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I . B A C K G R O U N D 

1. Over the past three to four years (1985-1988), countries from all regions have 
continued to take sharp austerity measures to cope with the prevailing economic crisis, 
usually with high social and political costs. The countries hardest hit are in 
s u b - S a h a r a n A f r i c a , W e s t A s i a a n d L a t i n A m e r i c a . I n m o s t c a s e s t h e h e a l t h a n d s o c i a l 

sectors have been seriously affected. Cutbacks in public expenditure have occurred at a 
time when additional resources are required to meet an increasing demand for health 
services. Economic constraints have affected a country's capacity to develop strategies 
to satisfy the priority health needs of people, especially the most vulnerable and 
underserved population groups. 

2. Economic constraints, however, have also provided countries with opportunities to 
look afresh at how they use their resources. This has often led to the adoption of 
positive health policy measures in an effort to reach some equilibrium between cost, 
quality and equity. The most striking changes have occurred while establishing 
priorities for resource allocation with a sharp focus on priority groups. Making better 
use of available resources and improving efficiency have also been primary concerns. New 
ways of mobilizing additional resources for health have been developed, and in many cases 
strategic policies have emerged for the more active involvement of communities, the 
private sector and nongovernmental organizations. In the industrialized countries, 
cost-containment in relation to health services has become a critical objective. In both 
rich and poor countries recent years have seen a convergence of policies and options. 

3. The least developed countries and the population groups that are still permanently 
exposed to life-threatening conditions obviously remain the most crucial challenge for 
those working to achieve health for all. Recent global trends indicate a growing 
consensus, in the international community and from both the public and private sectors, 
about the urgent need to face this challenge. 

4. WHO and the rest of the international community must impress upon governments the 
urgency of the need for unprecedented action to relieve the plight of people suffering 
f r o m e x t r e m e p o v e r t y . W i t h i n W H O t h i s w i l l r e q u i r e a s h a r p e n i n g o f p r i o r i t i e s i n 

resource allocation, adjustment of strategies and programmes, and the focusing of 
political strengths and technical expertise on assistance to these population groups. 

I I . I N T R O D U C T I O N 

5. This report, which provides a global review of the economic situation and its 
repercussions on health status, health care services and policies, is submitted to the 
B o a r d a n d t h e H e a l t h A s s e m b l y a s c o m p l e m e n t a r y b a c k g r o u n d t o t h e s e c o n d g l o b a l r e p o r t o n 

monitoring progress in implementing strategies for health for all covering the period 
1985 to mid-19881 as well as in response to resolution WHA40.30 (May 1987) (33c). It 
brings up to date the first report on the "Repercussions of the world economic situation" 
which was presented to the Executive Board and World Health Assembly in 1986 (document 
EB77/INF.DOC./2). It includes basic information provided in the background document to 
the Technical Discussions held at the Fortieth World Health Assembly in 1987 on "Economic 
support for national health-for-all strategies" as well as the conclusions of those 
discussions (33a). 

1 Document EB83/2. 
о 

N u m b e r s i n b r a c k e t s r e f e r t o t h e d o c u m e n t s a n d p u b l i c a t i o n s l i s t e d i n A n n e x 1 . 
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6. The report reviews the repercussions of the economic situation in the developing as 
well as the developed countries. Such a global view of health development is required 
because of the interdependence of national and international economies. The 
deteriorating economic conditions in recent years have most affected the poorest and most 
vulnerable population groups. Therefore, the report focuses on the plight of just over 
half of the developing countries, where, since the adoption of the Declaration of 
Alma-Ata in 1978, there has been a continuing decline in average incomes, consumption and 
living standards. 

7. The report contains a presentation of global economic development trends； a review 
of their repercussions on people's health and health services delivery； a review of 
current country policy responses； and a concluding note on strategic options for 
national governments and the international community to assist the least developed 
countries and the most vulnerable population groups. 

III. GLOBAL ECONOMIC DEVELOPMENT TRENDS (1985-1988) 

8. In many ways the past three to four years have seen an intensification of the 
downward economic trends which have been negatively affecting the economic welfare and 
health status of populations in the developing countries, especially in the least 
developed ones. The deepening debt crisis and the fact that an increasing proportion of 
export revenue is needed to service the international debt in developing countries 
(especially in Africa and Latin America) have had a substantial negative impact on the 
resources available for the health sector (27,28). The continual decline of commodity 
and raw material prices and the increased demands placed on countries, a number of which 
are now living under "structural adjustment programme" (see paragraph 14 below) may have 
made it economically impossible for many of them to maintain existing levels of health. 
On balance, therefore, there has not been a reversal of the negative impact of the past 
ten years' economic situation on the ability of developing countries to pursue the 
health-for-all objectives (26a). 

9. The immediate and longer-term economic prospects for the developing countries have 
also not been enhanced by other developments on the world scene in the past three years. 
The international liquidity crisis stimulated by the "crash" affecting world securities 
markets on 19 October 1987 has made the structural adjustment programmes more difficult 
to implement and reduced the ability of developing countries to use economic growth to 
overcome the persistent problem of scarce resources for the health sector (26 ). 
Except for a few countries of the developing world, long-term growth prospects are very 
bleak and this does not augur well for human resources development (5,33c,7). Buoyant 
economic growth in the industrialized countries could help the developing countries to 
succeed in their "structural adjustment programmes" and could reduce the international 
transfer of resources from the poor to the rich countries which is indigenous to today's 
debt problems (26 ). But, a slow-down in growth of demand and output in the 
industrialized countries, growing protectionism, widening trade deficits, and rising 
nominal and real interest rates all work against any improvement in the economic 
possibilities for countries in the developing world (13,26°,26^,26e,26). 

10. World economic growth has been modest for several years, and unevenly distributed 
(see Annex 2). China and South-East Asia have had substantial growth. In Africa, West 
Asia and Latin America, per capita income is lower today than it was eight years ago. 
With the present structural imbalance in the world economy, most experts agree that even 
modest sustained world growth in the future is threatened (26a"^). In many developing 
countries the situation is decidedly bleak: adverse terms of trade, declining commodity 
prices, growing trade restrictions in developed countries, and the problem of private and 
sovereign external debt portend a continuation of declining income and output (11). Only 
China, the newly industrialized countries and one or two other countries are likely to 
escape this trend. 
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11. Economic disparities, as shown by the gross national product (GNP) per capita, have 
continued to increase. In 1986, 39 countries, representing more than 50% of the world 
population, had a gross national product per capita below US$ 450. Half of these 
countries are in Africa. On the other hand, 26 countries, with 15% of the world 
population, had a gross national product per capita above US$ 5000 (see Annex 2, 
Table 3). 

12. High levels of population growth, along with economic decline (i.e. , lower output 
growth, declining labour productivity and rising unemployment, and falling real wages and 
average family incomes) have resulted in adverse shifts in the distribution of income in 
developing countries as well as an increase in poverty and marginalization. This has 
limited the total resources available within households, raising pressure on natural 
resources, and forcing increasing shares of the population into the subsistence economy. 
Population growth has also raised substantially the burden of dependency per employed 
worker, reducing the resources available per household member. These trends have been 
aggravated by political instability and natural disasters in many countries, notably in 
Africa, consuming productive resources and diverting the priorities of governments and 
people (2). 

13. Countries burdened by debts have cut investment, reduced public expenditures and 
deflated their economies in order to pay them. For all developing countries relying on 
imported capital there has been a major shift in net capital flows in the 1980s. In 1980 
they had a net inflow of US$ 40.3 thousand million; by 1984, owing to drastic cutbacks 
in voluntary international lending, there was a net outflow of US$ 9.5 thousand million, 
increasing to an annual level of some US$ 21 thousand million by 1987 (26^). 

14. In order to stem economic decline and stagnation aggravated by debts, an increasing 
number of countries have negotiated "structural adjustment programmes" with international 
financial institutions. In 1987, 73 countries had such programmes, which have the 
following features : overall reduction in public expenditure； reallocation of public 
expenditure to the productive sectors, especially for export goods； currency 
devaluation; de-regulation of markets； and rescheduling of debts. In many programmes 
additional capital has been infused as progress is made in correcting internal economic 
imbalances. 

15. The structural adjustment programmes have forced governments to choose spending 
priorities, and most have elected to cut expenditure on social and human development. 
What has gone unnoticed by some is that central government administration and defence 
expenditures have increased proportionately with the decline in spending on health and 
education (see Annex 2, Table 4). Countries have been slower to achieve the desired 
policy adjustments through the structural adjustment programmes than was initially 
expected: what were originally designed as short-term solutions have now evolved into 
longer-term adjustment strategies. 

16. As the crisis is an enduring one and there is no strong recovery in sight in the 
poorest parts of the world, the need to focus on revitalizing economic growth is 
increasingly urgent. Important cooperative efforts within national and international 
frameworks will be required to support growth-oriented adjustment programmes in the 
developing countries. But a constant watch must be kept on the scope and content of 
adjustment policies that countries adopt, in order to safeguard social development trends 
and ensure that benefits are shared by all the population. 

IV. REPERCUSSIONS ON PEOPLE'S HEALTH AND HEALTH SERVICES DELIVERY 

Repercussions on people's health 

17. Health is determined by a combination of factors, and the effects of recession and 
policy adjustments on health are felt in many sectors and in all aspects of people's 
lives and well-being. Few data are available and they cannot be interpreted easily; 
methodological limitations in examining adjustment policies and their effects need to be 
carefully analysed. First, the existence of a direct causal link between a change in 
health status and an adjustment programme is difficult to quantify. Secondly, the 
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effects are very difficult to distinguish from the effects of other, external factors. 
Thirdly, the long-term and short-term effects of adjustment policies on health may be 
contradictory. 

18. There has been general progress in the health status of populations in the past 
decade, as evidenced by the decline in infant mortality (see Annex 2, Table 5) and 
maternal mortality and the gains in life expectancy. Nonetheless, the prevalence of 
noncommunicable diseases is still increasing in many developing countries, as are public 
health problems associated with parasitic and infectious diseases. In over half the 
developing countries the continuing economic crisis has led to an increase in the number 
of people living below subsistence level； their general health status has deteriorated, 
especially as measured by nutritional indicators. 

19. In developing countries there is preliminary evidence that morbidity levels may have 
increased as a consequence of economic deterioration. This would clearly be due largely 
to reductions in the incomes of households and a resulting decline in nutritional 
status； both an "income effect" through poor availability of resources, and a "price 
effect" through higher costs of food, make themselves felt. Evidence from a large number 
of countries shows that with higher food prices, and with products formerly available for 
subsistence now being sold, the nutritional status of households, and particularly of 
children, has declined (7,20,25). 

20. The World Bank reports that in Brazil, Chile, Ghana, Jamaica, Peru and the 
Philippines the number of people below subsistence level has continued to grow. The Bank 
also reports a reversal in many poor countries of upward trends in child health, 
nutrition, and several other measures of health süaüus. Other sources show üliat. as the 
Bank reports in 21 out of 35 low-income countries, the daily per capita calorie intake 
has dropped dramatically (32). People's health has seriously declined in countries where 
the recession has been compounded by political instability, armed conflicts, natural 
disasters and continued high rates of population growth. 

21. In urban areas, the real income of women and of households appears to have decreased 
during periods of structural adjustment. The pattern may be different in rural areas. 
The prices paid to producers of some marketed crops have increased, sometimes as a result 
of the elimination of price controls. This increase, however, has been partially offset 
by the higher prices farmers have to pay, in most countries, for imported products. A 
study by the International Monetary Fund has shown that devaluation imposed significant 
costs on the urban poor (who largely produce non-tradable items) in Chile, the Dominican 
Republic and the Philippines and did not improve the conditions of the rural poor in 
those countries； other measures such as excise tax increases and import duties, have 
also reduced the income of the poor, for example, in Ghana, Kenya, Sri Lanka and 
Thailand (13). The effects of income on use of services also need to be carefully 
analysed because of changes in the relative positions of different socioeconomic groups : 
some groups have had to face major cutbacks in their use of services. Problems of 
increased food prices have had various effects on individuals in the same household, 
e.g., when women reduce their food intake to benefit other members of a family. 

22. In industrialized economies growth has been modest, and many rich countries face 
substantially high unemployment. Hardships are particularly severe in countries that 
have not yet developed elaborate social security and social welfare schemes and where 
most families have only one breadwinner. Evidence is accumulating of the different and 
complex ways in which unemployment can damage health (e.g., higher incidence of 
accidents, psychological and mental problems, acts of violence, etc.). 

Repercussions on health services delivery 

23. In all countries the health sector during the past three years has been confronted, 
at various levels, with economic contradictions and pressures. The continuing scarcity 
of resources for r.he health sector has affected the effectiveness, efficiency and equity 
of health services. The next chapter reviews country responses and trends in policy 
development and explores new avenues for possible improvement. 
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24. In the developed countries the past three years have also seen a continuation of the 
trends of the past decade : rising total expenditure for health care in absolute terms 
and as a percentage of gross national product and gross domestic product； "slippage" in 
access to services and declining health for very poor, high-risk populations, especially 
in inner cities； growing concern about AIDS, for example, and about the quality of 
care. In rich countries the emphasis on containment of costs and the need to improve the 
efficiency of health systems, and the continuing concern about growing inequities, have 
dominated public policy debates and legislation. In the developed countries with 
predominantly public services, also, concern about limited resources, efficiency, access 
and equity has been more evident in recent years. 

25. In the socialist countries, where economic growth has also been modest for several 
years (except in China), there has been a remarkable movement to improve productive 
efficiency and to expand the scope for consumer choices through market liberalization 
policies. New economic policies have also had some "spillover" effects on the health 
system and have resulted in continuing concern with new sources of financing, cost 
containment, quality of care, arid equity. 

26. In the developing countries the combination of falling per capita income, increasing 
population growth, contraction in the public sector and priority to debt servicing 
threatens rapidly to diminish real total and per capita spending on health； in many this 
has already occurred, and real per capita government expenditure on health has also 
declined. Data available from a larger number of countries show that the health share of 
total government expenditure has remained at approximately the same level or declined 
(see Annex 2, Table 6), while the total budgets have fallen, yielding lower per capita 
health spending. Some however, have succeeded in maintaining or even increasing health 
expenditure (e.g., Burma, Costa Rica, Ghana, Papua New Guinea and the Philippines). 
Meanwhile, with regard to per capita public expenditure for health, the gap between the 
developed and developing countries is widening: per capita variations range from below 
US$ 2.00 to well over US$ 600. 

27. The crisis is seen to have a major impact on both capital and recurrent 
expenditure. For capital spending, the more general trend has been one of decline in 
virtually all service sectors, including health. There has been a progressive withdrawal 
of government funding in many countries owing to general budgetary tightness, and in 
particular to the increased competition for foreign exchange. In many countries, capital 
for the health sector is provided increasingly from assistance sources. It appears that 
90% or more of development spending for health in sub-Sabaran Africa countries is 
currently funded by external aid. 

28. The "recurrent cost" problem in the public health sector has been exacerbated by 
economic conditions； the limitations affecting public health budgets have resulted in 
cutbacks in recurrent costs, thus mainly depriving running services. First to be cut 
have been fuel for vehicles, building and equipment maintenance, supervision, drugs and 
other essential items. Also, owing to a lack of foreign exchange, the import of drugs, 
spare parts and oil has often been seriously restricted. As a result of the same trends 
affecting the increased proportion of the recurrent budget used to pay salaries (up to 
70% or more), the effectiveness of staff as well as their morale have decreased in many 
countries. Adjustment programmes have frequently incorporated salary reductions (both in 
nominal and real terms), and even when salaries were paid, payment was often delayed. 
This has led staff to undertake outside work, and many key staff have left the sector if 
they were able to. 

29. It is not easy to generalize about the impact of the budgetary constraints on the 
performance of health services because of the diversity of national situations and 
government responses (16). Services at the peripheral level have been the most affected 
because of the impact of financial restrictions on referral and supervision systems； the 
district level has been seriously jeopardized in many countries by the cutbacks in 
recurrent costs, and consequently the delivery of essential care in rural areas has been 
curtailed. Where the quality of public health care has deteriorated, and in particular 
with fewer drugs available in the public sector, people have undoubtedly moved towards 
the private sector, thus straining family budgets as well. 
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30. Little is known about the changes in the patterns of health services utilization, 
such as numbers of contacts, purposes of visits and types of users, causes of morbidity 
leading to visits, type of services required and given, etc. The effects of such changes 
on the poorest parts of the population is also unknown. 

31. In terms of manpower productivity, the last few years have seen an acceleration of 
several trends : continued production of large numbers of doctors and specialists and, at 
the same time, severe shortages of other personnel, such as nurses, technicians and 
hygienists. The increasing importance of the private sector, especially of the 
fee-for-service type, in poor countries may well be related to their growing numbers of 
physicians. The rich countries continue to import large numbers of nurses from the 
developing countries, which thus also remain short of nurses (33^,3,14). 

32. In some poor countries declining productivity has also led to reduced efficiency 
because cuts in the health budget have prevented recruitment of new graduates. Very 
often, health manpower is inadequate to provide basic health services at the periphery 
and promote primary health care. 

33. With a view to facing financial constraints, most developing countries have sought 
for both savings through efficiency and additional sources of funding (33^). This has 
entailed a reconsideration of the scope and responsibility of governments. Over the last 
decade the proportion of central government expenditures for health care declined in many 
developing countries, while it increased in the developed countries. Very important are 
the contributions from local governments, nongovernmental organizations (non-profit or 
profit-making), communities and households. The growth of the private sector has 
presented both problems and opportunities : problems, because all health care costs have 
been forced upwards with the increase in total demand, and some inequities have been 
aggravated; opportunities, because countries have been able to reconsider the amount of 
public resources required to increase health care coverage (3,15). 

34. The effects of the economic crisis on health-related (but non-medical) services, 
such as provision of safe drinking-water, proper nutrition and relevant health education, 
are still not well known. In most of the least developed countries the per capita 
calorie intake has decreased (see Annex 2, Table 7), sometimes drastically when this 
effect is compounded by wars, local conflicts and natural disasters. New cost-recovery 
schemes have been developed for the provision of water supply and for school enrolment, 
but the evaluation of their effectiveness shows mixed results. 

35. The demand for basic minimum health services in terms of absolute numbers of the 
most vulnerable groups (children, young people and women) has been rising. The reasons 
are demographic, epidemiological, economic and socioculturel. Aging of populations and 
rapid urbanization are key determinants. Budget cuts affecting capital equipment have 
often prevented the development of the required infrastructure for services in newly 
urbanized areas. 

V. REVIEW OF CURRENT COUNTRY POLICY RESPONSES 

36. Over the part years all countries in pursuing the goal of health for all have had to 
find ways to cope with the new economic realities. During the Technical Discussions held 
during the Fortieth World Health Assembly in 1987, Member States identified the 
challenges facing the health sector in various socioeconomic environments. After sharing 
experiences they agreed that the challenges are : to use existing resources as 
efficiently as possible without compromising acceptable standards of equity and quality; 
and to find new resources to meet greater and growing demands of populations (33a). 
Nonetheless, for several years, in both the rich and the poor countries, the operation 
and financing of health systems seem to have been coming closer to their policy 
objectives. 
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37. This convergence focuses on: 

-increasing efficiency in health services and health care delivery; 

-maintaining and improving equity and protecting the most vulnerable populations； 

-finding new ways of improving efficiency through better management, alternative 
financial sources, and keeping health system costs and expenditure within a 

country's resource capacities； 

-re-examining the proper role of government in the direct provision of services； 

-maintaining standards. 
38. The developed countries (both market economies and socialist) have for several years 
experienced a continuation of past trends, but there have also been some new and exciting 
developments. The overriding issues in health care in the developed countries are cost 
containment, the maintenance of standards and protection of equity as policies to contain 
costs affect socioeconomic groups differently. OECD has been looking at health care 
financing and delivery in its 24 mainly rich members and the range of problems they have 
been experiencing (18). 

39. There have been some successes in containing expenditure (as a percentage of gross 
domestic product), notably in Canada, the Federal Republic of Germany, and Sweden; but 
on the whole the developed countries still have to find ways of dealing with the perverse 
set of incentives that hospital managers and doctors have to face and which strain the 
cost-effectiveness of health systems (such as those encouraging sophisticated treatment 
rather than preventive services) (21). Most such policies have extracted more money from 
patients, and in some countries large groups of the population (the young, the elderly 
and the disadvantaged) cannot afford access to the system. Within OECD large variations 
exist in cost, efficiency and quality. The struggle in the years ahead must be for 
public policy to achieve greater efficiency in services which are acceptable in terms of 
equity and quality. Some countries have changed their systems of payment for managers 
and doctors so as to restrain incentives for practising high-cost medicine and encourage 
greater concentration on primary care. Some countries have also tried to introduce 
competition and the discipline of markets. Yet others have tried to separate the 
financial structure from the delivery system. Most of them have come to recognize the 
possibilities and limitations of competition and market discipline if both quality and 
equity are to be maintained in the interests of greater cost containment and efficiency 
of the system (8,3,15). 

40. Many socialist countries have developed new policies which emphasize health workers' 
productivity, decentralization, increased capital and technology, and containment of 
expenditure for greater cost-effectiveness. China has introduced experiments in health 
insurance as well as user charges for some services (29,32). 

41. Governments in the developing countries have been hard pressed to prevent the 
erosion of past gains in health and human well-being and further increases in poverty. 
World economic conditions have increased financial constraints, but demands for services 
have continued to rise. Thus, basic reforms in financing and delivery systems have been 
promoted in order to maintain health status and avoid further erosion. The stringency of 
financial choices arid the growing threat of a deterioration in health status, not only of 
the poorest but also cutting across all socioeconomic classes, have forced governments to 
reappraise the financial, management and delivery structure of their health systems (4). 
Further, many governments have come to recognize that the distribution of the health 
benefits and subsidies of their systems have not achieved the desired levels of equity, 
and that worsening national economic conditions will make the maintenance and attainment 
of equity a major challenge for the managers and policy-makers of their health care 
systems (31,3,15). 
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42. In order to generate more resources to cope with the fiscal and financial 
constraints on their health sectors, countries in the developing world (33 ) have for 
several years been pursuing all or some of the following five lines of action: 

(1) "Micro-management" of the public health delivery system (i.e., specific 
measures to induce greater productivity among health workers, improve responsiveness 
to patients' demands, etc.); often this has involved changes in work rules and 
career incentives as well as the restructuring and decentralization of management, 
planning, and responsibilities in public health delivery systems (2,15). 

(2) New sources of finance : some countries have shown greater willingness to 
experiment in this area than in others, and they have had some success with 
community sources of finance for health care. In a great many countries, user 
charges are being assessed as a source of revenue. Several countries have combined 
both approaches, with modest success (31,10,24). 

(3) Initiation and expansion of the coverage of health insurance schemes, private 
and public (1,6): a large number of countries are experimenting with health 
insurance schemes as a way to generate resources and redirect the demand for 
services towards the most cost-effective level of delivery. A number of the middle-
to high-income developing countries are either introducing or experimenting with 
pre-paid/capitation and/or "managed" schemes in their public and private health care 
systems (1,31). 

(4) To increase expenditure in the private health sector has been seen in many 
developing countries as an additional way to expand total resources for health care 
as a substitute and complement to the public health care sector (3,15). 

(5) Finally, many countries in the developing world have been forced by the current 
stringency of resources for the health sector to re-examine their policies and 
programmes in the interest of the most vulnerable (high-risk) and poorest among 
their populations. Many countries have come to realize that the limited available 
resources have to be allocated both more efficiently and more equitably 
(33a,33°). 

43. It is too soon to know whether these policies can succeed in generating more 
resources, in managing public resources more efficiently, and in protecting the most 
vulnerable and the poor. The limited amount of research done so far on such policies has 
produced a mixed result. Some of the policies, however well-intentioned, may actually be 
contributing to further inequity. Concern, for example, about user fees is growing, and 
a number of studies have pointed out the "do's" and "don'ts" (perhaps based on bitter 
experience) of this initiative (9). 

44. Most developing countries, with the support of donor agencies. have also directed 
their public health programmes towards lower-cost interventions with maximum-impact. 
Among the essential elements of primary health care, data on cost and effect are 
available for the following: 

-Immunization: the cost of providing doses of vaccine against the six target 
diseases of the Expanded Programme on Immunization is estimated at about US$ 1.20 
per child, even allowing for transport and wastage. Costs for full vaccination of 
children have ranged from US$ 3 to over US$ 15 per child, depending on the location 
and strategy. 

-Control of diarrhoeal diseases through oral rehydration therapy is highly 
cost-effective. Packaged oral rehydration salts can be obtained for US$ 0.10 to 
US$ 0.15 per sachet, and it is estimated that the total cost of oral rehydration 
therapy through the health system for a diarrhoea episode is about US$ 1 per child, 
compared with US$ 20 to US$ 50 or more per child in hospital. 
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-Water supply and sanitation are more expensive in the short term than other 
primary health care interventions； however, potable water can be made available in 
parts of the developing world at a total cost of US$ 2 to US$ 5 per year. 

-Growth monitoring and related maternal and child health and nutrition services are 
usually provided as part of a "package". Data are limited, but a study of seven 
primary health care projects offering a range of services revealed that annual per 
capita operating costs varied between US$ 0.60 and US$ 2.70 for large-scale 
projects (12). 

- T h e cost of 15 to 30 essential drugs needed at community level is estimated at 
US$ 1 per capita per year including transport, assuming two treatment contacts 
annually. 

45. Other approaches, directing services to specific population groups, those most 
vulnerable or those most in need, have had limited results, in part because of 
contradictions with equity goals. Yet in Madagascar, for example, food distribution is 
being directed to particular rural groups under the adjustment programme. Other examples 
in the health sector are seen in Botswana and Chile. Available data on geographical and 
other inequities should be more closely studied in relation to the way in which resources 
are allocated in the health sector. 

46. Health policies of international cooperation agencies have been closely linked to 
the world socioeconomic climate and social development questions. General emphasis has 
been given to improved national managerial capacity and increased mobilization of 
domestic resources. International collaborative efforts have also been directed towards 
populations living in deteriorating social and environmental conditions, especially in 
sub-Saharan Africa, Latin America and West Asia. In some countries a large part of the 
support for primary health care programmes comes from external resources. Specific 
programmes have focused on the health of vulnerable population groups, child survival, 
safe motherhood, family planning and immunization. The prevention and control of AIDS is 
also the target of intensive efforts for resource mobilization at the international 
level. 

47. The growth and spread of AIDS in the developed, and especially in a few of the 
poorest developing countries, is a phenomenon of recent years that is a challenge for 
health care financing in both rich and poor countries. Treatment costs as well as the 
"opportunity costs" associated with premature death have been noted by many experts to be 
staggeringly high. The developed and rich countries can better cope with these costs, 
but even there, private and public health insurance systems are threatened, and the 
individual costs are phenomenal. The global economic impact of AIDS is just beginning to 
be understood, but it has serious consequences for the health care systems and the lives 
of people dependent on these systems in some of the poorest countries of the 
world (23,32). 

48. Recent changes in financing in the face of the continuing scarcity of resources for 
the health sector have serious implications for the effectiveness, efficiency and equity 
of health services. Efforts to mobilize additional resources have been made by 
communities and individuals, the nongovernmental organizations, the private sector, 
external agencies and governments, and have resulted in a reconsideration of their 
respective roles and responsibilities in the provision of services for health for all. 
Careful surveillance of shifts in health financing and management are required to ensure 
that the health of the most vulnerable are not adversely affected. 

VI. CONCLUDING NOTE 

49. This review indicates that while trends in health status in the world have improved 
in the past decade the prevailing economic crisis has led to a deterioration of the 
quality of life and general health status of an increased number of people who are living 
in extreme poverty. The countries hardest hit are in sub-Saharan Africa, West Asia and 
Latin America. Their situation is receiving increasing attention from world health 
leaders and institutions. In order to cope with the crisis countries have taken sharp 
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austerity measures, including the structural adjustment programmes which have been 
criticized, and rightly so, for not having paid enough attention to human and social 
considerations, especially in developing countries. But economic constraints have also 
provided countries with opportunities to reconsider their use of resources in terms of 
cost, quality and equity. Innovative economic strategies for health for all are being 
promoted and developed in countries in all regions and deserve to be carefully monitored 
and evaluated. 

50. The global situation in terms of the economy is that the rich and developed 
countries must grow faster in the years ahead, and keep their import doors open, if the 
countries of the developing world are ever to revive their economies and experience the 
kind of growth they did in the period from 1963 to 1973/75. The level of health and the 
access to services that populations in the developing world can achieve are only in part 
within national control. The world economy, rich and poor, is so interdependent that few 
countries can grow, prosper, or achieve social equity with their own resources. 

51. In recent years, however, world economic interdependence has rather tended to be 
work to the detriment of achievements in the health sphere. The income gap between the 
rich and poor countries is widening, and the gap between the richest of the poor and the 
poorest of the poor is also widening. What this brief global review suggests is that in 
the immediate years ahead it will take coordinated policies to protect the income and 
health gains of the past decade. Accordingly, any future gains can only come the same 
way. 

52. This global review also shows, somewhat surprisingly, that despite differing levels 
of resources between developing and industrialized countries there are common problems. 
The scale and complexity of the problems differ, but the class of problems are the same : 
to manage resources for health more efficiently; to protect the health status of the 
most vulnerable populations and ensure their access to health care j to give "health 
workers and doctors incentives to deliver good care economically; and to search for new 
sources of revenue to finance services. Experience in both types of countries has also 
highlighted the discussion on the proper role of government in financing, regulating, and 
delivering health care services. The challenge in the poor countries is to manage 
resources more efficiently so as to protect the health of growing populations because new 
resources for health are limited and more will probably not become available； the 
challenge in the rich countries is to manage resources more efficiently so as to promote 
greater access to services and to meet the explosive increase in demand by all population 
groups without compromising the special needs of the poor, the elderly, and the 
disadvantaged. 

53. In all countries it is critically important to use and manage all resources 
available for health in the best possible way and to mobilize additional ones. Finding 
new ways to cope with the new economic reality requires creativity and political skill in 
order to increase the participation of individuals and communities, nongovernmental 
organizations and the private sector in a spirit of partnership with governments. 

54. The most crucial challenge is, more than ever, the health of people facing extreme 
scarcity of resources (human, material, technological and financial). In the poorest 
parts of the world the absolute number of such people is increasing; for them, action on 
an unprecedented scale is urgently needed. 

55. The Forty-first World Health Assembly in May 1988 called on the international 
community, in resolution WHA41.34, to take unprecedented measures to support the least 
developed countries committed to improving the health of their people in line with the 
policy of health for all. Implementing the resolution will require that WHO at each 
level mobilizes all potential partners to cooperate with governments in developing 
practical national programires to strengthen their long-term self-reliance, and in 
reversing the negative effects of their current economic situation on social well-being. 
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TABLE 2. GROWTH OF PER CAPITA GROSS DOMESTIC PRODUCT AND POPULATION 
IN CHINA AND DEVELOPING COUNTRIES, BY REGION, 1981-1988 

Per capita gross 
domestic product 

(annual percentage change) Population 
in 1985 
(millions) 

1981- 1986 1987 1988 
1985 

All developing countries 

and China … 1.4 1.4 1.7 4 024 

Africa -3.6 -5.0 -2.0 -1.2 523 

Latin America -1.8 1.2 0.3 -0.8 405 

West Asia -4.3 -3.3 -4.1 -0.5 108 

South Asia 2.7 3.0 1.2 3.1 1 030 

South-East Asia 2.7 3.9 5.6 4.0 456 

Mediterranean- 0.9 4.0 1.1 2.2 74 

China .. 6.6 8.2 6.7 1 060 

—Cyprus, Malta, Turkey and Yugoslavia. 

Source : United Nations, Department of International Economic and 
Social Affairs. 
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TABLE 4. PERCENTAGES OF TOTAL CENTRAL GOVERNMENT EXPENDITURE ALLOCATED 
FOR HEALTH, COMPARED WITH EDUCATION AND DEFENSE (1981 AND 1986) 

Development level 
(type of economy) 

Health 
1981 1986 

Education 
1981 1986 

Defense 
1981 1986 

% % % 

Low-income economies 
(excluding China 

and India) 4.4 3. 

Lower middle income 4.2 4. 

Upper middle income 5.5 5. 

Industrial market economies 11.4 12, 

11. 

14. 

14. 

5. 

9. 

14. 

10. 

4. 

15. 

14. 

8. 

13. 

17 

15 

10 

16 

Source : The World Bank, World Development Report. 
Development Report. 1988, pp. 266-267. 

1984, pp. 268-269; World 
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TABLE 6. PERCENTAGE OF TOTAL GOVERNMENT EXPENDITURES FOR THE 

HEALTH SECTOR, 1972-1986 

Type of economy 1972 1986 

% % 

Low-income countries 
(where data available) 

Bangladesh 5.0 5.3 

Burkina Faso 8.2 6.2 

Burma 6.1 7.7 

Ghana 6.9 8.3 

Kenya 7.9 6.4 

Lesotho 7.3 6.9 

Malawi 5.5 6.9 

Nepal 4.7 5.0 

Pakistan 1.1 1.1 

Sri Lanka 6.4 4.0 

Uganda 5.3 2.4 

United Republic of Tanzania 7.2 4.9 

Zambia 7.4 7.2 

Lower-middle income countries 6 . 6 4.0 

Upper-middle income countries 4.2 5.1 

Highly indebted countries 6.8 4.9 

Industrial market economies 11.2 12.9 

Source: The World Bank, World Development Report. 1988, 
Washington, D.C., 1988, p. 266. 



EB83/INF.DOC./1 
page 21 

Annex 2 

TABLE 7. DAILY CALORIE SUPPLY PER CAPITA (1965-1985) IN COUNTRIES 
WITH DIMINISHED FOOD SUPPLIES 

Population 
(millions) 
mid-1986 

1965 1985 
Daily calorie supply 

per capita 

Afghanistan 2 203 2 179 
Bangladesh 103. .2 1 964 1 804 
Bhutan 1, .3 2 904 2 477 
Burkina Faso 8. .1 2 009 2 003 
Burundi 4. .8 2 391 2 233 
Central African Republic 2. .7 2 130 2 059 
Chad 5. .1 2 393 1 733 
Chile 12. .2 2 591 2 544 
Côte d'Ivoire 10. .7 2 357 2 308 
Democratic Kampuchea 2 276 2 171 
Ethiopia 43. ,5 1 832 1 704 
Ghana 13. ,2 1 949 1 785 
Guinea 6. ,3 1 899 1 731 
Haiti 6. .1 2 007 1 784 
Kenya 21. .2 2 287 2 214 
Madagascar 10. .6 2 486 2 452 
Mali 7. .6 1 860 1 810 
Mozambique 14. .2 1 982 1 617 
Nigeria 103. 1 2 185 2 139 
Peru 19. 8 2 324 2 120 
Senegal 6. 8 2 474 2 418 
Sierra Leone 3. 8 1 836 1 784 
Somalia 5. 5 2 145 2 074 
Togo 3. 1 2 378 2 221 
Zaire 31. 7 2 188 2 151 

Source: The World Bank, World Development Report. 1988, Washington, D.C. 
1988, p. 278. — 


