


No. 2 

HEALTH PLANNING IN THE WESTERN PACIPIC 

by 

Dr Andree A. Angara 
Consultant 
World Health Organization 
Regional Office for the 
Westem Pacific 

Dr Jose P. Cortes, Jr. 
Associate Professor 
Institute of Public Health 
University of the Philippines 

Dr ReIIIigio D. Mercado 
Consultant 
World Health Organization 
Regional Office for the 
Westem PacifiC 

Dr Ezequiel Paz 
Medical Officer 
World Health organization 
Regional Office for the 
Western Pacific 

Not for Sale 
Distributed by the 

REGIONAL OFFICE FOR THE WESTERN PACXnC 
World Health Organization 

Manila 

1977 



Data and excerpts fra. "Public Health in the Western 
Pacific" may be reproduced provided that the source of the 
reprinted text is acknowledged. For rights of reproduction 
or translation, in part or in toto, application should be 
made to the Regional Office for the Western Pacific 
Hanila, Philippines. The World Health Organization welcomes 
such applications. 

The designations employed and the presentation of the 
material in this publication do not imply the expression of 
any opinion whatsoever on the part of the Secretariat of the 
World Health Organization concerning the legal status of any 
country, territory, city or area or of its authorities, or 
concerning the deltaitation of its frontiers or boundaries. 

The aention of specific companies or of certain 
manufacturers' products does not taply that they are endorsed 
or racoaaended by the World Health Organization in preference 
to others of s stailar nature that are not mentioned. 

11 



\ 

CONTENTS 

CHAPTER I I NTRODUCT I ON ••••••••••••••••••••••••••••••••••••••• 

1. Conceptual framework.................................................................. 1 
2. (werview of the Health Planning Methodology............ 9 

CHAPTER Il PREPARATION FOR PLANNING ••••••.••••••••••••••••••• 15 

1. 
2. 

An"lysis ami promotion oC planning conditions •••••••••• 
Planning for the Planning Process Proper 
(Fig. 2. p. 18) •..•.•••.•.•••••••••••••••.•.••••.•.••••. 

CHAPTER III SITUATIONAL ANALYS rs ............................ . 

1\. 
II. 
C. 
D. 
E. 
F. 

Concept lind principles ••••••••••••••••••••••••••••••••• 
Popula t 10n ........................................................................................ .. 
Annlysis of the health status ••..•.•••••••••.•••••.•••. 
Analysis of ecological factors •• ~ ..................... . 
Heal th resources ............................................................................ .. 
Problem identification and explanation ••••••••••••••••• 

CHAPTER IV PLAN FORtotULATION .................................................................. .. 

A. Concept and principles ••••••••••••.•••••••••••••••••••• 
B.. Pol icy planning .............................................................................. .. 
C. Priority setting ....................................................................... .. 
D. Programme planning: key elements •.•.•••••.•••••••.•.•• 
E. Programme planning: target setting •••••••••••••••••.• 
F.. Design of the health service .•.•.•••••••••••••••••••••• 
G. Programme planning: operational budget (expenditure) •• 
H. Programme planning: capital budget •••••••••••••••••••• 
I. Identification of areas for project development •••••••• 
J. Plan presentation and recycling •••••••••••••••••••••••• 

CHAPTER V IMPLEMENTATION ••••••••••••••••••••••••••••••••••••• 

A. Concept and principles ••••••.•••••••.•••••••••••••••••• 
B. Plan of implementation .•.•••.•••••••••••••••••••••••.•• 
C. Execution ............... ••••••.••••.•••••••••••••••••••. 

.CHAPTER VI EVALUATION AND CONTROL •••••••••••••••••••••••••••• 

A. General concept .••••••••••••••••••••••••••••••••••••••• 
B. Procedure ..•.••.•••••••••••••••••.•••••••••••••••••.••• 

ANNEX A MICRO-ANALYSIS OF HEALTH FACILITIES •••••••••••••••••• 

ANNEX B PROJECT FORMULATION •••••••••••••••••••••••••••••••••• 

ANNEX C GLOSSARY OF TERMS USED IN HEALTH PLANNING •••••••••••• 

111 

I; 

17 

13 

23 
26 
30 
36 
44 
56 

72 

72 
76 
85 
93 
98 

10" 
lb 
125 
130 
nl 

143 

143 
145 
1St> 

1 S7 

157 
159 

166 

175 

179 



f'ORE!mRD 

Planning for health has been an accepted concept for a long time. 
Resolutions of the World Health Assembly and of the WHO Regional 
Committee for the Western Pacific, enjoined health administrations of 
Member States to undertake national health planning that would serve 
the needs and promote the healtl, of their peoples. In the Western 
Pacific Region, intercountry meetings and travelling setlinars were 
organized to stimulate the consciousness and interest of countries to 
undertake health planning. 

Until the middle sixties, the methods applied by many countries in 
formulating their health plans were at best empirical. At that time, 
however. the experiences of institutions and a few governments were 
beginning to emerge, while the United Nations Organization was urging 
governments to formulate their national socio-economic development plans 
in which health was usually a sectoral component. In these encouraging 
circumstances, the twentieth World Health Assembly adopted resolution 
WHA20.53 requesting the Director-Genera1 to "accelerate the progr ..... e of 
training of public health administrators in national health planning 
including health economics". Under this mandate, the Director-General 
initiated a course for WHO staff to train them in the methods of health 
planning. The Regional Office for the Western Pacific was represented 
at the course by two staff members from the Regional Office. 

Planning activities in the Region accelerated in 1968. Health 
planning was the topic of the Technical Discussions during the nineteenth 
session of the Regional Committee in 1968 and health manpower planning 
during the twenty-second session in 1971. The Regional Committee further 
approved a regional programme of WHO cooperation in the training of national 
health staff and in the provision of advisory services on planning to 
countries and- areas in the Region. 

The first training activities were undertaken in 1968 but were 
limited only to WHO staff in the Regional Office and to the \-1\10 
Representatives. A collaborative project was forged between the 
Organization and the Institute of Public Health of the University of 
the Philippines for the purpose of training national staff from countries 
and areas of the Region and for the training and development of designated 
faculty staff of the University who would later assume responsibility 
for training nationals. The training activities were principally arranged 
as international courses at the Institute in Manila. Upon the special 
request of countries, arrangements were also made to conduct country 
courses (Malaysia - 2; Philippines - 1; Republic of Korea - 1) and an 
area course for the South Pacific at Port Moresby. Some 204 participants 
attended these courses, most of whom were nationals. 

The courses dealt with socio-economic development and methods of 
health planning. Prior to 1972 the content of the course followed the 
lines of the PAHO/CENDES methodology, an approach which had been 
introduced a few years earlier in the WHO Region for the Americas. The 
desire to adapt the method to the developing countries of the Region 
entailed some modifications of the contents and the changes were introduced 
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gradually. A study area for the application and testing of the procedures, 
including the modifications, was selected at the demonstration site in 
which WHO was cooperating in Rizal Province near Manila. Additional 
changes made later were in further response to country needs as information 
on the situation in other developing countries of the Region became 
available. Some of these changes were also influenced by the results 
of exchanges between the teaching staff, national health officials and 
course participants and the introduction from other areas of new approachea 
and procedures in the field of health planning. 

Almost from the beginning, it became apparent that a teaching 
manual was necessary for the use of participants. Starting with borrowed 
material from existing sources, efforts were made to develop a manual 
more suitable to regional needs. Development of the manual continued 
during the life of the collaborative project. It was first directed 
towards producing a teaching manual; later on, it was further modified 
to meet not only teaching needs but also to serve as guide to health 
planners operating in the field. It is recognized that in order to 
accommodate the changing needs and requirements of countries and to 
keep up with advances in knowledge and technology further efforts will 
be needed to keep the Manual up to date. 

The Manual as it appears in this volume is therefore the product 
of many years of effort. The methodology was developed from the systems 
concept and liberal use was made of the PAHO/CENDES methodology and the 
Project Systems Analysis procedures introduced by WHO in 1970. An 
earlier draft of the Manual was reviewed by an international panel of 
planning experts composed of a public administrator, a development 
economist and a health planning teacher. The present edition incorporates 
revisions recommended by the expert panel. 

The Manual has been prepared expressly as a gUide to ~ational 
health planning. Although it was never intended to offer a standard 
approach to planning in individual developing countries and areas of 
the Region, it is, nevertheless, hoped that the reader will find the 
contents sufficiently useful as a basis for working out the procedures 
most applicable to his country. A closer examination of the Manual will 
also show that in terms of concept, procedures and techniques. it is 
.at incompatible with other planning methods now in use. 

I wish to avail myself of the opportunity to express the appreciation 
of the Regional Office to the small group of workers who pioneered, 
developed, tested and finally wrote down the combined thoughts and 
experiences which make up this Manual. I should like therefore to thank 
Dr Ezequiel Paz, formerly Medical Officer in the training in the field 
of health planning project, Dr Remigio Mercado and Dr. Jose Cortes, Jr. 
who, during the life of the collaborative project, served as Associate 
Professors of the University in Public Health Administration and Planning. 
I should also like to express my deep appreciation to Dr Andres A. Angara, 
retired Aasistant Director of Health Services, Regional Office for the 
Western PaCific, for the steady and valuable guidance he gave to the group. 
Without their interest, diligence and close collaboration developed 
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during the years of effort, completion, of the Manual in its present 
form would not have been possible. 

7~j.;:9?-
francisco J. Dy, H.D. 

Regional Director 
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CHAPTER I 

INTRODUCTION 

1. Conceptual framework 

1.1 Need for overall development planning 

Many governments of developing countries face the challenge of an ever
increasing popular demand for the upliftment of the general welfare and for 
increased and better health care services despite scarce national resources. 
National administrations must therefore exercise extreme care in the 
deployment and use of the available resources in order that the programmes 
undertaken in response to popular demand can have a maximum impact at a cost 
within the individual country's means. In seeking the accomplishment of 
this aim, national administrations should have the capability of identifying 
their most important and pressing problems and of formulating the most 
appropriate measures for their solution. 

A national administration is primarily concerned with the forward 
movement of the national socio-economic system. This system has six broad 
features which consist of output and income, conditions of production, levels 
of living, attitudes, institutions and policies. National concern for the 
socio-economic system is expressed through a series of well-coordinated 
policies which are designed to ensure the full participation of the different 
sectors of the community_ 

Although primarily interested in their 0\<0 individual areas of concern, 
the different sectors nevertheless take full cognizance of their sectoral 
interdependence with each other to enable fulfilment of the national policy. 

Health is one of the many sectors of the national socio-economic system. 
Considering that planning for health is undertaken in the context of national 
overall socio-economic development, it is essential that the health planner 
should possess a familiarity with the concept of development the better to 
comprehend the interrelationships between health and overall development and 
in order to identify the points of contact and collaboration between the 
overall development plan and the health plan. 

1.2 Planning for health in the context of national overall development 

1.2.1 Concept of development and its relationship with health 

Development has often been described as being concerned with growth and 
structural change. It has also been referred to as a process or a state or 
situation where the production of goods and services is raised in quantity 
and quality and the benefits consequent to this improved production is 
distributed to the most number of people, paying special attention to the less 
privileged members of society. 

Health is generally considered as an objective of the developmental 
proce8s~ A healthy population is one of the most important instruments for 
achieving development. An issue arises, however, as to the priority and 
strategy to be adopted for health in national overall development. For a 
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better understanding of the concepts and issues underlying overall development, 
it is necessary for the health planner to have a better appreciation of the 
socio-economic system and the role of health in national overall development. 

The features of the socia-economic system have been hroadly categorized 
by Myrdal (Asian Drama) as follows: 1 

1.2.1.1 Output and income 

From the economic standpoint, the most important characteristic of tlw 
developmental state is the level of the average output per worker in the 
economy and consequently of the per capita national income. The concern at 
all levels of management is to improve outputs quantitatively anJ 
qualitatively. The implication of such improvement is that increases in til<..' 
levels of earning enable the individual to satisfy his wants for more gOOds 
and services. National economic policies are usun~ly geared to this 
objective together with the aim of achieving real, rather than apparent, 
income increments. Examples of these policies are the rationaliz:ltion of 
wages, rents, interests and profits, improvements in conditIons of production 
and regulations on inflationa 

1.2.1.2 Conditions of production 

This feature deals with the techniques and methods of production and 
capital. The method of production determines the productivity of the econOMy. 
Economic productivity influences in turn the quality of life of the population. 
The production process is therefore an aspect of the social process. 
Improvements in production are introduced through a division ()f lahour which, 
in turn, leads to specialization.. The more divisions of labour there are, the 
more capital needed. The end-result is a capital intensive process of 
production as is found in the economically developed countries. 

In a developing economy, the techniques of production are usually 
unsophisticated and capital is lacking. The low income of the average worker, 
and consequently of the country's population as a t..rhole, is harely enough to 
purchase basic necessities. The amount of savings is very low. Ov~rhead 

capital in the form of roads t railways, ports, power plants, etc. is 
inadequate. At the same time, there is a large number of unskilled labour 
while skilled workers are scarce. The population growth in lhese c()UntrieR 
is frequently high. In this situation, the most frequent means of production 
is labour-intensive and this is associated ... ,ith a way of life different from 
societies engaged in capital-intensive methods. 

1.L.l.3 Levels of living 

Society can succeed in its developmental effort only if a 
level of living can be assured for as many people as possible. 
Nations Statistical Commission has recommended an index of the 

certain r:dnimwn 
The United 

level of living 
reflecting also on some of the measures of development and it has the 
following components: (a) health, (b) food consumption and nutrition, 
(c) education, (d) employment and conditions of work, (e) housing, (f) social 
security, (g) clothing, (h) recreation and (i) human freedom. 

~yrdal, Gunnar. Asian Drama: An Inquiry into the Poverty of ~ationSa 
3 vols., Pantheon, 1968. 
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In a developing country, the mass of the population is not infrequently 
plagued by low levels of living due mainly to low productivity and low 
income a These factors work in a vicious circle wherein the low level of 
living induces low efficiency of labour which contributes to a 101. productive 
output and hence a low income while the low income results in a low level of 
living. 

1.2.1.4 Attitude towards life and work 

In the absence of motivation, development cannot occur. ~1otivation 

issues from an individual's aspiration for improvement and crystallizes in th(~ 
population of a country as a political will expressed through the national 
leadership. Even in the presence of a political will for national development, 
promotional efforts are necessary to educate and remind the population tllat 

development means more outputs and income and hence better living for nIl. 

Tinbergen's "Development Planning" enumerate::;; certain qualities required 
for initiating and sustaining development in the population and these are: 

(a) aspiration to improve its material well-being; 

(b) interest in learning new techniques and accepting innovations as 
these are essential to improving production and help in re-orienting 
directions; 

(c) ability to look ahead and willingness to take a certain degree of 
risk as the installation of capital goods produces results only after a 
considerable time, and because results may prove disappointIng; 

(d) perseverance, ability to collaborate with other people and to 
observe certain rules, because the whole process requires continuous and 
harmonious cooperation if it is to work. 

In the developing economies. there is generally a low level of work 
discipline characterized by tardiness, lack of method, poor adaptability, 
lack of ambition, and a tendency to resist change and experimentation. These 
attitudes diminish productivity while other negative traits associated with 
the country' 5 tradition or culture adversely affect the use of income to 
improve the level of living. 

1.2.1.5 Institutional conditions 

In popular terms, institutions are customary ways of living or customary 
ways of society in getting things done. Institutional conditions are 
pervasive elements in the life of the community as it attempts to satisfy its 
fundamental needs. They are found in all its activities and are maintained 
and stabilized by social regulatory measures. Institutions may be social, 
political, administrative or cultural. 

The national community may have a number of institutional conditions 
which are unfavourable to economic and social development, e.g. unmethodical 
practices 1n enterprise, employment and trade; imperfections in the delegation 
of authority of government agencies; political instability, etc. 
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These institutionsl deficiencies are closely interrelated with each other 
as well as with the attitude of the population. By their effects on the 
conditions of production, levels of living and attitude towards life and work, 
institutional conditions influence the level of income and therefore the level 
of living. A low incoae"and hence a low level of living adversely influences 
the level of education and tends to perpetuate deficiencies in communal 
institutions. 

Removal of unfavourable institutional conditions is necessary in order to 
generate developmental impulses for channelling to the different sectors in the 
cOlllllunity. 

1.2.1.6 Policies 

In the absence of governmental intervention, the national community, as a 
result of the interaction of the first five features mentioned above, may 
stagnate, develop to a higher level or regress to a lower level. To provide 
impetus to the developmental process, changes should be induced in one or more 
of these socio-economic features in order that the general direction of the 
cOlllllunity can be delineated and the activities coordinated. The instrument 
through which such changes are applied is the national policy. 

1.2.2 Multisectoral interrelationships of health 

1.2.2.1 The concept of health 

Health is one of the components of the level of living which, in turn, 
influences the socio-economic system. Health is affected by and in turn 
affects other conditions of the socio-economic system. 

A definition of health is necessary in the context of planning. The 
international definition of health as a state of complete physical, mental 
and social well-being and not merely the absence of disease or infirmity, 
connotes a philosophical and idealized concept which is timeless in its 
flexibility; the definition is however difficult to apply in the pragmatic 
analysis employed in planning. The epidemiological definition of health as 
being "the result of the interaction between the agent, the host, and the 
environment" offers more opportunities for detailed analysis" 

A little modification in the epidemiological definition is however needed 
to make it suitable for planning purposes. Briefly, the planner may conceive 
health as a result of the interaction of the health sector, the population 
and the other sectors of the socio-economic system. This notion underlies 
the systems approach to planning which, simply stated, means that in health 
planning consideration is given to the influence of the factors of the whole 
system and of the impact of health on these other factors. 

In analyzing the health situation, it is therefore important to review 
relevant factors of the whole socio-economic system. It is further important 
to analyze the concerns of health and define which among these concerns lie 
within the boundaries of the health sector, determine the concerns shared 
between the health sector and another or other sectors and identify the 
concerns which belong exclusively to the other sectors. In the process, the 
health planner establishes the boundaries of the health sector and at the same 
time identifies other health components for which other sectors are responsible. 
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1.2.2.2 The social services 

The concerns of the social services relate to and may incorporate h •• lth 
components in their make up. A review of the different social services will 
reveal functions or responsibilities that pertain to the following: 

(a) Population planning 

(b) Education 

(c) Health 

(d) Social welfare including relief 

(e) Community developMent 

(f) Housing 

(g) Environmental health protection 

(h) Social security including health insurance 

(i) Children and youth development 

(j) Protective services and public safety 

(k) Consumer protection 

(1) Culture, recreation and leisure 

(m) Provisions for special groups (e.g. racial minorities, the 
handicapped, the aged, migrants, tourists, etc.) 

(n) Religious services 

(0) Employment and income maintenance 

(p) Social defence 

1.2.3 Health planning snd development planning 

Planning for health is concerned with raising the capability of the 
health service from its current level and scope in the frame of the country's 
political system and resources. Its aim is to deliver health services to the 
greater majority of the people as close as possible to their domiciles. The 
ultimate goal is to raise the level of health of the population. 

In planning for health, service delivery is a fundamental consideration. 
Two basic problems encountered in the delivery of health services are 
insufficient coverage and inadequate quality of care. These problems may be 
tracesb1e to: 

(a) Technology. This may be unsuitable, cumbersome, limited in 
impact and diffusion and expensive or unacceptable to the population, etc. 

(b) Manpower. This may be inadequate in quantity and quality, inefficient, 
lacking in motivation, or wrongly di.tributed, etc. 
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(c) Facility. This may be insufficient, inadequately supported, poorly 
located and of unsuitable construction. 

(d) Procedure. This may be cumh~rsome and time consuming, rigid, 
difficult to underst~d and unresponsive to service demands. 

(e) Organization. There may be overlapping, duplication or conflict 
between related services. 

(f) Policy. This may be lacking, unrealistic or outdated. 

(g) Accessibility. Problems may be due to geography, difficulties of 
transport, etc. 

(h) Financial Insufficient funding. 

(i) Motivation. The population may not know or appreciate the services 
available to them. 

A common problem of social services, including health, is the low priority 
given by many developing countries to the social sector. Operationally, the 
low priority may stem from difficulties encountered in justifying social 
services as an economic investment under the overall development plan, 
resulting from inadequate knowledge or poor preparation of staff in social 
and health planning. 

Because of insufficient coverage and low quality of the services 
delivered, the levels of the areas of concern of the different social sectors 
may be unsatisfactory. Considering the interdependence of the different 
social sectors, problems eXisting in one sector may affect other units in the 
social sector and in the economic sector as wel1~ 

It is the responsibility of the national leadership to draw up a 
societal image of the country's future and the broad strategy it would employ 
to achieve its goals. This assumes possession by the leadership of a good 
grasp of the national socio-economic system including its problems and of 
feasible alternatives for developmental and remedial action. The formal 
expression of these views by the national leadership becomes national policy 
statements thereby providing the guidelines for the different sectors of 
planning. 

Such policy statements, together with intersectoral and intrasectoral 
consultations and coordination, enable the coordination of health planning 
with other planning sectors, including overall development planning. 

The points of coordination between health planning and the development 
planning lie mainly in the main objectives, the priorities and the strategies 
to be employed. 

More specifically, a health plan gives support to the overall development 
plan by the following means: 

(1) It raises the relevance level of services in the development plan 
intended to meet the people's needs. Health care delivered to the community 
serves one of the fundamental needs of the popUlation. 



- 7 -

(tl) An equity4lued health plan is very efficient 1ll red1stributiD& 
benefits u well .. 1llcoma ad thu8 prcw1des a fllYourable out~ ill 
situatiou where other sectors fail. It renders services for all ( •••• 
prevent10ll of aalaria 1ll a ,iveQ area benefits both poor and rich). 
Furtheraore. the health s.rvice is OIlS of the aost labour-1llteuive 
industries ... d thua cr .. tes aplo,aeat opportunities for the population. 

(i11) At the project level. the health plan can provide remedies for 
anticipated .. jar neaative side-effects of davelopaeat projects (e ••• 
environaental pollution 1ll SODe 1lldustries) throuah 1lltroduction in advance 
of necessary preventive _asures; it is therefore justifiable to 1llcorporate 
a health eleaent in the costing of projects. One of the concerIUI of health 
planning is to make a positive contribution to labour productivity. and 
provision for it is therefore an 1llvestaent 1ll national development. 

(iv) In relation to the services cit" UDder (i) and (11). tbe health 
plan promotes public confidence in the ,overaaent and tbus contributes to 
national unity. 

1.3 The planning process 

1.3.1 Definition 

Planning is concerned with the future; it saploys a systeastic process 1ll 
which a series of deliberate steps are taken to identify problems and to 
determine the reasons for their existence; the most appropriate solution ia 
then selected from among possible options for solvinl each identified problem. 
with particular attention being given to the most t.portant onea. Plann1llg 
can be applied to a circumscribed system like an ..-cy ... 1ll _ .. erial 
planning, or to an open system such as national plaaaini. 

1.3.2 Relationship with the administrative process 

In Simplistic terma the administrative proceaa conaiats of pl ... ninl. 
implementation and evaluation. The taslta of org_izina. directinl. 
coordinating and controlling are undertaken in order to impl...ut what has 
been planned. An evaluation is made for the purpose of ascerta1llina plan 
outcomes and to institute redirection where necessary; in this sanae. 
evaluation is the starting point of either a coaplete or partial planning 
cycle. 

Planning delineates the major probleas. formulates solutiona for these 
problema. and determines the .... power. _terial. facility. organization _d 
monetary requirements of the reca.mended solutiona. 

Needless to say. implementation and evaluation need also to be planed. 
just as the planning process iuelf hu tD be pI ..... _1_c .. .. evaluatecl. 

1.3.3 Nature and levels of responsibility in health planning 

The adainistration of health aervices ia usually divided into different 
levels of authority and responsibility. Theae are the national (or top or 
central) level. intermediate (or .iddle) level. and the local (or field) 
level. 
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Ideally, the planning process should involve all levels and all the 
sub sectors of health. The planning process differs from country to country 
due to such factors as the political-administrative system, the levels of 
sophistication in planning and individual country usages or practices. 

In most countries, the central or national level takes up most of the 
planning responsibilities but there is always participation, differing only 
in degree, from the other levels and subsectors. The local levels are almost 
always involved in the collection of information and data and in giving an 
indication of their problems at an early stage of the process while the 
private health subsector participates either through a seat on the nat ional 
advisory committee for health planning (or its equivalent or through 
consultations in the areas of its concern during the situational analysis and 
formulation phases of planning. 

Planning at the national level is generally regarded as a broad under
taking which is directed towards the formulation of health policies, national 
aggregated health programmes and projects. 

Planning at the intermediate level (e.g. state/provincial) is concerned 
with the implementation of national aggregated programmes and projects in 
aspects pertaining to its level and with the formulation of health programmes 
and projects at the intermediate level. 

Planning at the local level deals mainly with the details of 
implementation of national programmes worked out at the intermediate level 
(e.g. targets to be accomplished, proper performance of techniques, reporting 
of data) and of regional programmes and projects formulated at the 
intermediate level. The functions at this level are concerned with the 
details of implementation, including the execution of specific changes for 
services improvement as provided in the plan. 

1.3.4 Contents of the National Health Plan 

The end-result of the planning process is the plan document. A national 
health plan should contain the following: 

(a) National direction or policy which includes the main objecti~es; 
priorities and broad strategy; 

(b) Programme plans which will implement the policy; 

(c) Project plans which will develop the capability for the programmes. 

The national health plan should further provide general schemes for 
implementation and evaluatien and, as pointed out in section 1.3.2, it must 
state the required manpower, material, facility and organizational and 
monetary needs. 

In elaborating on policy, programmes and projects, the following basic 
criteria, among others, are used: relevance, equity, efficiency, resource 
limitations, acceptability and public involvement. 
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1.3.5 Pre-conditions for health planning 

The success of planning will depend on the following: 

1.3.5.1 A political decision to plan 

As mentioned earlier, national development ia contingent on a political 
decision at the highest level. Health planning is stap1y a component of 
developaent planning. 

1.3.5.2 Intrasectoral commitment 

The health sector must be aware of the problems and be willing to accept, 
support and implement changes. A favourable attitude on the part of the 
health sector is thus crucial and it can be promoted through a better under
standing of the aims of planning, the health probleaa that need solving and 
the resource limitations of the country. 

1.3.5.3 Planning organization 

Planning skills must be developed and organized. A country should have 
the organization to undertake overall socio-economic development planning, 
including sectoral planning. Proper representation of important concerned 
interests must be secured. 

1.3.5.4 Availability of data 

The following types of data are required: 

(a) Demographic data from national, regional and local levels; 

(b) Vital and health statistics on natality, mortality, morbidity, and 
service statistics; 

(c) An inventory of health service institutions, including training 
institutions and information on health manpower; 

(d) Information on the current nations1 economic situation; 

(e) A statement of the financial allocations to the hes1th service. 

2. Overview of the Health Planning Methodology 

2.1 General considerations 

Over the years, a number of planning methodologies (or methods) have been 
developed. Some of these are suited for national health planning, while 
others are suited for health progr .... s or project planning. Planning methods 
vary in their degree of sophistication. Planning needs preparatory activities 
before actual planning can be carried out. In general. four general atepa are 
involved in the planning process, viz., diagnostic or analytical. formulation, 
implementation and evaluation. 
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The methodology described in this MANUAL is derived from and has 
been supplemented by material from many sources. The method herein 
presented should be regarded as an approach which can be adapted to the 
particular situation prevailing in a country. 

The health planning organization in a country would need at least two 
components, viz., an advisory body to the national health authority and a 
secretariat component which may be called the health planning unit. 

2.2 Preparatory activities 

It is difficult to identify what activity should mark the beginning of 
the planning process proper as some consider the preparatory activities as 
already a part of the planning process. It is important to recognize that 
preparatory activities must be carried out carefUlly. Should any preparatory 
activi ty be inadvertently overlooked, it should receive iaunediate 
attention even though the planning proper may already be underway. 
Preparatory activities consist of: (a) the analysis and promotion of 
planning conditions (section 1.3.5) and (b) the planning for the planning 
process proper. 

The chapter on preparatory activities must be read carefully before 
proceeding with the succeeding chapters because a number of substeps in the 
methodology are continuations of the substeps which are initially taken up at 
the preparatory phase. 

2.3 Steps under planning proper 

A flow chart of the health planning methodology as employed in the 
MANUAL may be gleaned from Fig 1 on page 14. 

2.3.1 Substantive steps in the planning proper begin with the situational 
analysis (or "diagnosis") which is concerned with the study of the population, 
relevant ecological factors (e.g. economiC, social and environmental, etc.), 
health resources and the levels of diseases and conditions existing in the 
country and as projected over the planning period. This results in 
identification of the problems and the factors responsible for these problems 
(obstacles and deficiences or "constraints"). Further analysis is made to 
determine the extent to which these problems can be overcome through changes 
or development which can be introduced into the health system with the primary 
aim of protecting the health of the population. 

2.3.2 The plan formulation step comprises four parts, vb.: 

(a) Setting of the overall health policies; 

(b) Drafting of the overall health service design; 

(c) Planning of programmes; 

(d) Identification of technical areas for project development. 

Following analysis of the problems and of the obstacles and deficiencies 
(or constraints), the overall health policies are defined in terms of main 
objectives, priorities and general strategy. Issues (i.e. differences of views) 
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may ~rge in the process of decidiAg which probla.s I~e the .. at iMport8Dt 
and the measures to be taken for their solution. In aDT c .... a dea-tOli OIl 
the strategy is finally reached indicating the progr ..... to b. carried out 
according to their priority ranking. 

There are three types of programme in a plan. viz •• ba.ic or 
operational programme. (e.g. ..dical care, .atarnal and child h.alth, 
including family planning, environ..ntal health, etc.); supportive progr ..... 
(e.g. laboratory •• rY1cea) and genera~ programmes (e.g. general ada1niatration). 
Each programme must have specific objectives, priori tie., target., 
strategies and resource provisions. 

The overall health service design is developed Simultaoeoualy with 
prograDlllle formulation and with guidelines drawn from. the general health 
strategy. The health service design as used in this MANUAL will refer to the 
health service network to be involved during impleaentation and will coapris. 
the technical and administrative levels of operation. the type of health 
facilities to be operated, the referral system, the organizational structure 
of the whole network, and the staffing pattern of head offices. 

In conSidering programme requirements and the recommended health service 
design, operational and capital expenditures are worked out in terma of 
manpower, facilities and funds. 

Finally, in the consideration of means to raise heai th service capabi11ty 
in carrying out programme objectives, technical areas requiring project 
development are identified and very rough estimates of project costs are 
made. These estimstes are added to previous estimates of operations and 
capital from which total plan requirements are made out. 

The formulation phase ends with the final clearance of the plan proposal 
at various decision-making levels. 

Not infrequently, proposals for plan requirements (e.g. funds) come to more 
than the available resources; when this happens, the plan has to undergo 
recycling keeping in mind the approved priorities. 

2.3.3 Although plan implementation and evaluation are not normally included 
in the regular planning exerCise, the planning for implementation and 
pl..-1Aa for evaluation still fall within its scope and should be prepared. 

During the implementing phase, two activities of immediate interest to 
the health administrator are the preparatory and developmental activities 
and the actual delivery of health care services in the quantity and of the 
quality speCified in the plan. 

2.3.3.1 Preparatory and developmental activities 

The principal concerns here are: 

(a) The disaggregation of the health plan into the different 
administrati.ve groupings of the country which will show the distribution of 
the health service tragets, of the health objectives and of the resources, 
by geographical areas. 
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(b) The planning of projects for the removal of identified obstacles 
and deficiencies or constraints in the health service as will enable the 
achievements of plan targets. Examples of projects are training, 
administration improvement, strengthening or improvement of ability to 
manufacture biologicals and drugs, construction, research etc. 

(c) The orientation of staff immediately concerned with (a) and lb). 

(d) The implementation and control of planned projects and changes. 

2.3.3.2 Delivery of health services 

(a) The disaggregated health service targets mentioned in 2.3.3.1 above 
are further studied by local implementing units for the following purposes: 

to draw up targets for shorter periods (e.g. during the first yesr 
of the plan monthly, bimonthly and quarterly targets); 

to reach an understanding on cooperation and coordination with 
other agencies as regards their contributory roles in target 
achievement; 

to determine periodical resource requirements (e.g. for the year) 
for the information of higher levels of the health administstion; 

to arrange for monitoring activities within the frame of the 
health plan. 

(b) Actual delivery of health services. 

2.3.4 Evaluation 

Ease in drafting an evaluation scheme largely depends on the way the 
health plan is formulated. A good plan should have built-in evaluation 
guides. In such a situation, evaluation indicators can easily be identified. 

The overriding concern of evaluation is to determine the plan impact on 
the health conditJon of the country. With few exceptions, health problem 
reduction attributable to short or medium-term plans is difficult to assess 
because of the short time span. To simplify this process planners try to 
determine the extent to which the objectives contained in policies, programmes 
and projects have been achieved. The sequence of the evaluation can be either 
poliCies, programmes and projects or projects, programmes and policies. In 
applying the latter, the objectives of projects are assessed in terms of their 
accomplishments; the impacts of project accomplishments on programme 
performance are next examined; finally, programme impacts in relation to 
achievements of the main objectives are assessed. 

2.4 Interaction of the steps and substeps 

In going over the different steps and substeps of the planning process, 
the methodology should be construed as in no way bein~ strictly unidirectional. 
Considerations taken and adjustments made move forward and backward as may 
be required in the steps and subste?s in iterative fashion. 
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The following are examples of how the steps and substeps of the 
planning process interact: 

(a) The situational analysis should be as c~plete as possible. During 
the analysis, new or unexpected policies and/or events aay alter the diagnosis 
of the 8ituat1on (e.g. the recent energy crisis, a change in manpower policies, 
a change in fOrlll of govermoent or receipt of inforaation on health .. rkedly 
different fr~ that used, etc.). In such situations, the planner must 
review and make adjustments to his findings in the light of the change(s). 

(b) During plan formulatinn, certain information not taken up during 
the situational analysis may be needed. In such a case, the planner should 
revert to the pertinent aspects of the situational analysis to obtain the 
information. 

(c) In setting up targets at a time when there is no reliable indication 
of the budget ceiling, planners make their estimates on the basis of 
epidemiological and a~inistrative possibilities. Once the ceiling is firm, 
however, s recycling is made in order to adjust targets to the resource 
allocation, taking due account of the priority rankings. The outcoae may aean 
adjusting the health service targets and this may require an adjustment of 
the programme objectives or even of the plan's main objectives. 

(d) In deciding on priorities and on the basic strategy, technical 
and administrative justifications are prepared in support of the proposals; 
the final decision however is made only by the political authority. 
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CHAPTER 11 

PREPARATION FOR PLANNING 

The preparation consists of an analysis of the conditions for 
planning and planning for the planning process. 

1. Analysis and promotion of planning conditions 

1.1 It ia necessary to ascertain the existence of a political will on 
the part of the national government to accept and implement major changes. 
This national will may be inferred from formal statements of the highest 
political authority or body, from directives issued by the political 
authority to government agencies and by means of legislation or such 
similar measures. It is desirable to proceed a step further by finding 
out the gCj!vernment's commitment to undertake planning. This may entail 
a review of preV10US statements of government intent10ns and a compsrison of 
them with the nature, circumstances, intensity and timeliness of the 
actions taken and the results aChieved. If the government or the 
national administration is new, an insight may be gained from the psat 
record of the party in power or its leadership and of individuals appointsd 
to key positions. 

If a decision to plan is lacking, it will be necessary to determine 
the substance, direction, coverage and intensity of the promotional 
activities to be undertaken. For this purpose, attention may be given to 
the following: 

(a) Government's understanding of the planning process and whether 
interest in planning is widespread or limited only to a few top officials. 
Note should be taken of the following: 

(i) That planning is necesssrily a time-consuming undertaking; 

(ii) That planning does not answer all problems of developing 
countries and may in fact bring out previously hidden 
or unrecognized problems; 

(iii) That the "planning models" of other countries are not 
necessarily applicable to a specific country situation 
because of differences in their economic, social, political 
and cultural characteristics; 

(iv) That while a plan is the formal output of planning, it 
does not always mean that it is the product of a sound 
planning process. A sound plan can be judged only by its 
contents and the way it is formulated; 
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(v) That planning can be used for two purposes, vi~., to 
maintain the ~ quo (in which case its concern is 
efficiency) and to reapond to developmental demands 
(in which case structural and substantive changes are 
introduced and efficiency ia promoted); 

(vi) That planning is s continuous process; 

(vii) That in planning the introduction of change requires a 
clear and firm governmental commitment and acceptance 
of the consequences of change. 

(b) That government interest would imply support of nat10nal socio
economic development which means the involvement of all sectors and its 
readiness to make firm snd consistent strategic decisions. 

(c) The involvement of different seats of decision-making during 
the plann1ng process. 

(d) The mental attitude to planning of the political authority. 

(e) The esteem and importance given to the planning organization 
by the government. 

(f) The existence of vested interests which may seek to undermine 
or reVerSe the national decision to plan. 

Promotional activities are directed to inatitutions, groups or 
organizations within and outside the government through the usual 
communication avenueS like meetings, conferences, etc. It is desirable 
that a group undertakes the broad analysis of the country situation with 
a view to focusing attention to and finding solutions for the prevailing 
problema. In many instances, a government decision to plan may exist 
but a firm commitment to purposeful action may be lacking. Promotional 
activities to correct this obstacle are therefore necesssry. 

1.2 Analysis of the organization and skills for planning 

The structure, functions, sectoral composition and procedures of the 
national overall planning body should be familiar to the heslth plsnner. 
It is likewise desirable for him to know if the other sectors have their 
own planning bodies. Such information will enable the health planner to 
know the procedures by which the health proposals are incorporated into 
the national socio-economic development plan; get acquainted with the 
relationships of the national health planning body with other planning 
bodies; and ascertain which body should be approached for consultative 
purposes. 

It is further neceasary to study-how the health sector is constituted 
and how its planning is to be carried out. An aasessment is then made of 
the number and quality of planning skills and the supportive personnel 
needed. A review of the biodata of staff 1n the health ministry is then 
made together with a search for other possible sources of the required 
skilled manpower such as other institutions in the health sector and in the 
universities. 

1\ 

1\ 

I 
1 
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1.3 A final and essential requirement is to ascertain if planning data 
are available, in IoIbat forma they extat and their sources. 

2. Planning for the Planning Process Proper (Fig. 2, p. 18) 

2.1 An organization, either formal or ad hoc, is constituted to OVersee 
the planning proceas. This normally has two components, viz., a oational 
advisory health planning body and a technical secretariat which functions 
as the planning unit. 

2.1.1 National adVisory body for health planning 

In concept, this body is sdvisory to the national health authority. 
Its te~s of reference should indicate recommendatory functions on health 
policy and legislation besides an elaboration of its role in the planning 
process; examples of the latter may be seen in the follOWing: 

(a) initiating or reviewing policy and strategy proposals and 
submitting appropriate recommendations to the health authority; 

(b) considering plan proposals including its component programmes 
and projects and deciding on necessary adjustment for the action of the 
planning unit; submitting the plan proposal and its subsequent revisions, 
if any, for the approval of the health authority; 

(c) reviewing the progress of plsn implementation at regular intarvsls; 

(d) reviewing evaluation reports and considering proposals for 
modifications and revisiona of the plan. 

The composition of the body can be varied but would normally consist 
of the technical and administrstive heads of branches of the ministry of 
health and usually a representative from each of the following organizations 
or agencies: the national overall development authority, the finance 
ministry, the health professions (as a group), voluntary health organizations 
interested in health (as a group), and the private health Sector (as a group). 
The Chairman will be the DIOst senior member of the ministry below the level 
of the Minister, preferably the Vice-minister or his equivalent. The 
Secretary of this advisory body will be the head of the health planning unit 
upon whose recommendation the Chairman will co-opt technical and 
administrative heads of the Ministry for consultations and discuasions and 
invite representatives from other ministries and agencies and from the other 
sectors. The individual members receive their appointments from the health 
authority and have a fixed term of office preferably with different expiration 
dates. 

2.1.2 Health Planning Unit 

It is desirable that a planning 'unit be established at the central level. 
The composition of such a unit could include a health administrator-planner, 
technical personnel for the collection of information and data needed in 
planning and a complement of clerical assistance. The staffing comple_nt 
may be expanded depending upon the sophistication of the methods used and the 
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reaourcea available. The planning officer should be of senior rank 
equivalent to the heads of bureaus or offices in the m1niatry and 8hould 
have direct access to the health authority. He ahould a180 have authority 
to communicate directly with the technical divisions for consultations and 
to obtain information. 

2.1.3 Subordinate levels of planning 

In countries having regionalization or localization of health 
administration, corresponding units of planning may be e8tablished within 
the frame of their delegated authority but their planning will receive 
direction from the central level and be within the freae of the nstional 
health plan. 

2.2 The Planning Unit should first give attention to the different agencies 
and institutions involved in the planning process. This meana identifying 
and undertaking a broad analysis of the health sector together with its 
components, and selecting those which would be deeply involved in the proceas. 

2.2.1 Identification of the health sector and its components 

The term health sector is used to indicate the groupe of service8 or 
institutions in the community which are concerned with the heslth 
protection of the population. 

Identification of the health sector in a country would require: 

2.2.1.1 A recognition of the accepted or more widely accepted role of the 
health institutions and services in the country based on legal, political 
and/or technical criteria; and 

2.2.1.2 A fsmiliarity with the health sector composition in terms of 
agencies discharging responsibilities for the health protection of the 
population. 

2.2.2 Description of health sectoral components 

2.2.2.1 Health sectoral agencies may be grouped into three main categories 
according to the nature of their operations, viz.; public or governmentsl, 
private and mixed (i.e. partly private and partly governmental). 

2.2.2.2 The major features of each subsectoral component are comprised 
mostly of the preventive, promotive, curative, rehabilitative, supportive, 
etc. functions. 

2.2.2.3 . The types of faCilities, if any, operated by each Bubsectorsl 
component are then enumerated. 

2.2.2.4 The geographical distribution of the services is described as 
to their distribution (e.g. widely or limited, etc.). 

2.2.3 Selection of agencies/institutions 

If there are many agencies, a selection is made from the listing 
as direct involvement by all agencies/inStitutions in the planning proceas 
Will make its management unwieldy; however, if there are only a few agencies, 
it may be possible to involve them all. 
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Salection of the agencies can be made according to the following 
criteria: legal statua of the agency snd geographical distribution of 
the _nices. 

Other .. eneiee may be included depending upon the avsilability of 
information (e.g. those with big budgeta, large number of facilities, 
strong interest in the plsnning process, etc.). 

the .. lected agencies will be consulted either directly or through 
their participation in the advisory c:omm1ttee on planning. lbo .. IIDt 
selected vill be taken into account through considerstion of the activities 
they perform and the contributions they can make in the course of the 
planning; they can also be co-opted for the meetings and consultations in 
matters of concern to their operations. 

2.3 Determinina tbe plann1Da method to be followed 

It will be necesssry to decide the technical procedures to be employed 
during the planning proper. the basic steps consisting of the situational 
analysis, formulation, implementation and evaluation will .. rve aa the 
general frame but the degree of sophistication in which each step is carried 
out will depend on the aveilable planning expertiae, the planning information 
obtainable and the extent of support given to the planning. Whatever method 
is selected, the following criteria should be satisfied: 

2.3.1 The approach should be logical and systematic; 

2.3.2 The planning should be total but a180 fleXible; it should permit 
adjuatmenta to match country requirements; 

2.3.3 The planning should be uaeful to both the central, intermediate and 
local levels of planning; 

2.3.4 The planning should be capable of permitting formulation of the 
health plan in the context of overall development planning; 

2.3.5 It should incorporate provisions for the improvement of planning 
information; 

2.3.6 The planning enould be broken down into aelf-contained phases to 
permit effective monitoring and control. 

2.4 Levela of planning and manner of evolv1Da tbe plan 

the levels of planning are derived from the seata of decision-making 
and the availability of planning expertiae. A deciaion to plan from the 
top to the lower level, or from the lower to the top level, or by a 
combination of both, will depend lik~iae on the site of deciaion-making 
and the expertiae available at the different levels. 

2.5 Flanning is made up of atepa and sub8teps. The time 8chedules for 
tbe completion of each of theae steps are drswn up and the corresponding 
officea and staff and the 8upport needed are decided upon. 
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unit drafts the init1al terma of reference for the 
The terms of reference provide the init1al guidelines 
in effect, describe the general characteristics of the 

2.6.1 The minimum contents of the terms of reference mould include 
specific statements on the following: 

2.6.1.1 Whether the draft plan will consiat of policies only (directional); 
or poliCies and administrative requirements (directional and admin1atrstive) 
or include as well salient implementing details (operational); 

2.6.1.2 The degree of involvement of the health sectoral components 
(comprehensive or partial); 

2.6.1.3 The special problems to which the plan will addreas itself; 

2.6.1.4 The priorities and strstegies to be made within the fr ... of the 
na tional policy; 

2.6.1.5 The time span of the plan. 

2.6.2 In order to determine the contents of the terma of reference, it 
will be necessary for the Planning Unit to: 

2.6.2.1 Consider government's expectstions on the extent of plan detaila 
and the duration of the plan. It will thua be possible to decide whether 
the plan is to be only directional, directional-administrative or in 
addition, also operstional. 

2.6.2.2 Review the national policies, the objectives of the national 
develo~ent plan (if there is one) and the functions of the Kin1stry of 
Health. This review will reveal what the national administration 
reco8ni~e8 as its important problems, its priorities and what it intends 
to do and bow. The Planning Unit should put on paper the health 
implications of the national policies and objectives including its viewa 
on what the health sector's contribution will be. 

2.6.2.3 Make a very broad snalysis of the situation from 
information obtained from annual reports, from discussions with leaders 
in the health sector and from reviews of position papers or technical 
documents on the subject matter. 

2.6.2.4 On the basis of 2.6.2.2 and 2.6.2.3, determine if possible 
the extent of involvement of the different components of the 
health sector, the health problems to be tackled and the prioritiea and 
strategies to be proposed. 

2.6.2.5 Consider the time span of the national development 
plan and the tenure of office of the national administration. 
These will enable the determination of the time apan of the health plan. 

2.6.3 In addition to the written terma of reference, there are implicit 
principles of planning to guide the planner in hia undertaking. Theae are 
recognition of: 
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2.6.3.1 the criteria of equity, efficiency and effectiveness; 

2.6.3.2 the scope and purpose of the plan unless otherwise specified; 

2.6.3.3 the demand and resource-orientations of the plan; 

2.6.3.4 the different levels of decision-making whose collaboration should 
be an object of promotion and with which consultations are made during the 
planning process; 

2.6.3.5 the need for popular partiCipation in the plann!ng process; 

2.6.3.6 the need to promote and develop self-reliance. When needed, 
acceptance of external assistance should not infringe or compromise national 
sovereignty or diminish national self-respect. 

2.7 After accomplishment of 2.2 - 2.6, the Planning Unit convenes a 
meeting of representatives of agencies/units which will partic~ste in 
the planning for the necessary briefing on the methodology, assignments, 
time schedules and support requirements. The group is then asked to 
review the drsft terms of reference for any possible modifications. A 
report of the preparatory steps, including the agreed terms of reference 
is then forwarded to the advisory committee on planning for clearance 
before its submission to the national health authority for final approval. 



- 23 -

CHAPTER III 

SITUATIONAL ANALYSIS 

A. CONCEPT AND PRINCIPLES 

In planning literature, the term situational analysis is equated with 
"diagnosis", "evaluation" or "appraisal" of the situation and "cOllllllunity 
diagnosis". The aims of the situational analysis are: 

(1) to describe the current situation from the standpoints of 
population, health status, health resources and the ecological (or socio
economic) factors; 

(2) to determine the trends in the aforementioned factors; 

(3) to project the health status during the planning period; 

(4) to identify the current problems snd their underlying causes 
(or assessment and explanation). 

Descriptions of the above will cover a specific period of time and 
are facilitated by the use of previously selected indices. 

The procedures concerned with the situational analysis take the 
following sequence: 

(i) defining baseline information as a starting point which is 
usually derived from the nearest complp"eu reporting period; 

(1i) establishing a trend in the past for the same information as 
in "(1)" which is based on a series of the recent past (e.g. two to five 
years) completed annual reports. 

While the analysis should be as comprehensive as possible, planners 
are not infrequently assigned the formulation of plans for only specific 
programmes. The analysis has two dimensions, viz., geographical and health 
activities. Whatever the decisions made, it is assumed that the analysis 
will cover the ent1re health system. 

The descriptive part of the situational analysis should be objective, 
i.e. facts are described as they are and not as one may wish. 

In summary, the situational ana}ysis consists of: 

(a) a description of the past status of the health systen components; 
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(b) a projection of the behaviour of the health system components 
in the future; 

(c) the identification of current and expected problems; 

(d) the determination of the causes of observed problems; and 

(e) an indication of the areas where changes in the health system 
are to be introduced. 

The following sequence is adopted in elaborating the various substeps 
of the situstiona1 analysis: 

(J.) Popula tion 

Information for the baseline year 

Total popu1stion 
Age snd sex structure 
Density 
Other relevant information 

Projection 

Ra tea 0 f change 
Projections as such 

Further consideration 

(B) Health status 

Date and sources 
List of leading causes of mortality, consultation and 

hospi taliza tion 
Quantification of deaths, consultation and hospitalization 

for the baseline year 
Rates 
Other relevant information 
Projection of natural trend factors 
Adjustment of projections 
Further consideration 

(e) Ecological factors 

List of relevant eco1ogicsl factors and their sources 
of information 

Relevant data 

Economic indices 
Social indices 

Communication and transt'ortation 
Education 
Housing 
Electrification 

II 
II 

]I 

II 
II 

!! 

I 
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Environmental indices 

Safe water supply 
Human waste disposal 
Industrial waste dispossl 
Food establishments 

Food conauaption aDd supply 
Influence of ecologicsl fsctors on the health status 

Trend of ecological factors 

Further consideration 

(D) Health re80urces 

Identification of intersectoral relationshipa 
Analyais of intrasectoral relationships 
Analysis of health facilities 
Analysia of key heslth manpower 
Financial analysis 
Inventory and appraisal of health projects 

(E) Identification of problema and their expls~ 

Introduction 
Identification of problems (asaessment) 
Standarda/norma 
Criteria for and procedure of comparison 

Current situation in relation to projected situation 
Projected situation in relation to standards/norma 
Current aituation in relation to standards/norma 

Explanation of causea of problema (anslysis of constraints) 

Categories in the classification of constraints 

Preparation of the master list of constraints 
Simplified list of constraints 
Identification of key constraints 
Degree of removability of constraints 
Final list of constraints 
Identification of areas of change 
List of specific changes 
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B. POPULATION 

1. General consideration 

1.1 Purpose and expected results 

This sUDstep describes the composition and distribution of the 
population and its expected rate of growth. It is essential to the 
analysis of diseases/conditions (e.g. in the computation of rates and 
the assessment of programme accomplishments) besides providing a base
line for the projections covering the planning period. The results of 
this substep are information on the baseline popalatioD by age and 
geographical distribution (and where feasible its breakdown into urban 
and rural distribution), information on the population profile up to 
the planning horizon (i.e. the end of the planning period) and information 
on the national ,growth rate. 

1.2 Information needed 

Past two census repor ts 
Population survey reports 
Vital statistics 

1.3 ~ 

Health planning unit stsff 
Demographers 

1.4 Flowchart on Population Analysis (Fig. 3, p. 27) 

2. Elaboration 

2.1 Information for the baseline year 

2.1.1 Total population and geographical distribution 

The cities, districts, etc. in the planning area are identified and 
classified according to some agreed criteria (e.g. whether urban or rural). 
Their populations, obtained from the most recent estimates, are collected 
and consolidated. Data for states, prOVinces, etc. and for the whole 
country are then computed simply by addition. A percentage distribution 
of the population according to its political-administratlve groupings 
is further made in summarizing the findings. 

2.1.2 Age and sex structure 

From the census, surveys or most recent estimates, the percentage 
distribution of the population according to age and SeX groupings in rural 
and urban districts or cities are computed. These figures if applied to 
the totals computed in 2.1.1 above, will give the actual age and sex 
structure of the population. 
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A finer breakdown by year for the __ age grcNpr (e.g. under 
one year, 1~4 years, etc. or by single years from Ifl4 years) aay ~e 
useful in the process of formulating the plan. A general percentase 
distribution according to ase in relation to urb.n and rural residence 
can be eomputed and stored for future steps. 

2.1. 3 Density 

The land area of each city, tmwn and district when related to the 
corresponding population, will give the population density per square 
kilometre/aile. . 

2.1.4 Other relevant information 

Information on total births and deaths is obtained from sourcea such 
as vital and health statistical or similar reports,from health offices or from 
civil registration units. Based on these data, the crude birth and desth 
rates and their geographical distribution are determined likewise; the 
natural growth rate is also computed. 

Population movements (immigration, emigration and internal migration 
or "transmigration") are calculated as well. 

2.2 Population projection 

2.2.1 Rate of change 

The rate of change can be computed from the two preceding censuses 
from which derivation may be made of: 

(a) the overall rate of change 

(b) the overall rates of change.for the rural and urban populations 
and 

(c) the rate of change for each city, town, district, etc. 

The resulting rates are then applied to the baseline population. This 
method of calculation assumes that the age composition of the populstion 
will not change during the planning period. 

A more accurate, but time-consuming calculation is by computing the 
change factor for each age group. 

A formula. for computing the change factor is 8S follows: 

8 (A - B) 
B 

~n 

where: A - the population at the last census 

B • the population at the next earlier census 

n • the number of years between A and B 

~ a annual rate of change 

• 
See also Section 3. "Further consideration." 
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Thus, if: 

Then: 

A 1 950 000 

B 1 500 000 

n 10 years 

1950 000 - 1 500 000 .. 10 •• 03 
1 500 000 

2.2.2 Projection 

The annual rate of change (i.e. 0.03 in the example above) ie then 
added to I, res~hting in 1.03 in the example above. The radical 1.03 i. 
raised to the n power and fHltiplied by the baee population to obtain 
the projected number. The n power, would be the number of yeare between 
the baseline year and the year for which the projection is made. This 
method assumes a geometric increase. 

The influence on population of relevant programmes, e.g. f.-11y 
planning, housing projects, infrastructural projects which will require 
relocation of population, etc., should be coneidered and ooneultat1oDa with 
the appropriate authorities would be u •• ful. 

3. Further conaideration 

Finer calculations may be made to arrive at more exact figuree. For 
exsmple, in computing the growth rate (r) or rate of change per year (~), 
the following formula may be used. 

'"' ~ -(~}, 
where: A population at the last census 

B population at the next earlier census 

n number of years between A and B 

Other methods for estimating the population are: 

<a) vital statistics method or natural increase 

(b) mathematical methods, viz., 

(i) srithmetical'increase 

(11)' exponential incres8e 

The procedllreadop ted in,this Manual, is inteaded to be ei.Jllple, 
especially in aspects of arithmetical operations. For short-term foreca8ts 
the errors are not very significant but for long-term forecasta the errors 
may be big although the planner during the period of planning will have 
ample opportunities of making necessary adjustment8. 
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C. ANALYSIS OF TIlE HEALIIi STATUS 

1. General consideration 

1.1 Purpose and expected results 

This analysis is intended to assess the current state of health in the 
planning area and to project its status during the planning period. The 
analysis will give results such as tables of current and projected mortality, 
morbidity, and hospitalization by age, sex and cause, and a list of general 
health indices with their corresponding figures. 

1.2 Information needed 

Planning terms of reference 

Vital and health statistics for the base and previous years 

Results of surveys 

1. 3 .eill!. 

Bioatatisticians of the Ministry of Health 

Health planning unit staff 

1.4 Flowchart on the Health Status (Fig. 4, p. 31) 

2. Elaboration 

2.1 Data and sources 

2.1.1 Examination of the state of health in the planning area starts with 
the identification and listing of necessary indicators and statistical data 
to be used and establishing sources of the latter. The most recent data 
are preferred. 

2.1.2 Statistical materials are reviewed one by one; selection is made of 
relevant and up-to-date data for this substep. The review will give the 
planner an idea of the reported diseases/conditions and their relative 
importance. 

2.2 Analysis of general health indicators 

2.2.1 A listing of indicators for the level of health in the community is 
prepared, after consideration of the available data. For want of positive 
indicators, plsnners generslly make use of the traditional indices on 
mortality and morbidity. 

For mortality, comprehensive indicators will include the crude death 
rate and the proportional mortality ratio at age 50 years and over (or the 
SWsroop-Uemura Index). Among the 8pe~ific indicators in current use are 

II 
\ I 

II 
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perinatal mortality, neonatal mortality, infant mortality, young child 
mortality (1-4 years) and maternal mortality. The proportion of deaths 
which nave received medical attendance and those dying from communicable 
diseases are also useful indices. 

Morbidity indicators pose problema in regards to the accuracy of 
diagnosis and the completeness of data in the usual reports. In this 
Manual general medical consultation rates and hospitalization rates 
are employed to reflect the morbidity situation. 

2.2.2 After selection of the indicators, corresponding data/figures for 
the baseline year are obtained and the r.ates are computed. These rates 
are expressed as national aggregates and a breakdown is made by sub
planning areas to permit comparison of risks among the latter. 

2.3 Analysis of causes of mortality and morbidity 

2.3.1 List of important causes 

Ift4iyUual l18t1 .. of the leedtDg causes of death, co ... ultation aDd 
hospitalization are prepared. There may result some overlapping in the 
lists with s number of diseases/conditions in one also appearing in the 
others. 

To ensure complete analysis of the leading causes of mortality and 
morbidity, a single list of diseases/conditions covering both is prepared. 
With the use of the list of causes of death, comparison is made with the 
list of consultstions and causes of the latter already appearing in the 
lis t of deaths are excluded. The list on consultations is now compared 
with the list of causes of hospitalization, and proceeding in the same 
manner as above, a new single list of disesses, conditions responsible for 
the causes of death, consultation and hospitalization is produced. 

In addition, other diseases/conditions may be included in the listing 
if deSired, depending on the criteria adopted such as epidemiolo~ical 
trends, expressed social concernS (as may be reflected by existing policies, 
eovernment commitmenta, and national programmes), disability or impairment, 
utilization of expensive facilities (e.g. hospital beds), etc. 

Finally, diseases which sre singled out or broadly referred to in the 
plan's terms of reference are incorporated in the liat. 

The planner 8hould avoid producing a long and unmanageable list. 

2.4 Quantification of deaths, consultations and hospitalizations and 
computation of rates by cause for the baseline yesr 

Separste lists of mortality, consultation and hospitalization are 
prepared on the selected diseases in the single list; the corresponding 
figures are entered whenever available. The rest of the diseases not 
included in the listing are lumped together under "Other Causes"; this 
permits their inclusion in the analyses to be made on all deaths, 
consultations and hospitalizations. 

, , 
1 \ 
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The listed diseases/conditions are further broken down according to 
age and sex and by other characteristics as desired. It is advisable for 
reasons of manageability to limit the age breakdown to a few groups 
although corresponding indices for smaller breakdowns should be available 
as needed. 

An example of a minimum age-group breakdown is as follows: Under 1 
year, 1-4 years, ~14 years, 15-44 years and 45 years and over. For the 
breakdown on sex, the age groups 15-44 years and 45 years and over appear 
to be the moSt practical in most instanceG. 

The corresponding figures are then entered opposite each disease row 
and age group column. 

The opinion of the biostatistician and health administrator should be 
sought as to the degree of under-reporting in each listed disease/condition 
in order that appropriate adjustments can be made. 

The corresponding crude and specific rates (e.g. age, sex, urban and 
rural distribution) for the baseline year are computed for deaths, 
consultations and hospitalizations. For hospital data, further quantification 
may be necessary in terms of bed-day utilization for the different diseases/ 
condi tions. 

When available, data for the base and preceding years are collected 
from each of the political-administrative subdivisions of the planning area. 
The rates are then computed. 

2.5 Projection of the levels of diseases/conditions during tlle planning period 

It is necessary to know the nature and magnitude of the diseases/conditions 
which will be tackled during the planning period. The figures obtained from 
the projections will indicate the future level of health and will be useful 
for analysis during the assessment. 

2.5.1 Computation of the natural trend factor 

The death, consultation and hospitalization rates are computed for eacll 
of the listed diseases/conditions over the past S to 10 years. A line 
disgram is then drawn for each and the direction of the change observed. 
If the line Shows some irregularity, it can be smoothed out with tile use of 
moving averages. The analysis of the line diagrams thus accomplished should 
include policy and/or organizational changes which may have influenced tne 
trends. A proper pOint is selected in the past to serve as base for 
determining the annual rate of change of eacll disease/condition. The 
formula for calculating the annual rate of natural change (designated as 
~ ) is the same as that used for population projection. 

2.5.2 Projection to the planning horizon using the natural trend factor 

The results obtained in the calculations above (2.5.1) on the annual 
rates of natural change (or~) are utilized for the projections. The 
trend factor is (1 + ~)n. where n is the number of years between the current 
year and the planning horizon. This trend factor is then multiplied with the 
current (baaeline year) level of the disease/condition to obtain the 
projected level. 
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2.5.3 Further adjustment of the projected diseases/conditions levels 

As the health of the population in the community is influenced not 
only by the services organized and delivered by the health care system but 
slso by the living snd physical environment including the aocial and 
economic aspects (or ecological factors), it is implicit that past and 
current levels of health as well aa projected natural trends are influenced 
by the combined action of all these factors. 

In considering the future trend, however, introduction of changes or 
interventions which affect the ecological factors. or the sddition of 
resources (e.g. trained manpower), can modify or alter the natural trend 
as calculated. 

Adjustments will thus have to be made on the projected natural trends 
if chauges are to be introduced during the period of the plan but only 
after further analysis of the ecological factors and health resources, taking 
into account the effects of interventions to he introduced. 

A limitation of the analysis is the difficulty of quantitatively 
estimating the "rate of influence" of the ecolosical fsctors. The estaate 
of this rate can very well be the subject of research in planning. . 

The procedure, therefore, for making the final projection would be 
the retrieval of the computed annual "rate of influence" of the relevant 
ecological factors if this has b~n done, dete~n~ng the correction! 
adjustment factor and applying the latter to the values of the expected 
disease levels. Account should further be taken of newly implemented 
policies or projects on health resources (especislly manpower training) as 
their effects will influence the adjustments. 

3. Further consideration 

There are two other approaches in disease listing which are based on 
age and geographical distribution, if more detailed information is desired. 

3.1 ~ 

Following the suggested grouping according to age, a listing may be made 
of the leading causes of death, consultation and hospitalization for each 
age group. Out of the three lists thus made (i.e. mortality, consultation 
and hospitalization), a single list is prepared following the procedure 
outlined under 2.3.1 above. From the single list prepared for each age 
group. a common list is produced to cover all the age groups. 

3.2 Geographical distribution 

Depending on the number of sub-planning areas, there will be as many 
sets of leading causes of mortality, consultation and hospitalization. 
The procedure in handling their listing is essentially the same as in 
2.3.1 above, except that causes which are peculiar to a sub-planning area 
but which do not necessarily occupy a ranking position in the national 
statistics are assured of being included. 
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3.3 Combined procedure 

By incorporating into the analysis the two factors of age and 
geographical distribution, a better weighted list of diseases/conditions 
is produced. Although tedious, this procedure is more accurate and 
provides a better description of the status of health of the population 
throughout the planning area. 

The analysis by sex may be considered separately or combined with 
the others. 



D. ANALYSIS OF ECOLOGICAL FACTORS 

1. General con.icieration 

1.1 Purpoae 

This substep describes the nutritional, socia-economic and otner 
environmental factors of tne planning area during the baseline year and 
the past and future trends up to the planning horizon. The impact of 
ecological factors on the health atatus are looked into quantitatively, 
wnenever feasible. The results of this substep are a list of indices, 
an indication of the trends and, possibly, a set of adjustment or 
correction factors which can be used in projecting tne health ststus of 
the popula t ion. 

Other results of the analysiS include further information for 
determining what neW health activities or programmes may be developed 
and what existing ones may be expanded or strengthened, the linkages or 
relationships which may be needed for the other socia-economic sectors and 
the setting of targets for certain health activities. 

1.2 Information needed 

Economic reports or bulletina at two points in time 

Reports of ministries or offices concerned 

Household census reports at two points in time 

Surveys 

1.3 Stsff 

Chiefs of concerned offices 

Health planning unit staff 

Specialists 

1.4 Flowchart on Ecological Factors (Fig. 5, p. 37) 

2. Elaboration 

2.1 Listing of relevant ecological factors, their indicators and sources of 
information 

This step is preparatory to the tdentification of relevant ecological 
factors which influence the status of health in the area. The listing 
should include all possible factors and commonly used indicators to reflect 
the level of the ecological factors. A determination is then made of the 
svailable data and where they can be obtained. 

t 
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Guidance may be obtained from the list of vari8blea and core development 
indicators prepared by the United Nations Research Institute for Social 
Development (UNRISD) in the identification of relevant ecological factors and 
their indicators. A listing of the ecological factors together with their 
indicators may include the following: 

2.1.1 Economic indices 

a) % economically active population with electricity, gaa, water, etc. 

b) Agricultural production per male agricultural worker 

c) % adult male labour in agriculture 

d) Electrical consumption, Kw. per capita 

e) Steel consumption, Kg. per capita 

f) Energy consumption, Kg. of coal equivalent per capits 

g} % grOSB domestic product derived from manufacturing 

h) Foreign trade (per capita) 

i) % salaried and wage earners to total economically active population. 

2.1.2 Social indices 

2.1.2.1 Education 

j) Combined primary and secondary enrolment 

k) Vocational enrolment ratio 

2.1.2.2 Communication 

I} Newspaper circulation per 1000 population 

m) Telephones per 100 000 population 

n) Radio receivers per 100 population 

2.1.2.3 Kousing 

0) Average number of persons per room 

2.1.2.4 Nutrition 

p) Consumption of animal protein, per capita, per day 

2.1.3. Genersl socio-economic indicators 

q) Expectation of life at birth 

r) % population in localities of 20 000 and over 
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2.1.4 Environmental indices 

s) Percentage of population covered with safe water supply 

t) Percentage of population covered by sanitary excreta disposal 
system 

u) Percentage of communities served with garbage/refuse/collection 
system and percentage of population covered 

v) Percentage of communties using sanitary refuse/garbage/disposal 
systems and percentage of population covered 

w) Number and types of industrial concerns with particular reference 
to nature of industrial waste and the method used for its disposal 

x) Number and proportion of licensed food establishments 

The first 18 indicators, 1.e. from "(a)" to "(r)" are suggested by 
UNRISD (Report No. 70.10 p. 63, Geneva, 1970); the remainder, i.e. from 
"(8)" to "(x)" are environmental factors which influence the health status. 

2.2 Obtaining relevant data 

Relevant data are obtained by looking into reports/bulletins or by 
interviewing the chiefs of agenCies concerned with ecological factors. 

Data for some indices may be readily available but for the others 
computations from raw data may be necessary. It is necessary to secure 
information at two points in time to enable projection of the natural trends. 

2.3 Determining relevant ecological factors having an impact on the health 

~ 

2.3.1 Trend of ecological factors and their projection 

The formula for determining the trend factor is essentially the same 
as that employed for diseases/conditions and the population, i.e. 

6 (A - B) + n 
(8) 

In making prOjections, the trend factor is used to determine the level 
up to the planning horizon as is done with population and health status. 
In planned programmes, however, the stated programme targets may be taken 
sa the projections, with adjustments made to correspond with the government's 
ability to achieve them based on the performance of past programmes (e.g. 
assuming a certain percentage of accomplishment such as 70%, 80%, etc. of 
the original targets). 

There would thua be required a review of planned programmes in the 
corresponding sector including those recently implemented and whose effects 
will be felt only during the planned period. There would also be need of 
consulting administrators/planners of relevsnt agencies/institutions and 
making adjustments of programme targets according to the government's and/or 
agency's capabilities. 
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2.3.2 Selecting relevant ecological factors which can have an impact (whether 
positive or negative) on the situation 

It should be recognized that the ecological factors may not only influence 
diseases/conditions but also other aspects such as manpower supply or demand, 
financial capability, demand for programmes and/or services. etc. 

2.3.2.1 Estimating the Index of Change 

After determining past trends and making projections up to the 
planning horizon, the index of change may be calculated as follows: 

(a) The index of change from the past (I ) is obtained by dividing 
the observed level of the ecological fa~tor atPthe baseline year (expressed 
as a rate or ratio) by the corresponding level in the past. 

(b) The index of change for the future (If) is obtained by dividing 
the projected level with the level of the baselIne year. 

(c) The actual index of change (Ia) is obtained by dividing If by 
Ip' thus: 

I 
a 

Conditions which will remain the same and therefore have Significant 
impact over the past (which would already be reflected in the trend factor) 
will have a value of 1 and will not be analysed further. Those which are 
expected to improve or deteriorate will have a value which is greater or 
lesser than 1 and should undergo further analysis. 

2.3.2.2 Relating indices of selected ecological factors with diseases/ 
conditions and determining their influence on the latter 

In making such a study. the Planning Unit should consult with the 
epidemiologist and health administrator in order to acquire a deeper insight 
of the relationships between the two elements. 

Changes in the level of ecological factors (from the baseline to the 
projected) or in the index of change (I ) are determined individually 
to ascertain their influence in changin~ the level of the diseases/ 
conditions. It is therefore nec~ssary to consider the level in the baseline 
year and its degree of change in addition to the nature of the ecological 
factor; e.g. a change from 75% to 95% in the literacy rate of the population 
may not be as significant as a change from 30% to 50%. Likewise, the place 
where the increase occurs has a bearing on the significance of the computed 
figure, e.g. an overall increase in the number o~ good houses may not appear 
impressive but if the increase results from better housing in a slum area 
the exchange would be significant. 

After the review, a decision is made as to whether some more ecological 
factors will be dropped from the analysis. Those retained should manifest 
a significant influence (either positively or negatively) on the diseases/ 
conditions. The degree of influence of ecological factors on diseases/ 
conditions should also be expressed qualitatively or quantitatively when feasible. 
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3. Further coaaideration 

3.1 Determining the "rate of influence" in project1Da the health status 

While relationship. between dl8 ..... /conditioaa and the ecological 
factora are to a great astant recoaniaaA. their ~t1fic.t1on r ... 1n. 
difficult. One approach being tried 18 to .... ura the rel.tionahip by 
estimating the ao-called "rate of influence" althoush the procesa ia stUl 
in the developmental stase. 

Other approachea of an empirical nature _y be tried. In the local 
situation where pertinent information _y DOt be naUable, -.dical and 
heslth adminl8tratora expo.ed to varyins health probl ... durins periods 
of economic and social chanse may be conatituted aa a panel in order to 
make an intelligent ,sueaa-eatimate of a fisure which can be uaed 
initislly. The fisure will of courae be reviaed follaw1ns new knowledse or 
experience. The rate may be estimated for each dl8eaae/condition or for 
s Sroup of related diaeaaea/conditiona. 

Another approach which a panel of experta can conaider i. the u.e of 
a aeriea of aa.umptions rather then makins only one suesa-estimate for a 
rste or an adjustment factor. 

As the procedures described above are baaed on • .erie. of aaaumption~ 
they repreaent a crude w.y of quantifyins the effect. of chansins ecoloaieal 
factors on di.eaae./conditions. Further improvement. may be introduced 
by constitutins a aet of experta to provide the baaic a •• umptions used in 
the model and the final re.ult of this approach will be the average of the 
exercisea undertaken. The method of utilizing a set of expert. from whoae 
aaaumptiona averases are derived ia referred to aa the Delphian technique. 

There are other elaborate procedures which can be u.ed provided 
information and technical .killa are av.Uable in the country. 

3.2 Liated below are certain ecolotical facton toaeCher with their indicators. 
Special efforta are necessary to determine the avaUability of such information 
and to know where they can be obtained. It is not neceaaary to analyze all 
the indicators contained in the list except for the moat sensitive in 
measuring the behaviour of the area under appraisal and for which data are 
readUy availsble in the country. 

3.2.1 Economic indices 

Ca> Groas national product 

Cb) Per capita national income 

(c) Salaries/wagea 

(d) Un8lllPloyment 

Ce> Conaumer price index 

(f) Data on inflation, etc. 
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3.2.2 Social indices 

(a) Communication and transportation 

(i) telephone/population ratio 

(il) percentage of local comaunities served by a telegraph 
system 

(iii) percentsge of local communities served by such modes 
of transport as trains, buses, airplanes, ships 

(iv) percentage of local communities connected to main roads 

(v) vehicle/population ratio; vehicles/100 miles of road. 

(b) Education 

(i) 

(ii) 

(iii) 

(iv) 

(v) 

(vi) 

(c) Housing 

(i) 

(11) 

(11i) 

(iv) 

(v) 

(vi) 

literacy rate 

percentage of enrolment in elementary school; a breskdown for 
esch grade may give a clue as to the rate of dropout 
during elementary schooling 

percentage of enrolment in secondary school 

ratio of achools to elementary achool age population in 
the country 

ratio of teachers to elementary school age population 

number of schools 

houae/population ratio 

house/room ratio 

room/population ratio 

percentage of houses made of strong materials 

percentage of population living in slum areas 

average number of individuals per household 

Cd} Electrification 

(i) ·percentage of communities with elec'ric1ty 

(ii) percentage of houses with electricity 

" fl 

II 
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3.2.3 Environmental indices 

(a) 

(b) 

Safe water supply 

(i) percentage of population served with piped water 

(11) percentage of population served with public deep wells 

(iii) percentage of population served with private deep wells 

Garbage, refuse and human waste disposal 

(i) percentage of populstion served with daily garbslle 
collection system 

(11) percentage of communities served with daily garbage 
collection system 

(iii) percentage of communities using open dumps and percentage 
of the population using this means 

(iv) percentage of communities using sanitary landfill and/or 
incinerators and percentage of the population served. 

(v) percentage of populstion served by sewerage system 

(vi) percentage of population having no means of sanitary 
excreta disposal 

(c) Industrial waste disposal 

(1) number and types of industrial concerns with particular 
reference to the nature of their induatrial wastes and 
methods used to dispose of thea 

(ii) air/water pollution indices 

(d) Food establishments 

(i) number of licensed food establishments 

(ii) number of unlicensed food establishments 

3.2.4 Nutritional status 

(a) Average calorie intake compared with standard requirement (national 
or international) 

(b) Average protein intake compared with standard requirement 

(c) Level of anaemia (with indication of the technical method 
used for measurement) 



E. HEALTH RESOURCES 

1. General consideration 

1.1 Purpoae: To deacribe the health ayatem in terms of (a) inter
aectoral relationshipa, (b) intrasectoral relationahips, (cl health 
facilitiea, (d) key health manpower, (el finance and (fl current health 
projecta. 

To project key health manpower and expenditurea. 

1.2 lnformation needed 

Terms of reference 

Initial aectoral analyeia (lee Chapter II, 2.2, pages 19-20) 

Memoranda of agreement entered into by the Miniatry of Health 

Organizational chart of the Ministry of Health and other principal 
health agencies 

Recorda of peraonnal, faciliti .. and finaRcea of the Ministry of Health 

Interviewa with key ataff of the health miniatry and of the selected 
agenciea (see Chapter II, 2.6.2.3. page 21) 

Annual reports of the Ministry of Health and of other principal health 
agenciea 

Survey reporta or recorda of private and aemi-private facilities 

Other as indicated in Chapter II 

1.3 Steff needed 

Bealth planning unit ataff 

Statisticiana 

1.4 Flowchart on Health Re.ources (Fig. 6, p. 45) 

2. Elaboration 

The approach to the analyais of health reaourcea and related factora 
will have been partly taken up during the preparation of the Terms of 
Reference where the health aector is defined, ita important components 
briefly described and sn interpretation made of national policies. This 
section may therefore be viewed as a continuation and will take up analytical 
procedures for the following: 

Ca) identification of interaectoral relationahips 

(b) analysis of intrasectoral relationships 

, 
\I 

II 



Fig. 6. Flowchart on Health Resources 
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(c) analysis of health fscilities 

(d) analysis of key health manpower 

(e) financial analysis 

(f) inventory of health projects and assessment of their results 

2.1 Identification of intersectoral relationships 

2.1.1 Review of health sectoral standing commitments with other sectors 

Commitments of the health sector as a whole may not exist but 
pronouncements of the different leaders of the sector should be noted. More 
specific commitments may be found in the memoranda of agreement entered 
into by the Ministry of Health with other ministries or agencies. Member
ship in multisectorsl bodies by the Ministry of Health should give s clue 
to its responsibilities or commitments with those bodies. 

2.1.2 Review of the responsibilitiea in health of relevant ministries 
or aBjencies 

The pOSSible contributions of these organizations to the di.ch.rge of 
heslth functions concerned with promotion, prevention, treatment and 
rehabilitation and in health manpower development are delineated by the 
health planner through "checlts" and "crosses" in a matrix system of 
anslysis. Agencies or ministries with checlts are subjected to further 
analysis as to their health responsibilities and consultations 
srranled. 

2.2 Analysis of intrasectoral relstionships 

Interrelationshipa among the different components of the health 
sector are next taken up. 

Attention is given to: 

2.2.1 Present Bjovernment policy towarda the private health sector. Thia 
would include not only those engaged in services delivery, but also those 
training the health manpower and those producing drugs snd equipment. 

2.2.2 The role of finsncing agencies in the medical field (e.g. medical 
insurance) • 

2.2.3 The authority and responsibility in relation to health services 
delivery of the different levels of the governmentsl health administration 
syatem. This will .necesaitate a atudy of the organizational structure of 
the principal heslth sgenciea. 

2.2.4 Operational relationships among the different health facilities in 
the public and private sectors. 

II 
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2.3 Analysis of health facilities 

The Planning Unit must work closely with major government offices 
responsible for the administration and supervision of these facilities. 

2.3.1 Hospitals 

The analysis will concern the following: 

2.3.1.1 Inventory and distribution 

Corresponding population ratios snd percentage distribution are 
computed. 

2.3.1.2 Status of facilities 

This refers to the state of maintenance and repair of buildings, 
equipment, vehicles and the presence or absence of the full complement 
of health staff as established in the organizational set up. Normally, 
this type of information can readily be obtained in the public sector from 
periodical reports. The information may not be easy to obtain 1n the 
private sector. 

The planner must show, for every subplanning area, how many hospitals 
need minor, moderate or major repairs, and the needs for standard major 
equipment and give an indication of the kinds and numbers at statt 
shortages, particularly doctors and nurses. 

2.3.1.3 Selected attributes (or characteristics) of activities and facilities 

The following items should be studied and the required infurmation 
given with a breakdown into government and private sector according to 
subplanning area: 

(a) Total nlllDber of admissions or discharges during the year 

(b) The number of outpatients and consultations during the year 

(c) Average length of hospitalization 

(d) Bed occupancy rate 

(e) Cost of a bed-day 

2.3.2 Health units 

These refer to government health centres, special government clinics 
or health units (i.e. chest clinic, skin clinic, malaria units), clinics 
of private or semi-private organizations, mobile teams, etc. 

2.3.2.1 An inventory of health units by type and subplanning area should 
be made. 
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2.'.1.2 S~atus of facilities 

Aaong government health units, an inquiry is made as to the state of 
repair of the buildinga, equipment, vehicles (or their lack), and the 
availability of the full staffing complement as established. 

2.3.2.3 Selected attributes of activities 

The different programmes of the health units are reviewed with 
programme lesders to determine the following: 

(a) Coverage of eligible population/establishment (e.g. immunization, 
prenatal, well-baby, fcily planning, environmental health inspection, 
reaidual insecticide spraying, etc.) 

(b) Frequency of application of activities per person/establiahment 
covered. 

2.4 Analysis of the health manpower situation (HHP) 

Health manpower planning is an essential component of, but not normally 
a .imultaneous exercise with, nstionsl health planning, particularly 
medium-term health planning. 

A health manpower plan spans a long period of time (at least one but 
preferably two or more decades) because the preparation of health manpower 
takes a conSiderable time (7-9 years for doctora) preceded by a longer 
period of basic education (11-12 years) before a candidate becomes 
elilible to CaaDence the medical course. 

Heaitb manpower planning is nece •• arily linked with a number of 
otber sectora, e.l. the national development authority, in close asaociation 
with the labour ministry, which projects the general health manpower 
requirementa and prorate a them .. ong the sectors on a long-term basis; 
the education ministry which 1a responsible for overseeinl the developaent 
of the facilities and the education and training of the general manpower 
from basic education to professional training; and the health sector 
wbich supplements (e.g. in-service) or refines (e.g. training in the 
specislities) the training snd utilizes the health manpower. 

The distinctive festures of health manpower planning would include: 

(a) the time span of the plan, which is normally 10-25 yeara. In 
this sense it roughly corresponds with the long-term or perspective health 
plan although the former is more detailed; 

(b) the estimates from the health manpower projections which, 
althongh made accordinl to categories, are in national aggregates. The 
figures cODsequently are not as preCise as in the medium-term health 
plan. In some instances, however, relional breakdowns may be produced 
and exceptionally there may be local breskdowns for usually urban 
communities. The imprecision of the estimates stems msinly from undertsinties 
inherent in the long term span and is associated with auch unpredictable 
happenings 88 advances in knowledge and technology and developmental changes 
in the economy of the country, the population and the government (e.g. 
in the case of the latter, its structure, policies and procedures); 

11 
II 
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(c) the health manpo"er plan "hich makes a reasonable approximation 
of staff requirements according to the category of manpower and reveals 
problems associated with the supply and demand including health manpower 
development (i.e. educatiion and training) although the plan itself is not 
an instrument for regulation and control; however, it is ahle to provide 
information on manpower issues which can be resolved by legislation or 
through the mechanism of regular sectoral health plannin~. 

In the presence of a long-term health manpower plan, the health 
planner has available to him a reference document on the supply and demand 
estimates within the period covered by a medium-term health plan including 
information on the associated problems and the alternative options for 
their solution. With this information he can make adjustments, take 
initiative on certain pending issues and undertake studies/surveys to 
supplement available information as the exicengies may require. 

If there is no long-term health manpower plan, information may be 
sought along the following procedures, the results of which can provide 
estimates as well as insights to meet essential requirements during the 
period of the medium-term health plan. 

Analysis of the health manpower situation is first done by a study 
of the poliCies on health manpower, including provisions for manpower 
development. The health manpower supply, the policies underlying the 
health manpower and methods for development are taken up in this 5ection 
while the demand for health manpower is dealt with under plan formulation. 

2.4.1 Analysis of the current supply and projection of health manpower 

The present health manpower situation is first described. This is 
followed by a projection of the supply up to the planning horizon. 

2.4.1.1 Description 

(a) Categories or types of health manpower to be studied. 

It is not necessary to study all categories of health manpower. 
Only those mostly utilized in the government and private health sectors, 
those requiring longer periods of training or development and those having 
problems of under- or over-production will need closer analysis. 

(b) Having drawn up the list of key health manpower, a determination 
is made of their total numbers and distribution according to category. The 
Planning Unit should review previous studies t make inquiries from professional 
associations and drug companies and review records of profeSSional boards. 
If necessary and allowing for available time and a nationwide health service 
network arrangements should be made for a quick appraisal of health manpower. 

The distribution of health manpower is made out in relation to the 
following: 

(i) geographical areas; 

(ii) components of the health sector (public, private, mixed); 
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(iii) technical areaa of expertise; 

(iv) health facilities, to show at least how many are working 
in hospitals, in rural health units, special health 
units, etc. as indicated in Chapter III, E, 2.3.2; 

(v) nationality, if there is a sizeable number from other 
countries. 

(c) Considering that in a developing country the government is 
normally the chief provider of health services, further analysis of the 
a';aUable health III8Ilpower in the Ministry of Health/other ministries as 
the case may be, i8 undertaken to ahow the following: 

(i) number of key posts; 

(ii) required skills and functions of each post; 

(iii) number of filled posts; 

(iv) distribution of health manpower according to the different 
leveb of health adlll1niatration; 

(v) combination/staffing pattern of the principal operating 
units. 

(d) Quality of the existins health manpower 

This is difficult to assess. At least, inferences can be drawn by 
~e,iewing the curricula of courses, teaching techniques, basic educational 
,equirements and standards of education and training inatitutiona; by 
determining the presence or absence of continuing staff development 
"""gra_es; by analyzing performance and obstscles to operations; snd by 

,.king random checka or audita and interviewing heslth administrators at 
~1fferent levels. 

project. " o.s done for the key health manpower, e.g. doctors, 
i.6tS, nutaea ',ealth inspectors, other auxUiary health workers, etc. 

,18 is ul'.l~~,·aka to estimate what may pOSSibly be available at the 
, i.< " .. ~UL or even beyond it and is expreased generally in totals 

"v.~ >/er category and, if poasible, by their distribution, not 
,lema of this aspect of the resources but alao to determine 

e the gap, if any, between the aupply and the demand • 

.. " for making a projection varies depending upon the 
~, •. J.abil1.ty of relevant information or dats. Generally, it depends on the 

UQ supply during the baaeline year, the incoming health manpower and 
".,ooin\' manpower which will diminish the number. 

(a) Existing supply 

" .. cata oould be obtained according to procedures covered under 
,~.,.' III, E, 2.4.1.1. 
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(b) Factors which will add to the supply 

(i) Annual expected production 

Data on the number of key health manpower being produced 
are collected either from the professional or health science schools 
or from professional regulatory boards such as the board of examiners. 
The natural trend in health manpower producU<>n is calculated. 
This trend is used to depict manpower production during the planning 
period. 

Further information is obtained regarding possible major 
changes or expansions which will take place during the planning 
period. In a short or medium-term plan (e.g. five years), the effect 
is likely to be minimal. 

(ii) Immigration of health workers (e.g. doctors, nurses, etc.), 
if applicable. 

(c) Factors which will diminish the supp~ 

(i) Retirement from practice 

Compulsory and optional retirements from government service 
or private practice should be taken into account. In countries where 
there is private practice, ascertainment of the retirement age may 
present difficulty. In the latter case, a cut-off point may be decided 
upon for private practice or use may be made of the "half-time concept". 
In some countries retirement is at 55 years and in others at 65 or 
even at 70 years. 

(ii) Emigration 

In a situation where there is a marked outflow of health 
workers from the country, information on emigration must be included 
in the analysis. 

(iii) Deaths 

Where there are specific death rates for age and for the 
professions, the information provided will be useful in the analysis 
of the health manpower supply. Otherwise, age specific death rates 
or even a crude death rate applied to the totals would be a compromise. 

(iv) Resignation or withdrawal from practice 

Additional dropouts due to voluntary retirement or withdrawal 
from practice would be meaningful, but such data are difficult to obtain. 

The projections may be expressed in formula form, thus: 

Expected number available in 
a health worker category at 
planning horizon year 

Supply at 
baseline year 

+ Incoming 
number 

- Outgoing 
number 
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The above formula may be worlted out by the year from 
the baae year to the planning horizon or for the whole planning 
period. Implicit in the proceaa 18 the computation of ratea 
(production, attrition, etc.). 

In countriea where only totala can be obtained, a 
very rough estimate of the available manpower aupply can be done 
in the aame manner as a population projection, by employing the 
method of arithmetical increaae, i.e. determining the extent of 
change by category uaing twO pointa in time, on the asaumption that 
the aame conditions will prevail. 

2.4.2 Review of health manpower development (i.e. education and trai"inl) 

2.4.2.1 An inventory of medical and allied educational aDd traininl 
inatitutiona muBt be .. de showing their geographical distribution, 
clasaification (aa to whether public, private or mixed) and their source. 
of financinl' Inatitutiona whicb provide advanced training leading to 
apecialization muat be identified. The pre.cribed atandards for tbese 
in.titutiona ahould be reviewed and matched with the exiating situation 
(with emphaaia on the required number of qualified teaching staff, .and the 
existence of a library and facilities for actual practice). 

2.4.2.2 The curriculum for each courae (i.e. medical, dental, nur.ing, 
midwifery, par ... dica, etc.) ia then atudied a. to rslevance, duration 
and coat. The baaic educational requirements are likewise reviewed. 

2.4.2.3 The dropout retea in undergraduate medical, dental, nuraing 
and paramedical couraeB are determined. 

2.4.2.4 Leadera of profeaaional/health workers .. aociationl aDd officiala 
of the health a1niatry are interviewed aa to proviliona or arrangementa 
for continuing health manpower or ataff development and, if preaent, whethsr 
they are relevant and being implemented. 

2.4.3 Review of h .. lth manpower policiea and plan 

SOme of the policies on health manpower may have been taken up during 
the preparatory activities; the information thue gained can be enlarged 
by inquiriea on the exiatence and nature of policies with regard to the 
following: 

2.4.3.1 Misration 

2.4.3.2 GeosraphicaI diatribution of manpower including their assignment 

2.4.3.3 Co!pulaory a.rvicea reguired by the Rovernment (e.g. new graduatea 
aerving in the rural areaa for periods of 6 montha or over) 

2.4.3.4 Career ataff development plane 

2.4.3.5 Compeneation/aelari •• 

2.4.3.6 Aie of ratireaant 

2.4.3.7 Recruitment procedures 

II 

I ' 
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2.5 Financial analysis 

It is desirable that a country's total annual expenditure for health 
should be determined. This expenditure will include governn,ent 
disbursements for the health services and its financial contributions 
to private or semi-private health agencies, the consumers' private 
expenditure for health (e.g. consultation fees, medicine, etc.), and 
private/semi-private agencies' expenditure for delivering free health 
services. While such information may be found in some countries only 
government expenditure for health is generally available in most 
developing countries. It may however be possible to obtain information 
on heslth expenditure from larger private or semi-private agencies in the 
developing countries. 

Because of the above referral limitation of information on national 
expenditure, analysis in this section is directed to government 
expenditure and to selected non-governmental institutions indicated in 
Chapter n. 

2.5.1 Review of government health expenditure 

If all government health expenditure is managed by the ~Iinistry of 
Health, information collection will pose little difficul~y. In most 
countries, however, other ministries provide direct health services or 
support, engage in the manufacture of drugs, biologicals and medical 
equipment and undertake health manpower training. Moreover, health 
expenditure may be paid out not only by the central but also by the 
intermediate and local levels. 

2.5.1.1 Analysis of the Ministry of Health expenditure/budget 

(a) The total national budget, together with its percentage distribution 
amonR the different ministries, is reviewed taking note of the position of 
health. The analysis is done for the year under review and for previous 
years. Note should be taken of the growth rate of the budget including the 
allocation for the different ministries. The per capita expenditure on 
health can be derived from the health ministry budget and the information 
thus produced will be useful for intercountry comparisons and thus provide 
a basis for justifying larger allocations where indicated. 

(b) Sources of budgetary funds and their proportions. The Ministry 
of Health budget may come from different sources, i.e. national revenue, 
intermediate level funds (e.g. state/provincial), local government 
contributions, loans, external assistance, fees, special taxes, etc. 
These budgetary sources should be tabulated to include their amounts and an 
indication in percentage ot the total bUdgetary prOViSions tor neal tn. A similar 
review of the budget in previous years will reveal an increase or decrease 
of contributions coming from the various sources of funding. When 
correlated with the review of economic indicators, this analysis will give 
an idea as to where further increases may occur, or can be stimulated. 

(cl The health budget is broken down into operating and capital 
e~end1ture and the proportions computed. Each ot these items is then 
broken down into what budget officials call "projects", which are defined 
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as objects of expenditure (see "(d)" below) for a group of activities 
(e.g. environmental, tuberculosis, laboratory, hospitals, rural health 
units, etc.). The result of the analysis thus made will show the proportions 
of expenditure for direct and indirect services. 

(d) The operating budget by ''project'' is further broken down into 
salaries and wages, supplies and materials, maintenance and travelling 
expenses. If the analysis is extended to previous years the information 
obtained will show which objects of expenditure have absorbed most of the 
budgetary increases in the past. 

(e) Note should be taken of the amount of savings or deficits and 
of procedures for the release of budgetary funds. 

2.5.1.2 Analysis of other government agencies/institutions selected 

The procedure is essentially the same as in 2.5.1.1 (b), (c) and (d). 

2.5.2 Review of non-government health expenditures 

The non-governmental agencies/institutions to be selected as indicated 
in Chapter II are analysed. The procedure for the review is done in the 
same way as in 2.5.1.1 (b), (c) and (d), provided the desired informaion 
is obtainable. 

2.6 Inventory of health projects snd sssessment of their results/ststus 

2.6.1 List of health projects 

The list is obtained from the Ministry of Iiealt:h. The Planning Unit 
should retain a copy of this liat. If the Planning Unit is still new, it 
should obtain this information from offices in the Ministry which are 
involved in health projects or in the health components of multisectoral 
projects. A review of the sectorsl plsns may be helpful in obtaining 
further information. 

2.6.2 The listed projects should be classified as to whether they are 
under implementation or not. 

2.6.3 The listed projects should further indicate whether they are health 
projects or are intesrated into larger development projects. 

2.6.4 The further study of heslth projects should be directed to the 
following: 

2.6.4.1 Their classification 

(a) Pilot or experimental project. This is designed to investigste 
snd test methods and techniques under defined conditions with a view to their 
wider application if successful. 

(b) Demonstration project. This is designed to promote through teaching 
and demonstration the development and wider application of already tested 
methods snd techniques including their adaptation to local conditions. 

II 
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(c) Health services development project. This is designed to 
increase health service capability on a broader front, in response to 
public demand and/or expert recommendation, by introducing and integrating 
into its operations innovations developed in pilot projects, by 
adapting such innovations from foreign sources, or by developing these 
innovations from its own investigations and trials. 

2.6.4.2 Project objectives are studied in order to ascertain their 
relevance to the existing health situation. 

2.6.4.3 Projects under implementation and after termination should 
be assessed in regard to the attainment of their objectives/targets 
and their impact on the health service conditions. Note is made also of 
expected dates of completion of projects which are currently being 
implemented. 

2.6.4.4 Recommendations made on completed projects should be noted. 

2.6.4.5 An explanation should be sought for approved but unimplemented 
projects. 

2.6.5 The study of integrated develop!!nt projects should take account of: 

2.6.5.1 Their classification 

(a) a national project for regional development is one designed to 
assist the integrated development of a particular region, zone or area 
of a country; 

(b) a regional or intercountry project is one designed for the 
participation of a group of countries usually with the collaboration of 
an international or regional organization for the purpose of accomplishing 
specific objectives which are of mutual interest to the countries involved; 

2.6.5.2 It is assumed that these projects have been taken into account 
in the analysis of ecological factors. If not, then they should be 
considered under this section. 

(a) The objectives of the projects, especially the health components, 
are analysed; progress reports on the attainment of the objectives and 
targets are reviewed and when feasible, impact on sDcio-economic 
conditions is assessed. 

(b) Agreements or memoranda of understanding on the plan of operations 
of these projects are reviewed to determine the involvement of the health 
sector with a view to optimizing the latter's contribution. 

3. For the further analysis of the cost and efficiency of the health 
facilities, a micro-analytic approach following the PAHO/CENDES methodology 
is given in Annex A. 
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F. PROBLEM IDENTIFICATION AND EXPLANATION 

1. General consideration 

1.1 Purpose 

To identify within each analyzed technical area the problems arid their 
underlying causea. The products of this BubBtep are the lists of problema 
and conatrainta and propoaals for changes in areas where required. 

1.2 Information needed 

Current and projected levels of population, healtn status, ecoloBical 
factors and health resources. 

Opinion/impresaion obtained from interviewa with health aervice 
consultants and administrators. 

1.3 Staff needed 

Conaultanta and administratora of relevant subsectors concern~ with 
ecolOBical factors. 

Health planning unit stsff. 

1.4 Flowchart on Problem Identification and Explanation (Fig. 7, p. 57) 

2. Elaboration 

In the courae of carrying out the subateps during the situational 
analyaia the planner will have inevitably identified the major problema, 
aome of which will have clearly emerged while the others are indirectly 
revealed in the course of the analyais. The products of the analysis will 
include tables, detailed descriptions, prOjections, and some conclusions; 
these will provide the basea for the identification of problema and their 
explanation. Because of their bulk, however, these materials will be 
treated as annexes in the final report. 

The firat aubstantive part of the plan document will be a statement 
and explanation of problema in the different technical areas of the analyais 
(via., population, health status, ecological factors, health resources). 
The present aubstep will thua be a preaentation which will give a picture 
of all aalient findings and how they relate to each other. 

2.1 Identification of problema 

2.1.1 Population 

2.1.1.1 Consideration is given to the population growth rate in the light 
of observed and predicted population density, the growth rate of the 
economy in real terms and the country's desired standard growth rate. The 
result of this procedure will sssist the planner in determining whether 
or not the population growth rate ia a problem. 
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2.1.1.2 Attention ia then given to the age atructure of the population. 
Thia is correlated with the population growth rate and the obaerved and 
expected pattern of di ... ses. Mention should be made of the probable types 
of priority health programmes consequent to the age structure of the 
population. 

2.1.1.3 Differencea in the population should be examined as between the 
observed aituation and at the planning horizon. 

2.1.1.4 Attention ahould be given to the additional funda needed to 
maintain the per cspita health expenditure. 

2.1.1.5 The geographical diatribution of the population should be related, 
particularly to the follOWing; 

(a) froblema of population aCCesa to the health service. 

(b) Government programmea to improve transport and communication 
and the impact theae may have on the population in difficult of acceas areaa. 

le) Problema of rapid urban growth in the light of government policiea 
on rural and urban development. 

(d) Differencea in population growth rate among the different aub
planning areas. 

2.1.1.6 Note ahould be taken of apecial population groupa mentioned in 
the planning Terms of Reference or in the policy review, aa well as of 
a1gn1ficant population movementa. 

2.1.2 Health acatu. 

2.1.2.1 Tocal death., infant deatha and maternal deaths 

(a) Note i. tsken of the crude death rate, infant mortality rate, child 
mortality rate (1-4 yeara), maternal mortality rate and the proportional 
mortality rate for age 50 year a and over. Theae may be compared with the 
aituation obtaining in neighbouring countries. Further note ia taken of the 
range and average of each and how many of the sub-planning areaa are below 
the national average. 

(b) A review is then made of the increase or decrease in rates. 

Aftar considering the causes of death snd the heslth service coverage 
which are reflected by the percentage of deaths and births without medical 
attendance, a atatement is made of the feasibility of improving the observed 
and projected rateB. 

ecl Estimatea are made of the number of lives which will be lost during 
the plan period. 

(P) The age and aex patte rna of deaths are examined and the groups 
which auffer the moat are noted; the findinga can provide the basis for 
deciding Whether or not to give them apecial attention during the plan 
period. 
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(e) If there is information on mortality rstes occurring among 
special populstion groups (exclusive of age and sex) the figures are 
obtained and a statement given on their implications; these figures are 
further compared with the corresponding national averages. 

2.1.2.2 Major causes of death and sickness 

(a) A statement is made on the leading causes of death, morbidity 
(as reflected by the recorded consultations and hospitalizations), infant 
mortality and maternal deaths with observations on the feasibility of 
their prevention, the availability of technology for their improvem~nt 
snd the cost implications of preventive or control measures. 

(b) Each reviewed disease should m~ntion the indication of a positive 
or negative trend. 

(c) The trend and the rate for each disease are then compared with 
findings in selected areas of the country which are judged to have 
reasonably efficient health services. 

(d) Further comparison is made of each current and projected rate 
in relation to those observed among similarly situated neighbouring countries. 

(e) If disease reduction targets have been adopted in the previous year 
(e.g. in the health plan or in a programme) the observed and projected levels 
in the current exercise should be compared with the previous targets. 

(f) The specific diseases or conditions mentioned or inferred in the 
national policy should be brought out including their observed and projected 
levels. 

(g) The illnesses observed among the different ages and in the sexes 
are examined in relation to the leading caUSes of morbidity and mortality 
and the findings are brought out. 

(h) The common causes of morbidity and mortality among special 
population groups are likewise examined and the results highlighted. 

(i) The leading cauaes of morbidity and mortality in the different 
sub-planning areas are compared with the national aggregates and their 
implications stated. 

2.1.2.3 Priority ranking of major causes of death and sickness 

This procedure may be done under this section or under Plan Formulation 
before a decision is made on priorities among the main objectives and pro~r ..... es. 
In this MANUAL, priority setting is included as a substep under Plan 
ForDallation. 

2.1.3 Health resources 

2.1.3.1 Under this heading problem areas in intersectoral relationships 
are cited, such as differences of view as regards the technical areas of 
coverage, issues on the objectives and procedures and obstacles met by the 
health ministry in discharging its responsibilities as regards joint 
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agreements with other ministriea or with multisectoral bodies. Specific 
examples of these are the conflicts in jurisdiction for sexually-transmitted 
diseases as between the military authorities and the health ministry, the 
sharing of responsibility for school health as between the education and 
health ministries, the role of the health ministry in national nutrition 
programmes and drug addiction control, the responsibility of the health 
ministry as regards community water supplies, etc. 

2.1.3.2 Problems and issues of intrasectoral relationships should be 
described; e.g. Government policy towards the private health sector 
and, if existing, whether it is productive of desired results; need for 
clear delineation of responsibilities between the health ministry and the 
medical care insurance or security system; need for cooperative relationships 
between the private and public health sector as regards ref errs 1 systems, 
extension of services, use of health facilities, areas/population coverage; 
involvement of the providers of health services in planning the curricula 
for the education and training of health manpower, etc. 

A review of the organization of the health ministry will show whether 
problems of relationships exist among its component units as regards their 
services coverage in the different programmes. 

Note should further be taken of the number of vertical programmes in 
operation. 

2.1.3.3 Health facilities 

(a) The proportional distribution of beds smong public and private 
hospitals is correlsted with population distribution and according to 
income. If feasible, the cost of care in private hospitals should be 
correlated with average salaries/wages. 

(b) The national bed-population ratio is noted together with the 
ranges observed in the different sub-planning area ratios and with the 
standards adopted by the health ministry. 

(c) The sub-planning aress are further reviewed to determine whether 
their facilities for health units sre in accordance with the prescribed 
standards. 

(d) Based on the estimate of population increment at the planning 
horizon, calculations are made for additional hospital beds and health 
units which will be required at that date in order to maintain constant 
ratios especially in instances where existing ratios are judged deficient. 

(e) Note is tsken of the distribution of general and special hospitals 
offering highly specialized services in the different sub-planning areas. 

(f) Insofar as government facilities are concerned, the following 
sre further reviewed: 

number of facilities needing minor, moderate and major repair; 

number of facilities not having a full complement of stsff as 
established by the health authority; 
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presence or absence of health facilities in remote areas; and 

presence or absence of health facilities for special population 
groups. 

(g) A revie~ of programmes carried out by the health facilities 
will include the determination of population coverage for the general 
and specific healtb services with the use of the following rough indicators: 

- proportion of deaths and of births which are medically attended 

proportion of pregnancies with pre-natal care of any form and 

- proportion of population covered by health benefits under the social 
security scheme. 

In each programme, comparison is made of observed accomplishments 
in major activities with the set targets of coverage and standards for 
frequency of application. The accomplishments in major health activities 
should be related further to the total eligible population. 

Observations are made on the usefulness of activities undertaken to 
carry out programme objectives and of the techniques utilized in relation 
to the purposes of the activities. 

2.1.3.4 Kealth manpower 

(a) The projected health manpower/population ratios are compared with 
the observed ratios. Any deficiency should be brought out in order that 
measures can be taken to keep the ratios constant or improved. The opinion 
of experts on reasonable ratios should be sought as the figures they suggest 
can be compared with the observed ratios. 

(b) The health manpower distribution is examined as follows: 

comparillg ratios in the different sub-planning areas; 

comparing distribution of specialists in the sub-planning areas; 

comparing proportions of health manpower in the government and 
private subsectors; 

- comparing proportions of the health manpower working 
in hospitals, health units, other service units, and head 
offices and branches of the government health service. 

(c) The proportion of health manpower as to nationality and government 
expenditure for expatriate health manpower is examined. 

Cd} In stating the observed staffing pattern in the different types 
of facilities, a comment should be made on the proportions of individual 
categories of key health manpower to each other and to the supporting staff. 
The findin&s will give a rough idea of the efficiency of staff utilization. 
The observed staffing pattern is then compared with the accepted standards, 
particularly with recommended standards when arrived at through operational 
research or the consensus of experts. 
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(e) Comments should be made with regard to the relevance to needs 
of the curricula and the duration of training for the categories of 
health manpower. The geographical distribution of the teaching 
institutions should also be obse~d. KentiOD should be made of the drop
out rates in undergraduate courses. Mention should further be made if 
teaching staff is inadequate in number and qualifications. 

(f) If the number of students graduating from high school is small, 
appropriate attention should be drawn to the limitation of the base from 
which skilled health manpower will be developed. 

(g) An analysis is made of the productivity of Ministry or agency 
staff by relating their specific activities to the total accomplishments 
of the different programmes. 

(h) A summary of the findings of the health manpower policy review 
and their implications should note trend. in migration, compulsory 
service requirements, staff compensation, and recruitment policies. 

2.1.3.5 Finance 

(a) A correlation is made between the ~ capita total government 
health expenditure snd the projected population and the ~ capita 
government expenditure on health in similarly situated countries. 
psrticulsrly neighbouring countries. 

(b) On the basis of the projected economic growth rate, the inflation 
rate, the place accorded health in the nationsl budget, and the observed 
growth rate of the health budget, the chances of budgetary increases are 
assessed. 

(c) Comments should be made on the distribution of the budget for 
operational and capital expenditure and the different items/objects of 
expenditure. Note should further be taken as to where major increases 
occurred in the past. 

(d) Further comment is made on the sources of funds together with 
suggestions on how possible increases may be stimulated. 

(e) If desirable, a summary of budget information on other agencies/ 
entities is prepared and briefly commented upon. 

(fl If external assiatance is being received, a ststement should be 
made of ita magnitude, the conditions of assistance, the problema 
encountered during implementation and the resulta being schieved. 

2.1.3.6 Health projects 

(al The enumerstion of existing health projects should include 
information on the atatua of implementation, their objectives snd the 
relevance of the objectives to the present and projected situation of the 
programmes under the plan. 

I, 
II 
II 
II 

~ 
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(b) A further enumeration is made of the problems encountered 
during project implementation. 

(c) An explanation should be made of why some approved projects have 
not been implemented. 

2.1.4 Ecological factors 

2.1.4.1 Note is made of the growth rate of the GNP, inflation, and 
employment; the size of the public debt should be stated. 

2.1.4.2 A statement is made on the projected school enrolment, the 
probable number of scbools and tbe number of teachers up to the pLanning 
horizon. 

2.1.4.3 Information is given on tbe percentage of the population provided 
with safe water and having sanitary toilets. Urban and rural characteristics 
and differences are indicated; mention is further made of the type of areas 
(urban or rural) where increases in coverage bave occurred for certain 
health activities; these observations are further correlated with the 
current and projected levels of specific diseases, e.g. gastrointestinal 
infection. 

2.1.4.4 Comment is made on the impacts of on-going and contemplated 
developments in agriculture, industry, transportation snd communications, 
water supplies, elsctrification, etc. in regard to the health status and 
the demands for and the delivery of healtb services. 

2.1,4.5 The major illnesses and conditions are reviewed with the aim of 
identifying deficiencies or ascertaining any need for intersectoral 
coordination for their control. 

2.2 Explanation of the problems (analysis of obstacles and deficiencies) 

In Chapter I, it was pointed out that in planning terms the state 
of health is a result of the interaction of the population, the health 
sector and other sectors. Under 2.1 above, problems were identified in the 
areas concerned with health status, population, health resources and 
ecological factors. However, problems affecting health status may 
include those identified with health resources and ecological factors. 
Likewise, certain population characteristics such as education and 
literacy, residence in accessible areas, etc. contribute substantially to 
health services utilization. 

In this section, a detailed and systematic procedure is laid out to 
point out the relationship of health status, population, health resources 
and ecological factors; the intentions are to uncover problems which may 
not have previously been noted and to enable recommendations for changes 
calculated to exercise an impact on the specific problem areas to be 
prepared. 



2.2.1 Problem of health statu. 

2.2.1.1 Framework of analyeis 

The analysis is focussed on the reasons why individuals change from 
a healthy to a sick state. Among the sick, attention is focussed on the 
reasons why some of them do not seek medical attention. Of those seeking 
medical care, attention is directed to finding out why some are not 
diagnollSd correctly. And among the correctly diagnosed, explanation 1a 
BOught on loby some do not receive proper treatment. Of those treated 
properly, explanations are sought sa to the reasons why 80IIle do not recover. 
The diagram below summarizes this analytical framework: 

~ 

Health 

1--- why? 

eick 

...... ___ ...:tt--______ --hy? 

f ~ 
sought medical no medical 
attention attention 

~ 
1 

diagnoeed properly 

} 

~ --why? 

not diagnoaed 
properly 

1 --why? 

treated properly not treated properly 

~ 1 --why? 

recovered did not recover 

The taak of the health administrator is to answer the question "why" at 
each level of the diagram. 
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2.2.1.2 Procedure 

The writing of the explanation 18 preceded by a series of interviews 
with health administrators and staff at different levels. This is 
complemented by reporta and atudies and by any relevant information which 
may bave become &vailable during the proceaa of the aituational analyaia. 
The interviewees are briefed on the aforementioned information sourcea 
and their reactiona as to their validity are sought. 

The framework of the analyaia deacribed in 2.2.1.1 ia explained, 
and the content of the interview conaists of the following: 

(a) A review of the l18t of diaeases/conditions. If the diseaaea/ 
conditions are few, each 18 snslysad separately. If there are many, the 
diaeaaea/conditiona are grouped according to criteria that may be agreed 
upon (epidemiological, clinical, etc.), and analyais 18 made of a 
representative disease in each grouP. this latter step makea the analyais 
more wieldy. 

(b) On the firet question in the preceding diagram as to WRy an 
individual seta aick, the causes may be due to the following factors: 

(i) Populstion. Problema of unawareneaa and lack of 
motivation for personal health protection may spring 
from social, anthropological and economic reasons, e.g. 
reli~ion, food practices, certain traditional practices 
that are inimical to health, etc. 

(ii) Heelth resourcea. Inadequaciea in the promotive and 
praventive aspecta of health require close attention in 
thia analysia. The reaaons why theae aspecta of tha 
health aervices are not adequately being delivered to 
the population are sought. 

Operational deficiencies asaoc18ted with this situation may be due 
to the following constraints: 

- facilities (number, appropriateness, distribution, etc.). 

~ equipment and auppliea (adequacy, auitability, d18tribution, 
etc.). 

- manpower (number, training, behaviour, distribution, etc.). 

- finance (amount, timelinesa, etc.). 

- health technology (presence or abaence of preventive technology, 
unsuitability, etc.). 

- relationships (cooperation and coordination of both intra- and 
extra-aectoral nature). 
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(iii) Ecological factors. The impact on the population of the 
promotive and preventive components of tbe health 
services are further sought. The analysts should be 
directed to the following: 

- geographical location 

- transportation/communication difficulties 

- educational level 

- income 

- prOVision for safe water supply and sanitary disposal 
of waste and refuse 

- availability and utilization of nutritiOus food 

- technological problema. 

The interview should proceed in a free and informal manner with the 
interviewee not feeling obliged to reply in categorical terms. A 
pronounced overlapping of the replies may be expected; this overlapping 
is corrected later when the master list of constraints is prepared. 

(c) On the question in the diagram why an ill individual does not 
seek medical sttenUon, the analytical frame will be the same as in "(b)". 

(d) On the question why the illness of sn individual presenting himself 
for medical attention is not diagnosed properly, the analysis is directed to 
health service capability in terms of staff (number, type and training,>, 
diagnostic facilities, supervision, and patient cooperation. 

<e> In the case of patients who are diagnosed properly but do not 
receive proper treatment, the analysis will deal with the health 
service supply system, private sources of medical supplies (e.g. drug 
stores), treatment policies and procedures, existence of suitable technology 
and patient motivation; additionally, the referral syatem, transport 
system, snd availability of medical facilitiea for specialized care like 
h08pita18 are further considered. 

(f> As it is expected that among those receiving proper treatment 80me 
will die or continue to a chronic stste, explanations are sought on the 
basis of population behaviour as regards nutritional factors and such other 
influencing factors. 

2.2.2 Problem of high growth rate of the population 

The analY8i8 is conducted along similar lines as in 2.2.1. 
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2.2.3 Problem of health resources 

2.2.3.1 Health facilities 

Specific problems usually identified in regard to health 
facllitiea are: 

- lack of health facilities 

- unsuitable location 

- maldiatribution of health facilities in the sub-planning areas 

- poor maintenance and inadequate provision for supplies and equipment 

- UDder- or over-ataffing 

- unauitable deaign of the health facilities 

Explanations are aought for the following points: whether the health 
authority ia aware of the problem, lack of planning, use of inappropriat~ 
criteria for diatribution (which may include political, personal and 
technica1-.dmiDistrstive), inappropriate personnel (in terma of training, 
diacipline and motivation), supply and monetary policics and procedures, 
etc. 

2.2.3.2 Health manpower 

The usual problema are inadequacy in number, mald1etribution, 
inefficient utilization, low quality and poor motivation. Explanations 
are sought on basic national policies for education, migration and 
diatribution as vel1 aa on training, attitudes, managerial/administrative 
co~ateDCe. technical and administrative policies and procedures. 

2.2.3.3 Inter.ectoral and intrasectoral relationships 

Reasons for poor working relationships (cooperation, coordination, 
and extension of services snd use of facilities) are sought. 

2.2.4 Preparation of the master list of constraints 

2.2.4.1 In the procedure concerned with seeking explanation of identifi~d 
problema. ecological factors except as they refer to safe water and 
sanitary disposal of vaste and refuse were not included in 2.2.3. Those 
factors as vel1 as others which are beyond the jurisdiction of the health 
sector are listed separately and taken up with the concerned sectors in 
order that agreed policies and working arrangements can be worked out. 

2.2.4.2 The remaining constraints are entered in a table which classifies 
them according to categories. An example is given below. 



Probl_ 

Probl. 
"A" 

Probl .. ..... 

Probl_ 
"en 

Probl_ 
''D'' 

-11-

MASTEl LIST OF CONSTRAINTS (OR OBS~CLES/DEFICIENCIBS) 

TYoea of Conanaint;. 

Suppliu " 
Avaren .. a Motlvation Flnanc:1Iur. Kanl)()wer eaulmKnt FacUltl .. 

E11g1ble 
populatlon 
1. not' - - - - -
awara of 
tha probl_ 

Ellgible Thereia FacUitles 
population lack of are not - ia not - akill in properly -
IIDdvated h .. lth equipped 
to 118a the educatlon 
aenlce 

Lack of Lack of Supp11 .. 
funda to tra1n1na are inap-- - .upport of aUld.- propriate -
the liaria. 
aervlce 

Punda are Nur.ea are Eq~t Lack of 
ral .. aad 1nauffi- b acc_ - - with cianI: obaolate dation 
dalay for the 

patianta 

2.2.4.3 Idut1fication of key conatrainta 

ta) S1!pllfl.A liat of conatrainta 

Tha .. atar liat ia noW reviewed to pinpoint those which are common 
to var;1oua probl.... A a1lllp11fiad list ia produced by li8ting only once 
thoaa con.traint. which are repeated, 

(b) Identification of key conatraint. aa auch 

With the .1lIp11fl.d li.t on band, the analyal8 18 dlrected to determine, 
firatly, the probable a.quanee of the conatrainta in each problem, and, 
.acondly, tba degrae of influence whicb each of tbeae conatralnta will bave 
on the occurrence of othere. In thie way, the key conetrainte are identified, 
a key conetraint batng deflned a. the baaic or underlytng factor for the 
aziatuc. of othar obatacl .. or deficienciee. 
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2.2.4.4 Identification of types of change 

Tba nature of the constraints providea the basis for determining 
the typee of change to be introduced. Gener ally, six typea are 
recognized, viz.: 

(a) technological (d) facilities 

(b) procedural (e) organizational 

(c) ataffing (f) po !icies 

2.2.4.5 List of specific changes 

Constrainta within identified problems are individually analysed 
to determine wnat specific changes are required for their removal in 
eny of the six forms, i.e. technological, procedural, staffing, 
fecilities, organizational and policies. 

It should be recognized that in order to succeed, introduction of 
change in one eree may require corresponding changea in other areas. 

2.2.4.6 Determination of the degree of removability of key constraints 

Each key conatraint is analyzed to determine ita degree of 
removability within the llfe apan of the plan. The messurement of 
removability ia highly aubjective and requires a good knowledge of the 
country aituation aa well aa the counsel of sppropriate authoritiea. 

(a> Detera1ninl fectora 

The degree of 
following factore: 
euthority. 

removebility of key constraints is influenced by the 
nature, magnitude, extent and attitude of the health 

(i) ~ 

A conatraint may be due to the community (consumers) 
or to the health service (providera). Removability of 
constraints ariaing from the consumers is difficult to 
predic~ and quantify because it is concerned with the 
behavioural aapects of both the community and the health 
ateff. Prediction 18 relatively more precise in dealing 
with re.ource constraints because they deal with variables 
which can be placed under relative control. 

(11) Maanitude 

As a general rule, the bigger the constraint the more 
difficult it is to remove, e.g. 50% shortage of nursing 
stsff in a hospitsl is harder to overcome than a mere 
10% deficiency. 
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(iii) Extent 

This refers to the organizational and/or geographical 
distribution of constraints. Widely distributed 
constraints have less removability than those existing 
in only a few areas. 

(iv) Attitude of the health authority 

If the health authority shows concern for identified 
constraints they will have a better chance of being removed 
because of the likelihood of the authority committing more 
resources and efforts to overcome them. Planners and 
administrators must therefore exert more efforts in 
orienting the health authority at different levels and 
explaining to it the importance of each key constraint. 
its interrelationship with others and the negative impact 
it exercises on health problem solving. 

(b) Quantification of the degree of removability 

Quantification is expressed in terms of percentage of removability. 
It is a subjective estimate based partly on experience. 

The removal of constraints mayor may not require changes involving 
an increase in health resources (human and/or material). 

For each listed constraint produced in 2.2.4.3 (b). an estimate of 
its maximum removability is made~ In constraints which can be removed 
through increase of resources, the estimated resource increase should be 
indicated together with the degree of constraint removability expressed 
in per cent. 

Thus, if the problem is one of high TB morbidity which results from 
low BCG vaccination performance which is traceable to lack of vaccines and 
trained health manpower, the required change will involve correction of the 
two basic causes. On an optimistic assumption. the budget is increased to 
overcome the two constraints by 100% thus enabling BCG vaccination to 
achieve the desired target. On a pessimistic assumption, no additional 
funds are provided and the two key constraints remain as they are, i.e. zero 
removability. Assuming however that the health authority increases the 
TB budget by say 20%, the additiona~ resource may be employed to increase 
the BCG vaccine by 50% and to supplement trained personnel by 10%. 

2.2.4.7 Final list of constraints 

With the list of key constraints which includes estimates of their 
degree of removab~ty, the final list of constraints is completed. 
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Tvo alternatives may be expected: 

(a) If the key con.traints are 100% removable 

In such a situation, constraints which are known to be automatically 
disposed of by the removal of the key constraints are deleted from the 
liat obtained in 2.2.4.3 and the apecific changes enviss~ed for their 
removal are deleted accordingly. 

(b) If the key conatraint. are partially removable or not removable 

Tbe list obtained in 2.2.4.3 will not suffer any chan~e. 
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CHAPTEIl IV 

PLAN l'01IHULATION 

A. CONCEPT AND PRINCIPLES 

This step of the planning process is concerned with the foraulation of 
national health policies, programae plana, design of the health service 
network, identification of areas for project development and estimates of 
operatioaal _d eapital upnditun. 

With the planning terms of reference and the national development 
policies as luides and taking into account the identified probleaa, general 
statements are prepared as to what should be done (with indication of aome 
order of preference) and how they should be done. The plan should state its 
aain objectivea, establiah priority among the main objectives, and define 
the general strategy for carrying out the objectives. Implicit in the 
strategy are guiding principles governing the application of national 
mea8ures for the health protection of the population; these would include 
equity, efficiency, effectiveness, relevance and community participation. 
Examplea of these national measurea are thoae referrable to: (a) inter
sectoral cooperation and coordination, (b) the private health subsector. 
(c) sources and schemes of financing. (d) health manpower, (e) types and 
placement of health faCilities, (f) organizational guidelines, etc. 

The last part of the strategy is the selection of health progr .... s to 
carry out the health objectives, including an indication of their order of 
preference. 

The national health policy is discussed with appropriate groups 
(experts, adainistratora, community leaders) and with the other sectors and 
subaectors. At these di8cussions relevant issues issuing from the proposal 
are threshed out, adjustments introduced, and agreement in principle sought. 
There is no discussion of costs at this stage. 

The next 8ubstep concerns planning of the programmes. This substep 
translates the health 8tatus objectives into administrative terms, i.e. 
specific objectives, targets, resource requirements, spproaches and 
organization. It is by these means that the health services can be organized 
for delivery _ of direct aervic:ea lika MCB, lIl8dical. care or eaviroamantal health 
or indirectly .. in adlliniatrat1.on, health ampower training, laboratory, etc. 

Each substep in prolramme planning is worked out on the basis of (a) the 
identified problems and their explanation and (b) the national health policy. 

Parallel to and in iteration with programme planning, and guided by the 
general health strategy, the health service design is worked out in order to 
facilitate the carrying out of the main plan objectives. Operational studies 
and the help of administrators, specialists and community representatives, 
among others, have to be tapped for this undertakinl. It should be recognized 
that sometimes a desirable design may not be possible to implement in a given 

, 

11 
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situation. Parts of the design meriting high priority should be identified 
in order that intermediate proposals can be formulated. Proposals in the 
next planning cycle could then incorporate other components of the desirable 
design originally proposed provided the situation still warrants such design. 

By looking into the programme requirements, the health service design, 
the list of obstacles and deficiencies and the inventory and review of health 
projects during the situational analysis, areas for development of health 
projects are identified and a list of projects is prepared. A rough costing 
is then made. 

Finally, the resource requirements of the plan are worked out, based on 
what are stated under the programme plans, health service design, and projects. 
Operating and capital expenditures are made out up to the last year of the 
plan and compared with the observed situation. 

Although during plan formulation clearance is secured for each substep, 
the full plan upon completion is submitted for final clearance and approval. 
The main purpose of the latter is to (a) look into the internal consistency 
of the proposed plan, (b) examine its relevance to the new status of health, 
and (c) determine its consistency with and relevance to the national overall 
developmental plan. 

The approval of the plan is contingent on the recycling of its component 
proposals as required by the approved budget ceiling. 

Although final approval of the plan proposals marks the end of the plan 
formulation stage, there still remains further planning details in preparation 
for the implementation; these will be considered under Plan Implementation. 

The following sequence will appear in the elaboration of substeps under 
Plan Formulation. 

(1) Overall health policy 

Main objectives 

Priority among objectives 

General (or basic) strategy 

(2) Priority setting 

Levels of priorities 

Criteria in formulating priorities 

Setting tentative ranking of health problems, objectives, 
programmes, activities, etc. 

Further consideration 

(3) Key elements of programmes 

Statement of specific objectives by programmes 

Master table of activities by programmes 

Grouping of programmes for management purposes 

Further consideration 



-... ,.,'-
(4) larlet set tina 

- Introductory co.aants 

- Scheduling of cODstraints r.-oval 

- Targets of attributes of activitias and sertice resources 

- Targets of IIIOrbid1ty and lIIOrtal1ty 

- Further consideration 

(5) Health sen ice desiE (ovsrall og_iaation of the ayat.) 

- Dedp of the health .. rvice referral syst_ 

- Vacility network 

- !UnctiOns of health facilities 

- Macbal1aa for the referral of patienta 

- 8cb.. of the eda1Diatrativa levals 

- Daataa of the adainiatrative level organicational structure 
... " nailing pattern 

(6) ldant1ficat1on of useds for project. 

- leY1_ of the invntory of projects 

- laY1 .. of liat of constraints 

- Stat .... t on and group1Da of cb.aaes 

- &.Dk1Da of aroupa of chanaes 

- Coat .. t~tea for introducing chanaea 

(7) Operational buyet 

- &at~tes of ... rkload and required service inst~nts 
by proar_s 

- eo.putation of budaet in teras of real resources and total cost 

(8) lItesCient budget 

- Infonaation needed 

- Determination of health facility requi~nts 

- Det.raination of equipaent requir ... nts 

- Deteraination of physical facilities for overall adainistration 

- Deteraination of land raquirements 

- Deteraination of major maintenance requirements 

- Coaputation of total investment costs 

- Further consideration 
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(9) Plan presentation 

Levels of plan clearances 

Areas of concern in the clearance of the plan 

Approval of the plan 

Recycling of the plan to match approved budgetary ceiling 

Priority setting has been treated as one section but only to simplify 
its presentation. In reality, priority is established during the different 
phases of plan formulation such as among the main objectives, among the 
programmes, among the specific objectives, among the activities, among the 
eligible populations, etc. It will further be noted that in describing plan 
formulation, the element of choice has not been explicitly stated. The 
element of choice is, however, evident throughout the planning process; it 
permeates the situational analysis, the formulation phase and even the 
implementation phase, regardless of whether the undertaking is concerned with 
a policy plan, a programme plan, or a project plan. 

The situational analysis reveals the most important problems and the 
planner may elect to choose some and leave out the others p or he may take up 
all of them. Solutions to the identified problems are then formulated. It 
is assumed that there are a number of possible solutions for each identified 
problem. The "pros" and "cons" of each alternative intervention are weighed 
until finally one is selected and presented for discussion. Differences of 
views will naturally arise and the subject of these differences is referred 
to as "health issues". At the stage of policy planning, the element of choice 
is present when consideration is given to establishing priorities among the 
main objectives and when the basic strategies are defined. The same element 
of choice is present in programme planning during the setting of priorities 
on the specific objectives, in defining targets, and in adopting standards. 
In addition, choice is made on specific areas or objects for project 
formulation. The element of choice is again evident in drafting the health 
service design. 

Computation of operational expenditures may appear mechanical, but their 
basis springs from the decision to choose one over other courses_of action. 
The same applies to capital expenditure, and when proposed expenditures have 
to be reduced, a recycling is made which follows the decision of the 
administrator to reduce or delete programmes, services or projects in- the 
plan proposal. 
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B. POLICY PLANNING 

1. General considerations 

The term "policy" has been interpreted in various ways and has caused 
confusion smong planners in the health and other sectors. Below are 
dafinitions or descriptions of "policy": 

A specific set of decisions designed to carry out a selected course 
of action. (Webster's Dictionary) 

A .pecific decision together with related actions designed to 
iaplement it. (Webster's Dictionary) 

A projected programma coneiating of desired objectives and means 
to achieve th... (Webster'. Dictionary) 

Policy consiats of general .tatements or understsnding which guide 
or channel thinking in decision-making. (Koontz & O'Donnel) 

Policy 1s • guideline for the attainment of objectives. (Koontz 
, O'Donnel) 

Policy ia a guide to tha thinking and action of those who make 
decisions; it does not actively require action but is passively 
present to guide decision-Gakers when they are faced with future 
decision.. (Koontz' 0'Donne1) 

A gosl i. a prerequisite to datermining effective policies, while a 
policy ai .. to attain the goal in specific waya; hence, policies 
are guidelines in tha attainment of goals. (Koontz & O'Donnel) 

Policies are b •• ed on hum.n a.pirations, sets of values, commitments, 
apprai.ala of the current aituation and an appreciation of a desired future 
.ituation. As atated in the .econd definition above (i.e. s decision 
to.ather with related action) policies may be explicit, verbal or written 
.tat ... nt., but not infrequently they may be implied. Policy formulation 
i. not confined to top management although the higher the individual is 
in the hierarchy, the more iaportant his role and the more frequently he is 
involved in policy-msking. 

Par practical and operational purposes, policy planning as conceived 
in this MANUAL consists of the following components: establishing the main 
health objectives, setting priorities among objectives and determining the 
genaral strategies to be followed; in regard to the latter, identification 
of the health programmes or services to carry out the strategy and to help 
in accomplishing the objectives have been included. 

1.1 Purpose and expected results 

The purpose of policy making is to estsblish the general direction and 
the .aana to be employed by the health sector in achieving the goals of the 
various ereas of ita concern. The product of policy making is a list of 

" 

II 
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policy statements indicating in broad terms the desired situation or what is 
to be done in each of the areas of concern and how it is to be achieved. 

1.2 Information needed 

Terms of reference 

Assessment and explanation of the situation, including the list "r 
diseases/conditions classified according to their imporlance, 
if available 

1.3 Personnel involved 

Health administrators and specialists 

Health planning unit staff 

National health planning advisory body 

1.4 Flowchart on PoliCY Plannina (Fig. 8, p. 78) 

2. Elaboration 

2.1 Formulation of the main health objectives 

2.1.1 Objectives are statements of what is intended to be accomp lish,·d. 
They are the desired end-points towards which specific actions arc aprJ ied. 
The statement of objectives can also indicate the extent or level of 
accomplishments in qualitative and/or quantitative terms. Some ob.iectives 
even include an indication of the means and the channel through which the 
desired end-points are to be attained. 

There are different levels of objectives based on time (long-term, 
medium-term, etc.), specificity/detail or whether they are of general or 
specific nature or in terms of ~argets, etc. This MANUAL will deal only with 
objectives which are broadly interpreted to mean desired situations over a 
long-range or medium-range period of time. 

2.1.2 Procedure for identifyina main health objectives 

2.1.2.1 The results of the assessment and explanation of the situation are 
retrieved and, if already done, the list of diseases/conditions which arc 
grouped according to their importance is obtained. 

2.1.2.2 For each identified problem in the subject areas analysed, 
particularly health status and resources and taking into account those judged 
to be critical or important, the specific intention is indicated. The 
statement is generally expressed in terms of what is needed to correct, 
control and/or solve the problem encountered mainly by and within the health 
sector. For example, in the subject area of community health status: 

Ranking disease problem identified such as high mortality and 
morbidity rates for tuberculosis, all forms. 

Statement of intention such as to reduce the mortality and morbidity 
rates of tuberculosis (all forms). 
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2.1.2.3 The list of specific intentions is then expressed into a few broad 
Btstements to constitute the main objectives. Generally, the latter may be 
grouped into those which will have an .impact on the stste of heslth, structure 
and processes including production of services. Example: if there are a 
number of objectives which pertain to communicable and/or preventable diseases 
ill •• eral, all of them may be consolidated into one statement such as "to 
reduce morbidity and/or mortality from cOllllllunicable/reduc1ble diseases". 
(See also item 3, Further Consideration, below). 

2.1.2.4 For each of the identified main objectives, a brief description is 
prepared which, will include its justificstion, benefits and possible 
implications. 

2.1.2.5 The draft of ,the objectives and their descriptions may then be 
submitted to the national health planning advisory body. The submission may, 
however, be deferred until priorities among the objectives have been prepared 
and the general strategi~s determined. 

2.1.2.6 Final list of main objectives. This refers to the main objectives 
which have been approved in principle. The final list may be modified in the 
light of new considerations which are identified later during the planning 
process and in which an iteration is carried out. 

2.2 Settina main ob jectives 

2.2.1 It is iaportsnt to determine which of the desired situations should be 
given emphasis; such decision is essential in formulating the strategies and 
in developing the progra.mes for implementation. 

2.2.2 The proce~ure for determining priorities is discussed st length in the 
section on ,riority Setting (Chapter IV, Section C, page 85). 

2.3 Determinina the general strategy 

2.3.1 The tem "strategy" as used in this MANUAL comprehends the setting 
down of broadly stated, guiding principles, approaches and means or courses of 
action which are aimed to achieve the main health objectives. 

2.3.2 Strategy provides guidance in making decisions for action particularly 
in the allocation, organization and utilization of health resources and in 
designing the health care delivery system. 

2.3.3 Implicit in the sel~ction of the appropriate strategy is the 
application of the principles of effectiveness, efficiency, equity, relevance 
to aocial needs, realism, community participation, self-reliance and the use 
of sound principles of health administration. Consideration may further he 
given to such other fsctors ss remoteness or isolation of an area, national 
idiosyncracy, etc. 

2.3.4 In line with the above, the procedure starts with a review of the 
results or the aSBessaent, eapecially from the analysis of constraints and 
the main objectives. Some stat ... nts may be based on fundamental truths with 
no need for further analysis, e.g. health is a fundamental human right. 



2.3.S There are certain critical probl ... or group a of probl .. a for which 
alternative atrate,iee CaD be identified. Thia aituation leada to the 
.. ergence of ieeu.e in the .. tter of eelectiDg appropriate atrategiea and 
theae must be reeolved. ODe approech for the resolution of such iS8ues ia 
the holding of a study ,roup or auch like .eeting in which repreaentative 
el ... nte concerned with the probl ... OD h8Dd participate. 

2.3.6 In deciding on strateliea. tha following points should be considered: 

(a) AacertainiDg which &lency/authority ie responsible for safeguarding 
the health of the population; 

(b) The pattern of operatione including coneideration of the type of 
servicea to be provided (e.l. intelrated or vertical). re.olution of 
conflict. (overlapping. etc.). involv ... nt of other aaencies (governaent. 
voluntary) and/or eubaectors (private). etc.; 

(c) Levels of adainietration. including chauge •• functions. 
relationships, etc.; 

(d) Servicee to be offered taking into sccount their nature, siting. 
coveraae, relionalization, etc.; 

(e) Standarda to be adopted as regarda aervice. staff. administrative 
procedurea. faclliti ... etc.; 

(f) Operational relationshipe with traditional/indigenoua practitioners 
of _dicine/health; 

(I) Caa.unity involveeent including auch factora as financing. planninl. 
1mp1.-ntation. selection of local health staff. etc.; 

(h) Relation.hipa with the private health 8ubaectors; 

(i) Health aanpower developaent (e.l. education and traininl). 
migration. distribution. utilisation; 

(j) Allocation of resources; 

(k) Workins relationahipa with other .ectora concerned with overall 
development and health related .ervice.; 

(1) Liai.on/coordination with external aaaisting agenciea. 

2.3.7 Participation of the private health eub ... tor 

In connection with the aforementioned subject areaa, it .ay be appropriate 
to make further cOllllents on the participation of the private heslth subsector. 

(a) It will be recalled thet preliminary to the drafting of the terms 
of reference. the following were done: 

identification of the health sector 

deacription of the coaponenta of the health sector and 

- selection of alenciea to be analyzed. 
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At thi.point, the size, actual role and distribution of private health 
•• rvic •• will decide whether it will be a good strategy to further stimulate, 
guide and coordinate the services of the private subsector with the total 
governDBfttal effort towards health improvement. If it is decided that this 
will be so, then further analysis as indicated in Chapter III is carried 
out as follows: 

review of the government's present policy towards the private 
subsector. This will include that pertaining to private 
educationsl institutions, private drug companies and private 
hospitals/clinics; 

inventory snd distribution of the private health agencies/ 
institutions; 

study of financing aspects of private agencies including the 
fees charged to patients, contribution of employees. medical 
in8urance, etc.; 

study of problema faced by the private health sector through 
dialogues. 

Under "Analysie of ecological factors" in Chapter III D, a study is made of 
the population distribution according to income. 

(b) On the baaia of the above, a rough idea of the probable 
participation of the subaector can be listed as well as the necessary new 
policies of the government towards it. 

(c) The above ia then discussed with levels of the private subsector 
and agreement in prinCiple is reached. 

(d) Some of the details of the strategy are then subsequently worked 
out. More apecific details at operational level are possible only at the 
point of service design and operational and capital budget phase wherein 
specific geographical areas and field of actiVities are designated where the 
private Bubsector will be encouraged to come in. 

2.3.8 Documentation of selectad strategies and their clearance and approval 

As with the consideration of the main objectives and their priorities. 
this substep may be taken up separately after each process or following 
completion of policy formulation. 

2.4 Identification and s.lection of programmes 

2.4.1 The next sub.tep after the formulation of the general strategy is the 
making of decisions on the programmes to be developed. 

The Planning Unit prepares the list of programmes which is then submitted 
to the advisory committee for approval. Considerations for the preparation 
of the list are given in 2.4.2. Because of the narrow range of programmes 
in health, the list is evolved by addition, deletion, merging, splitting. 
assigning new aress to existing ones, de-emphasizing some activities and 
introducing changes in programme objectives. 
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2.4.2 The following information ia retrieved for U8e a8 reference in preparing 
the list: 

(a) summary of problems and conatraints 

(b) list of the main health objectives and of the priority assigned 
to each 

(c) list of present programmes 

(d) planning terms of reference 

(e) appraisal results of ongoing projects 

The lists of dia ... es add·otherh •• lth probl .... dd the l1.t of changes 
stated in the explanation of the .ituation are reviewed. On the basis of the 
objectives and taking into sccount the priorities aaaigned to them, a first 
approximation of the progr ..... to be proposed is prepared. The terms of 
reference are reviewed to check which programmes <exi.ting or contemplated) 
are to be emphaaized and whether deletions of current ones are allowed. 

2.4.3 A tentstive listing of the programmes bssed on the above review is 
then prepared. 

2.4.4 The tentative list is compared with the current list of programmes. 
If programme deletions are not allowed, then existing programmes not listed 
are incorporated in the tentative list. 

2.4.5 A final review of the tentative liata is made 

<a) to determine whether there ia consistency between the listed 
programmes and the proposed actions; 

(b) to aacertain the relevance of the proposed programmes; and 

(c) to check on possible overlapping or duplication between ongoing 
and new programme proposals. 

2.4.6 A final draft ia submitted to the advisory body which, in further 
consultation with the planning unit, assigns an order of priority among the 
programmes. The advisory body will then submit its recommended list to the 
health authority for approval. 

2.5 With the approval of the main objectives together with the order of 
their priorities, the general strategy and the programmes with their assigned 
priorities, the planning unit becomes recipient of a documented set of 
ertinent health olicies ado ted b the count These documents are 

transmitted to sll subsectors, sgencies and or offices and other concerned 
sectors. The material will find further use in the next phase of the planning 
process. 
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3. Purther eonsideration 

3.1 An approaeh for evolving main health objectives and strategies is 
presented below as a possible guide: 

3.1.1 Population 

(a) State what actions within the health see tor are to be undertaken to 
correct, control and/or sollie the probleaui encountered; 

(b) Indicate the means (including programmes/services) for accomplishing 
the above actions. 

Example: 

Problem: High popUlation growth rate 

Statement of main objective: To reduce the birth rate in the community. 

Meana: (i) to undertake a family planning programme; (ii) to introduce 
economic deterrents to large families. 

3.1.2 H.alth status 

(a) State what action the health seetor should take to correct, improve 
and/or solve the existing problems; 

(b) Select programmes for carrying out the desired action. 

3.1.3 Health resources 

Statements on action to be taken for each of the following: 

(a) Overall organization 

The policy statements should emphasize, among others, the levels 
(national, intermediate or local) which will be involved; the functions 
and responsibilities they will perform; and the extent of participation 
by the public and private suhsectors. 

(b) Pattern of facilities for health service delivery 

Emphasis should be given to the type and category of facilities 
to be operated at each organizational level. 

(c) Financilll 

Statements relative to funding facilities at the various levels of 
the organization, ineluding schedules for fund release. 

(d) Training 

Indicate the kinds and sites of training. 
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(e) bnproved public health knowledge and technology 

Emphasis on the fields of research/studies and at what levels they 
should be undertaken. 

(f) Design of systems and procedures 

This refers to the strengthening and/or development of the general 
administrative system. The policy statement should include the lines 
of action to be taken in terms of the required organization and 
procedures. 
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C. PRIORITY SETTING 

1. General consideration 

It has been said that the essence of planning is in setting 
"priorities". This view reflects the resource limitation which obtains 
in practically every community. Priority setting does not however occur 
at only one stage or level of planning, but takes place throughout the 
various phases of the process and is made at the different levels of 
decision-making. 

A pivotal point in the setting of priorities is the ranking of 
diseases/conditions for the purpose of determining which merit emphasis. 
This substep may be undertaken during the situational analysis, either 
at the end of the analysis of the health status (to provide one more 
basis for the identification of health problems) or after problem 
identification (to provide another input for the setting of main health 
objectives and strategies). After the main health objectives have been 
selected it is important to decide which among them should receive priority. \ 
Again, after the programmes have been identified, a decision on their 
relative priorities is further required. Further on, when the programme 
objectives are established, priorities among the objectives in each 
programme are also decided upon. Finally, in the programme activities and 
in projects designed to enhance the capabilities of these programmes, a 
decision on which to emphasize and allocate more resources to must be made. 

Priority setting requires good judgement, an ability to "synthesize the 
numerous relevant details and to balance variables which often have very 
different quantitative relationships or lie in different dimensional scales". 
In general, priority setting is perhaps the most intuitive or subjective part 
of the planning process. 

In this section of the MANUAL, priority setting as made at the 
different levels during the stages of planning is discussed. 

1.1 Purpose and expected outcome 

The intermediate purpose is to establish a ranking of identified problems 
in accordance with certain pre-determined criteria. Thus a list of 
problems in the order of their importance within each of the subject areas, 
particularly with regard to the health status of the population, can be 
prepared. This will be useful later in the setting of the main health 
objectives and in determining the order of their importance and consequently 
the identification of high and low priority programmes. Later on the list 
will serve as a guide in determining which objectives of a programme, which 
activities of a programme and which projects are of high or low importance. 
The list of ranked problems can further be used as a basis for allocating 
resources among the programmes. 

It will thus be seen that in addition to the listing of problems 
classified according to their importance, a further listing of statements 
1s made on priority programmes, programme objectives, programme activities 
and proj ects. 



- 86 -

1.2 Information needed 

Identified problems and their explanation 

Relevant terms of reference 

Other indications or expressions of social concern 

List of relevant current health policies/directives 

Information on technology 

1.3 Staff 

Health planning advisory body 

Public health and clinical consultants 

Health planning unit staff 

1.4 Flowchart on Priority Setting (Fig. 9, p. 87) 

2. Elaboration 

2.1 Rankins of identified problems 

2.1.1 Determination of criteria to be used 

A set of criteria is formulated for use in ranking the identified 
disease problems. The criteria adopted and described in this MANUAL are 
concerned with technology, magnitude of the problem, social concern, and 
existing health policies/directives. 

2.1.1.1 Vulnerability of problem to technology 

Four criteria may be considered under this heading, viz.: 

(a) Existence of an effective technique to reduce or control each 
identified disease/condition. Each disease/condition (or problem) is 
reviewed to determine whether there exists an effective technique for its 
reduction or control. The outcome of the review will show whether an 
effective technique is available or not for the given disease or condition. 

(b) Feasibility of implementing the technology. In the presence of 
an effective technology, note is taken whether it is applicable in the 
country, considering its financial, manpower, and organizational aspects. 

(c) The degree to which the technology can be geographically applied. 
Where technology is feasible, further consideration is given to its 
distribution in the country, e.g., whether it is already in use and the 
extent of its geographical distribution. A widely distributed technology 
is given a higner weight than others having only a limited distribution. 

(d) The multi licit of 
technology favourably affects 
it is given a higher priority 
effect. 

effects of the techno10 If a feasible 
more than one disease condition or problem, 
ranking than others with only a limited 
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2.1.1.2 Magnitude of the problem 

The projected severity level of a problem (i.e. disease or condition) 
is used to determine its magnitude. In the case of health status, either 
the projected number of deaths or the projected number of cases, or both, 
can be used. Some would prefer the use of the mortality/morbidity index as 
a basis for the ranking of diseases. Somewhat related to this is whether the 
disease/condition worsens rapidly or not. In such a case a disease of lesser 
level may be considered as a priority if it shows a rapidly worsening trend. 

2.1.1.3 Social concern 

The term is applied to the value attached by the community to a 
particular disease/condition. Sometimes an indication of this value is 
given in the planning terms of reference or in policy documents. 

The replies to the following questions are useful in working on this 
criterion: 

(a) Is the disease/condition or problem explicitly expressed as 
important to the community? 

(b) Does the problem affect certain age groups, geographical areas, 
social strata, occupational groups, etc., which are considered important 
by the community? 

While an important criterion, it is recognized that quantification of 
the concern of the society for particular diseases/conditions is a very 
complex and at the present time a very subjective task and requires further 
study. 

2.1.1.4 Existing health policies 

Attention is given to the current (or existing) health policies as it 
is assumed that a decision on new ones will be the last and final procedure 
in priority setting. 

Each problem is analyzed in relation to its relevance to existing 
health policies and those which are relevant are realistically re-assessed 
in terms of their ranking in the priority listing, especially if the latter 
has been adopted many years previously. The subject is taken up further 
with the advisory body as may be indicated. 

It has been suggested that this criterion be subdivided into the 
"presence of an existing policy" and "relevance of existing health policy 
to the identified· health problem" for purposes of quantification. This is 
proposed in order to offset the unfair advantage of health problems for 
which there exist health policies over some equally important ones for 
which there is no stated health policy. 

2.1.2 Preparation of a tentative ranking 

The list of diseases/conditions and other problems identified in 
the assessment are reviewed one by one snd tested against each of the adopted 
criteria. As pointed out previously, the drawing up of a priority list is 
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the most subjective in the planning process. No attempt is therefore made 
to express priority setting in mathematical terms; instead, an approach is 
outlined as a rough guide in exercising judgement. 

The relationship between the problem and the selected criteria can be 
expressed in an arbitrary numerical scale which may be set by planners, 
eag. 1, 2 and 3. Each problem, after assessment, is given a value within 
the adopted numerical scale. 

In order to arrive at a ranking, it is necessary to sum up the 
individual assigned values for each problem. It will, however, be more 
meaningful if, instead of a numerical ranking of individual diseases and/or 
conditions (e.g. 1,2 '" n), the problems are classified into two or more 
priority groupings. Cut-off points for the score are decided upon to 
classify the problems. 

The following situations may be encountered: 

(a) Problems with available technology, high magnitude and social 
value and covered by existing policies will merit the highest score (high 
priority problems); 

(b) Problems without technology with low magnitude and low social 
value and not covered by existing policies will have the lowest score 
(low priority problems); and 

(c) Intermediate combinations will show varying scores between the 
two extremes (intermediate priority problems). 

2.1.3 Approval of priority rankings 

The documented tentative list of priorities is submitted to the health 
planning advisory body for its review and clearance. Any suggested changes 
are incorporated in the tentative listing. 

2.2 Setting priorities among the main health objectives 

This is decided upon after the main health objectives are determined 
and after taking into account the ranking of diseases and other problems. 

2.2.1 Determining the criteria to guide determination of priorities 

Various criteria are available. However, policy statements of the 
highest political authority or body of the country provide a good guide for 
establishing the criteria. The criteria may also be embodied in the 
country's overall development plan. 

In general, the criteria in most common use are: efficiency, equity, 
relevance to Bocial needs (including impact on productivity) and 
international commitments. The importance/rank of specific disease problems 
should also be considered. 
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2.2.2 Setting up tentative priorities among objectives 

The list of problems grouped according to importance is retrieved. 
Each objective is reviewed and related to the criteria along the following 
lines: 

(a) If the objective has within its scope a number of priority 
diseases or problems as determined in the assessment described above; 

(b) If the objective is intended to provide the most services; 

(c) If the objective is directed to the largest number of the 
population regardless of age, sex, geographical distribution and ability 
to pay; 

(d) If the objective is geared to the efficient use of resources; 

(e) If the objective is relevant to social needs and developmental 
efforts; 

(f) If the objective is SOCially acceptable; 

(g) If, from tbe sequential point of view, the objective is 
instrumental to the attainment of other desired Situations; and 

(h) If the objective is concerned with meeting international 
commitments. 

A statement of the objectives classified into groups, e.g. critical 
(highest priority), desirable (high priority) and optional (low priority) 
is then prepared. 

2.2.3 Approval of the tentative list of priorities among objectives 

The list is submitted for the adoption of the health planning advisory 
body prior to its final approval by the health authority. 

2.3 Determination of programme priorities 

2.3.1 This is done after the strategy (including selection of programmes) 
has been agreed upon. Since the main health objectives are based on the 
identified problems, the same criteria and procedure should be employed in 
establishing the programme priorities. Thus, each programme is matched 
with the appropriate objective. Programmes derived from high priority 
objectives would thus be high priority programmes. 

2.3.2 Another approach would be to wait until after a programme has been 
evolved, i.e. after its objectives and strategy (including activities) is 
decided upon and the following procedure would then apply: 
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2.3.2.1 Deciding on the criteria 

A number of criteria can be utilized but the following may be 
considered as a first approximation: 

(a) Expected potential impact of the programme/service. The impact 
may be in relation to saving lives, preventing illness or disability, 
and/or improving health practices and by implication the improvement of 
health: 

(b) Expected or potential scope. This refers to the segment(s) or 
group(s) and number(s) of the population to benefit; 

(c) Feasibility (technical and operational); 

(d) Main health and overall development objectives; 

(e) Community acceptance of the programme; 

(f) Social need; 

(g) Accepted obligations of the agency, including special mandate; and 

(h) International commitments. 

2.3.2.2 Relating each programme to the adopted criteria 

Each programme is related to the above-referred criteria and a 
determination is made of how many of the latter are satisfied. From the 
result, a judgement is made as to whether it is a priority programme or 
not without resorting to numerical ranking. 

A priority programme may thus be identified as one which fulfils a 
number or all of the following conditions: 

(a) It is expected to save lives, prevent illness/disability and 
improve health. It is assumed that comparisons will have been made 
between the programme objectives and activities and the identified priority 
health problems. Emergency programmes such as those for the control of 
disease outbreaks are also considered. 

(b) It will benefit a significant number of the population rather than 
only a few; it should be noted, however, that a programme initially directed 
to a specific group may be the beginning of a large programme serving a 
large group of the population; 

(c) It is technically and operationally feasible: 

(d) It is consistent with the main health and development objectives; 

(e) It is accepted by the community or will contribute to the moulding 
of a favourable public opinion; 

(f) It fulfils a high social need: 
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(g) It constitutes an obligation of the health agency as defined by 
law or national policy; and 

(h) It constitutes an international commitment. 

2.3.2.3 Preparation of stateaenta on the priority progr..-es and their 
submission for approval 

This step again involves various aspects of decision making, viz., 
the technical, administrstive and political. 

2.4 Set tina priorities ~Ong objectives within a programme 

This is undertaken during programme planning after the programme 
objectives have been identified. 

The same criteria used for setting priorities on programmes may be 
utilized, especially as regards impact, scope, consistency with the main 
health objectives, social .. ed and feaaibility. 

2.5 Setting priorities among projects 

2.S.l Since projects are time- and reaource-limited activities for raising 
the capability of programme(s} in order that the latter csn deliver services 
as planned and targetted, any project relevant to a high priority progr .... 
should also be considered as a high priority project. 

2.5.2 Any project which is instruaental in strengthening more than one 
programme rates also a high priority. 

3. Further consideration 

3.1 The use of more refined tools for decieion-msking, like cost-effect 
and cost-benefit 8R8lya .. vill be aoat helpful but neither should .e applied 
singly. They should be employed in .. sociation with the other criteria 
presented above. 

3.2 Other approaches for determining priorities are mentioned in the 
literature (e.g. PAHO/cENDES method, the Q index as developed for the Indian 
Health Service, etc.). 

II 

II 
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D. PROGRAMME PLANNING: KEY ELEMENTS 

1. General considerations 

1.1 Purpose and expected results 

To define in each of the selected prograaunes the following key elements: 
specific objectives, activities to carry out the specific objectives, the 
eligible population for each activity, and the specific programme strategies. 

1.2 Information needed 

Report on the situational analysis 

Main objectives 

General strategy 

1. 3 Staff 

Health planning unit staff 

Health administrators and specialists 

1.4 Flowchart on Programme Key Elements (Fig. 10, p. 9~) 

2. Elaboration 

2.1 Types of programmes to be formulated 

There are two types of programmes, namely, field (or operational) 
programmes and supporting programmes. Operational programmes deliver direct 
services to the population (e.g. medical care, MeH, health education, etc.) 
while supporting programmes provide back-up services (e.g. health 
laboratories, health manpower development, administration, etc.). 

2.2 Review of pertinent information 

Health administrators and specialists assisting in the drafting of 
programme plans are briefed on the findings of the situational analysis and 
the proposed national health policies. Particular emphasis is given to the 
list of programme constraints as well as to the possibilities for their 
removal. If any information needed is not available in the situational 
analysis report, further analysis of the programme situation is undertaken 
at this stage. 

2.3 Statement of specific objectives 

The planner, with the assistance of his collaborators, should determine 
the most important contribution that a proposed programme can deliver for 
the attainment of the main objectives with the ultimate intention of 
improving the health status of the population. 

In the supporting programmes, the planner gives particular attention 
to the contribution each programme can deliver to the plan and its prograILlIi1e 

objectives. 
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The specific objectives of each programae are ranked in accordance 
with predetermined priority criteria. Justifications for each objective 
mayor may not be included in the text. If prepared, the justifications 
are submitted as annexes to the plan. 

2.4 Selection of activities 

2.4.1 For field health programmes 

This is an intermediate step to target setting. Activities will be 
selected according to such criteria as: relevance, effectiveness, ease of 
application, degree of acceptability, cost, new developments in technology, 
conformity with specific objectives, etc. 

2.4.1.1 Procedure for selection 

(a) The list of activities of current programmes is reviewed; 

(b) Each activity is related to the list of prevalent and expected 
diaeases/conditions; 

(c) Each activity is analyzed in the light of the agreed criteria; 

(d) A new list of programme activities is prepared; 

(e) Consultation and coordination are established with working groups 
planning other programmes in order to arrive at an understanding on what 
activities each of the programmes will undertake. 

2.4.2 Administration improvement programme 

Necesaary activities to carry out specific objectives are sequentially 
stated. There is very little or no selection involved. 

2.4.3 Public Health Laboratories 

The activities will be based on the demands of field health programmes. 

2.4.4 Health manpower 

The necessary activities to carry out specific objectives are 
sequentially stated. 

2.5 Identification of the eligible population to field health programmes 

Aa with 2.4, this is an intermediate step. Based on epidemiological 
considerations a population eligible for an activity will be defined. The 
order of priority among eligible groups is established, with high priority 
given to those most at risk. 

2.6 Description of programme strategy/approach/course of action 

2.6.1 For field programmes, statements on the following will be needed: 

2.6.1.1 Whether the programme will be vertical or integrated; 
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I 
2.6.1.2 The field units to be rf~p~~ble for the delivery of services, 
and the role of other field heal~ts in this regard; 

2.6.1.3 The responsibilities of the different technical and administrative 
components of the health service; 

2.6.1.4 The participation of other government health facilities/units 
outside of the health ministry; 

2.6.1.5 The responsibilities, if any, of the private sector as in a mixed 
economy; 

2.6.1.6 The tactics of the programme (e.g. clinic attendance, house to 
house campaigns, village visits, mass media, support of other programmes, 
mas s camp aigns) ; 

2.6.1.7 The principal constraints or obstacles/deficiencies noted and what 
will be done about them; and 

2.6.1.8 In case the programme is receiving external assistance, the extent 
and duration of assistance and arrangements made after assistance is 
terminated. 

2.6.2 For the administration improvement programme the statement will include: 

2.6.2.1 The principal constraints requiring attention; 

2.6.2.2 How the activities will be carried out; 

2.6.2.3 The office(s) which will be responsible for carrying out the 
activities; and 

2.6.2.4 Other agencies to be tapped. 

2.6.3 For health manpower development, the following statements are made: 

2.6.3.1 The prinCipal constraints to be corrected and how they will be 
carried out; 

2.6.3.2 In the event that the means of development and curricula are to be 
revised, an indication is made of the group which will carry them out and 
the coordination with relevant sectors like education and labour; other 
agencies likely to be involved are also mentioned; 

2.6.3.3 If some of the courses are to be phased out mention is made on how 
this is to be done; 

2.6.3.4 In case a policy statement is to be prepared in its final form, 
mention is made of the office which will be responsible and other agencies/ 
entities which will participate; 

2.6.3.5 If there are already agreed upon recommendations, an indication in 
general terms is made of how implementation will be carried out and what 
offices/agencies will be responsible; 



2.6.3.6 If external &ssistance nee ed or a loan desired, an indication 
of this is made including the off ~ which will undutake the negotiation; 

2.6.3.7 If training is to be decentralized or improved, a statement is 
required to indicate where and what office will be responsible-; 

2.6.3.8 If special studies or a project approach are required this would 
need mention in the statement; 

2.6.3.9 Statements are further made on how other objectives will be 
achieved and what office(s) will be responsible for them. 

2.6.4 For health laboratories the statements should include: 

2.6.4.1 The principal constraints to be overcome and by what means; 

2.6.4.2 Whether new laboratories are required or eXisting laboratories 
need to be improved or expanded and whether new constructions or 
renovations are envisaged; 

2.6.4.3 The pOSition of laboratories in the organization; 

2.6.4.4 Administrative and technical control of the laboratories; 

2.6.4.5 Relationship of the laboratory services with other agencies. 
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E. PROG1WIKE PLANHING; TAlIGET SETTING 

1. General consideration 

1.1 Purpose and expected products 

The purpose of target setting is to quantify the specific objectives 
of programmes during the period of the plan. The expected products sre: 
a schedule for the removal of constraints, targets for the coverage of 
activities based on standarda of activities and perforaance, targets of 
activities for supporting programmes and targets for the reduction of 
mortality and morbidity. 

1.2 Information needed 

Specific objectivea of selected progr .... a 

Relevant guidelines 

Final list of activities by programme 

Degree of removability of constraints 

Projections of health status 

Attributes of activities and instruments 

Manpower projections 

1. 3 Staff 

Programme administrators 

Health planning unit staff 

Specialists in the various fields of health practice 

National health planning advisory body 

1.4 Flowchsrt on Target Setting (Fig. II, p. 99) 

2. Elaboration 

2.1 Targets may be expressed in different ways, depending upon what are 
desired for emphasis in the spectrum of time-limited intentions. Certain 
quantified desired levels of health may be expressed (e.g. the reduction of 
maternal mortality to a specified level, the reduction to zero level of 
cholera cases, etc.). In order to accomplish these "disease reduction 
targets", certain activities of defined quantity and quality must be 
accomplished. These activities are of two types, viz., those directly 
contributing to the reduction of disease/condition level and those which 
remove obstacles to the appropriate delivery of the activities according 
to certain prescribed procedures which, in turn, will require money for 
capital and operational expenditures. 

1 I 
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Tbe spectrum of tsraets with e~lea is given below: 

Tarlet levels 

Health atatuB 

Activities 

Staff 

Vaciliti .. 

Expenditures 

Exa!!pleB 

Reduction of dental caries among first graders 
by 40% in 5 years; 

Reduction of tetanus neonatorum to zero level 
in 5 years; 

AIInual coy.r"e with IC~ vaccine of 801 of newborns; 
111 octler-··in.,.ncu, .,..rlltiOftlll outputs ere .-ployed 
r.~TtbeD'~c .. tllga covarage (e.g. number of people 
to be _red); 

To draft a revised medical curriculum within I year; 

To revise the supply system in 6 months; 

Employment of 200 additional doctors within 5 yearB; 

Aasignaent of one rural health unit for each 
municipality within 3 yesre; 

Construction of 50 health centres in 5 years; 

Construction of 20 hospitals with a totsl of 
2000 beds in 10 years; 

To increaae the heslth budget from $1.50 to $2.50 
per capita in 5 years; 

To provide 41 500 000 worth of druga/biologicals 
for the health services in 5 years. 

2.2 Although targets may be expres.ed in different aspects as mentioned 
in 2.1, this MANUAL will consider only targets of activities and disease/ 
condition levels. Given the probl ... and statements on what i. to be done, 
the next procedure is to determine how much can be done to reduce the problema 
within a specified period of time. 

In ao far as morbidity and mortality are' concerned, ststements of 
reduction can only be made with a reasonable degree of certsinty if the 
coefficients of the effectiveness of the technologies to be employed are 
known. More often than not, such dsta sre lacking. In such cases, the 
recour.e i. to obtain the opinion of experienced programme administrators. 

Even when coefficients of the effectiveness of the technologies are 
known, fsctors affecting their full application must be considered as they 
are equally important in the quantification of targets. Programme 
administrators must review the constraints uncovered during the assessment 
to determine how long their removal will take and by how much the correspond
ing proble .. can be modified. 



- 101 -

For targets of supporting programmes, quantification and timing can 
be more precise because they deal with specific quantifiable demands 
rather than with the levels of health. The targets are expressed in terms 
of activities to be carried out. In some instances, quantification is not 
applicable, and only timing ~s required. In any case, target statements 
are guided by the removability of existing constraints. The process of 
target setting is therefore straightforward and needs no further 
elaboration. 

The following sections will refer therefore to field health programme 
targets. 

2.3 Activity targets 

2.3.1 The list of constraints is reviewed and initially discussed with the 
central sdministration. Areas where changes will be introduced are Singled 
out, and agreement is made on the specific changes to be made. For changes 
to be instituted at the central level, the administration is asked to 
estimate the required time to effect the change and assess its impact on the 
constraints to be overcome (i.e. anticipated reduction expressed in per cent). 

2.3.2 The list is then reviewed with intermediate and lower field levels of 
administration for the same purpose, since some changes may also need to be 
introduced at these levels. 

2.3.3 With the opinion given in 2.3.1 and 2.3.2 above, a review is made of 
the list of activities of field programmes to identify the constraints which 
affect them. The field level of administration is then asked how much 
improvement of coverage can be achieved if the observed constraints could be 
removed totally or partially as the case may be. The process is admittedly 
subjective although some efforts may be taken in using mathematical procedures 
as in the example given under "Further considerations,U Section 3 below 
(p. 103). 

The end result of the procedure just described is the target of coverage 
for each activity. 

2.3.4 Related to activity targets (sometimes, also referred to as targets) 
are the operational standards to be observed for activities, staff 
performance, and facility performance. These standards are concerned with: 

2.3.4.1 Duration of activity (e.g. length of hospitalization); 

2.3.4.2 Frequency of application of activity per case/person/establishment 
(e.g. number of MeH consultations per prenatal case, number of inspections 
per establishment, number of times DPT vaccine will be given per child, etc.); 

2.3.4.3 Staff performance (e.g. consultation per hour, vaccination per 
hour); and 

2.3.4.4 Facility performance (e.g. bed occupancy rate). 

Consultations are made with administrators and specialists. Technical 
specifications are matched with operational feasibility through scrutiny of 
the removability of identified constraints from which a realistic standard 
is arrived at. In this process account is taken of previous operational 
studies or of statistical analysis of selected health units and hospitals 
adjudged as "among the best in the country". 
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2.3.5 Implicit in activity target setting is that the activities will b~ 
carried out by trained staff who are provided with appropriate ~quipment ;,,,d 
medical supplies and are receiving adequate supervision. 

2.4 Setting targets for morbidity and mortality 

The impact which improvements on attributes of activities and 
instruments has on the rate of morbidity and mortality is not an easy ta~k 
because of difficulties encountered in measuring vulnerability rates of 
diseases/conditions. 

In quantifying such impacts, the following procedure is suggested: 

2.4.1 Targets of morbidity 

2.4.1.1 Retrieve the projected number and rate of all diseases/conditions 
from the projection of health status; 

2.4.1.2 Diseases/conditions subject to preventable measures are listed in 
such a manner that epidemiologically related ones are grouped together 
(e.g. whooping cough, diphtheria, tetanus, etc.). 

2.4.1. 3 Using the targets of coverage of activities and standards chosen 
for the prevention of specific diseases/conditions, a feasible percentage 
of reduction is assumed for the projected rates of cases. In the group of 
non-preventable diseases/conditions, the reduction however would be equal 
to 0; 

2.4.1.4 Based on the assumed reduction, an alternative estimate is made 
for the extent of such reduction; 

2.4.1.5 The amount of reduction is then subtracted from the projected 
figures; the difference will represent the targetted number of cases which 
will occur during the plan period, despite preventive measures under the 
plan. This also represents the number of sick persons who will need to be 
cared for during the same period. 

2.4.2 Targets of mortality 

The reduction of mortality is premised on the success of measures to 
prevent cases (preventive technology) and measures to prevent the occurrence 
of deaths among cases (curative technology) apart from the application of 
preventive measures. 

The coefficients of reduction of mortality (vulnerability) by curative 
technology are still undetermined and further studies are required. 

In the meantime, the follOWing approach is suggested; this approach 
assumes a constant case fatality rate (i.e. no reduction in fatality 
resulting from efforts to improve curative technology). 

2.4.2.1 The projected number and rate of deaths and cases by disease! 
condition are retrieved; 
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2.4.2.2 T!,e case fatality rate is computed by dividing the projected number 
of deaths by the projected number of cases; 

2.4.2.3 The rate obtained is applied to the targetted number of cases 
computed in 2.4.1.5 to obtain the targetted level of mortality which will 
occur durin~ the plan period. 

In case realistic assumptions can be made, the following alternative 
procedure may be suggested: 

A list of diseases/conditions is prepared which enumerates those 
with effective curative technology and for which assumptions of case fatality 
reduction can be made based on improvement of targets of corresponding 
attributes of activities and instruments. The rest of the diseasesl 
conditions are lumped together under "Others"; 

The observed case fatality rates are computed for the diseases I 
conditions singled out above. 

Based on the targets of attributes of activities and standards 
specific to the disease/condition an assumption is made of the percentage 
reduction of the case fatality rate; 

The new number of deaths is computed by multiplying the new case 
fatality rate with the targetted number of cases obtained in 2.4.1.5; 

The new mortality rate is computed by dividing the new number of 
deaths by the population during the planning horizon. 

3. Further consideration 

3.1 Target setting may be done in the reverse as follows: 

3.1.1 A given disease reduction is stated. 

3.1.2 The activities to carry out the reduction are identified. 

3.1.3 The necessary coverage and standards of activity and service 
instruments are determined. 

3.1.4 The feasibility of the above is looked into, and depending upon the 
results, the target is recycled. 

3.2 Mathematical procedure for determining impact of constraint removal 
on the attributes of activity and service instruments 

The presence of constraints affects efficiency in both the delivery of 
health services and the performance of resources. It can be assumed that 
when constraints are removed there will be a parallel improvement of 
efficiency. Thus the schedule of constraints removal can serve as one of the 
bases for formulating targets of attributes of activities and instruments. 

In proceeding with the above, the follOWing procedure may be followed: 

3.2.1 The list of selected programmes is retrieved from Chapter IV, Policy 
Planning, Part B, 2.4, pages 76-84. 
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3.2.2 The list of approved activities for selected programmes is retrieved 
from the key elements of Programmes; 

3.2.3 The list of service in!=>truments of current .activities i~ prcpdrv,l. 
If this had not been done previously, then an analysis for the identificatiun 
of the service instruments snould be made (See Annex A, page 166). A 
list is further prepared for the service instruments to carry out the n~w 
activities; 

3.2.4 The corresponding attributes are identified through which pach 
activity and instrument, as listed in 3.2.2 and 3.2.3 above, will be 
mea5ured; 

3.2.5 The final list of constraints is retrieved and th~ attributes 
affected by each of them are identified; 

],2.6 With the above information, a master tabl~ is prepared which will 
contain the follo-wing columns: (1) for programmes, (ii) for activities 
by programmes, (iii) for instruments of activiti~s, (Iv) for atlributes 
of activities and instruments, (v) for the current values of attributes 
of activities and instruments as shown in the description of hl:alth 
resources, (vi) for the standards/norms of the same attributes us shown 
in the aSsessment and explanatiun of the situation, (vii) for the ~ap 
between current and standard values of attributes, (viii) for the d~gr~~ 
()f removability of corresponding constraints of attributes of activiti0s 
und instruments as shown in the final constraints, and (ix) for the t3r).!,t'ls 

uf attributes of activities and instruments; 

3.2.7 The targets of each attribute are computed by (i) dptermining the 
dIfference between the standard attribute and the observed attribute; 
(ii) by multiplying the value obtaiJed in (il above by the corre"ponding 
value of the degree of removability and (iii) by adding to th" value 
obtained in (ii) above the corresponJ.ing value of the obsE'rveu attrihutl,; 

An illustration of the results of the procedure outlined undl'r 'J.2 
ahove may be seen in Table I, p. 105. 

It will be noted from the process that some attributes may remain 
constant because the constraints affecting their level of efficiency ar£' n(lt 

removable. Some will experience only a reduction in the gap due to the 
partial removality of constraints, while the rest will reach the level 
defined in the standard due to a 100% removahility. 

3.3 Health manpower targets 

The number of health manpower to be made available up to the plannln~ 
horizon is made known in the section dealing with operational expcnditun.·s. 
It is based on programme demands (field and supporting) and takes into 
account the health manpower projections. The target statem~nts for 
supporting programmes mentioned in 2.2 refer to alterations in techniClut's 
of production, changes in training contents, drafting of details ()[ henltll 
manpower policies, etc. I but not to the targettted number of key staff. 

3.4 All targets are tentative and subject to recycling after the prop,)s~d 
requirements have been compared to what will be available. The tentative 
targets will also be used for the next phase of the planning process. 

, , 
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,. DESIGN TIl SIlVIe! 

1. qeaetal eonai&.ratioc 

1.1 Pw:p .. e _cl e.aSS" S!!1I1ta 

The purpose of cond&.ring the health .ervice dedlll 18 to pnpare 
altemati ... ch .... for the _tleDi.ation of the h .. lth •• rvic. 4e1i .. ry 
sy.t.. The lIltPeeted reau1te ere a scbaat1c chart of the health .. "ica. 
network; a clalin .. tion of the authority &ad functional reepon.ibilitie. of 
tba varioua adaioi.trative 1 ... 1.; aDel a .taffinl pattern of the health 
orlanisation. 

1.2 IDfo~tioD eeacled 

(a) tara. of r.fereace 

(b) eoa.traint. analy.ia 

(c) Main objecti... and ba.ic etratelY 

(d) OrI8Di •• tional practic •• in the country 

(e) ~Iraphical inforeation about the country 

(f) carrent .taff1ag patt.rna in the adaini.trative level. 
of thaha.ltb orlani.ation 

(I) Othar relevant inforaatton 

1.3 Staff 

(a) Health plannilll unit ataff 
() Health p~ .... adminietratora 
(c) General aclmini.trator. 

1.4 Flowchart on the neellD of the Health Service (Fia. 12, p. 107) 

2. tlaboutipn 

:1.1 Co!pOllans 

The deallD propo.al of the health .ervice delivery .yate.vill include 
the health service network to be propaeed and the adainistration to direct 
and .upport ope ratione of the field unita. 

2.2 .!!!!!. 

The Idd1ag criteria ara providacl in tha baalc stratagy ad the 
prindpl .. Clf a",ity. afUci8llCY. re1avance. etc. The clealp of the haelth 
.ervice .. y be regarded a. a apecific tranalation of the health orgaA1.etioa 
objective. i.au1n& from the basic stratelY; the health service cle.ian ia 
inteaclacl, tharefoA. to be one of the major specific reapons .. to the 
eonatraint. of health .erviee delivery. 

!I . , 
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2.3 Description of a technically and adainistratively deairable design 

Regardless of the developmental level of the country, the health 
administrator is always faced with a scarcity of resources; he must meet 
the challenge by maximizing the uae of whatever resources are available to 
him. Since a majority of the diaeaaes/conditions obtaining in the developing 
countries do not require a hiah level of aarYice sophistication, the health 
service design usually adopted is pyramidal in type with the base of the 
pyramid corresponding to facilities of lower capability, the apex repreaent
ing hi,hly sophisticsted and expensive facilities and an intermediate level 
repreaenting facilities between those extremes. 

A distinction should be made with regard to the pyramidal structure 
obtaining in a developing and in a developed country; in the latter where 
tranaportation and communication, education, general level of awareness and 
motivation, and health financing are much better, the base of the pyramid may 
not be aa wide as in a developing country. In a developed country alao 
facilities classified as of lower capability are in aome instances of an 
equal or better quality than those seen in the higher levels of many developing 
countries. 

2.4 Points of departure from the desirable deSign 

There should in principle be no disagreement in the service design 
described above; the points of departure, however, may generally be observed 
in the following : 

(a) The number of levels of health care to be implemented; 

(b) Whether further extenaion of services to the hoas. throu,h health 
volunteera or organized locel action should be incorporated into the official 
health .ervice delivery eyatem; 

(c) The relationship .. ong f.eilitiea within the ayatem; 

(d) The priorities asaigned a.ong the different level. of health care 
service.; and 

(e) The different levels of administrative control over field 
operatinl units. 

2.S De.iap of the health service network 

The design will inclUde the network of health facilities, their 
reapon.ibilities and the referral Mechani .... on, thea. 

2.S.l Metwvrk of health facilities 

2.S.l.l The health re.ource.-population ratio. are reviewed by geographical 
are .... deacribed in the situational analysi •• 

2.5.1.2 The following are examined: map. indicating concentrations of 
population and their sizes (number of the population); distance. from where 
population Iroupa live to main administrative centre. (eunieipalities/cities, 
districts, capitals of.'prov:t.nces/uace. and capital of tbe c_try); .. in 
leolraphieal barriers to ready accaas; aDd ,eo,raphieal distribution of 
existing health facilities. 

\1 
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2.5.1.3 The population habits and the uses made of health and other 
services for the satisfaction of their personal needs arp looked into. 

2.5.1.4 Constraints responsible for the inadequate utilization of heallh 
services by the community are considered. 

2.5.1.5 Referrals to the national health policy are made. 

2.5.1.6 With the information obtained from 2.5.1.1 to 2.5.1.5. a determin
ation is made of the number of levels of health c;>re. A description of the 
services to be offered is undertaken including mention of the catchment 
areas at each level. Specific identification is made of the catchment areas 
which have problems in terms of geographical accessibility and security 
and/or under very different conditions from the rest of the country. 

2.5.1.7 For the rest of the catchment areas, the facility to be provided 
is described. 

2.5.1.8 The total number of catchment areas for each type of facility is 
summarized in tabular form for easy referral when preparing the estimates 
for operational and capital expenditures. 

Examples of 2.5.1.6 and 2.5.1.7 are given below: 

First level 

Second level 

Services 

Simple medical and emergency 
care; 
Reporting of births. deaths. 
and occurrence of specified 
diseases usually of communic
able nature; 
Immunization; 
Promotion and supervision of 
village sanitation including 
school hygiene; 
Mobilization of community and 
its participation in health and 
health-related programmes; 
MCH services including home 
delivery 

MCH. immunization. health 
education, common illnesses 
and emergency (to be specified 
in standard operating 
procedures) ; 
Medical referrals from villages 
and to health centres; 
Technical support of village 
health activities; 
Reports on births and deaths 
and occurrence of specified 
diseases usually of communic
able nature. 

Catchment 
Area 

1 village 

Croup of 
villages 

Facility 

Village health 
service 

Rural Dispensary 
or sub-centre 



., 

Third level 
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Delivery of basic health 
services (MCH, communicable 
disease control, health 
education, community sanitation, 
outpatient medical care, 
community nursing or its 
equivalent and basic health 
record keeping); 
Common laboratory sertices such 
as haemoglobin determination, 
stool and sputum microscopy, etc. 
and administrative; 
Supervisory/advisory functions 
and administrative (e.g. logis
tical) support of first and 
second level services; 
Medical referrals from first and 
second level and to hospitals. 

One zone 
which 
comprises 
groups of 
villages 

Fourth level In-patient care; 1 province 

Fifth level 

Sixth level 

OU~patient consultations; 
Medical attention to referrals; 
Responsibility for collaborating 
with higher levels in the 
iaplementation of public health 
programmes within its jurisdiction; 
Specialized services in surgery, 
gynaecology, obstetrics, paediatrics, 
and general medicine. 

Race1vea referrals-fram provtnc~l 
hospitals and functions as such 
in the province where it is 
located; 
Provides additional special 
services, such as EENT, urology, 
psychiatry, dental surgery and 
reconstruction, medical 
rehabilitation 

Ares coa
pr1siq s 
number of 
provinces 

General outpatient and in- Whole 
patient services, particularly country 
reception of clinical referrals 
of special cases; 
Specialized services in EENT, 
neurology, psychiatry, radiology, 
obstetrics, gynaecology, 
paediatrics, surgery, urology, 
orthopsedics, internal medicine, 
etc. ; 
Intensive care; 
Clinical research; 
Training in medical specialities. 

Health centre 

Provincial 
hospital 

Regional 
hospital 

Central 
hospital 

II 
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2.5.1.9 For problematical catchment areas, necessary modifications are 
elaborated to suit conditions (e.g. a zone very far from a provincial 
hospital may require a few beds for its health centre; or propoR<lis for 
the introduction of permanent facilities in an area, which hilV(' hl'CIl 

deferred in favour of stop-gap measures due to problems of security). Very 
different conditions existing in highly industrialized/urbanized areas may 
require a modification of the standard provision adopted for basic health 
services in the country. 

2.5.1.10 Administrators of vertical programmes may likewise be requested 
to formulate their own facility requirements and respective catchment areas 
according to such criteria as epidemiological, operational, population size, 
etc. 

2.5.1.11 Technical supporting programmes, like public health laboratories 
are also included in the design, the latter being influenced by the volume 
of the demand as well as by the ease of transporting specimens. 

2.5.2 Relationship among facilities within the system 

2.5.2.1 Referral System 

(a) The referral of patients should be viewed from two aspects, viz., 
the referrals within the catchment area and referrals between 
catchment areas. 

In referrals within the catchment area and based on the role and 
responsibilities of each category of health facilities, specification should 
be made on the following: 

what higher category each facility will refer its patients to; when 
the referral is to be made from one facility to another; 
administrative procedures concerned with the referral system. 

In referrals between catchment areas attention is given to: 

when the referral 1s made from one catchment area to another; the 
facility which will originate the referral; the catchment area and 
facility to which patients will be referred; and the administrative 
procedures concerned with the referral system. 

(b) Final summaries for the facility category and for each catchment 
area should be prepared. 

2.5.2.2 Relationships in terms of authority, support, extension of services, 
use of facilities, coordination and working arrangements should be specified 
for all programmes/facilities. 

2.5.3 Alternative schemes of health service capability and referral systems 
are submitted for the selection and approval of decision-makers; the 
submission should give an indication of those which will encounter less 
difficulty in the implementation phase. It is necessary to point out at 
this stage the priority levels. This order of preference is based on the 
usual priority criteria, with special emphasis given to the urgency of the 
situation needing correction and to political interest. 
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2.6 Design of administration/direction of the health service network 

2.6.1 Desian of the administrstive levels 

2.6.1.1 The approved design of the health service network will provide a 
basis for determining the levels of administration to be implemented. 
Furthermore, in the national health policies, health issues regarding 
centralization and decentralization will have been decided upon. 

Based on the above information and current practices and existing 
recommendations, alternative schemes are designed for administrative levels 
which will indicate: how many administrative levels would need to be 
adopted. The follOWing items will require consideration and elucidation: 
(i) whether national (or central) and provincial levels only; (ii) whether 
national, provincial and municipal levels; (iii) whether national, regional, 
provincial; (iv) whether national, regional, provincial and municipal levels. 
Other considerations are: the level which will administer specific catchment 
areaa; and the roles and functions of each administrative level. 

2.6.1.2 The alternatives worked out should be submitted in summary form for 
appropriate selection by the corresponding authority through the national 
health planning advisory body. 

2.6.2 Design of the organizational structure and staffing pattern of head 
officea 

The deaign of the organizational structure and staffing pattern is an 
iterative process which is worked out bearing in mind the characteristics 
of each of the catchment areas to be administered. 

For easier presentation, these will be analyzed separately. 

2.6.2.1 Structure of the org~izati02' 

(a) Information required 

(i) Approved design of administrative levels 

(ii) National health policies 

(iii) Approved design of health service network 

(iv) Current practice in the organization of administrative 
levels and existing schemes 

(v) Other relevant information 

(b) Procedure 

For each approved administrative level a determination is made 
of the following: 

(i) The hierarchical levels within the prospective structure 
of organization (e.g. Director, Assistant Director, 
division, unit, etc.); 
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(ii) Functions and role to be assigned to each hierarchical 
level; 

(iii) Offices to be operated at each hierarchical level; 

(iv) Functions and responsibilities to be assigned to each 
office; 

(v) Formal line of cODRUnication among offices and 
hierarchical levels; 

(vi) Actual design of alternative structures of organization. 

In administrative organizations where several head offices may be 
found (e.g. regional, provincial, municipal) the decision is whether: 
(i) to design a pattern applicable to all head offices within each 
administrative level or (ii) to design individual patterns sccording to 
neld.. The alternatives worked out are compared with existing schemes 
and screened against current organizational practices which may cause 
legal difficultie. (test of legal feasibility). 

2.6.2.2 Staffing pattern 

For alternatives posing no legal difficulty, the staffing pattern is 
then worked out as follows: 

(a) Information required 

(i) Selected alternatives of organizational structure at 
each administrative level; 

(ii) Current country practices insofar as staffing pattern 
is concerned; 

(iii) Current staffing pattern observed in other countries; 

(iv) National health policies (decisions on relevant health 
issues). 

(b) Procedure 

(i) Definition of the required skills for each hierarchical 
level and office; 

(ii) Determination of the number of persons with the necessary 
skills to perform duties in accordance with assigned 
roles, functions and responsibilities of the various 
hierarchical levels and offices. 

(iii) Preparation of a summary list of staff with the 
nece.aary skills eligible to fill posts in the different 
administrative levels in accordance with the approved 
organizational structure; 
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(iv) Comparison of flndin~s with the current staffing pattern 
and number of starf inv(ll.ved and selection of those 
alternatives which offer the least difficulty of 
approval (feasibility test). 

2.6.2.3 The selection of alternatives and their submission for approval 
are sought for both the organizational structure and the corresponding 
staffing pattern at the s8IIIe time through the national health planning 
advisory body. 



- 115 -

G. PROGRAMME PLANNING - OPERATIONAL BUDGET (EXPENDITURE) 

1. General consideration 

1.1 Purpose and expected products 

The purpose is to estimate the volume of activities within each of 
the approved programmes necessary to accomplish the targets and to estimate 
the resources required to carry out programme activities. 

The output will be the total operational cost of the plan by 
programmes and activities. 

1.2 Information needed 

(a) Health policies 

(b) Targets and standards of attributes of activities and instruments 

(c) Targets of morbidity 

(d) Current composition of instruments 

(e) Projections of population and relevant ecological factors 

(f) Health service design 

1.3 .§!!f!. 

(a) Health planning unit staff 

(b) Health administrators and specialists 

(c) Representatives of the private subsector 

1.4 Flowchart on Operational Budget (Expenditure), (Fig. 13, p. lIb) 

2. Elaboration 

The formulation of an operational budget consists of two main stages, 
viz., (a) estimating the workloads and required service instruments by 
programmes and (b) computation of the budget in terms of real resources 
and total cos t. 

2.1 Estimate of workloads and reqUired service instruments by programme 

This is done for both field health and supporting programmes. Under 
the former are the integrated programmes carried out by the basic health 
units, hospitals and vertical programmes. Under the latter are 
administration, health manpower development and health laboratories. 

The estimate of workloads is a responsibility of the planner and 
health programme administrators; it provides the basis for the computation 
of the operational expenditure. 
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2.1.1 Integrated programmes 

2.1.1.1 For each programme, the procedure for obtaining different 
operational outputs covering the planning period is as roll 010/5: 

(a) All activities are listed. For each activity the eligible 
population/establishments as identified under "key elements" or programmes 
are noted; 

(b) The eligible population/establishments are then multiplied by 
the target of coverage for the activity in order to obtain the actual 
number to be covered; 

(c) 
frequency 
as agreed 

The product in (b) above, is then multiplied by the standard of 
of application of the activity per eligible person/establishment 
upon under "Target Set ting". 

2.1.1.2 After all operational outputs have been calculated, the number or 
required service instruments is computed as fullows: 

(a) For each activity. a service instrument (in terms of man-hour~ 
of principal staff) is assigned; 

(b) The total number of activities (operational output) 1H then 
divided by the standard of performance of one service instrument as agreed 
upon under "Target Setting"; 

(c) The quotient will give the required number of service instruments 
for the activity. 

2.1. 2 Hospitals 

2.1.2.1 Estimate of outpatient consultations 

(a) Under the tsrgets of morbidity. the number of cases to be 
prevented is subtracted from the projections based on natural trends; 

(b) The remainder is expected to seek consultation either at the 
basic health units or directly at the hospitals or go to the latter as 
referred cases from the basic health units. The number seeking consult
ation at the hospitals either as direct or referred cases constitute the 
eligible population for hospital consultation. 

(c) The eligible popUlation is multiplied by the standards of 
frequency of consultation to obtain the expected total hospital 
consul tat ions. 

2.1.2.2 Estimate of total hospitalization 

(a) Under activity targets. the percentage of cases needing 
hospitalization is determined. either through the use of the hospitalization 
rate or through the use of a realistic case/discharge ratio. If the former. 
the total number hospitalized is obtained by multiplying the population by 
the hospitaliaation rate. If the latter, as employed in this MANUAL. the 
number of hospitalized is obtained by dividing the remaining cases in 
2.1.2.1 (b) by the agreed-upon case/discharge ratio; 
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(b) The average frequency of admission of the eHUmateu nllmher tn 

be hospitalized is assumed to be 1. 

2.1.2.3 Estimate of service instrument for outpatient l:OnJoOliltal inn 

The total number of consultations in 2.1.2.1 (c) Is dl'lid,'" hy the 
standard performance of one service instrumf'nt or mult Ipl ie''' hy the ;lv('rag(' 
duration (in minutes) and divided hy 60. 

2.1.2.4 Estimating the number of hospital hcdH re'luLred 

Ca) The total number of cases to be hospitalized iR ,-Il her flU III (l I i"d 
by the standard for the duration of hospital1zat ion or d Lv lued by til(' 
average performance of a bed-day. 

(b) The result in "Ca)" ia then divided by the standard degree of 
utilization. 

(c) The quotient in "Cb)" is then divided by 365 to determine the 
total number of hospital beds required up to the planning hor l7.0n. 

An example of 2.1.1 and 2.1.2 is given in Table II. p. 119) 

2.1.3 Vertical programme 

The operational outputs are determlneu Heparaldy lor lht' ,,,'I Ivll i· 
of aach programme by .. signed working groups along essentially the same 
principle as the two preceding estimates. 

2.1.4 Public health laboratories 

Estimates for this progr_e are done after the demands of aLi 11 .. ld 
programmea are known. The estimates will include expected laboratory 
examinations, biological products to be produced and major reRearches to 
be conducted. Instead of service instruments, actual requirements are 
computed. 

2.1.5 Direction and administration 

No output. are computed. Actual requirements, rather than servl",
instruments are estimated. 

2.2 Estimate of requirements of real resources and costs 

This is prepared by the Budget Office and is hased on the ledln lea I 
requirements prepared by the planners and health programm<' ad",[ni.<tralnr', 
in terms of workloads and service instruments by proj(rml1n)f'. 

2.2.1 Integrated programmes 

2.2.l~1- Composition of service instruments 

The composition of each service instrument 
ins the nature of the activity to be performed. 
service instrument. are expressed in hours. 

1s arrived at by ('on .... [der
It should be noted th.'t 



Table II. OPERATIONAL BUDGET 

A c t I • i t I e • 1 n • t r u m e n t • 
l'IOpamme - Degree Staff Coot 

GooaImption 

Fre- "Per farm· T~ COIl 
Name to be T~ Name of UtIlI-

UDlII T~ Unit I T~ A_' 
qu<llCJ &nee Needed 

""""" 
Hoollital cIiIchulte 88 205 1 88 205 IIocI-day nallable .20 .9 480 018 . . - -
CooIulwloll 888 593 1.52 

MedIcalcoaadta-
4.38 1.0 11348 482 SG'I 382 . - - -

Medical dCII bout 

CUe 
1.82 

Medieal_-
4.61 Hotpital 428164 779295 1.0 169 044 - - - -

d ... bour 

RHU/PC 457409 1.24 567 167 
Medical c_-

4.10 
dCII hour 

1.0 138338 6.01 831411 9.92 1 372 311 

Pre-natal conautl-
1 

tim (MIl) 
60856 60856 

Medical cClllUlta-

tim hour 
6.00 1.0 10142 5.18 58925 5.52 55 9~ 

Pre-natal cmlUiu.-

MCH/FP tlon {MW} 
60856 2.25 136 926 

Midwife cClllUlta-

tion hOUl 
6.00 1.0 22 621 2.17 49522 5.52 125 97, 

School Pre-natal cc:mIUlt&- Deatal ca>sulta-

tlen (OMll) 
60856 2 121712 

Health dCII hour 
4.00 1.0 30428 4.51 137 230 4.00 121712 

Pre-natal borne vialt 60 856 1 60856 Midwife how 2 1.0 30428 2.17 66029 0 0 

Home and clinic delivery 26168 1 26168 Midwife hour .33 1.0 79297 2.17 172 075 1.7"< 140 355 

~-natal home visit 26168 2.95 17 196 Midwife how 1.00 1.0 77 196 2.17 167 515 .3 23159 

Well-baby check-up 
26168 1 

(MOl 
26168 

Medical cOQlulu.-

.Ion hour 
6.00 1.0 4361 6.01 26212 0 0 

Well-baby check-up 
26 168 1.64 

(Nure) 
42 915 

Nurse cClllUltatlon 

hour 
6.00 1.0 7153 2.37 16952 0 0 

FamUy planning 

callultatloo_lMDl 
16224 2 

Medical cOl1lulta-
32 448 

.ICII hour 
8.00 1.0 4 058 6.01 24389 27.5 l.l.1591 

Family pl. .... lng 
16224 7 113 568 

Nurae/Midwlfe 

cauul.atlon (N/MW) cOIIaIltation bour 
8.00 1.0 14196 2.27 32 225 27.5 390 39< 

School child medical Medical consulta-

check-up 
82 352 1 82 352 

tlon hour 
6. 00 1.0 13725 6.01 82 487 0 0 

ochool child deotal 

examination and B2 352 1.9 156468 
Dentist canUlA-

tion hour 
5.00 1.0 312~4 4.51 141 136 S.OC 156470 

treatment 

• L~ni[ CUt of hospital discharge. and consulu.(.iolU include [hat rot adm1n1mation. stalf and coruumptioo. 

Total 

Unit I T~ 
21.08 110290588 

18.72 ~153648 

21.00 354992~ 

15.93 2203724 

10.72 114909 

7.69 174493 

8.51 258 942 

2.17 66029 

3.94 312 430 

2.41 190 674 

6.01 26212 

2.37 16952 

33.H 135 9~ 

29.77 ~22 615 

6.01 82 487 

oS 297 606 

Total Coot 

AmoUDt 1 Per 
Cent. 

16044236 '8.4 

2033304 9.9 

, 

.... .... 
>&> 
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(a) For each service instrument, the staff involved and their 
corresponding proportions to each other should be determined. The unIt 
time for the main health worker who will deliver the activity is always 
given aa one hour, while the supporting health worker may have one hour, 
leas than one hour or mare than one hour as may be decided, e.g. a medical 
consultation-hour may mean one hour of the doctor, 1/2 hour of the nurse, 
and 1/2 hour of the medical attendant in a situation whprp two doctors are 
holding clinics simultaneously but both are assisted by the same nurse and an 
attendant. 

(b) If ~he service instrument uses technical supplies like drugs and 
biologicals, they are likewise estimated in detail as follows: 

(i) For biologicals, the performance of the service instrument 
will be the guide. The number of vaccinations that can be 
given in one hour is ASsigned a cost depending on the 
prevailing cost of one dose with adjustments for spillage; 

(ii) For medicines, the average cost of treating a case is 
calculated and divided by the number of times the case 
will be attended by the service instrument. The quotient 
is then multiplied by the performance of the service 
instrument to get the cost of medicines/biologicals per 
instrument. This procedure is adopted if the health 
policy requirea proviaion of free drugs/biologicals; if 
otherwise, a different calculation is adopted (e.g. 504 
of required, 30%, etc.). 

(c) The end-result of this procedure is the listing of the composition 
of the aervice instruments of all activities in each programme. 

2.2.1.2 Conversion of the required service inatruments into real and 
monetary requireaents. 

(a) The composition of each service instrument is multiplied by the 
total number of the lattar as eatimatad in 2.1.1.2. The result will show 
the total staff tiae and drug/biological product costs per activity within 
each progr_e. 

(b) The total staff tiae per programme is aRgreRated according to 
their specific categories. Each aggregate is further adjusted according to 
the percentage of time required for indirect service, such as writing of 
reports, attending meetings, staff development, etc. 

(c) Each adjuated aggregate is then divided by the annual effective 
working hours per staff category to obtain the number of staff. 

(d) The number is then multiplied by the basic siliari,'s, I"',,si,," 
fund coats, health insurance costs and other payments to the health manpuw('r 
to Dbtain the total staff costs as specified in all the instruments. 

(e) If the time for travel has not been included in the agreed 
standards for staff performance, the number and cost of staff will still 
need adjUstment according to the percentage that will be allowed for the 
travel of each staff category. 
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(f) Computation is then made of the travel allowance for each staff 
member based on feasible assumptions and on the design. 

(g) A list is then prepared for minor equipment required by each 
staff category; they are costed and a computation is made of the aggregate 
cost of each category. 

(h) The estimates of costs of other services such as clerks, 
janitors, drivers, etc., in the case of personnel; util ity costs (surh liS 

electricity, water, stationery, fuel, gasoline, vehicle maintenancl~. l'lc.)i 
cleaning materials, minor supplies (e.g. antiseptics, gauze, cotton) ure 
computed according to facility. It will be necessary at this point to 
determine initially how the total staff computed fit into the catchment area 
of the main facility for basic health services. 

(i) The total of each staff category is related to the 
population to obtain the ratios; 

(ii) The ratios are then applied to the different planning 
areas; 

(iii) For each planning area, the ratios are applied to the 
administrative units representing the catchment area of 
the main facility for basic health services and 
identification is made of the staff who will be 
responsible for the whole of the service at that level. 

(iv) A determination is made of how the staff can be further 
deployed to the lower levels of the facility. 

Having accomplished the foregoing, it is possible to estimate the 
expenditures by considering the staff who will run the facilities and the 
responsibilities to be assumed at the different levels. 

(i) Catchment areas which will need further capability or adjustments 
by virtue of their special situation are reviewed one by one in 
order to determine the basic staffing pattern and service 
capability needs to be altered. Subsequent estimates of real and 
monetary requirements are then made. 

2.2.1.3 Summary of operational expenditures of integrated programmes 

(s) The operational expenditures are then summarized following 
accepted budgetary groupings and nomenclatures. The summary should show 
among others the total number of staff required and their costs, expenditures 
for supplies and msterials, travelling expenses, maintenance, etc. 

(b) The prepared operational expenditures are then compared with the 
present and with the projected and their differences noted. Comparison is 
further made of the estimated key health manpower with the prOjections and 
again the differences are noted. 
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2.2.2 Hospitsls 

2.2.2.1 The general design is reviewed to determine the different levels 
of hospital capability to be implemented. With the planner working closely 
with hospital administrators, epidemiologists and researchers, they reach 
a consensus on the percentsge distribution of the total beds according to 
service capability (e.g. 10% for medical centres, -20% for reg10nal centres, 
30% for provincial hospitals, and 40% for emergency hospitals). 

2.2.2.2 The totsl number of beds computed in 2.1.2.4 is then broken down 
into corresponding categories through the use of the percentage distribution 
previously adopted for the purpose. 

2.2.2.3 Corresponding population ratios are computed and applied to their 
respective catchment areas to come up with the actual bed-strength at each 
level of hospital capability. 

2.2.2.4 The service inatruments for outpatients as computed in 2.1.2.3 are 
related to the total number of beds to determine the instrument-bed ratio. 
The ratio 1.-~ ..... 1iecl to each hoapital to obtain the exact number of 
outpatient service instruments for each. 

2.2.2.5 Given the deacribed responsibility of each type of hospital and 
the range of bed capacities, hospital administrators sre asked to recommend 
the necessary staffing pattern and operational requirements of each type ()f 
hospital qf a given bed capacity. 

2.2.2.6 The nOta for each type and capacity is then multiplied with the 
corresponding nu.Der of hospitals of the same kind to obtain the total 
requirements in real and monetary terms for all hospitala. 

2.2.2.7 The operational budget is then summarized and comparisoDa made as 
in 2.2.1.3. 

2.2.3 Vertical prolrammes 

The real and monetary requirements of vertical programmes are computed 
by the working groups, based on workloads and the specific approach/strategy 
of the progr_. Su-.ries and comparisons are made as with the other two 
programmes already discussed. 

2.2.4 Health laboFatories 

Actual requirements in real and monetary terms are computed for each 
labor story , based on the daandll of field programmes and researches. The 
number of laboratories will be in accordance with the design. The summary 
and comparison made in other progrmames will also apply for the laboratory 
services. 

2.2.5 The health manpower 

2.2.5.1 Government training institutions 

The real and monetary requirements are calculated according to the 
level of operation adopted. Raising the level usually means additional 

" 
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expenditure. On the other hand, other types of training may be phased out 
at the same time, in which case the expenditure intended for the activities 
to be phased out can be absorbed by the new requirements. 

Targets of production for trained health manpower may be adjusted 
according to decisions made in the different programmes. 

2.2.5.2 Short-training programmes concerned with pre- or in-service 
training are handled at the project level. 

2.2.5.3 Likewise, expenditures to implement innovative policies are worked 
out separately and will not be included in this estimate. 

2.2.6 Direction and administration 

2.2.6.1 The design is reviewed to determine the different staffing require
ments at the central and branch offices. 

2.2.6.2 The basic operating expenditare in each is estimated by the 
administrators concerned. 

2.2.6.3 A summary of the expenditures is produced. 

2.2.7 Summary of programme requirements 

The requirements of all programmes are summarized according to budgetary 
procedures. Comparisons are made between the current and the projected 
expenditures. Note is likewise taken of the negative and positive balances 
of health manpower. 

2.2.8 Expenditure of the Ministry of Health 

The design of the health service will indicate the different facilities 
by types to be operated by catchment areas. Section 2.2 goes to further 
detail, showing the operational expenditures of each of these facilities, 
assuming that the Ministry of Health will operate the facilities. Depending, 
however, on the national health policy and the specific strategy of the 
medical care programme, the operating expenditures of the Ministry of Health 
may vary as follows: 

2.2.8.1 Hospitals 

(a) If it is the decision to contract the services of private 
hospitals, then it will be necessary to find out in the designated areas if 
there are private hospitals answering to the specifications made in the 
plan. If there are, operational expenditure as computed previously for the 
specific type of hospital will provide the basis for negotiating on the 
amount which the government will pay the private hospital. If there is no 
private hospital and there are private groups interested, the government 
may either extend capital loans and contract the services of the hospitals 
thus established or construct the hospitals and lease them to private groups 
which will then be contracted to provide the medical services. 
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(b) In the event that there are government hospitals belonging to 
agencies other than the Ministry of Health, necessary formal arrangements 
can be made. 

(c) In the event that a medical insurance system is in operation, the 
operational expenditure as previously computed c;m hf' rf'cillC"cc1 corre:=;pond tn~l y 

if private hospitals are available. If there arc "" 1" ivale ilOHplLalH. 
government hospitals will require the upcratLorwl cxpclldllurl'~'; .1.'~ pr,'vIOIl:-.ly 
computed, but with the difference that the hospital income ,ierlvI',j 1 r"m 
insurance payments will answer for either part or the whole of the a, lunl 
government expenditures. 

(d) For charitable organizations, a subsidy system may be adopted. 

(e) In the event that an area or place has more hospitals than needed, 
corresponding phasing out plans for some of them may be considered. 

2.2.8.2 Basic health services 

Responsibility for regulatory, environmental and civil registry 
activities belongs to the government and cannot be delegated. Preventive 
services, MCH and outpatient care may be an area for the participation of 
private and semi-private enterprises, with the government exercising the 
supervision. Depending on the health policy or statute, government may 
carry out part or the total of each of the lsst three aforementioned 
services for the whole country or in some areas only. The orerat III~ 
expenditures will therefore need to be accordingly adjusted. 

3. Further consideration 

It should be recognized thst there are other ways of estimating 
operational requirements which sre equally as valid as that desc ribed for 
integrated services in 2.2.5. A common practice is to estimate the 
requirements of each type of facility through operational research techniques 
and then multiply the obtained requirements by the proposed number of 
facilities. In this particular instance, operations research should be 
considered as a continuous activity, always striVing to improve the 
efficiency of facilities by proposing field-tested requirement patterns 
which will achieve desirable targets and which in turn are based on I I", 

perception of likely occurrences in the future. 

A strong capability of the health system in operational research 
facilitates planning. As a first step in research, a micro-analysis 01 
specific health facilities is carried out (procedure for which appeilrs in 
Annex A). The eKpeeted 'operational outputs from each facility may then 
be estimated according to procedures essentially similar to that oull ill"') 

in 2 .1.1. The resource requirements are then compared with the rp"ril s 0 i 
the detailed analysis made on the facilities to tdent \ fy wlIPre "ha,,,,,"" I"")l' 
to be introduced in the existing pattern of work and expenditures as w,,' i 
as where additions may have to be prOVided. Such procedure is lo some 
extent a test of the feasibility of the proposal in terms of the required 
manpower and budget. A test for operational feasibility is then rond,,,' cd 
by supplying the required resources and making the facility work as planned. 
After a reasonable period of testing (say, from six to twelve months) 
modifications are introduced where indicated and the proposal becomes a 
planning norm. 
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H. PROGRAMME PLANNING: CAPITAL BUDGET 

1. General considerations 

1.1 Purpose and expected results 

To estimate the amount of money needed by the plan for buildings, 
major equipment, vehicles and land. 

1.2 Information needed 

(a) Design of the health service 

(b) Basic strategy 

(c) Operational outputs 

(d) Inventory of existing facilities by geographical region 

(e) Field reports on current state of existing facilities and need 
for additional major equipment 

1.3 Staff 

(a) Health planning unit staff 

(b) Health facility administration 

(c) Health administrators 

(d) Other specialists 

1.4 Flowchart on Capital Budget (Expenditure) (Fig. 14, p. 126) 

2. Elaboration 

2.1 A capital budget is also known as investment budget, development budget, 
infrastructure budget, physical facilities budget, etc. It usually includes: 

2.1.1 Buildings (hospitals, rural health units, public health laboratories, 
etc.); 

2.1.2 Major equipment (X-ray, electrodiagnostic, laboratory, kitchen, 
sterilizers, etc.); 

2.1.3 Vehicles (ambulances, mobile units, staff care, etc.); and 

2.1.4 Land. 

Requirements for anyone or all of these things have to be determined 
and should indicate whether they will be used to cover a new demand, to 
replace old ones and/or to carry out major repairs (corrective maintenance). 
In analysing capital expenditures, it is usual to focus on construction of 
facilities wherein buildings, equipment, vehicles and the land site will be 
incorporated. Analysis related to corrective maintenance is generally worked 
out separately. The sum of the two (i.e. capital expenditure and corrective 
maintenance) will comprise the total investment requirements. 
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2.2 The estimate of the capital budget as presented below is done according 
to type of facilities. 

2.2.1 Hospitals 

2.2.1.1 The observed bed-population ratios of all sub-planning areas are 
reviewed and each of these areas is analyzed stsrting with the hospital 
having the poorest bed-population ratio. 

2.2.1.2 For each sub-planning area, a tabular presentation is made for each 
existing hospital, indicating thereon the category, location, bed capacity, 
geographical area served and the ownership. 

2.2.1.3 For each Bub-planning area, tabulation is further made of the 
number of hospitals being proposed, indicating thereon the category, bed 
capacity, proposed location, and the geographical area to be covered. 

2.2.1.4 Depending on the national health policy and the specific strategy 
for medical care, the amount of capital expenditure will vary as follows: 

If the policy is to contract the services of the private sector, 
sub-planning areas with private hospitals meeting government 
specifications will need no provisions for capital expenditure. 
The skten.ion of government incentive. such as loans for the 
construction of hospitals of specified categories in designated 
areas will reduce capital outlay and yet help meet the demand 
for medical care. 

If the policy further envisages inclusion into the network of health 
facilities of hospitals run by charitable/religious organizations, 
further savings in capital outlay will be realized. 

Another means for reducing capital expenditure is when a government 
hospital not currently under the administration of the health 
ministry and serving only a specific population group is by 
government policy designated to provide medical services for the 
general population of a designated area. 

After consideration of the above, a list of new hospitals for 
construction will finally be made. This is given to a committee 
of hospital administrators, architects and engineers. The 
committee will prepare standard building plans for each hospital 
category of a given bed capacity. These plans must provide for 
future expansion and internal renovation, use local materials, 
incorporate realistic standsrds, snd be adapted to the cultural 
chsrscteristics of the country. 

On the bssis of expected outputs and other hospital requirements, the 
committee will prepare a list of all equipment, vehicles and other 
requirements. 

A costing is then made of the two requirements (construction and 
equipping) and on this basis an estimate in monetary terms is made for new 
hospitals in all planning areas. 
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2.2.1.5 The health officers in the designated areas are instructed to 
scout for suitable hospital sites, preferably on government land. If 
private land is selected the purchase cost is determined. 

2.2.1.6 On the basis of 2.2.1.4 and 2.2.1.5, a total estimate of capital 
expenditure for new hospitals is made. 

2.2.1.7 On the basis of the list in 2.2.1.2 and 2.2.1.3, differences are 
noted in the existing hospital bed capacity according to category and the 
proposed hospital bed capacity in the same areas. If the proposal is in 
excess of the existing hospital, a decision is made as to whether the 
existing hospital will simply be expanded or a new hospital constructed. 
A check i. further made as to whether the proposal seeka to change the 
category of the existing hospital. If the proposal is for a lesser number 
of beds than the existing number, a final decision is made after further 
review. 

2.2.1.8 After appropriate decisions have been made, the proposals are 
referred to the hospital committee for the appropriate architectural 
designs and their cost estimates as well as for the cost estimates of 
technical and administrative equipment and instsllation, vehicles and land. 

2.2.1.9 For each existing hospital, an estimate is made of the cost of 
repair/correction of deficiencies in equipment and vehicles as indicated 
in field reports/surveys. 

2.2.2 Health centres and other facilities 

2.2.2.1 Comparison is made of the existing number of specific types of 
facilities with the numbers proposed in the plan and their differences are 
noted. There may be instances where health units are improperly housed in 
rented or reat-free private buildings or in government buildings. A 
decision must be secured as to whether the present situation will continue 
or new constructions for them will be undertaken. 

2.2.2.2 On the basis of the above, the number of new fscilities for 
construction is obtained. The matter is then referred to a committee of 
health programme administrators, architects and engineers to prepare the 
architectural design and make an estimate of the construction costs, and the 
list of needed equipment, vehicles and other physical requirements. The 
cost of land, in the event of unavailability of government land, is also 
estimated. 

2.2.2.3 For each existing facility, an estimate is made of the cost of 
repair/correction of deficiencies in equipment and vehicles as indicated in 
field reports/surveys. The costs of renovating/expanding existing facilities 
to be given further capability as mentioned under "Design of Health Service" 
are further included. 

2.2.3 Computation of Capital requirement8 for overall administration 

2.2.3.1 A deciaion is further made as to whether headquarters offices will 
be constructed or the statuB quo maintained for administration staff who 
will continue to occupy rented space or other government buildings. 
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2.2.3.2 Based on the above decision, the number of constructions to 
accommodate staff of the various administrative levels is determined. 

2.2.3.3 The committee of programme administrators, architects and 
engineers will then prepsre the architecturel design end the list of 
necesssry equipment, including transportation snd their corresponding costs. 

2.2.3.4 The heads of corresponding offices will enquire into suitable 
construction sites (preferably government land but private land, if 
necessary) and obtain cost estimates for their purchase if available. 

2.2.3.5 Existing offices needing repair/renovations as indicated in field 
reports/surveys are noted and corresponding cost estimates are prepared. 

2.3 Summsry of capital expenditure and priority ranking 

2.3.1 The national aggregated capital expenditure is presented showing 
the following: 

2.3.1.1 Total capital expenditure by type of facilities; 

2.3.1.2 For each type of facility, a breakdown is made for the building 
cost, cost of land and cost of equipment and vehicles; 

2.3.1.3 For building construction, equipment and vehicles, estimates are 
given of the costs of new facilities, expansion of existing facilities, 
and the repair of new "acquisition for existing facilities"; 

2.3.2 The national aggregate is then broken down by sub-planning area, 
according to the same detail as in 2.3.1; 

2.3.3 Priority among sub-planning areas is established in accordance with 
sdopted criteria which would include consideration of the degree of 
insdequacy of services, socia-economic relevance, political desires, etc. 

2.3.4 Within each sub-planning area, priority is established among types 
of facilities on the basis of urgency of need for such types. 
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I. IDDTIFlCATI05 OF AUAS FOI. pl.OJBeT DEVELOPKBHT 

1. G~neral conaideration 

1.1 Purpose and expected results 

To identify the major problem areaa for which projects will be 
developed and to estimate their corresponding coats. 

1.2 Information needed 

(a) Key elements of prolr_s 

(b) Summary list of constraints and proposed changes 

(c) Inventory of projecu 

(d) Operational and capital expenditures 

1.3 Staff needed 

(a) Health planning unit staff 

(b) Health administrators 

1.4 Flowchart on Project Development (Fig. 15, p. 131) 

2. Elaboration 

2.1 The achievement of the objectives and targets of health programmes is 
premised on a higher level of operational efficiency. The latter is 
achieved through the institution of changes or developmental improvements 
to overcome constraints related to operational obstacles snd deficiencies. 
Some of the.e change./develo~nt. may have been earlier in this MANUAL 
simply cited for project development, in which case, the project would first 
need to be formulated. 

2.2 The listed chanses/developments intended to overcome observed 
constrainta are of varying kinds. Some may be introduced through the simple 
issuance of instructions necessitating only slight revisions in the 
procedurea of the health system; others are more complex and so closely 
interrelated with other changes/developments as to require special attention. 
It is this latter category which requires an approach on a project basis. 

2.3 A review is therefore made of the proposed changes/developments to 
determine the degree of their interrelationships with the others. The 
purpose of the review is to explore ways of clsssifying the changes/ 
developments into fewer groups and thereby enable their introduction through 
a lesser nu.ber of but larger project efforta; if the latter is not feasible 
then the changes/developments may be dealt with through several smaller 
efforts. Prevailing policies, the existing administrative expertise for 
carrying out the proposed changes and the extent of their interrelationship 
with others will influence the choice. 
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2.4 The group ins may be dons in three ways, viz., through proar ..... aad 
services, through major activities and a combination of these two. 

2.4.1 If grouping is to be based on programmes/services, the grouping may 
be based on such categories as: 

Strengthening of basic health services; 

Strengthening of hospital services; 

Development of a new programme; 

Integration of MeR snd family planning; 

Integration of malaria control into the ba.ic health aervices; 

Development of a national government pharmaceutical store. 

2.4.2 If on major activities, grouping may be baaed on such categories aa: 

Training (health manpower development); 

Construction/infrastructure; 

Reorganization; 

Design of administrative subsystems; 

Preparation of legal documents/policy instruments. 

2.5 Each group of changes is given a name according to the categories 
listed under 2.4 and their specific objectives are formulated. 

2.6 The tentative list of projects and the list of ongoing and previously 
approved but unimplemented projects are reviewed. Appropriate adjustments 
are made and a aingle list of projects is finally produced. In the process 
of making adjustments some ongoing projects may simply require modifications 
to incorporate 80me of the proposed chsnges. 

2.7 The listed projects sre then classified into high end low priority 
IfoupiQ88 according to the following criteria: 

Projects related to high priority programmes will receive high 
priority; 

Projects which relate to urgent problems and which have significant 
political implications will receive high priority; 

Projects which will give accent to better effectivenesa and 
efficiency in the utilization of exiating resources end hence the 
maximization of their impacts will receive high priority. 

2.8 The ttae apan or life of each project ia rouahly calculated aad 
indication ia liven &8 to when it will be atarted. 

2.9 terms are calculated and incor orated 
It will be reca lad that the capital and operational 

projects will have been worked out eerlier in 
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J. PLAN PRESEJlTATlOli AND RlCYCLIlIG 

1. Gene~al conaideration 

1.1 Purpose and expected resulta 

To obtain approval of the propoaala un~er the plan (rom deciaion-.skinl 
levels, and to recycle the plan a. nece.a~y, The reault i8 the approved 
plan. 

1.2 Inforaat10n needed 

(a) Plan proposals 

(b) Situational analysia 

(c) Other relevant information 

1.3 ~ 

(a) Health planning unit ataff 

(b) National health plannina adv:laC)ry body 

(c) Health administrator. and specialist8 

(d) Political authoritias 

1.4 Flowchart on Plan Preaentation snd Recycling (Fig. 16, p. 134) . 

2. Elaboration 

Throughout the planning exercise, the products of the various steps and 
the different procedures will have been the subject of discussions with and 
the clearance or approval of technical, administrative and political 
decision-makers. These earlier presentationa, however, will have been done 
piecemeal. In this step the submission for clearance and approval ia for 
the entire plan; it is at this atage when it is possible to detect any 
inconsistencies and unsoundneas while certain crucial issues not previously 
manifest may emerge. It thus represents the final phase of the SerieS of 
clearances of the completed plan. 

2.1 Levels of clearance of the plan 

Two levela are concerned with the approval of the plan and theae are: 

2.1.1 Technical - administrative 

This refers to the health sector where the main concern is for the 
technical re~ommendations of the plan together with their administrative 
implications. Technical/administrstive groups from the other sectors may 
a180 be involved. 
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2.1.2 AdmiAistrative - political 

This refers to the action taken by the national health authority where 
the main concern is with the political implications of technical and 
administrative decisions adopted in the national health plan. 

It should be recognized that the above classification is simply a 
convenience to illustrate the varying degrees of concern and perspective of 
each deCision-making level as regards the technical, administrative and 
political review of the health plan. 

2.2 Areas of concern in the clearance of the plan 

2.2.1 Technical-administrative level 

The concern at this level is largely focused on: 

2.2.1.1 the assumptions used; 

2.2.1.2 the standards selected; 

2.2.1.3 the methods employed for processing information; 

2.2.1.4 the validity of the plan proposals as regards: 

(a) the main objectives, priorities and general strategy; 

(b) the specific objectives, activities, targets and strategy of 
programmes; 

(c) the design of the health service; 

(d) the logistics; 

(e) the manpower: 

(f) the health system; 

(g) the projects; 

(h) the operating and capital expenditure. 

2.2.1.5 the legal and administrstive implications; 

2.2.1.6 the financial feasibility which takes account of: 

(a) the sources of funds and their participation in the financing 
of the plan; 

(b) the balance of available resources with those required by the plan; 

(c) the schedules for the release of funds. 

2.2.2 Administrative-political level 

The concern at this level is similar to 2.2.1 but more attention is 
given to the broad political implications of the plan in the country and 
with the people with particular reference to: 
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(a) Consistency with the guidelines issued by the national administration 
and/or the national legislative body; 

(b) Compatibility with existing laws or national policy; 

(c) Repercussions on the country's ability to pay for the costs; 

(d) Possibility of encountering population resistance to the envisaged 
changes; 

(e) Introduction of virtual changes in the functioning and the 
responsibilities of the health authority not otherwise provided 
by law; 

(f) Consideration of the immediate and visible results that the plan 
may accomplish. 

2.3 Preparation of the national health planning document for presentation 

The national health planning documentation is necessarily voluminous. 
The subjects are arranged in the sequence that they are elaborated in thi. 
MANUAL. There will be numerous tables and detailed analyses, all of which 
will be attached as annexes to the plan. 

The plan document itself is finally prepared in a more condensed form 
and stated in a language which can be more easily understood; its contents 
should be a summary of the present situation, anticipation for the future 
and proposed action for improving the health situation. In stating the 
latter, comparisons are made between the existing situation and what the 
proposals contain as regards the quality and coverage of the services and the 
health service design; finally, the statements should include the main 
objectives, priority and strategy and how it would contribute to national 
developmental goals. 

It will be necessary to draw attention to any part of the plan which may 
generate major issues. Lastly, the financial requirements are summarized and 
justified and will refer to considerations of financial feasibility, a report 
on which should be annexed to the plan. 

2.4 AppToval of the plan 

After the plan is cleared on its technical and administrative aspects, 
it is psssed on to the administrative-political level for final clearance. 

It may happen that the plan receives approval in principle in its 
technical and administrative aspects and finds no objection from the political 
point of view but encounters a problem on the costs it will entail. Or the 
plan may receive full approval of the political authority after all the above 
considerations have been taken into account. 

In the first instance, the planner will need to readjust the plan 
according to the approved ceilingj the process undertaken for the revision 
and financial adjustment based on the spproved ceiling is called recycling. 

I I 

\ I . ' 
1 
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2.5 Recycling of the plan to match approved budgetary ceiling 

2.5.1 Introduction 

The budget may be approved (i) as proposed, (ii) at less than 
proposed Dr (iii) more than proposed (although this is not usual). If 
the situation encountered is as in (i), there will be no need for recycling 
the plan. If the situation is as in (ii) or (iii), a partial or total 
recycling is undertaken in order to match the cost of the plan with the 
approved ceiling. 

2.5.2 Review of certain concepts 

In plan recycling, it will be convenient to recall the process employed 
during plan formulation; some aspects of this may be recapitulated as 
follows: 

2.5.2.1 The probability of operating at a new level of efficiency is premised 
on capability to remove existing constraints in the health system; 

2.5.2.2 The probability of removing some constraints is contingent on the 
addition of resources; 

2.5.2.3 Assuming removability of some constraints, application of increased 
resources will result in a proportionate reduction of the constraints ranging 
from partial to complete removal; 

2.5.2.4 After assessing the extent or degree of constraints reduction an 
estimate i ••• de of: 

(a) the new level of resources to be applied; 

(b) the health services to be delivered following constraints 
reduction/removal; 

(c) extent of morbidity reduction as a consequence of "b". 

The above will be expressed in terms of targetp and standards of 
activities, service instruments and health. 

2.5.2.5 The targetted demand is met with a new level of efficiency of 
resources; the new level will raise the cost of operation because of an 
increase in the utilization of consumption items. 

2.5.2.6 Hew resources may need to be committed if the improved level of 
efficiency is unable to accomplish the targetted demand. 

2.5.2.7 Improvement of targets in terms of "coverage", "standards of 
frequency of attendance" or "concentration of services per subject of 
attendance", "duration of the activity" or its reciprocal, the "performance 
of the service instruments" and the "degree of utilization" are key factors 
in defining the levels of operation of resources snd delivery of health 
activ! ties. 
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2.5.3 Role of priorities 

As previously explained, priorities are decided upon in terms of 
"health problems" and "health programmes". The recycling of a plan poses 
challenge on how to proceed in a situation where there is either a shortage 
or surplus of resources without necessarily breaking the internal technical 
consistency of the plan and the administrative harmony of the system. 

Priority ranking may have previously been given among the individual 
programmes without considering their manner of implementation. Such 
approach poses a problem in dealing with integrated basic programmes 
carried out by the basic health units because the estimate of expenditures 
for chem is intended for each basic health unit rather than for each 
component of the basic programme to be implemented by the unit. A 
qualification should further be made as regards estimates of expenditure 
to be added to these units to implement a centrally controlled programme. 

Budgetary estimates of countries which follow the integrated basic 
health .ervices approach will usually show the following categorization of 
expenditures: basic health services to be undertaken by the local health 
servicea (e.g. rural health unit), hospitals, laboratories, vertical 
prosr ... es such aa malaria, quarantine, food and drug, general administra
tion, etc. 

In aituations where integration of health services is an exception, 
the itemization of expenditures may be as follows: maternal and child 
health, medical care, environmental sanitation, communicable disease 
control, laboratories, malaria eradication, general administration, etc. 

It viII be noted from the above examples that the differences between 
thea is thst in the first example of an integrated basic health programme 
expenditure for the component programme activities is lumped together 
while in the second example (no integration of the basic health programme) 
the expenditure for each component can be identified. 

In eatablishing priorities under the first example (i.e. an integrated 
baaic health programme), it will first be necessary to establish priority 
.-ana the aets of integrated programme components, the vertical/special 
programmes and administration; the next step would then be to establish 
internal priorities within the set of the integrated programme components. 

2.5.4 Reduction of the plan budget 

When the proposed estimste is reduced, 
available funds from among the programmes. 
thua be conaidered: 

competition arises for the 
Two alternative approaches may 

2.5.4.1 An across-the-board reduction (e.g., 10%) for each programme or 
group of interrelated programmes. This simple arrangement is likely to. 
retain the internal consistency of the plan but does not take account of 
the relative values of esch programme as indicated by the priorities, etc. 
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2.5.4.2 The programaes may be reduced on the basis of priorities. 
The proeedure for this alternative aetion is: 

(.) Determining the total amount to be reduced by subtracting the 
approved eeiling from the proposed budget; 

(b} Retrieving the list of priorities by programmes; 

(c) Defining the criteria for the reduction of programme budgets 
with consideration of the following principles: 

(i) the eutsshould start with low priority programmes; 

(ii) for continuing programmes, the per capita allocation or 
the actual allocation provided in the preceding fiscal 
yeaX' may be the limit for the budgetary reduction; 

(iii) other specific criteria. 

(d) Discus8ions with programme administrators concerning acceptable 
levels of budgetary reduetion in terms of the teehnical and 
adaini8trative feasibility of their individual programmes. 
This step is an iterative process entailing a good knowledge of 
the people involved and of their influence in the decision
making process. 

(e) Preparing for 'each programme a list of the resources to 'be 
deleted 88 well as their monetary equivalents. 

2.5.5 Inerease of planned budget 

This seldom takes place but when it occurs the following alternatives 
may be taken: 

2.5.5.1 Across-the-board proportional increases of allocations to each 
programme in the plan (e.g. 10%)., 

2.5.5.2 Assignment of increments to programmes based on 
On the eapability of making use of additional resources. 
alternative, the procedure is as follows: 

prior it ies and 
For this 

(i) Determining the amount of additional funds to become available 
by subtractiag the proposed budget from the approved ceiling. 

(ii) Retrieving the list of priorities. 

(iii) Establishing the criteda for the provision of additional funds 
to the programmes in the plan, taking into consideration the 
following: 

Increasing provisions for programmes high up in the priority 
list; 
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The capability of programmes to remove constraints will 
suggest the limit by which additional resources can be 
usefully utilized in each programme; 

Other criteria. 

(iv) Discussions with programme administrators on minimum increases, 
which are technically and sdministratively desirable for each 
programme in the plan. There will be a large subjective 
element in these discussions for which the setting of criteria 
may be difficult to establish. 

(v) Determining the amount of additional resources required by 
the criterion of "minimum increase". At this point, consider
ation of programme priorities will not have yet been taken up 
thua making the procedure similar to the one described in 
(i) above. 

(vi) The allocation of any balance resulting from (v) above will 
follow after discussion with the administrators on high priority 
programmes to determine how much will be required to 
implement their programmes, taking into account the existing 
constraints until the rest of the additional resources are fully 
allocated. 

It will be observed from the preceding procedures that the degree of 
removsbility of constrsints will largely decide the amount of additional 
resources a highly ranked programme can receive. As a result, lower 
priority programmes having easily removable conatrainta may receive a 
proportionally higher budgetary allocation. 

2.5.6 Adjuataent of the plan proposals 

once new progr .... budget a have been prepared according to ths procedures 
outlinad abOYs, activities in the field health programmes are correspondingly 
adjusted. 

2.5.6.1 
had been 
follows: 

(a) 

(b) 

on the assumption of reduced budgetary resources compared to what 
initially planned, the adjustment may be made alternatively as 

Reducing health services coverage; 

Maintaining health services coverage S8 originally planned. 

2.5.6.2 The selection of the alternative is made in consultation with the 
healtb planning advisory body. 

2.5.6.3 If the decision is to reduce health services coverage, the procedure 
for adjustment 1s as follows: 

(a) Retrieving the new budgets for the programmes; 
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(b) For each programme, the new total amount of resources and 
activities is calculated by dividing the authorized appropriation by the 
coat of a service instrument and mUltiplying the latter by the product of 
performance and degree of utilization of the service instrument; 

(c) The new target of coverage is calculated by dividing total 
activities by the target ted concentration of activities by case: 

(d) Computations are made for the new targets of morbidity and 
mortality; 

(e) The new expenditure for capital outlay is calculated; 

(f) The degree of removability of constraints based on the newly 
defined tarRets are re-assesBed. 

The output will be a lesser number of health services to be delivered. 

2.5.6.4 If the decision on the other hand is to maintain health services 
coverage, account must be taken of the fact that the quality of instruments, 
the standarda of concentration (cases/activities ratio) of activities and 
the targets of mortality and morbidity may be affected. 

Adjustment may be made from the following alternative procedures: 

(a) If the health services are operating with instruments without 
consumption or when these instruments cannot be modified: 

Maintaining the constant cost of the unit of service instrument, 
i.e. no sdjustment is sllowed for variations in the duration of 
the activity and for the performance and consumption of the 
service instrument: 

The new programme budget is divided by the cost of one unit of 
service inatrument: the result will give the number of service 
instruments which can be made available; 

The new figure for service instruments is multiplied by the 
standard of performance: the product will give the new amount 
of total activities to be delivered by the programme; 

The new total of activities is divided by the target ted number 
of csses to be attended (coverage); the result will give the 
new standard of concentration of activities (cases/activities 
rstio); 

New targets of morbidity and mortality are recomputed in line 
with the new standard of concentration; 

The degree of removability of constraints operating in the area 
of attributes of concentration is redefined: 

The new budget for capital outlay is computed. 
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(b) The following alternative is employed in dealing with service 
instruments with consumption where some degree of reduction in their 
composition is introduced to reduce the cost: 

The unit cost of the service instrument is recomputed by altering 
the composition of consumption and where possible, the manpower; 

The procedure in alternative (a) above is then followed beginning 
with the second step. 

(c) The following alternative is used in dealing with service 
instruments with consumption in which alterations can or cannot be 
introduced. 

A determination is made of the new performance of the service 
instrument. The figure will necessarily be lower than the 
original as the latter was assumed to be the maximum achievable 
under the existing capability to remove constraints; 

Based on the new target of performance a recomputation is made 
for the new coat of the instrument (lower performance implies 
less utilization of consumables, hence, lesser cost per unit of 
instrument) ; 

The procedure in alternative (a) is followed starting from thl' 
second step. 

The exercise on these three alternatives is done by trial and error 
until the new level of operation of programmes consistent with the new 
budget provision is attained, 

II 
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CHAPTER V 

IKPLEHEN~TION 

A. CONCEPT AND PRINCIPLES 

1. Components of and responsibilities in plan implementation 

There are two types of activities during the plan implementation phase 
and these are: (a) the preparatory and developmental activities and 
(b) the actual delivery of health services. The latter is the chief concern 
of heslth officers who should draw up the details of operation on an annual 
basis. The preparatory and developmental activities remain largely the 
combined concern of the planning unit and the higher levels of health 
administration. 

It will thus be necessary for the planning unit to prepare the 
necessary guidelines for the preparatory and planning activities, and to 
see to it that the selected developmental projects are planned and 
implemented. 

For convenience, this MANUAL will take up consideration of plan 
implementation into two parts, namely: (a) the drawing up of the plan 
of implementstion and (b) plan execution which will include the actual 
organization, direction, coordination and control of the activities in 
the plan according to the procedures laid down in the plan of implementation. 

2. Plan of implementation 

This will include the following activities: 

2.1 Securina legal authorization to start implementation; 

2.2 Preparation for instituting minor changes in ongOing programmes/ 
services, such as the drafting of instructions, administrative procedures, 
etc.; 

2.3 Disaggregation of the plan into sub-planning areas and as to time. 
This means working out details to show allocation of resources to 
administrstive units/geographical areas, the volume of health services to 
be carried out (targets of activities) and the standards to be observed 
by each health facility in the utilization of resources and the delivery 
of health services; 

2.4 Planning of projects as a means of introducing major changes and new 
developmental activities; 

2.5 Preparation for monitoring/control of planned projects and health 
services delivery; 
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2.6 Promotion of the plan 

3. Execution 

Ibis will refer to the actual setting into motion of the plan which 
will include the delivery of healtb services. 

II 
I 
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B. PLAN OF IMPLEMENTATION 

1. General consideration 

1.1 Purpose and expected results 

To translate the health plan into operational terms, i.e. drawing 
up the plan of implementation and securing approval of its execution 
from the concerned authorities. The expected results are: issuance 
of the legal authority to implement; approval of administrative 
instruments to institute minor changes; a disaggregated plan over time 
and by geographical areas; approved project plans; a monitoring/control 
system; and a scheme for plan promotion. 

1.2 Information needed 

(a) Kealth poliCies 

~) Health programmes 

~) Kealth service design 

W) List of problems, constraints and changes 

(e) List of identified projects 

(f) Budget 

1.3 Staff reguired 

~) Health planning unit staff 

~) Health programme administrators 

(c) Staff of other disciplines ss indicated by specific projects 

1.4 Flowcharts on Plan Implementation and on Project Planning (Figs. 17 
& 18, pp. 146 & 147) 

2. Elaboration 

2.1 Lesal authorization to start implementation 

Actual plan implementation is contingent on formal authorization 
established by law and this authorization is issued well in advance of 
the appointed date. Although health service operations are covered in 
the new plan they are also ongoing activities and are not affected by the 
authorization date. Plan elements which must await the authorized 
starting date are changes, developments and/or modifications in the health 
system. 
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Fig. 18. Flowchart on Project Planning 
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2.2 Institution of minor changes/developments 

Minor changes/developments may have been embodied in the plsn to 
improve service capability of the health system. Provided they come 
within the discretion of the health authority, these changes can be 
introduced through such means as a memorandum or administrative order. 

The Planning Unit may be consulted or aaked co ass18t 1n the 
drafting of such orders which are s1gned by the national health 
authority. 

2.3 Dissggregation of the plan 

This work may be essy or difficult, depending On how the plan is 
evolved. If during the formulation stage, the planning unit worka on 
ths sub-planning areas one by one with the result that the approved plan 
constitutes in effect the summation of these efforta, then the work is 
fscilitated because it will be easy to retrieve the relevanc working 
papers. 

If, however, the plan is evolved on che basis of national aggregaces, 
then the details of the plan breakdown should be carried out at this 
stage in accordance with the adopted targets snd stsndards. Regardless 
of how tbe plsn is evolved, these targets and Btandards should be Btated 
in • .-ry £01"111. 

The items for plan disaggregation will conaist of resource requirements 
(such aa additional facilities to be developed, exiating facilities to be 
expanded or repaired, additional health manpower to be recruited, etc.) and 
the services to be provided. The disaggregation is made over time, and 
broken down into aub-planning areas. The corresponding monetary equivalents 
are further included in the disaggregation process. 

An example i. given ~elow for a country with four level. of 
admini.tration, i ••• central, regional, provincial and local ~ity or 
aunic1pality) : 

- The additional resource requirements and expected operational 
outputs are fir.t broken down by regions; 

- The national aggregate is broken down by year on the assumpt10n 
that funding will be provided yearly; 

- The regional and time breakdown of the plan are correlated to 
determine the regional allocations and involvement for each yesr of the 
plan; 

- The regional aggregate is then broken down by province and based 
on che regional allocation and involvement for each year, the annual 
allocation for each province in the region is decided upon; 

- The above process is repeated in the breakdown of each provincial 
aggregate into its component municipalities. 

\ I 
I 

t I 
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2.4 Project planning 

In this MANUAL, a project is viewed as a time-limited undertaking; 
it involves a series of interrelated activities; its ultimate purpose 
is to incorporate such desired changes/developments into the health service 
system as will enable the health programme to have the necessary 
capability or to enhance its capability for delivering specified health 
services. The word "ultimate" is expressly used because the project may 
start initially as an investigatory or experimental undertaking and pass 
through a demonstration stage; ultimately, the project experience is 
built into the health service system for application on a country-wide 
scale. 

2.4.1 The time and effort required for project formulation depends on 
how detailed the situational analysis and the health plan are. A project 
working group may therefore be faced with three alternative situations, 
viz., when a detailed health plan has been formulated, when only a broad 
plan has been prepared or when there is no plan at all. 

In the first situation (i.e. when there is a detailed health plan). 
the project working group will find that most of the steps required for 
project formulation will already have been done in sufficient detail. 
The working group will thus need to concentrate only on those steps not 
yet accomplished or which require further elaboration; for example. even 
in a detailed health plan. certain specific areas for change or 
development (such as the redesign of administrative procedures. information 
system, training programmes, facilities construction, etc.) are generally 
taken up in only very broad terms. 

In the second and third situation (i.e. a broad plan and no plan, 
respectively) it will be necessary for the project team to en~age in a 
full scale project formulation. The steps of project formulation as 
described in the WHO Project Systems Analysis Manual on Project Formulation 
consist of boundary setting; situational analysis; problem analysis and 
projection; setting of objectives; identification of obstacles and 
deficiencies (constraint analysis); designing the strategies; project design; 
and proposal writing. 

Although it is suggested that the WHO Manual on Project Formulation 
be consulted in undertaking this activity, an outline of the procedure 
has been included as Annex B to this MANUAL for the convenience of the 
reader. 

It will be noted that all steps of project formulation except for 
project design and proposal writing are already incorporated in this MANUAL 
under the subjects of Situational Analysis and Plan Formulation. It will 
further be noted that the steps in this MANUAL do not delve into details 
in some aspects and simply indicate the need for specific changes on the 
expectation that they will be worked out on a project basis. 
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The project formulation team should then supplement the details 
obtaining in the plan and proceed with the project design. The following 
steps will desl only with project design as the process of project 
formulation is already outlined in Annex B. 

2.4.2 The list of projects proposed in the plan is reviewed by the 
Planning Unit. Those having top priority are first considered. It 
is desirable that staff who will most probably be involved in the 
project's implementation be included in the project team which will 
design the project. The process concerned with the project d~"lgn will 
include: 

2.4.2.1 A statement of the project objective by the Plsnning Unit. The 
atatement should indicate what the project intends to do. the justificstions, 
and the programme which the project ia to aaslat. 

2.4.2.2 The statement on the 
by the project working group. 
involve the following: 

project'. apecific objectives ia prepared 
The preparstion of this statement will 

(a) Bev1eviDa the liet of key obstacles/constraints and the changes 
outlined in the situational analyeia; 

(b) Reviewing the overall situational snalysis for whatever additional 
information may be Obtained; 

(c) Supplementing the available information in the situational 
analyais where neceesary which may result in the detection of other 
conatraints and indicatione for additional changes; 

(d) Orientation on the policies. programmes, overall organization 
and budget of the health plan; 

le) Pollowing the above procedure, a final list of changea is prepared 
in tabular form indicating: 

(i) The areas where changes will be introduced (the change 
may be in the form of technology, staff, procedure, 
facility, organization and policy); 

(ii) The existing situation in each area which will be 
changed; 

(iii) An enumeration of the changes to be introduced. 

(f) The results obtained under (e> are then transformed into statements 
of specific objectives. 

2.4.2.3 Determination of project activities and preparation of the plan of 
work will involve the following procedures: 

(a) The list of changes in 2.4.3.2 is sequentially arranged; 

(b) For each change, necessary activities to effect it are determined 
and sequentially arranged; 
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(c) The time required for each activity ia eatimatedj 

(d) The requirements of each activity for manpower. suppliea. 
equipment. etc. are determined; 

(.) The activities are then arranged in a PERT network diagram 
which will ahow the chronological sequenc.; 

(f) Bssed on the time estimates. actual schedules showing dates of 
starting and dates of completion of activities are indicated in the PERI 
n.twork diagram. 

2.4.2.4 Preparation for project monitoring 

(a) A system of reporting of project activiti.s is prepared. 

(b) The list of activitiea is reviewed to selact important milestones 
(or eventa) tsking place in the project at which points u .. a_nt and 
raport1aa of the progres8 made i8 prepared for 8ubmia8ion to the Miniatry 
of Health or to the commissioning agency (if not the Miniatry of Health). 
Cost eatimat.s of the activities up to the accomplishment of th.se 
mil •• Conea are prepar.d. From the reports of activities and financial 
di.bur .... nt.. it ia po.aible to calculate the percentage of the completed 
project .ctivities and the percentage of project budget already spent. 

2.4.2.5 Pro1ect adminiatration 

(a) Necessary preparation is undertaken by the organization which 
will adminiater the project. The detaUs would include the hi.rarchical 
structure of authority within the project. staff requirements and channels 
of communication. 

(b) The policies and procedures of the organization are written. 

(c) The project budget is prepared. 

2.4.2.6 Writ1n& the pr01ect document 

After completion of the preceding procedures, the project working group 
prepares the project document for approval. It will be a brief statement 
on the salient points covered in the preceding procedure8 and should answer 
the following questiona: 

(a) What i8 the project expected to achieve? 

(b) How wUl it be carried out and under what conditions? 

(c) Who will manage the project? 

(d) What and how much resources will be needed? How wUl the project 
be financed? 

Ce) When will the project begin and when wUl it end? 

(f) How wUI project progreas be followed up and controlled and how 
will itB final achievement be asse.sed? 
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2.4.2.7 Ongoing projects 

It will be recalled that an inventory and a review of on~oing projects 
had been done dur ing the situational analysis. If nu Ch.lllf.;C i& to be 
instituted, then the original plan will be pursueu. ill thl! event lhat 
ongoing projects need IOOdification or .",rging with others or splittiug up, 
the procedure for project planning as referred to in the prcccuinL 
discussions is followed. 

2.5 Preparation for monitoring and control 

2.5.1 Monitoring and control of project activities 

At project level, the monitoring mechanism should be prep~red in 
detail and include target dates for accomplishing the activities. The 
project working group and the health planning unit should work out a 
les8 detailed monitoring system to permit the national level of health 
administration, through the Planning Unit, to receive up-to-date information 
on the progress of the project. Likewise, it is essential to ~tablish 
a clear channel of communication to facilitate project staff consultations 
with appropriate levela of authority in the event of operational 
difficulties or other problema and needs. 

The Planning Unit should establish a linkage between project 
accompliahments and the programme they are intended to strcn~thcn tc> 
enable aBsessment of the impact of project accompl1shmel1ts on ll1,' LIP;]iJ llltv 
and performance of programme(s). 

2.5.2 Monitoring snd control of infrastructural activities 

If this has not been included in the project, then further impl~mentin~ 
details should firat be worked out. A schedule of construction is pr~parud 
which will indicats the type of facilities, the location, exp~cted dates of 
atart and completion and the staff to be responsible. A monitorin~ schedule 
based on the preceding information is then prepared. 

2.5.3 Monitor1a& and control of staff recruitment and training is lih:~ 
prepared. 

2.5.4 Monitoring and control of health service delivery 

Plsnned targets of activities for the first year are calculateu und 
subsequently broken down into months. This is done at all l~vels of 
administration. Monthly reports of accomplishments can then be match~d 
with planned targets of activities to determine the percentage attailll"~lIt 
of the targets. Operational difficulties encountered in delivering 
necessary activities at the desired volume and quality should bl' TH'II'd I I 

all levels. 

2.6 Promotion of the plan 

Considering that the success of the plan will depend largely on its 
sound promotion, it is desirable that direct responsibility for the 
promotion be assigned to higher levels of authority in the country ~ith 
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the collaboration of the Planning Unit. The objective of promotion is to 
aec~re the a~pport of all. The meana applied sho~ld incl~de an explanation 
of the plan in pop~lar lang~age. The promotion should avoid making 
statementa which may rai.e false hope. e'pecially on the part of the 
pop~lation. 

The promotion sho~d be directed to other aectore for inter-sectoral 
coordination and support; to the health sector (both p~blic and private 
components) in order to indicate what is required of them and how each 
component will be affected by the plan; and to the public to inform them 
what benefits they will derive from the plan and how they can help. 

Promotion should start from the beginning of planning and aho~ld be 
kept a continuing activity. Promotion encompasaes more than mere 
dissemination of information to,the public and to special groups. A clear 
explanation of the expected res~ts and recommendation. made for each Itep 
of planning to the decision-makers are, in effect, promotional efforts. 

Promotional plana bave to be drawn up showing, among others, the 
major areas for promotion, the staff/office/group to which the promotion 
will be directed, the approaches and responsibilities of the health staff 
in the promotional work. 

3. Furtber consideration 

It will be noted that no separate diacuasion has been made on 
feasibility analyais of the plan and of the projects. It has not been 
done because, at each stage of plan formulation, the planner considers 
the feasibility of the proposals on hand from the financial, technical, 
manpower, administrative, political, and other points of view. Th~s 
health activities proposed are examined from the standpoints of effectivenesa, 
cost, manpower requirements and acceptability by the population, among others. 
When proposed health facilitieaare under consideration, their capital and 
operating requirements are compared with the existing resources and with the 
available resources in the future as may be reflected by projections in the 
situational analysis. When there are insurmountable gaps between ths proposal 
and the available resources, a recycling is ~ndertaken. After the plan is 
formulated, the entire plan is again scrutinized from the technical, 
administrative and political points of view. 

In regard to non-infrastructural projects, their final identification 
is made towards the end of plan formulation, although, in fact, the process 
of identification starts earlier in the plsnning process when the plan terms 
of reference are prepared. The justification for non-infrastructure projects 
are derived mainly from a selection of relevsnt portions of the situational 
analysis (e.g. obstacles to operations) and from psrts of the form~latsd 
plsn (e.g. programme strategy). The identification of projects is more 
difficult in a situation where the national plan consists only of broad 
atstements of intentionaand how these intentions are to be achieved 
(objectives, priorities, baaic atrategies), following perhapa a sketchy 
situational analysis. In such case, the search for investment opportunities 
will exact more effort. 
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Project planning ia, in itaelf, an exercise where feasibility analysis 
takes place aa in national health planning. The feasibility of introducin~ 
changes as enumerated in the list requires a8se88111ent. At ttor th" decision 
has been made, activit1ell to carry out each chan~e arc "cJ c( l"d and only 
those which have relevance and applicability are chosen. Th" or~ani&ation 
to manage project implementation i. studied to ascertain its viability under 
the existing administrative structure. Finally, the financial require~ents 
are analyzed. 

In some instances, fessibility studies are undertaken by independent 
or separate groups. They may take place during the planning exercise and 
the results are then made available to the officials concerned. In other 
instances, a plan may indicate the need for a feasibility study snd 
depending on the result of the latter, the project is either totally written 
off or incorporated into the plan even when the plan ia already under 
implementation. 

The views of development economiata on the process of project 
development are illustrated in the following diagram and in the explanations 

.. 
below: 1 r 

Pre-investment phase investment P~8$1 Post investment Dnase • 
Project Project Project Project Project 
Identi- Prepa- Appraisal & 

Project 
Impl_n
tat ion 

Operation Reapprataal 
fication ration Financing 

(a) 
after ita 
i8 one of 

Project ideotification. lnaofar as the health plan 
formulation uoug the atepa of this MANUAL, project 
the producta of the planning exerci.e. 

1. concerned, 
identH ication 

(b) Project preparation 18 concerned with s.ae.sing the Viability of 
the project from the technical, economic, finsncial and operational point. 
of view. This process consi.ta firstly of the planning of the project 
and secondly, of making an snalyaia of the proposed project'. viability. 1n 
the case of health project., the process ia cover~d by the analyai. 
described in 2.4.1 except for the economic aspects as regards the returns 
of the investment. 

(c) Project appraisal and financing con.iats of a review of th~ 
feasibility report, inclusion of the project in the developmental budget, 
and negot1ationa for financing. The proce •• i. aimilar to the procedur" 
employed in this MANUAL for budgetting and clearance ss described under 
plan formulation. 

(d) Project implementation refers to the settillb illto mol iOIl "j llll' 
planned projects and has the same application in health projecls. 

• 
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(e) Project operation meanB the actual delivery of the service. 
In health planning, the delivery of health services is aSBigned to 
progrBmmes and not to projects. Outside of health, a good illustration 
of project operation is road construction; after the road is completed 
it is ready for use; the use of the road is what i8 referred to as 
"operation". 

(f) Project reappraisal determines whether the project has been 
able to accomplish its objectives. It is possible to proceed beyond 
this point by looking into the achieved impacts of the completed project. 
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C. EXECUTION 

1. General considerstion 

1.1 Purpose and expected results 

~ecution of the plan means the actusl delivery of health ssrvices 
as provided in the approved plan, the aetting into motion of the 
formulated projects, the introduction of minor changes and the launching 
of actions designed to promote the approved plan. 

1.2 Information needed 

(a> Health policies and programmes 

(b) Plan of implementation 

1.3 Staff reguired 

All the technical and administrative staff at variou. levels of the 
administration, as well aa field and health facilities .taff. 

2. Elaboration 

2.1 A complete briefing is made to administrative and field staff at 
all levels. 

2.2 The processes of managerial planning, organizing, directing, 
coordinating, controlling and financing is put into motion. 

2.3 Minor changes/developments are incorporated into the health service 
system and implemented. 

2.4 Field staff begin delivering services in accordance with the 
requirements of the plan. 

2.5 Projects. including infrastructures, are set into motion. 

2.6 Major policy changes are introduced. 

2.7 Plan promotion is undertaken. 

2.8 Periodical reports of accomplishments are made and submitted. 

1\ 

j 

I 

! 
I 
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CHAPTER VI 

EVALUATION AND CONTROL 

A. GENERAL CONCEPT 

Evaluation in the context of this MANUAL is that part of the planning 
process concerned with the critical assessment at appropriste times of the 
results of the plan and the factors influencing those results during and 
after implementation. Its aims are to determine (a) what has heen 
accomplished, (b) the effectiveness of the methods employed to bring about 
those accomplishments including identification of the factors influencing 
them and (c) the overall impact of the total accomplishments in relation 
to the heslth status of the community or country. 

Evaluation basically follows the procedures employed in Situational 
Analysis. It makes an analysis of the situation after the plan has been 
partially or fully implemented. When the plan is properly structured, its 
evaluation differs from Situational Analysis in that it has built-in bases 
for assessing the objectives, methods and targets against which the 
accomplishments are measured. 

In formulating the plan, the main objectives are first set. To carry 
out these main objectives programmes are prepared with their corresponding 
specific objectives and targets. The execution of these programmes 
requires sction towards target accomplishments and this includes the 
institution of changes/new developments snd the provision of required 
resources. 

The approach to evaluation presented in this document reverses the 
sequence mentioned above. 

The desired changes/new developments and resources are first reviewed 
according to their specifications and in terms of quality and time. The 
influence of the changes/new developments and resources on the programme 
are then determined by comparing what has been accomplished in relation to 
the targets set for the specific programme objectives. Finally, the 
totality of the accomplishments in pursuance of the programme objectives 
is scrutinized to ascertain whether it conforms with the main objective 
and to establish its impact on the community. 

The evaluation process is directed towards establishing achievements 
in aspects of the plan enumerated herein in the order of their execution: 
the projects, the programmes and the main plan objectives. 

Evaluation has many facets, and depending on the purpose, the 
scheduling is arranged accordingly. A frequent practice is the appraisal 
of performance in order to overcome operational problems towards accomplish
ing set targets within the resource and time limitations. This particular 
activity is usually referred to as "control" and may be undertaken by the 
administrator daily, weekly, monthly or semi-annually, through various 
supervisory techniques. Although the procedure has been discussed under 
Implementation, project control is further stressed here because of the 
importance of projects. 
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Field staff submit reports of their activities to their immediate 
supervisors at specified intervals. These reports are processed at 
appropriate levels of the administration and despatched to the central 
level in consolidated form according to specific instructions. When a 
situation arises. such as the uccurrence of a major problem or new develop
ment or the observance of a sudden departure from the expected (e.g. 
unexpected result from the application of a method or technique, a sudden 
change in the situation which will affect the activities), rscourse to 
exceptional reporting is made. Exceptional reporting by definition 
excludes the contents of regular reports which are made routinely. 
Exceptional reporting is intended to draw the immediate attention of 
supervisor(sl/administrator(s) at appropriate levels to a condition or 
situation requiring prompt consideration or action. For this purpose and 
to systematize the to-and-fro flow of information between the central level 
and the periphery through the levels of administration and supervision in
between, the Planning Unit develops with the health administrators of the 
services a health information system, which provides for the relay of 
information through feedbacks (from periphery to central) and "instructions" 
(central to periphery) to comprehend all reporting (regular and exceptional), 
the making of comments and recommendations and the issuance of "instructions". 

The other aspect of evaluation deals with the appraisal of the results 
of the plan in order that necessary adjustments or reformulation can be 
instituted where indicated. This appraisal may be done annually, at mid
term or terminally. In scheduling the evaluation exercise, it should be 
recognized that there is usually a time lag from the deployment of resources 
to the accomplishment of results as well as from the accomplishment of 
results to the observation of their effects or impacts in the community. 

The Planning Unit assists in the evaluation process by providing 
appropriate guidelines to the health administrator, by examining the 
evaluation reports received from the field and by making its own evaluation 
of the overall results. 

The succeeding chapter elaborates on the procedures of evaluation in 
~ccordance with the concepts discussed in this section. 
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B. PROCEDURE 

1. General consideration 

1.1 Purpose and expected products 

To determine whether the execution of the plan is in accord with the 
approved proposal, to analyze programme impact relative to the set 
objectives and targets and to identify needed adjustments and changes in 
the plan. 

The products of this step are: a statement on the progress of projects 
and programmes; the identification of problems with relevant recommendations; 
a statement on the attainment of objectives; and, if indicated, the design 
of a new strategy for the reorientation of the plan. 

1.2 Information needed 

Approved plan proposal 

Designed projects for implementation 

The existing plan 

Field reports 

Reports on special investigations 

1.3 ~ 

Health administrator 

Health planning unit staff 

1.4 Flowchart on Evaluation and Control (Fig. 19, p. 160) 

2. Elaboration 

In line with the presentation made under General Concept, Elaboration 
will deal with the two main parts, viz., (a) Control of the Implementation 
of Projects and (b) the Evaluation of Project, Programme and Policy 
Achievements. For didactic reasons, the evaluation process is discussed 
in four parts although it should be viewed as an integrated and continuing 
process. 

2.1 Schedule for plan evaluation/control 

In the project document there is detailed information on schedule of 
accomplishment of objectives. This section will give indications for 
producing a schedule for the evaluation of programmes and policies. 

Based on project schedules and other relevant information, the planner 
and programme administrator proceed to identify in each programme the 
following: 

2.1.1 the projects which have been formulated to introduce expected 
changes/development; 



Fig. 19. Flowchart on Evaluation and Control 

Approved plan 
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implement- the achieve- the accomplish- Evaluation of Evaluation strategy for projects r ation of t-"-l ments of H menta of H prograllDDe ~ of policy ~ reorientat ing Plan of Imple-

mentation project project purpose of the achievements achievements the plan as 
Field reports activities objectives proj ects necessary 
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2.1.2 the specific problems snd constrsints intended for removal; 

2.1.3 the date of termination of relevant projects; 

2.1.4 the expected "time lag" in the removal of constraints and problems 
following project termination. 

2.1.5 the actual evaluation schedule based on the above informution. 

2.2 Control of implementation of project activities 

The activities listed 1n the projects are the subject of this step. 
The control is not concerned merely with project implementation as such but 
more importantly with the timing and the adherence of the products of tlwse 
activities to specified standards. 

2.2.1 Information reguired 

2.2.1.1 Schedule of activities 

2.2.1.2 Schedule of resources 

2.2.1.3 Financial schedules 

2.2.1.4 Monitoring system 

2.2.2 Procedure 

2.2.2.1 A check is made of the schedule of activities, resources and 
finance to determine whether corrective measures are required to avoid any 
delays resulting from any unforeseen development. 

2.2.2.2 If corrective measures are made, action will include: 

(a) Indication of the nature of the corrective measure; 

(b) Indication of the administrative procedure to be used (this should 
be compatible with the designed information system); 

(c) Identification of administrative levels, offices and persons to 
be involved; 

(d) Securing approval of the strategy for setting into motion the 
proposed measures; 

(e) Implementing action for the corrective measures; 

(f) Assessing the effectiveness of measures for the prevention of 
expected delays; 

(g) Adjusting the set of schedules should the measures fail by 
indicating 

(i) what set of activities and events in a given schedule 
will suffer delay, 
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(ii) what impact this delay would have on the other schedules, 
with appropriate adjustments being made, 

(h) Reporting to the immediate supervisor the new status of the 
project consequent to the failure of measures and the adjustments 
int roduced. 

2.3 Evaluation of project achievements 

Upon termination of a project an aaseBsment is made as to (i) whether 
its objectives have been achieved and (ii) whether the constraints for 
which the project was formulated have been removed. 

2.3.1 Information required 

2.3.1.1 List of constraints to be removed during project implementation; 

2.3.1.2 Project objectives (e.g. construction of facilities, training of 
staff, design of an information system, etc.) 

2.3.1.3 Project schedule(s} as originally formulated; 

2.3.1.4 Adjustments introduced to project schedule referred to under 2.2.2.2; 

2.3.1.5 For purposes of analysis, relevant information in the area for 
constraints removal. 

2.3.2 Procedures 

2.3.2.1 Evaluation of the achievements of project objectives 

The procedure requires: 

(a) Determining whether the implemented projects have achieved their 
specific objectives; 

(b) Determining whether the achievements satisfy the adopted 
standards; 

(c) Determining whether the achievements take place during the 
project's time span; 

(d) Preparation of a summary of the findings for further analysis. 

2.3.2.2 Evaluation of accomplishment of project(s} purpose 

Note should be taken of the following: sometimes a constraint is 
overcome through an individual project effort; in other situations, it may 
become necessary to formulate more than one project to remove a given 
constraint, 1n which caee all projects fOrMulated for the purpose are 
evaluated together. Furthermore, achievement of project purpose may some
times be delayed by an unusually long time lag because of factors beyond 
the control of the project(s). 
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The procedure for evaluating the achievement of the project(s) purpose 
consist of: 

(a) Retrieval of the list of constraints to be removed by the project(s); 

(b) Retrieval of the findings on project objectives evaluation; 

(c) Retrieval of the time lag experienced for the project{s) 
(see Chapter V, B, 2.5.1, page 152) ; 

(d) Analysis of the area where problems have been observed and 
determination of whether the constraints have been removed; 

(e) If the problems have not yet been removed, determination of whether 
this may be due to: 

(i) an unusually long time lag; if so, an ~stimate is made 
of the approximate time required to obtain desired results 3S a busis 
for rescheduling the evaluation; 

(ii) failure to incorporate the required changes and/or 
developments; 

(iii) failure to incorporate changes and/or developments 
according to set standards; 

(iv) failure to incorporate changes and/or developments 
according tu time schedules. 

(f) Preparation of a summary with findings and conclusions; 

(R) Indication of what further action, if any, has to be taken 
(e.J<. '·e-planntn~) 

Il wi :.e r.,~lled tl·~t the principle underlyIng the formulation of 
J1:-i"\p.r"·~<o\''' i "it·; !"he r'~movability of identified problems through the 
~"t-.- ~, ~-~5SD; '.J..1gCS or developments in the health system. 

t ~ : '" MANU~"L I hf' ,110-...;ing programme components have been deser ibed: 

t;!'f"cjfj" objectives 

~~~1f'('t1()n of act"fvit.ies of the programme 

~!" r! ,II ~ets 

vv~lall organization 

Operating budget (expenditure) 

Devei.opr:"oent or investment budget (expenditure) 

ft till in the frame of the above components that the programme evaluation 
i,... condlK ted. 
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Specific object.ives and activities of a programme cxpres ..... lhe m(';)rlS 

of removing or reducing the identified problems and therehy point tit., way 
to helping achieve certain specific goals of the health policy. Target 
setting connotes capability to remove constroiints respoosihl(' fur the 
identified problems. Targets in a more specific manner quantify the 
magnitude of the effort by indicating how much is to be accomplished 
within a specified time period (i.e. the plan period). Operatln~ ano 
developmental expenditures quantlfy in monetary terms the si7.(' of stIch 

efforts. 

In an earlier statement (2.3.2.2 (d». it is stated that on the basis 
of relevant information an analysis is made of the area where problems have 
been described and a determination made as to whether the constraints have 
been removed and to what extent. It is this approach and procedure upon 
which the evaluation of programmes is developed in this MANUAL. 

2.4.1 Information reqUired 

2.4.1.1 Paragraph 2.3.2.2 (d) (Evaluation of accomplishment of purpose of 
the projects); 

2.4.1.2 Approved budgets and information on their release for undertaking 
the implementation; 

2.4.1.3 Overall organization as approved and information on its stage of 
implementation; 

2.4.1.4 List of activities by programmes and relevant information on 
activities actually run by the programmes; 

2.4.1.5 List of specific objectives of the programmes and relevant 
information to measure the degree of accomplishment; 

2.4.1.6 Calendar of evaluation schedules for each area within programmes 
in operation; 

2.4.1.7 Compo.ition of teams that will undertake evaluation; 

2.4.1.8 SUllllllary report on the extent of accomplishment for the set of 
specific objectives of the programmes; 

2.4.1.9 Summary report on the level and status of health achieved; 

2.4.1.10 Retrieval of all summary reports and their analysis to determinv 

Ca) The level of accomplishment of the programmes (prl)hlem 
identification) ; 

(b) Reasons for lack of accomplishment (analysis 01 constrain",); 

(c) The type of corrective action on the trends of acromp Ii sllmlont 

(areas for and nature of changes). Corrective action may be bruken down 
into two categories; viz •• 

(i) Measures to improve on weak areas (increasing resources, 
changing procedures, etc.); 
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(ii) Redesigning of strategies (introducing new technology). 

2.4.1.11 Implementing proposed measures/strategies. 

2.5 Evaluation of policy achievements 

2.5.1 Information required 

2.5.1.1 List of main health objectives 

2.5.1.2 Statement on achievements of the programmes 

2.5.2 Procedure 

2.5.2.1 Measuring the extent of accomplishment (If the listed objectivl's 
which may show that the objectives have been acldeved or are short of the 
expected or have surpassed expectations. 

2.5.2.2 Assessing the relevance of the listed objectives in the light of 
new developments and actual achievements and determining whether they should 
be partially or totally maintained, redefined or deleted. 

2.5.2.3 Determining the need for formulating new objectives and proceeding 
accordingly if indicated. 

2.5.2.4 Proceeding to reformulate programmes by following procedures set 
forth in Plan Formulation if the objectives are deleted or redefined and 
new ones have been incorporated. 

2.6 Further consideration 

As the steps of evaluation are similar to those of the Situational 
Analysis the methods and tools employed in the latter will also apply in 
the evaluation process. 
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MICRO-ANALYSIS OF HEALTH FACILITIES 

1. !'urpose 

1.1 To obtain a clear picture of how the resources an.:' organized to dt,} iVl'r 
a specific activity or service. 

1.2 To determine the characteristics (or attributes) pf th,' units of 
resources and of the activities they perform. 

2. Uses of micro-analysis 

The flowchart for the micro-analysis of health activities may be seen 
in Fig. 20, p. 167. 

The use of the procedure enables valuable infurmation to he sl:'l:lln'd 1111 

the efficiency of health resources and gives a rou~h idea of SPrV i,'(' 'I"al i tyo. 
Information is further provided for determining required resources I"r 
carrying out proposed progr_e activities. The information obulin,·d can 
further be used for c01llparing in more detail the plan proposa I s with th., 
current plan. 

In private enterprise and in situations where ~overnment exen: ifw~ 
regulatory authority on service charges, the cost analysiS provides thl' 
means for establishing reasonable rates. 

3. Gradients of analysis 

Analysis may be solely directed to the resources, but this procedure is 
not as meaningful aa when both resources and effects are considered. 

Certain gradients of cost analysis will include: 

3.·1 Cost-accounting 

In this analysis, expenditure is studied ilcconling to thl' itt'me.; "I 
expenditure. 

3.2 Cost-effect 

This has various subgradients, viz.: 

3.2.1 Cost of delivering a certain activity. according to an ;ldopLcd !l>t"l,nddrd; 

3.2.2 Cost of attendance in a specific activit>: according to an nuoptl>d 
standard; 

3.2.3 Cost of preventing a specific disease in an indiVidual; and 

3.2.4 Cost of preventing a death from a specific cause 

The last two (Le. 3.2.3 and 3.2.4) are more difficult to perform 
because of the usual lack of information or data. 



Fig. 20. Flowchart on Micro-analysis of Health Activities 
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3.3 Cost-Benefit Analysis 

This procedure aims to measure the benefits derived from a he.l1th 
programme~ and relates benefit to cost. The difficulty encountered in this 
procedure issues from the scarcity of p;lrameters hy which to quantify 
benefits resulting purely from the health programme. rhe henefitR are 
usually measured in monetary terms but with the techniques presently 
available, the results can be inaccurate because many factors ('annal y(.·t 
be quantified, e.g. relief from anxiety or discomfort or pain, prevention 
of sadness J etc. 

Experience in the developing countries of the 1.'110 Western Paclf!e 
Region has shown that undertaking even the first level of costing (cost
accounting) can be very difficult. For this reason, the procedure for 
micro-analysis in this MANUAL does not generally attempt to go into more 
sophisticated techniques even though the procedure for determining the ('nst 
of preventing a death from a specific cause has becn included. 

Despite present difficulties, the concept and procedure for micro
analysis are important and need to be developed to permit the performanc" 
of cost-accounting and of cost-effect up to the point of costing activit-it's. 

4. Basic concept of the procedure 

4.1 Each department, division or section is organized to contribute to tli,' 
objective of the service agency. Thus~ a division of administration has nu 
basis unless it can assist in serving a service-producin~ or delivering 
entity. On the other hand, entities which deliver services will not normally 
perform satisfactorily unless supported by a unit of administration. 

The procedure for the micro-analysis of health facilities id~nt i f ies the 
dif ferent components of the health service, delineates what these components 
do and the resources they consume and shows how these component5 relHte LI' l~;ICh 
other in the process of delivering the final (or operational) services. 

Three categories are dealt with in the micro-analysis of health 
facilities and these are the general, ancillary and final (or ope rat inn;il) 
departments. The services of these departments are essential, nnd all ;tr(' 
involved in the undertakings of the health agency. It should be not<·d 
however that in the functioning of the smaller units of the health iII\"IICY 

distinct identity of these departments usually disappears, even tholl ,Ii tildr 
functions continue to be manifest as they are performeu by one or mnrl' 
individuals of the units. 

Thus, in an enterprise pregrammed for expansion <It il pre-detcnnhwd 
rate, the start may be very modest. Initially" tilE' dirrprcnt art ivit ips '1I,tV 

be carried out by a single person. As the demand grm"~t the produ<.:l: .... (goods 
and/or services) of the enterprise are increased. The products Must nnt 
only be reasonable in cost but their quality should he mnintnin(,J Clr furtlH'r 
improved in order to be competitive. 
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The owner of the enterprise must thus employ economical use of his 
resources in responding to the demand. For this purpose, careful study or 
analysis of the enterprise is made with a view to developing more effective 
and efficient means of production. Efficient production frequently 
involves better utilization of manpower hence a division of labour is 
developed and through this means specialization is introduced. Specialization 
involves acquisition of special skills and, depending upon the level or 
sophistication required and the manpower available .1n the market, a 
differentiation of pay-scales for the manpower is made [or which appropriate 
recruitment is made. 

Increased production also means more people and, depending upon the 
kind of enterprise there is further introduced, more diversification o[ 
functions and, consequently, of skills. At an early stage, management needs 
may require only the formulation of guidelines for inter-personal workin~ 
relationships as required by technology, among the different skills and 
within each category of skills. As the enterprise expands the guidelines 
change from personnel to functional units relationships while all 
management efforts are directed to meeting the demands In the quantity and 
quality desired at competitive cost in order to satisfy consumer needs. 

In terms of health services, the functions cited above are concerned 
with services delivery, the technical functions which assist the service 
delivery, and the overall supportive functions which assist and protect 
the two functions. 

The categories of departments in the health agency are exemplified in 
the following: 

final (operational) - inpatient and outpatient unit~, immunization, 
sanitation, home visits, dental consultations, HeH consultations, etc.; 

ancillary - laboratory, pharmacy, X-ray, electro-diagnostic 
facilities (KOG, KEG), central sterile supply, dietary services; 

general - direction and administration, accounting, personnel, 
statistics, housekeeping, laundry and linen, legal. 

In any technical or administ rative malfunctioning of the health system, 
the effects are most often acutely felt at the operational level. e.g. no 
medical supplies, no hospital beds available, no adequate diagnostic 
facilities, etc. The cause of the malfunctioning may, however, be anywhere 
in the three departments and for this reason, the analysis should be carried 
out in all of them. 

4.2 The composition of resources and their costs is studied either broadly 
or in detail during the situational analysis. The composition is partly 
revealed by the organizational chart of the agency but this should be 
supplemented by a further enquiry into further details. Generally, the 
organizational chart will show only the structural makeup. hence the enquiry 
should delve further into functions of each organizational component. 
From this procedure it becomes possible to identify the different departments 
and these are then classified. This is followed by an inventory of the 
resources, organization of the resources and identification and analysis of 
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the 1Dat~ta of each final 4eparbaent. PiDally, the output is related 
to the produ.et to obtain the cost of a unit of production. 

4.4 The procedure followed in this KANUAL is a depsrture from the usual 
procedure of cost1n& senices (e.g. coat of 1 laboratory ex_ination, cost 
of lX-ray .... 1n.tion, coat of ae~dation, cost of food, etc.). The 
adoptad procedure deter.tnaa the cost of the eongloaer.te of resources 
(Ieneral, ancillary aDd operational) for .eeting or responding to the final 
d-.. d. (e'l. treac:-t or pre_dOlI). By this -.ana the cost of 
actiYitiea (not of tab) U Hitty_ :at, e.l. the coat of a c~tion, 
of hoap1tal1zation. of Yacc1Batioa. unitary inapection, etc. 

the adopted procedure 1n this KANUAL is in keeping with the ayat_ 
concept which regarda a particulsr item of expenditure to be a small system 
made up of various s~aystems with defined costs. This procedure moves one 
step further than the normally employed procedure in that it 1s able to 
identify the unit of resource for delivering services in an agency. Such 
unit is a combination of resources from the general, ancillary, and final 
departments which provide the inputs in accordance with technical standards 
adopted by the agency. The resources utilized are usually manpower and 
material such as ataff, drugs, materials, equipment, vehicles, money, etc. 

For the purposes of this MANUAL this unit of resource is called an 
"instrument", a term adopted in the PAllO Cl!NDES Planning Methodolo~y. The 
term "instrumentation" is the analysis or the composition and cost of the 
instruments. From the foregoing, it will be seen that the word "instrument" 
means the combination of resources, both manpower and material, in a 
proportion set down according to certain defined criteria in order to perform 
a specific activity. Each instrument is designed to perform only one type 
of activity. It is understood, however, that one person can serve either as 
a part or the whole of different types of instruments at different time 
periods. 

4.5 Nomenclature of instruments 

An instrument is named either after the final depsrtment where it 
belongs, or after its main resource. Except in the case of hospitalization 
wh1ch is usually espreased in terms of bed-days, instruments of other 
dapart.ents are ezpresaed in hours and, in sOIDe cases, in days. 
Exeepl.. are liven belOll: 

PiAal (or OperatiDDal) 
Depare-Dt 

Medical consultatioa 

Rurae consultation 

Dental consultation 

Spraying operation 

Hame of instrument 

Medical consultation-hour or 
doctor's-hour 

Nurse-consultation hour or nurse-hour 

Dental-consultation hour or 
dentist-hour 

Sprayman-hour or sprayman-day 



Final (or Operational) 
Department 

Sanitary inspection 

Home delivery 

Vaccination 

- 171 -
Annex A 

Name of instrument 

Sanitary-inspect ion-hour or sanitary 
inspector-hour 

Assistant (specify type)-hour or 
midwi fe-hour 

Vaccinator-hour 

5. Procedure for determining composition and cost of the instrument 

5.1 The functional chart of the agency is analyzed in consultation with 
the appropriate officer of the agency. The organization is then reviewed 
in both its structural and functional aspects. 

The functional analysis will enable identification of the services 
that fall under the general, ancillary. and final categories and indicate 
to the planner the units to be approached for securing the different kinds 
of needed information. 

5.2 A meeting is arranged with key staff of the agency for a briefing on 
the exercise which should include a brief description of the procedures and 
the information which will be sought from the different sections of the 
agency. 

Such information will include: 

5.2.1 Information on staff, such as the categories, numbers, assignments, 
effective working hours, salary rates and other kinds of compensation 
including allowances or fringe benefits received (e.g. insurance and 
retirement premiums paid by the agency on behalf of the staff, but not 
included in their salaries). 

5.2.2 Information on annually recurring expenditure on consummables (drugs, 
equipment which is replaced yearly, medical supplies and materials, office 
supplies, supplies and materials for building maintenance and transport, 
consumption of water and electricity, sundries, etc.). 

5.2.3 Information on the cost of acquired equipment, vehicles and buildings, 
and their average life span in years. The information is needed for 
calculating depreciation costs in the analysis. 

5.2.4 Report of activities for one year from the different final and 
ancillary departments, as well as of certain sections of the general 
department with clearly defined activities whose distribution in the 
different final departments can be shown (e.g. linen section, dietary, 
pharmacy, etc.). 

5.3 An inventory is next made of the direct resources of each department 
based on the above collected information. To ensure accuracy, assistance 
should be sought from agency staff such as the administrative officer, 
accountant, supply officer, and heads of the professional services. 
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Direct reeources are interpreted to mean staff assigned to the 
particular departaent and the supplies/materials/equipment received from 
the supply section of the agency required for the delivery of the service. 

For each component of the previously reviewed functional chart an 
iaventory is prepared ,for the direct resources received. The sheets are 
then e&am1Ded and compared with each other to avoid any possible double
counting. 

5.4 The units of production of the final and ancillary departments sre 
identified tosether with the sections of the general department which have 
definite and cleerly identifiable products/activities distributed in the 
final depertments. 

Determination is then .ade of the volume of activities of each 
ancillary depare.eat and the relevant sections of the general departments 
(as indicated in S.2.4), and their distribution in the final departments. 
This di.tribution i. than converted into percentages; the figures thus 
obtained can be used a. a basis for allocating the resources of the 
ancill~ and relevant .ections of the general departments. 

S.S A table of the to tel resources (direct and indirect) is then 
constructed for each operational department. 

5.6 If desired, the cost of the general department may be incorporated by 
utilizing aa an allocation coefficient the proportion of staff of each final 
department to the total staff of all final departments. The figures obtained 
are then uaed as a basis for allocating the staff of the general department. 
A similar procedure is followed when allocating the consumption expenditures 
of the saneral department by computing. the proportion of consumption of 
each final department to the total consumption expenditures of all final 
depart .. nts. 

5.7 Once the table is completed, the next step is to determine the 
composition and coat of one unit of instrument of each final department. 
The result of this step will show the relatioDship of all resources to the 
main resource of the instru.ent, both in real and monetary units. In order 
to do this, it will be necesaary to divide all figures in the table by the 
number of main resources. In the case of the in-patient department, the 
divisor should be the number of available bed-days. 

6. Procedure for determining attributes of instruments and activities 

This procedure considers how the resources are utilized and the 
attribut .. of activities performed by such resources. 

6.1 Attributes of activities 

The following are identified and measured: 

6.1.1 Total number of activities delivered; 

6.1.2 Initial number of activities, which is the number of cases attended 
or establishments inspected for the first time during a year; 
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6.1.3 Concentration, which is the frequency of attendance of each case or 
establishment and is calculated by dividing the total number of activities 
by the initial number; 

6.1.4 Duration of activity, which refers to the time devoted to undertaking 
one health activity, is computed as follows: 

Duration of activity = Total instrument x degree of utilization 
Total activities 

When the quotient obtained is less than one hour, it is converted into 
minutes by multiplying by 60. 

6.1. 5 Cost of one activity, which is obtained by dividing the total cost 
of the instruments by the total activities. 

6.1.6 Coverage, which is a measure of the proportion of eligibles who have 
been reached by a health activity and is calculated by dividing the number 
of cases or initial activities by the total number of eligibles; 

6.1.7 Combination of activities, which is a measure of the relationship 
between the number of total consultations and the totill lIospita I ized 
and is calculated by dividing total consultations by total discharges. 

A clear understanding of the term "activity" is essential before under
taking its analysis. In this MANUAL an activity means a series of tasks 
which are performed in chronological sequence according to specific 
technological criteria for the purpose of achieving a certain effect. 

Examples: 

Activity ~ 

Medical consultation 

• 

Vaccination 

(1) Registration of the patient; 

(2) Taking down of his complaints by 
doctor or nurse; 

(3) Taking of his temperature, pulse. blood 
pressure and weight; 

(4) Interview, physical examination, pres
cription writing, counselling, 
dispensing and further instructions, 
appointments for next visit to doctor. 

(1) Sterilization (If instruml'nts 

(2) Listing of name 

(3) Sterilization of part to be injected 

(4) Injection 

(5) Rubbing of injected part 

(6) Advice, etc. 
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6.2 Attributes of instruments 

6.2.1 The number of instruments is equal to the total number of the main 
resources which is usually expressed in hours except in the case of 
hospitalization which is expressed in bed-days. 

6.2.2 Degree of utilization usually applies to hospital beds to determine 
the proportion used during a specific period of time. It is obtained by 
using the following formula: 

Degree of utilization = Total bed-days utilized x 100 
Total bed-days available 

For the other instruments this attribute is assumed to be equal to 1. 

6.2.3 Cost of one unit of instrument 

This represents the expenditure incurred by combining the manpower and 
material resources in the proportion required to deliver a defined health 
service. It is obtained while determining the unit of instrument. 

6.2.4 Performance 

Performance measures the number of activities delivered by a unit of 
instrument and is obtained through either of the following formulae: 

(a) 
1 x 60 Duration of an activity 

(This formula shows that performance is the reciprocal of the 
duration of one activity.) 

~) 
Total activities 
Total instruments 

7. The attributes of.instruments and activities are then compared with a 
set of standards. 

• 

II 
II 
~ I 

I 
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PROJECT FORMULATION. 

1. The formulation of projects is based On the assumption that in a 
given situation where one or more healtn problems exist aj;ainst which 
some carefully stated health impact health objectives are directed, 
certain activities if coordinat~d through a project tormat can rc~ult in 
changes in the health system enabling the latter to deliver operational 
outputs necessary to achieve those impact objectives. 

l. The project formulation process consists of the following procedures: 

l.l Analysis for the purpose of defining: 

(a) the present and predicted extent of tne healtn prob.1.ems; 

(b) the level of problem reduction within political and technical 
feasbility; 

(c) the state of the health service in terms of its ability to 
achieve the desired reduction of the health problems; 

(d) the identification and localization of the causeS of 
ineffectiveness in the health system (e.g. in «dation to tne pOl'ulatioll, 
serVice, environment) whiCh prevent the achievement of tne desired health 
problems reduction; 

2.2 Desi*n for the purpose of specifying: 

(a) the changes necessary in the health system in order to achieve 
the targets for problems reduction; 

(b) the necessary activities to effect needed changes in the health 
system; 

(c) the resources and management for carrying out the "activities 
for change". 

2.3 If the ssumption stated above is substantiated tnrough th"se 
analytical and design procedures. the results are presented to tt\e 
appropriate decision maker in the form of a project proposal; it not, 
a report is prepared stating the inhibiting factors involved. 

3. The project formulation methOdology has eight stages and tn"Se are: 

3.1 Boundary Setting 

This is intended to provide a clear statement of the Terms of Keference 
from which the project formulation team will receive its ~uiQance aurin~ the 
analysiS and design activities. Normally, the substance of the Terms of 

* This annex is abstracted from Health Project Formulation - Manual of 
Procedures by PSA/WHO, 1973. 
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Reference will be found in the country health programming documentation. 
If this is DOt the case, then the Terms of Reference is prepared prior 
to any further project formulation activity. The initial'statement may 
be supplemented later by further clarifications as necessary during the 
courae of the project formulation process. 

3.2 Situational Analysis 

This stage includes the collection, collation and projection of the 
varioua data inputs to the analysis and design activities. The breadth 
and depth of the required information necessarily extend situational 
analysia activities over a considerable part of the project formulation 
process aa a whole. Information for the analysis i8 grouped into the 
following categoriea: 

(a) Policy and Programme Information. Known policies, prograMmes 
and prioritisa ars reviewed to determine those most relevant to the project 
formulation effort. Inconsistent and inappropriate policies are also 
identif1ed. The li.t of policies and programmes together with the comments 
thereon are pre.ented to a Steering Committee which decides which policie~ 
are overrid1ns and the programmes to be considered for the analysis. 

(b) Economic and Social Trends. Expected chanijes in the economic 
and eoc1al condition. ere identified and analyzed. This analysis has the 
benefit of providing background information for the constraint analyeie 
and the preperation of the service design. 

(c) Health Problem Analysis. ThiS analysiS is intended to result 
in a structured health problem statement. The Terms of Reference and 
the previously structured policy statements are used as a ba.is for 
identifying the dimensions of the problems to which the project formulation 
effort will be directed. Once identified, these problems are quantified 
and the time trends established. 

(d) Population Analysis. Existing population stati.tics are 
reviewed along with the Terms of Reference to determine the population 
cstegories of interest including their quantitative profile for the 
bsseline year. Growth trends are determined and used to predict population 
profiles at specific points of time in the period of the plan. 

(e) Health Resource. Projection. This procedure is intended to 
conduct sn inventory of relevant reeource categories from past to present 
as a basis for establishing resource allocation trends. Policies and 
budgets are then considered along with the trend analysiS to derive future 
resource allocation projections. 

(f) 
from each 
employed. 

Analysis of. Current Health Strategies. This procedure generates 
health problem a description of the current health strategy being 

The description will include: 

- the primary operational outputs; 

- the technical procedures comprising the health work performed; 

,_ ............ --_ ... -
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- the resources utilized according to category; and 

- the administrative support provided. 

After the strategies (health work) have been describ"d for eilch 
health problem, the total resource requirements according to category 
are worked out. These totals will obviously not include all cost~ uf 
delivering the relevant services but would cover in general the COHt ot 
dealing with the critical aspecta of the problem. The figures obtained 
will enable the preparation of cost estimates for expanded operations 
which utilize current strategies. 

3.3 Problem Projection 

The procedure will result in a statement of the expected size 01 
the health problem by applying current trends and the effects at expected 
socia-economic change to the expected population. The proce<.lure consists 
of: (a) a projection of the health problems based on observed trends 
and (b) an adjustment of the above projection accordinb to the effects 
of expected social and economic changes. 

4. Objective Setting 

A review is made here of the existing policies and targets against 
the health problem projections produced above. Specific problems reduction 
targets are assigned to each objective. 

5. Constraint Analysis 

This is aimed at ascertaining the causes of ineffectiveness and 
inefficiency in the existing health services. Emphasis is piaced (On 
determining the reasons why the population at risk does not make use or 
have access to the health service. The analysis is extended to tne 
reasons for inaccurate diagn08is snd for failures in prevention and 
treatment after population contact with the health service hilS Iwen 

established. 

6. System Design 

This procedure reaults in the generation of a list of pussible chan!:es 
in the health service system followed by the establishment of a revised 
strategy in Which proposed cnanges are incorporated. Unce the optimum 
strategy is sdopted its detailed contents are specified and costed. 
Briefly, the procedure involved consists of the following: 

(a) establisnment of the criteria for tne system deSign; 

(b) detailed listing of the system changes such as in tedmology. 
staffing, facility, procedure, organization and policy; 
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(c) development of poaaible atrate,iea which will include: 
tacbDolo,y proviaion; the eatablianm.nt of a atratesy coefficient; 
tha determination of ataff and facility requiremente; eatimete of 
the co.t. of the atrategy, po.aible atrategy and/or target rev1aion a. may be indicated by the decision of the Steering Committee. 

1. Project Planninl 

Its purposs i. to ahow how the approved syatem deaign will be 
executed. Project activities are li.ted in detail and acheduled in 
network format baaed on resource limitationa accordin, to time perlous. 
Project detail. including organization, oparating procedures, mana,ament 
requiramanta and other coata ara apecified aa followa: 

(a) atructurel cheng .. by type; 

(b) ect1v1tiBa to be undertaken according to type, 

(c) revi_ of activities against known constrsint.; 

(d) conduct of prelimiaary activity network, 

(a) aatimeta of activity resource requirementa, 

(f) ach.dul. of project activitiea; 

(g) dea1gn of the project organization and operating procedurea; 

(h) .. timate of project r@Bource requirements such as ataff, 
faciliti •• , aupplies, equipment, budget. 

8. Propoael Writina 

Th1a v1ll docuaent the project proposal by clearly presenting the 
r .. ults of the analysis and the design. Prior to producing the document, 
it i8 neceseary to: (1) final1ze the impact of objectives, (ii) make a 
atatement of immed1ate objectivea including description of benefits to be 
derived and (iii) determine requirements for external assistance if indicated. 
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GLOSSARY OF TERMS USED IN HEALTH PLANNING 

A 

Activities 

A set of interrelated tasks aimed at accomplishing a common 
objective. (See also tasks) 

Adjustment factor 

An index employed to correct overestimated or underestimated values. 

Administrative function 

Its process involves the exercise of the elements of planning, 
organization, direction, coordination and control. 

Administrative machinery 

An organization of human and material resources for managing or 
operating an agency in terms of structure, function and relationship. 

Administrative plan 

A plan concerned with the translation of overall health policies 
into the allocation of necessary resources for the various health 
programmes and the means of their organization and coordination. 

Administrative-political level 

Refers to the country's highest political level in ;I s("ctor 
(e.g. Ministry of Health) where political implications of technical 
and administrative actions or procedures are assessed as a has is for 
decision making. 

Administrative process 

A set of interrelated actions to accomplish the various functions 
of administration. 

Ancillary department 

Comprises all ancillary units in a facility. (St!e ant:illary unit) 

Ancillary unit 

A unit which provides technical support for the diagnosis Clnd 
treatment/management of patients and/or Situations, within a health 
fac 1lity. 

Annual rate of change 

A value expressed in relative figures used to measure yearly 
variations of a given event between two points of time in the past. 
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Annual rate of natural change 

(See Annual rate of change.) 

Areas of change 

They are major fields in the political-administrative set-up where 
specific changes for the removal of constraints are introduced. 

Assessment and explanation of the situation 

The last substep under Situational Analysis where existing and 
expected problems in the health system are identified, their underlying 
causes uncovered and the areas for change and the changes to be introduceJ 
singled out. 

Attributes 

Characteristics of activities and instruments used to measure 
their behaviour. 

Attrition rate 

An index to measure the proportion of health manpower likely to 
drop out from the health system of a country. 

Available bed-day 

The number of beds available daily during a period of one year. 
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B 

Baseline year 

Refers to the year selected for the analysis of the current 
situation. 

Basic programmes 

Comprise health programmes normally conducted in a country to 
meet the demsnds for the essential health care of the population, 
e.g. medical care, MCH, environmental sanitation, etc. 

Bed-days utilized 

The number of bed-days utilized out of the total available within 
a given time period. 

Bottom-up planning 

An approach in planning where decisions taken at the highest 
hierarchical level are arrived at with the involvement of all levels 
of administration. 
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C 

Capital expenditure 

Funds allotted for acquisition of land, physical structures, 
vehicles and for medical equipment. 

Change factor 

(See Annual rate of change.) 

Coefficient of effectiveness 

A value (expressed quantitatively) which indicates by how much 
a given technology (preventive, curative and/or rehabilitative) can 
reduce the size of a particular health problem. 

Coefficient of influence 

A value (expressed quantitatively) which indicates the relation
ship between diseases/conditions and the relevant ecological factors 
influencing them. 

Combination of activities 

An average measure of the relationship between the number of 
persons served with out-patient consultations and with in-patient 
activities; in other words, how msny of those receiving out-patient 
services have been admitted to a hospital bed. 

Command plan 

(See Prescriptive plan.) 

Comprehensive health plan 

Refers to a plan which incorporates all health programmes (public 
and private) in the health sector; may also refer to a plan which 
incorporates all health programmes in the public subsector. 

Concentration 

An average measure of the number of times a given health activity 
has been given to a subject (person, animal, building or system) within 
a given period of time. 

Constraint 

An underlying situation existing in the health system responsible 
for the existence of a problem. 
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ConsuHation 

A set of related tasks (using health resources) involved in 
attending a case at the out-patient unit. 

Consumables 

Refer to materials, drugs, bio1ogicals and otht.·r suppl it:s rEtquired 
for setting the health facilities Into motion to deliver specifi£: 
services. 

Consumer price index 

A measure of periudical changes in the pric{'s of goods and !=ierv h'l'S 

consumed by urban families .and individuals. l 

Consumption expenditure 

A component of operational eKpend iture c I assif ied as pl'r i shab 1<" 
and non-perishable other than health equipment. 

Control 

A component of the evaluation exercise which providE's the means 
of detecting deviations from the requirements of the approved plan In 
the course of its eKecution. 

Control plan 

(See Prescriptive plan.) 

Correction factor 

(See Adjustment factor.) 

Corrective maintenance 

Any action taken to keep physical resources (building and equipment) 
in good working condition. 

Cost-benefit 

A numerical comparison of cost and benefit on the assumption that 
benefit can be quantified. 

Cost-effect 

May be approached in two ways, viz., (a) keeping the cost constant 
and maximizing its effects and (b) keeping the effect constant at the 
minimum cost. 

I 
Ramana, D.V. A Glossary of Some Terms Used in Development and Planning. 

UN Asian Institute for Economic Development and Planning, Bangkok, 1971. 
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Cost of an activity 

Expenditure incurred in an activity for the delivery of a health 
service during a given time period. 

Coat of an inatrument 

Expenditure incurred in the purchase of necessary resources to 
deliver a given amount of health service over a unit of time. 

Coverage 

The number of individuals of a given univerae served by a health 
activity or by the health service system. 

Current level 

Refers to the magnitude of the situation in the baseline year 
under analysis. 

Current situation 

Prevailing facts observed during the baseline year. 

Current year 

(See Baseline year.) 
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o 

Death rate 

A relative value obtained by dividing the total number ()f deaths 
in a community or country by its population and multiplying the result by 
1000. It is used to measure the magnitude of mortality over a given time 
period. 

Degree of utilization 

The proportion by which available resource~ are utilized over a 
given time period. 

Delphian Technique 

Refers to the analysis of differences in opinion/predictions on 
a particular subject given by experts not in contact with each other 
and from which a consensus is arrived at. 

Demand 

The want for goods and/or services that the community seeks at a 
point or period of time. 

Demand-based plan 

A plan in which the demand for health services is identified in 
terms of types and volume and from which necessary resources are 
estimated. 

Department 

A term which refers to each of the main subdivisions of the 
functional organization of health facilities within which health 
resources are allocated to specific units. 

Development 

A term which refers to organized growth, i.e. growth which is 
brought about economically and efficiently; it is associated with the 
desired changes in the attitudes, institutions, conditions of 
production and the level of living of the people; in short, development 
is growth plus social change. l 

1 Ramana, D.V. A Glossary of Some Terms Used in Development and 
Planning. UN Asian Institute for Economic Development and Planning, 
Bangkok, 1971. 
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Developmental growth 

This refers to the economic growth component of development. 
Development being a process, economic growth constitutes only an 
aspect of development. 

Developmental project 

A coordinated, time and resource limited effort directed towards 
the reduction of identified problems through the revision, expansion 
or development of selected areas of the health system. l 

Development expenditures 

(See Investment expenditures.) 

Development index 

An index used to measure development; it is a weighted average of 
certain economic and social factors, e.g. real national income, 
distribution of income, level of employment, etc. 

Diagnostic phase 

(See Situational Analysis.) 

Direction 

Refers to the policies and strategy of a health plan where the 
ways and means of its implementation are given. 

Directional plan 

A plan concerned with providing broad general directions and sets 
down the framework of intent and philosophy to guide the interventions. 

Direct resources 

Resources (manpower, equipment, consumables) allocated to specific 
units within the health facilities (hospitals, out-patient clinics, etc.) 
to enable the undertaking of the latter's corresponding functions. 

Disease/condition 

Statement of. a diagnOSis thus identifying the cause of morbidity 
and/or mortality in the community and permitting its translation into 
the terminology of the WHO Manual of the International Statistical 
Classification of Diseases, Injuries and Causes of Death. 

Durstion of activities 

Time consumed in the delivery of a given health activity. 

1 
Concept taken from Bainbridge, J. and Sapirie, S.: Health project 

management - a manual of procedures for formulating and implementing health 
projects, Geneva, World Health Organization, 1974. 

I \ 
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E 

Ecological factors 

Elements of the macro and micro environment known to influence 
the health condition of the individual or community. 

Economic condition 

An element of the ecological factor which relates to the planning 
area's economic situation. 

Economic indices 

Indices employed to indicate the economic situation in the 
planning area. 

Effectiveness 

The fourth level of evaluation in which the cost of achievlng 
a given reduction of morbidity or mortality is determined. 

Efficiency 

The third level of evaluation aimed at determining the cust uf 
the volume of delivered health activities. 

Efficiency-oriented plan 

A plan which has an allocation of resources among health 
programmes on the basis of better economic returns. 

Entrepreneurship 

A kind of labour service. An entrepreneur may be regarded as 
an innovator, a man with vision, originality and adventuresome spirit 
who brings the factors of production together and organ1zes their 
management .1 

Environmental indices 

Used to reflect on the environmental situation in the planning 
area. 

Equipment 

A component of the health resources characterized by their large 
size and special uses; they are grouped under "investment" in the 
category of budget expenditures. 

lRamana, D.V. A Glossary of Some Terms Used in Development and Planning. 
UN Asian Institute for Economic Development and Planning, Bangkok, 1971. 



- 188 -
Annex C 

Equity-oriented plan 

A plan in which allocation of resources is b;lst.'d PI-jE!:I!" i 1 \' 1111 

the value system of the society. 

Evaluation 

The final step of the planning exercise where plan execution i~ 
controlled and its achievement measured, in order to uctefmi:1t! 
progress and as a basis for introducing necessary corrcctions/r(.'vls inn<..;. 

Execution 

The final substep of plan impJementati()n wh~r(' L1IL' dl2livitil"S 

of projects Due-lined in the programming suostep and the hl:alth 
services provided in the health plan are carried out. 

Expenditure 

Refers to the resources (human and material) exprC?ssl'd in 
monetary units, which are utilized over <l time period to enable the 
delivery of specific health services or activities. 

Expressed needs 

(See Regis tered needs.) 

II 
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F 

Facilities 

Physical structures to house health resources for health 
services delivery. 

Factors of production 

The human and 
production process. 
capital. 

Felt needs 

material resources used to set into motion the 
They usually consist of land. labour and 

The component of real needs which the community recognizes 
regardless of whether these have been foraally expressed or not. 

Field operational units 

Comprise the various types of facilities operating peripherally. 
e.g. hospitals. out-patient clinics. maternity clinics. etc. 

Final department 

Constitutes a group of units directly serving the community 
demand for preventive. promotive. curative and rehabilitative 
services. 

Food establishments 

Places where food is processed. handled or served for community 
consumption. 

Forecast 

(See Projections.) 

Forecast planning 

(See Long-term planning.) 

Functional chart 

An organizational chart showing the distribution of the functions 
of an agency to its component units (e.g. planning. management. 
technical. etc.). 
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G 

General department 

Comprises all general units in a facility. (See General unit.) 

General unit 

This refers to the services in a facility or institution dealing 
with the direction, administration/management as well as general 
housekeeping and providing support to and/or supervision of other 
units rendering services to the community. 

(See Main objectives.) 

Gross National Product 

Gross National Product (GNP) at market price is equal to the 
Gross Domestic Product (GDP) at market price plus net factor incomes 
from abroad. The GDP is the sum of the incomes accruing from 
production, i.e. the provision for consumption of fixed assets, 
compensation of employees, operating surplus and the excess of 
indirect taxes over subsidies. GNP denotes (at current or constant 
prices) the money measure of value created in the production of goods 
and services produced for sale plus the imputed value of certain 
goods and services in the course of their production which are not 
bought or sold. The most important of the imputed values is the 
value of owner-occupied houses and the value of farm produce consumed 
at the farm. The services of housewives are among the most important 
non-market values excluded. 

GNP at factor cost is equal to the GDP at factor cost plus net 
factor incomes from abroad. l 

Guidelines 

A set of suggestions to guide the planning process including 
the technical, legal, administrative, financial and physical 
boundaries for the planning exercise. 

lRamana, D.V. A Glossary of Some Terms Used in Development and Planning. 
UN Asian Institute for Economic Development and Planning, Bangkok, 1971. 

" 
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H 

Defined in the WHO Constitution as a state of complete physical, 
mental and social well-being and not merely the absence of disease or 
infirmity. Epidemiologists view health as a state of balance between 
the agent of diseases/conditions and the hoat under a given physical, 
biological and aocio-economic environment. 

Health activity 

A set of tasks oriented to meeting demand for health serviceg 
and/or defined health needs. 

Health as a means to national development 

The concept which regards health as one of the factors, pre
conditions and/or instruments for national development. 

Health as an end of national development 

The concept which requires health as the right to well-being of 
an individual and/or a group and is therefore one of the ultimate goals 
of national development. 

Health centre 

A facility or structure housing the basic health team which 
delivers ambulatory personal health and environmental heal th services. 

Health planning 

An organized, systematic and continuing effort to improve 
the existing health situation and the health system and designed 
further to contribute to the overall development of a country. 

Health planning unit 

A general term applied to the technical arm of the planning 
machinery situated. at the central level where the health sectoral 
plan is prepared. 

Health policies 

They consist of statements of intention and courses of action 
for the treatment of health problems through proper organization, 
appropriate application of methods/techniques and allocation and 
utilization of health resources. 
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Health resources 

They comprise the required manpower, equipment, facilities, 
consumables and finances required for the delivery of health services. 

Health sector 

Consists of government and non-government institutions 
responsible for decision-making, organization, administration, 
management and delivery of health services to the country's population. 

Health service 

(See Health activity.) 

Health service system 

Constitutes the organization and management of the health 
resources required for achieving the stated objectives and targets. 

Health state 

(See Health status.) 

Health status 

This is reflected by the pattern and magnitude of diseases/ 
conditions affecting a community/country and is measured in terms of 
mortality and morbidity. 

Health strategy 

Shows the "hows" of accomplishing the health policies or 
objectives by delineating the required programmes, activities, 
targets and resources. 

Health uni ts 

(See Facilities.) 

Highlights of a programme 

Consists of the specific objectives, the activities or services 
to be rendered and the way the programme is to be managed. 

Holistic approach 

(See Systems approach.) 
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Implementation 

The phase in which details for plan execution are worked out and 
actual execution is carried out. 

Incidence of a disease/condition 

The true or reported number of new cases of a given disease/ 
condition over a given time period. 

Incidence rate 

A relative value ~f the true or .reported new cases of a particular 
disease/condition to a given population, (100, 1000, 10 000, 100 000) 
during a spec'Hic period of time (week, month, year). 

Index of change 

A measure of the change (improvement or deterioration) of the 
ecological factors during the life span of a plan which is derived 
from a comparison of the baseline year information and the computed 
trend. 

Indicative plan 

A plan which merely "indicates" or provides guidance rather than 
directs what the sectors or subsectors may do. 

Indices 

Refer to individual means of measuring relative changes occurring 
in the yalue of one or more variables as compared with the base 
period. 

Indirect resources 

Kuman and material resources working in general and ancillary units 
which are allocated to operational units according to the proportion 
the services of the former units are given to the latter. 

Inflation 

A sustained upward movement of the general price level,l 

1 
Ramana, D.V. 

Planning. UN Asian 
Bangkok, 1971. 

A Glossary of Some Terms Used in Development and 
Institute for Economic Development and Planning, 
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Initial number 

Connotes the first time that a given health activity is rendered 
to a given subject (person. animal. building or system) within a 
given time period. 

Institutions (Health) 

Refer to agencies in the health sector provided with resources 
of their own having responsibility for rendering health services to 
the conununity. 

Instrument 

Consists of health resources (human and material) which are 
organized and apportioned for the delivery of a given health activity. 

Integrated programmes 

Consist of programmes whose activities are administered and 
delivered by the basic health services. 

Intermediate department 

(See Ancillary department.) 

Intra-sectoral commitment 

Connotes the firm involvement of the components of the health 
sector ia the planning process. 

Investment expenditures 

(See Capital expenditures.) 
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Key constraints 

These are the primary constraints which give rise to subsidiary 
ones resulting in the occurrence of a given problem. 
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Macro plan 

A plan in which the directions and administrative requirements 
are given in broad terms. 

Main objectives of the health plan 

These are broad statements of intention and direction to be 
followed in the various areas of concern by the health sector. 

Main resourceS 

Consist of indispensable resources without which the purpose 
defined for an instrument cannot be achieved. 

Management 

Involves organizing, directing, coordinating and controlling. 
It is implied that the management process includes the element of 
planning. 

Medium-term plan 

A plan covering a time span of approximately 4 to 7 years. 

Micro plan 

A plan in which resource allocation and services delivery are 
worked out in a highly detailed manner. 

Mixed health subsector 

A component of the health sector consisting of institutions put 
up by private individuals and/or groups without any profit motivation 
and supported partially with government funds, for the purpose of 
delivering certain health services. 

Monetary units 

The expression in monetary terms of human and material resources. 

Morbidity 

Generally, this refers to sicknesses prevailing in a community; 
in the context of this Manual, it refers to cases attended at the 
out-patient and in-patient (institutional) units which have been duly 
recorded. 

Moving average 

A statistical technique used to smoothen the extreme 
variations of a seasonal series. 

Moving plan 

(See Rolling plan.) 

II 
II 
II 
I' 
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National Health Planning 

A concerted national effort to formulate the h~+th.planof a 
country. (See Health planning.) 

National inc01lle 

May be viewed in two contexts, viz., 

(a) At market prices, where it is equal to the. gross national 
product at market prices minus depreciation. 

(b) At factor costs, where it is equal to the gross nat ional 
product at factor costs minus depreciation and minus the difference 
between indirect taxes and subsidies to producers. l 

Natural change 

(See Trend factor.) 

Natural trend 

The expected influence of epidemiological and population 
variations on the trend of diseases/conditions the latter being based 
on the trend factor and the corresponding baseline information. 

Natural trend factor 

(See Trend factor.) 

Net national welfare 

An index to measure socia-economic development intended to 
replace the use of the "gross national product" as an index. It is 
obtained by weighing the national income with other factors such as 
expenditures for defence, income accruing to the very rich as well 
as to the poor and income transferred from the people to the 
government. 1 

Non-resource constraints 

Constraints related to the sociological and behavioural 
characteristics of the community. 

1 Ramana, D. V. 
Planning. UN Asian 
Bangkok, 1971. 

A Glossary of Some Terms Used in Development and 
Institute for Economic Development and Planning, 
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A country's feasible level of achievement in the delivery of 
health services and in the organization and utilization of health 
resources. 

Norms of living 

Relate to conditions considered as adequate. Desirable 
conditions of living for specific purposes are arrived at by national 
or international consensus. 

Number of instruments 

Determined by the total number of main resources. 
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Objective 

A statement of intention and direction to be achieved over a 
given time period. 

Operational department 

(See Final department.) 

Qperational expenditure 

Funds used for the daily activities of the health service system. 

Operational plan 

The conversion of the overall plan into operational terms. 

Operational unit 

A unit within the health faciliUes directly providing for the 
community's demand for health services. 

Organizational chart 

A chart which identifies functions, hierarchical levels and 
lines of authority and communication in an organizational set-up. 

Organization by department 

A method of grouping health services which takes account of the 
individual functions of the component services. 

The final product of the working process of a unit; it is used 
to measure the latter's volume of production. 
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Partial planning 

A planning approach in which only a selected group of programmes, 
usually the public health subsector, is the subject of the planning 
exercise. 

Per capita gross national product 

Represents the distribution of the gross national product to the 
total population; it is expressed as an average amount per person. 

Per capita national income 

The national income divided by total popUlation and also 
expressed as an average amount per person. 

Performance 

Refers to the total number of activities performed by a unit of 
instrument over a given time period. Also used to mean the activities 
delivered by the health services towards accomplishing the directions 
of the health plan. 

Peripheral level 

(See Peripheral service.) 

Peripheral service 

(See Field operational units.) 

Peripheral unit 

(See Peripheral service.) 

Perspective plan 

PERT 

(See Long-term plan.) 

An acronym for Programme Evaluation and Review Technique. 
It is a management tool for defining and coordinating what must be 
done to accomplish successfully the objective of a project on 
time. 1 

IBaker, W.G. The Mechanics of PERT. UN Asian Institute for Economic 
Development and Planning, Bangkok, 1971. 

II 
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Physical facilities 

Consist of buildings or parts thereof where health services are 
delivered. 

The output of a planning exercise. It consists of a statement 
of objectives and the particular courses of action considered 
necessary for their attainment and includes estimates of the resources 
required for carrying them out. 

Plan formulation 

The third step of planning in which proposals for change are 
prepared. 

Planning 

A broad and complex process dealing with the formulation of a 
future course of action for the entire organization; it requires the 
coordination of efforts of each of the functional sectors of the 
administration. 

Planning area 

Refers to the geographical boundaries within which planning will 
be undertaken, e.g. a country, a region within a country, a province 
or a smaller geographical unit. A subdivision of a planning area is 
a subplanning area 

Planning cycle 

A series of repetitive steps in the planning process which 
consist of the analysis of the current health situation, formulation 
of proposals for necessary changes, preparations for the execution 
of the proposed changes and evaluation of the accomplishments of the 
plan as a basis for redirection or revision. 

Planning horizon 

Refers to the last year of a planning period when the objectives 
and targets are expected to be achieved. 

Planning model 

Refers to the concept and assumptions by which a given situation 
is interpreted and characterized. 

Planning period 

The span between two pOints of time when the set objectives and 
targets are to be realized. 
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Planning process 

An organized, dynamic and continuing effort directed towards 
actiona and changes necessary for improving the health status of 
the community. 

Planning service component 

(See Health planning unit.) 

Policies 

Statements of government intention and/or decisions on 
specific matters. 

Political-administrative division 

A s.osrapbical area within which political authority is exerted 
and ada1ni.trativ ..... ure. are c.rri.d out. 

Political decision 

An inteDded cours. of .ction by th. political authority for the 
.olution of a problem. 

Population density 

the nuaber of inhabitant. per square kilometre/.ile of a 
planins area. 

Population profile 

th. characteriatics of a population which may include its 
distribution by geographical area, by age, by sex and by urban and 
rural communi tie •• 

Pre=planninl con.idaration 

The first step in the planning process when analysis of certain 
are.. relevant to the initiation of a planning exercise is undertaken. 

Prescriptive plan 

A plan which instructs or requires the execution of the plan 
contents (policies and atrategy) by those responsible for its 
impl_ntation. 

Prt.arx induatries 

tho.e devot.d to the extraction of the natural resources without 
further processing, e.g. mining, agriculture, etc. 

, , , 
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Priority 

(See Priority setting.) 

Priority index 

A numerical value assigned to one problem indicating its rank 
in relation to others in the list. 

Priority setting 

The process of determining the order by which health problems 
are to be tackled and the proportion by which resources will be 
allocated among the health programmes. 

Private health subsector 

A component of the health sector constituted by non-government 
organizations and institutions owned by individuals or groups that 
deliver certain types of health services (mostly curative) whether 
or not in pursuit of economic returns or benefits. 

Problem area 

Consists of any of the areas covered in the situational 
analysis (i.e. population, ecological factors. health status and 
heslth resources) when the problems are identified. The term 
"problem" connotes a situation which has a negative effect on the 
goals of development. 

Product 

(See Output.) 

Productive years of life 

An economic indicator used to define the potential labour 
capacity of the population over a given time period. 

Programme 

A group of related health activities delivered by a set of 
specific resources for the achievement of defined objectives. 

Programme selection 

The process of adopting health programmes upon which the health 
plan will be structured and to which resources will be allocated in 
order to achieve the health plan main objectives. 

Programming 

The first substep of plan implementation where activities for 
the execution of the plan are delineated in detail and which 
of them will be undertaken as development projects is indicated. 
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Projections 

Are derived from natural trends and outline the expected 
behaviour of diseases/conditions resulting from ecological factors. 

Project 

A set of activities designed to accomplish specific objective(s) 
with the use of a specific amount of resources over a prescribed 

period of time. l 

Proportional mortality ratio (Swaroop-Uemura index) 

The proportion of deaths occurring in the age group 50 years 
and over to the total number of deaths. 

Proposal 

The document containing suggested changes in the current health 
service system and the expected costs of their implementation. 

Public health subsector 

One of the components of the health sector represented by 
government organizations and institutions responsible for delivery 
of health services. 

1 
Concept taken from Bainbridge, J. and Sapirie, S.: Health 

project management - a manual of procedures for formulating and implementing 
health projects, Geneva, World Health Organization, 1974. 



- 20S -
Annex C 

R 

Rate of change 

The amount of change expressed in relative terms of a given 
factor between two points of time in the past. 

Rate of growth 

Rate of positive change. (See Rate of change.) 

Rate of influence 

(See Coefficient of influence.) 

Real needs 

Indicates the totality of the necessities that a community is 
able to define in matters of health plus what, for various reasons, 
it has failed to do. 

Real units 

These are values used to measure the volume of human and 
material resources, e.g. hours of work, kilograms, metres, lit res, 
ampoules, etc. 

Recycling 

The final substep of plan formulation where the resources 
required in the proposed plan are adjusted to the approved budgetary 
ceiling. 

Regional planning area 

The subdivision of the planning area into regions according to 
specific criteria and reSUlting in the grouping of localities having, 
among others, common characteristics in matters of popUlation profile, 
economic production, social structure, political-administrative 
grouping and health problems. 

(See Regional planning area.) 

Registered needs 

That portion of the real needs which is recorded in the health 
facilities where these needs are being served. 
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Resource constraints 

Constraints which relate to availability of human and matt'ria! 
resources (quantity and quality). (See Constraints.) 

Ro 11 ing plan 

A medium-term plan to which an annual plan is added after th~ 
completion of each year thus permitting the introduction of 
necessary adjustments; this way the length of the medlllm-t"rm plan 
remains constant. 

Rural health units 

A group of human material resources organized to deliver hl .. alth 
services in the rural areas to meet the demand for out-pat lent .1nd 
preventive health care. 

I' 

I, 
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Safe water supply 

Available water considered potable or suitable for drinking 
and other community requirements according to accepted quality 
requirements. 

Secondary industries 

Industrial establishments which process raw materials into 
finished products, e.g. automotive firms, sugar mills, home 
appliance enterprises, etc. 

Sectoral plan 

The plan of a sector constituted by an agency/institution/branch 
of the system (e.g. Government) under an overall plan providing for 
the execution of its functions and activities and designed to operate 
harmoniously and in coordination with other sectors with the aim of 
achieving the main objectives of the socia-economic development plan 
of the country. 

Services 

Activities performed by the health institutions or facilities 
for the purpose of meeting the health demand. 

Shifting plan 

(See Rolling plan.) 

Shott-term plan' 

A plan usually covering a period'not longer than two years. 

Situational analysis 

A step in the planning exercise which results in a description 
of the prevailing status of factors responsible for the health 
phenomena and their future behaViour, and the identification of 
relevant problems of the health system and their causes, 

Social concern 

The relative importance given by a community to a socio-economic 
situation or event. 

Social condition 

A social component of the ecological factors, e.g. education, 
housing, etc. 
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Social indices 

Values used to describe social conditions. (See Social 
conditions. ) 

Socio-economic developmen~ 

The concerted organized effort of the various :-;eclors of the 
country directed to the achievement of i..~omrn()n deVt' 1 oprncntil J ~oa I s. 

Socio-economic and environmental factors 

(See Ecological factors.) 

SQcio-economic-environmental conditions 

(See Ecological factors.) 

Socio-economic factors· 

(See Ecological factors.) 

Specific objectives of a programme 

Concrete and categorical statements tn the pr()gramml· of lL~ 

intentions or what it seeks to achieve durtng its l1f<· span. 

Standards 

(See Norms.) 

Standard of living 

The living condition in a community which the population seeks 
to attain or which it regards desirable for its well-beinl. 

State of health 

(See Status of health.) 

Status of health 

The state of mortality and morbidity from diseases/conditions 
of the population in a planning area Which may be describe4 in terms 
of geographical, age and sex distribution. 

Structural chart 

A component of the organizational chart showing hierarchical 
levels and lines of authority. 
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Subject of planning 

The group of institutions, health programmes, activities and 
resources within the planning area to be included in the planning 
exercise. 

Subsectors 

Components of a sector of the country's socio-economic system 
which are usually classified into public and private. 

Supervisory function 

An administrative activity concerned with directing the health 
resources i~ the performance of their duties. 

Supply-based plan 

A plan which incorporates the maximum amount of health services 
which the available resources can deliver. 

SuppDrtive function 

An administrative sctivity oriented to bscking up, administratively 
and logistically, the heal th resources· -in the performance of their 
activities. 

Supportive programmes 

These are special programmes which may be vertical or integrated, 
(e.g. administration, public health laboratory, training, etc.) 
designed to provide for the expressed needs of the basic programmes. 

Supportive staff 

Categories of personnel assisting the main resource in the 
performance of health activities (e.g. a nurse assisting a doctor 
in the care of an out-patient case). (See Main resources.) 

A set of elements so related that a change in the state of one 
induces changes in the state of the other elements. l 

System approach 

It is an approach by which one looks at the whole or totality 
(system) in an orderly (or systematic) and rational manner. 

1 
Concept taken from Bainbridge, J. and Sapirie, S.: Health 

project management - a manual of procedures for formulating and 
implementing health projects, Geneva, World Health Organization, 1974. 
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(See Target setting.) 

Target se tting 

The quantification of specific objectives of programmes in terms 
of amount of achievements during the life span of tile plan. 

The function performed by a given health resource. 

Technique 

The application of knowledge under the prec~se in~tructions of 
usage for the handling of a given situation. 

Technology 

A technique feasible Of implelllentation at a g~ven time with the 
.employment of . exill~iag re.ourJ:es. 

Te~ of reference 

(See Guidelines.) 

TeItiery industries 

Refer to sctivities of the "s\lrvlces" type such as transportation, 
co~nication. banking, etc. 

Tillie fr ame 

(See Planning period,) 

Tille span of the plan 

(See Planning period.) 

(See Techniques.) 

TQP-down approach 

A planning conducted vertically from the top, I.e. the top leyel 
makes all the decisions without the participation of the lower levels 
and transmits its decisions to the latter for implementation. 
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Total number of activities 

All health activities delivered to given subjects (persons, 
animals, buildings or systems) in the planning area. 

Trend factor 

(See Rate of change.) 

'Types of plans 

Various ways or combination of ways by which the planning 
exercise may be undertaken, e.g. comprehensive or partial, macro or 
micro, top-down or bottom-up, etc. 



• 
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Unemployment 

Lack of demand for labour due to the inadequacy of consumption 
and investment expenditures. 1 

Unit of resource 

(See Instruments.) 

lRamana, D. V • 
Planning. UN Asian 
Bangkok, 1971. 

A Glossary of Some Terms Used in Development and 
Institute for Economic Development and Planning, 
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Vertical programmes 

Special programmes directly administered at the central level 
and usually delivering services by means of special health units 
which operate independently of the basic health facility structurw •. 

Vulnerability 

A characteristic of events which makes them susceptible of 
yielding to the inluence of specific measures • 

• 
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Year 0 

Year 

Year 5 

y 

The year when specific st{~PS in the planning (,:-:l'rcisl' (i.e. thl' 
:oo;ituational analysLs of the plilOning .'lrl.'<1 .111(.1 pldn formulation) 
take place. 

The year immedi.ately before year 0; it repres(.'nls nile 
of the ends of a period from where information to m;lkt, lhe 
situational analysis is gatherf.~d. 

The farther end from Year 0 of the period from when informat ion 
to make the situational anrdysis is gathl·red. 

The first year of implementing the approv(>d plan. 

The planning horizon of .:l five-yC'ar planning period at which 
point the p1an objective5 and targets are expected to h~ fully 
achieved. 
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