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The World Health Organization is a specialized agency of the United Nations with 
primary responsibility for international health matters and public health. Through 
this organization, which was created in 1948, the health professions of some 160 
countries exchange their knowledge and experience with the aim of making possible 
the attainment by all citizens of the world by the year 2000 of a level of health that 
will permit them to lead a socially and economically productive life. 

By means of direct technical cooperation with its Member States, and by 
stimulating such cooperation among them, WHO promotes the development of 
comprehensive health services, the prevention and control of diseases, the 
improvement of environmental conditions, the development of health manpower, the 
coordination and development of biomedical and health services research, and the 
planning and implementation of health programmes . 

• These broad fields of endeavour encompass a wide variety of activities, such as 
developing systems of primary health care that reach the whole popUlation of 
Member countries; promoting the health of mothers and children; combating 
malnutrition; controlling malaria and other communicable diseases including 
tuberculosis and leprosy; having achieved the eradication of smallpox, promoting 
mass immunization campaigns against a number of other preventable diseases; 
improving mental health; providing safe water supplies; and training health personnel 
of all categories. 

Progress towards better health throughout the world also demands international 
cooperation in such matters as establishing international standards for biological 
substances, pesticides and pharmaceuticals; formulating environmental health 
criteria, recommending international nonproprietary names for drugs; administering 
the International Health Regulations; revising the International Classification of 
Diseases, Injuries, and Causes of Death; and collecting and disseminating health 
statistical information. 

Further information on many aspects of WHO's work is presented in the 
Organization's publications. 
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PREFACE 

Many countries, particularly in the developing world, are seeking to 
orientate their health services towards a more equitable and efficient 
utilization of resources. A detailed analysis of the financing of health 
services is an important step in such an undertaking. 

This manual sets out a methodology for carrying out such an analysis, 
suggesting ways of collecting and organizing data on expenditure and 
sources offinance. It also suggests how this information might be utilized 
in policy formulation-to make a master plan for the future use of all 
financial and material resources. Particular attention is paid to primary 
health care in view of its high priority in current health policies. A series 
of tables presents models that provide an analyticalframeworkfor nation
al planning, and summary tables have been devised for the use of policy
makers. 

The manual is aimed at planners, economists, statisticians, accoun
tants and researchers in the health and health-related sectors in develop
ing countries, and at the staff of international and bilateral agencies 
concerned with development aid. It is hoped that the results of periodic 
studies undertaken with the help of this manual will assist policy-makers 
in taking decisions. It is also hoped that the methodology, or part of it, 
will serve for routine data collection and presentation and thus enable 
trends to be analysed over longer periods of time. Furthermore, the 
manual is intended to serve as training material for the different catego
ries of personnel mentioned above, as part of the general policy of 
strengthening national capacities in all areas, including planning, man
agement and the evaluation of the health system. National and interna
tional organizers of workshops, seminars and training courses in these 
fields, both in the health sector and beyond in general planning and 
national financial management, may find this manual, or an adapted 
version of it, of use in their work. 
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Many national case studies and a number of international workshops 
have contributed to the evolution of this manual. The basic assumption 
was made that, even with limited statistical data, useful estimates could 
be made of the main categories of health expenditure, sources offinance, 
and thejiows of money within the health sector, and that this iriformation 
could help policy-makers and managers to take appropriate action. It 
was suggested that data on expenditure and sources of finance should be 
collected by reviewing the finances of the most visible providers of health 
care, e.g., ministries of health, other ministries, local authorities, social 
security schemes, religious missions and private practitioners. This ap
proach has been adopted and further developed. In particular, methods 
have been added for estimating the value of transactions in the private 
health sector, assessing the level and sources of foreign assistance, esti
mating the expenditure on safe drinking-water supply, sanitation and 
nutrition programmes, and classifying costs and finances of primary 
health care and analysing the findings. 

The chapters on financial forecasts and on possible ways of taking 
corrective action give brief descriptions of options currently being chosen 
in some countries, and do not provide a complete list of possible solutions. 
In particular, Chapter 8 gives only an outline of projections of future 
expenditure and sources of finance. It is hoped that greater detail will 
emerge with descriptions of further national experiences. 

This manual has been widely circulated for comments and the subject 
was discussed at a number of international workshops-among others, in 
Mexico (interregional, 1979), India (for countries of the South-East 
Asia Region, 1979), Colombia (for countries of the Americas, 1979) and 
the Philippines (for countries of the Western Pacific Region, 1982). 
Teaching material was also developed for an intercountry training course 
in Botswana on techniques of surveying health finance. 
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CHAPTER 1 

Introduction 

The development of health policies 

In the early 1950s many developing countries were concentrating 
their efforts on the eradication of diseases through mass campaigns run 
outside the main structure of their health services. As early as 1953, 
WHO was stressing the need to strengthen basic health services "to 
meet the most urgent problems affecting large sections of the 
population" (23). During the 1960s a number of developing countries 
integrated their special programmes with their basic health services. 

Progress in developing basic health services-particularly in rural 
health services-has been slow and uneven. A joint UNICEF/WHO 
study reported in 1975 that, despite great efforts, the basic needs of vast 
numbers of people throughout the world were still unmet (7). Too 
often the pattern of health services has been modelled on those in 
industrialized countries-relatively sophisticated services staffed by 
highly qualified personnel. These services have been concentrated in 
the cities and towns, have been predominantly curative, and have 
catered for only a small minority of the population. It has not proved 
possible to expand effective access to services of this type to anything 
like the entire population. 

Several World Health Assemblies have stressed that an alternative 
approach can be practicable and relatively successful if: 

(1) The emphasis is switched from urban to rural populations and 
to the underprivileged. 

(2) Services are integrated, combining both curative and preventive 
strategies as part of wider socioeconomic development. 

(3) The importance for health of sanitation, housing, nutrition, 
education and communication is given full recognition. 

(4) The use of services is promoted where local populations take a 
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major responsibility for them both in providing manpower and facili
ties and in participating in decisions on local health policies. 

(5) Locally recruited primary health care workers, supported by 
their communities, can form the front line of the health care system. 

(6) The work of indigenous healers is given full recognition. 

Health for all by the year 2000 

In 1977, the World Health Assembly decided that the main social 
target of governments and WHO should be "the attainment by all the 
citizens of the world by the year 2000 of a level of health that will permit 
them to lead a socially and economically productive life" (resolution 
WHA30.43). In 1978, a conference held in Alma-Ata, USSR, declared 
that primary health care was the key to attaining this target (27). 

The conference defined primary health care as essential health care 
made universally accessible to individuals and families by means accep
table to them, through their full participation, and at a cost that the 
community and country could afford. 

These services were to include as a minimum: 
(1) education concerning health problems and methods to prevent 

and control them; 
(2) promotion of food supply and proper nutrition; 
(3) an adequate supply of safe water, and basic sanitation; 
(4) maternal and child health care, including family planning; 
(5) immunization against the major infectious diseases; 
(6) prevention and control of locally endemic diseases; 
(7) appropriate treatment of common diseases and injuries; 
(8) provision of essential drugs. 
In 1979, the World Health Assembly invited the Member States of 

WHO to formulate national, regional and global strategies, a health 
strategy having been described by the WHO Executive Board as "the 
broad lines of action required in all sectors to give effect to health 
policy". The Global Strategy published in 1981 (22) started from 
country strategies and was built up through regions to the world level. 
It is a synthesis of ideas derived from national and regional strategies. 1 

The main thrusts of the Strategy are: 
- primary health care to deliver programmes that reach the whole 

population; 

I The Global Strategy is referred to throughout as "the Strategy". 
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- action to be taken by individuals, families and communities as 
well as by health services and health-related services in other sectors; 

- technology that is appropriate, scientifically sound, adaptable, 
acceptable to users, and within the capacity of the country to afford; 

- a high degree of community involvement; 
- international action to support national action. 

Action is also specified to promote and support the Strategy: 

- by disseminating information to maintain population support; 
- by ensuring political commitment at every level; 
- by enlisting the support of the relevant professionals; 
- by strengthening the health arm of government; 
- by developing the managerial process; 
- by reorienting the national research effort; 
- by mobilizing human resources; 
- by generating the necessary finance, induding transfers from 

developed to developing countries; 
- by creating the necessary international cooperation. 

A list of indicators has been prepared to monitor progress in imple
menting the Strategy at every level (20). 

WHO will provide coordination and promote technical cooperation 
and the Organization will be restructured accordingly. Its programmes 
of work will give high priority to the support of the Strategy. WHO 
will use the Strategy to support the International Development Strategy 
for the Third Development Decade, thus contributing to the New 
International Economic Order. 

For this manual, the following sections of the Strategy (22; 
pp. 67-68) are particularly relevant: 

"Just as the successful implementation of the Strategy will mean mobilizing 
all possible human resources, it will also depend on mobilizing all possible 
financial and material resources. This implies first of all making the most 
efficient use of existing resources both within and among countries. At the 
same time, additional resources will undoubtedly have to be generated. 
In this context ministries of health will: 
(1) review the distribution of their health budget and in particular alloca
tions to primary health care and intermediate and central levels, to urban 
and rural areas, and to specific underserved groups; 
(2) reallocate existing resources as necessary-or, if this proves impossible, 
at least allocate any additional resources-for the provision of primary 
health care, particularly for underserved population groups; 
(3) include an analysis of needs in terms of costs and material in all 
consideration of health technology and of the establishment and main
tenance of the health infrastructure; 
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(4) consider the benefit of various health programmes in relation to the 
cost, as well as the effectiveness of different technologies and different ways 
of organizing the health system in relation to the cost; 
(5) estimate the order of magnitude of the total financial needs to imple
ment the national strategy up to the year 2000; 
(6) attempt to secure additional national funds for the strategy if necessary 
and if they are convinced that they can prove that they have made the best 
possible use of existing funds; 
(7) consider alternative ways of financing the health system, including the 
possible use of social security funds; 
(8) identify activities that might attract external grants or loans; 
(9) in developing countries take action so that their governments request 
such grants and loans from external banks, funds and multilateral and 
bilateral agencies; 
(10) in developed countries, take action to influence the agencies concerned 
to provide such grants and loans; 
(11) present to their government a master plan for the use of allfinancial and 
material resources, including government direct and indirect financing .. social 
security and health insurance schemes .. local community solutions in terms of 
energy, labour, materials and cash .. individual payments for service .. and the 
use of external loans and grants." 1 

The analysis of national health expenditure and sources of finance 

How should a master plan be prepared for the use of all financial 
and material resources? The first step is to obtain a clear picture of the 
use of current financial and material resources, identifying allocations 
to primary health care, to intermediate and central levels, to urban and 
rural areas and to specific underserved groups. The full costs of various 
health programmes are not always known, as support costs (such as 
transport, the maintenance of buildings, and supervision) may fall on 
other budgets or other parts of the budget. A master plan of all 
financial and material resources will normally involve data stretching 
far outside the ministry of health budget into the budgets of other 
government departments, compulsory health insurance agencies, indus
try, voluntary bodies and the private sector. Extremely few developing 
countries, and by no means all developed countries, know all that is 
spent on health services and health-related activities and how these 
services are being financed. 

The budgets of ministries of health, in their conventional structure, 
are not suitable for policy analysis since they normally consist only of 

I Authors' italics. 
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a breakdown into such categories as personnel, supplies and equip
ment, transportation and training. In addition, they often reflect an 
intention to spend rather than authority to spend. The amount actu
ally spent is ascertainable only after the year is over. How it 'Yas spent 
can only be ascertained by examining a wide range of other informa
tion. 

While, in principle, the ministry is responsible for the health of all 
citizens of the country, usually it has direct authority only over its own 
services and programmes and the funds allotted to it. It has no right 
to decide on the use of funds by other ministries or public agencies, 
though they may fund important health-related activities such as nutri
tion, water supply and sanitation programmes. Even more limited is 
the ministry of health's ability to influence the way funds are used in 
the private sector. Nevertheless, in many countries the ministry of 
health is responsible for the preparation and implementation of nation
al health development plans for the whole health sector, including the 
allocation of resources; this is one of the reasons why the ministry of 
health needs to know about all expenditure in the sector and all sources 
of finance. 

In most developing countries information about the private sector 
is scarce or incomplete. Yet attitudes to its role are seldom neutral; 
most countries have at least implicit policies towards it. In some 
countries it is regarded as an asset: private providers lighten the load 
on the public sector by looking after those who can afford to pay. In 
others, it is regarded as a liability-robbing the public sector of skilled 
manpower, usually trained at public expense, and thus increasing the 
gap in the health provisions between the rich and the poor. Planning 
for the entire health sector is possible only if expenditure in all sectors 
is brought together. 

In many countries the different financial sectors of the national 
health effort operate in watertight compartments even when there are 
monetary flows between them. Each sector goes its own way with little 
coordination let alone joint planning between them. This can be true 
of ministries of health, compulsory health insurance agencies, private 
insurers, voluntary bodies, industrial and agricultural employers which 
provide health services and, particularly, external donors of funds. 
Coordination can be strengthened by bringing all those concerned into 
the planning process. One way of showing the role of each sector is 
in the form of a master budget which can in turn be used to build a 
master plan for future expenditures. 
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Hence it is suggested that countries need to undertake periodic 
studies of expenditure and sources of finance in their health sector as 
an integral part of the national 'planning process. The aim should be 
to identify broad orders of magnitude rather than to attempt precise 
accounting to each unit of national currency. This inevitably involves 
a considerable amount of estimating such as underlies other widely 
used figures, for example, those of national income or national product. 
Thus low-cost and relatively swift studies are envisaged rather than 
protracted and meticulous surveys. 

Such studies can, depending on the extent to which the data are 
developed, form the basis of a master plan by: 

- identifying where health policy objectives are being promoted or 
frustrated by the nature, size or appropriateness of different sources of 
finance; 

- showing where resources could be used more efficiently; 
- demonstrating any lack of equity in the use of resources in both 

the public and the private sector; 
- drawing attention to where alternative ways of finding further 

resources need to be found; 
- quantifying the gap between the financial resources likely to be 

obtained, given existing policies, and the resources needed to move 
decisively towards specific long-term goals during the medium-term 
period. 
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CHAPTER 2 

Definitions 

In this chapter, definitions are given of personal health services and 
health-related activities and of capital and recurrent expenditure. 
Sources of finances are explained and the main categories of health 
expenditure are defined. 

It is useful to make a distinction between personal health services 
(services to improve the health of identifiable persons) and health
related activities (which promote the health of the population collec
tively). This is not because one category is necessarily more important 
than the other but because the activities are of a different character. 
The distinction is not always clear-cut. Moreover, in view of the wide 
range of activities that have some influence on health, any attempt to 
draw a line around health-related activities must inevitably be a matter 
of somewhat arbitrary convention. This chapter suggests general 
criteria but does not attempt to cover every possible provision that may 
be encountered in every country. Inevitably, decisions will have to be 
made at the national level on particular arrangements in each country. 
What is important is that all decisions should be carefully recorded so 
that those undertaking later studies in the same country can produce 
data comparable with those for earlier years. 

Personal health services 

Obviously these include the services to persons provided by health
trained personnel, the cost of the buildings and supplies they use and 
the other personnel who work with them. The services may be preven
tive, curative or rehabilitative. The cost of training the personnel is 
part of the cost of providing the services. But what about traditional 
practitioners who are apprenticed rather than trained, and herbal 
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remedies where evidence of effectiveness is not available? It is proposed 
that services should be defined in terms of purpose rather than achieve
ment. Even 'the most highly skilled care may not improve the health 
of a particular individual. Thus all services purchased or used for the 
purpose of health improvement should be classified as personal health 
services. 

This does not dispose of all the problems. Fine distinctions should 
in theory be made in the following cases, although they may not apply 
exactly if the available data are not classified in this way: 

(1) Health improvement and personal care: the distinction between 
services to improve health and the ordinary maintenance of the body. 
Sunglasses may be used for medical or cosmetic purposes. Vitamins 
may be prescribed or taken as a regular food supplement. 

(2) What is a hospital? A hospital is an institution under medical 
and/or nursing supervision. Cases requiring hospitalization may be 
cared for in social welfare institutions which provide some nursing and 
a visiting doctor but are not considered part of the health services. 

(3) Social work: a fine distinction may need to be made between 
medical social work and other social work not counted as a health 
serVIce. 

(4) Education oj the public: a line will need to be drawn between 
health education and general education even though the latter may 
include some teaching on health. 

(5) Education oJpersonnel: a borderline is needed between specialist 
education and training of health personnel and basic or more general 
scientific education. 

In addition to the normally recognized personal health services, the 
following are customarily included: 

(1) specialist education, training and upgrading of all health per
sonnel; 

(2) health research, including biomedical and epidemiological 
research, and research on the functioning of personal health services; 

(3) health education of the public (e.g., personal and home hygiene, 
transmission of communicable diseases, first aid, nutrition); 

(4) rehabilitation, orthopaedic and prosthetic devices and ap
pliances for the handicapped; 

(5) family planning services; 
(6) expenditure on health practitioners, including traditional prac

titioners and midwives, and on self-treatment (whether with herbs, 
patent medicines or traditional remedies); and, where possible, volun-
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tary labour and materials given to promote or support personal health 
services. 

Health-related activities 

It would not be useful to include all expenditures which might 
contribute to health, for example, all expenditure on food, housing and 
water supplies. Many people spend much more on housing and food 
than is necessary for health and some water supplies are used for 
agricultural purposes. The aim should be to include expenditures on 
nutrition, water supplies and sanitation which: (a) have a clear health 
purpose; and (b) are primarily to meet basic needs. 

The following are customarily included, although this list is not 
exhaustive: 

(1) expenditure on the construction of rural and peri-urban water 
and sanitation facilities designed to meet basic health needs; 

(2) expenditure on health inspection and public sanitation and 
other measures for the prevention of communicable diseases (e.g., 
refuse collection and disposal, port health control); 

(3) expenditure to control zoonotic (animal) diseases for the protec
tion of human beings; 

(4) expenditure to promote safety at work and combat occupa
tional disease; 

(5) expenditure on nutritional supplements to individuals at risk; 
(6) expenditure on food subsidies to help secure that basic needs are 

met; 
(7) expenditure to secure the provision of basic housing at prices 

that can be afforded. 

Capital and recurrent expenditure 

In both personal health services and health-related actlvItIes a 
distinction should be made between capital and recurrent expenditure. 
Expenditure on water supply or on basic housing can be capital or 
recurrent. In general, the acquisition of a durable asset with a life of 
more than one year, such as land, buildings, equipment, vehicles and 
furniture, is counted as capital expenditure. Some countries include 
within recurrent expenditure the depreciation and interest charges 
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on capital assets-the annual cost of the use of the assets. This 
item should be separately identified. It is not appropriate to add 
together some items of expenditure that include depreciation and 
interest charges and some that do not. In national totals, depreciation 
and interest should be either included in all cases or completely 
excluded. 

Sources of finance 

It is not suggested that attempts should be made in studies of this 
kind to trace back funds to their original sources (e.g., to determine 
which income groups pay the taxes or health insurance contributions 
that finance personal health services and health-related activities) 
unless this is a specific research objective. It is rather proposed that 
funds should be classified according to the agency that originally 
provided them. Thus grants from central government to compulsory 
or voluntary health insurance or to local government, or from central 
or local government to voluntary bodies, are classified as the funds of 
the grant provider rather than the spender. Funds coming from abroad 
should be separately identified, though they may be channelled through 
government or voluntary bodies (e.g., mission hospitals or agencies 
providing family planning). 

In whatever way resources of finance are classified there is a danger 
that funds transferred from one source to another may be counted 
twice. To make sure that such double counting is avoided, provision 
is made in the model worksheets for transfers to be shown separately. 
This makes it possible to check how much of the grant was actually 
received and spent and to calculate on what it was spent. Unless it was 
earmarked for a specific purpose, it can be regarded as having been 
spent proportionately on all the services provided by the spending 
agency. It is the sum spent during the year studied that matters and 
the classified use of funds can be attributed back to the original source 
of the funds (e.g., the ministry of health or external aid) in the main 
summary tables. 

Finally, it should be noted that not all resources are provided in 
the form of money. Some are provided in kind-donated labour and 
materials. These should be brought into account as far as possible. 
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In most countries all sources of finance can be classified under the 
following headings: 

(a) Public sources 
- ministry of health 
- other government departments 
- regional and local government 
- compulsory health insurance 

(b) Private sources 
- private health insurance 
- private employers 
- local donations (cash) 
- private households 
- donated labour 

(c) External cooperation 
- official 
- non-official. 

Categories of health expenditure 

It is normally useful to distinguish five sub sectors : 
- institutional personal health care (where the patient is resident); 
- ambulatory personal health care (services given to non-residents, 

even in their own homes); 
- specialist health programmes (aimed at particular diseases or 

health problems); 
- health-related activities; 
- training, management, research and other services. 
For each of these categories, use of transport services and the cost 

of maintaining the necessary buildings should be included. 
Over and above this classification, countries will find it useful to 

have a category "Primary health care" covering the services listed on 
pages 10 and 11 as a minimum (see also Chapter 6). 
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CHAPTER 3 

Study objectives 

Policy relevance 

The precise way in which data are broken down in a study of health 
financing in a particular country should be decided according to the 
policy objectives of that country. Often there will be more than one 
objective. For example, priority may be being given to a particular 
disease, e.g., malaria, or to a particular method of combating a group 
of diseases, e.g., water and sanitation. At the same time, priority may 
be being given to improving access to services, by making them more 
evenly distributed or by reducing or removing price barriers, or to 
improving efficiency, providing more services out of a given budget. 

Policy objectives are expressed in national health plans. The team 
assigned to make the study should extract from these plans elements 
capable of being measured in financial terms. For example, the health 
plan of a developing country in the Western Pacific Region of WHO 
includes the following: 

(a) Priority health problems 
- nutrition 
- water and sanitation 
- communicable diseases 
- infant mortality 

(b) Distributional priorities 
- greater equity: priority to the rural areas. 

Thus a financing study for this country would include an analysis in 
three dimensions and seek to establish what is being spent on: 

- nutrition, water, sanitation, communicable diseases; 
- children in the first year of life; 
- different geographical areas (divided into urban and rural). 
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This is the basis for planning the future allocation of resources. A 
later study can evaluate the extent to which expenditures have in fact 
moved in the planned directions. 

Recent plans for an African country stressed: 

(a) Priority health problems 
- nutrition 
- tuberculosis 
- malaria 
- schistosomiasis 
- sleeping sickness 
- blindness 

(b) Priority services 
- health education 
- maternal and child health 
- family planning 
- environmental sanitation 
- dental health 
- mental health 
- occupational health 
- services for the handicapped 

(c) Pattern of service priorities 
- primary health care: capital investment to be directed to 
building units where none exist rather than upgrading existing 
units 

(d) Distributional priorities 
- equity 

(e) Training priorities 
- staff to improve rural services. 

A study for this country should first of all attempt to ascertain what 
is currently being spent by each source of finance on each of the priority 
health problems and on each of the priority services. This is the basis 
for a plan showing how much more is to be spent on these priorities 
in future years and how this extra expenditure is going to be financed. 
A later study can evaluate the extent to which additional resources have 
in fact gone to each of these priorities. 

22 



Secondly, a specific calculation of what is being spent on primary 
health care and a geographical analysis of the pattern of expenditure 
are required. These again are needed to plan how much more is to be 
spent each year on primary health care and how to secure greater 
equity. 

Can additional money be found to finance these developments from 
a variety of possible sources of finance? If not, the plan may need to 
specify at what rate expenditure on overprovided areas would need to 
be cut to find resources for underprovided areas, and at what rate other 
services need to be cut to find resources for the extension of primary 
health care. One way of making the switch would be by changing 
methods of financing (e.g., introducing selective charges for secondary 
care and securing community as well as public contributions to primary 
health care). 

Thirdly, the analysis of capital expenditure needs to separate the 
building of wholly new primary health care units within the total, so 
as to form the basis for a plan to expand new building in rural areas. 
A later survey will be able to establish how much progress has actually 
been made towards meeting these objectives. 

Finally, the study should seek to identify within expenditure on 
education and training how much is being devoted to staff for rural 
services. A later survey could examine how far these newly trained staff 
really were working in rural areas. 

Thus the objectives of a health finance study are: to obtain data on 
expenditure and sources of financing related to the above objectives and 
on the basis of analysis to recommend action, i.e., redistribution of 
funds, ways of raising new funds, areas for cost containment, new 
financing mechanisms, etc. (19). 

The above example from an African country requires an analysis 
in five dimensions. This is inevitably complex, but the complexity 
comes from the plan itself. In a country where no financing study has 
previously been undertaken, it is advisable not to attempt everything 
that would be desirable but to select primary topics of interest, accord
ing to their importance, balanced against the time and effort required 
to obtain reasonably reliable data. Thus, in the above example, the 
analysis by health problem may be too difficult to attempt in a first 
study; it may need to be omitted with the intention of including it in 
later surveys, when the statistical system has been developed to produce 
appropriate data for financial analysis. 

Of particular importance in most developing countries is the geo-
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graphical distribution of health resources. One way of analysing such 
data is in the form of a table showing the distribution of population 
by region, province, district, etc., and the ratio of different categories 
of health manpower per 1000 population and of the health expenditure 
per head of population. Alternatively, these data can be superimposed 
on a map which might also include epidemiological data of special 
importance in the particular country. 

In some countries there may be no specific national health plan. 
However, priorities may have been laid down in speeches of the min
ister of health in parliament or elsewhere or in statements of policy 
prepared for prospective donors of foreign aid. Where no written 
policy statements are available, a statement of health priorities should 
be requested. A financing study that identifies expenditures on items 
which are not of any special policy interest is of no value for planning 
purposes. 

Some uses of data 

It is not possible to list all the possible analyses that could be 
undertaken for particular policy purposes, nor is it suggested that any 
one study should attempt all or nearly all of the types of analysis listed 
below. The aim of giving these illustrations is to assist countries in 
choosing which types of analysis would be most useful to them in 
developing their health plans. 

Total health sector expenditure, as a percentage of the gross nation
al product (GNP), gross domestic product (GDP) or net national 
income (NI), is often used to compare relative spending on different 
sectors (e.g., health and education) and to measure the growth or 
decrease in the share of national resources devoted to each sector over 
time; in some industrialized countries the percentage of GNP between 
years or relative changes in the pay of health personnel compared with 
the pay of personnel outside the health sector may considerably change 
the percentage, without there being any real change in the volume of 
the country's health effort. Moreover, international comparisons can 
be misleading because of the difficulties mentioned above of defining 
health expenditure on a comparable basis. The Global Strategy for 
health for all by the year 2000 will be using as an indicator the number 
of countries spending 5% or more of GNP on health. 
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Total public sector expenditure on personal health services as a percen
tage of GNP 

This can be used for rough international comparisons, bearing in 
mind that most data so far published only cover expenditures by the 
ministry of health. 

In a review of health expenditure in November 1981, the Director
General of the World Health Organization 1 quoted the following 
figures: 

"For public spending only, 19 out of the 25 least developed countries spend 
less than 1.5% of GNP on health, while none of them spends more than 
2.8% of their GNP on health; 48 out of the other 85 developing countries 
spend less than 1.5% and 2 out of 85 more than 4% of their GNP on 
health." 

Total public sector expenditure on health (PSEH) as a proportion of total 
public expenditure 

This contains the expenditures of the ministry of health, other 
government agencies and compulsory health insurance (including funds 
from external cooperation channelled through government). One use 
of this indicator is to compare the health sector's share of public 
expenditure with that of other sectors (education, agriculture, defence, 
etc.). The trend (increase, decrease or unchanged) can provide an 
indication of the past policy of government in allocating funds. Unless 
there has been a change in policy, this may indicate the level of funding 
that can be expected from government in the future. 

Total PSEH versus total private sector expenditure on health 

This comparison has a number of possible uses. Firstly, it shows 
what people are prepared to spend privately on health compared with 
what is compulsorily collected and allocated for health. A substantial 
part of this expenditure may go on traditional services. The improve
ment of these services and their coordination with the organized 
services might secure a considerable improvement in health. Substan
tial expenditure may be going on imported drugs. Restricting what is 
available in the private drug market on the basis of cost-effectiveness 
is one way of reducing imports. Some private spending might be 

1 Review of health expenditures. Report by the Director-General to the Executive 
Board, 1981 (unpublished WHO document EB69f7). 
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"captured" by the organized sector by charging for certain services 
(with systems of exemption from the charges, e.g., for "the poor"). A 
further policy option, not acceptable in some countries, is to find ways 
of encouraging more of the better-off to use private services (e.g., by 
the development of private health insurance) so that more of the 
publicly financed services are available to be used by those with modest 
financial resources. The relative trends over time in the two sectors can 
be examined to see whether they correspond to policy objectives. Plans 
can be made for the relative development of the two sectors in the 
future (see Chapter 7). 

Percentage of PSEH devoted to tertiary, secondary and primary health 
care 

This can be used to form the basis of plans for the relative role of 
the three sectors in the future. Past trends can be examined to see 
whether they have been in accordance with policy objectives. 

A further analysis can be made of institutional care, by different 
types of facility, and the relevant costs of similar units compared to 
assess efficiency (e.g., in terms of cost per bed day). 

Percentage of PSEH devoted to particular age and sex groups (to the 
extent that expenditure can be divided in this way) 

The age groups might be 0-1 year, 2-5, 6-10, 11- 15, 16-25,26-45, 
46-65 and over 66 years. This would make it possible to see the extent 
to which a priority (e.g., for young children) is in fact being observed 
and form the basis of plans for greater priority to this particular age 
group. The data can also be used to calculate the changes in expen
diture needed to provide the same level of services to different age and 
sex groups, as the demographic structure of the population changes 
over future years, using projections of the population. 

Percentage of PSEH devoted to particular regions or districts 

This is to assess how equitably resources are distributed in geo
graphical terms and between urban and rural areas. If information is 
available (e.g., on a sample basis), the allocation should be based on 
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the use of services made by the population of different regions or 
districts. It cannot be assumed that a unit sited in a particular region 
or district is exclusively used by the population resident in that region 
or district and not by that of adjoining regions or districts. Corrections 
need to be made for cross-boundary movements of users to obtain 
services. The results can be expressed in terms of expenditure per head 
of population in particular geographical areas and compared with a 
planned distribution based on health needs. 

Percentage of PSEH devoted to particular income groups 

This is to assess equity between various economic groups of the 
population where data are available from sample surveys. The results 
can be expressed in terms of expenditure per head in each income group 
and compared with a planned distribution calculated on the basis of 
health needs. 

Percentage of PSEH devoted to particular selected programmes 

Such programmes might, for example be classified, 
(a) by objective : 

- communicable disease control, identifying particular 
diseases (e.g., malaria) 
- mental health 
- occupational health 
- family planning 
- material and child health 
- disability and rehabilitation; or 

(b) by type of activity : 
- health education 
- immunization 
- nutrition 
- water 
- sanitation 
- research (including health services research) 
- education and training of personnel, broken down by categ-
ory. (This analysis can be taken further to calculate the total 
cost per person of a particular completed training programme, 
e.g., from short courses for village health workers to long 
courses for physicians.) 
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Percentage of PSEH devoted to particular types of resources 

The categories might include: 

(a) Recurrent expenditure on manpower, broken down by category. 
From this can be calculated the annual unit cost per doctor, nurse, 
village health worker, etc. This information is extremely valuable for 
calculating staffing options. For example, depending on the relative 
costs, some options for staffing primary health care out of a given 
budget per 100000 population might be: 

(1) 10 physicians; 
(2) 5 physicians, 25 nurses; 
(3) 2 physicians, 10 nurses, 100 village health workers. 

More elaborate options can be developed using larger numbers of 
grades of staff. 

(b) Equipment, broken down by category of health facility. 

(c) Drugs, broken down by therapeutic class. (The issue of drugs, 
their internal production or importation, logistics of distribution, 
quality control, per caput drug expenditure in different regions of a 
country, and cost of drugs per patient in institutional versus ambula
tory care are extremely important for policy analysis, and information 
available from special studies should be used.) 

(d) Transport, including maintenance costs, petrol, etc. From this 
it may be possible to calculate the cost per vehicle mile of running 
different types of vehicle. 

(e) Food provided in hospital, broken down by types of hospital. 
From this it may be possible to calculate and compare the ingredient 
cost of food per patient per day in different types of hospital. 

Capital expenditure by type of building being constructed and by geo
graphical area 

Capital expenditure is particularly important for health planning as 
any facility (tertiary or district hospital or health centre) will involve 
recurrent costs once it has been completed and is in use. These costs 
need to be calculated before the decision is taken to build. This is not 
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always done at present. It has been found that the annual recurrent 
costs of a hospital amount to a third or more of the capital cost of its 
construction. The recurrent costs of using new buildings should be fed 
into plans for recurrent expenditure in later years (see Chapter 7). 

Conclusion 

Once the sources and levels of finance have been identified and 
classified, it is possible to consider options for redeploying resources to 
improve the health of the nation. For example, where compulsory 
health insurance plays a major role, it may be valuable to undertake 
a separate analysis of this sector on similar lines to that outlined above 
for total public sector expenditure on health. Thus, when parallel sets 
of services are being provided to different sections of the population, 
comparisons can be made between the distribution and costs of com
pulsory insurance financed services with those of government financed 
services. For example, the cost of extending the compulsory health 
insurance pattern of services to the whole population could be cal
culated. In some countries, one of the major causes of lack of equity 
and of maldistribution is the high cost of services provided to those 
covered by compulsory health insurance compared with the low level 
of finance provided by government to take care of those who are not 
covered. This is further discussed in Chapter 7. 

In other countries, the relationship between the private sector and 
the public sector may be a major problem. Key resources of manpower 
cannot be recruited to work in the public sector, particularly in rural 
areas, because of the financial and other advantages of working in the 
private sector. Financing studies can be used to quantify the extent of 
the problem and policies developed to influence the role of the private 
sector (see Chapter 7). 

In some countries, funds from external cooperation can have effects 
that distort national priorities. Again, financing studies can be used to 
identify the extent of the problem. For example, the gift of a hospital 
will involve recurrent costs that may draw away funds which could 
alternatively have been used to develop primary health care in rural 
areas. Projections of cost will show whether it is likely to be possible 
to find the resources to finance both types of development. If not, 
policies can be developed accordingly. 
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In general, financing studies describe how resources are currently 
being used. It is possible to calculate the gap between the cost of 
current services and the cost of services planned for the future at 
different levels of technology. Thus the collection of this information 
is a first step in planning a projected future distribution of resources and 
in examining how additional resources might be generated or trans
ferred to pay for this desired pattern of services or how cuts might be 
made in other sectors to release resources. 
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CHAPTER 4 

Planning a study 

Initial preparations 

/ 

The main steps for making a survey of health expenditure and 
financing are shown in Fig. 1. The cost of the survey, mainly in staff 
time, will depend on the amount of detailed information it is decided 

Fig. 1. The main steps in making a survey of health expenditure 
and financing 
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should be collected. In preparing for a survey, a number of administra
tive arrangements need to be made. 

Personnel 

The first decision is which organization and, within that organiza
tion, which unit or individuals will be responsible for the survey. The 
choice will normally depend on the availability of manpower with the 
requisite skills and experience. Often the ministry of health will be the 
responsible and coordinating agency. Someone with experience in 
health economics or health planning may be assigned to take overall 
responsibility for the study, though the skills of public health adminis
trators, statisticians and accountants may be needed at particular 
stages. In some countries, it may be advantageous for a national 
research institute to undertake the survey, with the support of a group 
of persons who can provide link with other ministries, statistical and 
planning bureaux, health organizations and other research institutions. 
Knowledge is required of national development plans and health 
development plans, of the organization of health services at every level, 
and of specific accounting and financial procedures. Where necessary, 
the team may bring in an external expert to give advice on particular 
aspects of the survey. Moreover, a small number of senior health staff 
may be needed to act as advisers to the survey team. In some countries, 
it may be advisable to create two separate teams: one to assemble the 
data and undertake a preliminary analysis (junior team), and one for 
final analysis and recommendations (senior team). This arrangement 
may help to ensure that recommendations are closely related to policy 
and politically realistic. 

As financing studies are of special value when they are periodically 
repeated, it is highly desirable for there to be a nucleus of staff who will 
work on later studies. 

Logistic support 

While the study team is being selected, the coordinating agency 
should ensure that the necessary support services, secretarial accom
modation and supplies, and, where necessary, facilities for travel and 
subsistence are available to the team. Those from whom information 
will be sought will need to be informed of the survey so that access is 
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provided to relevant information, and all past and ongoing research 
that might assist in the study is identified. 

Timetable and schedule of work 

The team leader should prepare a timetable for the team's activities, 
indicating the main tasks to be performed, when and by whom. A 
decision will be required on whether the survey team should make a 
short-term intensive research effort to the exclusion of their regular 
duties, or whether the study should be undertaken in conjunction with 
regular duties over a longer period of time. The team will need to be 
constituted a number of months before the study report is required. 
The time period will, however, vary according to the national situation, 
i.e., a study in a large country with multiple sources of finance and 
multiple objectives will obviously take longer than one in a small 
country, or in only a part of a country, or a study with limited research 
objectives. Once the study has been selected and the precise objectives 
specified, particular tasks should be assigned to individual team 
members according to their skills and experience and familiarity with 
the research topic or area. Regular meetings of team members and/or 
with supporting groups should be called to review progress and resolve 
problems. Towards the end of the research period, the team leader, and 
possibly one or two members ofthe team, should concentrate exclusive
lyon the organization and analysis of the material, the writing of the 
report and the drafting of recommendations. This should not take 
more than one month. 

Record keeping 

Comprehensive records of the work of the study team should be 
kept so that later studies can build upon this earlier work. This can 
be done by: 

(a) requiring researchers to submit regular and detailed reports to 
the supporting group; 

(b) keeping master copies of all the raw data and correspondence 
on a special file, with duplicates used for daily work; 

(c) retaining all working papers and drafts for future reference; it 
is of particular importance for the working papers to indicate what 
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assumptions have been made in subdividing particular items of expen
diture. 

Specification of terms of reference 

As mentioned in Chapter 3, in countries where a detailed health 
plan exists, objectives that can be evaluated in financial terms can be 
extracted. In the absence of such a plan, the survey team, before they 
begin their research, should ask for specific terms of reference which 
will depend on the size of the survey and may cover: 

(1) national health objectives (including policy declarations relat
ing to principles of international health policy such as primary health 
care); 

(2) any further research objectives, developing the above in greater 
detail; 

(3) the subdivisions of health care regarded as particulary policy
relevant; 

(4) sources of finance that should be given special attention for 
policy formation (e.g., compulsory health insurance, foreign aid, the 
private sector); 

(5) assumptions to be made about the future availability of funds 
in the public sector; 

(6) any relevant policy developments (e.g., decisions to build 
further hospitals, however financed, or to extend the coverage of com
pulsory health insurance); 

(7) any questions of major concern, for example, equity in the 
distribution of particular health resources (such as manpower for hos
pital facilities) between geographical areas or groups of the population 
(such as children, the aged, shanty town dwellers). 

Specification of research objectives and data organization 

Chapter 3 listed the types of information needed to meet particular 
objectives. Before the collection of data is begun, some of the summary 
tables should be designed to show, in visual form, the intended output 
from the data collection process. As an illustration, three models are 
presented. Tables 1 and 2 show models for analysing major expendi
ture ~ategories and sources of finance over a four-year period. Table 3 
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gives a model for expenditure, by sources of finance, over a one-year 
period. These models show recurrent expenditure; similar tables will 
be needed for capital expenditure. In addition, two model summary 
tables of recurrent expenditure, by major sources of finance, used at a 
workshop on health sector financing surveys, are shown later, in 
Tables 11 and 12. 

Once the specific research objectives are clarified, the data collection 
phase of the survey can begin. 

Table 1. Recurrent expenditure for health over 
a 4-year period, e.g., 1979-1982 (model) 

Area of expenditure 
Current prices 
(million NCUa) 

% change 
(1979 = 100%) 

1979 1980 1981 1982 1980 1981 1982 

Personal health care 
Institutional health care 
Ambulatory health 

services 
Special health programmes 

Health-related activities 
Support services (training, 

management, research 
and others) 

Total 

Primary health care (as part 
of total health expenditure) 

Total 
a NCU = national currency unit. 
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Table 2. Sources of finance for recurrent 
expenditure on health over a 4-year period, e.g., 1979-1982 (model) 

Source of finance 

Total health sector 
Government 
Compulsory health 

insurance 
Voluntary health 

insurance 
Private employers 
Local donations 
Private households 
External cooperation 

( official) 
External cooperation 

(non-official) 

Total 

Primary health care 
(as part of total health 
sector) 
Government 
Compulsory health 

insurance 
Voluntary health 

insurance 
Private employers 
Local donations 
Private households 
External cooperation 

(official) 
External cooperation 

(non-official) 

Total 

Current prices 
(million NCUa) 

1979 1980 1981 1982 

a NCU = national currency unit. 
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% share 

1979 1980 1981 1982 

1 00 1 00 1 00 1 00 

1 00 1 00 1 00 1 00 



Table 3. Recurrent expenditure for health (million NCUa ) by sources of finance for anyone year (model) 

Area of expenditure 

Personal health services 
Institutional health 

care 
Ambulatory health 

services 
Special health 

programmes 
Health-related 

activities 
Training, management, 

research and other 
health care services 

Total 

Primary health care 
(as part of total 
health expenditure) 

Total 

Ministry 
of 
health 

~ a NCU = national currency unit. 

Public 

Com-
pulsory Other Local govt. govt. health 

dept. insur-
ance 

Private External 
cooperation 

Private Local Private Non-health Indus- dona- house- Donated Official insur- try tions holds labour official 
ance (cash) 





CHAPTER 5 

Data collection 

Researchers should try to work from existing information and 
accounting systems, even if these were not designed for the current 
purpose and would need considerable adjustment. Rough estimates of 
data are often satisfactory for most purposes, providing they are made 
on some rational basis. An informed "guesstimate" is better than a 
large hole in a table of figures. The basis for "guesstimates" should be 
carefully recorded in working papers. 

In collecting and processing data there are three critical principles : 
(l) to ensure that all major items of finance and expenditure are 

included; 
(2) to use figures for expenditure actually incurred rather than 

finance budgeted (which may not have been allocated or, if allocated, 
not spent); 

(3) to avoid any double counting of money transferred from one 
source of finance to another before it is spent, which thus appears in 
more than one account. 

In the sections that follow, the problems of obtaining and handling 
data for each source of finance are examined in turn. 1 

Ministry of health 

While ministries normally receive the bulk of their funds from the 
ministry of finance, funds may also be received from external coopera
tion, special funds and charitable donations. 

I Checklists of potential sources of information are given at the end of this chapter 
(pages 65- 67) and further examples of related information are included in Annex 1. 
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The layout of the budget may consist only of a breakdown into such 
items as personnel, supplies and equipment, transport, and training. 
Two model tables are included, one for recurrent and one for capital 
expenditure, to show one of the ways in which data suitable for policy 
analysis can be organized (Tables 4 and 5). 

The main sources of data are likely to be the recurrent and capital 
accounts of the ministry, government annual statements of accounts, 
reports of the ministry and similar documents. The aggregated data 
will normally have to be disaggregated with the help of raw data 
obtained from other sources (for example, information on the number, 
type and size of facilities run by the ministry; the number and category 
of personnel working in particular units; estimates from officials res
ponsible for allocating supplies, e.g., drugs, between units at regional 
and/or central level). 

The danger of double counting has already been mentioned. The 
suggested procedure is for the expenditure to be shown under the initial 
source of finance but also on the transfer line if it is a grant to another 
listed source of finance used in the study-e.g., a grant or subsidy to 
local government or missions that will spend it on their health activities. 
At the same time an entry should be made on a working sheet entitled 
"Notes about transfers" (Table 6). This will ensure that such expen
ditures will appear in the ministry of health column in the summary 
tables for the whole health sector, with an indication of their use. 

The same principle applies to fees charged to patients by health 
services (hospitals, health centres or posts) run by the ministry, which 
will appear as revenue of the ministry. These amounts should also be 
recorded in the "Notes about transfers". The initial source of finance 
will be "Direct private payments for health services"; the type of 
expenditure will be "District hospitals", and it will appear as such in 
the final summary tables (see Table 11). Similarly some recurrent 
expenditure of the ministry of health may be financed by external 
cooperation. A careful check on the true original source of finance will 
identify services or activities financed from other than ministry sources. 
Once the table has been completed, the total should be transferred to 
the health sector summary table. 

The table recording ministry of health capital expenditure should 
include only the investments (mainly buildings and equipment) that are 
financed by the ministry itself. The sources of finance should be 
checked and all expenditure not financed from domestic funds should 
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Table 4. Recurrent expenditure of ministry of health (current prices, million NCUa ) for anyone year (model)b 

Area of expenditure 

National referral hosp. 
General hospital 1 
General hospital 2 
General hospital 3 
General hospital 4 
Long-stay hospital 
Mental hospital 
Communicable 

disease unit 
Sanitation unit 
Nutrition unit 
Health education 
Occupational health unit 
MCH-FP unite 
Central lab. service 
Transport 
HQ administration 
Training-doctors, 

dentists 
Training---other 

health staff 
Medical research 

Transfers 

Total 

Total 

Staff 
costs 

~ NCU = national currency unit. 
See reference 8. 

Council Water Postal 
Travel- and & elec- & tele-
ling tricily phone conf. charges charges 

cMCH-FP unit = maternal and ch ild health-family planning unit. 

Train- Subven- Medical 
ing of tion to & sur- Drugs & Food Training 

village mission gical dress- for courses Other 

health hospi- equip- ings pa- for (specify) Total 

workers tals ment tients nurses 



~ Table 5. Capital expenditure of ministry of health (current prices, million NCUa) for anyone year (model)b 

Area of expenditure 

National referral hospital 
General hospital 1 
General hospital 2 
General hospital 3 
General hospital 4 
Long-stay hospital 
Mental hospital 
Communicable disease programme 
Sanitation programme 
Nutrition programme 
Health education programme 
Occupational health programme 
MCH-FP programmeC 

Central lab. service 
Transport 
HQ administration 
Trainin~octors. dentists 
Training-other health staff 
Medical research 

Total 

Transfers 

Total 

a NCU = national currency unit. 

Proiect , Proiect 
2 

b See reference 8. The number of project columns can be expanded as required. 
C MCH-FP programme = maternal and child health-family planning programme. 

Proiect 
3 

Project 
4 

Project 
5 

Project 
6 Total 



Table 6. Notes about transfers (model)a 

Initial 
source of 
finance 

a See reference 8. 

Amount Spending agency Item of 
expenditure 

be recorded in the "Notes about transfers" (a separate note is needed 
for "capital"). These will be inserted later under the respective sources 
of finance. The reason for this procedure is to show external coopera
tion (or foreign aid) as a separate source of finance; national case 
studies in a number of countries have found a high proportion of health 
investments funded from external sources. The capital expenditure 
table should be completed on a similar basis to that for recurrent 
expenditure. The importance of obtaining information on the future 
recurrent costs caused by investments has already been mentioned. 

Other ministries and local government 

Other ministries 
In most countries there are health expenditures incurred by depart

ments other than the ministry of health. For example, buildings for 
health purposes may be provided by the ministry of public works. The 
ministry of defence may provide health services for members of the 
anned forces, and the department responsible for prisons for prisoners. 
The ministry of agriculture may provide veterinary services for the 
protection of human health and subsidies to basic foods. The ministry 
of education may provide health services for schoolchildren and pay for 
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the specialized education and training of health personnel. The minis
try responsible for social welfare may provide medical care for residents 
of social welfare institutions. The ministry responsible for community 
development may pay for certain types of health education and other 
health promotional activities, in some cases for food relief programmes 
for destitutes. Nationalized transport undertakings, such as railways 
or airlines, may provide health services for their employees. What is 
important is to undertake a really thorough examination of the capital 
and recurrent accounts for all ministries, as health-related expenditure 
may be found in totally unexpected places. The key figures are not the 
money budgeted or voted but the money actually spent and it is these 
figures that should be entered in the relevant worksheets (see Tables 7 
and 8). 

While the lines and the headings of columns in Tables 7 and 8 are 
self-explanatory, and the identification of health-related expenditures 
should not be difficult, some special problems need discussion. 

Ministry of public works 
If this ministry is responsible not only for the construction of 

buildings for health but also for their maintenance, it may be found that 
detailed records are not kept of the actual expenses incurred on the 
upkeep of particular buildings. One way of making estimates is by 
assuming that costs are proportional to the floor areas of facilities. 

The cost of water supplies used for commercial and industrial 
purposes should not be included. The cost of all water used for 
domestic consumption might be regarded as spent for "health" reasons 
ifit would take too much effort to estimate that part of the cost of water 
supply projects which is undertaken specifically for the provision of safe 
drinking-water (18). 

Ministry of agriculture 
It is suggested that meat inspection should be classified under 

"Sanitation" costs, while expenditures on the control of rabies, 
brucellosis, tsetse fly, etc., should be classified under "Communicable 
disease control". The costs of special nutritional programmes may 
appear among the expenditures of this ministry. 

Ministry of education 
Health services for schoolchildren usually include immunizations, 

health screening programmes, eye or dental examinations and treat-
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Table 7. Current expenditure (current prices, million NCUa ) of other ministries (model)b 

Area of expenditure 

Teaching/national referral hospitals 
General hospitals 
Long-stay hospitals 
Mental hospitals 
Other institutions (specify) 
Services abroad 
Health centre/clinic with medical staff 
Health centre/clinic with paramed. nursing staff 
Health posts w ith community health workers only 
Private practitioners 
Indigenous health practitioners 
Private dental services 
Retail outlets (drugs and dressings) 
Other private sources (specify) 
Communicable disease control 
Domestic water supply 
Sanitation 
Nutrition programmes 
Health education programmes 
Occupational health services 
Other programmes (specify) 
Central laboratory service 
Transport 
Headquarters administration 
Training--doctors, dentists 
Training----other health staff 
Medical research 
Other services (specify) 

Transfers 
Total 

Total 

Public 
works Defence 

a NCU = national currency unit. b See reference 8. 

Mineral 
resources 

M inistry 

Agriculture Education Transport Local gOY. Total 



"'" 0'\ Table 8. Capital expenditure (mil lion NCUa ) of other ministries (model)b 

Area of expenditure 

Teaching/national referral hospitals 
General hospitals 
Long-stay hospitals 
Mental hospitals 
Other institutions (specify) 
Health centre/clinic with medical staff 
Health centre/clinic with 

paramed./nursing staff 
Health posts w ith community 

health workers only 
Private practitioners 
Private dental services 
Other private sources (specify) 
Communicable disease control 
Domestic water supply 
Sanitation 
Nutrition programmes 
Health education programmes 
Occupational health services 
Other programmes (specify) 
Central laboratory service 
Transport 
Headquarters administration 
Training-doctors. dentists 
Training--other health staff 
Medical research 
Other services (specify) 

Transfers 

• NCU = national currency unit. 

Total 

Total 

Public 
works Defence M ineral 

resources 

b See reference 8. 

Ministry 

Agricu lture Education Transport Local gov. ?s~:~lfY) Total 



ment, and the dispensing of certain drugs. If data are not available to 
permit a breakdown, it may be helpful to sample several villages and 
school districts to ascertain the proportion of education expenditure 
devoted to particular health services. This proportion could then be 
applied to the total amount spent by the ministry of education. 

In many countries, the cost of training physicians appears in the 
accounts of this ministry, while the training of other health personnel 
is the responsibility of the ministry of health. The cost of general 
education of health personnel, prior to specialized training for health, 
should not be included. An important expenditure category is 
fellowships for studies abroad, often financed by foreign donors. Unit 
costs by type and location of training, compared with the cost of 
training in the home country, may provide important information for 
evaluation. 

Ministry oj transport 

In some countries, the running costs of the vehicles of the ministry 
of health are borne by this ministry or a similar agency. If separate 
accounts are not kept of the expenditure on these vehicles, the per
centage of the ministry of health's share of the total number of vehicles 
can be used for calculation of the health-related expenditure of this 
ministry. 

Following the review of health-related expenditure of all ministries, 
it is again necessary to check the sources of finance. Only expenditure 
from domestic funds should be included; expenditure financed from 
other sources (e.g., external cooperation) should be recorded in the 
"Notes about transfers" and shown in the appropriate column of the 
sector summary tables. 

Local government 

The management of public health services has been decentralized 
in many countries and the responsibility given, for example, to town 
and district councils. The responsibility may vary from running health 
centres and health posts to carrying out and supervising refuse coUec
tion sanitary inspection etc. Sometimes, information on these expen
ditures can be collected at the central level of government, from the 
ministry of health or a separate ministry such as a ministry of local 
government. When figures on local expenditures cannot be obtained 
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from one central point, they will have to be collected from the local 
authorities themselves. If there are no separate health departments 
within the local authorities, it may be necessary to allocate some 
overhead costs, particularly for administration. If the number oflocal 
units is large, sampling can be used to reduce the time and resources 
needed to collect the information. Table 9 shows one possible way of 
organizing the data for each local authority. 

The task is to complete the tables with data found in the expenditure 
accounts of each district and town council and, with the help of in
formation from other sources (e.g., a list showing the number and type 
of facilities run by the council; salary scales; expenditure on drugs by 
type of facility), to work out the details by health centre, health post, 
expenditure on sanitation, etc. 

As in the case of the central ministries, it is necessary to check upon 
the initial sources of finance. If part of the current revenue of councils 
is received from the ministry of finance, this should be considered as 
the local government's own source of finance; on the other hand, a 
grant from the ministry of health budget should be shown by transfer 
as ministry of health expenditure in the summary tables. 

Local authorities may also charge patients for health services; such 
revenue should be transferred and shown as "Direct private payment 
for health services". 

The procedure for capital expenditure of local authorities is similar 
to that described for recurrent expenditure. The totals, for both expen
ditures, will be entered in the appropriate column of the sector 
summary tables. 

Compulsory health insurance (social security) 

An increasing number of countries throughout the world (about 70 
in 1975) have established compulsory insurance programmes which 
may finance health care for a section of the popUlation. In poorer 
developing countries, the proportion of the population covered tends 
to be relatively small, as such schemes are normally confined to persons 
with a regular cash income. The expenditures of social security pro
grammes can, however, be substantial (particularly in Latin America), 
and such programmes are often quite separate from those run by the 
ministry of health. In identifying these expenditures it is important to 
take care to exclude from the amounts recorded as paid to providers 
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Table 9. Current expenditure of local go~rnment (model)a 

Area of expenditure 

Teaching/national referral hospitals 
General hospitals 
Long-stay hospitals 
Mental hospitals 
Other institutions (specify) 
Services abroad 
Health centre/clinic with medical staff 
Health centre/clinic with paramed'/nursing staff 
Health posts with community health workers only 
Private practitioners 
Indigenous health practitioners 
Private dental services 
Retail outlets (drugs and dressings) 
Other private sources (specify) 
Communicable disease control 
Domestic water supply 
Sanitation 
Nutrition programmes 
Health education programmes 
Occupational health services 
Other programmes (specify) 
Central laboratory service 
Transport 
Headquarters administration 
Training--doctors. dentists 
Training-other health staff 
Medical research 
Other services (specify) 

Transfers 

~ a See reference 8. 

Total 

Total 

Staff 
costs 

Drugs 
& dressings 

T rt Adminls· Health inspection Other Total 
ranspo tration & sanitation (specify) 



of health services cash benefits paid to sick persons as well as partial 
or total reimbursements of their medical expenses. 

Social security systems often receive contributions from the govern
ment. In the summary tables, such contributions should be counted as 
the expenditure of central government and not of compulsory health 
msurance. 

Compulsory health insurance schemes generally have well de
veloped records from which tables can be prepared similar to those used 
for ministries. In some cases capital expenditure as well as recurrent 
expenditure may be found, and where this occurs it should be separately 
recorded. The appropriate administrative costs should also be 
included. The disaggregation of expenditures (for example the 
amounts paid for particular curative services), classified by the 
providers of these services, may require a special procedure for esti
mation. 

If the role of social security is very small in the expenditures of a 
country, it may not be worth treating it as an independent source of 
financing, and the funds could be regarded as those of employers, 
employees and government. 

Voluntary health insurance 

Schemes may be operated by friendly or mutual benefit societies, 
trade unions and other non-profit-making groups or by private profit
making insurance corporations. Private insurance can be bought by 
employers, individuals or groups. Total contributions from all sources 
should be included in this category, even though part of the contribu
tions may be used to pay for administration, sales promotion, profit or 
surplus as well as to pay for or reimburse health care costs. Any cash 
benefits to the sick should be excluded. 

Schemes of this kind are not extensive in most developing countries. 
They normally cover only the higher income groups. But wider pro
grammes of different kinds may be found, possibly associated with 
agricultural cooperatives, particularly in South-East Asia. Some of the 
"grass roots" insurance arrangements of rural communities which pay 
for primary health care are mentioned in Chapter 7. 

Data obtained from insurance agencies, relating both to recurrent 
and capital expenditure, should be entered in the appropriate columns 
of the summary tables. 
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Missions 

This is a category of health service provider which may be unknown 
in some countries and very important in others. Originally emissaries 
of various European and North American religious bodies, combining 
evangelical and medical work in Africa, Asia and Latin America, their 
activities were funded from what would now be classified as "foreign 
aid". However, this pattern has changed in the last two or three 
decades; the flow of external funds has decreased and many govern
ments of newly independent countries give subsidies to mission hos
pitals and clinics. 

Missions generally keep formal accounts. Data collection may be 
facilitated if there is an umbrella organization, for example, an "asso
ciation of missions" with centralized information. The records will 
normally provide such data as the cost of staff, drugs, transport and 
administration by particular units; the total should be shown in the 
appropriate column of the summary tables. Capital expenditure may 
also be incurred. 

Checking the sources of income is again important. Besides funds 
from the religious bodies abroad and government subsidies, the 
missions may receive local donations and collect fees for health services 
from patients. Usually none of the revenues is earmarked for any spe
cial purpose, and the proportion of the total income used in each area 
can be regarded as the proportion of expenditure in each area. The 
amount of government subsidy should be recorded in the "Notes about 
transfers" and shown as government expenditure. In turn, the amount 
received from other private sources should be noted as a "Transfer" 
payment; similarly, fees paid for services in mission hospitals should 
be noted as "Transfers" and entered in the "Direct private payments 
for health services" column for "District hospitals" in the summary 
tables. Similarly, a mission hospital may receive funds from private 
foreign aid; such an item should be entered in the "Notes about 
transfers" and shown in the "External cooperation, non-official" 
column of the summary tables. 

Employers 

Factories, mines and agricultural estates may provide health care 
for their employees, either directly or through a welfare fund. Certain 
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categories of employers-for example, those employing more than 
500 workers-may be legally required to provide first-aid, hospital 
services and occupational health services. Sometimes groups of small 
firms in an area jointly finance such services. Some central authority 
or umbrella organization, e.g., ministry of labour or industry, ministry 
of health, or an association of plantations, may have records of this 
expenditure. The services provided may range from health services 
proper to health services and some indirect or non-personal health 
services-for example, mine safety (or accident prevention). In such 
cases, a table may contain the following areas of expenditure: general 
hospitals, sanitation, occupational health, transport and other (admi
nistration). 

When checking the sources of finance under the heading "Indus
try", account should be taken of the payments made by individuals in 
the form of fees. These amounts should be noted and transferred to 
the column "Direct private payments" in the summary tables. Similar
ly grants may be received from central or local government. 

The capital expenditures of health services run by industry may be 
funded from other than industrial sources, for example, from "External 
cooperation, official" or a grant from the ministry of health. These 
items should be noted as transfers and included under "Foreign aid, 
official" or "Ministry of health" in the summary tables. 

Local voluntary bodies 

Voluntary bodies, such as the Red Cross, Rotary Club, women's 
groups, etc., may contribute money, services or donations in kind to 
the health service. The nature of these contributions is relatively easy 
to identify, but collecting information about them can present 
problems. In larger developing countries, there may be hundreds of 
such bodies or organizations, and not all keep formal accounts: the 
secretaries of the major ones may need to be interviewed or contacted 
by correspondence. 

The sources of finance of voluntary bodies must be identified with 
care. Only a small percentage of their budget may come from philan
thropic donations. Some donations, as mentioned, may be in the form 
of voluntary work, the value of which should be roughly estimated at 
market wage rates. A part of the budget may come from government 
subsidies (usually from the ministry of health) or from foreign aid and 

52 



should be shown as a transfer. Private payments made for the use of 
ambulances to transport patients to or from hospitals are also often a 
source of revenue for the Red Cross. 

Direct private payments 

Direct payments from individuals or households for health services 
generally represent a large proportion of the total expenditure of the 
health sector, although this fact is not always recognized. It is sugges
ted that the definition of health expenditure should not include: 

(a) personal expenditure on food, housing or clothing; 
(b) the value of working time lost by seeking health care; 
(c) the private cost of transport and accommodation when seeking 

health care. 1 

The last two items are clearly relevant to a full economic appraisal 
which includes social costs. Moreover, travel cost, travel time and 
waiting time are important in considering the question of equity. Their 
exclusion is suggested simply because of the practical problems of 
obtaining data. 

Information on individual payment for health services can be 
obtained either from households or from providers of services. Data 
on consumer expenditures are often collected in periodic general or 
specific household surveys. Such surveys may only cover urban areas 
and not all expenditures on health may be included. As surveys of this 
kind are costly, they tend to be infrequent. 

Perhaps the most practical way of collecting these data is from small 
surveys of the money received over the year by the main providers of 
health care-private physicians, dentists, nurses and traditional prac
titioners of different kinds, as well as hospitals and pharmacies. 
Experience has shown that most providers are willing to cooperate, 
providing they are assured that their individual returns will be kept 
confidential and only used for producing an aggregate estimate. Care 
needs to be taken to avoid double counting (e.g., with compulsory or 
private health insurance) and to add in any items already recorded in 
the "Notes on transfers". 

1 The payments made for transport by providers of care, e.g., the fees paid for use 
of Red Cross ambulances should be counted. 
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Expenditure on hospitals, clinics and health posts 

Payments to private hospitals and other facilities (if any) can be 
ascertained from their accounts. In some countries, the turnover from 
nursing homes can be obtained from returns made for business 
turnover tax purposes. Where accounts are not centrally available a 
questionnaire may need to be circulated, possibly stratified by size of 
insitution. The questionnaire shown on page 55 is based on one used 
in one study. 

Expenditure on private practitioners 

Average gross receipts per practitioner can be estimated with the 
help of professional associations and doctors working for the govern
ment; information might also be obtained from government tax collec
tion departments, though in this case earnings may be understated. 
The average per practitioner can then be multiplied by the number of 
personnel in private clinical practice, adjusting for those in semi
retirement and allowing for those partly in public and partly in private 
practice. For smaller groups of professionals well-informed guesses 
may have to be made. 

In some cases, the consistency of different estimates can be checked 
by comparing different sources of information. For example, the 
amounts paid from public funds to private practitioners may be known 
and those made by private insurance, industry, foreign aid, etc. The 
total of these payments can be deducted from the total estimated gross 
earnings of private practitioners (estimated on the basis of data from 
professional associations) to give an estimate of private direct 
payments. These data can be compared with estimates derived from 
consumer expenditure surveys. 

Expenditure on traditional practitioners 

It is difficult to estimate the earnings of traditional practitioners; 
many of them practice part-time, particularly traditional birth atten
dants, and they may receive substantial payments in kind (e.g., sheep, 
goats or chickens). They are also geographically widely dispersed and 
thus difficult to survey. Estimates have, however, been made for some 
countries, showing that the expenditure is considerable. For example, 
in Botswana, expenditures on the services of about 8000 traditional 
practitioners and 1000 traditional birth attendants were estimated from 
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SURVEY ON HEALTH EXPENDITURE-PRIVATE SECTOR 
HOSPITALS 

1. Name and address: ____________________ _ 

2. Facilities available (delete whichever is not applicable): 
(a) Outpatient treatments Yes/No 

Yes/No (b) In-patient treatments 
(c) If answer to (b) above is "Yes" give the bed strength 

under each category: 

(1) medical 
(2) surgical 
(3) paediatric 
(4) maternity 

(d) Operating theatre 
(e) X-ray 
if) Laboratory 
(g) Dental surgery 
(h) Channel consultation 
(I) Approximate floor space (in m2) 

(1) indoors 
(2) out-of-doors 

1979 1980 1981 

Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 

1979 1980 

3. Employees and their remuneration (annual salaries, wages and other per
sonal allowances, except travelling expenses, for the year 1979): 

(a) Medical consultants 
(b) Physicians/house officers 
(c) Radiologists 
(d) Assistant/registered 

medical practitioners 
(e) Matrons, sisters, nurses 
if) Technicians 
(g) Unskilled and semi-skilled 

labour (including 
attendants, drivers, cooks 
and labourers) 

4. Performance: 

(a) Number of outpatients 
(1) through own clinics 
(2) through channel 

consultations 
(b) Number of in-patients 
(c) Number of surgical patients 
(d) Number of maternity cases 
(e) Number of in-patient nights 

Total number Total remuneration 
Permanent Part-time Permanent Part-time 

Annual total Daily average 
1979 1980 1981 1979 1980 1981 

NA NA NA 
5. Finance: please submit copies of annual balance sheets and income/ 

expenditure statements for 1979 and 1980. 
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a rural income distribution survey, a report on primary health care in 
one district, and the national accounts of the country. In many cases, 
ministries of health have considerable knowledge of the number and 
earnings of different categories of traditional healers. Studies by 
medical anthropologists and others may also have yielded estimates of 
the average or aggregate earnings of traditional healers in other coun
tries. In India, where Ayurvedic medicine is well organized, informa
tion may be available from societies of practitioners; in China, most 
traditional doctors have been incorporated into the official health care 
system and simply receive a salary; patients' payments contribute to the 
cost of operating the total health care programme. In some countries, 
consumer expenditure surveys specifically ask about expenditure on 
traditional services as a separate identifiable item. This can form the 
basis of an estimate of an acceptable accuracy. 

Expenditure on drugs and other health-related supplies 

Purchases of drugs, herbs and first-aid supplies by private 
individuals at retail outlets are generally substantial even when free or 
very low-priced drugs are made available by the official health services. 
Pharmaceutical companies or special market survey organizations have 
often collected sales information from pharmacies, drug stores or food 
stores where medicines are sold. 

For estimating this category of expenditure, interviews with selected 
pharmacies, discussions with the chief pharmacist of the ministry of 
health, and information from industry-sponsored or government
sponsored household surveys should be used when available. An 
alternative method is to work from trade statistics on the importation 
of medicines plus any local production. If this latter method is used, 
the value of drugs paid for from public funds, industry, etc., will need 
to be subtracted from the totals. 

Expenditure on water fees 

Water supply agencies or para statal bodies, particularly in towns 
and cities, are financed by private payments from households or 
individuals. Information can normally be obtained from the accounts 
of water supply organizations. 
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Self-help and other private sources 

This column of the summary tables can be used for data on the 
health-related self-help activities of particular villages or local com
munities. For example, a group of villages may construct and run a 
maternity centre or operate a village health post. Data collection will 
require contact with a large number of groups, unless some central 
source of information is available. 

Private donations and charity, whether for missions or other 
purposes, should appear in this column as "Transfers". 

External cooperation 

Funds may be multilateral from UNICEF, UNDP, WHO or 
another international agency, or bilateral from individual countries. 
Financial cooperation may be channelled to a central authority such 
as the ministry of finance or bureau of planning, which coordinates 
foreign aid, or to a particular ministry such as the ministry of health 
or education, or directly to other institutions or agencies such as 
mission health services. Sometimes cooperation takes the form of 
donated equipment, supplies, manpower or fellowships. 

The World Bank and other, similar development banks are the 
source of many loans for health-related projects, such as the construc
tion of water supply systems or health centres. 

In some countries, a yearly report describes all development 
projects assisted from external sources. Further documents may need 
to be consulted to clarify whether a particular item should be classified 
as part of the health sector and precisely what it was for. For some 
purposes it may be useful to show expenditure categories by major 
donors. In the summary tables, external cooperation is divided only 
into "official" and "non-official". "Official" means funding from 
national governments, irrespective of whether it is channelled through 
bilateral or multilateral organizations. "Non-official" external 
cooperation means the rest of external cooperation-mainly funds 
from private foundations and the value of the work of foreign volun
teers. 

It is important to establish whether the data assembled in a report 
are in the form of commitments (funds budgeted) or disbursements 
(money handed over by the donor but not necessarily spent) or cover 
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amounts actually spent. It is the latter information that is required. 
It may well be necessary to go back to each donor and ask for a special 
return. This procedure, though laborious, has the advantage of identi
fying grants outside the public sector-for example, to voluntary 
bodies. The information requested should cover whether the grant or 
loan was for capital or recurrent expenditure, to whom the grant was 
made, and on what the money was spent. Care should be taken to 
include all potential donors in the enquiry-not only international 
organizations and banks (e.g., World Bank, Asian Development Bank, 
European Economic Community) but each national aid agency which 
may have given aid to the health sector. 

One way in which data may be organized is shown in Table 10. In 
the first column, transfers recorded earlier in a table of notes on 
transfers are brought together. Separate tables may be needed for aid 
to government and for aid to other agencies listed (voluntary associa
tions, employers, etc.). In each case, capital and recurrent items should 
be handled separately. 

Additional possible sources of information technical cooperation 
are the personnel records of the ministry of health and other ministries 
and major institutions. These records may show the number and 
category of health workers, the working place (for example, a general 
hospital), source offunding (foreign aid, official), type of funding (fully, 
partly, etc.) and their salary. Average salaries can be worked out for 
each category and multiplied by the number of personnel. Expatriates 
may receive additional payments from the host government; such 
emoluments should be counted under the ministry of health (or other 
ministry) and not under external cooperation. 

Conventions differ among countries on the extent to which external 
cooperation received for government services is shown in government 
accounts. Some gifts in kind, including large ones like the construction 
of a whole hospital, may not be included. Thus it is important to clarify 
which expenditures financed by external cooperation have been incor
porated in government accounts, and are thus shown as government 
expenditure, and which have not. External cooperation included as 
government expenditure should be deducted from the expenditure of 
the particular government department, recorded on a transfer sheet and 
ultimately shown as external cooperation. 

Expenditure on training programmes not accounted for through 
government accounts, should be included where financed by external 
cooperation (e.g., cost of courses and workshops on nutrition, sanita-
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Table 10. Contribution of official external cooperation to health sector current expenditure (model)a 

Area of expenditure 

Teach ing/national referral hospitals 
General hospitals 
Long-stay hospitals 
Mental hospitals 
Other institutions (specify) 
Services abroad 
Health centre/clinic with medical staff 
Health centre/clinic with paramed./nursing staff 
Health posts with community health workers only 
Private practitioners 
Indigenous health practitioners 
Private dental services 
Retail outlets (drugs and dressings) 
Other private sources (specify) 
Communicable disease control 
Domestic water supply 
Sanitation 
Nutrition programmes 
Health education programmes 
Occupational health services 
Other programmes (specify) 
Central laboratory service 
Transport 
Headquarters administration 
Training--doctors. dentists 
Training-other health staff 
Medical research 
Other services (specify) 

Transfers 

Total 

Total 

Expend. identi- Technical Training 
'fied previouslyb cooperation activities 

a See reference 8. b Recorded in notes on transfers. 

Supplies 
in kind 

Direct provisi<:>n Total 
of helath services 



tion, equipment maintenance, etc.). The column of the table should be 
correctly chosen, e.g., if the training is clearly in nutrition or sanitation, 
such entries should be on those lines, rather than on "Training-other 
health workers". 

A separate table may be required for fellowships abroad, showing 
the type and site of training, the number of students, the unit cost of 
a fellowship, a total column and the source of funding (e.g., official or 
non-official external cooperation). In Table 10, expenditure on 
fellowships is included with the cost of other training programmes. 

Supplies in kind may be valued according to the prevailing local 
practice, e.g., national retail value, or the original price paid by the 
donor or world market prices. This category will include any dona
tions of the World Food Programme for certain categories of the 
population (children, the very poor, the aged, or people living in 
catastrophy areas) and contraceptives distributed by the International 
Planned Parenthood Federation. 

Direct provision of health services. Here any other health services 
financed by foreign aid other than those of missions should be listed. 

Separate tables need to be completed on similar lines for recurrent 
expenditure and for capital expenditure and the totals transferred to the 
appropriate columns of summary tables of the type shown in Tables 11 
and 12. Additional tables for each category of source of finance, with 
the same classification of expenditure as shown in Table 11, might be 
prepared to cover past years to facilitate the analysis of trends. 

Further details on data collection are contained in teaching material 
(entitled "Teaching modules for health sector financing surveys") 
prepared for a two-week training course. 1 

Financial flows 

While identifying the major sources of finance for the health sector 
it is also useful to collect information on the flow of money, i.e., the 
process of financing. For example, in the government sector the minis
try of finance allots money collected in taxes and from other sources 
to the ministry of health and other ministries for health purposes; the 
central ministries may give money to different levels of local 
government and ultimately a health institution spends the money on 

I Further information on the teaching modules is given by Griffith & Mills (8). 
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Table 11. Total health sector current expenditure (model)a 

Area of expenditure 

Teaching/national referral hospitals 
General hospitals 
Long-stay hospitals 
Mental hospitals 
Other institutions (specify) 
Services abroad 
Health centre/clinic with medical staff 
Health centre/clinic with paramed./ 

nursing staff 
Health posts with community health 

workers only 
Private practitioners 
Indigenous health practitioners 
Private dental services 
Retail outlets (drugs and dressings) 
Other private sources (specify) 
Communicable disease control 
Domestic water supply 
Sanitation 
Nutrition programmes 
Health education programmes 
Occupational health services 
Other programmes (specify) 
Central laboratory service 
Transport 
Headquarters administration 
Training-doctors. dentists 
Training--olher health staff 
Medical research 
Other services (specify) 

Transfers 

0-., a See reference 8. 

Total 

Total 

Direct 
Ministry Local Other Mis- Indus- Local private Insur-
of ~l~r;trles govern- state sions try ~~~~~ary r~,v~e~~;~ ance health ment bodies 

services 

Self-help . 
and other F.,:{elgn Foreign 

private al .' , aid. Total 
resources official private 



0\ 
N 

Area of expenditure 

Teaching / national referral hospita ls 
General hospitals 
Long-stay hospitals 
Mental hospitals 
Other institutions (specify) 
Health centre/clinic with medical staff 
Health centre/clinic with paramed./ 

nursing staff 
Health posts w ith community health 

workers only 
Private practitioners 
Private deotal services 
Other private sources (specify) 
Communicable disease control 
Domestic water supply 
Sanitation 
Nutrition programmes 
Health education programmes 
Occupational health services 
Other programmes (specify) 
Central laboratory service 
Transport 
Headquarters administration 
Training-doctors, dentists 
Training~ther health staff 
Medical research 
Other services (specify) 

Transfers 

a See reference 8. 

Total 

Total 

Table 12. Total health sector capital expenditure (model)a 

Direct 
~~~'~t~~r Foreign Ministry Local Other Mis- Indus· Local private I Foreign 

of Other en state voluntary payments a~scu:- private aid, . aid. Total 
health ministries ~~~tr - bodies sians try bodies for health resources official private 

services 



services. Or external cooperation may flow through central govern
ment to local government and from there to charitable bodies. Or 
employers may pay towards insurance schemes for their workers, which 
in turn pay for the health care of the insured workers (and their 
families). 

The methods of data collection recommended in this chapter 
provided for an entry line for "Transfers" for each major source of 
finance and recommended the recording of each transfer item in "Notes 
about transfers". In addition, an attempt should be made to obtain 
information on the flow of major categories of funds from source to 
final spender, including the intermediate institutions or agencies and 
the time taken for funds to reach their final destination. The process 
can be illustrated visually by simple flowcharts which can be helpful 
when the time comes to draw up recommendations. 

Sources of information on the flow of funds could be the managers 
of funds at different levels of government, personnel of health institu
tions dealing with budget, personnel of external cooperation agencies, 
government reports and accounts, and health services research studies. 
Interviews with knowledgeable persons may provide valuable informa
tion on how the method of financing affects, for example, the volume 
and type of services used. 

A checklist of sources of finance, revenue and information and 
examples of related information are shown on pages 65-69 and 
examples of actual tables produced for a developing country are shown 
for illustration in Annex 1. 

Small surveys and samples 

Other types of information that will be required to supplement the 
financing data may not generally be available. The survey team may 
have to organize and undertake small sample surveys itself; on the 
other hand, the health planning unit of the ministry of health could 
undertake these routinely from time to time, since the information will 
be of general value for health planning. In the short term these could 
be simple, one-day or two-day random samples of particular facilities 
and activities; they would be cheap and easy to do, yet serve their 
purpose by giving the survey team additional insight into the operation 
of the health services, and thus provide a firmer basis for the interpreta
tion of strictly financial data drawn from secondary sources. In the long 
term, special research projects could be undertaken. 
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Examples of this type of information are: 

Time and motion studies 

Access to health services 
and facilities 

Use of medical supplies and 
equipment 

Use and cost of hospitals 
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- different types of health man
power in one facility 
same type of manpower in dif
ferent facilities 

- travelling distances and times for 
outpatients by types of facilities , 
by different areas 
referrals to hospitals, number, 
types, distances 

standard list of drugs 
standard list of medical instru
ments 

- standard list of furniture/equip
ment for clinics 

- standard list of furniture/equip
ment for health posts 

- drug usage in different types of 
health facilities 

- vehicle usage, time and motion 
- main uses for food, electricity, 

water, gas, telephone, etc. 

- utilization rates, unit cost of 
services, alternatives to hospi
talization (ambulatory care, 
home care, self-care), compar
isons of costs per patient in dif
ferent types of hospital (teaching 
versus general, etc.). 



1. 

TENTATIVE CHECKLISTS OF SOURCES OF FINANCE, 
REVENUE AND INFORMATION 

SOURCE OF ORIGINAL SOURCE OF INFORMATION SOURCE FOR 
FINANCE REVENUE ORIGINAL SOURCE OF REVENUE 

Government 
Central (all General: government annual 
ministries) statement of accounts and 
State budget; national accounts and 
Local reports of ministries (health, 
Municipal education, public works, 

central office of statistics, etc.) 

Direct taxes 
Income Tax office: interviews, annual 
Profits reports 
Other 

Indirect taxes 
Sales tax Ministry of finance: interviews, 

reports 

Customs duties Customs office: interviews, 
Excise tax reports 

Property tax Tax office: local government 
records ; ministry of finance 

User tax Ministry of finance; tax office 

Gambling/sports tax Ministry of finance; tax office ; 
state/regional treasuries 

Other 
External borrowing 
Royalties, rents 
Fines Ministry of finance Licence fees 
Miscellaneous 
charges 

Transfers/grants Ministry of finance annual 
statement of accounts; 
receiving ministry's budget 

Com)2ulsorYL Employee 
voluntary contribution 
health Employer 
insurance contribution Insurance agency annual Government 

contribution reports, records and interviews 

User fees 
Special taxes 
Lottery receipts 
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1. SOURCE OF ORIGINAL SOURCE OF INFORMATION SOURCE FOR 
FINANCE REVENUE ORIGINAL SOURCE OF REVENUE 

External 
cooQeration 
Official External public Donor and receiving agencies: 
Non-official revenue or private reports, interviews. National 

funds in the form of: coordinating agency for 
grants, loans, foreign cooperation (ministry 
training, supplies, of finance, bureau of 
personnel planning): comprehensive 

report 

Charitable and 
voluntary 
organizations 
Missions Local fund-raising Annual reports and accounts; 
Red Cross Government subsidy interviews; special requests 
Other Foreign assistance 

Industry and 
business 
Mines Operational revenue Annual reports; income! 
Plantations Fees for services expenditure statements; 
Farms Foreign assistance balance sheets, interviews; 
Banks Local donations special requests; tax office 
Railways 
Manufacturers 

Private Income (agriculture, 
individuals trade, etc.) Income, employment and Wages and salaries household surveys; special (cash, labour or research; tax office material donated to 

health programmes) 

2. HEALTH EXPENDITURE 

Institutional health care 
Teaching hospitals 
General hospitals 
Long-stay hospitals 
Other institutions 

INFORMA nON SOURCE 

Hospital budgets and accounts; 
ministry of health accounts, records 
and reports; hospital federation 
reports; interviews; studies, including 
products of health services research 
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Ambulatory health care 
Health centres with medical 
staff or with paramedical 
and nursing staff 

Health posts with 
community health workers 

National health development plans; 
records, reports of supervising 
authorities; sample surveys; household 
surveys; rural development reports 
As for health centres ; primary health 
care studies; donor agency reports 
(national and external) 



2. HEALTH EXPENDITURE 

Private practitioners and private 
dental services 

Indigenous health practitioners 

Drugs 

Other private services 

Special health programmes 
Communicable disease control 
Health education 

Occupational health 

Sanitation 

Water supplies 

Training of health personnel 

Nutrition programmes 

Medical research 

INFORMA nON SOURCE 

Ministry of health and tax office 
records; interviews; special research; 
reports of associations (of physicians, 
nurses, midwives) 

As for private practitioners (including 
associations which now exist in many 
developing countries) 

Trade statistics related to national 
drug production and sales; reports on 
annual drug importation; reports of 
ministry of health, pharmaceutical 
companies and special market survey 
organizations; household surveys; 
interviews with selected collaborating 
pharmacies, discussions with the chief 
pharmacist of the ministry of health 
Ministry of health; organizations; 
associations of providers 

Specific health care organizations 

Ministries of health and education; 
non-governmental organizations, the 
media 

Ministries of health and labour; trade 
unions; associations of manufacturers 

Ministries of health, public works and 
planning; local authorities 

As for sanitation; state bodies in 
charge of water supplies 

Ministries of health and education; 
providers associations 

Ministries of agriculture, health and 
education; local authorities (or 
ministry of local government or 
interior) 

National medical research council; 
academy of sciences, universities 
research institutions; ministries of 
health and education; associations of 
researchers 
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EXAMPLES OF RELATED INFORMATION 

TOPIC 

Distribution of income 
(geographically, by level of 
income, family size, level of 
education, etc.) 

Population characteristics and 
distribution 
(geographical distribution of 
population, birth rates, death 
rates, fertility, etc.) 
Distribution of employment 
(by salary jwage level, 
geographically, by education, 
etc.) 
Access to health services and 
facilities 
(types and distribution of 
facilities, population coverage, 
services provided, etc.) 

Health manpower 
(by number, types, 
geographical distribution, 
salary scales, agency and 
facility distribution, etc.) 

Distribution of household 
expenditures (personal and 
family expenditures on health 
services, medicines, etc.) 
Medical statistics 

Official plan and policy 
statements 

68 

POSSIBLE SOURCES 

Special surveys: 
- income distribution 
- household expenditures 
- employment 
National development plan 
National accounts 
~ational commissions on salary 
Increases 
National statistics office 
Census report 
Medical statistics office 
Regional planning department 
National development plan 
Employment surveys 
National development plan 
Reports on localization 
Census report 
Ministry of health and other main 
providers: annual reports 
Reports on development projects 
Medical statistics, annual reports 
Special studies: 
- medical statistics 
- health planning 
- university research 
Establishment registers, ministries 
Personnel department, ministry of 
health 
Main providers, annual reports 
Annual recurrent estimates submissions 
Reports on localization 
Special requests where necessary 
Surveys of household expenditure 

Medical statistics annual reports 
Main providers annual reports 
Special surveys: 
- household expenditures 
- private practitioners 
- traditional practitioners 
Current national development plan 
Presidential addresses 
Budget introductory speeches 
Speeches by minister of health 
Ministry of health annual report 
Personal knowledge 



TOPIC 

Direct and indirect taxes 
(tax scales, tax regulations, 
distribution of taxes by type 
of payee, by income level of 
payee, etc.) 

Trade statistics 

National accounts 

State of the economy 

POSSIBLE SOURCES 

Departments of taxes and customs, 
annual reports 
National development plan 
Special tax agencies: 
- health insurance 
- local government taxes 
Special requests 
Trade statistics and department of 
customs, annual reports 
National accounts (latest report) 
National accounts unit 
National development plan 
Budget introductory speeches 
National development plan 
Presidential addresses 
Ministry of economic planning 
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CHAPTER 6 

Primary health care 

Definition 

The evolution and main characteristics of the primary health care 
approach were described in the "Introduction". In principle, it is more 
than a programme or a set of programmes; its eight components cut 
across the totality of the health sector; it is not just the health care of 
rural people or that of dwellers in shanty towns. However, in some 
countries primary health care is considered in a narrower sense, as the 
level of health care at the periphery of a health system, or the activities 
performed at the point of contact between the health system and the 
community. 

The precise definition of primary health care becomes important 
when politicians, donor agencies or public health administrators ask 
how much is spent or needs to be spent on it and how it can best be 
financed. Costing it in its broadest sense, which goes far beyond health 
care to include education, the availability of food, safe drinking-water, 
housing, and employment, i.e., almost everything meant by develop
ment, is obviously impracticable. Furthermore, even within the limits 
of basic health services, proper costing should begin by measuring the 
need which has to be met. 

Information on the cost of primary health care, coupled with data 
on utilization, quality and extent of coverage and the extent of different 
sections of the population by different parts of the programme is needed 
to give a comprehensive description of the present situation. From 
this, plans can be made for development. It is proposed that a practical 
definition might include: 

(1) all health care from the village or urban community level up to 
the health centre or first-line hospital; 

(2) part of the cost of some vertical programmes, such as communi-
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cable disease control or health education; 
(3) the cost of domestic water supplies, sanitation, nutrition and 

any other activities regarded locally as part of primary health care (see 
Table 13). 

Table 13. Recurrent expenditure on primary 
health care over a 4-year period, e.g., 1979-1982 (model) 

Area of expenditure 

Health activities 
Health centres 
Health posts 
Private practitioners 
Indigenous health 

practitioners 
Private dental services 
Communicable disease 

control 
Health education 
Training 

Health-related activities 
Domestic water supply 
Sanitation 
Nutrition 
Activities to improve 

housing 

Total 

Current prices 
(million NCUa) 

1979 1980 1981 1982 

a NCU = national currency unit. 

% change 
(1979-100%) 

1980 1981 1982 

Ideally, at the national level, the following kinds of information 
would be required: 

Expenditure on basic health services, including that on village health 
workers, a village dispensary run by a community, traditional prac
titioners of all kinds, a health post, a rural clinic, and a rural health 
centre used for the referral of patients needing medical care. Through
out this manual, a distinction needs to be made between capital expen
diture (e.g., the construction of a building, purchase of durable equip
ment) and recurrent costs (salaries of personnel, cost of supplies includ
ing medicaments, maintenance of buildings and equipment, transport, 
and other charges such as water and electricity). For certain purposes 
it may be useful to break down total primary health care expenditure 
into such activities as maternal and child care or vaccination pro
grammes, personal curative services and control of major categories of 
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diseases (e.g., diarrhoeal diseases, tuberculosis, and malaria), or health 
education. 

Expenditure on water supply, sanitation and nutrition programmes 
aimed at the improvement of health. 

Expenditure on trainingfor primary health care. This covers training 
for all levels of health and other personnel. At the village level, training 
is needed in community leadership for village health workers and for 
general development personnel. At the intermediate level, training is 
required for future trainers and refresher training is needed for all 
health personnel (nurses staffing health posts, rural health centres, 
maternity centres) and physicians in order to prepare them for more 
community-oriented work. At the central level, reorientation is neces
sary for staff dealing with planning and management of the health 
sector to promote more equitable distribution of funds, the use of 
appropriate technologies, and other principles of primary health care. 

Data collection 

Many of the sources and methods described in Chapter 5 can be 
used to obtain the information, even if it is only possible to establish 
the order of magnitude of national expenditures on primary health care 
and the sources of finance. In most countries, there are studies, reports 
and pilot projects on primary health care which provide information 
on costs and funding. Expenditures of publicly financed rural health 
facilities are generally known locally or centrally. Where aggregated 
data are not available, a combination of the following methods of 
producing estimates may be used. 

Expenditure on manpower 

Estimates are required of salaries and wages of health personnel 
employed in primary health care areas. F or the public sector the 
number and geographical deployment of personnel and their salary 
scales are generally known by the ministry of health. For other person
nel, data from studies or records of some central bureaux (e.g., statistics 
bureau, coordination office of religious missions, records of donor 
agencies) may be used and, if necessary, extrapolated for the whole 
country. The salaries and number of employees working in domestic 
water supply or nutrition programmes should be known by the minis-

73 



tries supervising these programmes. From these data, the cost of the 
manpower component of primary health care and its urban/rural distri
bution can be calculated. What is urban and what is rural has, of 
course, to be defined. Estimates of the value of donated labour can be 
made in monetary terms by using prevalent wage rates. 

Estimates of expenditure on private and/or traditional practitioners 
were discussed in Chapter 5 (pages 54-56). An increasing number of 
countries collect information on the number and kind of practitioners, 
the number of patients visiting these practitioners, and the order of 
magnitude of the fees charged to patients, usually per episode of 
sickness. The rates charged by healers can also be found out by asking 
small samples of patients. Payments in kind can be valued according 
to the market value of the "reward", e.g., a chicken, etc. In this way, 
the income of practitioners can be estimated for an area or region, and 
total estimates made for a country. Newly-formed associations usually 
attempt to carry out a national census of traditional healers, as the 
knowledge of their geographical location and specialty can be helpful 
in planning future health service coverage of the population. 

In many countries, volunteers make a substantial contribution to 
primary health care. This work should be identified and valued. It 
includes not only the provision of services but the staffing of village 
pharmacies and the operation of informal health insurance systems on 
a cooperative basis. 

Expenditure on training 

The types of activity and their costs are usually known by the 
training units of the ministry of health or the ministries responsible for 
water supply, sanitation and nutrition programmes; in addition, 
reports of selected local authorities and external cooperation agencies 
can be examined to make sure that all training costs incurred in the 
country are included. As in the case of salaries, it is important to 
identify the intended beneficiaries of training, i.e., where the trainees 
are intended to work. 

Supplies and equipment 

National data are usually available on public expenditure on drugs, 
broken down by geographical region of the country. The value of 
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drugs used by urban hospitals is usually recorded separately. From 
data of this kind, it is possible to calculate the cost not only of drugs 
but of other supplies used in urban and rural health services; the 
calculations can be checked against special studies analysing the cost 
of certain health facilities or dealing with selected primary health care
type projects. Rough estimates of the value of traditional remedies and 
of supplies used in, for example, mission dispensaries also need to be 
included. 

Other costs 

Under this heading, the maintenance costs of buildings and equip
ment, and transport, water and electricity charges incurred in basic 
health facilities or by primary health care workers are included. Rough 
estimates related to different types of facilities are usually available and 
can be used for estimating the total. The value of drugs and equipment 
used by village health workers is often known from project budgets, 
donor agency reports, etc. 

Investments 

In Chapter 5, different sources of infonnation on capital expen
ditures on health and ways of organizing the data were described. The 
definition of primary health care used for the study should be applied 
to these data. For example, if it has been decided that health facilities 
in rural areas, from a village dispensary to the rural health centre, are 
considered as providers of primary care, their cost must be separated 
from the total cost of institutional health care and shown as primary 
health care investments. To this cost the capital expenditures of urban 
health facilities clearly providing primary care can be added. Similarly 
the national capital expenditure on durable equipment, or on water 
supply, sanitation and nutrition programmes can be apportioned to 
primary health care. In many countries health buildings are erected 
using voluntary labour and donated materials. The value of this work 
should be included. 

For many purposes it is useful to bring the costs of water, sanitation 
and nutrition programmes together. Estimates can be made by 
aggregating data from local studies. 
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Classification by source of finance 

In view of its importance, care should be taken to identify local 
informal cooperative insurance arrangements and classify them as 
private insurance. In a number of countries such systems of insurance 
have considerable potential for growth. 

Examples of tables that can be used for assembling the data are 
shown in Tables 14 and 15. Similar tables can be used for capital 
expenditure. For comparisons with past years, the use of a consumer 
price index is recommended unless a more sophisticated index has been 
calculated by the central statistics authority. 

For further information on primary health care see pages 97, 98, 
102, and 103 and Annex 1. 

Table 14. Sources of finance for primary 
health care over a 4-year period, e.g., 1979-1982 (model) 

Source of finance 

Ministry of health 
Other govt. dept. 
Local govt. 
Compulsory health 

insurance 
Voluntary health 

insurance 
Private employers 
Local donations 

(cash) 
Private households 
Donated labour 
External cooperation 

(official) 
External cooperation 

(non-official) 

Total 

Constant prices 
(million NCUa) 

1979 1980 1981 1982 

a NCU = national currency unit. 
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% share 

1979 1980 1981 1982 

100 100 100 100 
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Table 15. Expenditure on primary health care in anyone year by source of finance (model) 

Area of expenditu re 

Personal health services 
Health centres 
H ea Ith posts 
Private practitioners 
Indigenous health 

practitioners 
Private dental services 
Communicable disease 

control 
Health education 
Training 

Health-related activities 
Domestic water supply 
Sanitation 
Nutrition 
Housing 

Total 

Ministry 
of 
health 

Other 
govt. 
dept. 

Public 

Local 
govt. 

Social 
insurance 

Private Private 
health employ-
insurance ers 

Private 

Charity Donated 
labour qfficial 

External 
cooperation 

Non
official 





CHAPTER 7 

Evaluation and the examination 
of alternatives 

Evaluation of the material collected 

The collection of all the data showing the present size, distribution 
and sources of funds used for health is not just an academic exercise. 
The data provide the necessary factual basis for planning the future size 
and distribution of expenditures in the health sector and how they will 
be financed, covering for example: 

- the relationship between spending on primary health care and 
other levels of care; 

- the priority to be given to particular programmes within the 
health services such as malaria or maternal and child health; 

- the priority to be given to different techniques of iritervention 
such as immunization, health education and rehabilitation; 

- the level of technology to be used in different parts of the 
health care system; 

- the relationship between spending on health services as 
against health-related activities such as water, sanitation and 
nutrition; 

- the relationship between expenditures on particular age 
groups; 

- the relationship between expenditures per head in different 
parts of the country, particularly urban and rural areas. 

A number of different ways of analysing data for review were set 
out in Chapter 3 and will not be repeated here. In addition, a set of 
questions used to analyse health expenditure as part of a teaching 
programme is shown in Annex 2. The aim of a review is to produce 
policy options and ultimately decisions on future action. As stated in 
Chapter 3, the starting-point for a review should be the policy objec
tives of the particular country as expressed, for example, in the national 
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health plans. Using the data collected it is possible to show in quan
titative terms what is currently being spent on particular priorities and 
the proportion this represents of the total expenditure. In most cases 
it is on these selected priorities that the country plans to spend more 
in the future. The extra cost per year of increasing expenditure on these 
priorities at different rates can now be calculated. 

The plan may also define finite longer-term objectives, based on 
those for the attainment of health for all by the year 2000. They may 
include: 

(a) the provision of specific immunizations to all children in a 
particular age group; 

(b) the provision of clean water and sanitation to the whole popula
tion; 

(c) access for the total population to primary health care. 

Thus the amount currently spent on immunization, on water and 
sanitation, and on primary health care can be calculated and related 
to data on coverage. Calculations can then be made of the total capital 
cost of reaching the long-term objectives and the extra recurrent cost 
of full coverage. Thus it is possible to calculate how the total capital 
cost relates to annual current capital expenditure for all health 
purposes. For example, does the capital requirement represent three 
times or ten times the annual capital expenditure? Similarly, does the 
additional recurrent cost require an increase of 5% or 50% of: 

(a) total public expenditure in the health sector, if financed from 
public funds; 

(b) total national expenditure on health and health-related activi
ties, if a variety of sources of finance could be mobilized. 

This shows the additional resources that would be required or the 
cuts that would need to be imposed in lesser priority areas of recurrent 
expenditure to meet the objective of full coverage. For example, the 
priority programmes may represent 20% of public expenditure on the 
health sector but be meeting the needs of only a third of the population. 
At first sight, therefore, an increase of 40% in total expenditure or a 
cut of 50% in expenditure on lesser priority programmes would be 
needed to achieve universal coverage. (In practice, the needs of the 
uncovered population may cost more or less per head to meet than 
those of the covered popUlation.) 

The review may also contribute to the formation of further objec
tives or new objectives in the next health plan. Thus the key findings 
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should be summarized at the end of the report with policy options such 
as the following: 

Example 1 

The teaching hospital absorbed 20% of public recurrent spending 
in the health sector and 10% of total health expenditure. Over 90% 
of the patients (91 % of in-patients and 95% of outpatients) came from 
the capital city where 10% of the population reside. 

Policy options 
(1) Reduce the cost of the hospital by reducing the staff or transfer

ring beds to other uses. 
(2) Improve transport to bring in more patients referred from 

outside the capital. 
(3) Use other hospitals (upgraded) outside the capital for teaching 

medical students. 

Example 2 

Expenditure on all hospitals represented 60% of recurrent expen
diture in the health sector. Over 85% of patients were drawn from the 
urban areas, where 24% of the population reside. 

Policy options 
(1) Reduce the cost of hospital by: 

(a) reducing the budget; 
(b) reducing staffing; 
(c) closing one or more wards as the primary health care system 

is further developed. 
The closing of beds would require more careful selection of patients 

for admission and/or a reduction in unnecessarily long stays in hospital. 
Better use of hospitals can also be achieved by preventing duplication 
where hospitals are operating in local areas under more than one system 
of ownership. 

(2) Introduce charges for certain defined categories of patients. 
(3) Improve transport for referred rural patients. 

Example 3 

Drug expenditure in Region I was twice that in Region II and four 
times that in Region IV. 
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Policy options 
(1) Introduce charges for drugs in Region I. 
(2) Distribute qualified manpower more equitably between the 

regions. 
(3) Check on possible thefts in Region I, and the regular availability 

of supplies in Region III. 

Example 4 

In the rural areas, private expenditure on indigenous practitioners 
was equal to the total recurrent expenditure on curative services 
provided by the government at all levels, other than in hospitals. The 
number of consultations with traditional practitioners was twice the 
number with the government services. 

Policy options 
(1) Improve training and selection of government health personnel 

for rural work and improve drug supplies. 
(2) Train traditional practitioners and encourage them to work in 

the government rural services. 
(3) Make primary health care more accessible-closer to where the 

people live. 

Example 5 

In the rural areas the mission hospitals treat in-patients at half the 
cost of the government hospitals. Their hospitals have high occupancy 
rates compared with the low rates of the government hospitals. 

Policy options 
(1) Consult the local people on why they under-use government 

hospitals. 
(2) Review the efficiency and administrative practices of govern

ment hospitals. 
(3) Invite the mission hospitals to take over the running of low 

occupancy government hospitals with a government subsidy. 
(4) Close low occupancy government hospitals and subsidize an 

expansion in mission hospitals. 
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Planning for the extra resources required 
for the growth of priority programmes 

Extra resources for priority programmes can be found m three 
ways: 

(1) by improving the efficiency of the existing services and of the 
operation of the financing mechanism; 

(2) by introducing more appropriate technology in the more costly 
services; 

(3) by mobilizing new sources of funds. 

The report should examine the possibilities in each of these options 
and present the alternatives and their consequences for political deci
sion. Inevitably, the decisions are highly political. Options which are 
acceptable in one country may well be unacceptable in another. More
over, there cannot be gainers without there also being losers. And this 
is true not only in terms of who bears the cost, but also in terms of 
professional opportunities for particular types of practice. 

Improving the efficiency of existing services and of the operation 
of the financing mechanism 

The most painless way of finding resources for the growth of 
priority services is by improving efficiency-for example, better control 
of supplies to cut down waste and pilferage or more skilled purchasing 
of drugs. Efficiency can also be improved by reducing the number of 
vacant beds in hospitals and cutting down on unnecessarily long lengths 
of stay. The aim should be to manage with fewer beds and close whole 
wards or whole hospitals or transfer services to parts of the country 
where services are overstretched. Such policies can be pursued at the 
same time as primary health care services are improved and extended 
to provide alternative patterns of care in the community. In some 
specific fields, for example, in immunization and water supply pro
grammes, cost-effectiveness studies can usefully be applied. 

Control action should aim to influence the behaviour of both 
providers and users. One means of influencing user behaviour is by 
introducing, increasing or extending charges for certain types of health 
care, an option which is discussed later in this chapter. 

The unit costs of providing particular services in different hospitals, 
health centres, etc., can be compared and ways found to improve 
efficiency where unit costs are unjustifiably high. In some cases it may 
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be more efficient to subsidize missions and employers to provide certain 
services for the whole local population than it wound be to provide 
competing services run by government. Similarly, the subsidizing of 
services run by local community groups (e.g., agricultural cooperatives) 
may be more efficient and secure greater local participation than 
services provided by government. In some countries social security, 
charity and government hospitals duplicate each others' services in 
local areas. Economies can be secured by the rationalization of func
tion and by enabling all categories of user to be treated in the same 
establishment so that one or more hospitals can be closed or diverted 
to other uses inside or outside the health sector. 

In some countries, excessive rates of payor overgenerous terms of 
service (e.g., short hours) are given to particular grades of professional 
staff because of competition between sectors (social security, govern
ment, industry or missions). This problem could be overcome by 
standardizing either the terms of service in each sector or the establish
ments for the various units in each sector, for the particular grade of 
scarce manpower. 

Similar pressure may come from competition from the private 
sector. This can be of special importance where rewards in the private 
sector are such that trained persons are unwilling to accept appoint
ments in the organized health services, particularly for work in rural 
areas. One option is to institute charges for licences to engage in 
private practice in particular geographical areas. Another is to levy 
taxes on private health care expenditures. 

Identifying and analysing the channels through which monetary 
resources flow and gathering information on the practical operation of 
the public and private financing system may lead to conclusions related 
to the financial management of the health sector. For example, the 
study may show that programmed and budgeted funds do not actually 
reach certain services or certain levels of services in time, because 
budgetary decision-making is overcentralized and the release of funds 
is linked with the defacto receipt of revenues by the ministry of finance. 
This may be extremely harmful for the running of particular services: 
purchase orders for supplies may not be cleared, suppliers may charge 
higher prices (adding interest on payments made after considerable 
delay), shortages in medicaments may seriously interfere with the func
tioning of health units. To diagnose and be denied the supplies needed 
to treat is a near-total waste of resources. While national financial 
systems are difficult to change, improvements-for example, by the 
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decentralization of budgetary control- may be recommended. Similar
ly, measures for improving accounting and financial practices in dif
ferent parts of the health system may be proposed. 

Introducing more appropriate technology 

The aim should be to find lower-cost technologies which are no less 
effective. As care in hospital is expensive, admission should be avoided 
whenever possible and cheaper alternatives developed. Patients with 
leprosy or tuberculosis can be satisfactorily treated, and a very large 
amount of mental illness handled, in the community. Oral rehydration 
can also prevent admission to hospital. Many elementary surgical 
procedures can be performed on a day basis when adequate post
operative nursing can be provided. 

Complex mechanical equipment is often imported by developing 
countries (at a high cost in foreign exchange) which is frequently out 
of order because it is awaiting either repair or the import of spare parts. 
H may also be subject to frequent and dangerous stoppages if the local 
electrical supply is overloaded or unreliable. Less sophisticated equip
ment may give a more reliable service to more patients and be more 
cost-effective. Similarly, natural ventilation may be less comfortable 
than air-conditioning but at least it never breaks down. Ramps may 
be a laborious way of transporting patients and supplies between levels 
of a hospital but unlike lifts they are unlikely to break down. 

Economies can be made in the purchase of supplies by the use of 
local materials whenever these would be cheaper; for example, the 
perfect finish of factory-made furniture can be dispensed with and small 
sterilizers can readily be improvised. A drug list used in primary health 
care can be reduced to what is really essential, and greater skill in 
tendering can gain the lowest prices for products shown by test to be 
of the designated quality. Local processing of some drugs can be 
encouraged when it would be cheaper in the long run. 

Tasks should be delegated to the lowest level of staff that can be 
trained to perform them effectively. There is a strong case for every 
highly trained grade to be matched by a corresponding auxiliary grade 
to whom tasks can be delegated. This is true not only of physicians 
but of dentists, pharmacists, health inspectors, nurses, sanitary engi
neers, and many others. Auxiliaries can be trained quicker than full 
professionals and thus can be in the field sooner than more highly 
trained staff. 
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Thus costs can be saved, particularly in in-patient care, by a concer
ted plan to move to a lower level of technology. Control can be 
exercised by the regulation of establishment or by reducing budgets (or 
not increasing them in line with rising costs). The construction of new 
hospitals outside the public sector can be regulated by refusing licences 
for construction or by regulating the use of qualified manpower. In 
general, cost containment measures must always take account of their 
likely effect on the quality of care. Financial containment measures 
should therefore be combined with measures to influence the pattern 
of health care delivery. 

Mobilizing additional funds 

Taxes 

It is often argued that some new tax should be levied to finance an 
expanded health programme. It is not, however, always the case that 
such a tax will advance the cause of health. It all depends on whom 
the burden of the tax ultimately falls. While income tax is progressive, 
most indirect taxes fall most heavily on the poor. Making the poor 
poorer by taxation could do more harm than good as regards health. 
It is often argued that the revenue from taxes on products such as 
tobacco or alcohol should be used exclusively for health purposes. 
Ministries of finance are, however, generally reluctant to earmark taxes 
for particular purposes. And if they are finally persuaded to do so, they 
are likely to argue that funds made available from other taxes should 
be cut by precisely the estimated revenue of the ear-marked tax. Thus 
departments responsible for health and health-related expenditures 
may be no better off. 

Moreover, they may be tied to taxes whose revenue declines each 
year. In so far as higher taxes may reduce productive investment, the 
improvement in health through higher living standards may be post
poned. 

Compulsory health insurance 

The introduction of a compulsory health insurance scheme is clearly 
one way of raising additional revenue, though, again, ministries of 
finance may argue that direct and indirect taxes should be cut by an 
equivalent amount. 
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Those who favour compulsory health insurance argue that: 
(a) it brings extra funds to the health sector and channels them into 

organized health services: these funds cannot be used for any purpose 
other than health; 

(b) workers protected by compulsory health insurance do not have 
to pay the high fees charged in private practice, since the charges for 
services are determined by negotiation between the insurance agency 
and the health care providers; 

(c) compulsory health insurance creates incentives for the construc
tion of hospitals in the private sector and the training of health 
manpower- this will relieve the burden on public health services so that 
they can devote more resources to the uninsured; 

(d) experience has shown that both legislative and executive 
branches of government are usually more favourable to the develop
ment of compulsory health insurances than to significant increases in 
general revenue funds allotted for health purposes. 

The objections most often raised to compulsory insurance systems 
are: 

(1) as workers who can pay contributions tend to be concentrated 
in cities and towns, the maldistribution of resources between urban and 
rural areas is likely to be aggravated; 

(2) the relatively few persons who are already privileged by having 
regular cash earnings would benefit from a subsidized health care 
system; the sources of subsidy are taxes disguised as compulsory in
surance contributions which should be used to contribute to the health 
care of the most underprivileged categories of the population; 

(3) the health policies developed by ministries of health may have 
only limited influence on compulsory health insurance systems, which 
are usually heavily oriented towards curative services; 

(4) the existence of compulsory health insurance may make it even 
more difficult to recruit personnel for public health services which are 
attempting to serve the whole population; 

(5) compulsory health insurance involves a costly administrative 
structure which has to be paid for by the funds raised, and thus uses 
considerable resources for purposes other than health. 

Countries contemplating the introduction of compulsory health 
insurance schemes need to consider in advance how and when such a 
programme can be implemented. It should not be introduced until the 
trained manpower is available, not only to work in the programme but 
also to meet all planned extensions without reducing other existing 
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services. If social security is extended to rural areas, it will be necessary 
to develop financial and service delivery mechanisms that are suited to 
the characteristics of the population to be protected (for further details 
on social security see reference 19). 

In nearly all cases, compulsory health insurance has been developed 
in countries where: (a) there was no shortage of medical manpower by 
the standards then prevailing; and (b) the only services available free 
were low-standard services provided by charity or poor law legislation 
for the indigent. Compulsory health insurance was thus a way of 
financing a right to better, or at least more acceptable, services for those 
with a regular job. 

In some developing countries free services are already available and 
accessible at least to the urban population. Workers and employers 
will not willingly contribute to compulsory health insurance unless 
contributors (and their dependents) obtain something distinctly better 
in return for the contributions. In countries with a shortage of doctors 
and dentists, little more can be provided than higher standards of 
amenity in hospital without drawing away trained manpower from the 
services provided for those from whom contributions cannot be collec
ted. Thus the price paid for better services for those who can pay will 
be worse services for those who cannot. 

If contributors come to regard compulsory health insurance contri
butions simply as taxes, they and their employers may try to avoid 
payment, and a continuous and far from successful battle will be fought 
to secure compliance. 

Thus in some countries the state of existing services and particularly 
the availability and likelihood of recruiting trained manpower can 
make compulsory health insurance an unviable option. In others, the 
option may be practicable. 

Voluntary health insurance schemes 

Insurance schemes can undoubtedly contribute to the financing of 
health care. However, if major schemes are developed, legislation and 
financial regulations may be needed to protect the interests ofthe public 
sector. For example, where public and private insurance systems are 
operating simultaneously, private insurance schemes may attempt to 
attract low-risk persons and exclude those with high risks, leaving them 
to be covered by the public scheme. In consequence, the public schemes 
may require subsidies from public funds, while the private schemes 
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make profits. Moreover, the introduction of private insurance can, as 
in the case of compulsory insurance, make excessive demands on scarce 
manpower and make it more difficult to recruit trained personnel to 
work in government services, particularly in rural areas. On the other 
hand, schemes limited to a relatively small section of the more aflluent 
who already use private practitioners may relieve the load on "pay 
beds" provided in government hospitals by encouraging the use of 
private hospitals. But this may not actually save money in government 
hospitals; beds which are not used by those who are insured may be 
rapidly filled up by those who are not and pay nothing for using them. 
The introduction of formal voluntary insurance schemes should be 
preceded by studies analysing all these relevant implications. 

To examine the potential role of private health insurance and the 
effects of alternative types of development, data should be collected on 
such schemes as exist. These can be assembled partly by contacting 
major employers and/or trade unions which have schemes (many such 
employers are likely to be known by the ministry of labour) and partly 
by contacting the major insurers. While some schemes may operate 
through insurance companies, others may operate through a welfare 
fund set up by the particular employer or trade union. Data need to 
be collected on the number of persons covered, the rates of contribution 
and, where relevant, how they are split between employers and em
ployees, the range of benefits provided, and any monetary or other 
limits or cost-sharing. An indication is also needed of the income level 
of the insured persons. 

Parallel to this, information can be collected from certain key 
providers. For example, managers of nursing homes and private hos
pitals and those collecting charges for pay-beds in government hospitals 
can be asked what proportion of their receipts come from, or on behalf 
of, persons who are insured. 

Once estimates have been made of the current role of private 
insurance, the potential for expansion can be examined. How many 
additional employees and individual contributors might be covered, 
taking into account the size and prosperity of particular fields of 
employment and the distribution of income among individuals? 
Health insurance could be promoted by aggressive salesmanship di
rected either at employers or individual contributors. Alternatively, 
employers in particular industries could be required to pay for health 
services (by insurance or otherwise) for all their employees or, at least, 
their better paid employees. What proportionate expansion of the 
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private sector would be required to meet this potential demand? Could 
this be accommodated without drawing scarce trained manpower (such 
as doctors, nurses and dentists) out of the government services and 
making it more difficult to staff the rural areas? 

Clearly desirable are less formal systems of community funding of 
primary health care. The following examples drawn from the ex
perience of developing countries could be more widely applied: 

- the villagers establish and operate village pharmacies; the initial 
stock of medicaments is bought at harvest time and replenished from 
user payments; 

- rural maternity centres, serving a group of villages, are built by 
villagers, who donate labour and local materials; the services are 
provided by rotational teams of traditional birth attendants; small fees 
are collected from users to cover recurrent costs; 

- citizens' committees are created to support village health 
workers, health posts, and rural health centres; modest fees from users 
of services finance the salaries of health personnel and the purchase of 
drugs; 

- the system of rural water supply is built by the donated labour 
of villagers; recurrent costs are financed by users' fees; 

- teams of health providers create local, "grass roots" health 
insurance; for modest contributions families are entitled to medical 
care provided at clinics; 

- farmers produce medical herbs from seeds provided by the 
authorities; these herbs are purchased and distributed through the 
official health services. 

Charging-out costs to those who generate them 

The costs of road accidents falling on health services can be charged 
to those who own motorized vehicles. To do this in each individual 
case would be an extremely complex administrative operation, involv
ing vehicle owners, their insurers and the health services. Moreover, 
it would be argued that health service costs should only be paid by or 
on behalf of the owner of a vehicle who was at fault in causing them. 
This would introduce further legal and administrative complexities. 
The simplest solution, where it is acceptable, is a requirement for 
vehicle owners to insure against this risk for drivers, passengers and 
others and a surcharge on all insurance policies to be distributed among 
the providers of health care. 
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Similarly, employers can be required to insure against the risk of 
health service costs arising out of injuries at work. Again, the collec
tion of the revenue from insurance companies as a lump sum per 
employee insured saves administrative costs for all concerned and 
makes the proposition much more viable. 

For obvious reason these options are easiest to apply where a 
government health service provides care to the vast majority of such 
cases. 

Charges to users of services 

Paying directly for services, induding health care, is a long
established way of financing health activities. It is found in all coun
tries, particularly for the services of traditional practitioners. The 
arguments for and against "free" services in the public sector are 
continuously. debated. Advocates of free public health services argue 
that: 

(1) each citizen is entitled to a minimal level of health services; 
(2) introduction of even modest fees would hit the poorest, who are 

often the neediest; 
(3) collection, accounting, and administration of fees create costly 

bureaucratic problems and any system devised to try to exempt the 
poor will be "rough justice". 

Advocates of charges maintain that: 
(a) fees add to the finance of services and thus improve them; 
(b) people value more highly services for which they pay and thus 

a more cost-conscious atmosphere is created; 
(c) certificates to exempt the poor and other methods (e.g., a fee 

system following the geographical income pattern of the country) could 
satisfy the requirements of social justice; 

(d) even small fees will reduce the unnecessary use of services and 
particularly the consumption of medicaments, and thus help cost
containment. 

In the private sector the fee system has to be seen both from the 
point of view of the public (affordable, accessible) and the point of 
view of the providers. The interrelationships between the public and 
private sectors' fee systems have also to be considered in terms of the 
availability of personnel, quality of services, etc. Studies analysing the 
issues involved are essential and will need to take into account the 
overall economic situation of the country. 
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Charges or fees can be used to secure greater equity between urban 
and rural services. Where, as is often the case, urban services are much 
more highly staffed, those who use them can be charged, while no 
charges are made for the use of the simpler rural services. The revenue 
can be used to help finance improvements in rural services. 

Charges or fees can be used to back up systems of referral between 
primary health care and secondary care. In many developing countries, 
the habit has become established for people to flock to the outpatient 
departments of the main hospitals for minor health problems, bypassing 
their local system of primary health care on the way. Substantial charges 
can be levied on persons visiting outpatient departments who have not 
been referred except in clear cases of accident or emergency. Those who 
are referred from primary health care can be exempted from the charge. 

In some countries, private rooms in government hospitals ("pay
beds") are provided at substantially less than the cost this service 
entails. Such rooms may be used by the more affluent section of the 
population, thus undercutting private hospitals. They may also be 
used by foreign visitors, including tourists. In some cases these rooms 
may be provided without charge to certain categories of user. Charging 
the full cost of the service to all users is one way of increasing the 
revenue earned by the public sector. If certain specialized units are 
available only in government hospitals, these units should incorporate 
pay-beds for which full cost is charged. There is no reason to force 
better-off patients to receive services free, and with a lower standard of 
amenity, that they would willingly buy from the private sector if they 
were available. 

The revenue from charges can be calculated as follows: 
(1) The revenue is estimated on the assumption that no one is 

exempted and the whole potential revenue is actually collected. For 
example, the potential yield of a flat-rate charge per day in hospital can 
be calculated as the rate of charge multiplied by the number of hospital 
days provided. A charge per outpatient visit can be calculated similarly 
from data on the number of such visits. 

(2) Revenue not collected from persons exempt from the charge is 
deducted. Exemptions may be required for medical reasons (e.g., 
infectious diseases), for social reasons (e.g., the elderly, children, the 
poor), or for reasons of public policy (e.g., health personnel, policemen 
injured on duty). 

(3) Allowance is made for any reduction in usage by those still 
subject to the charge. 
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(4) Allowance is made for bad debts and other failures in the 
collection system. 

(5) Allowance is made for the administrative costs of collection. 
When exemptions are complex, these costs can be considerable. 

External cooperation 

Recommendations may indicate the share of the total costs and the 
type of services or activities proposed for funding from external 
sources. Discrepancies between the magnitude and pattern of the 
present flow of external cooperation (technical advice, supplies, 
research, financial transfers) and the requirements of the primary health 
care plan can be pointed out. Methods for better national coordination 
of external resources may be proposed. Attention may also be drawn 
to special obstacles to external funding. 

Countries need specialized staff to maximize income from potential 
foreign donors. Such staff ascertain the types of project likely to 
interest particular donors, draft applications, and arrange systems of 
evaluation when these are required. However, some gifts may, through 
capital expenditure, generate recurrent expenditure that is of very low 
priority in terms of national priorities. The aim of policy is to maximize 
external aid that fits in with planned developments. There are some 
gifts countries cannot flJIrud to accept. 

Conclusion 

It is not enough to conclude a study with a series of tables and leave 
them to speak for themselves. A country which has prepared a health 
plan intends to implement it. A way has to be found to finance the 
programmes selected for development. There are only two ways of 
doing this. Either money has to be found from savings in programmes 
of lesser priority, or new money has to be raised to finance the 
developments-either from home sources or from foreign sources. The 
data collected in the study should be used to quantify the cost of 
developments in the planned directions at different rates and set out all 
possible options for finding the money for expenditures arising from 
political decisions. 
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CHAPTER 8 

Projections of future expenditure 
and sources of finance 

In the past, the health plans of ministries of health normally covered 
only the public sector, and often did not include intersectoral activities. 
Health plans were traditionally prepared in "physical terms", covering 
such items as manpower, facilities and supplies, and the running costs 
of health institutions. To aid communication between the ministry of 
finance and the ministry of health the plans followed the same general 
lines as were used in the government accounts. Often they were built 
up from "shopping lists" prepared by those responsible for particular 
parts of the services. Inevitably each head of department could readily 
find areas of pressure that could be relieved or services of higher 
technology that could be introduced. If new buildings (e.g., a new 
hospital) were due to come into service during the planning period, 
these would be shown as a further demand for funds on top of other 
demands. The costs of the planned activities and programmes were 
estimated and then compared with the amount of funding that could 
reasonably be expected. The plan was then revised (usually reduced) 
in accordance with policy and other priorities according to the level of 
funding negotiated with the ministry of finance. The latter would be 
likely to argue that there should be economies elsewhere if a new 
hospital was due to be opened and cut the budget requested on this 
assumption. After all the cuts, the balance of the original plan, i.e., new 
posts, equipment or units of lesser priority remained a complement to 
the plan- to be implemented only if funds became available later on. 

The principles of this method were usually also observed during the 
implementation of the plan. If programmed and budgeted funds were 
reduced by central authorities or other sources of funds (e.g., the 
ministry of finance or a foreign donor), unavoidable commitments, 
such as payment of salaries of health personnel, were honoured. In 
other areas (e.g., purchase of drugs) expenditures were reduced, initially 
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by running down stocks, and even to the extent of supplies running out 
before the end of the financial year. 

Because of the unsatisfactory consequences of this method of pro
ceeding, the following new approaches are recommended: 

(1) Public health planners and administrators plan for the whole 
health sector, including other government departments, local govern
ment, compulsory health insurance, voluntary bodies, industry, and the 
whole private sector. 

(2) As mentioned in Chapter 7, estimates are made of the total cost 
of achieving particular finite objectives such as a system of primary 
health care accessible to the whole population, or clean water and 
sanitation made available to all. A proportion of the cost is then put 
into the planning period making it clear that the aim is to complete the 
whole programme by, for example, the year 1990 or 2000. 

(3) Capital expenditure (both new buildings and additions to build
ings) and training are planned as a consequence of longer-term plans 
for recurrent expenditure rather than separately. It is increasingly 
recognized that the process of building or training personnel in the hope 
that ministries of finance will find extra funds over and above other 
priorities to avoid such embarrassments as "mothballed" (i.e., un
opened) hospitals or unemployed physicians trained at public expense, 
has in the past led to the distortion of planned priorities. When 
ministries of finance were unable to find the funds for both types of 
development, other higher priorities for development had to be cut to 
find the money to pay for the running costs of new hospitals and to 
employ newly trained physicians. To avoid this: 

- estimates of recurrent cost need to be made before any capital 
expenditure is undertaken, the estimates being built into the plan; and 

- the cost of employing staff needs to be estimated and built into the 
plan before training is undertaken. 

(4) Sources of finance to pay for the whole health sector are ident
ified, including financing by communities in the form of cooperative 
insurance or private payments. This plan for financing has to be 
realistic and wholly compatible with the plan for health care and health
related activities. 

Thus the starting-point for projections of future expenditure is a 
clear statement of objectives. The analysis of expenditure and sources 
of finance may have contributed to a reformulation of these objectives. 
National objectives may be considered separately from local objectives, 
or local objectives may be incorporated in national objectives. Many 
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of these objectives may be long-term in the sense that it would not be 
practicable to realize them fully in a medium-term plan covering five 
years because, for example, of the need to train further personnel or 
new categories of personnel. 

In countries which adopt the primary health care approach in total, 
primary health care gradually replaces all vertical programmes. There 
are in effect two main operational programmes-primary health care 
and the specialist and hospital services (the secondary and tertiary 
services) to which referrals are made from primary care. Developments 
in these two programmes compete for financial resources and yet are 
completementary. But the crucial point is that the potential sources of 
finance for the two programmes may be very different. 

Primary health care 

The questions raised in the design of a programme of primary 
health care to cover the whole nation are fundamental. Primary health 
care is intended to meet basic health needs. How should these needs 
be defined, how should they be met, and who should make these 
decisions? In the past, providers of health care have played a decisive 
role in making these decisions. Recently, other professionals with 
training in promoting the general process of development have had a 
say. But the primary health care approach as approved by the World 
Health Assembly strongly emphasizes the right both of local com
munities and of individuals to decide about their health needs and how 
they should be met in the same way as they should decide about other 
basic human needs. Under this approach, programmes developed 
locally need to be costed and aggregated on a national basis. 

The first step is to make an estimate of the total recurrent cost of 
a chosen system of primary health care that is accessible to all and 
makes use of an appropriate level of technology. This can be compared 
with expenditure calculated as in Chapter 6 for the existing primary 
care provisions. The difference between these two figures represents the 
additional financial resources to be found-though not all of this is 
likely to be achievable in a five-year period. 

The ultimate pattern of primary health care chosen will have 
implications for capital expenditure. New buildings will have to be 
built and some existing buildings will need to be upgraded. The total 
capital programme needs to be estimated, even though a considerable 
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part of the cost may ultimately be found from donated labour and 
materials. The programme will also have implications for training. 
The total cost of training all the extra personnel and retraining existing 
personnel needs to be calculated. 

The rate of progress towards the full programme may be limited by 
the rate at which the training can be completed and the capital expen
diture undertaken, more than by the availability of resources. What 
is important, however, is that capital expenditure and expenditure on 
training are geared to the projected growth of recurrent expenditure on 
primary health care. 

Secondary and tertiary services 

The approach to the secondary and tertiary sectors should be 
similar except for one crucial difference. Major capital works may 
already be in progress or a gift of a hospital from an external donor 
may have been accepted. The recurrent cost of these developments 
should be calculated and shown provisionally as additional costs for 
the years from which the new facilities are expected to become opera
tional. 

Estimates need to be made of the recurrent costs of the total 
secondary and tertiary services needed to support the fully developed 
primary programme. These recurrent costs will require further capital 
expenditure and further expenditure on training which also need to be 
geared to the projected growth of recurrent expenditure. The extra 
recurrent cost of fully developed secondary and tertiary services over 
existing secondary and tertiary services can then be calculated. Part of 
these costs will be already included in the recurrent cost of present 
capital schemes mentioned in the previous paragraph. 

Inevitably there will be demands coming from within the existing 
secondary and tertiary services for extra expenditure to relieve pres
sures on staff, to buy additional equipment and to develop new units. 
The costs of all these internally generated demands should be 
aggregated, whether they come from government, compulsory health 
insurance, mission or other services. Only when all demands are put 
alongside each other-those which are being currently articulated from 
within the service, those which will be articulated when new capital 
facilities are completed, and those which will emerge in the future as 
the primary health care programme spreads and extends access, which 

98 



is in turn likely to have implications for secondary and tertiary 
services-only then can choices be made on expenditure projected for 
the next five years. 

If estimates are not made of future expenditure not currently being 
articulated, demands which are being articulated are likely to be met 
solely for this reason. Those with no services, negligible services, or 
exclusively traditional services tend often to be the silent majority. 
Their requirements are crowded out by the continuous preemption of 
resources in giving more to those best served at present, often with a 
level of technology that cannot be financed for all. The priorities 
enunciated in national plans for development and the priorities in the 
spending of extra money can end up in near-total contradiction. 

The presentation of options 

All the options should be worked out in some detail, as indicated 
below. Separate calculations should be made for primary health care 
and for the secondary and tertiary services. 

Investments 

In planning these, it is important to include the cost of construction 
and the operational cost to be incurred, once the health facility is 
functioning, by level of planned health facilities (primary, secondary, 
tertiary) and their geographical location. Where possible, information 
on the expected costs (fixed and variable) of health institutions should 
be assembled. 

Recurrent costs 

The following items require consideration: 
Manpower training plans-different categories of health personnel, 

number of trainees, cost of training per category, expected area of 
activity, (e.g., institutional care or individual practice). 

Manpower deployment plans-geographical deployment of the 
newly trained personnel (including estimates for the private sector), 
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estimated salaries or income per category of personnel (personnel for 
insitutional health care, ambulatory care, or other types of service). 

Costs of public health services~supplies (showing medicaments 
separately) and equipment, maintenance of buildings and equipment 
(by geographical area and by level of care, i.e., primary, secondary), 
other costs (i.e., subsidies, cost of administration). 

Cost of private health services-cost of private hospitals; amounts 
spent on private practitioners (from public funds and in private 
payments), including traditional healers; cost of medicaments. 

Cost of water supply, sanitation and nutritional programmes 

Projections can be obtained from the same sources as data on past 
expenditure and financing. 

The choice of what to include in the immediate planning period can 
only proceed by trial and error. In the case of the private sector, a 
starting-point may be the forward projection of past trends at rates 
identified over recent years. It will normally fall to the organized sector 
to reflect national priorities. The priorities that have been laid down 
must be seen to be observed in any projections of costs. The plan must 
show a noticeable shift in the proportion of resources going into these 
priority areas. More than one sector of finance may contribute to this 
shift~not only government but compulsory health insurance, industry, 
missions and external aid. The problem is to decide on the quantity 
of the shift in each priority direction to occur within the next five-year 
planning period. This will depend in part on political decisions about 
savings elsewhere or new sources of finance made on the basis of the 
options presented in the last chapter. But any switch in resources will 
have to be compatible with new facilities completed, the timing of new 
capital projects, the output of trained manpower, and the ability of 
planners to secure that newly qualified manpower do work where their 
services are most needed. Above all else, a plan for projected costs 
must be capable of being financed by the sources of finance selected. 
Each draft of projected costs must be tested against these criteria until 
options are found which: 

(1) show a noticeable shift towards each priority objective; 
(2) allow for all or part of new capital facilities currently being 

constructed to be brought into use; 
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(3) provide for further new capital projects to be completed in time 
to be used during the planning period and later planning periods; 

(4) are compatible with expenditure on training and the output of 
trained personnel for this planning period and for later planning 
periods; 

(5) can be paid for by identified sources of finance which are 
politically acceptable. 

Tables showing projections of costs for the viable options should 
be expressed in constant prices and can follow the same format as 
Tables 1, 2, 11, and 12 but covering the next five years. Similarly, tables 
for primary health care should follow the format of Tables 3, 13, and 
14. The viable options may differ principally in the rate at which 
deserved objectives are achieved. 

Conclusion 

The generation of new funds and the improved distribution of 
available funds are central concerns of the health planning process. 
The policy of health for all by the year 2000 is to provide health care 
for those not at present covered. In many developing countries, the 
public sector is unlikely to obtain sufficient additional funds to expand 
health services in their present form. Thus there is a need to change 
the proportion of different categories of manpower, to use appropriate 
(i.e., affordable) health care technologies, to mobilize new resources, 
and to prepare projections for the whole health sector. 

Where particular budgets (e.g., ministry of health) are expected to 
be limited, imaginative plans for reallocations will need to be made. 
Cost projections must be in line with the level of funds expected from 
the ministry of finance. The ministry of health may need to make fewer 
demands for funds if by doing so the ministry of finance is enabled to 
make more funds available for health-related activities that are 
financed by other government departments and judged to be of higher 
priority. If new funds cannot be obtained (e.g., from external coop
eration), the financial provision for some services may need to be cut 
to make room for new developments, or costs may need to be shifted 
on to other sources of finance by, for example, introducing charges for 
particular services or raising charges for particular users (e.g., private 
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wards). Original estimates for the recurrent costs of using new facilities 
may need to be reduced by using less manpower, lesser trained 
manpower and less sophisticated equipment. Or the use of a new 
facility may need to be phased in over a number of years. Those 
demanding more may have to be given less and ways found of reducing 
their workload by establishing a clearer system of priorities. Only thus 
may those currently denied access to services be given effective access 
to them. 

The task is to produce projections of cost which are viable and meet 
all the criteria listed above. The ultimate test of viability is success in 
implementation. Thus subsequent studies of expenditure and sources 
of finance can be used to identify what went wrong with the earlier 
projections-to evaluate past experience and use the information 

Table 16. Projections of expenditure for primary health care 
over a 4-year period, e.g ., 1982-1985 (model) 

Area of expenditure 

Health 
Health centres 
Health posts 
Private practitioners 
Indigenous health 

practitioners 
Private derftal 

services 
Communicable 

disease control 
Health education 
Training 

Health-related activities 
Domestic water 

supply 
Sanitation 
Nutrition 
Housing 

Total 
a NCU = national currency unit. 
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obtained to improve the next series of projections. That is why it was 
stressed in earlier chapters that studies of this kind should be repeated 
periodically so that plans are rolling plans backed up by realistic 
financial assessments. 

This chapter has set out to show how a "master plan for the use of 
all financial and material resources" (see page 13) can be developed and 
used as an integral part of the planning process and thus assist develop
ing countries in achieving their health objectives. This is the ultimate 
test of whether it is worth the effort to undertake studies of this kind. 

Tables 16 and 17 illustrate how financial projections can be 
organized. Similar tables can be used for projecting future capital 
expenditures. 

Table 17. Projections of funding for health 
by sources of finance over a 4-year period, e.g., 1982-1985 (model)" 

Projected expenditure 
Source of finance (million NCUb) % share 

1982 1983 1984 1985 1982 1983 1984 1985 

Total health expenditure 
Government 
Social insurance 
Private employers 
Private households 
External cooperation 

( official) 
External cooperation 

(non-official) 

Total 100 
Total expenditure on 

primary health care 
Government 
Social insurance 
Private employers 
Private householders 
External cooperation 

(official) 
External cooperation 

(non-official) 

Total 100 

100 100 100 

100 100 100 
" A similar table can be devised for future capital expenditure. 
b NCU = national currency unit. 
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Annex 1 

EXAMPLES OF COMPLETED TABLES 

The data in Table lA (page 111) show estimated national recurrent 
expenditure and sources of financing for 1980/1981 and are based on 
a case study undertaken in a developing country. They show the 
following main points: 

- 60.2% of the ministry of health budget is spent on hospitals; 
- 34.4% of the ministry of health budget is spent on the two 

central hospitals and one general hospital; 
- the ministry pays for the training of "other" health staff, not for 

doctors or dentists; 
- the ministry provides a subsidy of 1115000 national currency 

units to the mission hospitals; 
- headquarters administration represents 16.1 % of the ministry's 

budget. 
The information would be more meaningful if data were available 

for several past years thus showing trends. 

Recurrent expenditures 

Further analysis of Table 1A shows that only 39.4% of the total 
health sector expenditure is financed by the ministry of health. The 
second largest source is direct private payments (31.8%). The third 
largest contributors are official and private foreign aid (12.4%). Other 
ministries and local government pay 8.8% of the sector's total recurrent 
expenditure. The amount shown in the "insurance" column against 
"other services" should probably be shown as payment for hospital 
services and payment to other health care providers; however, the 
breakdown of the sum was not available, when this particular case 
study was carried out. 
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The total amount spent is roughly divided as follows : 
30% on health care in hospitals; 
10% on care in other health facilities; 
7% on care by private practitioners and traditional healers; 
8.5% on drugs and supplies; 

- 5% on special health programmes (communicable diseases 
control); 

- 23.1 % on other health-related programmes (domestic water 
supply, sanitation, nutritional programmes); 

- 16.4% on training, management, transport, etc. 
The tables prepared so far do not show either the geographical 

distribution of the health facilities, or the urban/rural breakdown of 
users. This is an important area for further work. 

Table lA indicates that the ministry of health spends its funds 
mainly on hospitals, a number of specialized health programmes, head
quarters administration and training of staff other than physicians and 
dentists, and provides a considerable subsidy for mission hospitals. 

Other ministries and local government spend modest amounts on 
hospitals, but their contribution to communicable disease control, 
domestic water supply, sanitation and nutrition programmes and trans
port is substantial. Local government in particular takes care of the 
financing of dispensaries and maternity centres, a part of the sanitation 
and nutrition programme, and the cost of its own administration. 

Expenditures incurred by missions and industry are spent on curative 
services. 

Data in the direct private payments column show that the popula
tion contributes to the cost of hospitals, and spends considerable 
amounts on drugs (22.9% of all direct private payments) and domestic 
water supplies (40.3% of all direct private payments). An important 
finding is that about 22% of private payments are made to private 
health practitioners and traditional healers. 

The share of foreign aid in the total recurrent sector expenditure is 
relatively high, mainly because of the considerable amount spent on 
nutrition programmes. Training programmes and assistance to com
municable disease control are also major items under official foreign 
aid. Private foreign aid is mainly used to finance running costs of 
health facilities, provide drug supplies and contribute to the cost of 
controlling communicable diseases. 
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Expenditure on primary health care 

Estimates of the cost of primary health care are shown in Table 2A, 
assuming for the purposes of the present exercise, that primary health 
care covers all the health services from the periphery to the first referral 
level, i.e., rural health centres plus the cost of identified water supply 
and sanitation and nutrition programmes. Primary health care con
stitutes about 54% of the total health sector expenditure. Scrutinizing 
the medical care expenditure only, the share of primary health care is 
around 40%. It would be more if expenditure on primary health care 
aspects of ambulatory care in hospitals, laboratory services, and refer
ral services provided by hospitals could be separated from the 
aggregated figures. Once again the data would be more meaningful for 
policy analysis if they were available over a number of years so that 
trends could be identified. The lack of entry in the self-help column in 
Table lA may indicate that methods of estimating the monetary value 
of donated labour, materials for building and other contributions in 
kind were not well developed at the time of the case study or simply 
the difficulty of obtaining such information. 

While the government is financing almost 50% of the total health 
sector (Table 3A), in the case of primary health care its share is only 
22.6% and private households have to bear roughly 54% of primary 
health care costs; foreign aid's share is higher in primary health care 
than in the financing of the whole sector (19.4% as against 8.4%). 

Capital expenditures 

Analysis of capital expenditures for the whole sector gIven III 

Table 4A shows the following: 
- over 94.5% of all capital funds came from external sources; , 
- all government sources financed only about 2.4% of capital 

expenditure; 
- local voluntary bodies are the second largest source of health 

investment financing with 3% of expenditure. 
A further analysis of foreign aid shows the following breakdown: 
- 38% district hospitals (including 3% for central hospitals); 
- 6.5% health centres and sub-centres; 
- 27.3% domestic water supply; 
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- 27.7% sanitation programmes; 
- 0.5% communicable disease control. 
Capital expenditure-for example, the construction of health 

facilities- leads to recurrent costs in the future which will have to be 
paid by the recipient country. These future costs need to be estimated 
and included in projections of planned recurrent health expenditure. 
In the present case, investment in primary health care types of pro
gramme is over 57% of total foreign aid. 

It is advisable to analyse health investments over several years, in 
order to avoid the distorting effect in one single year of some construc
tion costs that are spread over a longer period of time. 

Broad aspects of data analysis and interpretation 

Systematic analysis should compare the available information with 
national policy objectives and identify further information required for 
this purpose. For example, how far have the health needs of the 
population been identified and measured, and by whom? Has the 
need/demand or part of it been quantified and the cost of meeting it 
calculated in monetary terms? To what extent is the estimated need 
met? 

It is probable that complete answers to these questions will not be 
found in anyone country. But they may be partly answered by specific 
studies, such as utilization studies of health facilities (e.g., immuniza
tion and maternity and child health programmes), time and motion 
studies of the use of time by health personnel, household surveys, drug 
distribution reports, and the views of knowledgeable persons. 

The need for information on urban/rural distributions of funds and 
also onper caput expenditure in cities, shanty towns, isolated areas, etc., 
has also been mentioned. Per caput drug expenditure in different 
population groups is also a useful indicator. 

Who is paying for the available health programme? This question 
can be answered by examining figures on the finance provided in the 
public sector and by industry, insurance, charity, direct payments by 
individuals and foreign aid. The geographical distribution of the be
neficiaries of each source of finance will show the equity or maldistribu
tion of resources. 
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Table 1 A. Total health sector current expendituresa 

Private Local Direct Self-help! 
Area of Ministry Other Local Other hospital 

Industry ~~~i~~ary 
private other Foreign Foreign 

expenditure of health ministrJes govern- statutory assocla- payments Insurance private aid, aid, Total 
ment bodies tlon (charities) for health resources official private 

(missions) services 

Central hospita ls 4204000 256000 86000 4546000 
General hospitals 816000 40000 856000 
District hospitals 3437000 596000 766000 463000 5262000 
Primary health 

cenlles 340000 87000 112000 27000 566000 
Dispensary! 

maTernity 
centres 653000 43000 99000 264000 42000 313000 86000 1500000 

Dispensaries 413000 2000 29000 165000 36000 545000 52000 600 1242600 
Maternity centres 25000 300000 325000 
Mental hospital 240000 240000 
Services abroad 45000 45000 
Private 

practitioners 1992000 1992000 
Traditional healers 588000 588000 
Drug and dressing 

supplies 333000 2670000 123000 3126000 
Cbmmunlceble 

disease conllols 
11) leprosy 58000 12000 38000 225000 333000 
ii) other 296000 216000 135000 367000 495000 1509000 

Domestic water 
supply 543000 4707000 5250000 

Sanitation 
programmes 759000 232000 991000 

NUlIition 
programmes 233000 2000 2000000 2235000 

Trenspon 292000 119000 411000 
Headquaners 

administration 2234000 633000 71000 3028000 
Training doctors, 

dentists 521000 521000 
Training - other 

health staff 170000 49000 39000 258000 
Other services 13000 120000 233000 70000 1200000 8000 178000 I B22000 

Total 13309000 1111000 2 132000 264000 1115000 587000 728000 11 668000 1200000 2935000 1 597000 36646000 

Transfers 1115000 -1115000 

Total 14424000 1111000 2132000 264000 5B7000 72B 000 11 66B 000 1200000 2935000 1 697 600 36646600 

>-' 
(39.4%) (3, 0%) (5,8%) (0,7%) (1 ,6%) (2,0%) (31 .8%) (3,3%) (B,O%) (4.4%) (100%) 

>-- a This table is a completed verslon broadly based on the model shown In Table 11 on the manual. 
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Table 2A. Recurrent expenditure for healtha 

Area of expenditure 

Institutional health care 
Ambulatory health services 
Special health programmes 
Other health-related programmes 
Training. management. 

and other health care services 

Total 

Primary health care 
(as part of total health expenditure) 

Health centres 
Health sub-centres 
Private practitioners 
Indigenous healers 
Communicable diseases control 
Drugs. dressings 
Training of auxiliary personnel 
Domestic water supply 
Sanitation 
Nutrition 

Total 

1979 

Million NCUb 

1980 1981 1982 

10904 
6258 
4968 
8476 

6040 

36646 

566 
3067 
1992 

588 
1842 
3126 

258 
5250 

991 
2235 

19915 
(54.34%) 

~ This table is a completed version broadly based on the model shown in Table 1 in the manual. 
NCU = national currency unit. 

C These columns would normally show % change. 

1980 

29.8 
17.1 
13.5 
23.1 

16.5 

100.0 

% shareC 

1981 1982 
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Table 3A. Sources of finance for recurrent expenditure for healtha 

Source of finance 

Total health expenditure 
Government (with missions) 
Insurance (private) 
Private employers 
Private households 
Foreign aid (official) 
Foreign aid (private) 

Total 
Primary health care 

(as part of total health expenditure) 
Government (with missions) 
Insurance (private) 
Private employers 
Private households 
Foreign aid (official) 
Foreign aid (private) 

Total 

1979 

Million NCUb 

1980 1981 1982 

17931 
1200 
1 315 

11668 
2935 
1597 

36646 

4514 

826 
10706 

2935 
934 

19915 

~ This table is a completed version broadly based on the model shown in Table 2 in the manual. 
NCU = national currency unit . 

1979 

% share 

1980 

48.9 
3.3 
3.6 

31 .8 
8.0 
4.4 

22.6 

4.2 
53.8 
14.7 

4.7 
100.0 

1981 1982 



...... Table 4A. Total health sector capital expenditures a 
~ 

Private Local Direct Self-help/ Local 
Statutory ~~:6~1:~ private Foreign Foreign Area of Ministry Other govern· Industry ~~~i~~ary payments Ins 'rance other aid, aid, Total expenditure of health ministries bodies tions U private 

ment (charities) for health resources official private 
(missions) services 

Central hospitals 13000 403000 34000 450000 
General hospitals 
District hospita ls 3786000 1562000 5338000 
Primary hea lth 

centres 30000 30000 
Dispensary/mater-

nity centres 87000 327000 414 000 
Dispensaries 5000 53000 322000 84000 464 000 
Maternity centres 3000 31000 31 000 31000 
Mental hospital 
Other Institution 

(specify) 
Services abroad 
Private practicloners 
Traditional healers 

(specify) 
Drug and dressing 

supplies 
Communicable 

disease connols f) leprosy 65000 65000 
Ii) other 

Domestic water 
supply 341000 158000 3033000 4332000 

Sanitation 
prOgrammes 3 894000 3894000 

Central laboratory 
service 

Transport 
Headquarters 

administration 
Tralning--doctors, 

dentists 
Tralning--other 

hea I th Slaff 
Other services 

(specify) 

Transfers 
Total 13000 341000 8000 456000 168 000 12021000 2024 000 15021 000 

(0.1%) (2.3%) (0.1%) (3.0%) (80.9%) (13.6%) (100%) 
a This table is a completed version broadly based on the model shown in Table 12 in the manual. 



Annex 2 

ANALYSIS OF COMPLETED TABLES 

Most of the questions presented here may be answered by reading 
completed tables based on the models shown in the manual. The main 
purpose of listing them is to serve as a reminder. They are modified 
from teaching material prepared for a training course on financing of 
health services. 1 

Purpose of expenditure 

1. Current account 

What is the total expenditure of the health sector: 
- in absolute terms? NCZ _ _ ___ _ 
- per caput? NC, ____ _ _ 
- % of GNP? 
- per caput by local administrating 

authority? Area 
1. _____ _ 
2. ____ _ _ 

etc. 
- per caput in urban areas? 
- per caput in rural areas? 
- % of the total on personal health services? 
- per caput on personal health 

services? NC, _ _ ___ _ 
- % of the total on non-personal 

health services? 

1 See also reference 8. 
2 NC = national currency. 
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- % of the total expenditure on personal health 
services on hospi tal services? 

- % of the total expenditure on personal 
health services on health centres, clinics 
and health posts? 

- % of the total on health centres, clinics and 
health posts? 

- % of the total on primarily preventive 
services? 

- % of the total on the national referral 
hospital(s)? 

- of the total on general hospitals? 
- % of the total on indigenous health 

practitioners? 
- % of the total on purchases from retail 

outlets? 
- % of the total on communicable disease 

control? 
% of the total on domestic water supply? 
% of the total on sanitation programmes? 
% of the total on nutrition programmes? 
% of the total on health education 
programmes? 

- % of the total on transport? 
- % of the total on training other health staff? _______ _ 
- on staff in absolute terms? 
- on doctors employed by government and 

local authorities? , NC _____ _ 
- on drugs, dressings, etc. ? NC _____ _ 

What is the average cost of: 
- a hospital in-patient day (general hospital)? 
- a hospital in-patient stay (general hospital)? 
- a case of malaria treated in a general 

hospital? 
- a consultation at a clinic with 

paramedical staff? 
- a consultation at a health post? 
- per year on a health centre/clinic 

with medical staff? 
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- per year on a health centre/clinic 
with paramedical staff? 

- per year on a health post with community 
health worker only? 

Ministry of health 

What is the ministry of health expenditure : 
- as a % of the total government expenditure? 

What is the: 
- % of its expenditure on hospitals? 
- % of its total on primarily preventive services 

expenditure? 
- % of its total expenditure on hospital 

in-patients? 

Other ministries 

What is the: 
- % of their total health expenditure on 

non-personal health services? 
- % of their total health expenditure on 

primarily preventive services? 

Local government 

What is the : 
- % of their total health expenditure on 

personal health services? 
- % of their expenditure on health centres, 

clinics and health posts? 

Missions 

What % of their total expenditure is for personal 
health service? 

Industry 

What % of expenditure by industry is for 
primarily preventive services? 
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What % of expenditure by industry is for 
personal health services? 

Local voluntary bodies 

How much do local voluntary bodies 
spend in absolute terms on primarily 
preventive services? NC 

Direct private payments 

Of direct private payments for personal health 
servIces: 
- What % is for ambulatory services? 
- What % is for indigenous health practitioners? _______ _ 
- What % is for services abroad? 

Self-help 

How much is spent on self-help excluding 
donations? 

Foreign aid, official 

What % of official foreign aid is spent on 
primarily preventive services? 
If there had been no world food programme 
supplies, what would have been the answer to the 
last question? 

Foreign aid, private 

What % of private foreign aid is spent on 
primarily preventive services? 

Sources of finance 

Total 

What are the four most important sources of 
finance to the health sector, what amount does 
each provide, and what % of the total expenditure 
does it represent? 
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1. 
2. 
3. 
4. 

Source Amount 

Total 

How much does central and local government 
spend on personal health services, and what % 
of total expenditure on personal health services 
does this represent? 
How much does central and local government 
spend on non-personal services and what % of 
total expenditure on non-personal services does 
this represent? 
How much do central and local government 
sources provide for primarily preventive services 
and what % of total expenditure on primarily 

% 

preventive services does this represent? NC _ ______ _ 

General hospital 

What % of the expenditure on general hospitals 
comes from domestic non-governmental sources? _______ _ 

Services abroad 

What % of expenditure on services abroad 
comes from public sources? 

Health centres, clinics and health posts 

In which type of clinic or health post is 
foreign aid most important, and what % 
of total expenditure does it represent for that 
service? _____________________ ___ _ 
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In what type of clinic or health post are private 
payments most important, and what % of the 
total expenditure do they represent for that 
service? ________________________ _ 

Private practitioners 

What proportion of expenditure on private 
practitioners is provided by insurance? 

Communicable disease control 

What is the main source of finance 
for communicable disease control, 
and what % of the expenditure does it 
represent? _______________________ _ 

Domestic water supply 

What is the most important source of finance 
for domestic water supply, 
and what % of the expenditure does it 
provide? _______________________ _ 

Sanitation programmes 

What % of expenditure on sanitation 
programmes comes from the ministry of health? 

Nutrition programmes 

What % of expenditure on nutrition 
programmes comes from government sources? 

Occupational health services 

What % of expenditure on occupational health 
services comes from government sources? 
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Other programmes (Maternal and child health) 
How much is spent on the MCH programme, 
and what % of this is provided 
by government? NC _______ _ 

Transport 

What do local authorities spend on transport, 
and what % does this represent of total 
transport expenditure? NC _______ _ 

Training 

If foreign aid for training were cut off, what 
would be the % reduction in expenditure on 
training: 

(a) doctors 
(b) other staff ______ _ 

Transfers 

What agency is the main recipient of 
transfers, and what is the total amount that it 
receives? ______________________ _ 

2. Capital account 

What is the total expenditure of the health 
sector: 
- in absolute terms? NC ______ _ 

- per caput? NC _____ _ 

% of GNP or GDP? 
- % of the total on personal health services? 
- % of the total on non-personal health 

services? 
- % of the total expenditure on personal health 

services on hospital services? 
- % of personal health services on health 

centres, clinics and health posts? 
- % of the total on health services, clinics and 

health posts? 
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- % of the total on primarily preventive 
services? 

- % of the total on the national referral 
hospital(s)? 

- % of the total on general hospitals? 
- % of the total on communicable disease 

control? 
% of the total on domestic water supply? 

- % of the total on sanitation programmes? 
- % of the total on nutrition programmes? 
- % of the total on health education 

programmes? 
- % of the total on transport? 
- % of the total on training-other health 

staff? 
- % of the total on medical research? 
What is the average cost of: 
- a health centre/clinic with medical staff? 
- a health centre/clinic with paramedical staff? 
- a health post with community health worker 

only? 

Ministry of health 

What is the ministry of health expenditure on 
hospitals (including transfers) , and the % of its 
total expenditure? 

Other ministries 

What is the expenditure by other ministries: 
- % of their total expenditure on non-personal 

health services? 
- % of their total expenditure on primarily 

preventive services? 

Local government 

What is the expenditure by local government: 
- % of their total expenditure on personal 

health services? 
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% of their expenditure on personal health 
services on health centres, clinics and health 
posts? 

Industry 

What % of expenditure by industry is for 
primarily preventive services? 

Local voluntary bodies 

What % of the expenditure by local voluntary 
bodies is for primarily preventive services? 
How much do local voluntary bodies spend in 
absolute terms on primarily preventive services? 

Foreign aid 

Comparing the patterns of expenditure of 
official and private foreign aid, what 
differences can be identified regarding: 

-- the % of the total expenditures on 
personal health services? 

-- the % of the total expenditures on 
personal health services, spent on 
ambulatory services? 

-- the % of the total expenditures spent on 
primarily preventive services? 

Sources oj finance 

Total 

Official 

What are the two most important sources of finance for 
the health sector, what amount does each provide and 
what % of the total expenditure does it represent? 

Source Amount 

Private 

% 
I. ________________________________ ________ _ ______ _ 
2. ________________________________ ________ _ ______ _ 
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How much does central and local 
government spend on personal health 
services, and what % of total expenditure on 
personal health services does this represent? NC % __ _ 
What % of spending on hospitals is provided 
by the ministry of health? 

Teaching/national referral hospital (s) 

What % of the expenditure on the hospital(s) comes from 
domestic sources? 

General hospitals 

What % of the expenditure on these 
hospitals comes from foreign aid, and what 
% is this of total expenditure on general 
hospitals? NC % __ _ 

Transport 

How dependent is the health sector on foreign aid 
for the purchase of vehicles? 
- % of total current expenditure financed by external 

aid? 
- % of total capital expenditure financed by external 

aid? 
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Many countries particularly in the dev loping world, are 
seeking to orientate their health services towards a more equit
able and efficient utilization of resources. detailed analy' of 
the financing of health rvices is an important tep in such an 
undertaking. 

Tbi manual ts out a methodology for carrying out uch an 
analysi and uggests ways of collecting and organizing data on 
expenditure and ource of finance. It also suggests how thi 
information might be utilized in policy fonnulatio to make a 
master plan for the future use of all financial and material 
resources. Particular attention i paid to primary health care in 
view of its high priority in current health polici . A seri of 
tabl pre nts models that provide an analytical fram wor for 
national planning and ummary tables have been devi for the 
use of policy-makers. 

The manual i aimed at planners economists tati ticians, 
accountant and researchers in the health and health-related 
sectors in developing countries and at the taft' of international 
and bilateral agencie concerned with development aid. 




