

control, approval of drugs on the market; economic measures might be 

government subsidies, loans, financial support to local community health 

programmes and tax-exemptions.' 

Economic analyses can show the extent to which health policy objectIves' 

are promoted or frustrated by the nature, size and appropriateness of different 

sources of finance. Such studies can also show the quantity and nature of the 

real resources used, their productivity in each use and their cost. This 

information might assist in the making of rational decisions on the allocation 

of resources including the areas where savings might be achieved. The develop

ment of unit costs per service item and application of programme budget 

techniques can be particularly useful in this connexion. In many countries 

finanoial analysis oan be the basis of the development and implementation of 

cost containment strategies. 

In summary, it would seem to be useful if countries would decide to 

undertake periodic surveys of financing and resource allocation in their 

health sector, as an integral part of the country health programming or similar 

health planning processes for programming and evaluation purposes. With the 

help of finanoial analySis, planners may oompare the existing distribution and 

utilization of resouroes with planned distribution, and deoide on means of 

obtaining funds by releasing resouroes or extending existing sources of 

finance and/or developing alternative methods of finance. These analyses could 

be used also to examine financing and budgetary expenditure, applying the 

oriteria of equity, effeotiveness and appropriate technology. 
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Research centres, universities and other educatlonal institutions 

should collaborate with the health authorities of their country and under

tak, the types of studies described on the previous page. Important topics 

for research could be: evaluation of the effects of different methods of 

financ1ng and allocation techniques; preparation of manuals providing basic 

guidelines for undertaking surveys and evaluations of financial expenditure 

patterns in the health sector; development of cost units for the use in 

oountry health programming; identifying problems of financing community-based 

health programmes. 

International organizations could promote the principles and methods 

desoribed above through such means as international meetings, seminars, 

workshops. training courses, contacts with nat10nal cOl.1llterparts and 

publioationa; could cooperate with interested oountries in carry1ng out 

health economic surveys; collaborate with research institutions in order 

to enoourage research; collect information on low-cost techniques for 

analye1s of the financing of health services and. in a broader sense, 

descriptions of innovative methods for finanoing health activities. 

* * * * * * * 

". 

". 
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STUDIES IR MATERNAL AND CHILD REALTRl 

" 

1 
Excerpt trOlll "Risk Approach tor Maternal and Child Health Care", 

WI9 0ttltt Publication Ro. 39. WHO, Geneva, 1978, pp. 30-37, 40-41. . 
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WHO Offset Publication No. 39 

RISK APPROACH 
FOR 
MATERNAL AND CHILD 

, HEALTH CARE 

WORLD HEALTH 
ORGANIZATION 
GENEVA,1978 
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7. IMPLEMENTATION AND EVALUATION OF THE RISK APPROACH 

The establishment of an intervention programme employing risk strategy must be 
based on the fact tha~ the disease or outcome forming the target is important in terms of 
frequency and severity both on general grounds and in the eyes of the society concerned. 
The assumption is made that ascertainment of individuals and groups at risk permits 
specific and more effective intervention ("earlier is better"). It is also assumed that 
reduction of risk factors is feasible and leads to a reduction in disease or undesired 
outcomes. Huch of the evidence for these assumptions is indirect and derived from control 
programmes for infectious diseases and the analysis of factors subject to temporal change 
in some industrialized countries. 

The concept of the risk approach,as described in this report, logically should improve 
resource allocation and efficiency and effectiveness of MCR/FP services. However the 
practicability and usefulness of this approach in various settings have to be evaluated 
through field application. 

To this end, .it will be necessary to select a number of defined areas, with different 
health problems and with different levels of resources, in which field trials can be 
mounted. It ·is desirable that the indices of health and of service utilization selected 
for study be sensitive enough, and the methods of intervention robust enough, to show 
significant changes within a limited time period. 

7.1 The objectives of the field· studies 

The overall objectives of the collaborative field studies would be to develop a 
practical methodology for the assessment of levels of risk in individuals and groups of 
individuals and for the development of local risk strategies by matching levels of risk to 
levels of resources, and to test their efficiency and effectiveness in various settings. 

The specific objectives are: 

(I) to define the maternal and child health problems of major concern to the 
popUlations of the particular areas (Sections 4.1, 4.2, 5.1); 

(2) to develop instruments of local applicability in order to estimate the size and 
severity of the problem{s), the capabilities of local resources, the risk factors involved, 
and approaches to their detection (Sections 4.4, 5.1); 

(3) to develop a local strategy of intervention based on risk factor detection and 
leading to improved coverage (Sections 4.5, 5); 

(4) to monitor the outcome and review the results (Section 4.6); 
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(5) to reassess thl< problem and the apPI.oach in the light of implications tor local 
and general re50urce allocation and health ~npower policy, partiCUlarly the deploymt'nt 
of health penonnel at the lowest levels of training (Figure 8). 

It was the firm vie~ of the task force that there should be no research without 
service and thus the establishment or development of service facilities would be an 
intrinsic part of the objectives, even if it was not essential for the study itself. 

7.2 Operational requirements for monitoring field studies 

It will be necessary, for each field study, to define precisely, in operational 
terms, the taskl to be performed at each Btage, who will perform these talks, and how 
and when they will be performed. In .hort, it Will be nece •• ary to write a detailed 
oper~n. manual that can form the ba.il for in.truction and .va1uation. 

In Appendix 3 i. pre.ented an .xample of a fir.t expansion of the general 
objectives, u.ina maternal anaemia a. the ri.k factor and birth weight, perinatal 
~rtality, and Irowth and d.v.lopment a. tb. outcome variables. 

Th. PUlpOI. it to illu.trat •• OIM of the I,tap' in bridlin. the .ap b.tw.en concepti 
and action. In each lituation it will 11. n.e .... ry to produc. detailed protocoh. 
Appendix 1 pre •• nt. a broad .x .. ple of the kind of thinkin& on which th.l. mu.t be based. 

7.3 Consideration. in .electina .ite. and outcome. for trial 

(1) The aelection of one or two outcomes, common to all .itel, is recommended in 
order to permit the camparilon of xe.ult. achIeved in different area. and based. 
presumably. on different Itrategies. Examplel include perinatal mortality, low birth 
veilht,. infant laltroenteritia, and chii4hood accidentl. It ia essential that the 
outcomes selected be of importance ~o all areas althoush their priority ranking might 
differ from place to place. 

(2) The lile of population. to be .tudied will depend on the need for evaluation 
and be influenc.d by the outcome. selected and their frequency. If. for instance. an 
attack is to ba made on p.rinatal mortality with an initial rate of 40-50. then it would 
be de.irable to obtain, la" 200 caa.a, i.e., apply the atratesy to 4000-5000 pregnant 
women (see Appendix 2). 

(3) The duration of trials of the method. Ihould be e. short al pos.ible but they 
will probably take three year. at lealt. Thi., alain. will depend on the frequency of 
the outcome lelected. the availability of personnel, the .peed of development of the 
strategy. and the quality of the data. 

(4) The geographical areas of the Itudy should be chosen by the countries concerned. 
in collaboration with the World Health Organization and in the lisht of the constraints 
listed below. Althou&h not eSlential, it il desirable that Itudies in different areal 
be run concurrently. It il recommended that at least three different cultural groups 
in as many continents be studied, that they be at different stages of health service 
development and that one of them be in a peri-urban area. 

(5) Comparisons between different project. in different areas will need to be made 
using.rigorous scientific methods. The difficulties in this type of study are 
considerable but may be alleviated, in part, by standardization and coordination. 
It .hould be possible to use adaptive, lequential designs in which modifications to 
projects in one area may be made on the baais of accumulating results fram that and other 
areas. Such a scheme, properly devised. can be analy.ed to give rapid and valid 
results. 
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(6) Criteria in selecting areas include the following: 

area not too remote or inaccelsible; 
minimal data available on population, e.g., census, vital statistics, or the 

poslibility of obtaining such data without undue difficulty (Section 5); 
presence of soma minimal health services and the possibility of developing 

the.e to permit contacting every WOman - in other words the possibility of full coverage, 
even if the primary health worker hal only minimal training; 

enthusiasm of the local community, wholehearted support of authority, and 
full ~ollaboration of all health and social services; 

no bar to the u.e of service., i.e., services should be available free; 
relative political stability; 
fea.ibility of integration into national health plans; 
local r •• ources that, even if limited, can be reallocated and the possibility 

of carryiua tha study through with few or no added resources, except for training 
facliltle •• 
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APP):;NVIX ... 

furtner examples of risk factors, scoring systems, and intervention strategie> 

As illustrations, a fet. exalT_pIes relatin£ to different levels of interventior, 
are presented in more detail. 

1. Perinatal mortality. 

Ihe distribution of assofiated causes is based on Barron's series from 
~lakassar llospital, Indonesia. I-lith extensive resources it may be possible to 
differentiate between low birth-weight groups, true prematurity and "small-far-dates" 
and refine intervention strategies still further. 

Associated causes 

Low birth-weight 
(361) 

Birth trauma 
(18%) 

Fetal hypoxia 
(13%) 

Precursors and risk factors 

Mother aged under 17. 35 or more 
Low prepregnancy weight 
Poor maternal weight gain 
Grand multiparity 
Short interpregnancy interval 
Previous pregnancy loss 
Mul.tiple pregnancy 
Vaginal bleeding 
Pre-eclampsia 
Previous induced abortion 
Chronic infection 
Smoking 

Cephalopelvic disproportion 
Previous babies over 4 kg 
Previous operative deliveries 
Breech delivery 
High forceps 
Unattended labour 

Mother over 35 
Maternal malnutrition 
Grand mUltiparity 
Maternal obesity 
Previous perinatal death 
Anaemia 
Endemic diseases, e.g., malaria 
Poor weight gain 
Prolonged pregnancy 
Vaginal bleeding 
Pre-eclampsia 
Chronic diseases, e.g. cardiorenal 
Transverse lie 
Breech delivery 
Prolonged labour 
Prolapsed cord 
Placenta previa 
Second twin 

Possible interventions 

Improved health education 
before pregnancy 
Contraceptive advice 
Improved nutrition 
Early and regular antenatal 
care 
Referral for bleeding. 
mUltiple pregnancy, 
cervical incompetence, 
pre-eclaffiPsia, etc. 
Rest during pregnancy 
Cessation of smoking 
Intensive care during 
labour 
Resuscitation of newborn 

Careful obstetrical history 
Early and regular antenatal 
care 
Early referral 
Delivery by qualified 
attendant 

Improved health education 
before pregnancy 
Contraceptive advice 
Improved nutrition 
Control of malaria 
Early and regular antenatal 
care 
Referral for treatment of 
specific ' complications 
and diseases 
Delivery by qualified 
attendant 
Possible induction of labour, 
or caesarian section 
Intensive care during delivery 
Resuscitation of newborn 

1 Barron, S.L. Perinatal 
J.Ob.~et.Gynaecol;Br.Commonw. 

mortality and birthweight in Makassar, Indonesia. 
81:187-195. 



Associated causes 

Antepartum 
haemorrhage 
(10%) 

Congenital 
malformations 
(9%) 
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Precursors and risk factors 

Trauma 
Pre-eclampsia 
Hypertension 
Premature labour 
Twin delivery 
Version 
Breech delivery 

Hother aged over 35 
Consanguinity 
Rubella during pregnancy 
Teratogenic drugs etc. 

2. Infant and toddler mortality 

Annex 9;;.c 

Possible interventions 

Antenatal care with early 
detection 
Referral for specific 
treatreent and delivery 
under qualified supervision 
Possible caesarian section 
Resuscitation of newborn 

Improved health education 
Premarital and family 
counse 11 ing 
Contraceptive advice 
Immunization against rubella 

The distribution of associated causes is based on Morley's data from Nigeria. 1 

Associated causes 

Protein-calorie 
deficiency 
(12%) 

Pneumonia 
(12%) 

Diarrhoea 
(12%) 

Measles (8~) 

Pertussis (8%) 

Precursors and risk factors 

Illiteracy 
Mother working away from home 
Lack of breast feeding 
Poor feeding patterns 
Failure to thrive 
Short interpregnancy 
intervial 
Diarrhoea 
Measles 
Pertussis 

Upper respiratory infection 
Diarrhoea 

Artificial feeding 
Halnutrition 
Polluted drinking water 
Flies 
Inadequate disposal of faeces 
Poor personal hygiene 
Dehydration 
Heasles 

Source of infection in 
connnunity 
~!alnutrition 

Overcrowding 

Possible interventions ..• 

.' ~ .. ~ 

Community action to improve 
food supply, education of 
girls, facilities for the care 
of babies of working 
mothers, health education 
for personal hygiene 
Contraceptive advice, 101 .. .11-
baby care including 
feeditlg advice and 
immunization 
Early detection and care of 
sick infants, provision of 
safe drinking water, 
hygienic disposal of 
excreta, garbage, and waste 
water 

1 ).Iorley, D. Paediatric priorities In the dev.!loping -.orid. London. 3IJtter .... "rth. 
1973 (Postgraduate Paediatric Series). 
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~. A simple scoring scheme for pregnancy risk 

The following scheme, developed from the PAHO/WHO system (Section 2.3.4) for a 
tiorth African country is applicable to nonpregnant women, for priority in family 
planning, and to women in early pregnancy, for risk allocation. It can be administered 
by untra~ned personnel and should be modified in the light of local conditions and 
availability of resources. 

Age 

Number of children 

laterval between deliveries 

"edi~al history 

Hate~al education 

Characteristics 

Under 19, over 40 
Between 30 and 39 
Between 20 and 29 

10 or more 
o to 1 
2 to 9 

Less than 24 months since last delivery 
24 months or more since last delivery 

Previous obstetrical complications, 
perinatal deaths, etc. 
Diabetes, heart disease, renal disease, 
psychoses, etc. 

Illi terate 
Can read and write 

Points 

4 
2 
o 

4 
2 
o 

1 
o 

3 

5 

I 
o 

The points are added up to give a total score and decisions taken as follows: 

1. 
2. 
3. 

Highest risk, referral ohligatory 
High risk, referral recommended 
Usual risk, ulual local care 

5 points or more 
3 to 4 points 
o to 2 points 

4. Sophisticated scoring systems for pregnancy outcome risk 

The two examples that follow derive from analyses of the variance of stillbirth and 
neonatal death in relation to maternal characteristics in total defined populations. 
Their purpose is to give general guidance as to the risk of mortality for a singleton 
birth: hawever, the value of the score may be limited by the exclusion of certain 
factors that could be of importance in an individual case. 

4.1 The British Perinatal Survey 

The data are based on 16 994 singleton births in 1958 in Britain. l 

Maternal characteristics 

Age 

Parity 

Groups 

Under 35 
35 or over 

o 
I, 2, 3 
4 or more 

Score 

- 138 
138 

29 
98 
69 

1 
Butler, N.R. & Alberman, E.D. Perinatal problems. Edinburgh and London, 

Livingstone, 1969 (Second report of 1958 British Perinatal Mortality Survey), chapter 3. 



Maternal characteristics 

Social class 

Height (in inches) 

Pre-eclampsia 

Smoking habits 

Groups 

I, 2 
3 
4, 5 
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Under 62(=157 em) 
62 or more 

None to moderate 
Severe 

Smokers 
Non-smokers 

Annex 9-c 

Score 

84 
8 

76 

62 
62 

- 280 
280 

85 
85 

The scores are added and then converted, by reference to 
stillbirth and neonatal mortality rate per 1000 total births. 
represents an estimated rate of 15.4, of zero a rate of 34.9, 

a table, to an 
Thus a score 

and of + 500 a 

estimated 
of - 500 
rate of ~5.5. 

4.2 The Jerulalem Perinatal Study 

The data are taken from an unpublished WHO working paper.l The analysis 
is baled on 42 002 singleton births, 1966-72, and uses a method of regressio* analysis 
to aive a combined score which is the predicted stillbirth neonatal mortality rate. 

Maternal characteristics 

Balic score (all women) 
Primipara aged 35 or more 
Age 40 or more 
Twin pregnancy primipara 

" " multipara 
Previous stillbirth 
Previous child death 
Diabetes 
Pre-diabetes 
Pre-eclampsia 

5. Infant gastroenteritis 

Score 

15 
22 
22 

133 
40 
91 
24 
77 
28 
77 

The following simple strategy, based on the health education of mothers by village 
worker., hal met with success in at least one South American co~ntry. 

lliak factor Intervention Place and time Who acts 

Weanina Correct supplementation Local, before Mother, wi th 
weaning encouragement 

Hot weather Keep baby cool Local, summer Mother 
season 

Large family Family planning Clinic, post- Village worker 
puerperal and midwife 

Early diarrhoea Give fluids Local, early ~other and 
diagnosis vi Uage worker 

1 Javies, A.M. & Harlap, S., Antenatal prediction of peri- and neonatal ~ortality risk. 
·;np .. blished 10.110 working paper, ~CH/1JP/HR/74.1. 



COMMUNITY INTERACTIVE MODEL FOR CONTROL OF INFANT GASTROENTeRfTIS 

ENVIRONMENTAL 
FACTORS 

DISEASE 
SYMPTOMS 

CONSEQUENCES 

HEALTH 
SERVICE 
PROBLEMS 

SOCIAL AND 
ECONOMIC 
FACTORS 
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r1 Malnutrition 

anaemia 

No provision of It-
clean water 

Large Poverty of No personal 
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Crowding community Ignorance 
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I 

1 
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~ 
Gastroenteritis 

and dehydration 
.~ 

1-1 Protein·calorie 
deficiency , . ... 

~ No health 
education . , 

~ 

~ Inappropriate If-
infant feeding 

i 
I- Commercial 

promotion of 
t-- baby foods 

Aap1ed from "Hea11ll Project Formulation: A Manual of Procedures·· WHO/PSA/71. R~v. 2 Draft 2 
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APPENDIX 3 

Four examples of expansion of general objectives using maternal anaemia as the risk factor 
and birth weight, perinatal II/ortali~y, and growth and development as outcome variables 

(numbers in brackets refer to points' 1':'13 on the following page). 

1. Detect pregnant women with anaemia 

This could be expanded as fa 110W5: 

contact at least 95% of the pregnant popUlation by the middle of the second 
trimester and complete the initial questionnaire (1); 

perform haemoglobin estimation once on at least 90% of these (2); 

define as anaemic all women with haemoglobin levels below the mean value minus one 
standard deviation for 'the popUlation (3). 

2. Treat > 95% of those 

Provide a daily' food supplement with x calories and y grams of protein until the 
day of delivery (4); 

give 200 mg ferrous sulfate, in tablet form, daily (5); 

see each woman weekly to check that the supplementary food and the iron are 
being taken (5); 

give advice or refer all women who show defined complications (6). 

3. Record the outcome of all pregnancies in the community 

Record details of the delivery and any complications (7), referring deliveries 
with defined complications; 

record sex and whether infant born alive or dead (8); 

record infants born alive who died shortly afterwards (8); 

weigh the baby within 24 hours of birth and record the weight (9). 

4. Follow up all live-born infants in the community 

Record any infants that die and the date of death up to the age of 18 months (10); 

weigh each baby and measure length at 90 and 180 days old and at 18 months (11); 

record the feeding patterns (12); 

record dis6ases since the last visit (10); 

refer all babies with deficient growth and development (13). 
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The following po,nt~ (i-13) are a further elaboration of the examples enwnerated 
on the previous page: 

(1) Who will make the initial contact? How will the contact be made? What 
facilities exist to ensure completeness of registration? What items will be included 
in the questionnaire? Row can this phase be monitored and evaluated? 

(2) Who will do the haemoglobin estimation? Using what method? What degree of 
accuracy is required and how will this be checked? What is to be done with the 
noncompliers? 

(3) How will this be done? What is the mlnlmum number of women to be tested to 
make this calculation? Would it not be better to decide on an arbitrary cutoff 
point, say, 90 or 100 g/17 

(4) A suitable supplement would probably be l250J per day if there is no protein 
deficiency. How would this be determined? What should the supplement comprise? 
Presumably locally available and acceptable foods but with added vitamins and folic 
acid? What measures should be taken to record the amounts ingested by the patient? 

(5) Row can one ensure that the iron is taken? Label with a dye which will be 
excreted in the urine? What steps ought to be taken in the case of noncompliers? 

(6) What are the complications and how are these defined for the field worker? 
What advice should be given in each case and under what circumstances should patients 
be referred? To whom should they be referred and how will they get to the place of 
referral? 

(7) Deliveries may be at home and the person recording the details may not be the 
midwife. What items are to be recorded? How are these defined for the person 
recording? 

(8) These factors require definition. 
follow-up? 

How long and how frequent should be the 

(9) Who will weigh the baby? If not the midwife, then the person recording the 
weight must be resident in the village. How, precisely, will the baby be weighed, 
according to what scale, and with what degree of accuracy? 

(10) How frequently should babies be contacted, and what are the tasks at each 
contact? What should be noted? If diseases, which ones and how defined? 

(11) How should length be measured? To what degree of accuracy? 

(12) If breast plus supplements, how to record this? Should one not be giving 
service, i.e., advice on feeding and, if so, how will it affect the results? 

(13) This, too, will need to be defined. 
What advice should be given if the curve 
stopped and the baby referred? 

Should the weight be recorded on a chart? 
falls off? At what point should advice be 
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USIWlCII PROPOSALS 

- rin.nciDI health .arv1c •• 

1. Japan 

2. Republic of Korea 

3. Philippine. 

4. Papua Mew Guinea 

5. Au.tralla and Mew Zealand 

- At rhk approach 

6. Malayda 
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1 - RESEARCH PROPOSAL (JAPAN) 

"UTILIZATION OF HEALTH RESOURCES FOR THE FORTHCOMING 
AGED SOCIETY" 

Outline of the project 

The project, with a period of two years, is int~nded to 

ANNEX 10-1 

clarify a most effective and efficient use of national health resources 
for the rapidly increasing old population, focusing on the integrlltion 
of health, medical, and welfare services. 

Background and problem 

Reflecting a notable improvement in nation's health during the 
first post-war decade, i.e., change in the demographic pattern from 
"high birth-death to low birth-death". The country is now undergoing 
a rapid aging of the population which is expected 2 - 3 times faster 
tempo as compared with the tempo experienced in the Western countries. 
Namely, the number of the aged population over 6S years is estimated 
to increale roulhly to 14% with the number of 10 •• 19 000 000 in 
2000 A.D. aa ca.pared with the fiaarel in 1975. i.e., about 81. and 
8 900 000. rrom the alpect of nation'. health. it il urgently needed to 
know how to oope with til. ai.tuatiOD with 1i1d.ted relource. in general 
&ad under rapid growth of the medical care demand of the population 
in recent yeara. 

To cope with this problem, a policy has been considered by the 
Ministry of Health and Welfare since last year to introduce a new 
scheme exclusively applied to the aged which covers not only health 
insurance but includes public health services as well as social welfare 
services. 

Objectives 

1. To assess the present status relating to medical care for the 
aged. 

2. To estimate the future medical care demand of the aged. 
(1980, 1990, 2000 A.D.). 

J. To estimate the institutional care oapacity (number of beds) 
required for the aged population over 6S years. (1980, 
1990, 2000 A.D.). 

4. To estimate the number of beds and manpower required by 
hospital. nursing home. etc. (1980, 1990, 2000 A.D.) 
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Methods and procedures 

1. Collection of all the available data relating to the care for 
the aged. (legislation. finance, cost. facilities. 
manpower, utilization, etc.); 

2. Assessment of the present status basing upon the collected 
data and materialsi 

3. Projection of the number of aged population and medical care. 
demaDd~ 

4. Sampling survey of the existing health and welfare facilities 
on the current and future intention for care of the aged. 
(Day-hospital. short stay hom~ home care. etc.); 

5. Case study of the existing nursing homes with a special reference 
to medical care.; 

6. Estimation of the national expenditure required for the care of 
the aged. (1980, 1990. 2000 A.D.) 

Expected product 

1. Medical care demand for the aged population and its cost. 
(1980, 1990, 2000 A.D.); 

2. A most effective and efficient way of utilization of medical. 
health, and welfare facilities. 

3. Number of beds. manpower, and facilities etc. to be increased to 
meet the situation. 

Expected impact 

1. To provide a scientific basis for national health planning relating 
to the care for the aged. 

2. To promote and stimulate the decision of the national policy for 
the care for the aged of the country. 

3. To provide to medical and health community and general public. 
a concrete figure. problems. and future vision of the aged 

society, and produce issues and concern about the problem. 

Resources needed 

National research grant 
Consultant fees. travel expenses 
Survey and data processing 
Other incidentals 
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2 - RESEARCH PROPOSAL (REPUBLIC OF KORlA) 

"AN EXPERIMENTAL STUDY ON FINANCIAL MECHANISM FOR 
RURAL POPULATION (WITH EMPHASIS ON PRIMARY HEALTH 

CARE)" 

1. Fburth 5-year Economic Development (1977 - 1~1) 
~It heavy emphasis on social development; 

Annex 10-2 

2. Social development emphasize equitable distribution of the 
national resources including health; 

3. National Health Insurance Program for business enterprises has 
been implemented since 1977. 

Purpose and objectives 

General objectives 

The purpose is to explore the feasibility of implementation a 
scheme with emphasis on primary health care for rural populations. 

Specific ob1ectives 

1. To identify current situation of medical expenditures 

2. To know utilization pattern and unit cost of services 

3. To provide basic data for financial mechanisms to be developed 
by national programme for rural areas; 

4. To find out the benefit of primary health care in lowering 
medical expenditures; 

5. To formulate a feasible model for financial mechanismJapplicable 
to rural situation. 

Methods and procedures 

One study area with 100 000 population and a control area will 
be selected: 

Situational Analysis (Can be made through Household Survey, Record 
Analysis, etc.) 

1. Analysis of household facilities, manpower and other resources; 

2. Analysis of medical expenditures; 

Curative - Hospital clinic and drug stores 
preventive 
private 
public 
per family 
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3. Vital events, morbidity, etc.; 

~. Utilization pattern; 

5. Medical Cost; 

6. Socio-economic characteristics of family and community. 

Demonstration of services 

1. Establishment of primary health care networks; 

2. Implementation of Insurance Program with regional hospital; 

3. Setting up referral mechanism between primary health care and 
hospital. 

Evaluation 

1. Accessibility acceptance coverage by the services; 

2. Medical expen4iture analysis. 
Primary Health Care Program, clinic, hospitals (both 
private and public); 

3. Comparison of cost between project area and control area; 

4. Attitude of community and professional group towards the system. 

Expected ~utcome 

1. Know the medical expenditures (how to spend); 

2. Unit cost; 

3. Morbidity status; 

4. Optimum level of premium; 

5. Economic feasibility of insurance; 

6. Feasibility of lowering cost through introduction of Primary 
Health Care jpp.uaah 

Expected impact 

Financial, Social, and Administrative feasibility for National 
Plan for financing health services for rural Korea can be studi~. 
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3 - RESEARCH PROPOSAL (PHILIPPINES) 

"PATTERNS OF FINANCING OF HEAL'lJI SERVICES AT 
THE LOCAL LEVEL IN THE PHILIPPINE 

RURAL SE'l"l'ING" 

Annex 10-3 

The study proposes to revi~v the patterns of financing health services 
in three study areas in relation to their outputs as characterized by 
available health statistici. These areas vill be representative of 
different socio-economic development levels in rural Philippines. The 
study areas vill be of the slz~ vhich are served by district hospitals 
of the Ministry of Health. The project is a joint undertaking of the 
University of the Philippines and the Ministry of Health's Regional 
Office No.4. Its duration vill be approximately three years and vill 
be divided into three phases: 

(1) Organization; 

(2) Data collection; 

(3) Data analysis and presentation. 

External support vill be required in the form of consultant services and 
funding for the initial stage of the project. 

Introduction 

Information on the existing patterns of expenditures for health services 
constitute an important input into planning and decision-making at all 
levels of health care. Presently there is a dearth of such information and 
whatever information is available have not been analyZed, categorized, and 
organized in forms useful for planners and decision-makers. While studies 
of this nature which are national in scope are indicated, they vould be of 
such magnitude and complexity as to be at best extremely difficult and 

costly undertakings. On the other hand, a study of health services 
financing at the local level would be more manageable and perhaps could 
generate the tools, methods, and strategies necessary for studies of 
wider scope. The project deals with rural areas also for the reason that 
the financing of urban health services are more complex and difficult. 

Three study areas are to be selected in Health Region No. 4 of the 
Philippines. In terms of socio-economic development, one areavill be 
high level, a second area of middle level development and the third 
area will be relatively depressed or of low development level. Efforts 
will be made to ensure that the selected areas vill be characteristic 
of the different rural areas in the country. 
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Each study area will be of a size that is served by a district 
hospital of the MOH system. Thus, it will have a population of 100 to 
150 thousand. It will be served by four or five rural health units. 
Other health installations in the areas may include some private hospitals or 
clinics, puericulture centres, facilities run by religious or voluntary 
groups, industrial facilities, school clinics and military health facilities. 

The project is a prospective study which will monitor information 
over a period of one year beginning January 1980. 

Ob.1ectives 

The main objectives of the project are: 

to collect and analyze data on financing patterns of health 
services in rural areas of the Philippines; and 

to present such information in a form useful to planners and 
decision-makers at local, regional and national levels. 

Subsidiary objectives include: 

- the development of technology and strategies for engaging in 
similar stUdies at regional and national levels; 

- the development of a research mechanism at the regional level 
to provide information to the planners and decision-makers at that level. 

Metbgds aAA procedures 

Phase I (1 year. beginning January 1979) Organizational 

1. Creation of a Steering Committee composed of the following: 

1.1 
1.2 
1.3 

1.4. 

Finance Officer of Regional Health Office 
Chief of the Technical Services of Regional Health Office 
Three faculty members from the University of the Philippines 

Institute of Public Health 
Two faculty members from the University of the Philippines College 

of Medicine 
Representative from BEOA 

2. Designation of a Project Director from among committee members. 

3. Development of a formal protocol once funding sources are identified 
and committed. 

4. Recruitment and organization of project staff. 

5. Identification of data sources and design of monitoring system. 

6. Collection of baseline data. 
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Phase 2 (January-December 1980) Data Collection 

1. Published sources - budgets, financial statements, health statistics. 

2. Monitoring of expenditures by health faciliti~s by a monthly reporting 
system 

3. Specific surveys 

4. Monitoring of health statisttcs 

Phase 3 (January-December 1981) AnalySis and Presentation 

1. Data processing - if necessary, by the University of the Philippines' 
system computer 

2. Preparation of report 

3. Presentation and dissemination of findings to appropriate consumers. 

Expected Product and Impact 

A report describing the financial aspects of health services in three 
typical rural areas of the Philippines will be disseminated to planners and 
decision-makers at different levels of health care. The report is expected 
to influence decisions with respect to allocation of resources and projections 
for future spending in the health sector for rural areas. 

The processes evolved in the course of the study will also be documented 
to serve as a model for future undertakings of the same nature at higher 
levels of organization. 

A mechanism for research would have been established after the proJect 
which could be utilized for other stUdies at the regional level. It is 
possible that the project staff may form the nucleus of a research staff 
for the office of the Regional Health Director. 

Budl!iSlt y e a r 
l§1 2nd 3rd Total 

1. Personnel uS$ 15 000 15 000 15 000 450'00 

2. Facilities and equipment 10000 10 000 

3. Supplies and materials 5 000 5 000 5 000 15 000 

4. Data processing/analysis 5 000 10 000 1.5 000 

5. Incidentals 2:200 2 :200 2 :200 1:200 

Grand total US$ 32 500 27 500 32 500 92 500 
===.==~=====c==~=====================~ 
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~srD!l assistance needed (categories) 

1. Copsultant seryices 

1.1 Foreign 
1.2 local 

2. Equipment 

Government interest in this study 1s indicated by the high priority 
given to health in the national development plans. Information on patterns 
of expenditure will be extremely useful in allocating resources. 



Background 

_ 249 -

4 - RESEARCH PROPOSAL (PAPUA NEW GUIN!A.) 
Rev. 1 

ANHYSIS OF EXPb:NOITURE PATTERNS ~'OR PROV1NCIAL 
HEALTH SERVICES IN FOUR SELECTED PROVINCES I 

Annex 10-4 

1. Responsibility to provide health services hati hcen decentralized to 
the provincial level. 

2. There is a need for adequate information to plan health s<!rvices at 
the provincial level. 

3. No baseline exists from ",hidt to dl.!vt!lop adcqu:lte financial or health 
policies; without a baseline, one is unable to evaluate I.h. healLh 
system. 

4. A maldistribution of health resources has resu Ited in an unacceptable 
concentration of services in urban an!llS. 

5. A previous hospital study analy?ed expenditure for 20 Government 
hospitals. A follow-up study is in progrellS and 101111 establish unfL 
costs for in-patients and outpatients in eight Government hospiulli 
(three of which are in provinces se 1 ·cted for the proposed research). 

Broad obJectives 

1. To establish a financia I information base for planning and eva lualing 
provincial health servic~s within tile framework of the ndtional 
health plan. 

2. To establish a programme for financial analysis of provincial health 
services. 

Specific objr.ctives 

1. To establish a profile of expenditure on health and health-related 
services within each l·rovil\l:ei 

2. To analy~e exp~nditure patterns by: 

(a) level of service (aid post, health centre, hOGP1.tal) and 

(b) object (salaries, drllgs, etc.) f.n each selected [Ilovlnce. 

3. To analyze health-related services provided by oth~r departments, 
e.g. nutrition (a8ricultur~), water supply (works and supplies). 

1 
Culf, WuLern Highlands, ~adang and West New Britain. 
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Methods and procedure 

1. Basic method is to use existing information. 

2. The procedure is to: 

<a) Establish an analytical framework. 

(b) Identify research institutions for relevant information. 

(c) Contact identified sources for information, e.g., university, 
IHR in Goroka, UNITECH. lASER, BMS, PHO, DWS, health centres 
and subcentres (including missions). • 

(d) Extract relevant information. 

(e) Analyze extracted information. 

(f) Write a report. 

The estimated time to perform the research is 12 man-months l , 
allocated as follows: 

2 man-months for contacting 
1 man-month for analytical framework 
4 man-months for extraction 
3 man-months fo'r ana lysis 
2 man'-months for report writing 

Expected product 

This report will establisl. a financial baseline for purposes of 
planning and evaluation at provinCial level, e.g. analysis of provincial 
health expenditure. In addition, the report will guide the formulation 
of provincial health policies within the framework of the national health 
plan. 

Expected impact 

It is expected that the report will guide decision-makers to a more 
rational and equitable distribution of health resources within each 
province. Moreover, it is anticipated that thore will be an intensified 
inLerest to achieve maximum value for money spent on health services. 

lperhaps this could be reduced to 10 man-months by using a health 
extension officer (HEO). See section on resources. 
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R~sources required 

1 experienced researcher in health economics field (external a~sistance) 
I experienced health professional at nurse or HEO level 
1 clerical assistant (for costing) 
1 part-time secretary 

Government interest 

Government interest in this type of research has already been 
expressed. 
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5 - RESEARCH PROPOSAL (AUSTRALIA AND N!W ZEALAND) 

HEALTH SERVICES RESEARCH PROJECT 
HEALTH ECONOMICS 

Title: "COST CONTAINMENT IN PRIMARY HEALTH CARE PRESCRIBING" 

1. Short summary 

Annex 10-5 

This proposal seeks to establish an ongoing programme of 
research into ways of controlling the escalating costs of prescribing 
of pharmaceuticals in the primary health care services. At present 
these cOlts contribute 10-15~ of total health expenditure and is 
largely the result of general practitioner's decistons for which they 
are not accountable in any financial way. 

A number of projects in the programme are proposed, the first 
of which is the examination of the effectiveness of peer review in a 
medical centre as a means of control. 

A detailed study of the centre will be made including prescribing 
costs and patterns and the information given to the general practitioners 
for review and comments over a six-month period. Changes in prescribing 
will be monitored. 

A social science graduate, medical records clerk or pharmacist 
or other person with a bac~round to the practice situation would be 
required for a one-year period. 

Funds required for this project including incidentals amount 
to US$ 16 000. 

2. Pro.lect description 

2.1 Introduction 

The major economic problems of the he.lth system are escalating 
costs, inequalities in the distribution of services and resources, 
lack of professional accountability, lack of self reliance and 
community involvement and lack of coordination. 

In the PHC service, these problems apply to the escalating 
costs of prescribing of pharmaceuticals which now~amount to more than 
lO~ of the total health budget (18~ in France). hese costs are 
increasing in an uncontrolled way, are diverting resources from other 
areas of the PHC services and doctors prescribing at this level are not 
professionally accountable for the costs of their decisions. 

A small saving in these costs could be used for alternative 
expenditure on PHC services such as nursing, social work, community 

support services and training. 
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2.2 Objectives of an overall prosr'P"'e 

An ongoing programme of research into this prolbem is proposed 
with the following objectives: 

Overall ob,'ecti ve 

To examine ways by which costs of pharmaceutical prescribing 
can be controlled in the PHC services. 

Sub-ob,' ective. 

1. To te.t the effectiveness ot peer review as a method of 
controlling prescribing. 

2. To examine the extent to which a proportion of the costs 
charged to conaumerl affect prescribing levels. 

3. To examine the etfectiveness of administrative methods 
of control. 

4. To examine ways of limiting outlets tor personally purchased 
pharmaceuticals. 

5. To develop and pilot test an educatioD81 programme on the use 
aDd abuse of pharmaceuticals. 

2., Metbods apd proctdures 

The progrUlllle would commence vi th project one but at the same 
time detailed proposals would be developed tor the remalnins projects. 
Submission tor further tunding would tollow at the .Dd of a slx to 
twelve-month period. 

Pr0,'ect ope would be ba.ed in a larse medical centre of 5-6 general 
practitioners, the centre's activities would be studled tor a three-month 
period for base line data on: 

- work load. 
- clinical c&le load. 
- t~of druss prescribed as related to clinical case loads 
- typesot drugs prescribed tor specitic common conditioPl 
- costs ot prescribing 
- variations between general practitioners in the above variables. 

Arter three months' baseline study, this information would be 
provided to the group for discussion and comment. 

Over the next three months, changes in the use of pharmaceuticals 
'would be monitored and the group encouraged to consider both level 

and appropriateness of their prescribing patterPl. in the costs 
of prescribing especially would be monitored. 
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Follow up over a nine-month period without further feedback 
would be undertaken to determine if any changes were lasting. 

Practice records would provide the data base for this study 
and these would be modified to provide the necessary data. 

Prior to initiating the study, detailed discussions would be 
held with the group to enlist their interest, advice, support and 
cooperation. It would be stressed that this was their project and 
that the researchers were involved to assist them in the project. 

The centre would be compared with the general patterns of 
work loads and prescribing for the area to determine the ways in 
which it differs if any from the norm. 

2.~ Expected outcome 

Both reduction in prescribing costs as well as more appropriate 
prescribing for specific conditions might be expected. Qualitative 
and quantitative behavioural changes in the use of pharmaceuticals 
could be expected. 

2.5 Expected impact 

As a pilot project it could provide the basis for a wider 
education p~ogramme amongst general practitioners through the College 
of General Practitioners Education Committee. 

3. Resource ~ 

A social science graduate, medical records clerk, pharmacist 
or other person familiar with the practice situation would be 
required for a one-year period. 

Estimates 

Salary •••••••••• 0 $ 10000- l~ 000 

Incidentals 2 000 

Total $ 16000 ...... _ .. 
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6 - llES!ARCH PROPOSAL (MALAYSIA) 

"II PPLTCAB!LTTY OF' HTGH RTSK II PPR()IIClI STRATFTY TOWARD 
REDUCING THE PERTNATAL MORTALTTY RATE TN MALAYSTA" 

Annex 10-6 

The IIpplic'1tion of the High Fisk Armroach Strategy wIthin the 
Malaysian setting is undertaken ~n a survey which focusses on the 
Perinlital Mortality resulting from low Birth WeIght closely associated 
with Anaemia of Pregnancy. 

The area chosen Is fairly representative of the existing Health 
&trvlce and 'llso of the He'1lth situation in the country. This Health 
Services Research is aimed lit m:v:.lmlzlng the utll1s'1tion of service and 
reducing the Perinatal Mortality R'1te without increasIng the eyisttn/': 
resources. 

The study is a collaborative effort of the Ministry of He'llth, 
Malaysia and the WHO where the l'1tter provides the technic~l 
expertise. 

Tntroduction 

Many countries are fac'np; the pr.,blem of h,W to allocate resources 
which are Scarce, to finance health Programmes, to such a level that the 
programme can be carried out as effectively as possible. T~ the field 
of Maternal and Child Health PI" )gramme iMC!j), the m'l.nagerial tool whiCh 
has been developed is the risk strategy. Tt intends to p;ive speCial 
attention to the group which requires intensive health care. This is the 
"at risk" group and it is the aim to provide, within the existing 
health services, intervention to reduce the risk. 

One of the area of concern in Malaysia Is the inability to reduce 
perinatal mortality rate in certain areas liS well liS incidence of low 
birth weight in the rural setting. The c'untry has a g~"d infrastruc
ture )f the Rural Health Services. The outcome of this ~nvestment, 

however, has not reached our expectations. Such a Situation, is exem
plified in the Krian District which has a very good coverage (see sketch 
map) and tnspit.e of this, the Health Tndi~ators, tlarttcularlv oerinatal 
mortal1.ty rate show little improvement. This District has been chosen 
as an area for field testing of the managerial strategy mentioned 
earlier. 

S.ince February 1978, the basic data collectIon has been fOT'!llu1ated 
and c~nducted and this is till in progress. Working withing the 
lim1t~t10ns thllt the baseline data Is not yet available, the researeh 
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proposal formulated is to be taken. more &II a draft proposlll subject to 
modifications based on a more accurate definition of the MeH p~blems 

in the area, and also on the development of instruments which are 
applicable to the local situation. 

General Objective 

Lower the Perinatal Mortality Rate due to low birth wetght arising 
from anaemia in pregnancy. 

SpeCific objectives 

1. Detect pregnant women with anaemia within the population under 
study, to an estimated 90 - 98~ coveragel 

2. Treat all those suffering from anaemia: 

3. Record the outcome of all the pregnancies followed ur duri~ the 
survey: 

4. Foll,w-up all the live-born infants in the community for a period 
of seven days. 

RatIonale 

It is feasible to conduct this survey based on the premise that a 
major cause of perinatal mortality is low Birth Weight which In turn 
i* mainly resulting from anaemia of pregnancy. The· determination of 
of anaemia as indicated by haemoglobln levels, could be easily 
determined within the exIsting resources. Similarly, reliable and 
accurate birth weights are obtainable. Tn terms of intervention, the 
.. asures could be instituted within the setting of Primary H •• lth 
Care. 

Methods and procedures 

This study will be conducted by utilizIng the survey method and 
the following phases have been identified. 

Phase I - Preparatory (6 months) 

The responsibility for conducting this study is within the Ministry 
of Health and its Health DivisIon will form the research team. 

The Research Team will then formulate a study design defining 
the following: 

a) Area of survey which ts the Krlan District; 

b\ The target population which will be the anaemiC pregnant mothers, 
the criteria being Haemoglobin of less than 10 mg. per litre. 
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c) The sample size which will be determined inc .,ncultlltion with 
the st~tistician in order t~ deprive the crttic~l number 
sufficient t") validate the findings, such as ."ryt; reduction 
in the present proportion of low Birth Weight Children: 

d) The time frame for the study will be of not less than two 
years and not more than 3 years and the proJected duratt:m 
Ilnd sequences is as sh~wn; (see chart) 

e) The plan for analysis will be designed during \hls ph~se to 
enable the concurrent tabulation and compilllt'on .,f the 
data. 

The Ministry of Health will generate, coordinate a~d ohtaln 
resources in terms of money, m~terial Ilnd equipments and manpower. 

The Research team with assistance of WHO will develop instruments 
for the survey in reports and records and also instruments for 
training such as operating manuals for the various categories of 
personnel ~nvolved in the study. 

The Ministry will organize the necessary training programme 
required for the study. 

Phase II - RegistrationlFollow-uo (18 months) 

Registration of Anaemic Pregnant mothers will be conducted at the 
Health Center by the Medical and Health Officer or any other officer 
designated by ~im on the pregnant w?men attanding the clinic. ThIs is 
SQ, as 9~ or more of pregnant mother do attend clinic. 

Treatment will be provided by the clinic in accordance to the 
defined criteria. 

Follow-up will be carried out in accordance to these categories: 

a) Women undergoing treatment 

To establish records of compliance, new strategies will be 
formulated by: 

(1) Utilization of Primary Health Care workers to ensure 
medication has been in gested: 

(2) Utilization of dyes incorforated in the standard 
drugs, i.e. FeSo, FOlic Acid and vitamins and its 
detection in the urine' 

("3) Making some suoplementary fee jir.g is consumed 

(4) Conducting intensified health education of the group 
at risk~ 
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h) At delievery 

To set up a mechanism whereby mothers who are in labour are 
brought to the attention ?f the research personnel for the purpose 
of recording the Haemoglobin of the mother and the birth weight 
of the product of conception. 

c) Product of conception 

Alll1"l'e births wi 11 be followed-up for a period of 7 days 
to check for survival. 

Phase It I - ProceSSing/Analysis 16 months) 
Presentation of Results 

Processing of records to check for completeness and accuracy, carry 
out coding, punching and tabulating in accordance to plan of analysis. 

AnalySis of the data including additional tabulation if required 
and synthesis ?f data. 

Writing the report and making it available to all narties 
concerned. 

Expected prOduct 

The report of the survey will be produced in two forms 

a) A detailed scientific report for the professional group: 

b) A summary report in simple lay language focussing on the 
achievements for presentation to the administrators, consumers, 
and politicians. 

If the findings are adverse to the hypotheses,further studies will 
be conducted to ascertain other variables. 

Expected impact 

The reports of the study will be submitted to the Health Division of 
the Ministry of Health who will then proceed to make the necessary 
recommendations. The reports with the recommendations will then be 
tabled at the Planning Committee Meeting of the Ministry ..,f Health who 
will then endorse the necessary changes in the service delivery to be 
implemented by the Health Division. 

Resources needed 

The manpower, funds and supplies required for the study will have to 
be worked out in detail as indicated by the findings of the baseline 
data survey. The Ministry of Health has committed itself to provide 
the necessary resources. 
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External assistance 

External assistance from the WHO in the form of flesearch Advisers 
and Consultants will be required to facilitate the study. 

Government interest 

This study'. is wi thin the prlori ty area of the Government within the 
context of the New Economic Policy of the country. It would also be 
of interest to the Government that the Ministry has increased its 
effectiveness without increasing cost. 
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