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CHAPTER 1

INTROZUCTICN

L. The adoption of Health For All

In 1977 the Thirtieth World Health Assembly decided that the mzin social
goal of governments and WHO in the coming decades should be the actainment by
all the people of the world by the year 2000 of a level of heszlth that would
permit them to lead a socially and economically productive life. This zoal is
commonly known as "Health For All by the year 2000". "Health For 4ll" {HFA)
is a process leading to a progressive improvement in health, not a single
finite target.?

A global strategy for health for all was adopted by the World Health
Assembly in 1981, It describes the broad limes of action to be taken at
policy and operational levels, nationally and internationally, in the health
gector and in other sccial and ecomowic sectors, to attain HFA by the year
2000,

A reglional strategy for Europe was approved in 1980, and 38 regional
targets were unanimously agreed on in 1984.° A list of indicators has besn
drawn up to make it possible to measure progress towards achieving the
regional HFA targets®.

Resolutions urging Member States to formulate strategies in lime with HFA
have been passed in the peolicy organs of WHO since the inception of the
process, and two rounds of menitoring and evaluation have already been carried
out in 1983 and 1985.

The basic policies embodied in the strategy for HFA are that health is =z
fundamental human right and a worldwide social goal; health is an integral
part of development; the existing gross imequality in the health status of
people is of common concern to all countries and must be drastically reduced;
people have the right and duty to participate individually and collectively in
the planning and implementation of their health cars; goveraments have
responsibility for the health of their people; countries must become
self-reliant in health matters; and fuller and better use must be made of the
world's resources to promote health and development.

iy

Glossary of terms used in the "Health For All” seriez No. [-8. Geneva,
World Health Organization, 1984

° Regienal strategy for attaining health for all by the year 2000
EUR/RC30/8 Rev. 2. C(Copenhagen, World Health Otganization, 1982; Targets for
health for gll, Copenhagen, World Health Organization, 1985

(=

Development of Indicators for Monitoring Progress Towards Health for All
by the Year 2000. Geneva, World Health Organization, 1981

Revision of the Regional Indicators for the Implementation of the
Regional Strategy ¢ Attaining Health for Al by the Year 2000, EUR/RCI7/R,
1 Qctober 1987
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Purpoge of this document

The Seventh Genaeral Programme of Work (7thGPW) which covers the period
1984-89 and is now being implemented, has as its principal objective o
promote, coordinate and suppert the efforts of Member States individually and
collectively in implementing their strategies for health for all. The 3th <FW
(covering the period 1990-1993), which is the second of the three GPWs Lhat
together will cover the period of the Clobal Strategy for HFA 2000, reflects
WHO's continuing support to that Strategy, particularly its aational
com?onents, and retains the same principal objective as that started in the 7tn
GPW .

One of the main roles for WHO/EURO ocutlimed in the 7thGPW is to "act as &
catalyst in promoting the formulation of national health policies in line with
the principles of HFA", and this will remain for the 2thGPWE. This
catalytic role of WHO implies greater attention to the promotiocn of
qultisectoral collaboration and the integratioun of health policy in ovarnll
socigeconomic development policy.

In the Light of the abeove, the prasent document prepares 2 frameworic For
analysing country health policies and country HFA poligy documents. [ aims
at facilitating common understanding of concepts, principles and alternative
approaches in HFA policy development.

Tt will be obvious from the following that a country HFA pelicy document
is in ae way considered to be the only legitimate manifestacion of HFA in a
country, or indeed essential vavidence” of adberence ta HFA. Such a document
can, however, be a valuable tool for the formulation of HFA policy, or the
consolidation of heaith and other development policles in a HFA framework.

As will be seen belaw, policies are formulated when there iz an AWA4reness
of the need for them. The process by which they are formulated and manifested
depends on the pelitical, cultural and sacioeconomic character of a country.
An attempt is made, therefore, Lo set up 2 framewark in which health policy or
policy documents can be seen in their own national setting of socilo—econo®ic
conditions and prerequisites for health, and with reference to some of the
factors which may influence the initiation and formulation of 2 HFA policy.

This is a first and by no means definitive framework for such analysis.
[t has been tested, however, by using it for the analysis af a number of BFA
policy documents, and consequently is felt to adequately cover the major
issues, although this naturally does not preclude future improvements.

'Eight General Programme_of Work(covering the pericd 1990-1395
inelusive) WHO, Fortiech World Health Assembly, Provisional Agenda item 9,
AWD/6, L2 March 1987, p.il, .33

‘Regional contribution to the Eighth General Programme of
Work(1990-1995) WHO, EUR/RC36/9, 11 June 1986, p.>
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The need to develop indicaters related to the measurement of progress
towards the regional HFA targets iz borne in mind, and allowance is made in
the framawork for the incorporation as far as possible, of some of the
information necessary for the indicators which have been desgignated as
essential.

The WHO does not intervene in the political affairs of its Member States,
or try to impose a particular way of working. This framework is not
presented as a model to be followed by Member States, but rather as a useful
checklist:

— to assist countries interested in developing HFA policiez of their own

~- to be used for the analysis of the HFA policy documents which have
already been prepared in some countries, in order to ascertain the
main issues covered and priorities set. Such analysis will snrich the
way in which implementation of HFA in these countries has so far been
examined, and will demonstrate some of what can and is being dene in
Europe towards the achievement of HFA

- Lo develep an adequate information base both for the formulation of
country programmes, and for the briefing of EURO staff making
country visits.
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CHARTER 2

POLICY FORMULATLON

Defipition of palicy fermulatico

In many European languages, only ome word is used to Cranslate the two
english-language words ‘policy’ and 'politics’ . It is comsidered
necessary, thersfore, to clarify what 1ls meant by 'policy’ in this documenc.

4 policy is a manifestation of goals and objectives to achieve a Jdesired
result or change. It can be formulated through a variety of processes, and
may be manifested In many ways.

Policy is fregquently not explicitly expressed in the form of = partloular
policy document or text. It may be seen to evolve as the resuelt of
incremental administrative decisiouns, or through ministerial administrative
directives. That is, small incremental steps are tfaken which move towards
implicit objectives, what Lindblom has called 'muddling through’'”.

Policy may be discermed from the provisions of acts of parliament, or
from local by-laws and regulations. High court decisions which set precedents
may., in affect, become a manifestation of policy, or it may be expressed in
answer to demands from opposition parties, interest groups or wide papular
movements for a central or lecal government position on a particular igsue.

From this it cen be seen that policy formulation is an ongoing government
activity. Policies, formal as well as unwritten, emerge continuously from
zovernmental process’ .

Obviously, the initiation of policy formulation varies correspondingly to
the above. What is common to all types of policy formulatiom is that policy
must be seen to be needed. No matter how urgent the need for new policies,
they will not emerge if they are heyond what Vickers has called the
‘appreciative setting’ of the policy makers®.

" Heidenheimer, Arnold J. Politics, Policy, and Policey a5 concepts in
English and Continental Languages: An attempt fto explain divergences
° Lindblom, €.L. "8till muddling, net yet through'., Public
Administraticon Review, 39, L979,

© Managerial process For national health development. Geneva, World
Health Organization, 1981, p.18.

o

a) Vickers, Sir Geoffrey. The art of judgement. Methuen, 1963

b) Thompson, D.J.C. The systems model of declisicn—making as a useful
conceptual framework for considering policy-making in the NHS. University of
Birmingham, Health Services Management Centre, 1973, (mimeograph).
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Policy may be formulated from the top down, the bottom up, o &
cembination of both. At both central and local government level, policy may
be formulated in response to the ideological or pelitical beliefs of the party
in pewer, to pressure from popular movements or intsvest groups, or in
response to a particular crisis or contingency.

The level at which policy is formulated depends on the level of avthority
necessary for its implementation., For exampls, income tax policy is usually a
matter for central government, whereas property or special purchase taxes may
be in the sphere of local govermment policy.

The process by which nations, subnational units and individuals rtake
decisions concerning the various issues with which they are facsd wvary, but
there can be no rational decision-making without some framework of guals and
objectives, however indistinctly these may be defined, and wherher ar noc thay
are explicitly expressed. Thiz is the difference between a decision and an
instinctive reaction.

From the point of view of planning, the formulation of a elear policy is
one of the basic steps. The goals, objectives and priorities defined in a
policy, set up the framework in which operational plans can then be
formulated, implemented and evaluated. The clearer the goals and obijentives
are defined, the more rational and effective the planning process can be,
although clear policy formulation does not necessarily ensurs successful
implementation?,

Even if planning continues to be of an incremental, muddling through
type, when a clear policy has been fermulated, the incremental moves can at
least be guided in a specific direction®, rather than constituting
disjointed replies to crises.

When broad policy objectives for development are explicitly expressed,
they may be defined in comprehensive national plans for sociceconemic
development. In centrally planned economies such pelicies would be
prescriptive, whereazs in mixed =conomies they would be prascriptive for che
publie sector and indicative for the private sector. They may be contained in
subnational plans, in sectoral plans, or in party political platforms. However
they appear, -they are essential to the planning process and health planning is
no exception kLo this.

2. GCoals, objectives, strategies and targets

In the relevant literature and most csrtainly in many policy and planning
documents throughout the world, there is frequently considerable confusion in
the use of the terms goals, objectives, strategies and targets. The following
definitions and examples should clarify the way in which these terms are ussd
in the pregent document.

. Elmore, Richard F. "Backward Mapping: Implementation Research and

Policy Decisions™. Political Science Quarterly, vol. %4, No. 4, Winter
1979=-80.

-]

Hunter, David. 'Planming in an age of uncertainty'. Health and Social
Service Journal, August 25, 1983.
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A goal is a long-term seneral aim towards which to strive®. An example
of a goal would be to ensure equity in health.

The term objective is frequently used interchangeably with the term
goal. [n this document the term objective refers to something slightly more
specific than a goal. and 1is an aim which can be partly achieved during the
planning period. An example of an cbjective would be to reduce inequities in
the ragional distribution of health facilities.

4 Strateggb lays down the broad lines of action to be *taken to acnieve
the goals and objectives, and incorporates the identification of suitable
points of intervention, ways of enguring the involvement of other sectors, the
range of political, social, aconomic, managerial and technical fartors, 4s
well as constraints and wavs of dealing with them.

A target 1s an latermediare result towards =he achievement 2f the zoals
and objectives®, [t is more specific fhan ap objective, is usualiv
gquantified, and has a time horizonm. An example of = target relating to the
above objective would be that by the year 1990, in no regiom of the country
chould the ratio of inhabitants te physicians be mgre than 330 inhabitants per
physician.

It should perhaps be pointed out that in some cases, quantified Cargets
are also standards., though this is not always the case. For example, 4
desirable ‘standard' of services might be that all elderly persons Living
alome are contacted by the social services at least once a movnth. Financial
and manpower considerztions may, however, dictate that the 'tarzet' set for
the development of these services is that ¥% of the aging living alons are
contacted regularly in this way by the end of the planning period. In
countries where the targets are approved to become legally binding on the
social services, then the target set, in effect, becomes a2 standarcd.

Glessary of terms, used in HFA series Nos 1-8 WHO, Geneva, 1984, p.18

]

Formulating straregies for health for all by the year 2000. Cenava,
World Health Organization, 1979, p.153

&

Glassary of terms, p-l8
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3. Health policy and HFA policy formulation

As stated by the Execytive Board of WHO:

"4 national health policy is an expression of goals for improving the
health situation, the priorities amgnz those goals, and the main
directions for attaining them."?®

Health policy making is nothing new. The first public health acts
legisiated in Great Britain and Europe during the early ninetsenth century to
prevent the spread of contagious disease through dirty water and unregulated
waste disposal, and the provision for health insuranece in L1883 in Germany,
were manifestations of health policy., As the warld's first socialist nation,
the Scviet Unign included health care in its first five—year plan launched
after the 1917 revolution, in order to implement an explicit policy for state
provision of health services, free of charge for all perscns.

Neither did HFA policy appear overnight, or even with the 1977 resolution
of the World Health assembly, and it most certainly is not a policy formulated
in the Regional 0ffice of WHO, to be imposad upon member states, quite the
conbrary.

Secial, economic, cultural and political changes in member states,
emerging demands and aspirations, led to a new 'appreciation of the situation'
to use Vickers' terminolegy again, in many countries. These common
experiences and developments wers brought together in a form which could be
discussed and approved at the international level, so formulating a policy
which has been labelled HFA.

The way in which health policy and consequently, HFA policy is formulated
or manifest in 2 country will differ mainly according to the country's
approach to planning in general. It should be emphasised here that all
countries without exception go through a 'process’ of planning for health,
though not all produce ‘a plan' for health - the preparation of an annual
budget is part of this process. Roemer has identified, in what he calls an
oversimplified manner, five general approaches, linked to five types of
countries, which although referrlng to health care planning rather than health
planning, are quite LntErestlng

- Socialist

Welfare state

Transitional developing
Entreprencsurial developing
Advanced free enterprise

P od e

Y

Formulating strategies for health for all by the year 2000. Geneva,
World Health Organization, 1979, p.l4.

u Reemer, Milton [. Natlional strategies for health care organization.
Michigan, Health Administrative Press, 1985, p.393.
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Most of the member states in the European Region come under the first Lwe
tvpes but with many variaticns.

Very simply, for socialist countries, health care planning i3 part of the
overall sociocecomomic planning process. Uader this model, formulaved by the
Soviet Union scon after its establishment in 1917, the cruclal principle i3
that health services are a government function, provided withoub charge to all
persons. Preventive and therapeutic services are to be integrated, with
emphasis on prevention, and deliberate measures are Lo be taken to achleve
equitable distribution of resources. The method is based on a sequencs ot
technical, economic and political decisions. Teehnical judgements, bassd
largely on empirical studies., are made to determine the natiom's ability Lo
produce the needed resources within a cartain time. Political deedisions
£ipalize the standards to be established for short-term and long-term targets,
in light of the competing needs of society’.

With regard to countries of the welfare state type, che most Ilmportantc
common denominator is that, whereas health care receives public SConomic
support, the delivery af care is ounly partially under public comntrol. Within
rhis very broad definition are countries such as the United Kingdom whers the
health services are nationalized, Swedan, where health care is very mich a
regional government affair, or the Netheriands where the private sector pLays
a very large part. Some of the countries in this group have a long tradition
of comprehensive socigeconomic planning, others do not. In some countries
health policy is formulated in the light of a strong information base and in
others it must be based on commonsense emulation of the health care experience
and trends in other Buropean countries.

In both types of country, socialist and welfare state, while basic
policies and goals are established centrally, the implementation of healtfl
policy lies ta a greater or lesser degree with subnational levels and thelr
part in policy formulation and the manifestation of poliey differs accordingly.

Tt iz obvious from the above, therefcre, that a country's healrth policy,
or HFA policy, may be aexpressed in a separate health policy document, be
combined with a health programme”, or a comprehensive overall socigecanomic
development plan. This will depend to a large extent on usual practice and
tradition in the approach te planning.

Bogmer, 1985
? According to the Glossary of terms used in the HFA serles, the term
"country health programme™ has "become obsolete since the broader concepls of
strategies and plans of action have come inbto use” (p.22). As noted above,
however, the translarion of terminology can create difficulties and 1in realitcy
it appears that counzries continue to use the terms "country health plan or
programme” or "national health plan or programme’.
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With regard teo HFA policy in particular, it is possible that a country
may have an HFA poliey without actually naming it as such. Although agresing
with, and approving the HFA strategy and targets, for domestic reasons a
counktry may wish the related policy to appear as a "national poliey’, and nocc
refer to It as an HFA policy. This may be part of a quite legitimate desire
Lo appear to be pursuing a national policy and not & policy guided by ocut=side
inflyences. [t may simply be considered unnecessary to add a WHO "seal of
approval™ to a policy which bas been readily accepted natiomally. The 1985
Swedish Health and Medical Services Act and the supporting H59%0 (Swedish
Health Services in the 1990s) documentation inm Swedish, although closely
aligned to HFA, do not refer to it®. TIndeed, work had zlready been started
in Sweden on HS90 before the HFA regiomal strategy and targets were
farmulated. The German Democratic Republie has produced evidencs that most of
the principles of HFA are already embodied in its sociopolitical programme”.

The preparation of a policy document for HFA can be a valuable starting
point for the development and implementation of HFA policy at natiomal or
subnational level, Such a document may also be a consequence of wvertical of
horizontal, ongoing activities relsted to HFA, at a national or subnational
level.

The existence or non-existence of a country HFA policy document, nowever,
tells very Little about what is actually happening with regard to the
implementation of an HFA policy. It would be possible for & country policy
decument to be formulated, and for little related change with regard to HFA o
actually gceur. On the other hand, in some countries there may be
cousiderable activity in the framework of HFA at the natiomal or submational
levels, without a country HFA policy document having been prepared.

Tt should be stressed here, that for some countries with federal
governments, the national level would not bhe the natural level for an HFA
policy to be formulated, since the federal government has authority within a
limifed field, power Foar health policy formulation lying at a subnational
level.

In a number of countriesg, there does appear to be considerable HFA
related activity at the subnational level, without there being a country HFA
policy decument. In the United Kingdom, for example, the Nottingham Health
Strategy Group has summarized the HFA targets for Europe, presenting them

A

The English-language verszion refers.
& The sociseconomic basis of health protection For all eitizens of the
Cerman Democratic Republie. Berlin, GDR Academy for Postgraduate Medical
Education, May 1987,
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together with their corresponding indicaters, and turning the sugzests for
actign in the target document, inte questions asking what is actually Delng
done in the area®. One of the local health districts, Bloomsbury (Londem),
has been particularly active in prometing local acticm on health for all”.

Many countries are participating in WHO related activities such as the
"Healthy Cities” programme, and che Countrywide [ntegrated Noa-communicable
Disease Intervention programme (CINDI).

A major aim of the Healthy Cities project is to move nealth nigh ou the
sccial and political agenda of cities, i.e. by promoting and snsuring whe
process of health becomes an explicit consideration in the policies, plans and
programmes of not only municipal goveraments, but af all other significant
public and private sectors whiech affect the health of gitigens. Particular
emphazis is given to the promotion of healthy environments and healthy
lifestyles. Guiding principles for reaching these aims zre intersectorality
and publie participation®. By mid-1%87, cities in nine European countries
had already been designatad to jein the project.

The CINDI project aims at establishing effective collaborative mechanisms
and methodologies for integrated, intersectorial preveption and controi of
major non—communicable diseasss, such as rardiovascular diseases, canger,
diabetes, mental disorders and accidents. Priority is given to risk [actors,
e.g. unhealtby nutrition, alcohol abuse, physical inactivity and psychosoclial
stress®. So far, ten European countries are participatipg in this project,
which is a project for both monitaring and intervention.

Nine countries in Europe have recently issued health poiicy documents
(Bulgaria, Finland, Hungary, lLeeland, [reland, Netherlands, Poland, Sweden and
Yugoslavia), not all of which are labelled HFA policles, and a furcher six
have started or are embarking on the process of drafting, a national health
strategy or overall long-term health pelicy (Israel, Italy, “alta, Norway,
Portugal and S5pain).

The process through which these policy documents were formulated, their
Format and content, differ coansiderably, reflecting the rieh wvariety in the
national backgrounds of the individual Member States of the European Region.
It iz interesting to note that policy documents have been or are being
przpared by Member States from the north, south, =ast and west of the Region.

a

A chacklist of action in support of health For all. Nottingham Health
Strategy Group. Nottingham, September 1927.

? See background papers to the First European Congress ou Healthy Ciries,
Ditsseldorf, L&=18 June 1987.

* See background papers to the First European Congress on Healthy Citles,
Misgeldorf, 14-18 June, 1987

4 CINDI, Protocol
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The way a policy is manifested, the title or format of the document in
which it appears are not as important as its content. Even a policy which is
not explicit, but which is identifiable, could be said to be an HFA policy If
it is in keeping with HFA philosophy and principles, and would therefore be
significant. The type of document in which HFA pelicy is expressed
(comprehensive or sectoral plans, national or subnational plans) and its
format, can be impeortant, however, with regard to policiss which can only be
formulated or implemented at a particular level, or which have multisectoral
aspects.

It should be beorne in mind also, that it is possible that a document mav
aot, in fackt, adhere te the essential slements of such a policy. [t must be
stressed, therefore, that the title, type and format of the policy document
are not as important as the policy content. Furthermore, since participation
in decision making is ome of the basic principles of HFA, not oaly the
content, but also the process of HFA policy formulation and development is
crucial.
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CHABTER 3

AVALYSTS (F THE YATIONAL SETTING

L. Methodology for comparative analysis

There does not as yet appear to be an internaticnally ackneowledzed
methodology for carrying cur comparative analysis. This attempt, therafore,
in addition to providing a brief, and in some instances, a necessarily
incomplete description of the experience of a number of countries, zould aiso
Form a basis for discussion as to a possible framework for monitering and
comparing the development of natiomal, or suitably medified, subnational HEA
policy, through which countries could assess and compare thelr Own progress.
As mentioned above, it is not by any means suggested, that there should b2 a
standard model to be followed, for formulating HFA poiicy. Each country wiil
find it own best road to achieving its objectives. What is suggested here is
that there are a pumber of faectors which countries might find vaiuanle to
congider and examine.

The natiomal setting in which an HFA policy is defined and developed is
of vital importance. It is considered essential, therefore, that HFA policy
iz seen in the light of a particular context. In this respect, both a
situation and ap institution apalysis need to be carried out. ip order to
uncover hoth the dynamic characteristics of the current circumstances and the
more comstant features of the organizatiou of policy-making and
implementation®. That is, one needs to examine the situation, past trends,
present and axpected future developments, and the institutlional mechanisms
in-place or needed for policy implementation.

From the situational perspective, the analysis could include examination
of the following aspects:

- geographic, socipecomomic and political conditions

- health status and the provision and use of health services

— the content of health policies and plans

- views of government leaders and other bodies. including pressurs zroups
- public discussion, including mass media exposure,

A situation at any given moment, can be affscted, for bettsr or for
worse, by particular personalities. Although this might be a rather sensicive
arez, it is worth looking at key officials. & particular person in the
position of minister for health, foar example, or any other strong cabinet
pasition, or even an official in a key administrative or planning position,
can sometimes have a decisive influence on the development of an HFA policy.

From the institutional perspective, the apalysis would be looking for
certain mechanisms that nsed to be examined including mechanisms for:

* Altenstetter, C. [ntersectoral action to aid maternal and child

health. Manual written for the Divisiou of Family Health, Geneva, Worid
Health Organization, Januacy 1985 (ELR/HPE/S7.1).
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- health situation reporting

- policy-making and planning

- implementation and evaluwation
- multisectoral collaboration

~ participation and involvemant

In the analysis which follows, these factors will not be dealt with in 2
format which separates the situational from the institutiomal, since this
would divoree them from reality. Rather, they are set-out in the time
sequence in which they could profitably be carried out in a Country.

It should be borme in mind, however, that planning is a ecyelical
process. Nationmal policies, strategies and plans of actien form a contizuum,
and there are no sharp dividing lines between them. Countries do not always
follow a strict order, for example, of first analysing the existing situation
and past trends, completing the definition of policies, then continuing with
the Formulation of strategies and afterwards devising plans of action.® In
reality, «different stages of the textbook planning process ars fraquentiy
being carried out simultansously.

While recognizing therefore that this cyclical process could, in fact, pe
entered at any point, an anaiysis first must be made of the national sefting
in which the peliecy document was formmlated. This should iaclude an
examination of the geography and climate of the couatry, sociceconomic
conditions, l.e. demegraphic trends and structures, *he eccnomic situation,
relevant legislation, the level of decentralization in the country, the
political situation and the situation with regard to the prerequsites for
health. The rationale for this is presented in the following section.

In the following chapter, the health situation is examined, locking at
both the mechanisms for assessing and reporting on health in the country, and
the coverage of the health situation report, where such documentation exists.

Referring further to the Institutional perspective, the mechanisms for
healith pelicy-making and health planning are examined in Chapter 5.

Finally, in Chapter & a framework i1s set up for the analysis of a country
health policy document, to determine whether or not it contains the essential
elements of an HFA policy; what are its strategies and priorities: and whether
or net provision appears to have been made for policy implementation and
evaluation. Thus, the cycle is completed, sc that with the evaluation of a
new situation, it may start again, with the reformulation of policy if
NeCessary.

Z. Framework for the analysis of the national settins

2.1 Geography and climate

The geography and climate in some countries may not present significant
problems. In ather European countries, however, the existence of many small
izlands, or of communities in rather remcte mountainous aresas can present
sarious problems of equity in the provision of social and economic

Y

Managerial process for national health development. Ceneva, World
Health Qrganization, 1981, pp. 18-19,
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infrastructure. Extreme high or low temperatures can alse create serious
problems of mobility, particularly for certain groups such as the aging uand
the handicapped. Such problems need, therefore, o be referred to.

2.2 Demographic trends and structure

A critical element in the formulation and implementation of am HFA pollcy
iz the process of demographic change. Health status iz closely related to
such characteristics as age, sex and social class, as are the need and demand
for health services. Future manpower resources both for the heslth sector and
for the esconomy as a whole will also be partly affected by trends in che agsa
and sex structurs of the populaticn.

The geographic distzibution of the population and the degrae of
urbanization are importanit for the delivery of health services, the
urbamization alse being important with regard te its effect on health status.
The size of the very young and the very old groups of the population is also
of particular importance, with regard to the nesg for health services,
self-help and community involvement. In this respect, family s$ize and
composition ean also have a decisive effect.

[t is obvious therefore that this is the essential starting point, and
not information which may simply be "useful to know".

2.3 Economic sygstem and situation

A healthy economy is important both for the provision of job

opportunities and for the financing of the social infrastructure which 1z a
prerequisite for HFA.

Over the last 30 years, there has been a massive increase in the
resources devoted to health in the European Region. However, with the
decreasing rates of economic growth after the mid-1970's, many countrias in
the Region have begun to re—examine their health services, and consider means
of containing eosts.’

HFA z2ims at enabling people to take part in economic activity, thus
contributing to economic growth. The disease prevention and health promotion
components of the policy should lead to a decrease in the nesd for some Lypes
of health care. A shift from expensive hospital care to primary health care
might also, to some extent, lead to cost containment.

HFA should not, however, be thought of as an instrument for cutting costs
by shifting responsibility for health and health care from the public sector
to the individual andé families although it does aim at the undertaking of
greater responsibility for health by the individual, family and community.

The measures needed for the implementation of an HFA policy will require
cconomic rescurces for health promotign and the reorientation of the health
services. (onsiderable resources in the non-health sectors, such as housing,
education and the envirgoment, may also be required.

b

Abel-Smith, B. Cost containment in health care.
Occasional Papers on Social Administration, 73, Bedford Square Press, NCVO,
1984
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The promotion of changes in lifestyles, including changes in eating
habits, and in the consumption of products such as tobacco and aleohel, for
gxample, may necessitate changes in tax and subsidy policies that can have a
significant effect on state inceome, either for bettear or for worse. Thers are
already signs that economic constraints may delay the achievement of some of
the targets. It is important, therefore, to see national HFA pelicy in
relation to possible economic growth, or the lack thereof.

2.4 Legislation

legislation is an extremely important part of the framework in which Any
national policy is formulared and implemented, and if it is aot in line with
the principles of HFA, it can obstruct and delay the development of an HFA
policy.

This is not to say, however, that the existence of specific legisiation
ensures the effective implementation of certain policies. Examples of
legislation which are in effect dead-letters, abound throughout the worid, for
one reason or ancther.

Legizlation ¢an give the individual certain rights and the possibility af
taking certain actions under the protection of the State and promoted by it.
Legislation protects, defends and preserves the interests of both individuals
and communities. Particularly with regard to the field of prevention, the
main task of the law 1s to deal with those phenomena that are bevond the powar
of the individual to influence.®

Naturally it would be impractiecal to attempt a comprehensive overview of
2ll legislation related te health. Reference would need to be made , however,
to the basic legislation covering health and health insurance

Reference could z2lso be made to any important social legislation over the
last ten years, related to the prerequisites for health, to the protection and
assistance of vulnerable groups of the population, and to participation and
the balance of power between central and logal authorities.

2.5 Administrative structure and the degree of decentralization

The decentralization of decision-making and responsibility to the lowest
possible level, which is wvital for meaningful participation, will also take’
place within the constraints of the existing administrative structure and
level of decentralization, and this differs considerably between Member 3tates.

Palitical power and financial resources are largely centralized in some
countries, while in others local authorities are much more powerful, mainly
dug to their ability to raise their own funds.

3 Gldss, Klaus, Schmidt, Werner, Law and health premotion — a comparative

research study in Europe, Dresden, Ingtitute for Health Education of the
German Hygiene Mugeum in the GDR, WHO Collaborating Centre for Health
Education, 1986, p. 25
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It i5 not only a question of the power of the purse, however, 1t iz also
a question of the elasticity considered permissable at the loecal level in the
implementation of national policies. In the UK for example, the DHS5'3
consultative document om priorities for the health and personal services which
appeared in 1976, gave way to a much less preseriptive, and more Elexible
approach in the 1977 revision of the document. This was followed in 198L By a
handbook of policies and priorities, the maip ingredient af which was a
laissez—faire attitude where priority-setting was to be a matter for local
decision and local action.® In other countries, particularly countries ak
the socialist type in Europe, there 1s sometimes less flexibility at ZIhe Local
level in implementing national policies.

This question of where the political power lies is extremely important,
sinece the question of who gets what, both within the health sector and
particularly between sectors, can be based on techrtical criteria only up to a
certain point. "Indeed. there may well be no expercise when it comes to
determining what welght should be attached to different, and perhaps
conflicting criteria: technocracy has to yield to a debate about the
desirable or tolerable trade-offs between compating social values”.”

Reference needs to be made to the sxisting structure of power and
finance, and to any forsesable changes. This should include reference to
possible eonflicts between che principles of decentralization, participation
and equity. A real decentralization of political power backed by financial
resources can lead to inequities., Decigions at local level may be taken in a
very parochial manner, without regard for the needs of a2 wider region or =
nelghbouring area. ’

Some degree of local differentiation may be necessary to meet lLocal needs
and preferences. A balance must be kept, however, in order Lo aveid
ingreasing inequities, the disregard of ueeds of certain loecal groups, or over
attention to the demands of strong and vociferous groups.

2.6 Poalitieal situstion

An HFA poliey is by nature a long~term policy. Politiecians, on the other
hand, are not always interested in the long-term, being more concerned with
the period up Lo the next alections. They are sometimes, thersfore, not so
interested in health as in the the more tangible issue of health services.
They are not always interested in equity, since thers are differing thaories
cencerning the causes of inequity and the feasibility of attackling it.

A Hunter, David, J.., Wistow, Gerald. Community care in Britain:
Variatlions on a theme, London, ¥ing Edward's Hospital Fund for Loadon, 1987,
p. 74,

: Klein, Rudolf, "The politics of participation" in Maxwell, Robert and
Weaver, Nigel (eds), London, King Edward's Hospital Fund for London, 1934,
p- L9,
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Changes in the political situation can, therefore, have profound effeccs
on the degree of support for the formulation of an HFA policy and on the
continuity of such support. Simple refsrence to the politigal party/partizss
in power at the time of the formulation of the policy document is not
suffiecient. Support for at least certain elements of an HFA policy might cut
across a number of parties, or certain parties may be in disagreement with
some of the basic principles of the poliecy, or indeed its whole orientation.

Reference needs to be made, therefare, as to whether or not major
political parties were consulted at an early atage of policy formulation, and
whether or not there was a consensus of opinion regarding sssential elements
of HFA, such as equity, decentralization and community participation, and
reorientation of the health services.

Pogzsible differences in opinion concerning the manner in which an HFA
pelicy should be implemented, would be of less importance than lack of
consensus concerning the basic cuncepts.

[f this is possible, it would also seem to be worthwhile examining which,
if any, popular groups appeared te have taken EFA on board, e.z. feminist
movements, environmental movements, or special interest groups =uch as the
handicapped, and whether there is stromg support or opposition from the
professional associations of health care givers. The existence of strong
lobbies can cause political parties to rethink their position, either for or
against HFA,

Social policies are particularly vulnerable to social unrest. That isg,
their implementation may be accelerated, delayed or altered in such
situations. BSocial policy statements may even be used by policy makers as a
pley to disperse tension ir 2 critical situation, without there beiag any real
intention of implementation. Reference could be made, therefore, to the
existence of conditions of relative stability, or to svidence of unrest, such
as successive strikes, estc.

2.7 Prerequisiteg for health

It iz stated in the target document that "without peace and social
justice, without enough food and water, without sducation and decent housing,
and without providing each and all with a useful role in society and an
adequate income, there can be no health for the people, ne real growth and no
socizl development."?

Peace is nat just the absence of war, but freedom from the threst of war.
2.7.1 Nutritign

"To obtain enough food of the right kind is still a problem in various
parts of the Region, both affluent and developing. Results of national
studies show that theve is still under-nutriticn in parts of the Region and in
some social classes....The deficient diet of many elderly people, particularly
those living alone, is of special concern in many countries.®

Targets for Health for all, p.l3

Evaluation of the strategy for health for all by the year 2000.

Seventh report on the worlduhealth situation, Vol. 3, European Regian,
* Copenhagen, Copenhagen, WHO, 1986, p.8. ' :
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Refzrence needs to be made Lo any particular problems of nutrition,
especially among children and the elderly.

Qutcome indicators such as those relating to nutritional intake, hirth
weight and anthropometrical studies would be covered under a report on the
health situnation. AsS concerns nutrition as 2 prerequisite to health,
reference would need te be made to the proportion of income spent by diffarant
population groups on food; to particular problems of domestic food producticn
and self-sufficiency; and to questions of food distribution and safety.

2.7.2 Safe water supply, adequate sanitation, c¢lean air and “resdom from uoise

Although some countries in the Furopean Region have already managed to
provide their total urban population with a piped public supply of water, this
is not always sufficient all-year-round, particularly in areas of high tourisc
influx. There iz really insufficient information concerning the quality of
water in much of EBurcpe. Water pollution is becoming mere complex with the
introduction of new toxicants, creating new relations betwesn water amd heslth.

Sanitation remains a problem for mest European countries, as do air and
noise pollution. Air pollution has reached crisis levels in some metropolitan
areas, and noise is a growing problem.

Problems of sanitation, air and noise pollution are frequently found
together, in areas inhabited by vulnerable population groups such as the poor,
aging and migrant workers. Many countries would veed to be awars of such
epvironmental counditions in relation to certain sub—groups of the population,
and in different geographical areas.

The availability of a safe water supply and adequate sanitation within
the home is important to prevent disease, and for the care of the disabled and
the aging in the home. It can be of vital significance for the domiciliary
care of the bhedridden and particularly of those with problems of Incontinence.

2.7.3 Education and the mass media

Education is essential for participation in muech of what is satisfying in
modern saciety, and for understanding health and making an informed choice
about lifestyle. It is particularly important for both health education and
community parcicipaticn in decision-—making.

Literacy rates are almost 100%Z in the adult papulation of many of the
countries im the Region, but in some there are still pockets of illitaracy,
frequently among the aging. Migrants may have difficulty in mastsring the
language of 2 country. In countries where illiteraecy is still a problem, this
will need to be mounitored, and where possible, the concept of "funetional
literacy” should be preferred.

All countries cculd benefit from monitoring the proportion of the
population by sex who have completed primary, secondary and higher educatiocn
or a certain number of years of education, both as background information for
planning health educaticon, and as a first rough estimation of the pool trom
which manpower of different levels can be drawn in the future.

The availability of reading watecial and radio and television networks Lg
a prerequisite both from the point of view uf inereased well-being throug.
cultural and educational enjoyment, and as the essential infrastructure Eus
health education.
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2.7.4 Housing

The quality of housing is of considerable importance with regard to
diseasze and stress prevention, and can be a decisive factor with regard o
home care or the independent Living of the chronic sick, aging and disabled.
"All Member States have legiglation for the planning and c¢ontrol of heusing.
In the majority of cases, this is of long standing, and the regulations cowver
structural safety, ventilation, noise, sanitary requirements, etc. A pumber
of Member States have specific regulations concerning acceszsibility for the
handicapped.'™?

"Despite great ilmprovements during the last three decades, the housing
situation is far from satisfactory in the European Region. Many rapldly
growing cicies are marked by overcrowding, by substandard dwgllings and
sometimes even by shanty towns.... there are still many old dwellings that
fail to meet housing hygiene standards. Furthermore, towns and cities ars
aften far from having enough areas for recreaticon and green spacs.”™’

In certain cities, the homeless, although aumerically not a very large
group, would constitute one of the extremely high risk groups judzed by HFa
criteria. It is alse worth mentioning that in some countries the housing
standards of those in residential care, whether these ars the responsibility
of the health system, the welfare system or the penal system, are woefullv
below those of the general population.

It is not necessary for the purposes of HFA poliey formulation to make a
detailed analysis of the housing situation, this is the responsibiliczy of
planners in the housing sector. The HFA policy maker must be aware, however,
of the genmeral situation concerning housing facilities, cvercrowding,
home—ownership and the proporticen of income spent on housing. Such
information is usually available from population and housing censuses, or
family budget surveys.

A dwelling is not simply four walls and a roef, but also the enviroument
in which 1t is situated. Even a broad analysiz of the housing situation
should, therefore, include information on the accessibility of soeial,
commercial and cultural facilities in residential areas, and particularly of
open green spaces. Such information does not appear teo be readily available
in most countries.

Particular attention needs to be given to the housing situation of
vulnerable groups such as children, the aging and the disabled.

2.7.5 Income

An adequate income is frequently the key to many of the prerequisites for
health and toc some aspects of healtch promotion. The proportion and
characteristics of those living onr or below the poverty line, or who zre
lncluded in the lowest socloeconomic group, and the territorial distribution
of such people, needs to be examined.

‘Evaluation of the strategy for health for all by the year 2000.
Seventh report on the world health situwation, Vol. 5, European Regio.
Copenhagen, World Health Organization 1586, p.43.

_T
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This also implies an estimation of the adequacy cof iIncome support,
including disability and retirement pensiomns and family allewances.

2.7.6 Employment

Employment is important net only for the income it earms, bhut as a
satisfying occupation, and for the social metwork it provides. Since some
kinds of employment can constitute =z health hazard, the BFE policy maker also
needs to know about the type of occupation in which large greoups of the
population are engaged.

* Recent research has shown the ill-effects that unemployment, particularly
long-term unemploymant can have on health. Enforced retirement without
adequate preparation can zlse adversely affect health.

Women are the main providers of self-care and informal health care., [f
their participation in the labour force is not taken into consideration, plans
for increased self-care and community involvement, which usually means the
involvement of women, could either be unrealistic., or impose an intolerable
burden On soRle WOmen.

. In many European councries, the health services are one of the largest
employers, and the impact of a regriertation of the health services on local
employment, particularly the employment of women, can be quite serious.

As a minimum, therefore, the typa of information necessary would inelude:

- employment by sectar of activity:

- unemploymeant rates by age and sex, and the characteristics of those
suffering long~term unemployment;

— partigipation of women in the labour force;

-~ institutional constraints to employment (age limits for employment and
for training schemes, atc):

~ the health sector as a source of employment.

2.7.7 Provisions for physical activity

Health education promoting increased physical activity, will have little
cffect if the necessary infrastructure to Ffacilitate this is not available.

The minimum informacion necessary in this respect would be trends in the
provision of indoor and outdoor facilities for gymmastics and sports,
throughout the general and special education system, in residential care and
for the general public, and in the improvement of enabling facilities for
walking and eyeling (footpaths and eycling paths, car parks to leave vehicles
out of cilty centres, =tc.).
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CHAPTER &

HEALTH SITUATION

As mentioned previcusly, it is important to make not only a situation
analysis, but alsc an institutional analysis. Countries will need, therstore,
to refer to epidemiclogical data and data on health service delivery and
utilization, and also to the mechanisms, or lack of them, for reporting on
nealth. Such reporting can influence the politieal climate and contribute oo
informed participation in declisioun-making, both Dy political leader:z and the
public.

1. Preparation and presentatbion of health repert

The type of questicns that will need to be asked might include the
follaowing:

{5 there a recent health report?

- Are regular health reports made, and at what intervals (every year,
every two years, every five years, astc.)?

- Ig the health repert a separate document, or is it incovporated in an
HFA policy document, a health plan, or some other document?

- Arz the health reports presented by: minister of health, health
couneil, regional/local council, or others?

- Is there any provision for public participation in the preparation of
the report?

- Are the health status reports presented for discussion to: central
govermment organ (cabinet, etec.), parliamemt, other central level
organ (health council, ete¢.) regignal or other level authority,
professional agszociations, trade unicns, general public and the mass
media?

2. Coverage of the health veport

The more traditional epidemiological data would cover a number of the
indicators which have been propcsed as being essential for menitoring and
evaluating progress towards achievement of the regional HFA targets. These
would include:

- Life expectancy at birth, at 1, 153, 35 and 65 years, by sex.

— Infant mortality, the perinatal and maternal mortality rates.

- Main cauvses of death (mortality rates from cardiovascular diseasses,
cancer and accidents).

= Bulcide.

- Percentage of newborn with a birth weight of at least 2500 g

5
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- Percentage of children having a weight for age corresponding to
reference values.

- Incidence of main chronic diseases and disability.

~ Incidence of the specific diseases which have been targeted faor
elimination,

— Rario of abortions to live birthsg.

In addition, an HFA health report would need to cover the situstion with
regard to the prerequisites for health asz ourlined above, and as concerns
lifegiyles and health hazards.

The minimum information necessary would refer to the consumption of
tobacco and aleohol, drug abuse. the incidence of homocide and other viclent
behavicur, and the dally intake of calories, proteins, lipids and
carbohydrates.

Both with regard to the above information and with regard to information
on service atilizacion, which is referred to below, it is wital to ascertain
whether or nat this reflects possible inequities dus to sex, age, financial
status, occupaition or area of residence.

With regard to the provision and utilizatiom of heslth services, the
ainimum information neaded here would be:

- the percentage of gross national product (GNP) allccated ta health
serviees; per cgpita expenditure on health:

- the type of system (national health service, mixed, private, etc.);
and the mixture of public/private financing, showing where fipnancial

resources come from and how they are distributed:

— responsibility for planning and delivery (central, local, municipal,
ate,):

~ provision of health care by geographic region, showing the
PHC/hospital care mix;

- provision of resideatial eare and support services for the chronically
gick, handicapped and aging;

- remuneration for PHC physicians {(whether they are mainly salaried,
paid by fee-for-service, per capita, etc.);

utilization cf services.
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CHABTER 5

MECHANTSMS FOR EEALTH POLICY-MAKING AND PLAWNING

L. Heamlth policy formulation

Naturally, responsibility for aational health policy formulation lies
with the government. The government may, however, be assisted in the
formulation of health pelicy by the ministry of health, health counciis, a
comprehensive central plamming unit, ad hoc committees, subnational organs,
etc.

An organizational chart of the Ministry of Health (or a correspounding
body) can be helpful, since the place of departments in such charts can Lo
some extent shape thelir activities,” and their rele in policy-making and
olanning. The place of PHC and of health promotion in such charts would be of
interest.

If the government 15 assisted by a health council, an ad hoc committee,
or other advisory bodies the sectors or agencies/services represented on the
council or committee should be stated, in e¢rder to assess whether thesc bodiss
ars multisectoral and multidisciplinary, and perhaps even inter-party.

The mechanigms for ensuring an input from subnaticnal level negeds to be
referred to, since a policy imposed from above will have less chance of
success than one which has been discussed and at least partially agreed up to
the local level.

It will also be necessary to refer to the formal channels of and enabling
mechanisms for participation of the suppliers of health services,
(professional associatiens, insurance funds, private voluntary or
entreprensurial organizations, where this is relevant), the users of health
services (special interest groups, patients and their families) and the
genaral publice.

The data base necessary for informed policy formulation also needs to be
referred to. Are social, spidemiological data, health service provision and
utilization data readily available and analysed by region, small areas, age,
sex, socloeconomie group, occupation, and insurance coverage, if this is
relevant?. Is health research geared to the needs of HFA policy formulation?

1

Strengthening Ministries of Health for Primary Care. WHO, Offsec
Publication No. 82, CGeneva, 1984, p.49.
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2. Health planning

If a poliey iz not to remain simply 2 statement of wishful tbinkine, or
even window—dressing for domestic or intermational consumption, it must At
some point be translared into specific action.

Again, it is not always essential to have an HFA plan document. An HF4
policy may be translated into specific action through ministerial dirscrives
or the promotion of acts of parliament, for example, without an actual
planning documant

The existence of a planning do¢ument, however, can be extremely useful os
an instrument for policy implementation. [t is in suech a document thar
responsibilities for action could be designated, as this is eften one of the
crucial points for achieving action, provisions for multisectoral
collaboration be made, financizl and manpower resources he allocated, and
specifiec legislature for institutional changes be outlined.

A health plan could be incorporated in the same text as a policy
document. [t might be a separate sectorazl planning document, part of an
overall comprehensive socioeconomic plan (i.e. a chapter in a five-year
development plan), or a separate document coordinated with ar overall plan.
The incorporation of a health plan in a sociceconomic development plan, if it
is really integrated, would be important for multisectoral planning.

It would be important to know, therefore, whether there is an HFA
planning document, what period it covers, and at what level (national or
subnational) 1t is prepared.

What i1s of vital importance iz that a plan should not be gouched in the
general and sometimes vague terms of a2 polley document, but that it should
make specifle prowisions for actiom.

Many years ago Waterston® suggested that one of the main obstacles to
the implementation of development plans is the lack of the necassary
institutional structure. It is impertant to ask whether the health plan makes
specific provisions for implementation through:

designation of responsibility (who should do what):
securement of financing;
MANPOWETr CE5GUrCes;
legal or in=stitutional changes.
Reference should alse be made to specific provision for assessment of the

progress of plan implementation, and for evaluation of the plan in relation to
the results achieved.

Waterston, Albert What do we know about planning?” [nternaticnal
Development Review  Vol. VII, p.4 December 1965
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As mentioned above, health pelicy is not always implemenced through a
“plan". It must, however, go through a planning phaze, in whatever way this
i3 manifested.

It is at this stage that policy cbjectives need Lo be trznslated into
planning targets. With the satting of targets, a time horizon is giwven to the
goals and objectives, and in as far as this 1is passible, they are quantified.

The setting of quantified targets is particularly Impcvtant in that in
this way policies are translated into the practical realities of the
conflicting demands of all sectors of society for limited rescurces. Pogsgible
constraints and impracticalities can then be highlighted.

Quantified targets corresponding to all the objectives of 2 pelicy are
not sasy to set, and their absence does not therefore necessarily indicate a
lack of political will, nor doss the existence of & gquantified targst indicate
priority. In some cases it may be technically sasier to set quantifiad
targets for issues which are of lesser importance. On the other hand,
guantified targecs are sometimes avoided in planning documents, particularly
when pravailing conditions and trends are so uncertain as o cast some doubt
45 Co the feasibility of target achievement. Where plans are legally binding,
failure to achieve quanrified targets would need to be accounted for. Care
geeds Lo be exercised, therefore, in examining a plan decument for the
axistence or non-existence of quantified targets.
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CHAFTER 6

ANALYSTS OF (HEA) POLICY DOCUMENT

L. Document to be analvsed

A clear description must first be given of the document to be analysed,
including its title, whether or not it is publisted or is in a prepublication
torm, preliminary or final draft, etc. It should alsc be stated, whether or
ot the document uvsed is the original official document, @ direcc translasion,
4 summary, or popular version of 1if.

The guestion should alse be asked whether the policy document has been
discussed znd/or approved at cabinet level, in parliament, by regional/lcocal
autborities, ete. It should alsoc be determined whecher the doacument has hesn
circulated for general, rather than formal discussion.

2. Essential elements of a HFA policy

The only acceptable basis for assessing whether or not a health policy is
indeed a HFA policy, would bes on the basis of the criteria outlined in the
relevant WHO documentation. The country documents to be analysed should,
therefore, be examined with reference to these criteria, to ascertain whether
or not they are in keeping with the HF4A philosephy and principles azs outlined
in the regional strats=gy and targets.

The essence of an HFA poliecy should be expressed in terms of the
following criteria being fulfilled.®

- Does the policy have a long-term strategic perspective?

- Is it health oriented and comprehensive in the sense of gzoing bevond
the provisgion of health services and covering all the major aporoaches
entalled in the regional strategy and targets, i.e. lifestyles,
environmeat, healthy publie policies and reorientation of services?

- Roes it address the relevant equity issues in the councry?

- Is rhere a comprehensive and balanced system of health services, with
due attention to the importance of primary health care?

— Are health promotion and disease prevention given clear prioricy?

— Does it identify where intersectoral action is required?

- Does it acknowledge the need for and promote community participation
in decision-making at all political and administrative levels, and

community involvement?

- Does it reccgnise the need for and prowmete international cooperation?

H

Report on consultat..s for national HFA policy development.
Copenhagen, B-% Zeptember 1986 (draft 4277d)
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In addition, as an assurance of the real political will to implement Cae
policy, the following criteria should also be met:

— The instruments for policy implementation should either be in place or
provided for (i.e. necessary legal and organizarional framework,
managerial and manpower rescurces, political and other influence
networks ).

- There should be a built-in monitoring and evaluation process Lo
compare the baseline situstion with progress towards HFA objectives.

Obviously the answers to all these questions may not always be clear cux,
and a certain amount of judgement must be used. They do, however, constitute

a useful checklist.

3. Specific strategies

& policy can direct atteantion toward a problem, but it cannac solve the
problem. A policy which is intended to result in actioun, therafores, needs a
strategy for itg impiementation.

The country peolicy document needs to be examined to ascertaln whether or
not specific strategies are outlined, covering in some measure ail the
essential components of an HFA policy. Naturally, the emphasis given to
different issues will differ between countries, depending on the problems they
are facing.

To cbtain a clearer idea of the provisgions of the policy document, and
how far it can be congidered an HFA document, the following checklist is
suggested.

Specific strategies designed to deal with Lhe problems of:
- Eguitys

— Health promotion and disease prevention; through strategies dessigned
to promote and enbanee behaviour whiech is positive for health and to
alter behaviour which is negative for health, including issues of:

-~ nauptrition

- tobacco

- aleobhol and drug abuse
- accidents

- physical activity

— personal relationships

- Environmental issues, including:

- safe water and sanitation
— air pollution

- water pollutipn

- noise pollution

— home envirvonment

- work environment

- leisure anvironment
educational envirponment
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Participation and involwvement

Multisectoral collaboration

Reorientatiaon of health serwvices ensuring an appropriate balance
between effirciency, financial resources, quality of services,
appropriate technology, management and research, with due attention Lo
the vital role of primary health care

International cogperation

A note of warning aceeds te be sounded here, in that some short-term
strategies which do not appear to fall into the HF& framework, may in {act be
small, incremental steps towards 2 long-term HFA objective. Sometimes small
steps or even what appear to be diagonal grteps, may be appropriate until the
time and conditions are right for larger and more direct steps.

b, Provisions for implementation

What are the main instruments designed, or already in place, for policy
implemantation, and do these include:

bread public discussion;

designation of responsibilicies (i.e. Ministry of Health, other
central organs, multisectoral organ, local authorities, etc.) and is
provision made to equip them for their designated tasks?;

preparation of HFA plan at national level and/or subnational leval;

manpower preparation and motivation (planning, administrative and
health manpower);

securement of finapcing;

manpower planning for the healrh szector;
legal or institutignal changesy
appropriate technology.

ragearch

5. S&pecific provisions for monitoring and evaluation

The existence or not of specific provisions for monitoring and evaluation
1z quite a good indicator of the sericusness of purpese behind the dogument.

Frovision for monitoring and evazluation might be made specifically for
the HFA policy document, or might be covered by general planning legislaticn.

Such provisions would include designaticn of responsibiliry for
moenitoring and evaluaticn, the progress of implementation according to a
specific time-scheduls, and for evaluating implemenctation in terms of the
achievaement of HFA objectives., Relevant provisions would alszo inglude the
development af an informaci. system and the necessary indicators for
evaluation, reszearch into ou ~mes and effects of policies, and provigion for
compunity participaticn in evaluation.
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6. Summary and conclusions

A brief summary indicating the main priorities, any unusual or innovartive
features, and possible weak points or underamphasised aspects would give a
valuable bilrd’'s—eye—view of country sityations with regard to HFA policy
implementation. This should also inelude reference to the main gaps in the
information base.

Already from the country analyses which have beern carried out using this
framework, it appears that WHO/EURO and possibly country health sectors
themselves, do not have an adegquate data base concerning the preprequisites
ter health. Information 1s also sparse regarding the politicsl situation in
which HFA policies are formunlated, the main actors in the proceszs, and the
veacition of public administrators, important interest groups, and the general
public to the policy outlined.
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