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INTRODUCTION 

The subject chosen for the Technical Discussions at the Twenty -fifth World Health 

Assembly, May 1972, has a special importance as the United Nations Second Development Decade, 
now in its second year, begins to unfold. The aim of development is to raise the living 

standards of populations and, as living standards cannot be disassociated from health standards, 
the raising of levels of health is one of the primary objectives of the Development Decade. 

The subject is also timely for other reasons. It is a natural sequel to that of many 
earlier Technical Discussions since, sooner or later, subjects such as health planning, 
urbanization and water supplies inevitably raise considerations of costs and benefits, both 

short -term and long -term, and give rise to the kind of questions that will engage attention 

in the forthcoming Discussions, Secondly, developmental planners and economists who in the 
past tended to concentrate on the economic rather than on the social side - mainly on 

increasing national productivity - recognize increasingly that investment in the social 

sectors is necessary not only in its own right but also for effective economic development. 

Thirdly, because of scientific and technical advances and since in almost all countries the 
health service is one of the largest enterprises in terms of money, manpower and material 
resources, the objectives of health programmes and the identification and, where possible, 

the measurement of their socio -economic consequences have increasing political importance. 

The questions involved are extremely complex and the Discussions provide a unique opportunity 

for their scrutiny and clarification. 

In conformity with previous practice, the suggested outline for use in connexion with 

discussions at country or agency levels was sent in July 1971 to Member States, Associate 

Members and a number of non -governmental organizations in official relations with WHO. The 

outline was accompanied by a request for their comments on a number of specific questions 

and on any additional questions they might wish to raise. Member States were also invited 

to refer in their replies to contributions within their own experience made by health pro- 

grammes to socio- economic development and to any relevant general and special problems they 

had encountered. 

Up to date (25 January 1972) 37 replies have been received from Member States and 

Associate Members and 23 from non- governmental organizations. All of them have been used in 

the preparation of the present document. 

The replies have made available to WHO much valuable information not previously in the 

Organization's possession, based on the experience and views of the contributors. In 

particular, they have in some instances furnished valuable information about planning and 

budgetary procedures and the status and use of health and social indicators and analytical 

methods, and about studies which have been conducted in this field. 

The purpose of the present document is twofold: to present a synopsis of the material 

collected from Member States and other sources together with such comment as may be necessary; 

and to throw into relief issues which appear to merit examination in depth and critical 

discussion. 

The order of presentation is as follows: 

(1) For convenience of reference, the main points of the outline are summarized. 

(2) The provisional definitions and interpretations given in the outline are re- examined. 

(3) The material provided by governments and other bodies analysed. 

(4) A number of headings are proposed for inclusion in the agenda for the Discussions. 
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The list of references to WHO publications in the outline is supplemented by a list of 

additional references to which attention has been drawn since the outline was prepared 

(Annex 1); and examples of programmes and studies provided by governments are set out in 

Annex 2. 

PART I 

Summary of the outline document 

The argument advanced in the outline can be broadly epitomized as follows. 

Socio- economic development relates to a complex holistic system containing a multiplicity 

of interacting and subsystems which cannot adequately be described in mechanistic (i.e. 

deterministic, cause -effect) terms. 

It relates, moreover, to planned change rather than to changes occurring in the course 

of historical evolution, i.e• it relates to the consequences, intended or unintended, of 

deliberate human decisions and actions whose purpose is directed towards the achievement of 

some stated objective or goal. 

It is now recognized that the distinction between economic development and social 
development is no longer tenable even in terms of productivity and profit. Development has 

nevertheless often been conceived primarily in economic terms, since substantial economic 

changes are necessary for the achievement of many social goals. 

S'ocio- economic development includes development in the health field. Every sector of 

the economy has a health component of such importance that it cannot be disregarded in any 

major socio- economic development. 

The health component and other components of the total system necessarily interact and 

are reciprocally related. Health not only affects the remainder of the socio- economic com- 

plex but is also affected by it, sometimes favourably, sometimes unfavourably. 

It is, nevertheless, unavoidable for the purposes of the Technical Discussions to con- 

sider health programmes and other sectors of the economy as separate entities; and within 

the present terms of reference to concentrate attention mainly on the contribution of health 

programmes to development, neglecting the contributions of development programmes to health. 

. There are difficulties in attempting to do this: 

(1) The benefits accruing from health programmes are often difficult to identify and 
even more difficult to measure. 

(2) Over and above the benefits which can be identified, there are always benefits of 

a character which are not easily open to demonstration. In other words, it is rarely, 

if ever, possible to itemize all the consequences of a health programme, especially 

the long -term consequences. 

(3) As health care is essentially a social service, health programmes are established 

for the most part for the sufficient reason that they contribute to the satisfaction of 

primary human needs, irrespective of economic considerations other than that they can 

be afforded and that their provision is an asset for the future. For this and other 

reasons the cost and other data required to evaluate the contribution made by health 
programmes to development is rarely completely available even when it would be feasible 

to obtain it. 
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Within these limitations, it is useful for purposes of discussion to distinguish certain 

categories of contribution, though they are admittedly somewhat arbitrary: 

(1) the contribution of programmes whose primary purpose is to maintain and improve the 

level of health; 

(2) the contribution of services whose primary purpose is to increase productivity; 

(3) the contribution of services which play a part in the control of health hazards 

and environmental deterioration; 

(4) the contributions which play a supporting role or exert a beneficial influence 

over a wide field of human activities. The contributions in this group are often such 

that it becomes meaningless to inquire whether it is the health services that contribute 

to the other socio- economic elements or vice versa. 

Whilst it is recognized that the discussion will be mainly concerned with personal health 

care services and traditional public health services, health programmes should be interpreted 

to include also medical information systems, biomedical research and the education and 

training of health personnel. Also, whilst much of the discussion may concentrate on the 

developing countries, the problems of highly industrialized affluent countries should also 

claim attention. 

A question of practical importance which will inevitably engage attention in the 

Discussions is whether the proportion of national resources devoted to health programmes is 

commensurate with their importance as actual or potential contributors to socio- economic 

development, and if not how the deficiency might be corrected. 

This question leads to a consideration of national and other planning organizations and 

procedures and the manner in which priorities are decided within the total economy and within 

the health sector; and in particular, of the opportunities afforded for stating the health 

case in the planning process and the kind of case likely to attract support for the health 

sector in developmental planning. 

Finally, the suggestion is made that, although most health proposals do not need 

analytical support or are of such a character that they cannot be supported by these means, 

it is proper to give such quantitative information as is available when stating a case that 

is perforce mainly qualitative. In this connexion, the limitations of cost -benefit methods 

in the health field should be recognized even when they are feasible and relevant. 

PART II 

Certain reinterpretations arising out of the replies 

By and large, the expressions used in the outline document proved to be acceptable and 

caused no difficulty. There are only one or two points on which further comment or clarifi- 

cation appears to be necessary. 

1. The title of the Discussions 

One country found the title misleading and, accepting the viewpoint of the outline that 

"health cannot be considered in isolation from other elements of the developmental process ", 

prefered "The links between public health and the process of socio- economic development ". 

On this proposed amendment, it is permissible to comment that, whatever the exact wording of 

the title, relationships and links rather than contributions will be considered in many areas 

of the Discussions. 
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2. The word "programme" 

No attempt was made to define "programme" in the outline document and the use of this 

word attracted comments which have a bearing on the scope of the Discussions. "Programming" 

is used in two senses: to refer to the process by which a plan is prepared, and in relation 

to operational activities in implementing a plan. In the former sense a programme embodies 

objectives; in the latter it is part of a plan, the programme and objectives together con- 
stituting a plan. 

The outline paper devoted more attention to the results accruing from the successful 
implementation of health programmes and their related contributions to socio- economic develop- 

ment than to the contribution made by the health planning as an integral part of comprehensive 

planning. It is clear, however, that both are within the terms of reference of the 

Discussions and that both meanings should be given to "programme" in the present context. 

Another comment on this issue was related to the interpretation of objectives and goals 
and the categories of objectives and goals to be included in a health plan. For certain 

limited purposes it might be sufficient to give the operational targets, whereas in stating 
the case for a programme the health objective or wider socio- economic goals would have a 
place. For example, the operational goal of an immunization programme might be to complete 
a stated number of immunizations in a stated period; the health objective, on the other hand, 

would clearly be to bring about a reduction in the incidence and severity of the disease con- 
cerned, whilst the socio- economic objective might be to increase the man -hours available for 

industry, reducing medical care costs etc. Similar reasoning would apply to family planning 
programmes, occupational health programmes and so forth. 

The question is whether it is relevant to the Discussions to inquire into the desirability 
• and feasibility of including explicit statements of wider objectives in health plans than is 

at present customary. 

З. Scope of the Discussions 

It would have been impracticable and inconsistent with the purpose of the outline paper 

to present a catalogue of all the sectorial health programmes which might influence socio- 

economic development. It is not astonishing, therefore, that attention was drawn in the 

replies to a number of services of unquestioned importance which received only a passing 
reference in the outline or, in some instances, were not specifically mentioned at all. 
Topics which were the subject of requests that they should not be overlooked in the 

Discussions were health education, veterinary public health, the zoonoses, dental health and 
drug dependence and abuse. 

Areas mentioned as meriting special attention included basic health services, rural 

health services, family planning, rehabilitation, the improvement of health information, the 
further development of health and social indicators, measures of the output of health services, 
and socio- economic models. All these are consistent with the meaning proposed for the 
expression "health programmes" in the outline. Some of them are the subjects of annotations 
in Part V of this document. 

It was also suggested that the juxtaposition in the outline of malnutrition, occupational 

health services, environmental pollution and urbanization might be taken to imply that these 

are problems of comparable magnitude and distribution. This was certainly not intended, any 

more than the failure to mention a service was intended in any way to reflect on its 

importance. 

In a number of replies it was pointed out that in many countries personal health care 

services are provided largely in the private sector and, where this is so, the problem of 
budgeting for them and their integration with developmental planning takes on aspects which 



A25 /Technical Discussions /l 
page 6 

differ from those in countries where they are provided exclusively or in large measure by the 
government. The problem is also complicated by the fact that, in market and mixed economies, 
economic development is undertaken mainly by the private sector subject to government regula- 
tion in the interests of the community, whilst, on the other hand, the government plays the 
main role in social development. In such countries, therefore, there are two clearly defined 
internal sectors of economic developmental activity: a large private sector and a multi - 
tiered government sector at national and lower levels and, in some instances, at federal, 

state and local government levels. 

Attention was also drawn to the development of health care systems in many countries as 

a part of social security and to the need to take this form of provision into account in the 

Discussions. In this connexion, ILO is currently conducting an inquiry into the cost of 
social security. 

Questions relating to the maximization of the socio- economic impact of health programmes 
were deliberately excluded from the outline, but it is recognized that this is a natural step 
towards identifying and measuring their contribution to development. The suggestion was 
made that the Discussions should include consideration of how to make better use of the 

resources committed to health programmes. 

As in many developing countries the serious lack of health personnel is an impediment 

to the development of the basic and other health services necessary for socio- economic 
development (including the opening up of sparsely populated areas), the question of supplying 
doctors, nurses and other paramedical personnel from other countries was thought to merit 
attention in the Discussions. Many of the obstacles to the selective migration implied can 
only be overcome by the co- ordinated efforts of governments, international organizations and 

voluntary agencies. 

The meaning given to "health" in the outline document was referred to only indirectly in 

relation to "health programmes ", for which a liberal interpretation was proposed. To meet 
a point raised in a number of replies, it appears desirable to reaffirm that "health" includes 

well -being as well as absence of disease. This is significant, because improved physical 

and mental vigour and well -being are factors which contribute substantially to economic and 
social development. Dental health, for instance, to which reference was made earlier, is 

clearly not only of importance in the prevention of disease but by common consent, is also 

an item in the balance sheet of well -being. 

It was suggested by more than one respondant that, as many of the contributions made by 

health programmes fall under more than one of the headings proposed in the outline, many of 

the issues to be considered might be clarified by dividing contributions into two categories, 

namely, those which are more or less easily demonstrated and measured by methods now available 

and those which cannot at present be quantified. It was pointed out that it is much easier 

to analyse the outputs of services provided for clients or well -defined consumer groups than 

to assess benefits accruing from services which are made available free to any individual or 

body wishing to use them. 

The suggestion in the outline that the Discussions might with advantage be restricted 

to health programmes related either to services or to projects with primary health objectives 

was interpreted by some as excluding some aspects of services for the medical care of the 

sick. This was certainly not intended. The restriction proposed was related rather to 

programmes such as water supplies, wastes disposal and education and housing, in which, it 

was felt, the Discussions would tend to become unduly diffuse unless restricted to the health 

aspects. The view of some contributors was that special attention should be given to the 

direct and indirect contributions to socio- economic development of environmental health pro- 

grammes such as water supplies. 
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A number of contributors expressed views on the main purpose of the Discussions and 

thus, by implication, proposed areas requiring emphasis. Many of these views will emerge in 

Part III of this document, but it may be helpful to cite a number of them here: 

1. Two subdivisions of the subject are identified: the impact of health programmes 

on the health of populations; and the impact of changes in the health of populations 

on socio- economic development. This distinction may prove to be useful for some parts 

of the Discussions, though it would not appear to take account of the direct consequences 

of environmental health programmes, including pollution control, in socio- economic 

development. 

2. Attention might with advantage be focused on the problem of relating population 

health status to socio- economic development, a problem which, according to many con- 

tributors, has hitherto resisted precise definition. 

3. It is questioned whether the problems associated with the definition and measurement 
of the actual or expected outputs of health programmes lie within the purview of the 
present Discussions, notwithstanding the fact that, apart from that on the communicable 

diseases, little information on the problems exists. 

4. A suggestion of one contributor that "the concept of socio- economic development 

might best be presented as a process of modernization" may prove to be a subject for 

debate. 

5. A better understanding of the union of social and economic development concepts 
should be recognized as one of the focal points of the Discussions. The distribution 

of the benefits of economic development, for instance, is sometimes classified as a 

measure of social development, and health -related programmes have often been chosen as 
an avenue for the redistribution of wealth within a society. 

PART III 

Analysis of replies to the guidelines and related comments 

In this part of the document a synopsis of the replies is given under headings related 
to the main sequences of questions in the outline. Before presenting this material, it will, 

however, be useful to review the replies as a whole on certain broad issues. 

1. The general trend of the replies on certain issues 

A theme which recurs with minor variations throughout the replies is that all true 

development is necessarily socio- economic and has for its objective the maintenance and 
furtherance of the quality of human life; and that the concept of "economic" as being 

related to production and material prosperity ignores its wider significance and is no longer 
acceptable. Thus, no distinction can be made between programmes for promoting economic 
development and programmes for promoting social development - any development whose primary 
purpose is to raise material standards of living must be regarded as an instrument for 
achieving higher social goals. 

It would appear from the replies that it is now widely recognized by governments and 
their advisers that investment in health contributes not only to social well -being but also 
to economic growth. As a consequence, except in a few countries only, the case for health 
programmes is said to be well accepted by economists and planners even though it is not always 
presented to advantage. Also, generally speaking, it appears that health planners and 
developmental planners are working in close co- operation and that there are adequate 
opportunities for the claims of the health sector to be represented at all levels. 
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With the exception of a few developed countries, economic arguments based on analytical 
methods are little used in support of health proposals. 

Finally, the inadequacy of existing health information bases, social and health indicators 
and modelling and other analytical methods and the need for further study and research are 
widely recognized. 

2. Health programmes in relation to development policies 

It became apparent from the replies that the guideline questions about the interrelations 
of health programmes and national development plans had limited applicability in many countries. 

Whilst there are some countries in which national development objectives are defined, a 

national planning body exists, and overall development plans embodying health development 
plans have been adopted, there are also countries which, though setting targets for the growth 
of the economy from time to time, have no defined comprehensive national development objec- 
tives, no planning entity with a comprehensive mandate, and no formal overall development 
plan.l 

Because of these differences, it is not easy to judge how 'far valid generalizations can 
be made on many aspects of the discussions and how far useful conclusions will have to be 

related to particular country situations. It would appear that the substitution of 
"development policies" for "national development objectives" and "total development plan" 
might go some way towards reducing the exclusiveness of the questions in their original form. 

If this amendment was adopted the relevant questions would read: 

1. How, and for what purposes, are the interrelations between health programmes and 
socio- economic development defined? 

2. Is the integration of health programmes with overall development policies as close 
as it should be? 

The information provided by contributing countries on these questions is not easily 

summarized, but the main points are fairly clear. 

Broad national health objectives are referred to in almost all the replies. Charac- 
teristically, in planned economies they are proclaimed in national development plans - 

whether short term, intermediate or long term. Typically, in these plans, social develop- 
ment is regarded as a primary objective of the developmental plan, with economic development 
as a means to this end. This principle reduces the problem of health planning to one of 
balancing the health requirements of the population fully and effectively against available 
public resources and the development of other sectors of the economy, or of providing "the 
highest standard of health compatible with the economic development of the country without 
discrimination of any kind ". In this view, it is taken for granted that socio- economic 
development implies appropriate health development and that health programmes are not in com- 

petition with socio- economic development but an integral part of any rational development 

policy. 

1 This, of course, is an oversimplification. There are many countries where, because 

of their decentralized structure and the substantial autonomy enjoyed by subordinate 

authorities, a national plan is at present impracticable. In some of these countries it is 

reported that there is a progressive trend towards the centralization of health services, a 

trend which is especially marked for services such as environmental protection and the con- 

trol of dangerous substances and atomic power. It is also reported that the trend is 

beginning to show in some sectors of personal health care which were traditionally the 

responsibility of regional or local authorities. 
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In countries where there is no explicitly defined set of national objectives there are 

often, none the less, agreed overall goals for national health programmes, in some instances 

embodied in legislation. Thus, for instance, in such countries a declared objective is "to 

encourage both social and economic development ", or to allocate "as high a provision of 

resources for social development as is consistent with the economic development of the 

country ". In countries of this type, since there is no formal overall development policy and 

consequently no prescribed sectorial objectives, in the first instance each sector defines 

policy objectives independently. 

All the replies confirm that the cost of traditional public health services such as 

sanitation, environmental health and disease control programmes is everywhere met almost 

exclusively from the public purse. The main difference in the domain of health services 

between the planned and the less planned economies is in the field of personal health care 

services. In the former a full range of personal health care is provided for the whole 

community as a matter of principle, whilst in the latter, since varying proportions of health 

care are provided privately in response to demand, governments are often mainly concerned with 

provision for the less well -to -do or the deprived sections of the community and with setting 

national minimal welfare standards. In some of these countries, however, complete and com- 

prehensive personal health care services are provided by legislation and by other means. 

The instruments used in these countries to ensure an appropriate rate of economic growth and 

the distribution of the products of this growth include control of the size and kind of 

government programmes, financial controls and regulatory legislation. 

It is also clear from the replies that in all countries national budgetary resources are 

allocated both generally and within the health sectors through a complex of decisions by a 

hierarchy of bodies working in a variety of co- operative interrelations, whose coherence is 

ensured either by legislation or by the requirements of a comprehensive plan. 

Arrangements for the representation of health in overall planning and government policy - 

making differ in detail from country to country, but in general the replies confirm that the 

secretary of state for health (or social services) is the person concerned with government 

decisions on the allocation of resources over the whole public expenditure programme and is 

usually represented on the national planning body where such a body exists. The extent to 

which health is represented on planning bodies concerned with agriculture, industry, transport, 

public utilities, etc. is less clear. This is a question which may require further elucida- 

tion in the Discussions. 

There is little in the replies to suggest that the interrelations between health pro- 

grammes and socio- economic development play a significant part in national budgetary pro- 

cedures. There is also general confirmation that, with the exception of the economic effects 

of incapacitating disease, no general relationship between health status and socio- economic 

level has been demonstrated, and that with limited exceptions (e.g. occupational health) the 

goals of health programmes are not explicitly related to economic objectives. 

On the second question there is near unanimity that the integration of health programmes 

with overall development plans is not as close as it should be, though not for the same 

reasons in all countries. 

In planned economies any failure to define explicitly the relations between the objectives 

of health programmes and development policies might be expected to arise mainly out of the 

difficulties inherent in the problem; and indeed in some of these countries extensive studies 

and researches are being undertaken to improve data bases and methodology. 

In countries where no overall development plan exists the technical difficulties are, of 

course, much the same, but in some of these countries there are also extraneous obstacles 

associated with the organizational and administrative structures of mixed or market economies. 
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A number of countries remarked that a less than optimal utilization of available 

resources in the health field is often due in part to the fact that no explicit health 

development policy has been formulated within the framework of broader policies. Attention 

was drawn by one contributor to the growing gap between economic and social development in 

the implementation of short -term and intermediate term plans; and by another to the risk of 

creating unforeseen and sometimes intractable new problems unless health care programmes are 
related to broad objectives. 

There appears to be wide recognition that a more complete integration of health pro- 

grammes with overall development policies is a desirable objective, and that there are demon - 

strable advantages in having health plans prepared jointly by health planners and develop- 

mental planners and in the effective integration of health plans into the overall plan. 

Among the measures suggested that would assist in bringing about the desired integration 

are: a more detailed analysis of resource use alternatives (including a more detailed 

specification of expected benefits); the development of more accurate measures in monetary 

terms of the direct economic impact of expenditure on health (even though it has to be 

recognized that such measures always underestimate the socio- economic impact of health pro- 

grammes); a consideration of health requirements in relation to overall developmental planning . 
at each level of government; a switch, where necessary, from financial planning to resource 

planning; and the explicit definition of health and other social goals in long -term plans. 

Another suggestion of a more definitive character is that effective integration of health 

programmes with national development policy implies: 

(a) at the national level, the identification of health care needs as inputs into 

productive processes, and of resource costs of specified health services at stated levels 

as inputs into development programmes; 

(b) at the project level, an evaluation of projects according to criteria such as a 

reduction of treatment costs and improved production attributable to the projects, 

coupled with rules for choice between alternatives. 

З. Allocations between the health sector and other sectors of the economy 

As a basis for deciding budgetary allocations, mention was made by different contributors 

of the principle of harmonious development, balancing the health requirements of the population 

against other sectors of the economy aid the relative requirements of different programmes. 

It appears, nevertheless - and is so stated in several replies - that there is no precise 

formalized process of decision -making in this area. To a considerable extent ceilings and 

apportionments of resources are political decisions at a high level, based on experience and 

related as far as possible to the total situation. 

Expressed somewhat differently, the fundamental criteria which determine the amount 

allocated to the health sectors are identified as: 

established need; 

community expectations; 

budgetary priorities. 

A number of countries remarked that the proportion of the total budget allocated to health 

tends to remain at a fairly stable level, which means in practice that health allocations 

tend to increase as the economic level and government revenues rise. 

The options at the national level in relation to the reallocation of resources, it was 

remarked, are usually marginal because of the relative inertia of existing programmes. Thus, 

in the case of health services, a large fraction of the money spent on programmes is 
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necessarily absorbed in maintaining established services and providing for the necessary 
expansion to meet population increases, leaving only a smaller fraction which can be devoted 

to new programmes, improvements and extended coverage. For instance, the criteria used as 

a basis for resource distribution were stated by one country as: 

pro rata distribution based on distributions in the previous year; 

allocations in accordance with long -term growth estimates; 

allocations for new projects and expanded activities. 

By another, they were stated as expenditure for operational needs and expenditure to implement 

projects included in the national development plan. 

Mention was also made of the possible economic and social benefits accruing as a ground 

for increased allocations, and of the short -term influence of the emergency situations which 

arise from time to time. 

A predetermined proportion of the gross national product is little used as a criterion, 

and in only two instances is there mention of a stated percentage of the national budget 
being used as a guideline. 

Cost /benefit ratios are not a factor of much significance, though in one instance cost/ 
benefit analysis was said to be one of the deciding parameters in changing the funding levels 
of existing programmes. 

In the most general terms, it would seem from the replies that demand for services as 
expressed politically is the main factor in deciding how much public money should be spent on 
health, subject to the constraints imposed by the health service structure, existing institu- 

tions and feasibility considerations such as the level of professional manpower resources. 

4. Allocations within the health sector 

Replies to the outline question on how priority decisions are made within the health 

sector showed that much the same considerations apply as in inter -sector allocations. 
Within the health sector also, decisions are made in accordance with complex processes that 
are not easily described and for which the guidelines are largely based on past experience 
and intuition. 

Public demand and the prevailing social concepts are obvious major influences, and 
relations between health programmes and socio- economic development probably play a part also, 

although less explicitly. Proposed developments and operational needs are both taken into 

account in deciding allocations between programmes and services. 

A few countries report that cost /benefit arguments, linked with Planning, Programming, 

Budgeting Systems (PPBS), are used at the programme level for increasing the overall efficiency 
of services and, in some instances, as one of the bases of choice between alternative feasible 

programmes for achieving the same objective. This use of cost /benefit methods, it will be 

recalled, was referred to in the outline as being much less open to question than its use in 
investment choice. 

In countries where a national development plan prescribes the main trends for development 
in the health sector as well as generally, the task of considering various aspects and 
branches of the health service as a whole is facilitated. 

In countries where quantified parameters derived from the data provided by specially 
designed health surveys of populations are available, a greater degree of objectivity can be 
introduced into policy and priority decisions. 
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Among the factors cited as influencing priority decisions are: administrative feasibility 

and probable impact; the expectation that preventive programmes will increase the capacity 

of the labour force and lead to higher levels of production; the need to expand the education 

and training of medical and allied manpower because of the severe restrictions imposed on 

service development by existing inadequacies; and the objective of integrating rural popula- 

tions into the national life. It was also mentioned that many socially desirable programmes, 

such as health screening and pre -symptomatic diagnosis, have to be excluded on economic 

grounds so long as an unsatisfied need for basic health services and major disease control 

programmes exists. 

The areas of high priority identified in the present inquiry correspond closely to those 

identified at the Technical Discussions on Health Planning in 1965. In order of frequency 

of mention they were: 

1. Disease prevention and control, especially the control of communicable disease. 

2. Personal health care services for rural populations, deprived sections of the 

community and other special groups. 

3. MCI services. 

4. Education and training of medical and allied personnel. 

5. Environmental health services (including the control of environmental pollution). 

Nutrition, occupational health, rehabilitation, mental health, veterinary public health, 

the reorganization of services to improve their efficiency, and biomedical research were also 

cited by a smaller number of countries as priority areas. 

It is noteworthy that, in the experience of many countries, the case for communicable 

disease control programmes required little substantiation in order to satisfy planning 

authorities. It was also remarked that in this area, where the benefits are eminently 

measurable, they are paradoxically regarded as self -evident. 

5. Quantification, indicators and analytical methods 

It is noteworthy that the volume of comments on the problems of quantification and 

analytical methods was considerable and included a number of closely reasoned analyses of 

cost benefit methods, the gross national product as an indicator of national productivity, 

and the status of models in the socio- economic field. 

Whilst, as said earlier, the broad lines proposed in the outline proved acceptable as a 

basis for discussion, there was one issue on which substantial reservations were expressed. 

A view advanced by a number of governments is that the treatment of the analytical approach 

in the outline understated the value of socio- economic models in the planning process and 

failed to draw attention to their potentialities. It was remarked, for instance, that the 

method of approach in the outline is "open to the criticism of being made in the wrong 

direction ". This particular reply then went on to advance the argument that, instead of 

moving from the bottom upwards, an approach could be made with advantage from the top down; 

that the need is for a hierarchy of models starting at the macro level. Such models, using 

relatively simple data bases, could be used to throw light on the allocation of priorities 

between sectors of government responsibility. They would not attempt to put a value on 

objectives in different sectors because, as the outline points out, this would be impossible. 

In essence, it is argued that different levels of health planning have to be undertaken 

separately, and that models exist which can be used for some purposes at the macro level. 

It is also suggested in this reply that the possibility of obtaining data it is considered 

not feasible to obtain at present - for instance, data on human feelings, peace of mind, 

adequacy of fulfilment - should not be dismissed. 
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While there appears to be general agreement that cost benefit analysis is a tool of 

limited usefulness, it is pointed out in one or two replies that this should not prejudice 

attempts to define areas where it can be useful. 

In a reference to national accounting systems, attention is drawn to the fact that they 

not only operate under the disadvantage that there is a substantial discrepancy between their 

requirements and the statistical information available, but also that their value is limited 

by the fact that they are designed for particular restricted purposes and not for systematic 

quantifications and evaluations of a sufficiently comprehensive character. 

Is is also pointed out that the use of the concept of the gross national product (GNP) 

has been under heavy criticism for a long time. Two difficulties are particularly important 

in countries where "services" (non -material products) are included in social accounts: the 

evaluation of the contribution of these services to the GNP is made from their cost of pro- 

duction, so that an increase in productivity results in a diminution of their value; and 

services within the family, for example by the housewife, are not included. The GNP cannot, 

therefore, be used as a complete indicator of national productivity. 

Mention was made by a number of governments of the introduction of systems of programme 
analysis and review (PAR), an important feature of which is the scrutiny of objectives and 
outputs. Mention was also made of decisions to introduce PPBS to assist with resource 

allocation decisions within and between health programmes. The establishment of PAR and 

PPBS is said to be leading to a consideration of the kinds of output measures which should be 
used in the future. 

On four points there was virtually unanimity: that analytical methods are not used 

extensively or not used at all in most countries at any stage of the planning process; that 

economic criteria are used increasingly alongside social criteria in the health field; that 

economic arguments will be demanded increasingly in support of proposals for increased health 

and other social expenditure; and that analytical socio- economic studies should have high 

priority in health practice research programmes. 

The quantification of relationships between health programmes and socio- economic develop- 
ment for planning purposes claims a great deal of attention, and the obstacles which now 
exist to adequate quantification are referred to in many replies. They include: 

1. The inadequacy of health statistics in all countries and of existing demographic 
statistics in some countries. 

One or two developing countries mention that the statistics of births and deaths are so 
incomplete that even traditional health indicators cannot be established. It is pointed out 
that in such circumstances it is unrealistic to discuss the development of sophisticated 
indicators and analytical methods. The lack of adequate data is also identified as a 

serious impediment to quantitative studies of social change and the consequences of social 
(including health) policies. 

2. A too exclusive reliance on input indicators. 

Indicators in current use in the health field relate mainly to inputs rather than out- 

puts, e.g. physician /population ratio, hospital beds per thousand inhabitants, catalogues of 

health manpower strengths. Such input measures are commonly used as proxies for output 

measures. The obstacles to the development of output measures include not only difficulties 
of definitions and standards but also the conceptual difficulty that many quantifiable ends 
are intermediate. 

З. The lack of an adequate single measure of the development of national welfare. 
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4. The tendency of scientific disciplines to proceed in isolation from political science, 
economics and sociology in studies which require a many -sided, comprehensive approach. 

In relation to the question of the further studies needed to overcome these and other 
impediments to a quantified and comprehensive approach in health planning, a number of 
priority research areas are cited: 

1. Research into the methodological problems inherent in multidisciplinary approaches to 
holistic problems. 

2. Studies aimed at developing adequate instruments for analysis and mathematical models 
for use in leading health sectors at the national level. 

3. Further studies of quantitative estimations (including cost benefit analysis where it is 

realistic) and the use of cross -section time -series approaches. 

4. The construction of a valid measure of national welfare development.1 

5. The construction and testing of social and health indicators; particularly, the develop- 
ment of indicators of "positive health" or well -being in addition to indicators of morbidity 

levels, service utilization, mental health, nutrition, socio- economic conditions, quantity 

and quality of health services provisions, etc. 

6. The elucidation of social relationships and the development of social models to pave 

the way for the formulation of general theories of social change. 

In this connexion it is suggested that economic theory relating to economic models and 
economic indicators and relations might serve as a conceptual framework for developing 
quantitative social assessments and indicators of social conditions, changes and problems. 

7. The further development of professionally conducted mass periodic examinations as a basis 

for measuring the health status of populations. 

PART IV 

Examples of programmes and studies furnished by Member governments and others 

Paragraph 9 of the guidelines for comments invited governments to give examples from 

their own countries, based whenever possible on quantified studies, which might be used as 

arguments for increasing health allocations on economic or socio- economic grounds. 

Because of the volume of examples of programmes and studies supplied by contributors it 

would not have been feasible to reproduce them in this document, and many are of such a 

character that they cannot be summarized without destroying their usefulness. 

It was therefore decided to list them, and this has been done in Annex 2. Copies of 

the texts in which they appear will be available for perusal or study at the Discussions. 

Not unexpectedly, many of the examples given do not include references to quantified 

studies, although it would appear that they are usually based in greater or lesser degree on 

such studies. 

1 The problem has been approached by attempting to construct a concept of "total con- 

sumption of goods and services by the population ", but even if this were achieved the 

distributive aspects of consumption would still be outstanding. 
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Other programmes and studies which are the subject of general references in the narrative 

text are cited below. They are not given in any particular order, but special attention is 

drawn to the first -mentioned, which refers to the contribution made by health -based investiga- 

tions and surveys to developments in the social sector. 

1. Reference is made in many places to health surveys, nutritional and dietary surveys, 

studies of working conditions and of the working environment which have served as one of the 
information bases for action in the areas of social security, wages and labour conditions, 

and the welfare of immigrants and deprived sections of the population. Other contributors 

reported that such surveys have been made, but they have been little used, even to arouse a 

consciousness of the social and economic problems arising out of ill health, malnutrition 
and adverse working conditions. 

2. In some instances the health protection of workers has been an important factor in 

maintaining an efficient and effective labour force in vital industries. Working days lost 
as a result of industrial injuries have been reduced by occupational health services in con- 

junction with other methods (see references 4 and 5, Annex 1). Welfare services, such as 

the provision of meals at plants, help to promote productivity as well as health. Generally, 

occupational health services are reported to have improved industrial productivity. 

3. Health control at seaports and international airports has become increasingly important 

with the development of faster means of transport and streamlined passenger and cargo 
clearances. The part it plays in the detection, prevention and control of communicable 
diseases has commercial as well as health significance. 

4. Health programmes involving the field detection of childhood diseases, nutritional 
deficiencies, leprosy, glaucoma and alcoholism and health education have assisted in the 

socio- economic development of isolated and backward populations. 

5. There is evidence that in many countries the present high incidence of sexually trans- 
mitted diseases leads to a considerable loss in working hours and thus interferes considerably 
with a country's socio- economic potential. Health services, in the widest sense, are the 

main instruments for controlling these diseases. 

6. The iodization of salt for goitre control, the fluoridation of water supplies, measures 
for the early detection of diabetes and other screening procedures, and sports medicine are 
cited as examples of health services which contribute to the improvement of health and well- 
being and hence to socio- economic development. 

7. The contribution by rural health services to the safe use of agricultural pesticides 
has been important in relation to agricultural development. 

8. The elimination of associated health hazards has contributed to the success of such 
development projects as irrigation schemes and artificial lakes. 

9. Although dental health is not so obviously related to socio- economic development as the 

control of communicable diseases, sanitation, and so forth, there is no doubt that it con- 

tributes to, and forms part of the health in general. To this extent, dentistry, and 

especially preventive dentistry, is an aspect of health programmes which contributes to the 
socio- economic development of a country. 
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PART V 

Additional annotations on certain subjects 

The review in Parts II and III of this document, based on the comments by governments 

on the outline, provides, together with the examples of programmes and studies cited in 

Part IV and listed in Annex 2, an indication of the main headings under which the Discussions 

might be structured. 

Many of the matters referred to in this part of the document will doubtless receive 

attention in the Discussions under one or other of the agenda items proposed in Part VI of 

the document. It is felt, however, that the additional comments which follow might help 

to channel the Discussions on the subjects referred to. These comments cannot be and do not 

purport to be even summary expositions of the enormous and complex problems to which they 

refer. They should be regarded as notes on the agenda items. 

Basic health services with special reference to rural health services 

The development of basic health services, especially in the rural areas, is fundamentally 

important in developing countries. It should have a high priority during the early stages 

of socio- economic development. It is, however, in these circumstances that it is particularly 

difficult because of the shortage of qualified personnel and the tendency for them to practise 

in the towns and cities. Rural economic development cannot be accelerated, nor can the 

objective of assimilating the standards of rural populations to urban populations be achieved, 

without the development of adequate basic health services. In general, special programmes 

for the control of malaria, tuberculosis and other communicable diseases cannot be instituted 

without a supporting infrastructure; and lasting effects can only be achieved if the basic 

health services are adequate. Basic health services for rural populations make an important 

contribution to the economic objective of developing the agricultural sector of the community 
in areas where ignorance, malnutrition and hazardous environmental conditions are the rule. 

The lack of health care seriously impedes the socio- economic development of the nation. 

In this connexion it is recalled that in many countries rural populations constitute, and 

will for many years constitute, a high proportion - as much as 80 -95 per cent. - of the 

national population. 

Drug dependence and abuse 

The self -administration of dependence -producing drugs is now so widespread in many 

countries of the world as to constitute a major problem. The adverse physical, social and 

economic consequences, both to the user and to society, are well known. The multidisciplinary 

and multi -organizational approach needed for prevention, treatment, rehabilitation and con- 

trol have an important health component and are the subject of intensive health efforts in 

a number of countries. 

Alcohol should be included under this heading as a dependence -producing drug with 

enormous associated socio- economic implications. 

Family planning 

The fundamental importance of family planning in socio- economic development was stressed 

by a number of contributors, who point out that it affects not only the health of the mother 

and child but also the health and welfare of the family and community. An uncontrolled 

population growth may make it impossible for the community to provide adequate food, housing, 

schools and health services and may annul the benefits of socio- economic development. 

Especially in countries with a low per capita income and a slow rate of capital formation, 

a rapid rate of population growth may constitute an obstacle to social and economic develop- 

ment. Health services have an essential contribution to make in this connexion. 
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The elements that might form a basis for a discussion on the contributions of health 

services to this problem can be epitomized as follows: 

1. Though opinions differ on matters of technique and practice, it is generally accepted 
that advice on birth spacing, the avoidance of unwanted pregnancies, family size and sterility 
is an essential part of a comprehensive MCI service. 

2. Safe and effective family planning, whether provided through MCI services or otherwise, 
necessarily leans heavily on biomedical research, medical surveillance, and the contribution 
of health services to changing attitudes and motives. 

3. A consideration of the contribution made by family planning programmes to socio- economic 

development should include both the benefits resulting from improved maternal and child 

health and the socio- economic consequences of smaller family size, a reduced rate of popula- 

tion growth and a changed population structure. 

4. Any realistic consideration of the question should also take account of the time factor, 

i.e. the delays in programme implementation and the period of years which elapses before the 
. full demographic impact is felt. Account must also be taken of the cost of transferring 

resources from other programmes to family planning programmes when personnel is limited. 

Health education 

As no more than a passing reference was made to health education in the outline, it is 

appropriate to recall the increasing importance of the attitudes and behaviour of the 

individual in health promotion and disease prevention, i.e. in maintaining his own health; 
and consequently the significance of health attitudes and behavioural patterns as factors in 

socio- economic development. In this context the importance of health education in its wide 
interpretation is self -evident. It is also worth emphasizing that changes in mass attitudes 
brought about by health workers can and should assist materially in bringing about socio- 
economic changes. Health campaigns that include the right kind of health education are a 

powerful means of convincing people that the future can be different from the past, a step 
of importance in disease -ridden countries, where a fatalistic attitude is the rule. Until 

such attitudes are changed, no population can make the effort needed for development. Thus 

the health campaign, especially in its educational aspects, can be a weighty element in the 
early stages of a coherent development policy. 

Food hygiene and food standards 

The importance of public health, especially of the hygiene of food and water, for the 

development of tourist industries was referred to in the outline. In the replies this sub- 
ject was enlarged on to the effect that the rapidly expanding tourist traffic and other 

population movements, such as those associated with migrant labour, create potential health 

hazards such as food -borne diseases, not only for travellers but also for the static popula- 

tions of the countries to which they return. 

In a wider context, it was remarked, national and international provisions for con- 

trolling food -borne infections and intoxications, though primarily public health measures, 

are virtually indispensable in the socio- economics of the modern world. The large inter- 

national trade in human foodstuffs and animal feeds clearly requires extensive controls and 
a formulation of standards for commercial as well as public health reasons. The motivating 
forces behind the development of international food standards can be identified as the concern 

to protect the consumer and the need to facilitate international trade in foods. Also, the 
progressive centralization of and new technologies in food production, processing and 
distribution and the growth of canteen and similar methods of preparing and serving meals 
for large numbers of consumers are associated with a variety of preventive measures taken on 

both health and trade grounds. 
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Food -borne diseases, which are reported to be on the increase, can be a substantial 
obstacle to the economic development of the countries involved. Control measures include an 
infrastructure of food hygiene practices and health education at sources of production and 
during storage, transportation, manufacture, processing and distribution, keeping pace with 
general socio- economic development. 

In many societies, recent technological and sanitary advances have diminished some of 
the previous risks of food adulteration and microbiological contamination. However, these 
changes have often been accompanied by other new hazards resulting from environmental con- 
tamination with agricultural chemicals (pesticides and antibiotics) and industrial chemicals 
(salts of heavy metals) and even with radionuclides. 

The maintenance of a high level of reporting and diagnostic practices and close collabora- 
tion between veterinary and public health services are among the measures regarded as 
essential for providing the basis for international standards of food control, such as those 
promulgated by the FAO /WHO Codex Alimentarius Commission. Any plans for a food hygiene pro- 
gramme have also to be kept flexible to take prompt and full account of technological, 
ecological and population changes (migration, tourism, urbanization, etc.). 

Non -communicable diseases in developed countries 

The economic losses due to cancer and cardiovascular diseases in the developed countries 
are enormous. It is estimated, for instance, that the cost of treatment and the loss of 

production due to cancer of the lung is upwards of $ 10 per annum per head of population in 
many countries. The nature and magnitude of this problem have been demonstrated by clinical, 

statistical and biomedical investigations. Public awareness of the health risk of excessive 
cigarette smoking is also due largely to health studies and publicity based on them. In the 
present state of knowledge the prevention of lung cancer is largely a matter of health 
education. The cost of health education and of further research is small compared with the 
improvement of the national economy which would result if the level of cigarette consumption 
was substantially reduced. 

At present, coronary disease, in common with many other cardiovascular diseases, is not 

preventable. It is, however, believed by many experts that biomedical research will point 
the way to reducing its incidence at a cost which is small compared with the benefit accruing 
in purely economic terms. 

Clinical, laboratory and statistical research in the health field has made notable con- 

tributions to socio- economic development and will doubtless continue to do so. Almost every 

technological and social development in the past has created new health problems requiring 
new health policies and measures of control to safeguard not only health but the effectiveness 
of the developmental process itself; and there is every reason for believing that this will 
continue to be so in the future. 

Physical and mental handicap and rehabilitation 

In developed countries the problems of disability are increasing as a result of greater 

industrialization, road accidents and improved life -saving medical techniques. The problem 

is also increasing in developing countries, where as many as 10 per cent. of all children 

suffer from severe malnutrition, educational levels are minimal and disabling diseases remain 

uncontrolled. The overall incidence of disability is probably about the same in developed 

and developing countries. 

In estimating the effect of disability on the national economy, developed nations have 

traditionally relied upon measures such as the cost of treatment per patient, the cost of 

long -term maintenance and public welfare payments, the loss of projected income and tax 

revenue, and the effect of withdrawing incapacitated workers from the labour force. It has 
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been shown, for example, that in the United States of America every case of severe mental 
retardation prevented saves the country almost three -quarters of a million dollars, and every 
dollar spent on rehabilitation returns between $ 17 and $ 35 to the economy. In Europe, it 

has been estimated that disability may reduce the economically active proportion of the popu- 
lation from roughly 35 per cent. to 28 per cent. In the USSR it has been calculated that 

66 roubles were saved for every rouble spent during an 11 -year national poliomyelitis 
vaccination campaign. 

The technical feasibility of returning physically disabled persons to a useful and active 
life is now accepted. Often a physical handicap which in itself is not significant may 
become totally debilitating if associated with poor education and unemployment. However, 

the methods of analysis available on the economics of rehabilitation do little to impress 
governments in developing countries, where a substantial proportion of the labour force is 

either underemployed or unemployed. 

From the information available it is clear that the payment of disability pensions is 

not a satisfactory answer to the problem of occupational incapacity and that the whole field 
of rehabilitation should be regarded as an essential socio- medical activity. 

Radiation medicine and the control of environmental pollution 

The meticulous control of the applications of nuclear technology, to which radiation 
medicine has made an essential contribution, has virtually averted the hazards of ionizing 
radiations ever since nuclear power was developed as a controlled source of energy and radio- 
active isotopes came into wide use. It affords, perhaps, the best example of harnessing a 
vast new technology to the public good without environmental contamination or injury to health 
either to those at occupational risk or to members of the general public. The development 
of nuclear power also contributes towards a cleaner environment inasmuch as it replaces con- 
ventional thermal sources of energy which still, though to a diminishing extent, are serious 

sources of pollution. 

It is appropriate to add that the environmental pollution which, without adequate con- 

trols, will follow upon rapid industrialization is likely to have grave consequences in many 
developing countries because of the relatively fragile ecological equilibrium which commonly 
exists. 

PART VI 

Headings under which the Discussions might be structured 

1. The scope and character of the problem 

2, Health planning and health programmes in relation to developmental policy 

3, Quantification, indicators and analytical methods 

4. Contributions arising out of: 

4.1 Personal health care programmes 

4.2 Programmes for the control of communicable diseases 

4.3 Programmes for the control of non -communicable diseases (including malnutrition) 

4.4 Family planning 

4.5 Occupational health services 

4,6 Environmental health services (including reference to the problems of pollution 
and urbanization) 
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4.7 Health education, and the character of professional training in relation to socio- 
economic development 

5. The future 

Note: In discussing many of the above items it may be useful to keep in mind: 

(a) the influence of political philosophies, existing institutions and the level of 

national development on the form assumed by problems of socio- economic development and 

relations of health programmes to this development; 

(b) distinctive features of the problem in countries where personal health care is 
provided mainly in the private sector; 

(c) contributions which are relatively easily identified and measured and contributions 
of a more general character which at present resist quantification. 

It may be helpful to recall the emphasis given in the replies to the long -term importance 
of biomedical and operational research and, particularly, to the need for improving medical 
information systems, output indices, models and other instruments of socio- economic analysis. 
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ANNEX 1 

Supplementary list of references 

of WHO and other publications 

1. Candau, M. G. 

WHO and Socio -economic development. WHO Chr. vol. 25, No. 10, 441 

2. Cost benefit analysis of social projects. United Nations Research Institute for 

Social Development and Office of Social Affairs. 

Report of a meeting of experts held in Rennes, France, 27 September - 22nd October 1965. 

Report No. 7, Geneva, April, 1966 

3. Food Hygiene - Report on a seminar, Warsaw, August 1970. Regional Office for Europe, 

WHO, Copenhagen 

4. International Labour Office. Report of the Committee of Experts on Statistics of 

Industrial Injuries, Geneva, 3 - 10 November 1959. SAR /9 

5. International Labour Office. Statistics of Industrial Injuries. Report prepared 
for the tenth international conference of labour statisticians, Geneva, October 1962. 

Report II 

6. Klarman, H. E. 

Socio- economic impact of heart disease, In: The Heart and Circulation, vol. II; 

2nd National Conference on Cardiovascular Diseases, Washington, D.C., 1964 

7. Rice D. 
Estimating the cost of illness, USPHS No. 947 -6, 1966 

8. Shuval, J. 

Social functions of medical practice. Jossey -Bas Inc., San Francisco, 1970 

9. Socio- economic consequences of the zoonoses. Report by the Director -General to the 
Executive.; Board, ЕВ47/49 

10. Straser, Т. 

Socijalni aspekti kardiologije. Narodno zdravlje, 2, 53, 1964 

11. Taylor, C. & Наll, M. F. 

Health population and economic development (1967) Science vol. 157, p. 651 

12. The influence of community water on health and social progress - Report of the Technical 

Discussion held in association with World Health Assembly XVIII (1964). A17/Tech. 
Discussions /6 Rev.I 

13. Ibid. WHO Chr., 1964, 18, 180 

14. Other references given in the replies: 

(i) Cost benefit analysis of specific disease programmes 

Anick, Norman W., et al. "Benefits Due to Immunization Against Measles ", 
Public Health Reports, 84 -8: 673 -680 
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Feldstein, Martin, S., "Health Sector Planning in Developing Countries ", 
Economica, 37, 139 -163 

Klarman, Herbert E., "Syphilis Control Programmes ", Measuring Benefits of 
Government Investments, ed. Robert Dorfman, The Brookings Institution, 

Washington, D.C., 1965 

LeSourd, David A. et al. "Measuring Benefits of Government Investments ", 

Benefit/Cost Analysis of Kidney Disease Programmes, U.S. Government 
Printing Office, Washington, D.C., 1963 

Weisbrod, Burton, A., Economics of Public Health, Philadelphia, University 
of Philadelphia Press, 1961 

(ii) Cost -Benefit Analysis of occupational health programmes, population programmes 
and environmental programmes 

Coale, Ansley J. & Edgar M. Hoover, Population Growth. and Economic Development 
in Low - Income Countries, Princeton University Press, Princeton, 1958 

Barlow, Robin, The Economic Effects of Malaria Eradication, Ann Arbor, 
University of Michigan, 1968 

(iii) Economic studies of totality of health services 

Mushkin, Selma, "Health as an Investment ", Journal of Political Economy, 
70 (2): 136 -157 

Fuchs, Victor R., "The Contribution of Health Services to the American 
Economy", The Milbank Memorial Fund Quarterly, 44 -4: 65 -101 

(iv) PPBS Techniques 

Schultze, Charles C., The Politics and Economics of Public Spending, 

The Brookings Institution, Washington, D.C., 1968 

Rivlin, Alice, "The Planning, Programming and Budgeting System in the Department 

of Health, Education and Welfare ", The Analysis and Evaluation of Public 

Expenditures: The PPB System, U.S. Government Printing Office, Washington, D.C. 

1969, pp. 909 -922 . 

(v) Resource allocation in a mixed economy 

Prest, A. R., "Cost Benefit Analysis: A Survey ", The Economic Journal, 
Dec., 1965, pp. 683 -735 

Baumol, W. J., Welfare Economics and the Theory of the State, Harvard University 

Press, Cambridge, 1965 

Musgrave, Richard, A., The Theory of Public Finance, McGraw Hill Book Co., 

Inc., New York, 1959 

Ilchman, Warren F. & Norman T..Uphoff, The Political Economy of Change, University 

of California Press, Berkeley, 1969 

Note: For additional references specifically related to a particular country situation, 

please consult the contribution of the governments on display. 
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ANNEX 2 

LIST OF EXAMPLES REFERRING TO COUNTRIES' EXPERIENCE AS IT 

RELATES TO THE SPECIFIC TOPICS CITED IN THE SUGGESTED OUTLINE 

AUSTRALIA 

Programmes for the detection, prevention and control of communicable diseases, such 

as malaria, tuberculosis, etc. 

Programmes of maternal and child health and related immunization programmes._. 

BOLIVIA 

Malaria eradication and internal migration. 

HUNGARY 

Programmes for the control of communicable diseases (malaria, poliomyelitis, tuberculosis). 

Programmes for the elimination of the toxic effects of pesticides. 

Research and programmes regarding the improvement of nutrition. 

Programmes of maternal and child care and their benefits. 

INDIA 

Economic benefits derived from malaria eradication. 

ISRAEL 

Programmes for the control or eradication of communicable diseases (tuberculosis, 

malaria). 

Studies on health care demands of recent immigrants. 

Dietary and Social surveys. 

MADAGASCAR 

Studies on the effect of malaria control in relation to the development of unhealthy 

lands. 

ROMANIA 

Effects of programmes for the control or eradication of communicable diseases (malaria, 

diphtheria, poliomyelitis, tuberculosis). 

Research in the field of nutritional norms as a basis for agricultural planning. 

Programmes for the prevention of toxic hazards of pesticides. 

Programmes of occupational medicine. 

Prevention and elimination of health hazards of urbanization. 
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SPAIN 

Benefits derived from disease control programmes such as poliomyelitis, diphtheria, 

tetanus, whooping cough and typhoid fever. 

THAILAND 

Benefits derived from family health programmes, including the study of demographic and 

economic aspects of family planning. 

Evaluation of benefits from the malaria eradication programme. 

UNITED STATES OF AMERICA 

Studies on the prevention of toxic hazards of pesticides. 

Programmes for the prevention or elimination of health hazards associated with 

development projects such as irrigation schemes and artificial lakes. 

Studies on the relationship between nutritional status and industrial output. 

Studies on the effect of occupational health programmes on industrial output. 

Studies on the influence of family health programmes on reducing economic problems 

created by adverse population growth and dependency ratios. 

Studies on the relationship between the degree of adequacy of health care and absenteeism 

from work or school on account of illness or accidents. 

Programmes of rehabilitation. 

ZAMBIA 

Studies related to occupational hazards, particularly in relation to silicotic 

pneumoconiosis. 


