COUNTRY HEALTH PROGRAMMING
IN EUROPEAN HEALTH PLANNING AND
MANAGEMENT EDUCATION

Report on a Workshop

Vienna
10— 15 June 1979

o,
VG
R
S

T~

WORLD HEALTH ORGANIZATION

Regional Office for Europe
Copenhagen

English only 1979

ICP/SPM 003







Note

The issuve of this decument does not constitute
formal publication. It should not be reviewed,
abstracted or quoted without the agreement of the
World Health Organization. Authors alone are res-
ponsible for views expressed in signed articles.




CONTENTS

Page

Introduction .
2. CHP philosophy . . + + v ¢ v & & & & 4 4 v = = = & = 4+ 4 & & & 4 2 2 3 1
3. Review of CHP actdvitdies to date . . + v v v & &« o o 3 & 2 s s = = = & 3

3.1 Other teglonms . . + « « « 4+ 4 4 4 4 4 4 s 4 s s s oa e ow e ... 3
3.2 European reglonm . . .+ + & 4 4 s b s s s s e e e e e e e e e e 3

4, Europe — the case for CHP v + 4+ 4 4 & & & 4 2 = = & = = & v « « « & & 4
3. Europe — key ISSUBE . & + v 4 4 4 4 2 s 2 s s s w o w e a a e e e e s 3
COMEEXLE & v v & & 4 v 4 v e e e m e e e e e s 4 4 e s e D

1
2 CHP CONLEnt . v v v v o u = v « & = & » & + &+ + 4 ¢ 2 v 4 & a = 7
+3 Bducation and researc e e s e e e e e e e e w4 4 4+ A s 7

5.
2.
3
6, Europe = the way ahead . . . . . . . . . v v & « - « « = 4 4 4 s s s . B

Annex I Country health programming experience in Scotland:
¢hild health services — Dr D.M. Pendreigh . . . . . . . . . . . . 10

Annex IT List of participants . . . = « &« & & + 2 & 4 &+ = 2 2 = « =« o« = 23




page 1

1. INTRODUCTION

The Workshop on Country Health Programming in European Health Planning and Management Education
wvas convened in Vienna from 10 to 15 June 1979 by the WHO Regiomal Office for Burope in cellaboration
with the Austrian Federal Ministry of Health and Environmental Pretection and the Department of Hos-
pltal Administration of the City of Vienna.

With specific reference to the situation in the European Region, the principal oblectives of
the Workshop were:

~ to digtugs ard review the methodology of country health programming (CHP) and consider its
relevance to Eurepean health planning and evesluation;

- to advige on any changes neceésgary in applying the CHP approach to European countries, and
make rvecommendatiens on its further development in thils context;

~ to consider the implications of introducing training in CHP in undergraduate and postgraduate
education of health personnel, and make 2ppropriate recommendations;

- to promote awareness of, and interest in, the CHP approach in relevant Europesn centres for
teaching and research in health service planning and management.

As a framework for its diseussions the Workshop considered the experience of CHP and CHP-related
exercises in Algeria, the United Kingdom {(Scotland), Spailn and Pertugal, and other relevant health
planning activities in the Furopean Region.

The participants, who were from Austria, Belgium, Hungary, the Netherlands, Poland, Portugal,
Spain, Sweden, the United Kingdom and Yugosiavia, had been selected to represent different pro-
fessicnal backgrounds within a wide range of European health care systems so that they might offer
consensus views on the likely jmplications of CHP in the European situstion.

The participants were welcomed on behalf of Dr Ingrid Leodolter, Minister of Health and Environ-
mental Proteetion, by Dx A, Krassnigg, Director-Genersl of Public Health, and Ministerialrat O. Lau-
rencic whe in their opening remarks streszed the importance of European countriles adopting some
form of brozd, comprehensive health planning methedelogy.

Dr J.E. Asvall, Director, Programme Management, WHO Regional Office for Burepe, conveyed to
the Group the greetings of Dr Leo A, Kaprio, WHO Regional Directoer. He gave an overview of the
CHP appreach and its development to date, stressing the comtribution it ecould make te hezlth plan-
ning in the Region.

Presentations on specific CHP experience were made throughout the week by Mz M. do Resarioe
Giraldes (Portugal), Dr H. Buran Morales and Ms E. Presser (Spain) and Dr D.M. Pendreigh (United
Kingdom) . Professor J. Blampain (Belgium) spoke on the research and educational implications of
the approsch and Professor E. Borgenhammer (Sweden) on aspects of he=lth planning snd menagement
rhilosophy. Other participants described their relevant experience.

Dr 5. Wilfiing and Professor J. Indulski were elected Chairman and Vice-Chairman, and Professor
P, Micovic and Dr D.M. Pendreigh joint Rapporteurs; Dr J.E, Azvall acted as Secretary.

2, CHP PHILOSOPHY

The present CHP methodology represents the culminatien of many years of effort by WHO te con-—
tribute to the improvement of health planning througheut the world., Earlier efforts were directed
to development of project systems analysis (PSA), as a first approsch to a comprehensive planning
methodology.

P5A introduced ratiocnality, disciplined procedure, insistence on quantification and emphasis
on the systems approach inte health planning. All thesge helpful elements can be recognized in
CHP today. CHP evelved from PSA because 1t was perceived that, particularly in developing coun-
tries, a broader and more comprehensive approach was necessary ip the initial stages of any planning.
Many ¢ountries with only basic health care systems required a means at national level whereby the
main health problems could be identified, broad objectives for their resolution considered and likely
major constraints anticipated. Often this had to be accemplished in situations where detailed
technical and analytical skills were in short supply. Hence the caze for the development of CHP
in ifs current form.
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Recently this case was significantly hoosted by the Declaration of the Alma-Ata International
Canegence on Primary Health Care® and resolutions of the World Health Asszemblyl:€ and Executive
Board™ which stressed the ijmportance of applying some form of systematic health plamning, particum
larly in the field of primary care, and of developing an approach such as CHP for tranglating
policies inte practical action.

The purpeses of CHP are described in detail in the WHO Workimg Guideldines for Country Health
Programming, corlginally izsued in 1974 and currently under revizien. Briefly, they are to:

- ¢larify the naturce of existing health problems, within the total social, economic and poli-
tlcal eontext, and as influenced by such factors as technelogy, urbanization and industriali-
zation;

~ place in clear focus the important Interrelationships between the health sector and various
soclal and economic sectors, and between different components of the health sector;

= help to elaberste alternative strategles im a form that comstitutes a basis for choices and
1s of value to decision makers;

- promote and facilitate the implementation of health development programmes in hiph priority
problem areas;

- identify areas requiring well-managed development programmes, both those already served by
programmes, which may or may not need revision, and those where none exist or are planned;

- enhance capabilities in heslth plaobning, project formulation, managemept and eveluation,
realizing that the techniques of cost/benefit/effectiveness analysis are gtill gomewhat
rudimentary;

- improve national health plans, especially in more effective allocarion of resources;

- identify preogramme areas in which external assigtance might he fortheoming (e.g., from bi-
lateral agencies, IBRD, UNDP, UNICEF, WFP, WHO):

- provide the health component of UNDP country programming.

CHF is 2 continuing process leading te improvement in planning, programming, implementation
and evailuation of health services and aectivities, As such it should be the main focus of national
efforts in the health field, and health administrations should therefore gradually develop their
structures and orjent thelr staff to provide the necessary suppert,

With the European gituation in mind, it =eems important to consider three general aspects
aof CHP:

{a) It places emphazis on interaction, collaboration and coordinatiocn of the health and
sovioeconomic sectors, recognizing that many health problems cannot be selved by the health
services alone.

{b) It iz an engoing process simed at continuous improvement in planning, programming, imple-
mentation and evaluaticn of services. It should not be seen as & once-only or episodic type
of planning.

% Sze Alma-Ata 1978: Primary Health Care. Geneva, World Health Organization, 1978.

b Thirty=first World Health Assembly: resolutions snd decisicons, annexes. Geneva, World
Health Organimation, 1978 (resolutionm WHAS1.1l2 - Country health programming, p. 6).

¢ Thirty-second World Health Assembly: resolutions and decisions, annexes. Geneva, World

Health Qrganization, 1979 (resolutiom WHA32.30 - TFormulating strategies for health for all by the
year 2000, p. 27).

d Executive Board, sixty=first sesgiont regolutions and decisions, annexes. Geneve, World
Health Organization, 1978 (resclutionm EB61.R25 - Country health programming, p. 16).
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(c) It is essentially flexible in nature and cgpable of adaptation to many different contexts
and situatiecns. It should not be wmistakenly perxceived as in 2ny way doctrinaire.

3. REVIEW OF CHP ACTIVITIES TO DATE

Since the emergence of CHP in 1973 interest in the process hes grown and around 40 countries
in the six WHO regions have hecome involved in its use in various weys and differing degrees in
their health planning.

3.1 Other regions

In the African Region programme formulation was undertaken in the Congo, Nigeria, Guinea-
Eiggau, Cape Verde, Upper Voltz, Gambia and Zambia in the peried 1974~78, Activities in other
countries are now at the preparatory or launching stages or are being implemented. Workshops on
CHP were orgenized in several countries including Ghana, Angols, Mozambique and Madagascar.

In the Eagtern Medirerranean Region CHP was origlnally started in Sudan, Pakistan and Afghani-
stan. The activities in Sudan are now at the programming stage; programme priorities have been
developed in Pakistan; and preparation of the final version of Afghanistan’s nstionsl health pro-
gramme is under way. Programme formulation has been completed in the two Yemens and is st the
preparatory stage in Iraq and Somalia,

In the Scuth-East Asia Region CHP was undertaken first in Bangladesh, with emphasis on rural
health zervices, and then in Nepal In 1974, Also, 19 programmes and 4 projects have been developad
in Thailand, and 9 projects in Burma. Bangladesh, Thailand and Nepal undertook twe new cycles of
CHP in 1977-78 and rthe process has started in Sri Lanka. A CHP training workshop was hald in
Mengolia.

In the Western Pacific Region information ecollection and programming was started in Laos,
Fiji and Samoa, and completed in the periad 1975-77. Papua New CGuinea and Sclomon Islands under-—
took CHP in 1978 and the process is continuing.

In the Region of the Americas a process similar but not identical to CHP has evolved and been
applied in many countries.

3.2 European Region

Until recently countries in this Replon were less imvelved in CHP than elsewhere, though many
of the principles are already actively practised. Examples of experiences in Poland and Yugoslavia
were given during the Workshep.,  However, no EBuropean country has z system which incorporates all
facets of CHP.

There has, however, been some active ploneering work over the last five years. In Sceotland,
in late 1973, the project systems analysis approach, the immediate precursor of CHP, was rested as
a new planning methodology in developing an overall strategy for child health services (Amnex ID®.

Ir Algeriz a comprehensive socioeconomic plan was drawvn up in 1975 using CHP, though the ex-
isting information system proved a major constraint; subsequently, planning for other programme
areas has also been done using this methedology.

More recently there have been major exercises in Spain and Portugal, In 8pain CHP has been
tested in the Province of Vizeaya with = population of 1.2 million. In Portugal the districts
af Vila Real and Bragan¢a with a combined population of 500 000 are at prasent the subject of a CHP
exercise. The cutcome of these twe projects is awaited with Interest. In beth countries WHO-
assisted CHP training workshops were organized, in 1978 and 1979 respectively,

Since 1973 the WHO Regional Office has been active in the field of health plamning and in
recent years this effort has come increasingly to be identified with the development and promotion
of CHP. Several new exercises have been or are about to be initiated, but are not recorded here.

® wor a full descriptien of this project see: The child health services - a eystematic plan-
ning approach. Study by a joint team from the Scottish Home and Health Department and the World
Health Organization. 1974 (mimeographed document available from the WHO Regiomal Office for Europel.




EUROPE - THE CASE FOR CHP

Quite rightly the principal focus of CHP in recent years has been 1lts application to solve
the massive health problets facing developing countries. In these countries there have often been
difficulties in 1ts use because of lack of developed information systems, scarcity of people with
technical apd analytical skills and ccessionally sbsence of a defined administrative framework for
delivery of health servieces = although CHP has often gerved to highlight zuch deficfencles and stim-
ulate action to remedy them. On the other hand, there have been factors favouring the use of CHF
in the developing countries. Often there has heen a "green fields" gituarion where CHP 1s nct
really replacing a previcus pattern of bezlth planning and so there is not any particular resist-
ance Lo a new Approach. Also the major problems are generally obvious, sometimes with no proper
services to tackle them, Thus there iz usually adequate room for manceuvre with any new planning
appreach. Again, adminiastration is often centralized with no complex checks and bhalances to power
such as exist In the different levels of government in developed, Industrialized socletles.  All
these factors which have proved helpful in developing countries must be taken into account whea
locking at CHP in the European context.

While there are certain factors whiech eould complicate the intreduction of CHP 1n European
countries, they should not necessarily he geen g8 deterrents: indeed, many may be Indications
rather than contraindications for adoption of the process.

CHP has vevertheless emerged as a flexible planning methodolepy applicable in msny different
gituations, and a number of arguments may be put forward to justify its use in the Eurcpean Region:

(a) In complex Europesn society there iz increasing competition between various public sectors
such as education, health, social services and transport, for a share of the natiomel "cake". If
health gervices are to receive thelr due share of finance, there is clearly a need for a comprehen-—
slve planning methodelogy which not only ensures that a sound case is put forward but alao takes
Inte acceount and indeed on cccasion calls for the cooperation of planners in other sectora.

(b} There are significant ecomomies which could be made in the delivery of many European health
services but these will not be clearly demomstrated until a purposeful and comprehensive methodelogy
is applied.

(e} Gimilar arguments could be used about the misuse of high quality health service manpower.

(d} Frem ministries downwards, the bureaucracies responsible for health service management
and planning have become inecreasingly large and complex, Often they have become more intersgted
in maintalning and running the system than in dealing with the problems which arise. A comprehen-
sive planning methodology is needed to restore purpose and provide ceoherence.

(2) The pluralism of health services, especilally In western Europe, though ostensibly an ob-
stacle to CHP, sheuld in fael be seen as a challenge for its use in order to rationalize such situ-
ations.

(f) The increasing capital intengity of the health "industry' requires that all eptiens for
service development be rigorously examined and tested before there is commitment to new hespitals,
health centres, ete,

(g) The pattern of health services in many ceuntries iz determined by the cumulative effect
of hundreds of small decisions taken in the different subsectors, which gives a divection to devel-
opment often different from that desired. This tendency can only be countered by a comprehensive
planning appreach such as CHP.

{h) Another aspect of CHP which is becoming apparent is that when it iz used for planning it
iz also & ugeful diagnostic tool in showing what parts of existing planning structures and processes
are defieient or inappropriate and need to be remedied.

(1) Lastly using CHP to examine sets of services is in itself an educative process as it is
only through such a rational, amalytical and disciplined approach that one ecan get imsight Iinto the
way that health care 1s really belng delivered.

The case then for the countries of the Eurcpean Region to consider the use of CHF is formidable.
What must be identified are the issues specific to the Region which will arise when CHF i1s employed.
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5. EURQOPE - KEY ISSUES

A large part of Workshop discussion, whether in plenary session or small groups, was devoted
to discussion of the key issues and implications of CHP in Europe, which is reported under the
hesdings of the context in which CHF would be ecarried out, CHP content, and education and research.

5.1 Context

{1) Society in Europe is obviously of a different nature from that in many of the countries
where CHF was pioneered. It is elaborate and complex, with rhe people or consumers often having
a major role in determining or influeneing the services to be provided for them. Becauge of the
large number of teehnolegical developments many of the potential problems relate to envirommental
hazards. Many other health problems are the result of so-called civilized patterms of hehaviour.
These are often not so amenable te technical intervention and are more likely to regquire health
education aimed at changing life stylaes,

(2) Another important factor in Europe is that much of the povernment and administration, in
the health as in other fields, has been significantly decentralized from ministries to subordinate
levels, unlike the situatien often found in develeping countries.

It 1s now generally accepted that there are by and large four levels at which health acrivities
must he plepned, namely:

- national, for 5 millicn or mere population

- regional, for 1 million or more population

subregional/area/district, for 250 000 - 300 000 population

neighbourhood, for about 50 000 population.

Planning authority is not required at all these levels but it is important to know the lavels at
which planning is carried out and how they telate to each other, as this has implicationa for CHP.
For instance there was debate In the Workshop as to whether or mot objective setting and programming
should be earried out broadly at national or reglonal level and in detail at regienmal or subregional
level, dependent on the pattern of delegation of authority im a particular country. In the Eure-
pean situation the question of heow to distribute the varicus functions of CHP to different levels

ig not of immediate concern.

(3} Related to this last point is the fact that in Burope practically all countries alveady
have established health planning structuresz and processes. CHP is & flexible health planning
methodology.  However, any merhodolegy, no matter how excellent in itself, will function only as
well as the overall structures and processes allow.  Here the value of CHF as a diagnostic tool
becomes evident. It 15 likely to show rapidly any inadequacies of the structures and processes in
which it is used. Countries should he prepared to learn from its use and correct such inadequacies.

{4) CHP has its own structure, the‘main components of which are the steering group and the
planning group, and these must be firmly linked te the overall planning structure in the country.
A posaible set of links and relationships is displayed in the figure.

Participsnts saw the steerimg group as being crucial to CHP, It sheould have the following
major fungtions:

- coordinating and motivating key bodies within and outside the heslth services, which are
¢rucial to the design and implementation of health plansg;

- ensuring that any plans being developed sre compatible with the overall mational policy and
properly reflect the values and aspirations of society;

- ensurirg that planning optlons generated are realistic in terms of resources;
= providing guidance to the planning group as and when necessary.

The steering group could be quite large and its composition should represent not only those with
pelitical and administrative responsibilicies but also key groups of health previders and consumers.

The plamming group should be considered in terms of its size, composition, relationships and
roles, The figure displays possible relationships. Its principal rele is clearly to produce
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Relationship of CHP to the national planning structure

management, etc.)

Other relevant Ministry of health or
ministries national board/commission/
L | committes |
Provider (::>~= Consumer
interest ox interest or
PrESsUIe (::)__ ! Steering group ; pressure groups
groups :: L
Health O‘ _— T O Other advisory
professional Tea T P1 1 - groups (econamic,
advisory (::}'“ sEmTTLT anning growp E__ operational research,

Eroups O’ - -

Autherity; responsibility
Repregentation

_________ Adviece; consultation

feasible health plan options for the steering group. The optimal size still requires clarification
but a significant body of opinion probably favours it beinmg small - with possibly no more than eight
people. 1f it is any larger, the group dynamics become di{fficult and it works less cohesively and

more slowly. “Those who prefer a larger group argue that it should provide a wider range of skills

and cover a wider range of interests. However, it could consult and get adviece from other special-
ist bodies, as shown in the figure, and representation mey properly be the fupetion of the steering

group.

There is a clear consensus that the core members of the planning group should first and fore-
most have an analytical approach and plamning ability, irrespective of their individual dimciplines.
1t would, hewever, be important to have seme skills represented, ineluding epidemiology, public
health administrarion and management, health econoemics and cperational regearch. Groups such as
thig already exist in many European central departments and ministries.

(5) A characteristic of all European countries is the large number of long-eatablished insti-
tutions which regard themselves as having a role in the evolution and development of health services.
They include academic bodies, researeh organizations and health professional or other Interest groups.
The cooperation and participatien of such groups 1s seen as easéential.  For the CHP approach to be
productive in Europe, it mugt have in-built collaboration and econsultation procedures to ensure con-
tinuous dialegue with such organizations and institutions.

To some extent related to this issue is the essentially pluralist pature of many health services
in western Europe which, again, must be tazken into aeccount by planners when 1t comes to congultation
with many financing, insurance and management organizations.

{6} Lastly it should be emphasized thar, as wirh all major planning initlatives, CHP cannot
be embarked on with any hope of success unless, as a prerequisite, there is gserious upderstanding
apd explicit commitment to the process at high administrative and political level.
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5.2 CHPF comntent

(1) The term "country health programming'’ could well be ¢onfusing in the European context
and indeed stimulate unnecessary resistance where well established health planning organizations
already exist. A great deal of planning in Europe is not necessarily done at national or country
level. Also the term "programming” has specific connotations which could lesd to a misunderstand—
ing that CHP is not the broad approeach it purports teo be. Suggestions made for more useful desig-
nations are "comprehensive health plamning” or "integrated health planmimg”.

{2) Quite rightly, until now, the main drive of CHP has been to upgrade az well and as quickly
a5 possible the technical, analytical and rational aspects of planning. However, it has to be re-
membered, particularly in Eurcpe, that planning is a political and social ss well as a technical pro-
cess, and these aspects therefore require more attention when applying CHF in the European situation.

{3) In presenting any form of CHP guidelines for Europe there gheuld be strong emphasis on
the fact that they are indicative and net in any way prescriptive. Countries should feel free to
medify them in situstions where they are inappropriate or where they may be improved upon.

(4} The present CHF approach tends to emphasize the logical progression of steps in a linear
fashion. However, to anyone familiar with planning situations it is clear that a great deal of
rethinking, doubling back between stages and recycling 1s generally necessary. This point should
be emphasized.

{3) In Europe most countries are already collecting and organizing their health planning data
under subheadings of demography, socioeconomies, environment, health status, health technology,
health service resources and utilizatien, More specific consideration should be given to the types
of data under these subheadings which would be useful in Europe. Also there was general agreement
in the Workshop that it is especially importanmt in the European gituation to have "soft" gualitative
as well as "hard" guantitative data. A problem which could be virtually peculiar to Europe, how—
ever, 1s that this requirement might imvelve the colleection of irrelevant and confusing data.

(6} A crucial stage in CHP is that of problem definition. It is necessary ta identify the
major problems for planning, as it iz impossible to devete time to all those which exist. It is
therefore important to know what eriteria should be uged in problem selection. The consensus
view of the Workshop was that the different catepories of eriteria which might be used in the Euro-
pean Region were: epidemioclogical/health status; sociopolitical; administrative/economic. Fur-
ther work has to be done te formulate these criteria in more detail and also to determine what form
of weighting should be attached to each. An Important point emerging from this dlscussion was that
in the identification of the problems which should have scarce planning time allocated te them there
iz an implicit conferral of priecrity status. This effect requires reconciliation with steps taken
in the later stages of CHP.

(7) Constraint analysis requires further develepment, and may be considered under the sub-
headings of resources; eultural/attitudinal; health professional/attitudinal; organizatiomal,

(8) As wentioned, consideration 1s required in Europe as to how specific the planning st dif-
ferent levels of authority should be and, consequently, how broad and detailed programming should
be interrelated in the CHP methodology.

(%) As the CHEP guidelines indicate that evaluation mechanisms should be built inte all plans,
the participants considered it important that responsibility for ongoing evaluation he clearly al-
located beforehand to a specified group or set of individuals,

%.3 Education znd resgearch

(1) Simply providing CHP training workshops as at present, is not sufficient for Burope,
CHP must be embodied in wider management and plamning traiming for health service administrators
and planners in order to give it proper perspective.

(2} Existing training schemes tend to concentrate on providing knowledge of the health sys-
tem and how it should be operated. However, what 1s required is better tralning and education on
how to identify and tackle problems and how to initlate change and inmnovation.

(3) There are in fact already potential resources in Furope for promoting such training for
managers and plsnners but they ave not organized or deployed in an optimal fashion at present.




(4) The group agreed that such training should be based on university departments but felt
that there should ke collabeorative two-way relationships between these departments and the health
service authorities snd that much greater coordination is required than presently exists in order
to determine the content and feorm of the courses.

(5) There appears to ba a clear case for organizing courses nat only for entrants into the
health plancing and management field but also short courses of in-service training to keep managers
informed about new developments and trends.

(6) There should be a clearer understanding of the zole of research and education which, es-
sentlally, should:

- complement experienticl expertilse;
~ develop and transfer seientific expertise,

The hope is that this will improve the understanding of problems and enhance the capability for
changing the sytem to deal with them.

(7) It was felt that research would be of special value for CHP in developing:
- simple methods to assess health starusg

-~ valid, reliable and stable resource indjicators;

= simple, timely health information systems;

- metheds for determining the efficacy, costs and benefits of alternatives;

- useful, practical, timely performance measurement procedures;

= promotlonal strategies to give clinicians a population-~criented perspective;
= techniques for conflict management;

- techniques for consumer participatiom;

- techniques for interorganizational cooperation.

6. EUROPE - THE WAY AHEAD

The fallowing are the maln recommendations of the Workshop of particular relevance to future
action by the WHO Regional Office:

(1) CHP is a valusble approach to health planping for countries in the European Reglon and its
use ghould be actively promoted. Its application should, hewever, be carefully adapted to the
existing national planning structures and processes which reflect the differing administrative/
pelitical systems, spciceconemic conditions and individual cultures in the countries.

(2) The existing CHP guidelines are not wholly sappropriate to the present European situation.
The Regional Office should therefore take the jnitiative in desizning a version specifically to meet
the requirements of the more complex, industrialized European countries. Such guidelines should
take full account of the existing experience and expertise in Europe and reflect the developments
in health planning there which have already proved helpful and appropriate.

{3) Account ghould be taken in the guidelines of the obstacles to speedy implementation of
plans which result from the interaction of the many bodies and organizations influential in health
care in Europe. Stimulus should be given to the development of effective consultation proceduras
and promotional strategies relevant to the CHP methodology.

(4) Detailed consideration should be given to the relationships between different levels of
plaming when CHP is applied. It may be that some CHP functions such as broad analysis and pro-
gramming are more appropriate to national or regiomal levels, while others such as detailed program-
ming are more suited to area or distriect levels.

(3) Aspects for consideration in any CHP guidelimes for the European Region include providing
move speclfic guidance on preoblem identificatlon and constraint analysls and placing greater emphasis
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on secial and pelitical as well as technical processes; 1t should be made eclear that CHP is not
simply & linear approach and that much reecyeling is required between the different steps; finally,
such guidelines should always be regarded as indicative rather than prescriptive.

(6) It is recommended that two versions of the medified guidelines be contemplated. One
might be for the informatien of politicians, health care administrators, provider groups, etc.,
giving in broad terms and non-technical language the general philosophy and primeiples of CHP;
while the second, more detalled, verzion containing technical puldance might be for the use of
health planpers,

{7) Some form of "elearing-house"” arrangements should be made for exchange of nationzl ex—
perience in health planning in erder to support further CHF development. These might take the form
of identifying appropriate collaborating centres, and defining their specific activities,

(8) Encouragement should be given to existing health planning and management education centres
in the Region not only to develep further the CHP training workshops but to integrate them into
broader-based training aimed at giving greater insight into the problems of health care delivery
and means of effecting change and inneovatiem,

{9} Research in some of the areas identified in this report should be promoted.

(10) Further consideration should be given to the many lssues relative to the Introduction of
CHP in the Region, which are ldentified in this report,
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ANNEX I

COUNTRY HEALTH PROGRAMMING EXFERIENCE IN SCOTLAND:
CHILD HEALTH SERVICES

by
Dr DI. Pendreigh
University Department of Community Madieine, Usher Institute,
Edinburgh, United Kingdom

BACKGROUND

This project used the project systems analysis (PSA) health plamning methodology developed hy
WHO, which was the immediate precursor of country health programming {CHF). The prineipal objec-
tives were:

(a) to test methodology:

(b} to produce an overall plamning strategy for the child health services in Scotland.

The intention was to have a detailed and realistic plan within the general pelicy framework laid
down by a previous working party.

The project was carried through in late 1973/early 1974 znd was based on the total child popu-
lation of Seotland. The team involved was a joint one from the Scottish Home and Health Department
and the World Health Organizaticen.  The composition was:

Department: 2 child health doctors WHO: 2 doctors
3 information specialists 2 gyetems analysts
1 medical administrator
1 lay administrator

1 nurse

The formulation tock place over a six weeks' pericd, but thls had been preceded by preliminary
data collection and analysis over a three months' period by one or two members of the team.

It should he made clear that the plans and strategies whieh ware evolved in this exercise have
not been Implemented as a package; but there is little doubt that in a less direct way they have
influenced thinking and planning in the child health services.

DESCRIPTION OF THE METHOD
Introduction

The PSA approach te health service planning has two major components: analysis of the existing
situation, and in the light of this analysis the design of a new programme. Figure 1 illustrates
the complate process which comprises eight main phases in the central pathway of the network starting
with the stape of boundary setting and leading on through analysis to design. The data that are
required, the sequence of activities and the material which is produced are shown in relation to
their links with this central pathway.

There now follows an outline description of each of these phases as experienced by the project
team when undertaking the planning exercise on the Scottish child health services.

Boundary setting

This is an important preliminary to the analysis and design phases ac ir determines the limits
of the service under consideration and the framework within which planning must take place. These
limits are stated In the terms of reference which should cover the following points:

{a) The functional area of the atudy defined in terms of:

(1) the health service sector (e.g., c¢hild health)
{1i) priority of problems
(1i1i) health serviece facilities
(iv) supperting services
{v) organizational problems;
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Fig. 1 PROJECT FORMULATION ACTIVITIES
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(b) overriding natlonal or health service pelicies which may indicate priorities or constrailnts
in achieving change;

{c) existing or planned programmes in other public gectors which are relevant In terms of their
likely effects on health problems:

(d) the time required by the planning activity and the time horizon for the planning;
(e} the size and compositlion of the working group and the time available for the study.

Analveis of existing service

The study proceeds with a comprehensive analysis of the existing situpation and docunents in
gome detail, the size and nature of the current and future problems, present clinical practices and
the resources consumed.

Population projection. This shows the expected size of the population being considered at
certain gpecified dates and divided into appropriate age groupz.  The child health study divided
children inte these aged less than 1 year, those aged 1-4 years and those aged 5-14 years. The

speeiffed dates for planning purposes were 1981 and 1991.

Conditien list. The ligt is prepared early in the study by selecting diseases and gonditions
which will form the fogus of activity for the remainder of the exercise (see Table 1), it is con=
gidered advisable to limit the number of discrders selected to 2 maximum of 215 because of the com-
plexity of the method. It is also essential that the list commands general acceptance as a reason-
able focus for inducing change.

Table 1 WHO P5A CHILD HEALTH FROBLEMS

Condition list

1CD code Condirion

000-009 1. Intestinal infeetions

033 2. Whooping cough

055 3, Measles

204-207 4, Leukzemia

277 3. Obesity

200-309 6. Mental illness

306.0, part 306.9 7. Speech disorders

306.6, 786.2 8. Enuresig

310-3158 9. Mental retardation

343 10. Cerebral palsy

345 11. Epilepsy

370 12. Refractive error

380=-383 13, Acute and chromic ear infections
3B0-389 14. Hearing impairment

406-471)

480-486) 15. Lower respiratory infectlons
490-492)

493 16, Asthma

500 17. Hypertrophy of tonsils

521.0, 523 18. Dental caries

741 19. Spina bifida with/without hydrocephalus
777 20. Very low birth weight (< 2000 g)
789.1 21. Bacteriuria (in girls)

NBOL, 803-804) 22, Head injuries

NB50-854 ]
N940-949 23. Burns
N260-989 24. Poisoning

Dizorders should be selected because they are each considered to comatitute a significant health
problem. The criteria for gelection will normally be cutlined In the terms of reference. In the
child health study they were as follows:

(a) leading causes of death;

(b) disorders consuming a high proportion of health service resources;
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(c) disorders increasing ia incidence;

{d) disorders not adequately dealt with despite the existence of an effective technology;

{(2) disorders cauging public distress and concern.

The list was prepared from scrutiny of the availlable statistics and was revised in the light
of comments from a panel of elinieal experts. Of necessity the list is a compromise; some of the
specific digorders which are included represent a wider group because the treatment of each of the
conditions within such groups is so variable. For instance, the study chooses spina bifida to

represent the congenital abnormalities and leuvkaemis the malignant neoplasms.

It iz thereafrer important to identify the aspects of each disorder which are 2 matter of major

concern. These dimensions of concern are likely to be the cccurrence (i.e., an attack of illness
or the existence of a given condition in a child) and the disability, death or impairment due to the
disorder. The dimensions may vary for different age groups. There are no really objective grounds

for seleccion of the major area of concern and in the event this must be by a ceonsensus of opinion
in the team.

Problem statement. This is prepared from the available data on the dimensions of concern
which have been identified for sach digorder. Data should ideally be related to the entire popu-
latieon under consideration as iz the case for morrtality and hospital discharge data on child health
in Scotland. It will usually be nécegsary, however, to supplement such information by means of
special surveys and 2d Ase studles. {The problem statement for lower respiratory tract infections
van be seen in Table 2.)

Table 2 PROBLEM STATEMENT

Dimension 1 1-4 3-14 1 15-1%9
e B Condition area: Lower respiratory
A. QOccurrences X X tract infections

B. Disability

C. Impairment X X
D. Deaths %
A. Qcourrences 1 1-4 5-14 1519
Hospital discharges ofcoo 160.4 30.9 6.8
trend = modified exponential curve
Bed/days o/coo 2205 355 T4 i
trend =« 1971 mean stay applied to discharges
Mean stay 13.7 11.5 11.0
Numbers consulting GP o/fooo 15%7 672
GF consultations ofooo 2849 12146

trend as for hospital discharges

1

5. Disability

C. Impalirment 4.4% of cases had continuous
respiratory infection for 5 years

D. Deaths o/ooo 1.8

trend -~ see Fig. 3. |
! 1 S—
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Polivies and programmes. National and health serviee policles and programmes which are rele-
vant to the planning progess may either act as constraints to be overcome or reinforce proposed
changes. Ideally, poligies should appear as written statements In poliey documents but 1t was
acknowledged that a grear deal of Scottish health service policy is unwritten. This emerged in the
course of discussions rather than being readily identifiable at an early stage. The main purpose
of preparing the statement 1s to ensure that future proposals are consistent with existing policies,
for instance in the understanding that "health boards are largely respeonsible for the determining of
their own priorities for the expenditure of resources'.

Social and economic trends. Signiflecant future changes in the social or economilc sectors may
have lmportant repercussions in a positive or negative way on health. In Scotland it is possible
te identify many changes but 1t was felt that most of these (e.g., improved heousing, rising income,
family planming) ate slready reflected in statistical trends for certain disorders, such as intes-
tinal infections and low birth weight. It is, of course, difficult to feorecast whether there will
be any change in the influence which such factors have on health and disease.

Resource projection. The existing health service resources In terms of numbers and types of
ataff, buildings and other supplies and equipment must be gquantified. This statement should alse
wive an estimate of the proportien of time devoted by each type of sraff to the area of the service
being studied. Staffing figures should be projected inte the fauture, basing the number on known
plans or on past trends. The statement serves to identify staff categorles which may need to be
augmented to implement the proposed changes and the categories where the numbers could be allowed to
fall.

Health technology,  The health technology statements describe the way in which an average case
of cach elinical digorder iz managed a2t present. They are prepared in consultation with the appro-
priate clinical staff and should reflect the most commonly applied current technology, a norm which
it is often difficult to identify. The health technolegles Iindieate the current use of resources
and provide a structure for revision of detailed health service practice in respect of each disorder.
The technelogy statements are structured ag indicated in Fig., 2 and Tables 3 and 4, and show:

{a) healch states, with a description of the different clinieal stages of each disorder which
may require different kinds of clinical management;

(b} a series of health tasks relevant to each health state;

(c) the staff categories performing each of the heslth tasks: the estimated time taken for
each task and the proportion of children to whom it is applied:;

{d} the resources used in treatment as specified, ineluding hospital bed/days, drugs and any
speciasl apparatus required.

Fig. 2 HEALTH STATES

Disease/condition: Lower respiratory tract infecticns

Definition: Respiratory illness with aystemie illness or cough as major features.

Poszible health statesg

ﬁammﬁ““ahhmxﬂh E. Child with other condition causing impairment

C. Lower respiratory -‘f::::::::zszf?;D. Lower vespiratory tract infections

tract infections (mild) (moderate or severe)

A. Healthy

E. Complications
- Respiratory failure

F. Death =
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Table 4 DISTRIBUTION OF TASBKS PER CATEGORY OF STAFF AND HEALTH FACILITY

Time in minutes per annum per patlent

Disease/condition: Lower respiratory tract infections I
Community General Specialist Numbers o/ooo
based hospital hospital children (14

| Category of staff

1. General ClL + C2/7x2 1000
practitioner DL/7 + BL/7 23

M

Child health
doctor

3. Medical i D3/hospAdm + 13 days

puaediatrician i D&4/15:D5/15:D6/20 22

! Bl/hospAdm + 13 days
|

i B4/60:B5/180:86/20 1
; B7/20
4. Radiologlst l D44 iD6/4 22

B4/4 x 4 1

5. Pathologist $52/180 <1
6. Virologist D4/15 15
B4/15 )

7. Qualified nurse : D3/hospAdm + 13 daye 22

B3/hospAdm + 13 days 1

B6 + D53/900 23

Dé + B7/4 23

8. Unqualified nurse

D3/hospAdm + 13 days 22

B3/hospAdm + 13 days 1

B6 + D5/1500 + 23
(150x13)

De + B7/2 23

Obviously, the accuracy and reliability of such health technology data varies. However, the
PSA method remalns effective because it uses the same data for estimating the resources required in
the replanned, as wel)l as the present, service. The resulting proposals rhus reflect proportional
inereares ox decreases in resource requirements and although based on them are relatively indepen-
dent of the original data. Only major errors will have a critical effect on resource requirements
and such errors are likely to beceme apparent and lead to questioning of the ordginal data.

Problem projection, In this part of the study the problem statements, trends In the epidemi-
ology of disease and populstion projections are considered in estimating the likely magnitude of the
problems of each disorder in the specified future years. Definite policies or trends Iin gocial or
economic conditions, such as greatly Increased nursery school provision or fmprovements in the stan-
dard of housing, are also taken into account becauge they could have an influence on some disorders.
in countries with a rapldly changing population and im situatiens where health problems are changzing,
these projections are likely to be useful in confrenting health planners with the expected increase
in the demand for resources. With regard to child health no massive changes are expected im the
school age populatlon in Scotland but some dizmorders are increasing or decreasing rapidly, and for
some of these it has bcen necessary to make an informed estimate of the level at which a trend may

he expected to flatten out. The problem projection for lower respiratory tract infectioms i
illustrated in Table 5 and Fig. 3.
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Fig, 3 PROBLEM PROJECTION
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Dbjective getting. The team, together with appropriate advisers, now reviews the problem
prejection data and sets specific objectives for each disorder in terms of its particular dimensions
of congern. The abjectives or goals are to improve health standards and are nermally stated in
terms of a teduction of the problem, i.e., = reduction in occurrence, disability or death. In
some instances, however, where there is little hope of influencing the incidence or prevalence of a
disorder, the aim might be to extend treatment to more people. While such objectives arec the hest
guess of what it should be possible to achieve, they should also offer a challenge and not merely
reflect trends already leading to improvement. Otherwise there would be ne incentive to positive
planning.  Table & shows the impact objectives and coperational output targets for lower respira-
tory tract infections.

Table 6 DISEASE/CONDITION: LOWER RESPIRATORY TRACT INFECTIONS

Lmpact obljective

1. By 198! reduce occurrence of such Infections due to respiratory syncitial
virus from 12% of cases to 0 in the age group 0-14 {(awalt appropriate
vaceine).

2, By 1981 eliminate avoidable deaths by reduction of deaths te 10 o/fooo
children aged 1 year (this represents a reduction in the case fatality
rate of 50% and assumes that unaveidable deaths will continue to occur among
children with congenltal defeets and other handicaps).

Operaticnal output target

1. Continue regearch on prevention of REV infection and determine effective
vaccination policy.

1. Achieve 100% coverage of appropriate age group when RSV vaceine becomes
available.

2. Increase parental awareness of potential severity.
2. Ensure effective treatment for all.

Although the detailed health technology data are not directly invelved in this process the
obfectives should be tealistic in terms of their practical feazibility. Thus it would be unreal-
istic to suggest a complete abolition of deaths frem pneumonia, but it may be possible to reduce
death below the natural trend by implementing a policy of inoeuwlation sgainst a specific virus.

In addition to setting quantified objectives for each of the disorders, it is also impertant
to propose operationz)l cutput targets or outlines of how the service may be reorientated to help
to reach specified objectives, These and the next stages of constraint analysis will in turn form
the hamig of the proposals for the futura.

Constraint analysis, With the help of appropriate advisers, constraints which are preventing
the immedlate attainment of the objectives are specified for each discrder. These constraints may
result from a wide variety of factors, zuch as staff and patlent attitudes, failures of recommended
precaedures or people rfo perform satigfactorily, maldistribution or lack of service facilities or
staff, inadequacies of organization or of rescurces. The constraints are reviewed and reported
undetr a number of systematic headings:

(a) lack of awareness on the part of an individual or his family that a clinical discrder is
present or that it merits treatment;

(b) lack of motivation to seek health care;

{(z) problems of making contact with the services (because of difficulties of either communi-
cation or access);

(d) problems in making an accurate diagnosis;
(e) failures in treatments;

(f) factors inhibiting prevention of the condition.
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Conatreint factors for lower respiratory tract infections are shown in Table 7. It will be
clear that many of the constraints could apply to a number of other disorders. It i& then neces-
sary toe identify the mest important constraints for each disordetr in turn.

Table 7 CONSTRAINTS

Disease/econdltion: lower respiratory tract infections

Populati ic , .
puiScIon Service Potential constraint category l Possible changes
system states |
4 Sp—"
Awareness 2, Rapid onset of illnese !
2. PFoor parental care !
2. Poor socilal clircumstances ;
Motivation 2. Parental lack of awareness of ?
gaverity i
2. Parental apathy :
2. Reticence to uge health service ;
(especially at night) ;
2. Mother awaiting advice of husband |
Contact 2. Difficulty of communicating with - !
appropriate service (especlally at f
night) !
2. Doctors unwilling to make night callsg
Diagnesis 2. Lack eof identificaticn of "at risk"
groups® _
2. Doctors unaware of potential severity
Treatment 1. Docters not aware of potential
gsevarity and therefore not institut-
ing adequate observation and
treatment
2. Speeial investigation and treatment
facilities not universally available
Frevention 1. RSV vaccine not yet available

® Low social class
Unemploved
Poor housling
Young mathers
Family problems

Ranking of constraints. When the most important constralnts in achieving the objective for
each disorder have bheen determined they are assimilated inte a eombined sct for the whole service
under review. These combined constraints are summarized in a table where possible problem areas
in the service are set against the systematic heading under which the individual constraints had
been nated. Possihle health service problem areazs range from inadequate technology and staff
through lack of administrative procedures and organization failures to cultural factors in the
population served.

The wveral), appearance of the final table of summarized constraints shows a certaln amount of
clustering, giving an indication of the major areas of difficulty for the c¢hild health service in
the context of the specified objectives, and these can be considered as service consgtraints rather
than the original constraints which were related to individual clinical dizorders. In the child
health service it was apparent that there were two major areaz of service constralnt. There
appeared to be a group of the peopulatien which was net able to make appropriate use of the existing
gervices and there was a clear need for certaln improved procedures and facilities.
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Design of 2 new programme

The stage of the study concermed with designing proposed changes in the service is shown in
Fig. 1 by items 6.2 to 7.0,

Design criteria. Initially, a framework of the essential components of the new programme
must be established. These are design criteria derived from three main sources:

(2) the summary of constraints which demonstrated the main sreas where the service functioned
least effectively;

(b) cthe policles and programmes referred to earlier and Imeludimg the unwritten basic rules
of the National Health Service;

(e} c¢he initial boundary setting whieh indivates the framework within which the new programme
nmust be designed.

It was found that the criteria for the child health programme derived from these sources containad
a certain amount of overlsp and some inconsistencies, so an editing process was necessary.

Detailed changes in individual health tasks. Each disarder is now considered inm relation to
these criteria and changes are proposed for the detailed health tasks in the original health tech-
nolegy statements. Once this proecedure has been accomplished for all the disorders under considera-
tion an inventory of all the proposed changes is made and quantified in teyms of the staff time and
resgurces required.

In the design of the child health programme a table was prepared to group the individual dis-
orders in relation to the applicability of the design eriteria. Each of the disorders was then
congidered and chanpges were proposed in collaboration with many advisers. Additional health rasks
ware included, some were changed and some current ones were omitted. Changes were also proposed
i the estimates of staff required and children whe would receive treatment in the context of these
tasks.

Stratepy design. Once detailed changes have been made for each disorder and a total inven-—
tory of changes has been prepared it is possible to arrange the heaslth tasks (old and new) of tha
revised health technology statements inte certain logical groups of procedures. Thage are then
formalized as stratepies for the new programme and must be described in sufficient detail for those
who will be expected to implement them. These proposgals should also include Iinformationm about the
manpower invelved and the way in which the stratepgies could be coordinated within the programme,
and a schedule for their initial implementaticn.

The relationship between health tasks, strategiles and the complete programme can be summarized
ag follows:

Sum of individual tasks — a strategy
Sum of strategies ~ the programme,

The logical groupings which formed the proposed strategies for the child health programme con-
sisted of prevention, screening, assessment and treatment tasks. The treatment tasks placed par-
ticular emphasis on community aspects of treatment,

Gervice support systems. Implementation of the final programme frequently requires additional
service changes to emsure that the proposed strategies are effective. The inventory of changes
should be reviewed and any supporting tasks allocated to the appropriate support system. The pruo-=

posed child health programme was found to require a significant amount of support from the informa-
tion services, the health education system and the health serviece administration, and invelved
training changes for health service personnel.

Resource implications of propoced changes. The individual changes propoged must be assessed
for their feasibiliry and for their ewpecred cost. The P3A methed calculates future manpower needs
against present use. Present use 1is quantified uvsing the time estimates for the health tasks per-
formed for each diserder. The manpower required for the recommended changes is calculated using
the same base, thus comparing like with like. Ideally this process should be carried out using a
simple computer programme to allow a number of alternative propesals to be considered.

In the light of the resource implications it may be necessary to modify the detasiled proposals
to meet the requirements of certain remaining design criteria, such as a need fo keep changes within
certain budgetary limitations. It may alsc be necessary to change the personnel required for cer-
tain tasks, depending on the likely availability of certain categories of staff.
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In preparing the child health programme, zn additional technique for calculating the resource
implications was devized and used. The time required for all the proposed health tasks in each of
the strategies was calculated and added to the known time required for other child health gerviecce
wark not covered by the study. This made it pessible to compare the total manpower needed in the
seevice with that known oF expected to be available (as measured in whole time equivalents) and

ensured that the total implications for manpower were made explieit.

Becausc of the resource implications it was found necessary to introduce a certain amount of
selectivity into some of the screening and preventive strategies, so that the child health programme
could come within budgetary and other resource limitations. It was also thought possible te dele-
pate much of the routine dental work to dental ancillaries who could be trained more quickly than
additional dentiscs.

Degign of implementation activities. A procedure for ensuring that the proposed service
changes actually come Inte operatlon 1s part of the final phaze of the study. A timetable for
obtaining aceeptance of an agrecment to the proposals constitutes the first of the implementation
activities. These are followed by promotion of the programme to those concerned so that the pro-
posed detailed changes may be understood. The resource requirements and the support systems in=
volved must aisc be apreed because of their wider implication for other areas of the health services,

It 1z important to ensure that ail necessary tosks are completed by preparing a detailed time-
table for each of the support systems. This may include details of the creation of & new staff
category, provision of necessary bulldiags or the arrangements to be made for the definition of
cerbain prucedures and criteria. Such a timetable should include a list of the steps to be under-
taken, an estimate of the time required to carry out each step, and an indication of the manpower
roquired., The dates given on the timetable are only estimstes. The main value of the timetable
1s to give the order in whieh it is most logical to approach the various implementation activities.
Individual time schedules shculd be reviewed so that any appropriate dovetalling cam take place and
the expected timing canm be adjusted to accommodate the completion of eritieal evente in other
achedules.

In Scotland it is expected that agreement on any acceptance of this kind of programme will be
given through the Planning Council and the matlonal consultative committees.  However, it will be
important to use various chapnels other thanm just the formal ones to explaln the propesad programme
to different groups of staff concerned.

Preparation of the report

The final stage of the FP5A exercise is to prepare a report. This is5 used as 2 basis for gaining
acceptance of the propesals as well as to present the detailed recommendations. It should be pre-
pared as soon as possible after completion of the study so that the impetus of the exercise iz not
lost.
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ANNEX I1

LIST OF PARTICIPANTS

TEMPORARY ADVISERS

Dr J. Balog
Senilor Counsellor, Ministrry of Health of the Hungsrian Pecple's Republic, Budapest, Humgsry

Professer J. Elanpain
Director, Department of Hospital Administration and Medieal Care QOrgsnization, Leuven, Belgium

Professor E. Borgenhammarl
Frofessor, Health Care Administration, Wordic School of Public Health, Gothenburg, Sweden

Dr Brigitte Dirisamerl
c/o Ludwig Boltzmarm Institute for Hospital Fconomics, Vienna, Austria

Dy H. Duran=Morales
Madrid, Spain

Mz M. do Rosario Giraldes
Technical Officer, Bureau of Studies and Flanning, Ministry of Social Affairs, Lishon, Portugal

Mr D. Hands1
Kings Fund Centre, London, United Kingdom

be J.A. Indulski
Director, Institute of Occupational Medicine, Lodz, Poland (Viee-Chatrman)

Dr M, Kunzel
Inztitute of Hypiens, Vienna, Austria

Professor P. Micovic
Director, Institute for Social Medicine, Staristies and Research, Faculty of Mediclne, Belgrade,
Yugeslavia (Rapporteur)

Dr D. Pendreigh
University Department of Community Medicine, Usher Imstitute, Edinburgh, United Kingdom
(Rapporteur)

Ms Ernestina Presser
Medical College of Vizcaya, Bilbao, Spain

Dr A, Rollederl
Federal Ministry of Health and Envirommental Protection, Vienna, Austria

Professor A. Schﬁpfl
Institute of Finsnce, University of Economics, Vienna, Austria

Professor H.A. Tiddensl
Chairman, Department of Health Care Organizatlon, Faculty of Ecopomic Sciences, Catheolic
University of Tilburg, Netherlands

DPr 5. Wilfling
Director, Institute of Hospiral Eeonomics, Director-General of Hospirals apnd related Institu-
tions, City of Vienna, Austria {(Chairman)

1 Participation expenses not paid by WHO.
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D J.E. Agvall
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Dr A.A. Weber
Director, Health Information

Dr T.5. Lueulescu
Congultant, CHP

Headgquarters

Dr D.K. Ray
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