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HEALTH SYSTEMS MANAQEM8NT 
(Agenda i t e m  7 )  

1. INTRODUCTION 

The Regional C o m m i t t e e ,  at its Forty-first Session, had decided to have 
Technical Discussions on the subject of "Health Systems Management" at its 
Forty-second Session, and that the subject of "Hospital Management" would be 
discussed as one of  the technical papers. One of the Member States proposed 
that "Health Legislationu would be the topic of another technical paper. 

The present document, which looks into "Health Systems and Their 
Managcmcntu cavere a l l  the above three top ics ,  reviewing the different aspects 
of the health system concept and its management, and the queries that those 
concerned may have in this respect. 

In fact, a discussion on health systems at this stage, is timely. 
Despite the reorientation of health care provision following the Declaration 
of Alma-Ata, a large number of countries worldwide still have limited or poor 
access to heal th care facilities, which, i f  at all available, are m a i n l y  
concentrated in urban areas. Existing facilities mainly provide curative 
health care with little attention to the protection and promotion of health, 
including preventive care. In addition, the involvement of other sectors 
interested in health, as well as the involvement of the community is minimal. 
All these factors have drawn the attention of governments and international 
agencies, such as WHO, to the need for developing health systems that 
ddeyudlely ~eupu11d tu cum~nul l i ty  b e a l t l r  needs arxd problems, tblrvugb the 
adoption of comprehensive health care systems based on primary health care. 

A system in general refers to a number of related parts that are 
dependent on each other and together achieve a set of goals and objectives. 
Accordingly, a health svstem can be defined as a combination of policies, 
resources, organizations, functions end management structures, the interaction 
of which results in the delivery uf health sex-vices to the c u r u r ~ r r u r l i L y .  I r r  this 
definition, the study of a health system concerns itself with the pattern and 
methods of delivery of health care, as well as with the structure, functions 
and management of this system. 

The ultimate objective is to achieve an intesrated health svstem where 
the organization of services and assignment of responsibilities and functions 
w ~ t h ~ n  the health system succeeds in addressing the healch needs and 
priorities of the community served, and obtains the commitment and 
collaboration of all the different components of the system to achieve the 
d e s i r e d  gnaln and objectives. 

However, it is not possible to have a uniform or standard type of 
integrated health system that may be applicable in all countries. 

2 .  DETERXfNANTS OF A HEALTH SYSTEM 

nif ferent  r m ~ n t r i e n  a r e  a t  d i f f e r e n t  s t a g e s  nf d e v e l o p m ~ n t ,  and a s  s ~ ~ r h ,  

have different political inclinations and different types of social, physical 



and cultural environments. These determinants affect and decide the type of 
health system needed and the extent and quality of health provision for each 
population. The major determinants of a health system are given below. 

2 . 1 Environmental and demographic 

The physical environment affects the health system through ite 

geographical location, rainfall, temperature, humidity and other climatic 
factors. The type of housing, water supply and the degree of atmospheric 
pollution-all have an influence on the patterns of disease development and 
control. All the above factors have both positive and negative effects on 
health and thus dictate the type of comprehensive health care system to be 
established. 

It is clear that a health system established in a country where the 
population is limited, the land surface small and the roads and means of 
transportation easily accessible, would greatly differ from that established 
in a country where the population level reaches tens of millions, the land 
surface is very large, the roads inaccessible and transportation lacking. The 
system that is suitable for large urban conglomerations would be unsuitable 
for nomads or small communities living on mountains (in Afghariistan or the 
Republic of Yemen, for instance) or in remote islands (such as in Oman or the 
Republic of Yemen), in view of the fact that a health system is supposed to 
cover the whole population. Similarly. health problems and consequently the 
health system found in a country with a large number of imported male labour 
in the productive age (as in some of the Gulf countries), would vary from the 
health system established in a country having high rates of newborns and of 
mortality and where approximately half the population is below 1 5  years of age 
(such as in Afghanistan and the Republic of Yemen), or a country with a large 
conglomeration of emigrants from neighbouring countries (such as Djibouti and 
Si.~dan 1 

2.2 Political 

Policies and directions are of great Importance In determining the type 
of health care system required. The type of political system determines, in 
many countries, whether to have free full health care or fee-for-service 
health care. It also decides whether the publir or private sector should be 
the main provider of health care. Different types of social security and cost- 
sharing mechanisms have been developed and adopted by different governments 
following various political ideologies and beliefs. 

Administrative divisions in countries play an important role. The health 
system in a country with limited surface and population (such as Bahrain or 
Qatar) will certainly differ from the health system established in a country 
such as Pakistan, where more than 130 million people live, and which is 
subdivided into provinces, forming a federation, with a high degree of 
decentralization and responsible for the delivery of most of the health 
services. 



2.3 Scientific and technological 

New developments in science and technology affect a11 levels and 
components of a health care system, extending from diagnosis and treatment to 
prevention and control, and ultimately to health protection and promotion. 
They affect all types of health care facilities. Technological developments 
outside the health sector  affect the development of health systems as well. 
Notable examples are the developments in communications and their effect on 
accessibility of health services; advances in agriculture and their impact on 
the provision of food and improved nutrition, and the contribution of 
environmental health improvements to disease prevention and control. 

2.4 Cultural and soc ia l  

The impact of some components of the social entity and cultural 
structure on the health system i s  not to be ignored. 

Religious bodies have played and continue to play a crucial role in 
health systems. They have contributed greatly to the establishment of health 
care institutions, particularly hospitals and clinics. They have had a strong 
influence on t h e  adoption of auitablt attitudes as regards m a j u ~  hcaltll 

issues, notably abortion, methods of contraception, euthanasia and organ 
transplantation. Religious teachings and behaviour have had an impact on the 
degree to which people indulge in extramarital sex and its relationship to 
sexually transmitted diseases, notably AIDS, as well as on the abuse of 
alcohol and drugs. 

Nongovernmental organizatiurrr~ p l y  d r l  i ~ ~ ~ p o r t d r ~ t  role i r i  the 
implementation and follow-up of the activities of health care institutions. 
They have stimulated participation in the capital and recurrent financing of 
health care facilities, in addition to establishing such facilities at their 
own expense. 

Family solidarity continues to be an important element in health care. 
The structure and role of che family have a wide-ranging effect on health 
systems. The extended family in developing countries is still a major source 
of support in many cases of dependence such as sickness, child birth, death 
and unemployment. The family provides important care services to the elderly, 
and to women in times of pregnancy and in childbirth, thus reducing their need 
for hospitalization. 

Cu~ttoms, tradlrions and beliefs have both positive and negative effects 
on health care. Taboos related to certain foods affect the health of children 
and pregnant mothers in some countries. On the other hand, the role of 
traditional healers in health systems sh0111d n o t  he i g n n r ~ d  

2.5 Economic 

The level of economic development is a major factor in determining the 
type of health care delivery system. Poverty leads to a crowded and unhealthy 
environment, poor nutrition, poor housing and poor hygiene. It is closely 
r e l a t e d  to hirjh rates of mortality and morbidity caused by communicable 
diseases, malnutrition, gastrointestinal infections, etc. On the other hand, 



urbanization andbetter economic conditions brought about by industrialization 
do not completely solve the problems. They brought about higher rates of 
trauma, injuries, occupational health hazards, sexuallytransmitted diseases, 
alcoholism, and psychotropic substance and drug abuse. Alternatively, economic 
growth and development positively affect the number and quality of facilities, 
human resources, commodities and knowledge. A weal.thy nation is expected to 
have adequate facilities, trained human resources and sufficient supplies and 
drugs which result in overall better health conditions for its people. 

3. OBJECTIVES OF HEALTH SYSTEMS 

~lthough health systems differ from country to country and have 
different functions and orientations, they a l l ,  as Aly Ben A 1  Abbas said aLuuL 

one thousand years ago, "aim at realizing health protection for healthy people 
and health recovery for ill people", or more specifically, advancing, 
protecting and promoting health and preventing diseases as far as the healthy 
are concerned, disease diagnosing and treating for the purpose of health 
recovery, as far as the ill people are concerned, and alleviating suffering 
in those cases when recovery is not expected. A health system may have 
secondary functions such as enhancing industrial or agricultural produotiorl 
through the improvement of the health of workers in factories and farms, and 
increasing national productivity, through improving the health of personnel 
and thus reducing absenteeism. Therefore, the investment role played by the 
health services should be emphasized. They should not be regarded as being 
simply resource-consuming. 

4. COMPONENTS OF HKALTH SYSTEMS 

A health system has five major components, namely: resources, 
organization, economic support, management, and delivery of services. These 
five components are interrelated as shown in Figure 1. 

Particular health needs and problems determine the types and arr~ouritv of 
resources required by the health system. The organization of the health 
system, its management and financial support, all constitute the mechanism 
necessary for its operation. The output is the delivery of health services to 
the population and the outcome is hopefully good health, an improved health 
status and a healthier and happier population. 

4 . 1  Resourcas of a Health System 

The resources of a health system can be subdivided into: human 
resources, facilities, supplies, and knowledge. 

(a) Human resources 

The m a i n  resource of any health system is  the hu~narl ale~nent. The  

different categories of human resources should work together as a team to 
enhance each other's input and output. Policies for human resources 
development must be translated into human resources plans indicating the 



Figure 1. A HEALTH SYSTEM* 

* Adapted from Rocmcr, Milton I. National naalth Eyotcma of thc W o r l d ,  Part 1. Oxford 

Univeraity Press. 1991 
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Paramedicals (allied and auxiliary health personnel) are health 
personnel who do not form part of the above categories. They work side by side 
with physicians and other professional specialists, providing the necessary 
teciniical auppurL. Tlle most important of these allied personnel is the nurse. 
Different categories and types of nurses in different countries have different 
levels and types of training. Allied personnel also include laboratory 
technicians, X-ray technicians, physiotherapists, nutritionists, anaesthetic 
technicians, speech therapists and social workers. They also include medical 
assistants, pharmacy assistants, ophthalmic assistants and dental assistants. 
Both allied and auxiliary health personnel can either work under the 
supervieivrr u$ a professio~~al or work directly with a physician. 

Supportpersonnel workunder some supervision fromthe other categories. 
These include community health workers who function at the primary health care 
level and are the first point of contact of the community with the health care 
system. Their training is community-based, community-oriented and aimed at 
solving the community's health problems. Some performmultipurpose health care 
activities, while uthera are engaged in only one activity, such as 
immunization. This category of support personnel includes public health 
workers who are generally responsible for environmental control activities and 
disease prevention, such as monitoring of water supply, sanitation, food 
quality control and rodent and insect control. It also includes administration 
and finance officers, transport officers, public relations officers, and 
others, who provide administrative, financial and logistical support for the 
health care system. 

The major problems of human resources in any health care system include: 
(1) lack of clear uolicies; (2) absence of ulans indicatinq the number, 
quality, training, distribution and supervision of different categories of 
human resources; ( 3 )  maldistribution of human resources, both quantitatively 
and qualitatively (for instance, they are concentrated either in cities where 
living conditions and work opportunities are better, or in hospitals, or they 
take up clinical specialization); (4) shortage or excess in one category or 
the other (the number of dentists was only 3 per loo 000) in seven countries 
of the Region. and the number of physicians exceeded that of the nurses and 
midwives in three countries, whereas in the Scandinavian countries, for 
example there are 25-45 nurses for every 10 physicians) ; (5) poor utilization 
of resources, often due to the imbalance of the numbers of different 
categories; a phyBiCian, for instance, would be undercaking accivicies char 
may be performed by a nurse, or both may be engrossed in administrative and 
clerical activities at the expense of their professional work; (6) poor career 
structure which leads health personnel to emigrate to other countries; 
(7) poor efficiencyandeffectiveness-often the result of unsuitable training 
programmes or poor supervision; ( 8 )  lack of continuing education; and ( 9 )  poor 
social and living conditions, particularly in rural and remote areas. 

(b) Facilities 

Health systems facilities include: 

General ambulatory care facilities that provide care for ambulatory 
patients, and are usually accessible to the population and serving 
geographical areas with a defined population. They include various primary 



health care institutions, polyclinics, dispensaries and outpatient departments 
in hospitals. They usually provide ambulatory care both in the preventive and 
the curative fields, referring cases needing special care to higher levels. 
School health clinics are another important source of ambulatory care for 
students and school children. 

Private clinics also provide ambulatory care. Patients are seen by a 
general practitioner or a specialist and receive ambulatory treatment with 
referral for consultation or hospital care if necessary. 

Specialized clillics which pruvide  u u t p a t i e n t  care f u r  specific 

categories of the population or specific disorders, e.g. ophthalmology 
clinics, diabetes and hypertension clinics, paediatric clinics, maternity 
clinics, sexually transmitted disease clinics, etc. Patients are filtered 
through these clinics and those needing hospital care are referred to the 
appropriate specialized or general hospitals. Group practices are another form 
of special clinics in which specialists work together as a group. 

Hospitals can be general hospitals or secondary and tertiary care 
specialized hospitals. Specialized hospitals can be maternity hospitals, 
mental hospitals, paediatric hospitals, chest hospitals, etc. In addition to 
their basic role in providing curative health care to cases referred from 
outpatient health care facilities, hospitals are used for the education of 
health personnel and for health research. 

Long-term care facilities are mostly used for the elderly. They also 
serve chronically ill patients who need bed care for a long period and include 
facilities for tuberculosis and leprosy patients, mental health care, etc. 
Medical intervention is usually infrequent in such facilities, similarly as 
in nursing homes, old people's homes and convalescent homes. These facilities 
may be owned by the government, the private sector or voluntary organizations. 

Environmental health facilities include facilities for the provision of 
clean water, proper sanitation, food qualify control, environmental pollution 
control and insect and rodent control. Such facilities may be owned and 
operated by different agencies in collaboration with ministries of health. 
Local government authorities usually play a major role in the provision, 
operation and maintenance of such facilities. 

These are chemical and biological instruments, tools and substances used 
for diagnosis, treatment, prevention, research and training activities. The 
most important of these commodities are supplies and equipment, drugs, and 
transport facilities. 

With the advance of science and technology, these commodities have 
become more complex and sophisticated and require suitable and often 
specialized training for their operation and maintenance. In most developinq 
countries these commodities are imported and consume an appreciable portion 
of the health budget. 



(d) Knowledge 

Systems of health statistical information, as Dart of the health system. 
are the principal source of health information. Technical and managerial 
knowledge is acquired through education, training, association and 
communication. Journals, books, pamphlets and the media convey a great volume 
of knowledge about health and dlsease. Research 1s an Important source of new 
knowledge. A health system relies on knowledge disseminated through different 
means of communications. The acquisition of knowledge is a continuing process, 
thnugh dif f i r r ~ l  t i n  remote areas. 

4.2 Organization of health systems 

The organization of a health system is the systematic arrangement of 
resources with designation of responsibilities, channels of communication and 
authority amongst personnel working in the system, for the purpose of 
optimally attaining the objectives of this system. 

There are two major types of health systems, namely public and private. 
This does not necessarily mean that only one of them would be found. They 
exist side by side in most countries, but in varying proportions. 

(a) Public health sector 

Public health sector includes: (1) the ministry of health; (2) the 
ministry of education in so far as school health and the education of specific 
categories of health personnel are concerned (this also covers universities 
which provide education and training to physicians and other health personnel, 
and teaching hospitals which provide new and advanced curative services and 
undertake health and medical research); (3) a number of other governmental 
agencies and ministrics. providing direct medical services to the pcrsonncl 
working therein and sometimes their families, such as the armed forces, the 
police force and transport establishments; ( 4 )  the ministry of local 
government as far as the provision of local health care, environmental health 
activities and the safety of the environment are concerned; (5) other 
environmental health agencies; ( 6 )  social security programmes; ( 7 )  the 
ministry of agriculture in so far as food and nutrition programmes, as well 
as Lhe pzcve~~tiul~ of zoonotis diooaaeo are- sonsernsd, ( 8 )  the miniatry of 
social affairs with respect to the health of the elderly, refugees, and social 
security activities; (9) the ministry of industry in so far as the manufacture 
of druqs, and the provision of supplies and equipment needed for health 
institutions are concerned. 

The ministry of health is the main public provider of health care to the 
community. The respur~sibiliLies uT the ministry uT hrdlLh vdry fro~rt one 
country to another, but the main ones include: 

Protective. promotive and preventive health services, particularly the 
control, elimination or eradication of communicable diseases, control of the 
environment, food quality/safety control, maternal and child health, nutrition 
services, accident prevention, health education, occupational health, health 
care of the elderly, etc. 



Curative health services include the diagnosis and treatment of diseases 
in different types of primaryhealth care institutions, outpatient departments 
and clinics in hospitals, polyclinics, specialized centres and institutions, 
as well as i r ~  the r a ~ ~ a b i l i t a L i u r ~  celltrey attached tu ti~errl. 

Training of different categories of health personnel. The major forms 
of such traininq include qraduate, postqraduate, basic, post-basic and 
continuing education programmes. 

Usually, the Ministry of Health manages and provides health care at 
three main levels: rhe cenrral or naclonal level; che intermediate level, 
often called governorate, regional, provincial or district level in different 
countries; and the peripheral or community level. Each level has specific 
functions. The central level is responsible for policy formulation. planning 
and direction. The intermediate level in responsible for implementation, 
management, supervision and follow-up activities. The peripheral level is 
responsible for the provision of health care to the community. 

Voluntary bodies can be considered part of the public health sector and 
are usually oriented to the control of specific diseases, such as 
ti~herci~l nsi  s ,  1 eprosy and cancer. Okhnrn are interested i n  s p ~ c i  f i r cstegnri pa 

of the population, such as children, the elderly, women and orphans, serving 
their interests through charitable societies or organizations. Professional 
associations, religious bodies and mass organizations interested in health 
care can also be considered part of the public health sector, each serving the 
community or a specific group in its field of interest and relevance. 

Tn view nf t h e  Aiver~ity nf the  sectors involved in health development 
activities, care should be given to the determination of the major roles and 
the contributions of each of them. Such policies should be periodicaliy tested 
to evaluate their efficiency and input. Methods should be developed to ensure 
adequate collaboration between the sectors, such as the establishment of 
national health councils or interministerial committees. This collaboration 
is often weak at the central level hut clear at the peripheral level, through 
local and popular councils. It is recommended that the sectoral colLaboration 
mechanism cover the private health sector. 

(b) Private health sector 

The private health sector varies in its importance, responsibilities and 
function from one country to another, In the past, the private sector played 
a rclotivcly minor rolc  in thc provioion of health carc in dcvcloping 
countries. With the escalation of health care costs, the private sector has 
acquired a more significant role, seeing that many governments are unable to 
provide free and full health care to their entire population. Private health 
sector is the basic provider of health services in countries such as Cyprus 
and Lebanon, and plays a relatively limited role in this respect in the Libyan 
Arab Jamahiriya and most of the Gulf states. 

The major activities of the private sector are carried out by private 
practitioners, particularly physicians, dentists, physiotherapists, and 
others. Private practitioners usually serve those sectors of the population 
that can afford to pay the fees for their services. Other private sector 
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workers include pharmacists and workers in drugstores. They sell both 
prescription and over-the-counter drugs; often people describe their 
complaints and the pharmacist prescribes the drug without consulting a 
physician. 

Traditional healers are very common in developing countries, 
particularly in rural areas. They charge relatively low fees and some have 
gained a wide reputation as effective healers. They often play an important 
role in the field of health care, such as traditional birth attendants (TBAs)  . 
In some countries, TBAs are given minimal traininq in hyqiene, sterilization 
and infection control although they do an excellent job in maternal care (in 
Sudan, for example). In some other countries, such as Pakistan, traditional 
healers have been integrated into the government health services, particularly 
in the field uf 111rrlta1 1lealt;il. 

4.3 Economic support 

The level of economic development of any country is believed by some to 
be the most important factor determining the nature and type of its health 
system. An economically disadvantaged country, burdened with a multitude of 
health problems, such as rampant inrectlous alseases and malnutrition, 
naturally develops a health system quite different Prom that of an affluent 
country, concerned largely with chronic disease& and problems of the elderly. 

The level of economic development has other influences on the health 
system. Most conspicuous is its impact on the rupply and quality of health 
resources and technical competence, Less affluent countries usually suffer 
trom lack ot quallzled personnel-mostly physicians, nurses and technicians- 
and from poorly constructed and equipped hospitals and clinics. Poor econdmic 
conditions are usually associated with low levels of general education and & 
lens favoi~rable health environment A1 1 these factors a f f e c t  both the quantity 
and quality of care provided to the population. 

Another important ef fect of the level of economic development is its 
impact on the amount of national resources allocated for health. This amount, 
usually expressed as a percentage of the gross domestic product (GDP), 
determines the amount of the total expenditure on health. On average, 
countries with poor economy spend less than 2-3% o f  their GDP on health, while 
this figure reaches 8% or more in some other countries. The general average 
for countries of the Eastern Mediterranean Region is approximately 4.5%. 
Developing countries, hard pressed by the need for economic development and 
the interests of the foreign debts, allocate a small percentage of their 
budget to social programmes such as education and health. Some of these 
countries allocate less than 1-2% of their total national budget to health. 

As there are great discrepancies in the absolute amount of the GDP and 
large differences in the numbers of the population, the parameter to be used, 
would be the per c a p i t a  share in the health expenditure (estimated in American 
dollars for purposes of comparison with foreign countries, taking into 
consideration the rate of exchange of the local currency in relation to the 
American dollar). The per  c a p i t a  share in the expenditure of the Ministry of 
Health, in the least developed countries of the Region, was fuund tu be l r i j ~  
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than US$5, whereas it reached nearly 50 times as much in some Arab countries 
of the Gulf. 

When reviewing the above tigures, however, cwo polrlts slwulil be taken 
into consideration; the first is that these figures often indicate the 
expenditure of the Ministry of Health only. It is frequently difficult to 
assess the health expendi+llre of other government sectors, and few countries 
can assess their private health expenditure, as this necessitates studies 
(such as the family expenditure surveys conducted by national statistical 
institutions). The second point is that the increased value of the per capita 
share in the health expenditure does not necessarily entail thac a multitude 
of  health services are delivered. The cause may be that the costs of importing 
the human resources needed, or of purchasing and operating sophisticated 
equipment are high. 

Another important parameter to be taken into consideration is the type 
of financing of health services, or from where the money comes for financing 
health services. The source of financing determines, to a great extent, 
whether the system will be mostly private, public, or a combination of both. 
In general, financial support for the health system comes from one or a 
combination of the following sources. 

General tax revenues, including the taxes collected at any level of the 
government-national, provincial, or local. Their use for health purposes 
compete with other demands from all other branches of the government and the 
result is a national budget, part of which is allocated to health. 
Unfortunately, political forces influence the allocation of revenues to 
various pruyLamnme6, and in many caaes thc hcalth oeotor, regarded by many as 
an unproductive sector, is given low priority. For this reason, health leaders 
often favour taxes that are earmarked for health-related purposes, such as 
revenues from social security taxes and compulsory health insurance. 

Social amcurity (including revenues from compulsory health insurance 
premiums) . In many countries, both industrialized and developing, laws are 
enacted requiring empluyera arid e~npluyces to pay a stated pcrccntagc of wageo 
and salaries into a special fund for health and/or other social services such 
as pensions, disability, and unemployment funds. These periodical payments do 
not go to the general treasury, and are usually called ltsubscriptionsn or 
llcontributionstl, rather than taxes. In some countries when revenues from 
subscriptions are not sufficient to cover the costs of programmes, the 
government may contribute from the general treasury funds. 

Health services financed by social security revenues fall under the 
category of Ncompulsory health insurancew. Contributions for health services 
can he part of the overall social security subscriptions or can be separate 
contributions. Sometimes the social security or health insurance fund operates 
its own clinics, hospitals and health facilities, and beneficiaries of the 
fund must obtain services from these sources. Under a different arrangement, 
the beneficiary is allowed to obtain the services from outside suurces and 
then get reimbursed, totally or partially, for the expenses incurred. 



~~/~clz/~ech.~isc./l 
page 12 

~oluntary/~rivate health ineuranc.. This insurance, usually voluntary 
in some countries, still remains a significant source of financing of health 
care. Voluntary insurance companies sell packages of health benefits that 
usually cover part or all of the cost of health services, but can also cover 
related benefits such as compensation for accidents, disability, and loss of 
pay as a result of sickness or disability. Insurance premiums and 
corresponding benefits are usually regulated by the government in order to 
protect the public. Laws may require such insurance companies to give a 
minimum or standard package of services, or to adhere to certain procedures 
in the marketing of their private health insurance. In general, private health 
insurance is sold to people with relatively high incomes who want access to 
the medical care of private hospitals. 

Charitable donations in affluent countries. This source of financing of 
health services is usually significant because there is a high percentage of 
middle and upper class individuals who are willing to make donations to 
support the health system in general or to pay for the cost of care on behalf 
of those who are unable to pay. In the leas affluent developing countries, 
significant donations for charitable purposes, including health, may still 
come from a handful of wealthy persons or from industrialists. 

Direct payments by individuals and families. In every health system, no 
matter how large the percentage of health care cost is covered by the 
government or by insurance, some expenditures are made directly by individuals 
and families. Substantial expenditur-rs are also made by ix~dividuals ill tzlvvL 

countries for day-to-day health-related items, such as self-prescribed drugs, 
insurance deductibles and co-payments, or the fees of private health 
practitioners. The amounts spent on private health care seem to be 
proportional to family income. Severe illness, however, is more prevalent in 
low-income families. Thus, the proportion of earnings spent on health care has 
generally been found to rise as family income declines. 

Foreign aid. Recently, foreign aid for health activities is being 
transmitted to developing countries along two main channels-one multilateral 
and the other bilateral. Foreign aid for health is rarely in the form of 
money, but rather in the form of advice, skilled personnel, equipment and 
supplies, training to nationals, and various other activities which constitute 
a "health project". 

Among the major multilateral agencies in the health sector are the World 
Health Organization (WHO) and the United Nations Children's Fund (UNICEF), but 
certain other activities are sponsored by the United Nations Development 
Programme (UNDP), the World Bank, and the United Nations Population Fund 
(UNFPA). Regional funds and charitable organizations such as AGFUND, the 
Kuwaiti Fund for Socioeconomic Development, the Islamic Development Bank, and 
the African Development Bank, also play important ~oles in the financing uf 
the health system. 
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4.4 Management of health systems 

The managerial process of national health development is composed of 
related links, among which the following could be mentioned: 

(1) Health policies 

Health policies in all countries are influenced by the social and 
political choices which usually reflect the orientations of a comprehensive 
development plan. The health policy document delineates the strategic 
framework of the health plan prepared on the basis of an objective analysis 
of the current health status and major health needs. Priorities and objectives 
are also identified in the light of the capabilities and resources which are 
either a ~ r a i l a h l e  or possible to mobilize and collect. 

(2) Health planning 

The health policies that were formula'ced are then translated into 
strategies and programmes using different planning tools, including broad and 
detailed programming. This is the main stage of the managerial process, in 
which derisions are made about the most appropriate alternatives reqarding the 
health status and needs of the community, and in which their integration with 
other development plans for the purpose of intersectoral coordination takes 
place. Several forms of support are needed including the provision of 
information, considered an essential prlorlty. WitnouC up-to-dace, accurace 
and reliable information, it is not possible to plan effectively. 

Another form of support required is the logistic support which ensures 
that planned programmes function properly, necessary drugs, equipment and 
supplies flow regularly, and the required transport facilities are made 
available. This is important for the continuity of health system activities. 
Legislation provides the legal support needed for all programmes and 
activities included in the health plan. 

The implementation of various health programmes necessitates the 
availability of several skills and capabilities to ensure the good management 
of human resources, time and crises. They also ensure the proper leadership 
of the health team, considered essential for the management of health 
services. 

(4) Monitoring and evaluation 

Continuous monitoring of programme implementation, particularly if 
supported by a good lnformatlon system, enables the follow-up of progress 
achieved in the implementation of planned activities. Evaluation, at regular 
intervals, enables the diagnosis of problems and, if need be, a reprogramming 
of activities. Evaluation i F! iinderFaken on t h e  hasi s of indicators agreed upon 
before implementation of the plan. It covers certain elements, such as: 
(1) suitability of implemented activities to the attainment of health needs; 
(2) progress made towards achievement of desired goals; ( 3 )  assessment of 
performance efficiency; (4) assessment of economlc teaslblllty as opposed to 
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financial costs, and ( 5 )  measurement of the impact of plan implementation on 
the health status. 

Despite the considerable efforts made for providing training in the 
Region to personnel in the field of managerial process, the management of 
health systems is still facing some problems. In the intercountry meeting held 
in 1994 to review the s t ~ a t ~ ~ ~ s  o f  health planning and management and its 
development prospects, the main problems and the reasons for them have been 
identified as: (1) the weakness of the institutions involved in health 
planning, whether at central or governorate/district levels: (2) the shallow 
strategic thinking in the field of health planning and management, and the 
non-use of forecasting techniques in health planning; ( 3 )  the scarcity of 
health system researches needed to support the managerial process of national 
health development: ( A )  poor "e~raluation knowledgevl in the f i el A nf health 
management, particularly as regards the economic evaluation of programmes and 
the criteria for identifying the efficiency of the health system. 

Hospital Management 

In every health system, hospital care is the most expensive component. 
Accordingly, no significant reduction in the total cost of health care can be 
achieved without proper management and efficient utilization of hospital 
resources. Proper hospital management can significantly reduce the rate of 
hospital use (hospital utilization) and the cost involved, without affecting 
the quality of service provided. If, for example, the average length of stay 
for hospital patients is shortened from eight to seven days, this could mean 
a saving of 10-15 per cent of the total cost of hospital care, and this in 
turn will be reflected as a significant reduction in the total cost of health 
care. Following are some of the important managerial issues in hospital care. 

(i) Planninq for hospital care. The need and supply of hospital care is 
usually measured by the number of available hospital beds and the ratio of 
beds to population (usually expressed as the number of beds per 1000 
population). This is referred to as the bed/population ratio which has been 
increasing steadily over the past century. Recently, however, there has been 
a marked decline in the need for hospitalization and hence the number of beds 
needed. This decline has been brought about by a combination of a number of 
factors, the most important of which are: (a) modern technological advances 
in diagnosis and therapy which usually result in a shorter hospital stay, 
(b) the pressure of the cost involved either on the patient or on the insuring 
party, (c) quality control measures that usually control unnecessary hospital 
stay, and (d) the introduction of alternative and less expensive approaches 
to hospital care such as day surgery, extended care facilities, nursing homes, 
and home care programmes. 

The bed/population ratio depends to a great extent on how well developed 
the health system is, and on the availability of proper financing, both for 
capital costs (building and equipment) and operating expenses. If hospitals 
are built without due consideration to the considerable sums of money needed 
for operation and maintenance, the result will be deteriorating buildings, 
non-functioning equipment and poor service. Countries of the Region should be 
aware of the dangers of over-building hospitals unless the health system can 
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provide the funds needed for operation and maintenance. There are no standard 
bed/population ratios for use in hospital planning, but that ratio probably 
ranges from 1-4 beds per thousand population depending on how strong the 
health system is and on the availability of a financial mechanism to pay for 
the cost of operation. Hospital planning must be preceded by a careful study 
of the need and demand for hospital beds and the utilization rates of 
available hospitals and alternative facilities. 

(ii) TOD manaqement. The top administrative authority in the hospital is 
often the "Governing Board". In government hospitals, the Ministry of Health 
or the local administration appoints the board. In nongovernmental hospitals, 
the board is appointed by individual owners or the organization that owns and 
operates the hospital. The board is responsible for setting the overall 
policies of the hospital, including the aooignment of functiono and 
responsibilities to the dif fcrent departments and scckions . The board also 
formulates and sets the rules and operating standards for all departments and 
units, to ensure their proper functioning. The board is therefore the highest 
management authority of the hospital. It approves the budget and controls all 
financial activities. It appoints the "Hospital Director" and all senior 
medical and nonmedical staff. It sets the standards for medical practice to 
ansure that the care provided by the hospital is of the highest possible 
quality and meets the norms and standards of acceptable medical practice. 

The hospital director, appointed by the board, assumes ultimate 
responsibility for the work of the hospital. Whether the director should be 
a physician or a suitably trained non-physician is the subject of much debate. 
In medium- or small-sized hospitals, the director is usually a practising 
member- U L  Lite r~~edicdl sLal11 uf Llte hospital .  111 laxye ~riedical csritr-as, 
distinction i s  usually made between the medical and administrative aspects of 
hospital operation through the appointment of a "Hospital Administrator1I 
responsible for the manaqerial aspects of hospital operations, and a "Medical 
Directoroo responsible for medical issues and practice. In this case, both will 
serve under an "Executive Officern who is also appointed by the board; this @ creates a tripartite kind of organization represented by the diagram below: 

Governing Board 

-I- 
Chief Executive Officer r 

Hospital Administrator Medical Director 
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The three top officers meet regularly to discuss issues of concern to 
both the hospital administrator and the medical director. 

Whether the top officers of the organization are physicians or non- 
physicians, they should be properly trained in hospital management and 
administration. Such training, on a full time or part-time basis, is available 
in many parts of the world and in a number of countries in the Region. 

(iii) Qualitv control. Every hospital should have a "Quality Assurance 
Programme" to monitor the care given and compare it with standards that may 
be locally or nationally established. Quality assurance means that the 
services provided by the hospital are the best possible within the existing 
resources and current medical knowledge. Quality is controlled by careful 
rcvicw of all or of a rcprcocntativc oamplc of mcdical rccordo and accordingly 
it depends primarily on a "good and accurate medical records system". Records 
are reviewed by a panel of doctors from within the hospital and this allows 
the identification of any deviation from good and acceptable medical practice. 

For the hospital as a whole, a number of indicators have been developed 
to monitor the quality of care. Important among these indicators are: 

Average bed occupancy, average length of stay in the hospital and 
average bed rotation. (These can be calculated for the hospital 
as a whole and for each separate department.) 
Hospital mortality rates, including general, maternal and 
neonatal mortality rates. 
Infection rate 
Fost surgical complication rate 
Normal tissue sample rate 
Caesarian section rate. 

The normal range of these rates must be fully explained to members of 
the staff who should be fully aware of the significant implications of 
deviations from the normal. 

(ivl Alternative approaches to hoswitalization 

Because of the cost involved, efforts are made worldwide to reduce the 
need for acute hospital care. Most of these efforts concentrate on the 
establishment of alternative facilities for the care of the chronically-ill 
patients who require no active medical intervention, but still need nursing 
and bedside care. These facilities assume different names, such as nursing 
homes, skillednursing facilities, or convalescenthospitals. These facilities 
can either be attached to hospitals or freestanding. They provide 24-hour 
nursing care and medical care by physicians, as needed. 

Although the need for such facilities is evident, yet there are 
relatively few of them in the countries of the Region. Accordingly, most of 
the chronically-ill patients who callnut be carecl fur- at hume are taken care 
of in the general hospital system. This creates pressure on the available beds 
in the form of longer stay and waiting lists. 
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Another important alternative to acute hospital care for long-term 
patients is to provide the necessary care in the patient's home. The concept 
of "home carett has been well established in many parts of  the world. Through 
organized home-care programmes atrached LO hospitals, Khe long-term patienr 
can still receive the care needed at home, without occupying an expensive 
hospital bed. 

(5) H e a l t h  l e g i s l a t i o n  

General progress, advances in science and technology, and new 
discoveries have contributed greatly to the well-being ot humanity. Never- 
theless, they are often associated with potential hazardous effects on the 
lives of people and on the environment in which they live and work. Preventive 
rneaelrres are ,  therefore, needed to protect the society and control n i ~ r h  
harmful effects. Legislation is an important and efiective tool, formulating 
and delineating rights, responsibilities and duties of all the people and the 
agencies concerned. It sets norms and standards for healthy behaviour and 
lifestyles and strikes a balance between the interests of the public and the 
rights of the individual in relation to health in general. 

Accordingly, every health system is supported, directly or indireotly, 
by legislation in the form of laws that permeate all the components of the 
system and which must ultimately be regarded as part of its management. In the 
past, health legislation was mainly concerned with the control of communicable 
diseases and issues relating to international travel. Accordingly, the 
International Health Regulations were formulated. 

Thc main objcctivc w a n  to cnourc maximum ponoiblc occurity againot the 

spread of infectious diseases at the world level, and the application of the 
minimum possible restrictions on the freedom of travel and world traffic. The 
Regulations have been amended several times, last in 1981. The purpose of such 
modifications was to make the regulations conform to recent available 
epidemiological data. The most important amendment, particularly that of 1981, 
dealt with the introduction of the concept of epidemiological surveillance, 
as tablislled as a methud of idtlltifyilly and cullt~ulliilg curnrnullicable ditjaatias: . 
Provisions have also been introduced in the Regulations, pertaining to the 
identification of infection sources, the methods of dealing with them and 
reducing the risks involved, in addition to measures of environmental 
sanitation in harbours and airports and their surroundings with a view to 
preventing the spread of disease vectors, limiting the introduction of 
communicable diseases and containing their endemicity. 

The International Health Regulations include several sections amongst 
which are those dealing with: 

- reporting and epidemiological data; 
- health procedures and measures to be taken upon departure, 

between the port of departure and the port of destination and on 
arrival ; 
provisions relating to diseases subject to reporting by virtue of 
these regulations; and 
health documents and the different relevant basic grovisinns~ 
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The annexes to the Regulations relate to the health standards to be 
observed by ships and aeroplanes, and an example of the International 
Vaccination Certificate. 

With the passage of time, it was found out that the knowledge of 
national health authorities regarding these regulations was decreasing. They 
were referred to or applied in very few cases. This was due to the 
introduction of many new concepts on disease surveillance in general health 
practices, resulting in the reduction of disease transmission risks between 
countries, the appearance of new diseases rapidly spreading throughout the 
world, and the great increase of world traffic. All these factors have limited 
the value of the International Health Regulations. 

Following the occurrence of plague in India in 1994 and the concomitant 
circumstances relating to the application of the International Health 
Regulations, the World Health Organization established a committee to review 
the effectiveness of these Regulations, and decide on the measures to be taken 
in order to develop them further and make them suitable to the epidemiological 
status at the world level. This committee is expected to meet before the end 
of the current year and its recommendations will be referred to the Executive 
Board and the World Health Assembly to decide on the action to be token to 
amend the International Health Regulations. 

With the increasing complexity of the health care system, it has become 
necessary to legislate comprehensive laws covering all aspects of this system. 
Examples of health legislation and the role it plays in supporting the 
functions of the health system, are given below. 

1. Facilitating resource production. Laws may authorize the provision of 
funds for training physicians, nurses, and other types of health 
personnel. Legislation may also require that professional graduates 
serve in rural or remote areas for a certain period of time. It sets 
standards for performance and licensing requirements. Public hospitals 
and health centres may be constructed under legislative authorization, 
and necessary funds allocated for maintenance and opcration. 

C 

2 .  Authorization of programmes. All or most of the organized programmes of 
health services rest on some legal foundation. A ministry of health is 
normally established by law, although its scope of activity may be 
defined in very general terms, such as nprotection of public health". 
The same applies to ministries of labour. whose scope of activity may 
be defined as "protection of the safety and health of workers". 
Financing of all public health programmes, such as communicable disease 
control, environmental sanitation, and many others, require legal 
authorization. The operation of private health institutions, such as 
private hospitals and clinics, require adherence to laws regulating 
their services. 

3. Social financing of health corc. Thc ocvcral methods of financing u1 
health services rest partially or totally on legal foundation. 
Legislation is obviously required for mandating periodic contributions 
to social security programmes by employers and employees. Even 
nongovernmental health insurance companies are usually subject to 



various legal constraints; similarly, charitable organizations must 
often function within certain legal boundaries. 

4. Quality surveillance. The several forms of regulation of health 
personnel affairs and health facilities rest largely on law. Laws are 
enacted in order to protect the population against poor quality 
services. They arc alao necessary to protect people from worthless or 
injurious services that might be provided for motives of pure profit. 

5. Prohibiting injurious behaviour. Most of the regulations concerned with 
environmental sanitation rest on laws that may restrict the behavlour 
of individuals or groups. Laws may prohibit discarding garbage in the 
streets or disposing of waste in water supplies. Laws usually establish 
speed limits to reduce the chances of injuries to drivers and others. 
Recently, laws have been enacted in many countries to limit smoking in 
public places and prohibit advertising of tobacco products. 

6. Protecting individual rights. In many countries laws are intended to 
ensure the protection of individual rights in the operation of a health 
system. The patient on whom a surgery is to be performed may be 
e 1 1 L i t l e d  to know thc riakc entailed and to give h i s  Rrnns~ntn to the 
procedure. Industrial workers may be entitled to know the hazards of 
their jobs and working environment. Such rights are, in many countries, 
guaranteed by law. 

Issues that health care seekers would wish to incorporate in the health 
legislation are those relating to health care provision, equity, 
c l u c a s s i l i l i t y  of servicco and health care quality. Other impnrtant 

issues include the consent to health care on the basis of knowledge of 
its nature, confidentiality, respect for the privacy of health care 
recipients, and the right to consult records and review complaints. 
There is also need for legislation to regulate such ethical and 
complicated issues as abortion, sterilization, euthanasia, organ 
transplantation and research involving human subjects. 

7. Regulation of activities of health care providers. Laws regulating the 
licensing of health personnel are important and necessary. There exist 
however, some rules, regulations or directives that govern the 
performance of the various categories of health professionals, and 
specify their job descriptions, duties, responsibilities and rights. 
Professional ethics and morals form an essential element of health care 
provisiun, and conacquently rclcvant lawc have been enacted. In 

addition, laws and regulations have been promulgated to govern 
disciplinary action against various categories of health personnel, the 
composition of disciplinary boards, relating procedures and outcome. 

8, Regulation of activities of health care institutions. Legislation 
usually regulates the activities of health institutions in various 
sectoxs, determining standards, ncccooary work environment and the 
levels and quality of health care. The design, licensing and approval 
of these institutions are subject to legal and follow-up controls. 
Equally important is the setting of standards to regulate the operation 
of health institutions and measure quality and safety control. Such 
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legislation is usually closely related to the ethics of health 
professions and associated responsibility and accountability. 

4 . 5  Delivery of health services 

The objective of all health systems is the delivery of health services 
to the community. This activity var ies  frnm nnc. cnunkry to another depending 
on the determinants influencing the health system. The delivery of health 
services in a health system can take various forms, but can generally be 
categorized as follows: 

1. Accordins to level of care 

- Primary ) 
- Secondary ) Health care 
- Tertiary } 

2. Accordins to t m e  of service 

- Promotive and protective ) 
- Preventive } 
- Curative 
- Rehabilitative 

1 
1 

Health care 

3. Accordinq to sector of the population 

- Maternal health 
- Paediatrics 

- Adolescent health 
- Geriatrics. 

The delivery of health services varies as a result of the changes in 
policies, economics, top management, resources, particularly human resources 
(established as per needs), as well as the changes that. occur in the health 
system. Following the Declaration o f  Alma-Ata and the introduction of the 
primary health care concept, for instance, the importance community health 
workers has increased and the distribution of human resources in rural and 
urban areas, hospitals and community health care centres, has improved. Equity 
in providing the community with facilities and services has become a very 
important issue. The utilization OF health services has greatly improved due 
to their accessibility, leading to an increased damanrl fnr s p r v i r p n  and 

increased use of modern technology. 

The result is that health care costs have escalated during the last few 
decades, negatively affecting the economics of some countries, particularly 
the developing countries. Governments have become incapable of shouldering, 
on their own, the whole cost of health care. They urged the participation of 
the community and the beneficiaries of services in the meeting of such costs. 
This led to the introduction of several reforms in the systems of health 
sector financing, collection of larger contributions from families and 
individuals and the appearance or development of social insurance schemes. 
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World financial institutions, such as the World Bank and the 
International Monetary Fund, have fostered the expeditious implementation of 
the above solutions, particularly in those developing countries that have 
introduced structural reforms i r i  L l ~ e i z  e c a r l o m i c  systems, as well as thoae 
countries suffering from the pressure of indebtedness. The application of the 
above solutions, particularly the reimbursement of health care fees, led to 
the fact that full health services were no more available, particularly to the 
underprivileged and needy categories of people. Thus, the need for equality 
and equity was acutely felt. The World Health Organization, committed to the 
principle of complete adherence to equality in health services delivery, seeks 
to promote rhe role of the State as the leycrl d r r d  cvl~stitutional body 
responsible for the health of the citizens. 

The number o f  countries adoptinq the concept of cost-sharing through the 
establishment of health insurance schemes, is gradually increasing. These 
schemes are based on principles of community solidarity, emphasized in the 
teachings of all religions, teachings regarded as basic reference documents 
In all countries oL ehe Region. The rlse in CVYLY uC hedllh a a r v i c a s  i s  pa l - t l y  
due to the increasing use of expensive technology and the irrational use of 
drugs and other supplies. This raises the issue of health cost control, an 
issue discussed in several intercountry meetings in the Region. Discussions 
have focused on the necessity of introducing techniques of cost analysis in 
health systems, in order to identify and diagnose areas where the rise in 
costs occurs and seek to reduce these costs. Such diagnosis contributes to the 
improvement in the ef riciency and performance uf healtti s y s  L~IIIS, Ll~ereLy 
promoting the marketing of the concept of investment in the field of health. 

In conclusion, it should be asserted that a health system needs to be 
dynamic to react to the political, social and cultural factors surrounding it, 
as well as the many factors within it. It is up to policy-makers to make the 
best possible use of every positive aspect of these factors. As the managerial 
aspects constitute one of rhe weak links of the health systern, cdre sl~vuld Lt: 
taken by those who watch over the health of citizens in the Region to 
continuously maintain those activities that support and develop the managerial 
process among their high priorities, 

In conclusion, it is recommended that Member States: 

1 .  hrther strengthen the management capabilities of their health 
systems through appropriate training in leadership and management 
practices, decentralization and delegation of authority; review 
and update health legislation and regulations; continue to 
monltor and evaluate their health syseems; and introduce new 
managerial techniques, such as the use of computers; 

Poster strategic thinking in the field of health planninq, make 
use of forecasting for the purpose of identifying health 
development problems in the long run; and introduce the ecanamic 
evaluation of health programmes; 
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3 .  Assume a central role in coordinating health services between the 
various sectors, particularly in the light of the growing role of 
the private sector in the field of health service provision; 

4. Carry out a realistic assessment of the costs of implementing the 
health plans that reflect national priorities, giving due 
attention to recurrent costs; 

5. Develop the capability of local bodies to mobilize and collect 
funds for the health sector; and ensure that such funds are 
solely utilized by this sector; 

6. Take steps to reduce waste, and limit the rise in prices that 
result from the use of incorrect managerial procedures, 
inappropriate technologies or personnel; promote the rational uee 
of drugs; establish programmes for improving the management and 
maintenance of equipment and ensuring the availability of spare 
parts ; 

Reorient the management of hospitals so as to ensure the rational 
use of hospital services and reduce the costs of health care 
provided by them without negatively affecting the quality of 
services; and introduce effective systems for the quality 
assurance of all aspects of medical practice, and their auditing; 
and 

8. Ensure harmony between health legislation and national, regional 
and global changes taking place. particularly in the field of 
health technology; and that health legislation agrees with the 
basic principles and ethics of health professions. 
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Summary of Recommendations 

It i s  rccommcndcd that Mcmbcr States: 

1. Further strengthen the management capabilities of their health systems through 
appropriate trairrirlg irr Icadership aid rlranagenrenl prdctices, decnrtraliziliun and 
delegation of authority; review and update health legislation and regulations; continue to 
monitor and evaluate their health systems; and introduce new managerial techniques, 
such as the use of computers; 

2. Foster strategic thinking in the field of health planning, make use of forecasting for the 
purpose of identiwing health development problems in the long run; and introduce the 
economic evaluation of health programmes; 

3. Assume a central role in coordinating health services between the various sectors, 
particularly in the light of the growing role of the private sector in the field of health 
service provision; 

4. Cany out a realistic assessment of the costs of implementing the health plans that reflect 
national priorities. giving due attention to recurrent costs: 

i a 5. Develop the capability of local bodies to mobilize and collect funds for the health sector; 
and ensure that such funds are solely utilized by this sector; 

6.  Take steps to reduce waste, and limit the rise in prices that result from the use of 
2 incorrect managerial procedures, inappropriate teohnologies or personnel; promote the 

1 rational use of drugs; establish programmes for improving the management and 
maintenance of equipment and ensuring the availability of spare parts; 

4 
* 7. Reorient the management of hospitals so as to ensure the rational use of hospital services 
- 

and reduce the costs of health care provided by them without negatively affecting the 
quality of services; and introduce effective systems for the quality assurance of all 

- aspects of medical practice, and their auditing; and 

- - - - 8. Ensure harmony between health legislation and national, regional and global changes 
- - 
- - taking place, particularly in the field of health technology; and that health legislation 
- : 
- - - agrees with the basic principles and ethics of health professions. 
- - - - . 
- 
- - - - - 
- - - 


