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I. INTRODUCTION 

Preparation for the Technical Discussions 

INDEXGD 

During the second half of 1971, a preliminary document (CHS /71.5) in the form of a 

suggested outline for use by countries in discussing the subject was prepared and forwarded 
by the Director -General to Member States and Associate Members (C.L.30.1971 dated 23 July 1971). 

A similar letter was also sent to intergovernmental and non- governmental organizations in 

official relations with WHO. Replies were received from 43 Member States and Associate 
Members, and from 23 intergovernmental and non- governmental organizations. The replies 

received by 25 January 1972 were used in the preparation of the Background Document 
(A25 /Technical Discussions /l) which formed the basis for the Technical Discussions, arid 

were available for reference. 

2. Programme of work 

The Technical Discussions on "The contribution of health programmes to socio- economic 
development" were opened on Friday 12 May 1972 by the General Chairman, Dr Esther AMMUNDSEN, 

Director -General, National Health Service, Denmark. After the General Chairman had delivered 
her opening address in the first plenary session, group discussions took place during morning 
and afternoon sessions. Of the 241 participants who registered for the Technical Discussions 
239 were divided into eight groups and two were appointed General Rapporteurs. The group 

discussions were summarised in eight reports which were distributed to participants on 
Saturday, 13 May 1972. The second Plenary Session took place in the morning of 13 May 1972 

for presentation of reports by each of the eight discussion groups and for general discussions. 
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II. OPENING ADDRESS BY THE GENERAL CHAIRMAN 

The Executive Board of the World Health Organization has selected the subject: "Contri- 
bution of Health Programmes to Socio- economic Development" for this year's Technical Discus- 
sions - discussions which take place in the twenty -fifth year of the life of this Organization. 
I cannot but wonder what those who sometimes are called the "fathers of the Organization" 
would think when they saw a topic like that chosen for these discussions - and especially 
when they heard the coming discussions,_ where it will be shown, without any doubt, that one 

of the main concerns of their successors - we who are the health administrators of today - 

is not of a technical or research or even of a purely medical nature - but that the main 
problems of health administrators from developed and developing countries alike lie in the 

fitting in of the health programmes into the community, and in the growing difficulty in 

establishing priorities inside the health services themselves - taking into account the money, 
the facilities and the personnel which can be made available. 

The last decade especially has made it clear to the world that careful planning as to the 

use of both natural and human resources is indispensable - and this planning is not made more 
easy by the growing demand on the part of the population for a better health service and of the 

progress of medical sciences making nearly everything theoretically possible. I feel 
compelled to add that the lack of understanding for this kind of thinking on the part of a 

majority of the medical profession is an additional difficulty. 

It is my opinion, that WHO by choosing this subject has shown that the Organization is 

flexible and follows the modern trends in realizing that health services can only be looked 
upon as part of society and must follow (and of course if possible influence) development of 

this same society - and therefore learn to use principles and methods which are commonly used 
in other fields to describe and govern development. 

It is not my duty - nor my intention - to try to describe the excellent background paper 
for these discussions which has been prepared by the Secretariat with the very able assistance 
of Dr F. Grundy and Professor G. Destanne de Bernis who have served as consultants. The paper 
speaks for itself and has had - and will have considerable interest not only for this Assembly 
and for members of the health administrations present here, but for much wider circles - in 

the world where economists, ministers of finance and budgeting, community planners etc. live. 

Behind and as a foundation for the present background document lie answers from a number 

of countries to the so- called "outline document ". I shall not embark upon comments on these, 

but an overall impression is that there seems to be an enormous uncovered need for development 
of methods and principles for long -term planning of health services in a way which can be 

compared to planning in other fields and understood by planners and economists, so that the 

aim is reached which must lie behind all health planning: that the contribution of health 

services to development of society is optimal. 

It must be borne in mind that despite the enormous differences which exist, all countries 
in the spectrum of developmental levels have, with few exceptions, certain characteristics and 
aspirations in common. 

Although they follow different paths at different paces they subscribe to the same goal 
of providing health care for their populations within the limits of feasibility and resources. 
They are no longer content with piecemeal development. They have been increasingly compelled 
to interrelate a multitude of innovations and to look beyond the present. Premeditated 
development on a national scale, in some instances on an international scale, has replaced the 
haphazard development of former times. They have been compelled to plan, at first in the 
economic field and somewhat later in most countries in the wider social field. 
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Moreover, they could no longer disregard the human, environmental and ecological conse- 
quences of the spreading applications of new technologies, the introduction of new industrial 

processes, and a new social and organizational alignment. There are, of course, enormous 

differences from country to country, but it has become clear that none could disregard the 

major problems of the new era - the rate of population growth, rapid industrialization and 
urbanization, social instabilities, environmental pollution and the growing disparity of 

material living standards between nation and nation. 

The problems of environmental pollution appear in some respects to press harder on the 

highly industrialized countries than on the countries in earlier stages of industrialization. 

You will have remarked, however, that the background paper makes the point that there exist 

potential dangers which are no less, and in some respects greater, in the developing countries 

than in the most highly developed. 

These are among the considerations which spelled the progressive obsolenscence of 

exclusive economic planning and its replacement by socio- economic planning - by planning for 

social goals with economic development as a means rather than an end. 

For health administrators it is a natural and also a gratifying development that it 

seems as if experts in economics and politics are getting more and more dissatisfied with 

national per capita productivity or the so- called gross national product as a useful measure 

for development in a community. We (the health people) have known for a long time that a 

purely economic factor cannot be used as a measure for variations in the living standard or 

the well -being of a population - on the contrary, it may well happen that steps taken to 

improve conditions of life may limit productivity (for instance, fight against pollution) and 

it is well known that many expenses directly within the health services or social services do 

not result in improved productivity. Take as an example the care of the aged and infirm 

which occupies a growing number of the working population who thus are withdrawn from produc- 

tion. 

On the other hand it is a well -known fact that the part of the gross national product 

spent on health programmes in all countries is a more or less stable figure - often five per 

cent, or thereabouts - in many countries a growing percentage even with a rapidly growing 

national product. 

Many countries - both developed and developing - face increasingly the difficulty that 

even if they have the money, they see no possibility of recruiting or educating the manpower 

required to meet the coming years development within the health services. A total planning 

of our health programmes and their relation to the community with all the aspects involved 

herein is becoming an absolute necessity. We must, however, admit that this is a task for 
which we are ill- equipped with the methods of planning and perhaps especially of evaluation of 
results which exist today in the health field. 

The background paper goes relatively deeply into this problem, also describing the 
difficulties in using cost benefit analysis etc. 

This aspect of the subject, you will have noticed, attracted a great deal of attention 
in the replies made by countries to questions in the outline document, One of the major 
questions you will probably wish to discuss is how far analytical methods are feasible, 
realistic, justifiable or even desirable in health planning and management in different 
circumstances. 

There may well be differences of opinion on this question, but there appears to be 
general agreement on three points. First that analytical methods cannot provide the whole 
answer to questions of priority and efficiency; they do nothing, for instance, to overcome 
the obstacles attributable to organizational policies, professional resistance and drug 
misuse. 
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Secondly, the sophisticated methods which are used to good effect in some highly developed 
countries are at present inappropriate and unrealistic in many developing countries. Thirdly, 

that the far reaching impact of health programmes on every aspect of social and economic life 

is unquestioned although it cannot be specifically identified or measured. 

Other difficulties result from the different systems of various countries. 

Common to all countries is, as far as I know, that what are traditionally called public 
health services are really public. They are services directed towards the whole population 

or groups thereof and paid by public means. 

The same is not true of personal or individual health care (treatment of diseases) where 

the systefis vary from totally publicly paid and free service over many variations and combi- 

nations of free and privately paid service to systems where public money for personal health 

care are only available for those who have no money themselves! It is quite obvious that 

these last -mentioned systems present extra complications for comprehensive health planning 
but it is a general impression that the trend is towards more support from the public purse 

to personal health care, thus facilitating the necessary planning in this field. 

I believe it to be superfluous in this Assembly to describe in detail the conflict in 

which all health authorities are placed - squeezed between the wish to allocate money and 

personnel to the popular tasks - with spectacular results, for instance, complicated hospital 

procedures, and the duty to take care of the less spectacular preventive work which may save 

many more lives. WHO has undoubtedly by its constant emphasizing of this conflict and its 

advice and warnings to Member States had considerable influence on the health policy of the 
world. 

However, the problem is not completely solved yet - I feel tempted to say: on the 

contrary, what was earlier a main problem for developing countries with a severe shortage of 

personnel and money is today a problem of the highly developed and industrialized countries 
as well, and perhaps still more so because our populations are used to - and perhaps indoc- 

trinated by the medical profession with the feeling that they are individually entitled to the 

highest possible treatment and care - which can only be bought on a large scale for a price in 

manpower and money which the community cannot afford without hampering other fields, chiefly 

industry, in their manpower needs - so a vicious circle is about to arise. 

And in this situation the regrettable fact is, and must be realized, that we still lack 

the methods to describe in the usually recognized terms of planning how different measures will 
influence the socio- economic development of a given country or community. 

In a way it seems today incomprehensible that the medical profession which for centuries 
has been trained to evaluate the clinical results of a given treatment for a specific disease - 

as a whole has done so little to try to evaluate the results of their work as such for the 

community as such, and that concepts like operational research and operational analysis, which 

have been used with variable results in nearly all fields of community life are practically 

unknown as means of evaluating the total value of health programmes. 

True enough - the later years have produced research in this field but the amount of 
personnel and money invested in it has been astonishingly small compared to the enormous 
amounts of money used by all Member States in health programmes. One of the results of this 
has been a certain distrust on the part of economists of the will and ability of doctors to 
participate in a critical way in the future planning of health services. I can quote a 

recent article in the British magazine "The Economist" stating "hospital management hitherto 
has always stubbed its toes against doctor's clinical freedom, and this freedom should be 
curtailed ". 
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The explanation must be that in earlier times there was no special need for developing 

these methods because (1) the expenses were more or less accepted by the budgetary planners 

(presumably as unavoidable!),(2) many different sources have borne the costs: state or local 

authorities through tax income, more or less subsidized insurances, funds, private money, 

etc. thus making the total picture of the rapidly rising costs more obscure. Today they 
have, however, discovered the truth: that these expenses taken together double themselves 
during very few years - if not stopped somehow. 

The result of this lack of foresight has been that if money was available it was rapidly 
invested directly in new programmes - always a popular thing - instead of in a slow and 
perhaps depressing evaluation of what may or may not come out of building a new hospital, or 
introducing a new and costly therapeutic procedure or perhaps launching a mass examination or 

a mass campaign of some sort: 

Consequently I believe that I do not exaggerate in stating that as far as I can see one 

of the gravest shortages of present day health administrations is the lack of a sufficient 
number of qualified persons who can work out the methods of analysis and evaluation of health 
programmes - methods which combine the knowledge of the medical profession with that of the 

economists and community planners - neither of whom can do the task alone. 

Such persons are not produced by the hundreds in the universities in the country to 
which I belong - and if they are anywhere I should like to know: The group discussions 
in which you are about to take part are highly complex and embrace topics ranging from the 
economic to value systems, from the mathematical to the historical, from the philosophical 
to the mundane. 

Guided by your varied background and experience and by the document in which your 

several and collective views have been assembled, the attention given to different aspects 
of this enormous subject will doubtless vary greatly from group to group. You may, never- 

theless, find it useful to keep in mind some of the points referred to in Part 6 of the 

background document on page 34 and especially to make recommendations under Item 5 of the 

Agenda on future research requirements and the further contributions which the World Health 
Organization might make in this rapidly evolving field. 
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III. SUBSTANCE OF THE DISCUSSIONS 

1. The scope and character of the problem 

There was complete agreement that health needs and health programmes cannot be considered 
in isolation and that health programmes necessarily form a part of an interacting pattern of 
national programmes. On this account, although it was felt by some that the advertised title 
had certain advantages, there was general agreement that a more appropriate title for the 

discussions would be "The Inter -relations between Health Programmes and Socio- Economic Develop- 
ment". 

Because of this inter -relationship, economic development cannot be isolated from the 
social context. If account is not taken of this inter -relationship, material advances may 

have such accompaniments as loss of social cohesion, insecurity, delinquency, mental stress 

and other social ills. In fact the trend is now for economic planning to give way to socio- 

economic planning in which there is planning for social goals with economic development as a 

means rather than an end. 

Socio- economic development consists of various elements related to the productive and 
service spheres of activity. In this relationship health programmes cannot be related 

unilaterally to either the economic or social spheres, as they influence both and are influenced 

by both. The inter -relationship between socio- economic development and health is seen in 

health consequences of socio- economic development, such as environmental health hazards and 
the health problems arising out of urbanization, industrialization, pollution and the opening 

up of new territory. 

The major problem areas in which health has a contribution to make to socio- economic 
development include problems arising out of the rate of population growth, rapid industriali- 

zation and urbanization, mental stress and social instability, environmental pollution and the 

growing disparity of material living standards within and between nations. 

It was recognized as a basic principle that health programmes are rarely ever justified 

solely on economic grounds, but rather as the means of maintaining and improving health, 

which is perhaps the most important single factor in improving the quality of human life. 

As an example, the provision of health care for the aged does not yield obvious immediate 

economic returns. Programmes for the aged which are justified on the basis of improving 

the quality of human life will nevertheless yield considerable long -term economic and social 

benefits, although in some countries, it is understandable that such programmes at present 

attract a realatively low priority. It was accepted without question that health is an 

objective in its own right and represents one of the most important manifestations of social 

progress. 

In considering the benefits which accrue from health programmes, account should be taken 

of the fact that many sectors of the economy are usually involved in improving and maintaining 

health or, in other words, that only rarely is the contribution made exclusively by health 

programmes. Agricultural development, for example, is often a vital factor in improving 

nutrition, and likewise, housing, water and sewage disposal have close inter -relations with 

health, though they do not necessarily appear in a health budget. 

It is especially important for countries in the early stages of industrial development, 

where there is often a shortage of resources and other significant constraints, to understand 

that whilst an increased production of material goods is the basis of improving living standards 

it cannot be achieved without a concurrent amelioration of conditions of work and life. 

There was general agreement that the discussions should cover the planning process, the 

ensuing operational activities, and their results. 
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Questions which it was considered should be emphasized in the discussions were the role 
of medical research in socio- economic development, health planning methodology and the further 

development of standards, indicators and analytical methods. 

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

Some form of national planning is generally accepted as Government policy whatever the 

social and economic system of a country and in all countries the approaches to health planning 

and evaluation have a great deal in common. There are, however, great variations in their 

applications in different countries, according to their socio- economic systems and level of 

economic industrial development. 

In socialist countries, health planning and social planning are already an established 

and fundamental part of national planning and the policies on which it is based. 

In most countries arrangements exist for planning bodies or agencies and thus for the 

integration of sectorial plans into an overall plan embracing economic, social, educational, 

health and cultural aspects. The organization for planning is usually multi -tiered commonly 
comprising a cabinet or presidential level, a ministerial level for sectors within the control 

of individual ministers and a variety of regional, state, provincial and local levels. The 

planning process requires the participation and cooperative action of sectorial administrators 
and is a multi- disciplinary process in which developmental planners, economists, financial 

officers, health administrators and other specialists take part. 

As the ultimate aim of any developmental plan is to raise the level of living of the 

population, health promotion and protection are a necessary element of the total plan. The 

health sector must keep in line with contemporary refinements of economic planning not only 

for the purpose of supporting its claim for resources but also because, by so doing, health 

administrators can make allocations within their health sector the more effectively. It is 

also necessary that the health sector be involved not only during the development of the plan; 

they should also be involved during execution and evaluation. 

To ensure the integration of health programmes into general development plans, the health 

sector should be fully represented in the planning process from the outset. There should, 

moreover, be a close liaison between the ministries and other bodies concerned, in order to 

ensure that health aspects of the development plan are adequately provided for. 

As a rule, priority decisions are unavoidably complex. In the preparation of a health 

plan, for instance, a study and definition of health problems, an explicit statement of 

objectives and goals, the design of the operational programme and its implementation and 

evaluation are all factors which should be taken into consideration. In deciding on priorities 

within the plan, the magnitude of the problem, feasibility questions, cost effectiveness, 

probable benefits and urgency are among the factors which have to be taken into account. 

The background of the decision -makers and the difficulties involved in a multi- disciplinary 

approach in planning are among the admitted constraints which have to be faced. 

In the experience of some participants, criteria normally used for budgetary allocations 

are not particularly appropriate for allocations as between the health sector and other 

sectors of the economy. Budgetary allocations in the health field are unavoidably influenced 

in greater or lesser degree by overall development policies. In some countries it appeared 

that allocations for health were relatively low in the list of priorities. Moreover within 

the health sector itself the priority given to disease prevention tended, in many countries, 

to be too low. In fact the size of the demand for curative care was sometimes so great as 

to compromise the funding of preventive health programmes. 
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Reasons for this seem to be the attitude of some health and national planners as well as 
the relationship between health planners and administrators with economists and others 
involved in the planning process. In some instances health administrators and economists 
fail to consult sufficiently with each other. The health sector sometimes tends to hold 
itself somewhat aloof, health officers failing to realize that resources for health are 
limited and that the needs and problems of other sectors must be recognized. Although it is 
true that the inadequate representation of health in socio- economic planning sometimes stems 
from the economists' lack of understanding of the importance of health, it is also sometimes 
attributable to a reluctance on the part of health workers to concern themselves with economic 
problems. 

Economists and political leaders like to have hard facts and figures to justify health 
expenditure. Health planners should provide them as far as possible and should indicate 
clearly when they are unable to do so. 

Because health programmes should not be justified purely from the economic viewpoint, 
the need was felt to convince the planners and economists of the role of health in socio- 
economic development, particularly in view of other priorities that have a place in planning 
for the socio- economic development of a country. 

Hence there is a need to develop principles and methods for health planning in a way 
which corresponds to planning in other fields and is understood by planners and economists. 
The aim should be the optimum contribution of health services to socio- economic development. 

This is also necessary so that health programmes can achieve an optimal efficiency 
consistent with the conception of health proposed by WHO. Only when the various socio- economic 
impacts of health programmes are generally recognized will these programmes be organized in the 

most efficient way. 

3. Quantification, indicators and analytical methods 

Notwithstanding the fact that some health programmes require no economic justification, 

the Groups recognized the necessity of quantifying the benefits of health programmes so as to 

enable a fair appropriation of financial resources to be obtained for health programmes. 

However basic health and socio- economic data and indices are not available for various 

reasons such as lack of properly trained personnel, lack of equipment and sometimes even lack 

of understanding of the value of these indices. 

The Groups noted the existence of non -measurable effects of health services, particularly 

such subjective elements as the improvement in the quality of life and contributions which 

develop as relatively long -term chain reactions. 

The Groups also noted the difficulty of quantifying social indices of change. They 

therefore concluded that there is room for further research in developing socio- economic 

theory and indicators to measure change. Probably no single measure would suffice. It 

would be very useful if common measures of social change could be developed. In this respect, 

experience has shown that when health programmes constitute an integral part of general socio- 

economic development plans they can be assessed from the point of view of their influence on 

all fields of national economy and culture. 

3.1 Basic data or statistics 

Basic data or statistics found to be lacking or inadequate include: 
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(a) demographical information (differential mortality and fertility rates, the long -term 
demographic pattern of the country) 

(b) health statistics (morbidity rates, including data on absenteeism, invalidity rates, 
occupational diseases, health care statistics) 

(c) health knowledge, e.g. of the mutual interaction of different diseases on one 
another, or of the true consequences of a given disease 

(d) data on environmental health (water supply, sewage system, pollution, etc.) 

It was remarked in this connexion, that the situation is more favourable in countries 
where state- organized health systems provide services for the whole population, as recommended 
by the resolution WНА23.61 on basic principles for the development of national health services. 

3.2 Economic indicators 

Certain inadequacies of existing economic indicators were referred to: 

(a) Gross national product (GNP). GNP was found to be inadequate as an indicator of 
national productivity for the following reasons: 

It does not take account of the productivity of services (the service produced by a 
hospital is counted in the cost of functioning; improving the hospital productivity 
tends to diminish its contribution to the GNP); 

It does not take account of a great number of health realities (e.g. the impact of 
health of the accelerating pace of work in industry, fatigue due to long journeys 
to and from work. On the contrary the expense of private or public transportation 
results in an increased GNP); 

It confuses what is produced by a country and what is used for the improvement of the 
quality of life. 

(b) "Total consumption of goods and service" by the community was also judged to be not 

entirely satisfactory as there are goods and services which may not be marketed. Examples 
of these are: education, certain aspects of health care, etc. Moreover, a growth in 

consumption of medical care is not necessarily an indicator of better health. The economic 
effect of health programmes is not the growth of health expenditure but the improvement of 

the health situation. 

On the question of inadequacy of economic indicators, the following difficulties in 

making an economic evaluation of health programmes were mentioned: 

Lack of knowledge about the economic consequence of health insufficiencies: e.g. 

impact of poor nutrition on working capacity, impact of endemic diseases (malaria, 

bilharziasis) on productivity etc.; 

Lack of quantified knowledge of the interaction of health and economics: e.g. the low 

productivity due to an endemic disease may constitute an obstacle to economic investments; 

Existence of long time -lags between a health action and its economic impact; 

It was understood that the economist would like to have comprehensive models of accounting 
prices, but no such models are yet available. 
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3.3 Use of analytical methods 

Modern analytical methods have been used in some countries to provide bases for decisions 
on alternative approaches to health problems or to justify expenditures. These could be used 
in other countries provided that they have the necessary information and the trained manpower. 
It was remarked that not only would it be unwise to transfer unamended the methods applied in 
developed countries to developing countries without consideration of the data and manpower 
available, but also that quantification and evaluation in health economics require further 
refinement and development. 

3.3.1 Methods to rationalize health expenditure. Among the methods proposed are: 

(a) The cost -effectiveness method (Rationalization of budgetary choices or Planning 
Programming Budgeting System). This makes it possible to establish the most effective 

and economic means for achieving a given result either at the minimum cost or with the 
best use of the available medical and monetary resources. 

The method permits the discovery of linkages between different objectives and so 

to improve the efficiency of the expenditures. It is recognized that their utilization 
is highly complex and presupposes considerable resources in qualified staff, and very 

thorough and costly preparation. While it was realized that perhaps this method 
cannot at present be used generally, it was felt that even relatively simple applications 

of the method are often well 

(b) The establishment of norms. As a first step it can be useful to proceed to an 

analysis in depth of available resources (different kinds of medical and paramedical 

personnel, equipment, etc.) and of the possible activities of this ensemble. This is 

the best way to achieve their optimal use, even if a reconsideration of objectives is 

not possible. 

It is now explicity recognized that certain classical indicators (cost per 

hospital day, doctor population ratio, bed /population ratio, etc.) are no longer valid 

as economic indicators, but on the contrary, they often represent contra -economic 
criteria. 

It was recognized that none of the above methods can replace decision -making in 

choosing between alternative objectives, either in the health field, or a fortiori, 

in wider fields. 

3.3.2 Methods of comparing health and other programmes from the point of view of their 

relation to economic efficiency. In some groups it was noticed that the definition of the 

volume of resources available for health programmes cannot be derived from a mechanistic 
model. In the general discussion it was observed that the general allocation of resources 

as between different sectors is necessarily a political decision. Nevertheless, it was 

felt useful to examine a number of model types often proposed to assist this process. 

(a) Cost -benefit analysis. The applicability of cost -benefit methods was questioned 
on the ground that they presuppose: 

That all costs and all benefits can be measured at the real price, which is 

impossible because of the nature of international prices, the influence of 

monopolies, etc.; 

That all the costs and benefits incurred or obtained at different times can be 

made comparable at one and the same point of time by means of a discounting rate 

that allows for future depreciation - but economists are not able to agree on any 

such unique discounting rate. 
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It was observed that health administrators should be aware that theoretical 

economists contest seriously the applicability of this method in the general economic 
field (vide The First World Congress of Econometricians, Cambridge, United Kingdom 
September 1970). 

(b) Socio- economic models and simulation models are useful tools for elucidating 
socio- economic mechanisms and are interesting analytical exercises. 

Nevertheless, the Groups remarked that the lack of precise information limits the 

value of this approach. 

(c) System analysis puts health in its socio- economic context but does not presume 

to rely on a single consolidated index to represent a multiplicity of interactions. 
Examples will be found in Section 4 which follows. 

4. Contributions of various health programmes to socio- economic development 

It was not possible during the Discussions to examine in detail all the kinds of contri- 

butions which various health programmes might make to the socio- economic development. It was 

recognized by all the Groups that every rationally planned and properly implemented health 

programme does in fact contribute to socio- economic development. Examples of such contri- 
butions are given below. The question of what is sometimes called "the negative economic 

impact" of health programmes was also examined. 

4.1 Examples of contributions 

4.1.1 Personal health care programmes. Illness is a major burden for the individual and his 

family, reflected in a reduction in productive capacity, hence the need to devote substantial 
resources to treating disease early and restoring people to full productivity speedily. 

Early diagnosis also reduces fatality. 

4.1.2 Programmes for the control of communicable disease. It was generally agreed that 

specific preventive measures (eradication, immunization, etc.) undoubtedly reduce mortality 

and morbidity substantially, though some Groups referred to the difficulties of measuring this 
contribution. Other Groups discussed the use of system analysis methods for the purpose of 

demonstrating various kinds of economic impact made by such programmes. One Group, taking 

malaria as an example, referred to the following results obtained from anti -malaria campaigns: 

Improvement in production through the direct impact on the labour force as a result of 

increased working time in agriculture and in industry, and the improvement in the 

productivity of workers; 

Impact on the material factors of production, particularly the reclamation of cultivatable 

land after malaria eradication; 

Effects on school attendance; 

Increase in socio- cultural inducements to economic progress; 

Increase in confidence among the population in a better future; 

Better tourism facilities; and 

Improvement in the efficiency of the health system itself and an increased willingness 

of the population to use the services provided. 
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4.1.3 Programmes for the control of non -communicable diseases (including malnutrition). 

Numerous examples were cited by different groups of programmes related to malnutrition, 
cardiovascular diseases, nervous and mental disorders, etc. It was accepted that every 

prevention policy was able to reduce mortality, to save cost in hospital bed utilization and 

to reduce absenteeism in industry. Particular attention was drawn to the importance of 

nutritional programmes as a means, inter alia, of increasing productivity and reducing the 
impact of various other diseases, e.g. intestinal infections and infestations. 

4.1.4 Family planning. A variety of opinions were expressed in the Groups, but on some 

issues there was a fair consensus, i.e. 

(a) Even if a given rate of population growth is neither a factor in nor a manifestation 
of development, a reduction of the rate is not per se sufficient to contribute to develop- 

ment unless accompanied by measures to improve material production. 

(b) It was mentioned in the course of the Discussions that for a programme of family 

planning adapted to the local situations to constitute an aid to economic development 
(by reduced education expenditure, unemployment, etc.) and to bring about an improvement 

in the health of mothers and children the following points must be taken into considera- 
tion: 

The cost of family planning to the community is not exclusively a monetary cost 

(e.g. sociological impact, mobilization of propogandists, burden on health 

services etc. are also involved); 

The time lag between the initiation of a campaign and the first demographic 
results, and the time lag between these results and economic consequences is 

considerable; 

Many programmes require to be re- examined to improve their effectiveness. 

4.1.5 Occupational health services. Poor working conditions, high working intensity and 
long hours have serious repercussions on family and community health. 

The socio- economic impact of measures taken by occupational health services is evident 

and has been amply demonstrated. The beneficial efforts of occupational health services 
include: 

Reduced absenteeism and improved productivity which result in increased profits and 
wages; 

Saving of lost working time and improvement of capacity of production; 

Reduction of personnel turnover and better organization of the work within the individual 
plant; 

Saving of hospital expense and of compensating payments; 

Saving on occupational re- education; 

Reduction of sickness, disability and mortality. 
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4.1.6 Environmental health services. Sadly planned urbanization and industrialization 

entails a serious deterioration in health conditions for populations moving from the country 

to the town. This results in absenteeism, high personnel turnover, lower productivity and 

finally is an obstacle to new investment in the direct economic field. In the health 

field it results in higher health expenses without any improvement in the level of health of 

the community. Pollution due to such urbanization and industralization contributes to the 

degradation of natural resources; water, air, soil. Sooner or later, the need to protect 

the population will make it necessary to institute an environmental health programme whose 

cost will be very high if adequate prevention measures are not taken in good time. Agri- 

cultural pollution calls for close coordination with the health service in order to ensure a 

high agricultural productivity without health hazards to men and livestock. 

4.1.7 Health education programmes. Health education is a pre -requisite for getting the 

people's participation in various health programmes, especially those of a preventive 

character. Health education programmes are particularly valuable in making people aware of 

the relationship between better health and socio- economic development. 

4.2 The question of the "negative economic impact" of health programmes 

This critical question was raised in many places. It is beyond doubt that accident 

prevention in industry, vaccination programmes, better nutrition through irrigation schemes, 

etc., have positive effects on economic development. 

But it is often argued that some health programmes have "negative" effects on economic 

development, e.g. that pollution control inhibits industry; that care of the aged may extend 

the life of economically dependent people; that health programmes absorb highly qualified 

manpower; that a reduction of morbidity rates may increase unemployment. 

The discussion demonstrated that such arguments are only one facet of the problem and 

that priority choices are unavoidable when resources are limited. It is not pollution 

control which is uneconomic but uncontrolled pollution which results in such incidents as the 

Los Angeles smog which stopped production for several hours in a day. Pollution has a high 

cost for the community which has to be met sooner or later. For the sake of better health 

and its socio- economic implications, it is best to meet the challenge early, as it is less 

costly. 

5. General sense of the discussions and conclusions 

A number of general conclusions were reached in the group discussions and the general 

discussions which followed the presentation of the group reports. They are referred to 

directly or indirectly in other parts of this Report, but it is convenient to bring them 

together here: 

5.1 Health and health services are inter -related and inter -react with all societal develop- 

ment. To speak of health as contributing to socio- economic development is artifically 

restrictive. It is also clear that many sectors of the economy, other than the health 

sector contribute essentially to the maintenance and improvement of health. Agricultural 

development and, more remotely, irrigation projects are, for example, often one of the bases 

of programmes for improving nutrition. 

As all sectors of the economy face the common constraints of financial, manpower and 

technological resources, a two -way communication and participation by health departments and 

other major departments and ministries engaged in central planning is essential. Health 

action in isolation should be the exception. 



A25/Technical Discussion/6 
page 14 

5.2 In a number of health areas, favourable cost /benefit ratios have been amply demonstrated 
and documented. Primary preventive and surveillance surveys, such as smallpox and malaria 
eradication, immunizations, nutritional programmes and sanitation, are the most obvious 
examples in this category. The maximization of the objective even in these areas cannot, 
however, be dissociated from wider economic considerations. 

Curative services and particularly comprehensive health care services are very costly 
and usually absorb a large fraction of the total cost of health services. They vary greatly 
in effectiveness and efficiency and in this area cost effectiveness and cost efficiency 
analysis are of great value. Certain health care services with a defined and limited scope 

are, however, relatively inexpensive, but nevertheless highly effective for specific purposes 

in appropriate circumstances, School health services, student health services and occupational 

health services are notable examples. 

5.3 A health plan is necessarily unique to the country to which it relates, whether developing 
or developed. There are, it is true, general principles of approach and method in planning 

which are applicable universally, but local circumstances and priorities differ greatly - 

demographic patterns, disease patterns, resources, social and political philosophy, general 

social system, existing health services, organizations and the form of existing institutions. 

Health planning is most effective when it is a part of overall planning. 

The experience, including the mistakes, of the developed nations can be useful to countries 

in earlier stages of development. The less developed countries should not, however, fall into 

the error of uncritical adoption of existing institutions and practices in the developed 

countries, many of which are outmoded and in process of being radically amended. 

5.4 Health education has an essential part to play both in the health services and in wider 

socio- economic spheres. As major policy decisions are mainly, in the last analysis, political, 

and therefore subject to pressures of public opinion, an identification of the right priorities 

depends, to some extent, on a public whose judgement is sufficiently informed for them to 

demand the right thing, to avoid, for example, demanding highly expensive remedial procedures 

when well tried preventive programmes would yield much greater benefits. It is also self - 

evident that a great deal of serious disease and costly medical care is avoidable if the public 

knows what steps to take on its own behalf and is moved to take them. 

5.5 The education and training of health workers including practising physicians, health 

administrators and, no less, of economists and others involved in planning, leaves much to be 

desired. Only about one third of the world's schools of public health at present include 

health economics, sociology, organization and management and research methodology in the basic 

postgraduate public health course for physicians and others, and there are relatively few 

advanced courses in these subjects. Yet all public health administrators require them at a 

basic level and senior health administrators and planners require them in greater depth. 

Economists involved in planning also require a background knowledge of health and health 

services. 

Advanced training, in particular, requires to have an inter- disciplinary approach and is 

often most effective when studies are pursued by multi- disciplinary groups. 

Whilst the introduction of health economics as a subject in undergraduate training of 

physicians is perhaps open to question, there is general agreement that undergraduate medical 

education should include an orientation to community health and an introduction to the doctors' 

responsibilities in organized health services. 
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5.6 Scientific and applied research is greatly needed and must have a multi -disciplinary 

basis in order to get factual and statistical information about all the various impacts of 

health programmes (health statistics, evaluation methods, behaviour, etc.) and for better 

understanding of the factors linking health and other socio- economic fields. 

Much of this work could be done by university teams, at least partly as academic work. 
Such a procedure would contribute to better practice by improving theory and re- enforcing 
theory by testing it in application. 

5.7 The World Health Organization should continue to promote, encourage and support 

researches on the standardization of nomenclature, systems of health statistics, indices 

of health and socio- economic development, evaluation methods and health economics theory and 

practice. In particular WHO might consider: 

(a) The preparation of a manual or guidelines for structuring text-books and other 

teaching material on health economics. 

(b) Providing a continuing bibliographical service to Member countries on this subject. 
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The Group felt that health programmes and socio- economic development are interrelated and 

each has an important impact on the other. It was therefore felt that the report could more 

appropriately be entitled "The Interrelationships between Health Programmes and Socio- economic 
Development ". 

The scope and character of the problem 

It was unanimously agreed that economic development isolated from the social context 
could be dangerous, wasteful and in the end very uneconomic. Social well -being of a community 
promotes productivity and consumption of services and goods. It protects against extremely 
serious consequences of unwise use of new technology, examples of which are unfortunately 
numerous in our time. Pollution with industrial and agricultural chemicals, man -made lakes, 

several unnecessary occupational hazards, urbanization, mental stress, delinquency and 
several other social ills are familiar examples. We must learn wisely from the mistakes 
made in the past and avoid the serious consequences of pursuing production of material goods 
as the primary aim of development. This is particularly important for countries where 
industrial development is in early stages and various constraints, especially shortage of 
resources, tend to encourage ignoring of social and welfare aspects. 

In socialist countries health and social planning is already an established and 
fundamental part of national planning and of the policy on which it is based. 

Health planning and health programmes in relation to developmental policy 

In spite of the fundamental role of health programmes in socio- economic development, there 

are no short cuts to the planning process. It requires a careful assessment of the 

multifarious problems in the field of health in each country and of the current and potential 
resources available to the health sector. This is not an easy task when the necessary 
infrastructure is missing. Under these circumstances, one is tempted to copy the patterns 

of another country, but the Group strongly felt that this would not only be useless but 

wasteful. Careful assessment of the local situation is the only sure basis for sound planning. 

Inadequate participation of health workers in national socio- economic planning in many 

countries stems not only from lack of understanding of the importance of health by economists 
but also from reluctance of many health workers to involve themselves in economic problems. 
Medicine, particularly as applied to public health, is no longer only a biological discipline 

but has important socio- economic implications. Therefore physicians, economists, sociologists 

and others have to endeavour to facilitate communication by developing or learning a common 

terminology. 

The aim of socio- economic planning should not stop at production of goods and services 
but promote health and well -being in its wider sense so that the community will be able to 

enjoy the fruits of its efforts in the economic sector. This brings in benefits which may be 

only partly evident and some may not lend themselves to measurement. This should not reduce 
their importance in consideration of the impact of health programmes. 
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Quantification, indicators and analytical methods 

One of the favourite indices of development and growth used in many countries is the 

gross national product (GNP). The Group considers this utterly inadequate as it ignores the 

social aspects and does not even indicate fully the economic change. Such measures as the 

"total consumption of goods and services" by the community are also not entirely satisfactory 
as there are goods and services which may not be marketed. Examples of these are: 

education, certain aspects of health care, defence, etc. Social indices of change are even 
more difficult to quantify. There is room for further research in developing socio- economic 

theory and indicators to measure change. Probably a single measure will not suffice. In any 

case, each country may have its own measures for social change. 

Modern analytical methods have been used in some countries to provide bases for decision 
on alternative approaches to health problems or to justify expenditure on health programmes. 

These could be used with advantage in other countries which have the necessary pre -requisites 
for the application of such sophisticated techniques. However, some of the following reasons 
make their application difficult in many developing countries: 

(a) lack or inadequacy of basic data or statistics necessary to construct the required 
models; 
(b) under- employment and low productivity of certain communities makes it difficult to 

quantify the benefits of health programmes and may show no or even negative yields; 
(c) lack of trained manpower. 

Even in developed countries where the new analytical methods are in use some health workers 
are sceptical about their need or utility. It is clear that these methods are not a 

substitute for experienced public health administrators with plenty of common sense and possibly 
some intuition, which help to make the right decisions. 

Contributions of various health programmes 

There are many health programmes which make a direct contribution to socio- economic 
development by increasing productive capacity of the population, by improving agricultural 
production and by direct contribution of the health industry. 

There is little question that communicable diseases and non -communicable diseases 
including malnutrition seriously impair the economic activities of the community and in many 

cases interfere with tourism, export of food, etc. In spite of this clear indication, it is 

regrettable that some administrations allocate resources to disease control only when a 
catastrophic event like an epidemic hits the country. 

Environmental health programmes also need little justification, especially in the face of 

pollution and urbanization, both of which can result directly from industrial and economic 

development. These programmes are also directly related to the tourist industry which brings 

important revenues to many countries. One of the problems connected with this industry is 

that tourists prefer to go to rural areas and other places of scenic beauty which are usually 

away from large urban areas. This means that health care has to be specially provided in 

the rural areas which are usually poorly served with such amenities. 

Health education of the population, and especially of workers, plays an important role in 

reducing the need and the cost of health care and in increasing productivity. It was, however, 

pointed out that wrong type of health education may be harmful by encouraging psychosomatic 

conditions and an exaggerated (unnecessary) demand for health care. 

Among examples of contribution of health to agriculture was mentioned the control of the 

tsetse fly, malaria and schistosomiasis which have made large fertile areas habitable and 

cultivable. 
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The future 

The health planner has to play an important and increasingly responsible role in national 

planning in the future. It is, therefore, of the utmost importance that he should be 

properly trained and prepared to carry out this important task, Public health schools and 

other institutions training professional and auxiliary workers should introduce social and 

economic studies in their curricula. 

International agencies such as WHO and UNDP could help in setting up the necessary 
educational programmes. They could also help countries by providing consultants in health 

economics to set up the relevant sections in health administrations. 
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All members of the Group have actively participated in the deliberations of all five items 

suggested for discussion, paying main attention to the interrelationship and reciprocal 

influence of the health programmes and general programmes of socio- economic development. The 

Group discussed in addition the role of medical research in socio- economic development. The 

Group also paid attention to the close interrelationship of all subjects discussed and parti- 

cularly emphasized the questions of health planning methodology, development of standards and 

indices, and analytical methods. 

The Group agreed that socio- economic development is composed of various elements related 

to the productive and non -productive spheres of activities. In this relationship health 

programmes cannot be one -sidedly related to either economic or social spheres as they are 

influenced by both of these fields. It is not possible to assess the influence of health 

programmes using solely economic measurements and there is a need for a combined system of 

economic, medical, statistical, social, psychological and other indices. 

At present, in the majority of countries there is a lack of such indices, with the 

exception of some statistical data and figures relating to expenditure on health services. 

In some countries, especially in developing ones, there are not yet developed satisfactory 

health statistic services. Without these services it is difficult to operate effective 

systems for planning and evaluation of public health programmes; it is difficult to perform 

quantitative evaluation of the impact of health programmes on socio- economic development. 

It was suggested that there is a need for the development, with the assistance of WHO, of 

guidelines and models for health programme evaluation. 

The Group considered the necessity of close cooperation among economists, statisticians 

and health personnel to develop objective criteria of effectiveness of health programmes. 

The need was underlined for interdepartmental cooperation and coordination. The establishment 

of temporary standards or norms of health services which could be based on the assessment of 

the population needs can be considered as a possible approach. There is also the need for 

unification of the measurements of the benefits derived from the health service, which at 

present are differently quantified by different countries. Several members of the Group 

reported on their experiences in the assessment of population needs for health care by utilizing 

various indices of health or morbidity and they have shown how these indices were applied in 
the actual health planning. An important prerequisite for health programme development is 

the establishment of a universal "language" equally understood by economists and physicians, 

using standardized terms with strictly defined meanings for quantitative and qualitative 

evaluation. 

The discussion showed that although there are some general approaches to health planning 

and evaluation in all countries there are, however, variations in their application in different 

countries, economically developed and developing, and also in countries with different socio- 

economic systems. 

More favourable is the situation in the countries where state -organized public health 

systems provide services for the whole population, as recommended by the resolution of WНА23 

on basic principles for the development of national health services. When health programmes 

constitute an integral part of general socio- economic development plans they can be evaluated 

from the point of view of their influence on all fields of national economy and culture. 
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The Group has discussed several recommendations concerning the training of specialists in 

the field of health planning and economics in different countries. One of the proposals was 

to organize, as a WHO pilot project, special courses or schools for both physicians and econo- 

mists. One of the most important tasks is the development of comprehensive studies on the 

needs of different countries for statistical, economical and health information systems as the 

basis for planning and evaluating their public health programmes. 
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In considering the subject, the Group paid particular attention to items 2, 3 and 5, 

although the whole range of the subject was discussed. 

1. The scope and character of the problem 

In discussing this item, the Group stressed that they should consider the broad view of 

health, in addition to specific aspects of it. For instance, housing, water and sewage are 

directly related to health, although they do not necessarily appear in the budget for health. 

In some countries, communicable diseases such as onchocerciasis, schistosomiasis and malaria 

are major public health problems which constitute strong obstacles to the socio- economic 

development of large areas. In other countries, malnutrition is an increasingly important 

factor for similar reasons. The relationship of socio- economic development to health was 

stressed, as they are both dependent upon each other for improvement. There was a need for 

more understanding between different professional groups of the basic health requirements, 

and for their necessary provision. (Engineers, economists, health planners, health 

administrators, etc.) 

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

National health planning is an essential part of national development, and requires the 

joint participation and cooperative action of the several administrative and other 
professional groups and individuals concerned. of health and extension of the 

life -span clearly play their part in increasing human capital. 

As the ultimate aim of any economic development plan is to raise the level of living of a 

population, investment for health promotion and protection constitutes an essential element. 

Some form of national planning is generally accepted as government policy whatever the social 

and economic system of the country. 

The public health sector should keep in line with contemporary refinements of economic 

planning, not only to justify quantitatively its essential place among claimants for resources 

and contributors to welfare, but also to assist health administrations themselves to allocate 

men and materials to their most effective use. 

There was a strong feeling that the health services of a country should be integrated, 

and this should begin in the proper orientation and training of the medical student with 

greater emphasis being placed on the preventative side of medicine. It was felt that this 

might be carried a stage further by using the hospital of the area as the base for public 

health activities. There was also a feeling that within the health sector control should be 

exercised over the allocation of funds for various health purposes. The form of this control 

would, of course, depend upon the system of health administration in different countries. 

A basic consideration to take into account is the dimension of health manpower planning. 

Approximately five per cent, of all active manpower works in the field of health and over 50 

per cent, of health expenditures are related to the payment of manpower. 

At the present moment, one crucial problem in the health field is the rapidity with 

which changes must be brought into the production of health services. This is necessary ir, 

order to keep step with the accelerated social and technical changes if one wants to have an 

efficient health system, i.e. a system using up -to -date techniques and related to the changing 
needs and characteristics of a given society. 
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In this respect, it must be realized the principal factor that prevents the health 

system of a country from adapting itself to changes is the rigidity of the manpower structure 
and organization in relation to the educational system, the on- the -job training, the staff 

organization, legislation and the content of collective bargaining agreements. 

More precisely, health planning must attach importance to manpower planning which means 

in perspective an adaptation to change: 

1. Changes at the level of formal education in educational institutions to render 

health personnel more adaptable to a certain range of activities. 

2. Development of on- the -job training and continuing education seen as a means to 

favouring continuous vertical and horizontal mobility. 

3. Examination of legislations concerning personnel to eliminate unnecessary 

rigidities related to the protection of privileges and vested interest. 

4. Inclusion in collective agreements with labour unions of elements that relate 

security of employment to mechanisms of re- training or re- cycling. 

3. Quantification, indicators and analytical methods 

The need for the proper organization of the health services was stressed, together with 

the need to study not merely the existing indices but trying to ascertain new indices, 

possibly by comparison with the data from other countries. The lack of proper statistics 

and demographical information was stressed as a difficulty in ascertaining the true position 

with regard to the evaluation of health care. Mention was made of the first study under- 

taken by the World Health Organization in 1955, on the subject of Measurement of Health, by 

an expert committee. The Group emphasized the need for development of new indices in 

certain fields, such as nutrition, housing and air pollution, among other aspects. 

4. Contributions arising out of various health programmes 

It was generally recognized that there were many important additional contributions to 

health care and socio- economic development. These include personal health care programmes, 

programmes for the control of communicable diseases, programmes for the control of non - 

communicable diseases (including malnutrition), family planning and occupational health 

services. Environmental health programmes, especially those related to water supply, waste 

disposal and air pollution control, have a strong impact on socio- economic development. In 

many instances, economic development is dependent, to some degree, on the improvement of the 

environment. Environmental health schemes often offer employment potential in addition to 

stimulating the expansion of industry. The Group felt strongly that health education has an 

important role to play in health and social programmes contributing to development plans. 

In particular, there is a need to educate people on the socio- economic problems which they 

should expect to face, as it is often up to the people to demand increased attention to 

preventative services through the political process. It was also felt that it is necessary 

to further educate engineers, economists and public administrators in order to increase their 

appreciation of health problems and to secure their cooperation. 

5. The future 

The Group felt strongly that we should look for new indicators which may give a more 

accurate assessment of the state of public health in the community, and its role in socio- 

economic development. It also recommends that comparative studies be made in different 

countries, preferably with the assistance of the World Health Organization, with a view to 

ascertaining or developing common indicators of health progress. 
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It was felt that there is need for greater coordination of health programmes with socio- 

economic development programmes, and for appropriate representation of the health point of 
view in planning agencies and vice versa. Health authorities should also participate in 

assessing short -term and long -term health requirements, in setting development priorities and 

in allocating available resources. 

Finally, it is hoped that international cooperation in the field of health will 
ultimately lead to the creation of a global public health system. A supra -national structure 
is obviously neither possible nor desirable at the present time, but the system should be truly 

international in character under the auspices of the World Health Organization. 
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It was readily agreed that health programmes must be considered as forming a part of an 

interacting pattern of national programmes. Health needs and health programmes cannot be 

considered in isolation. 

The goal of all national programmes is improved human welfare in all its aspects. Health 

programmes contribute to reaching the goal along with the other programmes. One has to decide, 

then, where to use the always limited resources in order to move most effectively toward the 

goal. To move toward the goal best, one needs an integrated plan with health authorities 

participating. 

Health benefits can come from activities in other sectors. For example - agricultural 

development can advance better nutrition and this is a health dividend at no cost to the health 

sector. 

The health sector should not only be involved in development planning but also during 

execution and evaluation because not all problems can be anticipated. 

With respect to the general problem of relating public health activities to activities in 

the other sectors it is necessary to take a very positive attitude. For instance, measurement 

of cost -benefit is not highly developed but nevertheless should be used to the greatest extent 

possible. 

Analytical methods, though they are not always ideal and offer some problems, nevertheless 

can be applied to great advantage in some situations, and use of that approach should be 

strongly encouraged. Also, improved methods for such analysis should be developed within the 

health sector. 

The health officials are not sufficiently consulted by the economists but the health 

sector has often tended to hold itself aloof from the other sectors. Public health officers 

must realize that the amount of the nation's wealth that can be spent on health is limited and 

they must recognize the needs and problems of the other sectors. 

Health programmes have both positive and negative effects on economic development and the 

latter has both positive and negative effects on public health. Social factors also play a 

part. 

Examples: 

(a) Positive effects of health programme on economic development 

1. Malaria eradication and productivity savings. 

2. Accident prevention in industry. 

З. Vaccination programmes. 

(b) Negative effects of health programmes on economic development 

1. Pollution control inhibits industry. 

2. Care of the aged may extend life of economically dependent people. 

3. Health programmes absorb manpower. 

4. Cutting cholesterol intake affects dairy interests. 
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(c) Positive effects of economic development on health 

1. Irrigation schemes provide better nutrition. 
2. Economic development raises income and wealth. 

(d) Negative effects of economic programmes on health 

1. Water resources schemes may increase disease. 
2. Road building can induce people to move to disease ridden areas. 

3. Wine production contributes to alcoholism; the same for promotion of tobacco as 
an article of trade. 
4. Emphasis on production for export can deny the population some essentials to well- 
being. 

(e) Negative effects of social factors on health and economic development 

1. People may neglect health and nutrition to buy luxuries such as fine clothing or 
gadgets. 

2. Social attitudes toward family planning can have serious impacts. 

Suggestions for the future: 

Adequate indicators, which we would like to substitute for the GNP as measures of social 
well -being and progress, are now lacking and must be developed if we are to influence other 

sectors to understand our aims and points of view. 

It is now possible to give planners estimates of health costs - i.e. costs for services 

as in communicable disease control or prevention. 

However, we must get hard data on such things as morbidity and disability resulting from 

specific disease states so that we can present clear and convincing data to planners who have 

a right to ask us how serious the disease or disability is to the nation. We also need to 

try to show in some clear way how a certain degree of morbidity or disability in a population 

affects the overall welfare including economic development. 

Education has a part in the interplay of health and socio- economic factors. The planners 

and those of prime influence in government must acquire a broad knowledge of the complex feed- 
back relationships. Education of those engaged in public health activity must include 
economics, psychology and sociology. The population in general must understand the aims of 

natural development schemes, the place of health in such schemes, and what they can do to 

advance the programme. Public education should attempt to instill attitudes of behaviour 
that will facilitate development programmes, including health programmes. 

Economists and planners have a right to expect from the health sector well -considered, 
very well -presented plans for action with clear goals measurable as much as possible in 
objective terms. 

We must learn to understand the language, attitude and methods of the economists though 
we do not necessarily need to accept or adopt their criteria for judging priorities nor their 
ways to measure progress. 

At the same time economists must learn our language, aims and methods of thinking. Only 
then will health and economic activities fit together harmoniously. 
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The idea of exclusively economic planning was not accepted by the Group, which preferred 

the concept of integration of the health sector into the general development plan. It was 

recognized, furthermore, that economists do not take sufficiently into account the concerns 
of public health planners, whose main interest is not necessarily that of profitability. 

It follows that close cooperation should necessarily be established between the health 
planner and the economist in the search for better information on the health needs of the 
population. In the long run, public health programmes constitute a development factor but'it 
is nonetheless true that in some fields studies should be carried out to obtain a better 

knowledge of the problems. 

From the outset it was apparent that treatment expenses are a very heavy burden on health 
budgets and it was mentioned that the rate of increase of curative expenses could considerably 
exceed that of the budget of the State and of the Ministry of Health, as well as of the Gross 
National Product. 

How can the relationship between the health plan and 
socio- economic development be defined? 

Examples were given of experience and of existing structures in a certain number of 

countries. The participants then attempted to define a certain number of obstacles or 

distortions in rational health planning, among which were mentioned: 

inadequacy of financial means; 

the draw -backs of a plan largely dependent on foreign aid; 
the priority given to economic over health aspects; 
the priority given to spectacular or prestige activities involving very large investment 
and running costs; 

priority given to curative aspects to the detriment of preventive ones; 
the lack of competent personnel; 
the negative or indifferent attitude of many physicians because of lack of information. 

How can the health problems of socio -economic development be quantified? 

Study of item 3 revealed the means and methods suitable for quantification of the 

contribution of health programmes to socio- economic development. Among these methods the 

following were envisaged: 

cost /benefit studies. Although it is easy to evaluate, for example the cost of a 

vaccination campaign by the disappearance of the disease in question, it is much more 

difficult to assess the repercussions on development of other activities extending over 

a much longer period; 

health statistics (mortality, morbidity, expectation of life ...) were recognized as being 

a decisive factor in the assessment of the contribution of health programmes to socio- 

economic development; 

investment statistics; 

statistics on the functioning of health establishments also constitute indicators and means 
of analysis. However it was pointed out that a large number of countries lack valid 
statistics, which constitutes a serious handicap in establishing any rational planning. 
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Although the developed countries can achieve precise quantification because of their 

facilities and the statistics at their disposal, it appeared that the developing countries 
are limited to a summary quantification. The group stressed the fact that it would be 

wise not to completely transpose the methods applied in developed countries to the 
developing ones; 

finally, modern methods such as the rationalization of budgetary options (planning, 
programming, budgeting system) were considered, but it was evident, in particular, that 

their utilization is very complex and presupposes considerable resources in qualified 

staff, and very thorough and costly preparation, so that the method cannot be generalized. 
It can however be of great service in certain highly developed administrations. 

Furthermore the idea emerged from the discussions that many public health problems, such 

as environmental health, escape rigorous evaluation to some extent, because of their more or 

less distant profitability. 

Contribution of special or sectoral health programmes 

Among the many problems brought up during the discussion, the contribution of certain 

programmes was given particular attention. Mention may be made of: 

programmes of individual care and the occupational health services which enable the 
individual to return to an active role in the community; 

the eradication of certain communicable diseases which makes possible the settlement and 

development of formerly depopulated regions; 

family planning, which may be a factor of development. This implies, however, adequate 
knowledge of certain data, including the acceptance and participation of the populations 

concerned. A programme of this kind also implies frequent check -ups by a qualified and 

sufficiently numerous staff. 

All these activities can be a success and really contribute to the socio- economic 

development of a country only to the extent that they are catalysed by a policy of health 

education of the populations and in particular of the responsible authorities at all levels. 

The discussions brought out the fact that in many cases the health personnel itself lacked 

suitable training in health education. 

Long -term outlook 

In considering the long -term outlook, the Group noted: 

that planning has shown itself to be indispensible for obtaining harmonious and progressive 

development of health programmes; 

the need for research into the contribution of health programmes to socio- economic 

development; 

the need for cooperation at the various levels: doctors, planners and economists. 

This cooperation might be extended to other categories: technicians, students, 

teachers and administrators ...; 

the need to give specific training in economics and public health both to the medical 

personnel and to the personnel in charge of planning; 

the need to adjust programmes to the means of the countries; 

the suggestion that there be established, with WHO assistance, an International Centre 

for Health Economics, whose research activities could benefit the health planners of 

the various countries; 

the need for contacts and exchange of ideas between economists, sociologists and health 

personnel; 

the need to redefine health objectives at the national and regional levels; 

the need to strengthen the training of medical and auxiliary personnel in line with the 

interests of the community; 

the need for development of information; 

the need for integration of health planning into socio- economic planning. 



TECHNICAL DISCUSSIONS 

Report of Group VI 

1 The scope and character of the problem 

WHA. 25 

12 May 1972 

The Group was in general agreement that there is a strong tendency to integrate health 

planning into socio- economic planning and development resulting in comprehensive developmental 

planning. Several views were expressed that there were interrelationships already existing 
between health and socio- economic development in the planning and implementation of health 
programmes. There was unanimous agreement that health measures did help and did contribute 
in many ways towards socio- economic development. Some of these contributions were identi- 
fiable and measurable, but others like happiness, quality of life, pleasure and feeling of 
security, though immeasurable, were of importance. Also the care given to invalids and those 
who had incurable diseases contribute, though indirectly, to socio- economic development of 
the society by giving the sense of security to the people. 

•2. Health planning and health programmes in relation to developmental policy 

The general consensus of opinion was that the following objectives were achieved in health 

programmes: 

1. (a) delivery of health care and well -being of people; 
(b) humanitarian. 

2. (a) raise the GNР; 

(b) other immeasurable economic benefits. 

The Group expressed the view that in most countries there already existed some arrange- 

ment for planning agencies or councils for overall planning and integration of all measures - 

health, economic, social, cultural and educational. These appeared to be tiered into: 

(a) cabinet level,i.e. president or prime ministers and ministers; 

(b) ministerial level for respective ministries; 

(c) state or provincial level. 

Such planning agencies or councils included: (1) health planners and administrators; 
(2) economists and financial officers; (3) sociologists; (4) statisticians; (5) mathema- 
ticians, that is a multidisciplinary group. 

It was generally accepted that budgetary considerations were influenced by overall development 
policies though from the health requirements point of view, economists and politicians had to 

be convinced. Often this had to be done with great pains and seemed to offend health planners 
though this did not seem necessary. There appeared to be no clear -cut percentage for the 

health budget in relation to the overall national budget. It seemed that it was necessary 
for this percentage to be greater for developing countries than for developed countries. 
Allocations for health appeared to be the last of the considerations in many places and allo- 
cations for preventive aspects of health were even lower as they did not produce immediate 
results. In one country it was indicated that though 30 per cent, of the people lived in 

urban areas, 70 per cent, of the budget for health was utilized for such areas. Relationships 
between medical administrators and health planners with economists and others involved in the 

planning processes varied from country to country. It was clear that a common language, 
personal friendships and cordial relationships contributed to increase allotments to health 
programmes where this existed. It was felt that economists wanted hard figures but frequently 
it was even more difficult to convince politicians. Health planners should clearly indicate 
when those hard figures are not available. 



- 2 - Group VI 

3. Quantification, indicators and analytical methods 

Although it was felt that basic health and socio- economic data were essential these 

were not available in some countries. They were not available for various reasons like lack 
of properly trained personnel, equipment and understanding of the value of these indices. 
However, some developing countries had the main essential statistics for planning, while many 
developed countries had more detailed and specialized data. 

It was felt by all members of the Group that the following essential data should be made 
available, namely: morbidity rates, including data on absenteeism, mortality rates, fertility 
rates and the demographic pattern of the country, as well as information on available resources. 
This was essential information in order to enable proper health planning. Other useful 

indices were those characterizing the level of environmental health (water supply, sewage 

system, pollution, etc.). 

The need to measure the quality of health services and the extent to which such health 
services provided coverage of the population was emphasized and so was the welfare and level 
of health of the people. Nonetheless, the difficulty of quantifying these indices was 
stressed. The question of the use of systems analysis, operations research, PPBS was 

considered but the view was expressed that in many countries equipment and personnel to 

operate such programmes were not available. The importance was mentioned of cost efficiency 
analyses as they can ascertain to what extent health investments are properly used. 

4. Contributions arising out of 

4.1 Personal health care programmes 

It was generally agreed that basic health services and personal health care 
contributed to the better well -being of the people, their increased productivity 

GNP. By early case finding and early treatment, we could bring back people to p 
Morbidity and absenteeism would be reduced and so would mortality. However, it 

places of work were available for such people. 

4.2 Programmes for the control of communicable diseases 

programmes 
and increased 

roductivity. 

was important 

With regard to communicable diseases, it was accepted that preventive measures like 
immunization definitely reduced mortality and morbidity. However, there was no undue concern 
that the benefits of this should be measured. Both curative and preventive measures were 
considered of immediate importance as treatment and control of diseases like malaria, schisto- 
somiasis, not only reduced morbidity and mortality but also increased productivity in some 
countries. 

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

The contribution of measures like the prevention or reduction of cigarette smoking was 
considered important. It was felt that the morbidity of cardiovascular diseases and broncho- 
genic carcinomas could be reduced with the prevention or reduction of cigarette Smoking. 
The economic benefits of the reduction of such morbidity would be realized in the saving of 
cost in hospital bed utilization and the maintenance of productivity. 

4.4 Family planning 

Family planning as an integral part of socio- economic development, had economic benefits 
in minimizing population variation. This aided planning not only for health but also for 
education, economics, job opportunities and employment with productivity. In one country 
as a result of family planning it was noted that the births decreased from 41 per thousand in 
1966 to 34.6 per thousand in 1970 as against the projected 43.2 births per thousand. 
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4.5 Occupational health services 

Ву preventive measures, occupational diseases morbidity had been reduced and the implemen- 
tation of safety measures had reduced accidents by half in some countries. This had immense 

economic benefits in the saving of man hours of work and in the saving of compensation payments. 

4.6 Environmental health services (including reference to the problems of pollution and 

urbanization) 

In developing countries it was felt that the contribution of good potable water supply was 
an important factor in the prevention of diseases like typhoid and cholera and consequently 
contributed to the economy of the country. 

4.7 Drug dependence and abuse 

The Group was concerned with the worldwide implication of drug dependence and abuse as it 

involved students, adolescents and young adults affecting and undermining their education and 

future economic productivity. Drug abuse also contributed to absenteeism and declining 
productivity. In some countries soldiers and security personnel seemed to be drug dependent 
and hence their performance was adversely affected. 

5. The future 

In considering the future the Group enunciated the principle that it was important to 

realize that in all countries health planners had to content themselves with limited resources 
for unlimited needs and expectations that were growing in an unlimited way. It was felt that 

there was therefore a need to streamline health services in such a way that the loss of finan- 
cial and other resources should be minimized. It was also essential for doctors to be 

sensitive to health and economic changes and be prepared to modify health programmes. A 

useful contribution could be made by doctors if they also participated in the political life 
of their country so that they could present health requirements more convincingly to decision 
makers. 

There was concern that there had been reduction in the manpower available for public health 
work. It appeared necessary to consider inducements for public health workers so that 

sufficient manpower would be available. Some countries seemed to have a brain drain of health 

personnel, e.g. one country lost 100 doctors in one year against the 60 new doctors that they 

produced in that year. Research was necessary on cost benefit model studies in various 

countries and studies on the quantification of health benefits and community developments. 

In the training of doctors it was essential to include an appreciation of economic 
considerations in health programmes. Doctors should be made aware in their training that 
health programmes had limited resources for unlimited needs. Doctors should also be made to 

realize their own responsibilities about the economical burden they could impose on the 

community by the type of equipment, drugs, etc. they use and by the types of measures they 
take (e.g. hospitalization). Doctors should also in their training be made to appreciate the 
value of statistics and the need to accurately complete simple statistical returns. The 

training of public health workers in general should not only be increased in quantity but also 

in quality. While doctors should be given proper training in economical aspects of health, 

economists and other non -health professionals dealing with health planning should be properly 

trained in health fields. 

Support and assistance of WHO and other bodies could be usefully channelled in the 
following ways: 

(a) they could be utilized to strengthen health planning units and the like in various 
countries; 
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(b) more fellowships could be given for training in health planning for both medical 
and non -medical personnel involved in health planning programmes; 

(c) training courses on'a regional basis should be conducted for the top echelon of 
people involved in health planning in a multidisciplinary way to include health planners 
and administrators, economists, finance officers, sociologists, and statisticians; 

(d) pilot projects should be undertaken on health planning in selected countries; 

(e) surveys could be undertaken to obtain essential data in countries that lack such 
data. 
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As a matter of basic principle, health programmes should not be justified only on the 

basis of their economic returns but as a means towards the attainment of health, the most 

important single factor in improving the quality of human life. Health is an objective on 

its own and composes one of the most important manifestations of social progress. Health 

programmes are the operational activities in the implementation of a plan towards the 

attainment of physical, mental and social wellbeing. 

It is important in health programming to prepare a plan in perspective and decide on 

priorities. In preparation of the plan the following factors should be taken into 

consideration: 

the study and definition of the health problems; 

the setting of objectives and definition of goals, including the definition of priorities; 

drawing up an operational programme, its implementation; 

and evaluation. 

In deciding upon priorities consideration should be given to the magnitude of the problem, 

the feasibility of a certain programme of action, cost effectiveness, economic returns, and 

urgency in implementation. The priorities will vary depending on the stage of development in 

a particular country and on many other factors. There are admittedly several constraints 

in deciding on priorities, including the background of decision makers and the difficulties 

encountered in the realization of a multi -disciplinary approach in overall planning for health 

and socio- economic development. 

The group thought it was advisable to find a means of analysis of the contributions of 

health programmes to socio- economic development. The inter -relation of health programmes 

to socio- economic development is a two way interaction in view of the fact that socio- 

economic conditions have their reflection on health and programme implementation. In 

considering the ways in which health programmes contribute to socio- economic development, the 

Group agreed that the improvement of health levels is a parameter of special importance and 

that adequate health statistics would help in comparing at one point in time the occurrence 

or incidence of a particular disease during the course of a programme. The participants 

pointed to the fact that in many instances it takes many years to see the results of control 

of certain endemic and communicable diseases in developing countries. 

In some countries a comparison is made between the increase in employment with 

industrialization during industrial development and the corresponding increase in economic 

investment in health programmes. The comparison usually shows that investment directed to 

health programmes with productive populations goes faster than with other sectors of the 

population. 

The Group found that the situation varies from one country to another in the planning 

process. In some countries medical administrators and health planners are working with 

economists. It was found advisable that a multidisciplinary approach should be followed 

in programming the overall socio- economic plans including their health component. 
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Quantification and analytical methods are desirable and worthwhile in many health fields. 
They can be used as a means of motivation of a community in their participation in a health 
programme in the appropriation of financial resources as well as evaluation, 

Quantification and analysis will be required in making a choice between alternative 
programmes as well as in evaluating the effectiveness and benefits. 

The reasons for the absence of analytical methods in many health programmes in different 
parts of the world are related to inadequate health statistics, inadequacy of existing social 
indices and models, and the difficulty of developing output models in the health field. 

The following contributions arising out of the sectorial health programmes were made 
by the participants: 

In the Sudan the project of resettlement of a large number of the population following 
the construction of the High Dam of Aswan contained a health component that was found, 
following the experience of seven years, to be associated with increased productivity in 

agriculture and industry and higher per capita income compared with other parts of the country. 

In Zambia a control programme of health problems and occupational diseases among 
miners based on environmental and medical prevention (pre -employment and periodic medical 
examination) resulted in increased output of copper ore in the mines. 

In Ghana the experience in occupational health programmes demonstrated most clearly the 

contribution of a preventive health scheme among the workers to economic returns by increased 
productivity, lower absenteeism and other direct benefits. 

No quantitative information is available on air pollution and the possibility of 

associated economic losses. Cost -benefit analysis in this field should take into 

consideration the fact that no demonstrable chronic ill health has been encountered with 
community air pollution while on the other hand the cost of control seems to be high. 

Health programmes also contribute to economic development through the employment of health 
manpower which in some countries is quite substantial. 

The Group felt that in general the kinds of health -economic indices could include 
measurement of individual productivity (number of units produced per man /work hours), the 

payment of sickness benefit in absenteeism, the cost of medical care and rehabilitation, the 

payment of workman's compensation in occupational diseases and injuries, etc. Indices of 

health include the prevalence and incidence of disease, life expectancy and mortality rate. 

Other programmes and studies included references 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 areas such as improving 

productivity and occupational health. Generally, occupational health services are reported 

to have improved industrial productivity. 

The Group felt that family planning may help in some countries in preventing economic 

drain in view of the fact that over -population may neutralize economic progress. In some 

countries where resources have not as yet been fully tapped there is a belief that an 

increase in population would help in general progress. In others there was no evidence in 

existence to substantiate the relationship between family planning and economic benefits. 

There may be health benefits in family planning that can be demonstrable in the reduction 

of the number of abortions and in the improvement of the health of mothers. 

The recommendations made by the Group include the following: 

In the industrial sector a pre -investment stage is required for prevention at the early 

stages of industrial development of diseases and accidents that may be encountered in work 

operations. 
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Research is needed in such areas as cost -benefit in environmental pollution control. 

Health planners and economists should work together in developing a common dialogue in 
the preparation of models for health programmes. 

National health services should account for operational research to measure, estimate 

and analyse health programmes and their contribution to socio- economic progress. 

With further technological advancement new problems may appear and measures as well as 

new ideas and discoveries should be exploited and used in the most effective way to improve 

health plans and programming. 
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The Group agreed that in the case of short -term health programmes corresponding to 

situations of an urgent nature the authorities responsible for allocation of funds do not 

hesitate to invest in health, but that for long -term programmes it is necessary to submit to 

the planners technical arguments that enable them to realize the socio- economic contributions 
of such programmes. 

The Group accepted that there exists today a general consensus according to which 

exclusively economic planning should be rejected and be replaced by planning covering all 

aspects of development. It also recognized the need for the discussions to cover both the 

planning process and the operational activities implied by the implementation of the plan. 

The Group felt that it was better to keep to the concept of contribution rather than to that 

of relationship, which involves a risk of digressions concerning the action of economic 
factors on public health programmes. 

The Group decided to concentrate its attention mainly on contributions that can not be 

identified as such, and contributions which are identified but not measured. It deemed it 

useful to consider the following categories of contribution resulting from the application of 

health programmes: 

(1) Indirect economic gains resulting from increased productivity. 

(2) Economies as concerns future medical care. 

(3) Direct health gains. 

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

If it is accepted that development includes among its basic elements a quantitative and 

qualitative increase in real and human productive forces as well as a rise in the level of 

satisfaction of needs and an improvement in the quality of life, then it is impossible to 

consider economic development apart from social development. Consequently the Group felt 

that the aims of health plans should be linked to socio- economic development. 

The Group stressed the possibility of motivating the population as concerns its economic 

contribution to health programmes by developing the participation of the population in health 

programmes through spontaneous assistance, for example in the construction of clinics, 

environmental sanitation and voluntary collaboration in certain health operations. 

The Group recognized that, in general, those responsible for the planning of socio- 

economic development should take the overall health needs of the population into consideration. 

Moreover, there should be close liaison between the various ministries so that they can 

coordinate their activities in order to ensure an effective contribution of the health 

programme to development plans. 

Mention was made of the importance of providing for the integration of health programmes 

into general development planning from the outset, since it is more readily accepted then than 

later on. 
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The Group felt in the light of the experience of various participants, that it is not 

possible to take into account the criteria normally utilized for the distribution of budgetary 
credits between the health sector and other sectors of the economy. 

The stability of the budgetary credits assigned to health that is generally seen does not 
always indicate their ability to satisfy the real needs of such programmes. 

As regards the distribution of budgetary credits for health the group agreed that it 

should be based essentially on the choice of health priorities, among which preventive medicine 
should occupy a leading place. However it was noted that the great demand for curative care 
often compromised the application of programmes connected with that priority. 

3. Measurements, indicators and analytical methods 

The Group recognized the difficulty of quantifying health economics. There exist non - 

measurable effects, in particular such subjective elements as improvement in the quality of 

life and contributions which develop as relatively long -term chain reactions. Hence it will 
always be necessary to supplement quantitative information with qualitative information. 

Among the methods which have been proposed for establishing quantitative information, the 

Group recognized the value of certain classical indicators which have economic significance 
(absenteeism, invalidity, differential mortality rates, etc.). 

With regard to methods for the analysis of health programmes it was stressed that in the 

developing countries, while it is possible to measure "inputs" it is often difficult or even 

impossible to measure "outputs ". 

The Group considered the problems of quantitative evaluation of health programmes by the 

application of analytical methods. The aim of such evaluation is: 

(1) to rationalize health expenditure; 

(2) to make possible a choice between several alternatives. 

For the rationalization of health expenditure, recourse may be had to the so- called cost - 

effectiveness method, which implies the rationalization of budgetary choices or PPBS. These 

methods are designed to make it possible to establish the most effective and economic means for 

achieving optimum use of the available medical resources. Certain classical indicators (the 

price per hospital -day, the ratio of doctors to population, the bed -population ratio, etc.) 

are no longer recognized as valid and on the contrary constitute anti -economic criteria. 

The applicability of the cost -benefit analysis method was called in question: it 

presupposes: 

(1) that all the costs and all the benefits can be measured at the real price. In 

practice, prices are often distorted (international prices, monopolies, etc.). 

(2) That all the costs and benefits incurred or obtained at different times can be 

made comparable by means of a discounting rate that allows for future depreciation. 

Consequently, the cost -benefit ratio is not a satisfactory criterion of choice. 

The validity of the GNP as an indicator of national productivity cannot be accepted, 

for it takes no account of the productivity of "services ". 

Socio- economic models and simulation models constitute an interesting analytical exercise, 

but one that is usually speculative in view of the difficulty of applying them. This 
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difficulty stems from the frequent impossibility of collecting precise quantitative data, 

particularly in the developing countries. On the other hand, "systems analysis" can be 
utilized for determining all the potentials of health expenditure, situating health in the 
socio- economic context. 

4. Contribution of special or sectoral health programmes 

4.1 Illness is a major burden for the individual and his family, reflected in a reduction 
in productive capacity: hence the need to devote substantial resources to treating diseases 
that have appreciable economic repercussions. 

4.2 The Group considered, as an example of the socio- economic impact of communicable disease 
control programmes, the case of malaria eradication. The following effects were recognized: 
(a) improvement in conditions of production through the direct impact on the labour force, 
thanks to the increase in the population and in the number of workers; (b) increased working 
time in agriculture and industry; (c) an impact on the material factors of production, in 

particular the reclamation of cultivable land; (d) effects on school attendance through the 
expansion of the educational system; (e) increase in inducements to economic progress; 
(f) awakening of confidence among the populations in a future different from the past; 

(g) effects on health expenditure as such. 

4.3 The Group noted the economic losses attributable to non -communicable diseases such as 
malnutrition, over -feeding, cardiovascular diseases, nervous and mental diseases, and certain 
forms of cancer, and the consequent economic importance of preventive programmes and programmes 
for research on these conditions. 

4.4 The question was raised whether family planning could be considered as a factor of 

development. The Group recognized that a reduction in population growth does not in itself 

constitute a factor of development, just as a rate of population growth is not a factor of 

development. A programme of family planning adapted to local situations can lead to economies 
which will be reflected in an improvement in living conditions. 

4.5 Abnormal working conditions have repercussions on the family and the community. The 

socio- economic impact of measures taken by occupational health services is evident and entails 
the following effects: saving of lost working time, increase in wages for the family, saving 

of hospital expenses, saving on occupational re- education, reduction in invalidity and death, 
and increase in productivity through improvement of working conditions. 

4.6 Badly planned urbanization entails a deterioration in health conditions for the 

populations transferred from the country to the town. This results in absenteeism which 

reduces productivity. The pollution due to industrialization contributes to the degradation 
of the natural resources constituted by water, air and plants. Sooner or later, the need to 

protect the population will make it necessary to institute an environmental health programme, 

which should be integrated into the industrial investment programmes. Agricultural pollution 

was also considered by the Group: it calls for close coordination with the health services in 

order to ensure high agricultural productivity without hazards for man. 

4.7 Health education enables economic solutions to be found to health problems and increases 

the effectiveness of health programmes. All health workers should play a part in development 

by contributing to better information of the public on the socio- economic contributions of 
health programmes. 

5. With regard to the long -term outlook, the Group stressed the problem of the research and 

training activities that could be developed with assistance from WHO and other agencies. 

This research should be concerned in particular with devising suitable ways and means of 
measuring the socio- economic contributions of health programmes. The attention of the Group 

was drawn to the desirability of associating universities with such research work, thereby 

providing an opportunity to train doctors in health economics and sensitize economists to 

health problems. 


