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1. RESCHEDULING OF SESSIONS OF THE WORLD HEALTH ASSEMBLY: 
Item 20.3 of the Agenda (continued from the fifth meeting, section 5.3) 

Dr CHO (Republic of Korea) said that the previous day he had expressed 
preference for the current schedule rather than option 3, which all other representatives 
had supported. He had now received a further message from his Government, which 
wished to follow other Member States and adopt option 3. It would like the Health 
Assembly to be held in September. 

Dr TAPA (Tonga) proposed that, now that the Republic of Korea also agreed to 
option 3, the Regional Committee adopt the following draft resolution on the subject: 

RESCHEDULING OF SESSIONS OF THE WORLD HEALTH ASSEMBLY 

The Regional Committee. 

Noting the Director-General's proposal to hold Health Assemblies later in the year 
in order, among other thi~gs, to limit the raising of political issues not directly related to 
international health work, 

1. ENDORSES his proposal; 

2. RECOMMENDS that the third option should be taken, namely of 
rescheduling all governing bodies, so that regional committees would meet in 
January/February /March of the next year, the long session of the Executive Board would 
be in May/June, and the Health Assembly would meet in 
September/October /November. 

Decision: The draft resolution was adopted (see resolution WPR/RC40.R8). 

2. CONSIDERATION OF DRAFT RESOLUTIONS 

The Committee considered the following draft resolutions: 

2.1 The regional fellowship programme (Document WPR/RC40/Conf. Paper No.7) 

Decision: The draft resolution was adopted (see resolution WPR/RC40.R9). 

2.2 The Expanded Programme on Immunization 
(Document WPR/RC40/Conf. Paper No.8) 

Mrs Smail (New Zealand), Rapporteur, drew attention to the need to add the 
words "and areas" in the third preambular paragraph. 

Decision: The draft resolution was adopted (see resolution WPR/RC40.RlO). 

1 Document WPR/ RC40 /18. 
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2.3 Repor~ of the Sub-Committee of the Re~ional Committee on Programmes and 
Techmcal Cooperation. Part II: Collaboration with regional and national 
non~overnmental or~anizations in official relations with WHO 
(Document WPR/RC40/Conf. Paper No.9) 
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Dr TAPA (Tonga) proposed that the words "and to report to the Regional 
Committee" be added at the end of operative paragraph 3. 

The amendment was adopted. 

Decision: The draft resolution, as amended, was adopted (see 
resolution WPR/RC40.R11). 

2.4 Special Programme for Research and Training in Tropical Diseases: Membership 
of the Joint Coordinating Board (Document WPR/RC40/Conf. Paper No. 10) 

Dr TAPA (Tonga) proposed that a footnote reference to document 
WPR/RC40/14 be added. 

The amendment was adopted. 

Decision: The draft resolution, as amended, was adopted (see 
resolution WPR/RC40.R12). 

2.5 Special Programme of Research. Development and Research Training in Human 
Reproduction: Membership of the Poli~ and Coordination Committee 
(Document WPR/RC40/Conf. Paper No. 11) 

Dr TAPA (Tonga) proposed that a footnote reference to document 
WPR/RC40/15 be added. 

The amendment was adopted. 

Decision: The draft resolution, as amended, was adopted (see 
resolution WPR/RC40.R13). 

2.6 Technical Discussions (Document WPR/RC40/Conf. Paper No. 12) 

Decision: The draft resolution was adopted (see resolution WPR/RC40.R14). 

3. PlANNING AND MANAGING FINANCES FOR HEALTH: Item 16 of the 
Agenda (Document WPR/RC40/ 12) 

The REGIONAL DIRECTOR said that at the thirty-ninth session of the Regional 
Committee it had been agreed that the topic of health financing should be on the agenda 
of the fortieth session of the Regional Committee. The representatives had added that 
sufficient time must be allocated to ensure a thorough debate on that important topic. 
Accordingly, an entire day had been made available for the topic of planning and 
managing finances for health. 
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He prefaced the Secretariat's opening statement by making two points. Fir~tIy, an 
important characteristic of development ~pproaches that had b~en. promoted dunng the 
last half of the twentieth century was therr adherence to the pnnclple that each country 
was unique. With independence, social, cultural and political norms had emerged which 
were unique to every new dev~loping country. At the same time, some .of those no~ms 
had re-emerged in the older mdependent states as well. He emphaSIZed the pomt 
because of its implications for the current discussion. Because of the complexity and 
difficulty of developing new financial strategies, some countries naturally tended to seek 
approaches that worked in other countries. However, as financial strategies were closely 
linked to social and political structures, it was very difficult to adopt them successfully 
from another country. 

That led to his second point, namely that consultation on developing national 
financial strategies could be very useful. He drew attention to the thoughts on that 
subject outlined in the discussion paper (WPR/RC40/12). After the Committee had had 
an opportunity to exchange ideas on policy issues and related financial interventions, he 
anticipated that it would be possible, firstly, to make further progress in the development 
of financial strategies; secondly, to improve the exchange of information and experience 
on the subject; and thirdly, to define what representatives saw as WHO's role in 
facilitating those processes. 

Mr ANDERSON (Management and Research Support Officer) said that he would 
attempt to give an assessment of the current regional situation. Despite difficulties in 
making generalizations about the Region, it might be useful to make certain observations 
about it as a whole. First, the decade of the 1980s could be called the time when those 
running the health services became concerned about financial management. The point 
had been reached in the Region where the majority of countries had accepted the 
importance of economics and were wondering how to maximize the impact of their 
spending. How, for instance, could the underserved be reached more efficiently? 

He joined the Regional Director and the Chairman in pointing out that in the past 
the Member States in the Region had had difficulty in learning from each other in the 
area of financial planning, although the Region was renowned for the success its Member 
States had in learning from each other. One of the most important purposes of the 
meeting was therefore to determine ways of improving sharing between countries. 

A main policy question was whether enough money was being devoted to health. 
There were several indicators to answer that question. The first had been used to 
monitor and evaluate Health For All, which suggested that at least 5% of a country's 
gross national product should be devoted to the health sector. It was difficult to measure 
that indicator accurately, particularly with regard to the amount spent by the individual, 
and the amount spent on traditional medicine, but in the Western Pacific Region, there 
were probably only seven countries in which less than 5% of GNP was spent on health. 

The second indicator used by WHO was that a minimum amount of US$lO per 
capita per year should be spent on health for the basic primary services such as 
immunization, health education and primary care. WHO estimated that every country or 
area in the Region was spending that amour,t on health. In fact, 18 countries or areas 
were currently spending US$100 or more per head per year on health. 

The third indicator, attempting to link impact with expenditure, was the number of 
physicians per capita in relation to average life expectancy. In the Western Pacific 
Region according to that indicator, more than 16 countries had enough or more than 
enough physicians to have the minimum desirable impact on health. 

.. 
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In the Western Pacific Region, therefore, the majority of countries were devoting 
enough money to health; the issue was thus that of equity and efficiency. Many health 
policies originated with historical or political developments and were not explicit 
decisions made by the health sector. An example of that was health insurance, which had 
a strong political motive behind it in that it covered a large number of people. Likewise, 
user fees, where people were paying directly for their services, perhaps represented good 
policies but none of those policies had significantly improved equity or efficiency. 

WHO therefore suggested that a combination of those measures would probably 
be helpful in most countries. 

Perhaps the main question was what should be done if such spending was 
ineffectively organized. Countries were testing new measures to finance and improve the 
efficiency of the health system. However, a measure's impact on health was not always 
clearly seen. The health sector needed to be more actively involved in policy initiatives in 
financing. A great deal could be learnt from the link between the new initiatives and 
changes in health status and it raised the question of equity. 

In the Western Pacific Region, there had been a tremendous increase in awareness 
of the importance of financial management. Policies now needed to reflect the Member 
States' concern for the underserved and their desire for efficient health services. It was 
time for the Member States in the Region to learn more from each other. 

Dr KWA (Singapore) congratulated WHO on its clear, concise and lucid 
presentation of the difficult topic of planning and managing finances for health. He fully 
agreed with section 4.3, the summary, particularly the statement that "each country 
should develop a thorough understanding of its health care system in terms of the link 
between delivery and financing". The system a country adopted ultimately depended 
upon the stage it had reached in its socioeconomic development and the political 
philosophy of the government. 

Singapore's system for financing health had been developed in the light of that 
consideration; it had evolved over a number of years and was the result of a number of 
factors.

2 
Some of those factors were that Singapore was a small island republic of only 

625 km ; it was a city state in an urban setting, with virtually no rural areas. It had a 
small population of 2.6 million, 23% of whom were under 15 years of age, and 8% of 
whom were over 60. The crude birth rate was 20 per 1000 and the population growth 
rate was 1.5%. Singaporeans enjoyed a fair standard of health, with an infant mortality 
rate of 7 per 1000 live births. Life expectancy at birth was 74 years. The principal causes 
of death were cancer and heart diseases, which together accounted for almost 50% of 
deaths. Finally, the unemployment rate was less than 4% and the average per capita 
income was approximately US$8000 per annum. Other pertinent factors were that there 
was a ratio of 1 doctor to 800 population, and 87% of the population lived in public 
housing. 

In Singapore, there was a dual health system, namely a government (public) one 
and a private one. Health services were provided at two levels: the outpatient, or 
primary health care level, and the hospital level. The Government currently provided 
only 30% of the primary health care and 80% of the hospital care while the private sector 
provided 70% of the primary health care and 20% of the hospital care. The private 
sector primary health care was relatively cheap and affordable to the general public. 
Those who could not afford it made use of the primary health care provided by the public 
sector which was subsidized to the extent of 50%. 
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The Government's health care budget had increased threefold from S$180 million 
in 1979 to S$540 million in 1988. That accounted for only 4.3% of the total government 
expenditure for the country. Primary health care consumed only 14% of the Ministry's 
budget while 72% was spent on hospital care. For 1988, the revenue generated from 
health services amounted to S$235 million, a recovery of approximately 34%, meaning 
that the Government subsidized the provision of health care to the extent of 66%. 
Health services were financed from general taxation. There was no social insurance, and 
private medical health insurance played a very insignificant role. 

Singapore's total health budget (government and private sector) amounted to S$1.3 
billion, which was only about 2.7% of the country's gross national product. For the same 
period, the Government's recurring expenditure for health was less than 1 % of GNP. 

Singapore had suc{:eeded in keeping its national health expenditure comparatively 
low for several reasons: first, the population was still relatively young, with only 8% 
being over the age of 60. This figure was expected to increase to about 15% by the year 
2000. Second, the fee-for-service system had helped curb excessive demand for health 
services. Third, prepaid health insurance played only a minor role in Singapore, and 
fourth, the Government's health policies had helped keep costs down. The first policy 
was that heavily subsidized hospital services for the lower income and the indigent, while 
affordable, were very basic and without frills. Approximately 70% of all government 
hospital beds were subsidized by between 75% and 85% of cost. Those patients only paid 
15% to 25% of the running costs. The remaining 30% of the government beds were 
private or semi-private and they were not subsidized at all - the patients paid the full cost. 

The second policy was that the proliferation of high technology and expensive 
medicine in government hospitals was restrained; only proven, cost-effective 
technologies were introduced. The third policy was that by providing cheaper alternative 
health services in government hospitals and in primary health care services, a benchmark 
was being set for the private sector to follow. 

The aging of the population and the increasing expectations of the public were 
expected to push up health care costs in the future. That trend could not be reversed. It 
was only possible to try to restrain the cost escalation so that it would not outstrip 
economic growth. 

It was felt that experience in countries with a system which was perceived to be 
free, either because it was fully subsidized or because it had been prepaid through 
medical insurance, had shown that the demand for health services was almost limitless. It 
resulted in rapidly escalating health care costs which could not be met. Recognizing the 
deficiency of such a health delivery and financing system, the Singapore Government had 
taken a major decision in 1983 to avoid those pitfalls by moving away from a system 
funded purely by general taxes and enforcing greater cost-sharing by the patients to 
curtail unnecessary demands for health service. The key instrument adopted by the 
Government was the Medisave Scheme, and secondly, the Government started a 
programme of restructuring the management of government hospitals to attain greater 
efficiency and to facilitate more effective control on the amount paid in subsidies. 

The Medisave scheme was a savings>cheme under which every employee was 
required by law to put aside 6% of his monthly income into his personal Medisave 
account to meet future hospitalization expenses for himself and his immediate family, 
and especially for his old age. Medisave could be used to cover hospitalization bills in 
government and private hospitals, subject to certain limits. Withdrawal limits had been 
imposed to insure that some copayment was involved to reduce the likelihood of overuse 
or abuse of the system even though it was the patient's own money. Medisave could also 

.. -, 



-... 

SUMMARY RECORD OF THE SIXTH MEETING 167 

be used for the cheaper alternative of outpatient day surgery procedures to discourage 
unnecessary hospitalization. It could also be used for chemotherapy for cancer 
treatment, and for hepatitis B vaccinations. Finally, it could be used for assisting 
conception, for instance by in vitro fertilization, and for expensive procedures such as 
renal dialysis treatment. 

About 70% of all patients admitted to hospital made use of Medisave to pay their 
hospital bills. The remaining 30% paid their bills through their employers' medical 
benefits or in cash. That scheme had provided patients with savings to pay for their 
hospitalization and had to some extent encouraged them to seek the use of the less 
subsidized wards and even to seek the use of private hospitals rather than depending on 
the Government for the heavily subsidized services. 

The restructuring programme, over the past five years, had been undertaken to 
allow hospital management more autonomy and flexibility outside the civil service to plan 
hospitals better and run them more efficiently. It was believed that with greater 
accountability, flexibility and financial discipline, the restructured hospitals would deliver 
health services more efficiently, more cost-effectively and more competitively. The 
programme would allow the Government to adopt a lower profile and a smaller role in 
the provision of acute hospital care. The Government could then concentrate on its role 
as the financier, the regulator and the policy-maker of health care. 

The restructuring programme was now being progressively implemented in other 
hospitals and specialist centres such as the National Skin Centre and the National Eye 
Centre. The restructured hospitals were generally incorporated as private companies but 
were fully owned by the Government. Each of the them was managed by its own board 
of directors, but they were not expected to declare any dividends. They were required to 
provide medical services to subsidized patients and charge at rates which were 
determined by the Ministry of Health. In return, they received an annual subsidy to 
cover their deficit. For private (non-subsidized) patients the restructured hospitals were 
expected to recover their costs in full. 

Singapore believed that, using the two-pronged approach, (Medisave and the 
hospital restructuring programme), it would be able to restrain the rapid increase in 
health care costs and the amount of subsidy for health care. At the same time, it hoped 
to achieve a high standard of health care at affordable rates for the general public, while 
maintaining the Government's responsibility of providing medical care for the poor and 
indigent, none of whom had been denied access to modern health care. 

Professor NGUYEN (Viet Nam) said that planning and managing financial 
resources for health was extremely important for Viet Nam. Since the 1960s the 
Vietnamese health services had turned towards preventive medicine. The Ministry had 
followed the basic five guiding principles and was taking all necessary measures to ensure 
funding for the efficient implementation of the guiding principles. Medical services had 
to serve the dual objectives of production and the interests of the people. They had to be 
essentially preventive and ensure a combination of modern and traditional medicine. 
Maternal and child health services and family planning had to be provided for, and the 
services had to be people-based. 

During 1970, 5 priorities had been determined including the environment and 
sanitation, hygiene, maternal and child health and family planning, the use of traditional 
plants and the development of basic structures. 
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After the Alma-Ata Conference, primary health care had been integrated into 
health activities by the Ministry of Health. From 1985, the quality of health care services 
had been improved. In 1989 and 1990, the Government had introduced six priority fields 
for public health. Currently, Viet Nam had a total of 765 hospitals, both general and 
specialized, ranging from central level to district level, with more than 153,000 beds. 
However, the equipment was unsatisfactory and the quality of services remained in need 
of improvement. 

The Ministry of Health was trying to improve services by consolidating what 
already existed within the financial units provided by the budget. Approximately 3.7% of 
the national budget was devoted to health; 65% of the health budget was reserved for 
hospital-based activities while 15% was used for preventive activities. 

Before 1987, outpatient and curative services had been provided free of charge. 
However, that system was not suitable for the current socioeconomic conditions in view 
of the country's financial constraints. The central budget funded only 40% of the health 
care requirements. Community participation was an important contribution towards 
development and maintenance of health services; it could account for up to 20% of the 
total health services budget. Thus the state and the people shared a responsibility for 
health for all. 

Since 1989, patients had paid a small fee for hospital expenditure. A national 
health insurance scheme was being set up. 

In addition to the development of the state hospital and health system, maternal 
and child health and outpatient clinics and pharmacies in the private sector were 
authorized within the general context of development of all the components of society. 
An in-depth study needed to be carried out by the Ministry in order to review what was 
being done in the private sector. 

Cooperation with governmental and nongovernmental organizations was of 
considerable importance to the development of health services in Viet Nam, particularly 
in the provision of medicines, equipment, food and supplies. Currently, basic structures 
were being strengthened such as staff training and the management of health 
programmes. He was grateful for the support they had received in that area. In general, 
funding of health programmes was very modest, even on a token basis, but it was 
essential to provide "seed money" as that would help improve the management of 
Viet Nam's health services. 

Viet Nam already had a well structured health system and an adequate health 
organization with a tremendous potential regarding health services. The country had 
more than 200 000 health workers and one physician for every 1000 population. 

He hoped that cooperation between Viet Nam and other governmental and 
nongovernmental organizations would develop satisfactorily and that WHO would help 
analyse their health sector to investigate possible solutions and ensure proper funding of 
health services so that the country could make the best possible use of its available 
resources. 

Mr SUPA (Solomon Islands) said that health services were provided free of charge 
by the Government in his country; that imposed high recurrent expenditure on the 
Government. Demand for health services was very high at all levels and people often 
presented themselves at inappropriate levels of the referral service. Per capita 
expenditure on health was estimated to have risen from SI$40 in 1985 to SI$65 in 1988. 
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... The servic~s were distri?uted to ~i¥ht provinces as well as the capital city. Many 
fac~ties were m poo.r physiCal condItion and urgently needed upgrading, regular 
mamtenance and repaIr. Currently, there were not enough recurrent funds for this. 
Owing to low staffing levels, there was continual stress on curative clinics and little 
outreach work. A decentralized management system had not been set up because of lack 
of funding. 

Nongovernmental organizations, especially churches, had contributed to the health 
services in Solomon Islands. 

It was difficult to obtain a clear view of the financing of the health sector as certain 
expenditures were not known exactly, such as direct expenditure of provinces, that of 
nongovernmental organizations, particularly of churches and industries, in support of 
their hospitals, district and area health centres, and salaries paid to seconded health 
workers by ministries other than the Ministry of Health. Other ministries' projects, 
particularly Rural Water Supplies, accounted for by the Ministry of Health and provincial 
governments, were directly concerned with health and had to be taken into account in 
assessing the allocation of resources. Much technical assistance had been received, 
particularly from the Overseas Development Administration (ODA) of the United 
Kingdom, which provided medical officers. Other substantial technical and non-cash aid 
to health services had been received. 

As regards progress in allocation of financial resources for health, he said that 
there had been a small increase in 1987 followed by large increases in 1988 and 1989. 
Major areas of increase were salaries and medical supplies in 1988 and 1989 and, in 
addition, maintenance costs had increased in 1989. 

The deVelopment budget had shown a steep rise of 63% in 1987, followed by a 
considerable fall in 1988 and a levelling off in 1989. The increase had covered the high 
cost of construction and establishment of the Malaria Research and Training Institute 
and the initial input to rehabilitation following cyclone Namu - mainly for rehabilitation 
of the rural water supply sector. 

The allocation to the health sector had shown a gradual but persistent decrease as 
a percentage of the total annual budget, which was a disturbing trend. 

Government annual per capita expenditure on health was estimated at $40 in 1985 
and $65 in 1989. The increase was mainly a reflection of inflation and the declining value 
of the Solomon Islands dollar. 

In 1985, hospital expenditure was estimated to be 45.6% of total health 
expenditure, of which 60.5% was spent on the country's main hospital, Central Hospital. 
In 1989, progress in redirecting resources towards primary health care and community 
health had improved little with 44% of the total being hospital expenditure, and 51 % of 
that for the Central Hospital. The major increase in expenditure had been in the areas 
of malaria and rural water supplies following cyclone Namu, with a lack of any significant 
expenditure to support provincial hospitals. 

Preventive and curative national health services were currently free, the only 
charges being for hospital tests requested by private doctors and a small private ward in 
Central Hospital. Charges were not sufficient to defray actual costs and were to be 
revised. Prescriptions were free of charge in Central Hospital. Over the period 1985-
1988 there had been good control of items on public prescription but private 
prescriptions filled free of charge had increased by 15%. There was a need to establish 
basic charges, with regular reviews, for private patients using the national health system. 
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Forms of cost recovery would be investigated and implemented under the next 
five-year health plan, and would include examination.of a health insur~nce sc~eme -
an important programme for the Government - basIc fees. for curatIve serv.IC~s and 
examination of exemption for the poor. That would be a major task for the MInIstry as 
the people were used to free medical services. 

Private practice existed o~l~ on a s~a~ scale i~ H~niara, the. only large urban 
centre in Solomon Islands. TradItIOnal medIcIne was still wIdely used In rural areas and 
examination of its development as a part of the national health system would be 
undertaken during the next five-year plan. 

More effective allocation had been attempted through the establishment of a 
central health planning and statistics unit to upgrade collection and interpretation of 
health data and undertake forward planning for use of resources. The present system did 
not extend to the provincial level. 

Solomon Islands had one of the highest rates of population growth in the world. 
However, there was now political acceptance and support for population policy and its 
implementation during the next five-year plan. 

Although health financing was recognized to be of major importance to regulate 
demand and establish both a value and a return for health services, it had not yet been 
seriously considered in Solomon Islands. However, there was now both political and 
administrative support for undertaking the examination, trial and implementation of 
forms of cost recovery, including direct fees for identified services and a health insurance 
scheme. Solomon Islands was grateful for the assistance given by WHO in that regard, 
and hoped that financial support could be increased. 

Dr SHIN (Republic of Korea) commended the Regional Director and his staff on 
the highly informative documents and presentations which had given considerable food 
for thought, and showed how Member States of the Region could make best use of their 
current financial resources and how they might generate more to achieve health-for-all 
objectives in the context of their own national development goals. 

Over the past few days, representatives had reviewed WHO programme activities 
and had praised the achievements of the past biennium and encouraged continued 
programme development. However, the success of any type of health programme 
depended on adequate financial support. It was therefore most important for Member 
States to maximize efficient use of currently available resources and to develop effective 
mechanisms for their increase. 

Recognizing the ever-increasing demand for more accessibility and higher quality 
of health care, he believed that programme intervention by WHO, strategy development 
and provision of consultation for planning and management of finances for health was 
needed and should be encouraged by the Regional Committee. 

He was pleased to announce that after 12 years of a vigorous campaign, the 
Republic of Korea had succeeded in implementing a fully developed national social 
health insurance system, with effect from I Jul/1989, under which the total population of 
42 million was able to enjoy security of healt~l care and alleviation of health care costs. 
Many Member States of the Region had already developed various types of health 
insurance, however, the Republic of Korea would be happy to share its recent experience, 
especially regarding the difficulties overcome and those that still remained. 

--

..... 
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The system had several distinctive characteristics. It was a social insurance 
~h~~e, as. distinct from. a voluntary or commercial one, and was mandatory for all 
lO~l~lduals 10 the categones concerned. The premiums were based not on risk but on 
abillty to pay and were the same for those with the same level of salary, regardless of 
number of dependants. 

The system was managed by health insurance societies non-profit-making 
voluntary organizations, independent of government, through th~ workplace for the 
employed or through the place of residence for the self-employed. There were 155 
health insurance societies for employees, and 250 for the self-employed. The former had 
established a federation which played an important role in the implementation of health 
insurance policies. 

Premiums .were currently 3%-4% of salary for employees, 50% being paid by the 
employer. PremlUms for the self-employed were established on the basis of income with 
a 50% subsidy from government. Premium setting for the self-employed had proved one 
of the most difficult tasks in developing the system. 

Payment for patient services was calculated on the basis of a fee for each service 
item. There were currently over 4000 items scheduled, which were carefully controlled by 
government. Practitioners and hospitals submitted claims summarizing the type and 
volume of patient care services provided to an independent claims review committee, and 
costs were reimbursed after scrutiny. 

Another distinctive characteristic of the system was the adoption of copayments -
patients paid 20% of hospital costs and 30% of costs for clinical visits. One of the 
advantages of that was prevention of over-utilization of services. However, there was a 
danger that such charges might limit access to services by low-income groups. 

The employee insurance system covered 50% of the population and the self
employed scheme 40%. The remaining 10%, representing low-income groups, were 
covered by a medical assistance scheme entirely funded by government. 

The system covered curative services - preventive and public health services such as 
immunization, surveillance, sanitation, health education and certain specific vertical 
health programmes were provided directly by government through health centres. 

Additional independent insurance schemes covered industrial accidents, for which 
premiums were paid by employers, and car accidents, for which there were commercial 
schemes. 

The establishment of the system had provided easier access to health care services 
and over the past 12 years utilization of inpatient services and clinical visits had risen 
2.5 times, necessitating an increase in health care facilities, personnel, etc. The number 
of hospital beds had doubled and medical graduates had increased from 1000 to 3000 per 
year. Thus it was clear that development of health insurance had to be accompanied by 
development of the health care system and an increase in resources. 

The system needed further developm~nt and modification. It was evident that 
costs were rising rapidly and that cost containment would be crucial. There was also still 
considerable room for improvement in the efficiency of health care provision. 

He hoped his country's experience would provide guidance in the planning and 
management of health financing for other Member States in the Region. 
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Dr HE (China) said that she had listened with great interest to the thought
provoking remarks of previous speakers. 

China was a developing country, economically backward, with a pop~lation of 1.1 
billion. For the past decade, the process of reform and openi~g to the ~utslde worl~ had 
resulted in economic improvements, as evidenced by the mcrease m gross natlOnal 
product to 1380 billion yuan by 1988. However, improvements in living sta~dar~s had led 
to increased demands for health services. The Government had substantially mcreased 
the health budget but it was still insufficient to meet actual needs. 

China's general policy for financing the health services was through the sharing of 
costs by central and local government and the individual. Th~re was also a need to 
rationalize health expenditures to gain the maximum benefit from the resources 
available. 

Health funding derived directly from government was utilized for the operational 
expenses of government health establishments, a medical insurance scheme for 
government employees, medical education at the tertiary level, medical research and 
family planning services. The budget for 1985 for those areas totalled 9.9 million yuan - a 
97.4% increase compared to 1980 - which represented 5% of the overall budget. 

The second source of funding was the health budget for the labour insurance 
scheme, which covered the medical costs of workers in factories and enterprises and their 
dependants, as well as the capital construction of the medical and health facilities for 
those factories and enterprises, whose input in 1985 had been approximately 6.64 billion 
yuan. 

The third was the medical expenses shared by private enterprises in rural and 
urban areas and by individuals, including the input by village and county administrative 
institutions, the expenses paid by the patient himself and those paid under the health 
insurance scheme and the contract system. China had a population of 1.1 billion people, 
of whom 0.8 billion were farmers, and the question of their health services posed a 
serious problem. The policy adopted for rural areas was financing from township and 
village enterprises, from county-based government and from contributions from farmers 
themselves under the contract system, whereby the parents of newborn infants were 
required to pay some 10 to 15 yuan, on receipt of which the village doctor would 
immunize the child and receive part of that contribution as a fee. If an immunized child 
then contracted a disease that fee would have to be repaid. Farmers were required to 
make a payment to the Government, as part of the funds provided jointly by the State, 
the community and the individual. 

The fourth measure was the health financing mechanism. There was at present a 
"level" financing system. Since China was a large country. the central, provincial and 
county levels of government, down to township and village levels, must make some 
allocations for health. That system was conducive to the balanced development of health 
undertakings appropriate to local economic and social development. There was a 
disadvantage, however, in that the uneven economic development in different localities 
produced vast differences in health investment. Efforts were being made to overcome 
that problem. The central Government was providing some economic development 
funds, including health funds, to some poorer areas with a per capita GNP of under 200 
yuan. Such funds were being used in accordance with the guiding principles for health 
development. The expenditure on health care in 1985 had represented some 40% of 
total expenditure. 
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. While mobilizin~ the reso~rces from vari?us channels: China also attached great 
lffiportance to evaluatmg the social and economIc results of ItS spending, thus making it 
possible to discover the weak points in good time and improve the work. The problem of 
planning and managing finances for health was difficult. China had so far had little 
experience in that area and would like to share the experience of other countries, for 
which purpose the current discussion offered a good opportunity. She expressed 
appreciation to WHO for its cooperation. 

Mr CHILIA (Vanuatu) said that his country's economy had been growing until 
1985. Government revenue had been increasing rapidly and expenditures were under 
control. However, in 1986, Government revenue had begun to decline rapidly as a result 
of lower receipts from taxes associated with international trade and tourism. The 
Government had therefore introduced cost containment measures. 

In 1980, the newly independent country had inherited relatively developed and 
expensive Government health services from two colonial powers. At that time, the 
service had been completely financed by aid, whereas only 20% of recurrent expenditure 
was now supported by foreign aid. 

The health services were provided principally by the public sector, and were 
organized in five districts, and provided by local government councils through aid posts, 
dispensaries, health centres and mobile maternal and child health teams. 

The Ministry of Health wished to ensure the effective use of resources and the 
efficient functioning of the whole health sector. It had therefore decided to review its 
previous health expenditures and prepare a financial plan for the future. A 
comprehensive financial review of the health sector had been undertaken in 1987. 

The financial plan prepared by Vanuatu had made it easier to understand the 
situation in the health sector. It had also enabled the Health Department to consider 
some options for handling the financial difficulties of the past few years. 

The health system in Vanuatu had certain structural characteristics that would 
have a decisive influence on the development of the system, including the fact that the 
Department of Health provided 60% or more of the total health expenditure, a 
significant amount coming from other sources; primary health care represented 46% of 
health expenditure; foreign aid appeared to contribute less than 46% to primary health 
care; personnel costs consumed 70% of Department of Health expenditure; and the 
overall percentage of gross domestic product spent on health would probably not increase 
in the medium term. 

In conclusion, he stressed that health meant life. 

Dr REODICA (Philippines) said that her country's Department of Health believed 
in the following guiding principles. 

Firstly, health was a hasic human right and the mission of the Department of 
Health was to make that right a reality. 

Secondly, health was a continuum of services ranging from promotive and 
preventive to curative services requiring hospital care. Based on current disease 
patterns, it was believed that 80% of cases were preventable and that only 20% would 
need curative or hospital care. 
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Thirdly, basic health services should be accessible to all and particularly to the 
underserved areas, with a bias towards the poor. 

Lastly, the Department believed in private sector and NGO participation, since the 
problems were too complex and difficult to be dealt with by the Government alone. 

Many activities had been carried out in accordance with those guiding principles. 
In the area of intersectoral resource allocation, the Department of Health budget as a 
percentage of the overall Government budget had increased from 4.2% in 1985 to 5.9% 
in 1989. The growth rate for the Department of Health authorized appropriation had 
increased from 4% to 36% over the same period. In the area of health care service 
structure, there was now a more vigorous implementation of preventive and promotive 
health care, particularly in the area of maternal and child health. In the Expanded 
Programme on Immunization, 90% immunization was expected to be achieved by 1990. 
That represented an attempt to arrest the decline in emphasis on preventive and 
promotive care by the previous administration. 

Greater use was also being made of the nongovernmental organizations in the 
delivery of health services such as EPI, tuberculosis, cardiovascular diseases, health 
education and community organizing. 

With respect to the health care service resource mix, changes in input mix had been 
made to achieve greater efficiency, including the development of a national programme 
for the control of acute respiratory infections. The programme involved shifts in care for 
moderately severe cases from hospital care involving physicians, nurses, X-rays, 
intravenous antibiotics, etc., to care in health stations involving midwives taught to detect 
acute respiratory infections from simple signs such as rapid breathing. 

The shift in the care of moderately severe cases of acute respiratory infections 
represented a reduction in cost of 85%. The Generics Act of 1988 provided for the use 
of generic terminology in the manufacture, marketing, prescribing and dispensing of 
drugs. The effect was to give the consumer a greater choice of drugs and to reduce their 
cost. Drug expenditure was an important component of total health expenditure, and 
reduction in such expenditure released resources for other purposes. Herbal processing 
was a further means used for producing less costly drugs. The social insurance covered 
about 35% of the population. Support value had declined from 70% in 1972 to 30% in 
1987. The Government had recently increased the support value to 90% at 1987 prices, 
to be financed from service and government subsidies up to 1991 and thereafter by 
increased premium contributions, which were expected to improve access to health care 
for MEDICARE members. 

On management structure procedures, the Department of Health had embarked 
on programme budgeting and cost analysis, identification of programme activities and 
target popUlation, allocation of resources and measurement of input indicators. It had 
also embarked upon a procurement monitoring system which had resulted in a 20%-30% 
saving for the Department of Health. There was an arrangement between hospitals in 
the private and public sector which required an exchange of manpower resources and 
expertise. Private services had also been contracted through the hospital subsidy in areas 
where there were no government hospitals. 

With respect to the health care service focus on equity, the Department of Health 
now allocated resources on the basis of the poverty index morbidity pattern so that there 
was now an increased allocation for the bottom 30% of the population. About 500 
municipalities in the Philippines came into that category. 

-~ 
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Dr ABDULLAH (Malaysia) said that 76% of health services in Malaysia were 
provided by the public sector and the remaining 24% by the private sector. The Ministry 
of Health was the main government agency although other ministries such as the 
Ministry of Defence and the Ministry of Education provided some curative health 
services. The Malaysian health service was heavily subsidized by the Government, which 
was, nevertheless, currently spending only about 2.6% of GNP on health. The major 
problem in health financing was the escalating cost of health services. The Ministry of 
Health alone had spent about $830 million on the health service in 1983 and $1.2 billion 
in 1988 - a rise of some 50% over the past five years. The first reason for that escalating 
cost was the development of the health service as an active government policy whereby 
the Government was providing or extending health services to disadvantaged groups and 
areas in order to improve accessibility to basic health care, and introducing a referral 
system for a higher level of care. 

Secondly, there was a changing pattern of disease. Two types of health problems 
had to be dealt with: the problems experienced by developing countries, such as 
communicable disease control (tuberculosis, leprosy. cholera. etc.); and the so-caUed 
diseases of civilization such as cardiovascular diseases, cancer and diabetes mellitus. 

The third reason for the increased costs was the promotion of use of modern 
health services through health education activities. For example. most deliveries were 
currently being conducted by trained midwives. There was thus a shift from traditional 
medicine to Western scientific medicine as provided by the Government. 

The fourth reason was that. as a result of their improved educational status and 
social and economic standing. the people were demanding high technology and high-cost 
medicine. 

A further reason was the need to import various supplies. such as drugs (more than 
60% of which were imported) and expensive equipment for cancer diagnosis and 
treatment. 

A health financing study had been made. with the assistance of the Asian 
Development Bank, in order to formulate an appropriate scheme for financing medical 
and health services commensurate with the country's level of development and its 
socioeconomic objectives. One of the recommendations arising out of the study was that 
consideration should be given to possible cost sharing by the Government, the public and 
consumers through a national security fund. A study team had been established and had 
visited a number of countries to see how best to introduce the health security fund. and 
had found that each country had its own method of financing its health system and no 
country had produced a model that could be used by others. It was hoped that answers 
could be found to such questions as the means whereby the proposed security fund could 
cover the poor and unemployed; and the quality control. utilization pattern and detailed 
implementation of the service. 

In addition, consideration was being given to the possible restructuring of hospital 
management, cost containment and the me.lns of keeping costs down to a reasonable 
level, while keeping in mind the need to mai<e facilities available to those who currently 
had no access to them. 

Dr LEE (United Kingdom of Great Britain and Northern Ireland) congratulated 
the Regional Director and his staff on an exceUent document, which had been produced 
at the right time, as the problem it dealt with faced many of the countries in the Region. 
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Referring to the two areas mentioned in section 4 on page 17 of the document, he 
said that, in Hong Kong, the problems of health financing had been tackled in accordance 
with the principles of providing better management of existing resources and improving 
procedures without incurring additional costs and reorganizing the health care sector to 
enable it to function more effectively to meet changing circumstances. 

In Hong Kong, the existing system of health financing was largely a public 
assistance system, very heavily subsidized by the Government, and health services were 
provided virtually free of charge. Such services accounted for about 10% of total 
Government expenditure. Health expenditure was affected by a number of factors. The 
population was currently 5.6 million, but was increasing as a result, not only of natural 
growth, but also of immigration. A second factor was the rising public expectation of 
better-quality services. Then there was the increasing cost of health workers, since 
about 70% of health expenditure was accounted for by staff salaries. There were also the 
rising expectations of clinicians, especially in teaching hospitals, in terms of better 
equipment. Finally, staff in government-assisted hospitals were dissatisfied with their 
employment status since their conditions of employment were not the same as those of 
Government servants. For all those reasons, the system was unable to cope with the 
changing conditions. 

The existing system lacked flexibility because government hospitals were obliged to 
follow the Civil Service regulations and there was very little incentive to increase 
hospitals' income, since any additional income would go to the general revenue. Thus 
there was overcrowding in government hospitals and underutilization of facilities in 
government-assisted hospitals. 

In 1985, a consultant had therefore been invited to review the delivery of medical 
services in hospitals and make recommendations for its improvement. The consultant 
had recommended that an independent hospital authority should be set up to be 
responsible for the management of all government-assisted hospitals, its membership to 
include community leaders and representatives of professional groups. It would be 
established in April 1990. One obvious improvement that the authority could make 
would be to restructure hospital management so as to give hospitals greater autonomy 
and flexibility in managing their own affairs. Thus, a training scheme was already in 
operation to train staff in better management; staff would be employed by the hospital 
authority, not as Government servants, and would therefore have more flexible and 
attractive terms of employment. Hospitals would be free to seek additional income and 
to use it to improve services. 

The establishment of the hospital authority would lead to greater flexibility in the 
utilization of the limited resources available. The Government would still make a block 
grant to the hospital authority to manage the hospitals and would still be responsible for 
policy and overall financial control. 

Preventive and pubiic health services remained the Government's responsibility. 
On 1 April 1989, a new Department of Health had been established to be responsible for 
those services and also to advise the Government on health matters. A working party 
had also been set up to review primary health care services because of the heavy patient 
load in outpatient clinics, long queues and inadequate time for consultations. The 
working party would review the role of the private sector, the universities and the 
Government so as to determine how the primary health care services could best be 
organized, and also how ambulatory care could be increased and overcrowding in 
hospitals reduced. It would also examine the working relationship between the hospital 
authority and the primary health care services so as to ensure better coordination of 
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services. The working party's recommendations should assist the Government in 
for~ulating future policy in the development and expansion of primary health care 
services. 

Dr MENDES (Portugal) explained that Macao occupied an area of only 17 km2 
but had a population of 500 000. 

The Government, through the health system and the hospitals, provided free of 
charge: (1) primary health care to the entire population, including the provision of 
essential drugs; (2) hospital care, including inpatient and outpatient care and emergency 
services, to civil servants and their families, children over 10 years of age and students, as 
well as pregnant women, people with low incomes and other risk groups. Until the end of 
1990, those over 65 years of age would receive free medical care. 

As far as the financing system was concerned, 95% of the health budget was 
derived from general taxation, while the remaining 5% came from fees charged under 
special agreements with certain enterprises and from a few patients. Of the total budget 
in 1989, 11% was allocated to the health department. No social insurance scheme 
existed, but the Government was considering the possibility of introducing one in the 
near future for employees in the private sector. 

In 1988, a new health policy had been adopted, aimed at increasing both access to 
health care and the efficiency and equity of the health system. Agreements had been 
reached with private hospitals and clinics, all of which were non-profit-making 
institutions, to provide free primary health and hospital care to the risk groups. The 
Government bore the cost of providing all types of care. Over the last three years, health 
expenditure had increased by 25%, but in 1990, with a new hospital and health centres, 
the increase would be about 40%. 

Dr TALWAT (Papua New Guinea) said that the situation in his country was not 
greatly different from that in other Pacific countries. The total funding of the health 
system was still a Government responsibility. However, Papua New Guinea recognized 
the need for a more analytical framework for a data collection, analysis and evaluation 
component of a health sector funding policy review. 

All Member States would agree that good financial management implied not only 
the proper utilization of funds but also generating more funds. That was not the case in 
!he health sector, where at best only a tiny fraction of what was spent was received as 
Income. 

Most governments therefore failed to see why health sector funding should be 
increased, and preferred to allocate funds to revenue-generating sectors. Papua New 
Guinea therefore welcomed WHO's initiative in raising the question of -possible 
approaches in that area. 

With regard to the selected policy issues set out on page 5 of the document. his 
Government wished to make the following c('mments. 

As far as intersectoral resource allocation was concerned, the change from 
incremental to programme budgeting meant that line departments had to identify 
programmes appropriate to their funding, although interrelated functions might be 
jointly funded. Thus nutrition might be funded by both the Agriculture and the Health 
Departments. The resource management system would be the implementing agency, but 
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that mechanism so far existed only in the case of national and provincial planning; it 
would also be introduced at the district level in the not too distant future. Line 
departments would then be able to share resources and work together as a team. 

With regard to health care service structure and focus, in accordance with 
programme budgeting, the Department of Health was emphasizing primary health care 
and disease-control programmes. In Papua New Guinea, large numbers of patients were 
turning to hospitals for the treatment of illnesses that could be dealt with by primary 
health care. For that reason, the Government had emphasized programme prioritization 
in terms of diseases and their impact on the community. There was a need for a better 
definition of primary health care and secondary health service provision, so that 
conditions normally handled at the aid post level did not give a false impression of the 
hospital work-load and thus lead to increased funding of hospitals and decreased funding 
of primary health care. 

Concerning the health care service resource mix, in the light of current economic 
constraints and the low output of medical officers, Papua New Guinea was trying to 
maximize the use in hospitals of the limited number of doctors available and encourage 
their replacement by paramedical staff in the rural areas. Health extension officers were 
capable of providing a good proportion of primary health care. Nurses could reduce the 
work-load of doctors, especially in urban clinics. 

In relation to management structures and procedures, Papua New Guinea had 
decentralized most of its rural health services, while hospitals had delegated functions to 
the provinces. That did not imply any loss of control since all decisions were centrally 
coordinated. However, supervision was more the responsibility of the provincial 
governments than of the Department of Health. Substantial cuts had been made in 
government funding of the health services in recent years as a result of rapid population 
growth combined with slow economic growth. The Department of Health had therefore 
planned a number of initiatives that would form the basis for future action, very much in 
accordance with what was stated in the document. Several studies had already been 
carried out, including a cost study of rural health services, a study of health care 
expenditure and a study of health financing, and those should provide good information 
for use in planning and reviewing policy options in health care financing. The areas of 
current interest were user charges, the involvement of the private sector, community 
financing and health insurance. None had so far been introduced because of the need to 
assess the capability of Papua New Guinea to accommodate them. 

Mrs SMAIL (New Zealand) said that both public and private health systems 
existed in her country but the former was the major component. Health funding came 
essentially from the tax revenue but private insurance schemes also existed. 
Government-funded area health boards were responsible for the provision of all types of 
care and for coordinating all types of health services. Funds were allocated to the boards 
on the basis of the popUlation served. Some funds were also allocated on an "off the top 
hasis", e.g. for cervical screening. General practitioner services were partly funded by 
the Government and partly by fees paid by patients. However, some, such as those 
concerned with child birth and immunizati'Jn, were fully government funded. An 80% 
salary subsidy was paid to practice nurses employed by general practitioners. However, 
the payment of subsidies was currently under review. The Minister of Health was also 
proposing to change the legislation on midwives so as to give them greater autonomy. 

\ 
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An accident compensation scheme existed, primarily funded by the employers. It 
was proposed to make changes in that scheme so as to achieve greater equity between 
sufferers from chronic illnesses and accident victims. Tremendous changes were taking 
place in health system funding and management, the main emphasis being on increasing 
efficiency, accountability, equity and access. 

With regard to accountability, previously much direct control was exercised by the 
Health Department, but there was little emphasis on monitoring and evaluation. The 
trend now was towards a decentralized system with strong accountability mechanisms, 
including agreements between the Government and the area health boards as to what 
was to be achieved in terms of measurable performance indicators. National guidelines 
would provide a framework for individual area objectives. 

As far as increasing managerial efficiency was concerned, every area health board 
was now required to appoint a general manager who would be the employer of the staff 
and implement the board's policies and plans. The elected membership of the boards 
would be supplemented by appointed members possessing skills not obtained through the 
electoral system. 

Area health boards had been assigned a policy making and strategic planning role, 
focusing on priorities and results, while implementation was left to the general manager. 

It had been realized that general management skills were inadequate within the 
health service, and the Health Department had therefore established a health services 
management development unit, having as its first priority the setting up of a top 
management programme aimed at training general managers for the health service. The 
unit was also broadening its strategies with the aim of developing management skills 
throughout the health service. The unit was initially fully funded by the Department, but 
should eventually be funded mainly or completely by the users. 

Turning to the question of increasing flexibility, she said that the health service had 
been adopting a more free market approach, with the emphasis on achieving the agreed 
results within the allocated funds, while previous restrictions on how that should be done 
had been lifted. Thus area health boards were free to contract provision of services out 
to the private or voluntary sector if that would be less costly. 

The New Zealand health system was making great efforts to provide a 
cost-effective and efficient service while at the same time increasing service accessibility 
and equity. The process of implementing the current changes was practically complete 
but further evaluation and changes were being considered. 

Dr TEARIKl (Cook Islands) thanked the Secretariat for the document before the 
Committee, and expressed appreciation for the comments and exchange of experience on 
the subject. 

Like other developing countries, Cook Islands was striving for higher health care 
standards, with a guiding policy for the provision of comprehensive services in curative, 
preventive and promotive health care at a cost the country could afford. That was of 
course difficult to apply at the current stage of development, particularly as there were 
certain sectors of the community as well as those giving private care, who claimed that 
health care should be provided at all costs. 
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Financing for the health services was mainly provided by government taxation. Of 
such taxation, approximately 8% was devoted to health services; it was mainly directed 
at hospital care and the public health service. The costs of up to about 80% of dental 
care service were provided by the Government, and about 20% were paid for by the 
consumers. 

One problem was that of community expectations; there were certain pressure 
groups or high income groups that expected the best services, regardless of the cost. In 
addition, about 40% of the population had been exposed to the health care of the 
developed countries and expected Cook Islands to meet the same standards. 

About 10% of the budget was used for drugs and pharmaceutical supplies, and the 
cost was increasing significantly every year; some 70% was spent on health personnel. 
Trained staff expected costly diagnostic and other equipment - and, of course, when such 
equipment was available the personnel expected increased remuneration. 

Both the community and some of the health professionals were oriented towards 
the concept that health care was synonymous with curative services. There had been a 
change in the disease pattern, the trend being away from communicable towards 
noncommunicable disease control; the prolonged treatment .of the latter was, of course, 
very costly. 

The Government was aware of the problems of providing appropriate health care 
at an acceptable level, and was in the process of reviewing the procurement of drugs and 
seeking possible sources for their procurement at a competitive cost; the WHO 
guidelines on essential drugs had been used for the past two years. In that respect, little 
progress had been made, since it had become a politically sensitive issue. It was hoped 
that, with the arrival of a new government during 1989, efforts in that field would be 
pursued. 

The Government was continuing efforts to increase public awareness of the 
cost/benefit value of preventive care and health promotion. It intended to review the 
financing of the health services, and to look into the possibility of cost-sharing by the 
consumers through the introduction of a fee for service. No serious consideration had as 
yet been given to the question of insurance, although that was regarded as a possibility. 

About 70% of the budget was spent on personnel. It was hoped that personnel 
would be utilized better, through effective management at all levels, and there were plans 
to extend the roles of certain categories of health workers (e.g. some functions of doctors 
might be assumed by trained nurses). 

A decision was expected within the next year on the possibility of establishing a 
health board or some such authority which would set employment conditions and also 
seek ways of generating revenue. 

Basically, the aim was to provide an efficient service to the community, ensuring 
that the underprivileged were not neglected. The budget procedures would be reviewed, 
bearing in mind that the most appropriate system was different for different countries. 

The CHAIRMAN, after thanking the Regional Director and Mr Anderson for an 
excellent document, said that he proposed to address his comments principally to 
ministers of health and those at the highest level of the health leadership of Member 
States. Those comments would be based mainly on the principle that what was perceived 
by the people as important to ministers was indeed important. It was his impression that, 
in general, health leaders were spectators rather than active players when finance was 
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discussed. They did not seem to regard such matters as their concern, were 
uncomfortable with the topic, and gave the impression of being the recipients of 
decisions made by others. That attitude would have to undergo a fundamental change 
for a number of reasons. 

Firstly, health leaders had to recognize that they were in competition, for instance 
with those responsible for defence, security, trade, etc. They therefore had to argue their 
case before the political and economic leaders and, to do so successfully, they had to be 
able to gain the respect of those leaders. 

Secondly, even in the richest countries, there would never be enough money for 
health. Efficiency was therefore of paramount importance, though equity must remain 
the basic principle. The main concern of those involved in economics and finance was 
efficiency, but equity might have high priority for political leaders; it was difficult to 
achieve a balance between the two. However, health leaders were uniquely capable of 
achieving that balance because they were simultaneously responsible for policy 
formulation, provision of services, and regulation. Furthermore, the nature of health 
services was such that intersectoral linkages were inevitably involved; thus for instance 
the control of diarrhoeal diseases inevitably involved questions of the availability of 
drinking-water, and that in turn involved other governmental and social sectors. In 
addition, increasing the supply side without controlling the demand side would lead to 
the type of problem encountered in the Philippines, where that had been done with the 
best of intentions. The result had been a good deal of wastage and the fostering of 
unsuitable mechanisms for the delivery of health care. 

Finally, it must be obvious to all that the world was run largely by the financial and 
monetary institutions. Even the political profile of countries was changing because of 
economic and monetary considerations, and it was those considerations that were 
determining the shape and future of countries and of the world. Health leaders could not 
remain spectators in that game. 

There were already some indications that health leaders were beginning to take 
financial considerations very seriously and in a very practical manner. That should be 
reflected in the organization of the bodies concerned with health and in the importance 
given to the topic in studies, workshops and meetings. Perhaps, in addition, it might be 
possible for WHO to bring together those concerned at the highest level with finance and 
development and those concerned at the same level with health. Perhaps, also, the 
Western Pacific Region could take the lead and demonstrate to the rest of WHO what 
the results of such a meeting could be. The most important step to be taken was to 
realize that addressing the issue of finance was as important as addressing that of 
immunization or AIDS. If politics was too important to be left to politicians, then surely 
finance was too important to be left to financial people. 

The meeting rose at 12.40 p.m. 




