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1. Lntroduction

Over the last three or four decades all European countries have made practical attempis at
planning, steering and controlling the health sector or components of it. The early 1970s brought
an explosion of literature on the conceptual framework of health planning and management. The
actual practice of health plaaning and management, and particularly comparative studies of its
application under the different political, cultural and soeciveconomic conditions obtaining in
Member States of the Eurcpean Kegion, have received far lesc attention than the enlargement and
steady revision of planning and management theory.

The studies carried out under the suspices of the WHO Repgional Office for Europe on the
planning of health services in eight European countries between 1972 and 19772 sre one of the
very few attempts that have been made to balanee knowledge and discussion of concepts with a
description of the state of the art in practice. Mention should also be made of the report of the
1978 International Workshop organized by FPAHO/WHO and the United States Department of Health,
Education and Welfare,P refleeting health planning and methodology in 26 countries represented at
the Workshop. These regional studies date back to a time when there was, for the most part, a
favourable attitude towards planning snd management. Whether this generally conducive climate
still exists in the countries of the European Region has not been the subject of any extensive
study, nor have the praetical effects of formally developed planning and management in terms of
real achievements in health protection and health care delivery been well documented.

For these reasons, and to seek a better insight into the existing practice and experience of
health planning and management, the Regiomal Offace for Eurcope convened a special Working Group in
Athens from 26 to 29 September 1983. It wss hoped that the invited experts would provide a broad
empirical review of these issues in preparation for the European Conference on Planning and
Management for Health im 1984,

An gdditional impetus cawme from the challenge to existing health planning and management
presented by WHO's global strategy for health for all by the year 2000 (HFA2000), adopted by the
World Health Assembly in 1981. Adequate steering, managing, planning and centrolling mechanisms
are seen to play a major role as supportive measures in the pradual adeption and implementation of
this strategy at the global and regional levels,

The purposes of the Working Group, composed of temporary advisers and comsultants from 12
Member States of the Eurcpean Region were, therefore;

(1) to examime how the existing health management and planning systems in the European Member
States comply with the requirements of HFA2000; and

{(2) to identify critiecal areas in the development of health systems and ways of promoting
change.

In this context, the Group was asked to discuss:

(a) existing bhealth planning stwvctures and processes in European Member States specifically
with g view te long—term outcome and strategic planning;

(b) levels of decision~making in planning, and the balance between centralizarion and
decentralization;

{¢) the involvement of providers and consumers in the decision-making process of health
planning;

(d) mechanisms for intersectoral invelvement and leadership in health development issues;

{2) how existing financial wechanisms and budget availability meet the needs of

problem—oriented issues and programme budgeting:

4 McLachlan, G., ed. The planning of health services: studies in eight European countries.
Copenhagen, WHO Regional Office for Euvrope, 1980,

B Blum, H.L. Health planning methods: an international perspective; report of the 1978

International Workshop. U.5. Department of Health, Education and Welfare, 1979 (DHEW publication
na. (HRA)79-14042).
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(f) the consequences of management and planning for health, taking the present economic
situation into consideratioen.

The diseuwssions, results and conclusions of the worklng Group form the background material for
this paper, which is limited to discusaing the situation im those countries that were represented
at the meeting. The participants were selected on a geographical basis to ensure a balanced
representatzon of varicus parts of Eurcpe, various political systems and different patterns of
health service organization. The views expressed during the meeting were the personal views of the
participants and did not neecessarily reflect the official standpoint of govermments.

Pr Philalithis was elected Chairman of the Working Group, and Professor A. van der Werff
Vice-Chairman, Mr D. Affeld and Dr §.E. Ekeid were the Co-Rapporteurs. A list of participants is
attached as Anmex 1.

2. HFAZ000 - challenges for national health policy and national health planning and management

In the opinion of the Working Group, the broad policy basis, the strategic goels and the
majority of targets of the HFA2000 strategy for the European Region are widely accepted. However,
this general agresment does not exclude marked differences in the emphasis placed on various
aspects of the HFA2000 message in the countries represented at the meeting. For some European
countries whose health care systems ate largely centred around hospitals, the primary health care
concept seems to be the major challenge to their present health policy oriemtarion, with implieit
challenges to the existing health planning and management mechanisma. In other countries, the
concept of equity, both social and regional, seems to be the prevalent strategic challenge to their
present health policies. Other European countries are primarily challenged by the health promotion
and disease prevention aspects of the HFA2000 strategy, with the inherent consequence of
reorientations in heglth management and planning.

The HFAZQQQ European regional strategy assigns to health management and planning an important
role in launching, implementing and monitoring the processes towards achieving the HFA2000 goals.
This may mean an important challenge to the existing health policy steering mechanisms and,
EBPEC1311Y: to existing concepts of health management and planning as practised in many European
countties at present, The HFAZ000 management approach advocated by the WHO Regional Offiee for
Euzope seemed to many participants to be much better suited to political systems with a planned
economy than to countries with a market economy. For some countries, especially those with largely
autonomous non-gstate and insurance-based health service sectors, the concept of management, and
especially the planning approach presented in the HFA2000 documents, seems rather rigid. GSome of
these countries are reluctant to formulate analytically based, explicit, detailed state health
strategies, plans and objectives, Health policy development in these countries iz largely left to
societal forees and dependent upon self-regulating processes. This will have consequences for
steering, managing, planning amd conmtrolling systems that are very different from those in
countries with a central er regiemalized governmental authority.

The existing and well-estsblished national health planming and management patterns seem to
depend on broad structural organization principles and on the cultural values of given societies
much more than on the technical or medical requirements of the health sectoer. In a given country,
the health sector's ascial and economic importance may vary, a8 may its political importance.
Concepts like decentralization, consumer participation and community involvement, for example, can
hardly be adopted in the health sector alome, but muatr be part of the general framework of society,
as must the concept of the integration of the health sector with other sectors of society.

In the European context it is necessary, therefore, to define planning snd management for
health as a large variety of meechanisms aimed at modifying future developments, and not to
concentrate solely on formalized health planning and management systems. Some European countries
with little or no formalized planning machinery have achiaved at lesst the same degree of success
in health status improvement and health ecare delivery as other countries with well-developed
mechanisms more commonly associated with "planning". The Working Group expressed doubt about the
poseibility of constructing & single set of "optimal rules/arrangements" for planning and
management for health that would be applicable to all Member States of the Region. It is important
to examine further the background, the implicatiens and the achievements of alternative processes
and mechaniems.
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3. Existing Eurepean health planning apnd menagement mechanisms

A wide variety of steering, planning and management approaches to the health sector exists im
the European Region. Actual management practice varies according to the different balances between
formal planning mechanisms and more informal steering and negotiating mechanisma.

Some countries {e.g., France, the Fedaral Republie of GCermsny and the Netherlands) have only
minimum formalized planning and management systems with regard te the heglth services, In these
countries, "planning', and especially governmental planning in the elassical sense of the word, is
seen as just one of a number of possible and useful management and steering processes. State and
government agencies in these countries exert direct contrel functions in the healih secter only to
a limited extent. Policy and innovation are largely achieved through negotiations and
congensus~building processes, with the close and direct involvement of statutery insuranece systems,
users, professions, asseciations of trade unions and employers, ete. As equity of health care
delivery is not the predominant guiding issue for governmental health peolicy inm these countries,
this iz, therefore, also not a central impetus for planning and management. As a general result,
health poliey, planning and management are seldom organized according te governmental "programmes'
in these countries,

In the Federal Republic of Germany, for example, even parts of existing sectoral planning
procedures are left to non-state, autonomous agencies of the physicians and the sickness insurance
funds, Such sectoral health planning and management carried out by different agencies usually
causes significant institutienal problems of ecoordinatien. In countries with limited formalized
and little governmental health planning and management, little overall sociceconomic planning for
the whole country exists.

Dther countries have a clear legal or constitutional basis for the govermment's mandate in
health planning, management and conttelling processes. This is the case in such greatly differing
countries as Finland, Norway, Portugal, Turkey, the United Kingdom and the USSR. The formalized
health poliecy and management procedures and systems that have developed from such governmental
mandate show, in praetice, a large variety in accordance with the country's general political,
cultural and socioeconomic hackground.

There are those countries that have fully developed, many-staged, hierarchically organized and
comprehensive health planning systems within an overall naticnal sociceconomic planning system as,
for example, in the USSR.

The planning systems in Finland, Nerway and the United Kingdom are less hierarchieally
organized and place a skrong emphasis on regional or local community planning and management
respensibilities. However, even in these countries there may exist a relatively substantial and
inereasing private health care sector under little govermmental control alongside the national
health gservices, with an implicit problem of coordination.

The planning system in Norway iz characterized by the central Goverrment having general
legislative povers and steering mainly taking place by means of guidelineg and advice, whereas
lacal authorities have responsibility for planning and running services, these powers being linked
with the right to levy local rtaxes, In Finland, there is alse central influenece on loecal authority
planning amd management through strict budgetary and manpower limits set by the central Government
and through the use or size of the state subsidy as a central means of control.

Several Europesan countries are currently experimenting with their approach to health planning
and management, attempting to find solutions that are adequate both in the sense of degree and
streagth of direest political control, as well as in the sense of finding the most suitable
institutional setting for health planning and management within their political and societal
framework. Among these are the Netherlands and several countries in the Mediterranean region. In
the Netherlands, discussions have recently been initiated on the advantages and disadvantages of
either strengthening state regulation in health, with subsequent reinforcement in health planning
and management, or strengthening deregulation in the health sector by minimizing state interference
and reinforcing non=state autonomous agencies.

Some Mediterranean countries such as Greece and Italy have recently chapged fundamentally
their health poliey orientation and reorganize their health care delivery systems, with concemitant
changes in health planming. The new legislation and management structwres are, in part, explicitly
related to the strategic goals of HFA2000. Together with the introduction of a national health
service type of health care delivery, formalized systems of hezlth planning and management are
being prometed. The introduction of new management procedures, the recruiltment and education of
the necessary health planning and management staff and, simultaneously, the decentralization of
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decision-making and management t¢ the regional or local level, all require time and effort, An
evaluation of such examples of fundamental health policy reorientation will, however, need te be
postpened until the changes have been fully implemented,

The consequences of HFAZ000 strategy implementation, largely by negotiations and bargaining
among non—state autonomous agencies in countries with ne explicitly formulated health policy and
little "classical" health planning and management, would seem to call for further investigation.
Even a very sophisticated adaptation of "classical' planping and management approaches might not be
applicable in the conditions existing in these countries,

All planning and management for HFA2000, regardless of the politieal and institutional
setting, requizes & long—term and outcome—oriented approach, an integrated health care planning
concept and a comprehensive view of planning fer health that reaches far beyond rhe health sector.
The existing planning practice in all European Member States needs conaiderable, albeit varying,
development to come up to these ambitious goals.

3.1 Integrated health ¢are planning

A deliberate movement towards integrated health care plamning may be seen in all countries
favouring formalized health planning systems. Other countries, such as the France, the Federal
Republic of Germany and the Netherlands, seek some substitutive steering processes able to
compensate for over-hespitelization in the health care services and to develop a more balanced
service structure. In the Federal Republic of Gemmany, the “"Concerted Action for Health', a
legally-based forum of the highest representatives of all health-related agencies, is meant to
achieve this on a voluntary, tregular bargaining basis.

The mechanisme chesen to achieve integrated health care planning and the results already
obtained vary considerably. Finland seems to be a good example of a country where s more balanced
service strueture has been sucecessfully schieved by means of continueus and competent planning
activities coupled with relatively extensive decentralization of executive powers,

3.2 Comprehensive health planning

Comprehensive health planning, conceived as cavering both planning for health pretection and
planning for health care services in an integrated manner, seems to be in the stage of general
discussion and conceptual clarification in most Europezn countries. The members of the Working
Group could report no substantial movement towards this goal. There is extremely little practical
eXperience in this field. It appears that countries which have already achieved some successful
integration in health care plamming are most likely to extend planning activities into
health-related neighbouring fields like social services or environmental policy. Finland, Norway,
the United Kingdom and the USSR demonstrate different ways of attempting to achieve this.

A strong regional or local coumunity element in health planning and management appears to be
another aspect favourable ro more comprehensive approaches. Finland and Norway, but aleo
Yugoslavia and especially Italy, provide various examples of this, Italy is one of the very few
countties in the European Regicnm where fundameatal institutional reorientations in health planning
and manzgement have led to the local health authorities being jointly responsible for the whole
Tange of health care and large segments of social services, and for occupational and envirommental
health, 1t is teo early, as yet, to evaluate the practical impact of such approaches on health
conditions, health care, health expenditure, and health status of the population.

In their attempts to achieve greater comprehensiveness in health planning and management, the
European evuntries have different starting-points and orientations. Some attempts are directed
towards better coerdination and jeint efforts of health (care) and social (care) services, with the
middie~ 2nd long-term goal of comprehensive care planning and management to cover both the health
and the soeial field. Other attempts are more concerned with combining health and environment
approaches and thus strive for a comprehensive "planning for heslth" apnd prevention concept. The
degree to which health planning is integrated intoc comprehensive socioceconomic planning for the
whole country varies considerably.

3.3 Long~term health planning

As already indicated, long-term health plamning is under sericus doubt in many European Member
States, as iz long-term sociceconomic planming in general. This is due to queries as to the
validicy and usefulness of long~term commitments,
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Economie stringeney and instability have added considerably to a tendency, observed in many
European countries, to leave long~term planning (in health and other sectors) to continueus pelicy
discussion and formulatieon, often of the central strategic elements. This is particularly
noticeable in those countries with traditionally weak affiliations to planning.

Only very few countries in the European Region report formaslized leong-term planning as an
established health management activity. In the USSR, for example, long-term (10-15 years) health
planning, middle-range prospective (5 years) planning and annual plans are complementary within the
overall planning process for health care ressurces. In Finland and Norway, long-term strategic
planning is part of health policy development,

Some countries, e.g., Finland and the Netherlands, have just entered experimental stages in
studying alternative tools for health policy formulation, for exsmple, scenario techniques. Any
valuable assessment of the consequences for heaith policy and health planring and mansgement is
st1ll lacking.

The Group generally displayed a certain secepticism as to the utility of excessively
sophisticated, detailed and data-demanding tools for modelling and prognoses in future health
developments, There is 2 growing demand for the use of simpier techniques which might more easily
be brought into line with politiezl decislopn-making.

3.4 OQutcome planning and programming

In almost zll European countries, health plaoning and management in practice is
input/resources= and output/delivery-oriented. GSome Member States are wmaking serious attempts to
move towards outcome planning and programming. So far, experience seems ko indicate that, with
regard to special "single-issue" planning, e.g. for e¢hild health care or for cardigleogy or
emergency services, a number of countries have had positive results with outcome-oriented planming
approaches. However, serious doubts remain as to the practical value of attempting this kind of
planning on a4 mere global health-planning scale, and it remains to be seen whether it will be
introduced into routine planning within a reascnable time. No country reported the complete
integration of ocutcome programmes inteo a natiomal health plan,

3.5 Prescriptive planning and indicative planning

In some countries with formalized health planning systems, where propessls of plans originate
and the planning process starts at the local level, e.g., the USSR, the outcome of the process is
national prescriptive planming, in that plans once approved take the form and forece of law.
Countries with formalized health planning systems, but with regionalized or decentralized
governmental systems and/or deconcentration of executive power (e.g., Finland, Italy, Norway, the
United Kingdom), tend te have indicative planning at the national level. In these countries,
planning becomes prescriptive to & certain extent at the peripheral levels only.

Some countries represented anm the Working Group stressed the importance of not confusing
"health planning and management'" (only a supportive measure of the HFA2Z000 strategy) with the
accomplishment of HFAZQO0 as such. The challenge of the HFAZOO00 regional strategy vis—a-vis
national health policy and national health planning and management will largely depeand wpon:

(a} a country's given situation as regards health conditions, health status and health care
delivery systems;

(b) a country's present facilities and socioeconomic potential for change and improvement;

{¢) the sensitivity, flexibility and competence of a country's established health planning
and mznagement system;

{d) = country's national special emphasis on the strategy's main componencs.

In the Working Group, the participants from Portugal and Turkey underlined the overriding
importance of (a) and (b) whenever discussing the econtribution of plamning 2nd management
mechanisme. The major issue in health planning and management for some countries is not one of
refining the planning machinery but of achieving success in bridging the gap between plans and
implementation, goals and facilities. Participants frem other European countries, such as the
Federal Republie of Germamny, Greece and the United Kingdom, underlined the necessity of not
overestimating the role of structural changes in health planning and management. In some
countries, major reorientations may primarily concentrate on institutional, finaneial and
organizational chapges. There 15 considerable doubt abeut the degree to which effective changes in
health pretection and health delivery are connected to suech institutional changes.
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4. Balance between centralizgtion and decentralization in health planning and management

The issues of centralization and decentralization play an importaat role in the majority of
health planning and management mechanisms and systems in the European Reglon. These issues contain
an essential dilemma of value conflicts that are receiving growing attention, Basic need
origntation, innovative capacity, sufficient flexibility and community as well as user and provider
participation in health development call for hezlth plannlng and management to be closely related
to the expressed needs of the population in local communities, im regions or other "peripheral"
levels, Simultaneously, equally well accepted goals, like equity in health development for all
(social and geographical) parts of society, and the maintenance of 3 desired level of quality and
effectivencss and of commen efficiency standards, call for more centrally structured planning and
MANAZEMENt »

Given this dilemma, also inherent in the HFAZ000 strategy, various solutions - both for the
structure and the process aspects of it - have been developed in the European countries and were
described by members of the Working Group, who underlined the need not to concentrate on either
centralization or decentralization but to seek the tight balance between these two concepta. There
was general doubt as to the possibility of identifyinmg the optimum point of this balance. The
existing experience in the various European settings provides some evidence that each country's
cultural, historical and pelitical background might be the most important factor in reaching the

"eight" balance for that country. The existing administrative structure is also essential in this
respeck,

The European governmental systems vary from highly centralized structures to highly
decentralized structures with a large degree of deconcentration of executive powers. The Working
Group noted that, for a planning and management system to be truly decentralized, the peripheral
levels should have their own authority and competence, together with either independent ot
delegated responsibility and corresponding facilities for raising financial revenue. Highly
centralized systems, in these terms, are nof incompatible with decision-making processes at
peripheral levels and regionalizatisn, In this respect, the issuing of norms and standards at
republic level and the two-way flow of information and decisions in building up plams in the USSR
were quoted. On the other hand, decentralized systems, in order to maintain the system's basic
components, may need to leave key decisions to the central level,

In some countries, authority and responsibility for large parts of health care are left to a
system of self-management built around special trade and interest organizations, as for example, in
the Federsl Republic of Germany and in Yugoslavia. This type of decentralization in
decision-making, planning and management does not merely mean regionelizeticn in the sense of
delegation of povernmental executive power from the central te the peripheral levels. It means,
instead, division of power between the central and the peripheral levels and at the same time
between state and nen—state self-wanaging organizations, Starting=-points in the search for a
correct balance berween centralization and decentralization are different in the various Member
States of the European Region.

In Finland and Nerway there is a strong historical and cultural tradition of local-authority
autonomy in the organization of services, coupled with a strong politieal will to achieve social
and peographical equity. Although all the countries in this part of Europe have chesen slightly
different patrerns of organization of health and social services, the common denominator is tbat
the responsibility of the State is limited to legislation, guidance and financial subsidization,
whereas the loc¢al authorities are responsible for planning, management , administration and
finaneing through local taxation. -

In the United Kingdom, the central Government is responsible for policy formulation and
financing. Praetical planning and management are, however, decentralized through the delegation of
responsibilities and resources te fairly autonomous regional and district health authorities.

In Finland, Norway and the United Kingdom, it is felt that the balance between centralization
and decentralization has already been adequately achieved. These countries are, therefore, less
concerned with restrueturing the responsibilities at the central, regional apd local levels than
with developing the procedural mechanism intended to make the given structure work adequately.
Central government mechanisms in these countries include refined methods of influencing through
constraints like political exhortarion, contrel of eapital investments, control of genior medical
manpower establishment, budgetary limits for peripheral levels and balancing influences, such as
subsidizing weak regions or providing fimancial incentives for cooperation among regions and local
communities = all designed to ensure national social and geegraphical equity.

Some countries, such as the Netherlands, are st present experiencing a strong movement for a
basic restructuring of health plananing and management towards a decentralized system. In some
cases, the major reason for these recent developments 1s the growing difficulty of central
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governments in successfully coping with cost—development and, congequently, their wish to introduce
cost-containment mechanisms. But if decentralization only serves as an alibi for shifting
cost—contalmment responsibilities in times of economie stringeney, hardly any pesitive rtesults will
emerge in the long run.

In some Mediterranean countries which have recently implemented mew nationmal health servige
systems, concomitant decentralization has been successfully achieved already (as in lisaly) or
decentralization is in progress but will take some time for practical ressons (as in Greece).
Turkey is planning an experimental stage of decentralizatien, with some of the provincial health
directorates moving towards more autonomous health management with s much mere independent health
budget than has hitherto been the case, Decentralization in these countries may face practical
problems, partly because of a lack of leocal authorities that can take on the responsibilities of
running a decentralized system, partly because of the felt need for centralized power during the
eritical implementation stage in order teo influence key strategic elements. To introduca
local-need erientation and innovative flexibility inte & hitherto centrslized health planning and
management system will require the training and motivarion of local authorities as well as the
reorientation of central imstitutions, and this can only take place over a period of time.

Some countries with highly deceatralized or fragmented mechanisms for steering and controlling
the health sector's development are less concerned with issues and mechanisms of decentralization
as such. A much more evident development in countries like France and the Federal Republic of
Germany is the introductien of complementary centripetal forces into a basically centrifugal health
system. Such reorientations are particularly difficult in countrties with 8 censtitutionally based
tradicion of atrict federalism and extensive professional and insurance-based self-govermment in
the health service sector. The most powerful issue in favour of bringing in such, albeit
restricted, new concepts of health planning and management has been the need for overall budgeting
and budget planning for health within a balanced intersectoral socloeconomic development, Bringing
in such centripetal mechanisms hss been the urgent answer to problems caused almest exclusively by
cost—development and cost-containment needs. Thus, the above-mentioned "concerted action” has been
the most demonstrable innovation in hezlth management in the Federal Republic of Cermany.

A closer look at the basic festures of centralization or decentrzlizstion ir health planming
and management reveals majer and important differences within the systems of European countries.
Health planning and management at the national level, largely concentrating on the hospital seetor
(in France and Portugal, for exsmple), has left considerable room for regionalized planning and
management in primary health care. Fragmented health management (as in the Federal Republic of
Germany) is complemented by more centralized planning and management with regard to the delivery of
specialized health services, e.g., cardiolegy services and the care of seriously burnt eor
intoxicated persons.

In a2 number of countries, the problem of optimal decentralization also raises the question of
establishing adequate criteria for the identification and practical demarcation of regional and
local units., BSuch questions are even more difficult in countries where there are extreme
differences in the geographical distribution and density of the population., Cultural entity,
political or administrative boundaries, and critical size of population in relation to econemic and
financial capacity are all important criteria, but there are no optimzl solutions. The Working
Group expressed serious doubt whether decentralization in health planning and management alone
would be viable in any country without a general tendency towards decentralization in the seciety
of that country as a whole,

Whereas empirical evidence concerning the right balance between centralization and
decenttalization in the Eurppesn Region varies, it 1s almost exclusively related te the narrower
concept of health care planning., HFA2000 requires a major step towards "planming for health" which
goes far beyond health care or health rescurce planning that may induce g re—exsmination of
decentralization concepts. Planning for health must necessarily involve some responsibility,
management and regulation at the central level, for example in water supply and sanitation, air
pellution, seil protection, housing and sgriculture, Recently an inereasing number of authors have
expressed doubt whether local, regional or even natienal initistives alone are sufficient in these
fields. A pumber of topical health problems call for national or transboundary solutions,

5. Involvement of users, providers and decision—makers; community participation in health
planning and management

The invelvement of users, providers and decision-—makers as well as community participatien can
contribute considerably to the responsiveness of health planning and management to local needs. It

will induce the flexibility needed to sccept new spproaches and will strengthen the community's,
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the users' and the providers' contributions te health protection and health development. This is
why HFA2000 calls for direer and active involvement and participation in the planping and
management processes, not only for reaction to plans already implemented,

Active involvementr and participation will thus entail a dialogue among planners, users and
praviders on pricority-setting and evaluation in order to achieve consensus snd collaberation in
haalth planning, It will further mean the deliberate development of the community's own motivation
and capacity to implement health-related activities. For thesa Teasons, there was general
agreement within the Working Group that participation and involvement will to a large extent go
together with decentralization, Both aspeets inm health planning and management share the same
dilemmas and value conflicets. If unbalanced, involvement and participation ecan lead te increasing
inequities between regions or local communities. They may lead to unlimited or unrealistie local
health demands or to technically, as well as economically, inefficient solutions if not balanced
with the planners' professional, though perhaps sometimes technocratic, knowledge. The present
difficulties in many European countries with regard to hospital planming (both in planning and in
building new hespitals, and especially in elesing down hospitals rhat are no longer necessary) were
attributed at least in part to such negative aspects of local or regional alliances of community
decision-makers, users, providers and pressure groups. According to the type of decision—making
and planning levels in a given system, various forms of participation by communities, users and
providers exist in all countries in the European Region. In countries such as France, the Federal
Republic of Germany and Yugeslavia, a strong direct user/provider compoment iz 2 basic feature of
the systems of health service self-government, The same applies to community participation in
countries with very marked regional and local decentralization of health service syatems, such as
Finland, Italy and Norway. In Finland and Norway there is a statutory obligation for continuous
consultatioen 2t 2ll stages of planning with tepresentatives of the professions, health workers and
representatives of the community and voluntsry organizations before political decisions are made by
the relevant local or wegional elected bodies on approving and implementing the planning
documents,

Some countrigs with a stromg central governmental role in health planning and management, but
with a largely decentralized health planning process {the United Kingdom, for example), have
developed mechanisms of structured partiecipation, invelvement and expert advice at all levels.
Special committees are established to provide & balance between technical expertise and unfiltered
lay opinien., A general tradition of compromising and consensus—seeking is seen to be the major
prerequisite for the practical use of such difficult and time—consuning mechanisms.

Countries with basically centralized health planning and management systems have developed
different mechanisms te incorporate community participation and involvement of users and
providers, 1In the USSR, for example, the direct local expression of satisfaction or
dissatisfaction with services and planning outcomes, special committees to deal with such
complaints and representation by people’s deputies are seen ss effective means of participation and
involvement.

Special attention to the minimum prerequisites for meaningful participatien seems to be
necessary in countries like Portugal and Turkey, whieh have a traditicnslly centralized system and
concomitant large social and geographical differences. If the size of the respective areas, the
educational standards of the local population and their readiness to express needs apd preferences
do not favour adequate participation, the danger of an unwanted takeover of the process by pressure
groups must be kept in mind and may need to be counterbalanced.

As with decentralization, changes leading to more participation and invelvement in health
planning and management may need considerable time if initial conditions are unfavourable. Thus,
the time and emergy spent on achieving participation must be carefully balanced with the effozt
expended to meet the urgent need for a rapid improvement of health, partieularly in seme less
developed rural areas,

A number of Eurcopean countries have long-standing experience with health councils as a type of
participation forum, especially at the mational level. In many cases it seems doubtful whether the
usually high-ranking representatives chosen for or elected to such councils really can be regarded
as advocates of the needs and interests of local communities, users and practising providers.

Participation and involvement in health planning and management are given a legal basis in
some countries or are jn the process of being introduced in the regulations. All countries Tepart
2 strong tendency for such formalized participation mechanisms as the sbove-mentioned health
councils either explicitly or implicitly to strengthen the existing powerful position of the
providers and the medigal professzions.
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In most European countries, the providers are traditionally well organmized and exert
significant pressure on health policy, planning and management up to the highest goverameatal
levels. On the other hand, organized and powerful user groups scting as a counterbalance through
participation and involvement are largely lacking in many countries. The insurance-based systems
are Lo some extent an exception, since the insurance agencies are often owned by the users.

Until now, only very few European countries have a strong consumer movement with aceess to
governmental health policymaking, Finland perhaps being an exception. In that country, and in the
Netherlands, the process of preparing 3 special patients' rights bill has been initiated.

In some countries, e.g., Finland, the Federal Republic of Germany, the Netherlands, Norway,
the United Kingdom and the USSR, the trade unions play an important role in mediating the users',
and sometimes also the providers', interests vis-i-vis the local, wegional and national health
pelicy and planning processes. In addition, some countries, such as the Federal Republic of
Germany and the Netherlands, have traditionally had a very strong component of important and
powerful non-state welfare organizations, especially in the health sector, as was formerly the case
in Finland and Norway; in these two countries the role of such organizations was diminished
greatly with the introduction of the Scandinavian welfare-state model, Ameng the characteristic
features of these welfare organizations is the participation and invelvement of the churches; 1in
general, they exert a remarkable influence, especially in the fields of heospitsl planning, the
ambulant health services and home nursing services for the handicapped and the slderly.

The notion of the participation and involvement of users, providers and communities as
constituting an impeortant element in the HFA2000 strategy is basically acecepted in the European
context. It inevitably means the introduction of an even greater complexity and difficulty inteo
bargaining, negotiation and consensus formulatieon than that already inherent in health planning and
management, The ambitious goals of the RFAZ000 strategy require that the time and resources needed
for active user, pravider snd community invelvement should be made available, and precautions
should be taken against the tendency, already experienced in some Member States, for participation
to end up as yet anothar set of bureaueratie mechanisms.

&, The multisectoral approach to planning for health

Health protection and health development are major objectives im all countries of the European
Region. The health sector represents the structural form given ro that function within a country's
overall saciceconomic organization. Thus, the health seetor may be perceived as one of various
sectors which are working towards different objectives aimed generally at the welfare of soeclety as
a whole. Besides the health sector, various other sectors play sn impeortant role in fostering
better gonditions for health, although they are usually net explicitly centred around heslth
development goals and values, The different sectors have, in all European countries, a
considerable degree of autonomy. They have their own guiding principles and their respective
mechanisms of steering, financing, planning and management. Thus, nultisectorality is a key issue
of the HFAZOOO strategy, in the sense of making the relevant seetors give their best possible
contribution to improving health conditions and health status,

In the Member States of the European Region, the health sector itself covers a wide variety of
health-related activities. There are marked differences in the range and extent of activities
conceived to belong to this sector and in its organizational design. Environmeantal and
occupational health, demestic hygiene and accident prevention, food safety and the care of the
elderly are common examples. Experience throughout the region shows that the actual design of the
health sector depends on general policy and on persemns rather than on rational planning and
management principles. Last but not least, the environment, labour and soeial security, although
viewed in many countries as sectors of equal impertance to health, seem to be regarded by many as
fields that lend themselves more successfully to policy implementation and organization.

Eurgpean countries provide evidence that s wide range of health-related responsibilities are
deliberately included in, or excluded from, the functions of health ministries. En addition, the
field of health seems to offer itself readily to organizational combinations with numerous other
fields as, for example, social welfare and security, youth and family affairs, eculture, education
and sporrs, internal affairs, envivommental proteectionm, labour, etec. In a numbar of Eurgpean
countries, continuity in the organizational background of the health sector and health policy is
lacking, Health responsibilities seem to shift easily from one ministry to another, This
widespread axperience ¢asts some doubt on the capacity of the health sector to compete successfully
with other sectors when 1t comes to expressing organizational power. In the Federal Republic of
Germany, Greece, the Netherlands, Norway and Yugeslavia, for example, national health ministries
have faced a graduzl ercosion of responsibilities, especially with regard to oeceupational and
environmental health, during the last couple of decades.
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The fact that in several European eountries health is lipnked under the same ministry with
environmental protection, welfare or social serviees should not neeessarily be interpreted as proof
of attempts at integrated planning for health, or of political aceeptance of the advantages of such
integration. Such examples, insread, demomstrate the neecessity of an approach going beyond simple
organizational techniques to overcome the obstacles to integrated multisectoral planning and
management for health.

Furthermore, in a number of Member States the organizational design of the health sector cam
vary considerably at the different governmental and administrative levels. Thus, environmental
protection may not be linked with the health sector at natiomal level, but it may be part of the
bealth administration at the regiomal or local level. On the other hand, certain social services,
for example, may be part of health pelicy at the central level, but may he part of a largely
independent social administration at the regional or local level.

This variety in the actual organization of rhe health sector and other health-related
activities explains some of the differences in the scope of health planmning and management in the
European Region, and it is one important starting-point for a description and evaluation of ongoing
attempts to attain 8 multisectoral approach in planning for health. Such attempts seem Lo range
from "integrared planning" snd "coordinated planning” to "cooperative plapning” for health,

Existing mechanisms for health planning and management in the Curopean countries ave faced
with a different kind of experience that goes beyond organizational power structures when trying to
indulge in multisectoral approaches. Ln a number of Eurepean countries, the medical paradigm at
the very core of classical health policy and health care delivery is under increasing discussion.
There is growing scepticism as to the equalization of health and medicine. The HFA2000 strategy of
planning for nealth if wrongly understood may even setve to widen the gap between, on the ome hand,
health protection and develepment and, on the other, the contribution of the classical medical
field to the goal of improving the health status of the population.

Health policy, health planning and health msnagement have generally stood for a rather narrow,
classical eure- and care-orientation. There is growing reluctance to adopt a new multisectoral
approach if this means, basically, the medicalization of nommedieal but health-related fields,

Such teluctance is heightened when classical health policy and planning seem unable in their own
fields of responsibility to cope successfully with their problems and te steop health expenditures
from rising beyond the possibilities of balanced economic development. In many European countries,
this actually seems to foster a vedefinition of the elassical health gector's role in society, from
a leading to a more advisory rele or to a dialogue with nommedical health-related fielde. Thus,
multisectorality in planning for health should strive to be at the same time beneficial both to the
¢classieal health sector and to the other sectors invelved.

Almost a2ll Eurgpean countries admit value conflicts amd basic differences in professional
background as important obstacles to successful multisectoral cooperation. Multipreofessionalism is
one of the underlying problems of multisectorality. An open debate on professional bias,
especially in combination with active public involvement, could overcome excessively medicalized
problem=formulation and open the way for multisectorsal problem—formulation as well as
problemsolution,

In 2ll Member States of the European Region, the problems of restricting health policy to =
rather narrowly defined process of care delivery and financing are becoming more and more evident.
There iz broad general agreement on the need for a multisectoral approach but, with very few
exceptions, practical propesals, not to mentionm experience and generakl evidence, are largely
lacking, if one analyses the multisectoral collaboration aiming specifieally at improving healch.

Those countries in the Region which have some overall sacioceconomic planning, e.g., Finland,
Greece, Norway, Portugal and the United Kingdom, appear to have a broad framework for the
integration of health policy into general development goals. The integrative aspect seems to be
strengthened when national plans contain short- and mediumterm financial implications for the
health sector. However, except in countries with centralized econmomic planning (e.g., the USER),
national sociceconomic plans generally contribute little to the achievement of multisectoral
plannlng for health, approached from a policy po;nt pf view. Conversely, in most cases the health
sector is reported to play a relatively weak rale in the national seciceconomic planning processes
of countrias regardless of management systems,

In Finland, where health has been a prigrity field during the last ten years, attention is now
shifting to the social field. ™Hidden health aetivities", especially in agrieulture, traffic and
envireomental policy, have received special attentiom, Health policy, health planning and
management have largely abandoned over- ambitious aspiratioms to formal coordination, integration
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and leadership. They have, instead, restricted themselves te a more modest advisory tole within
the given power distribution concerning health-related activities. This, in combinatien with
compelling evidence of cost—effective internal cooperation among the various health care services,
has added to the acceptance of advisory capacities in a broader spproach to planning for health.
Value eanflicts between the different sectors are seen to be stimulating and fupctional, in that
they eacourage open political debate about the place of health in society.

In Norway, 2 multisectoral planning appreach has brought the health sector together with the
agriculture, fishery, trade, finance and other sectors in the formulation of a national nutritien
policy which underlines the health aspects of such a poliey as its most important objectives.

In countries such as France, the Federal Republic of Germany and the Netherlsznds, sutonomous
societal forces snd, basically, market principles largely determane developments within and between
broad sectors of society. Thus, the governmental mandate and the possibilities it has of steering
the health sector in these market economies are much more limited than in countries with a higher
degree of formalized governmental health and general sociceconomic plenning. MNevertheless, this
has to seme extent led to well—developed occupational and environmental protection policies besides
"classical” health poliey. Social services and the health care delivery system are of a comparably
high standard in these countries. To relate these developments, however, to a clearly structured
planning and management process, to an explicitly formulated health poliey and to the deliberate
adoption of a multisectoral approach would be mizleading., These countries face some difficulties
with the concept of an explicit multisectoral approach to planning for health. The {(unintentional)
multisectorel practice in these countries seems beneficial, in that budgetary disputes are not
necessarily restricted to internal diszputes within a fixed health budget.

The Working Group formulated a oumber of propossls regarding practicsl appreaches and
improvements in multisectoral planning fer health:

a strengey involvement of the general public in diseussing health and general policy issues;

education and motivation of both health sector personnel and key persons from other sectors in
mulbisectoral management techniques;

multisectoral research in comprehensive planning for health;
reinforcement of all types of govermmental coordination mechanisms.

Some countries have had positive experiences with multisectoral training and research
approaches, sufficient at least Lo arouse interest in multisectoral collaboration. Apart from
information on the costs of this proposal in terms of time and resources, evidence relating to the
final results of major changes in approach is very limited.

All countries have different traditional mechanisms and struetures for intersectoral
collaboration. In mest cases, they may even be laid down formally in the govermments' or eother
agencies' standing orders or regulations. Some of these standing orders pay special attention to,
and lay down special mechanisms for, overall coordinatien for certain functions such as
sefeguarding economic or finaneial stability or ensuring environmental protection. This means that
any activity substantially affecting these functions has to be formally announced to and approved
by the ministries for economic affairs, financia)l affaits or the environment respectively. Most of
the Working Group's members reported that their countries did neot have similar statutory mechanisms
for health protection involving, for instance, approval by the health ministry of activities
potentially detrimental to the health of the population.

Normal governmentzl coordination procedures are not thought to be capable of bringing about
the necessary changes leading to multisectoral planning for health. WNevertheless, a bhetter use of
existing structures, better identification of "hidden" activities in the different sectors of
sociefry and deliberate support for sueh activities seem more promising ways forward in most Member
States than attempts to create new mechanisms for multisectoral involvement that are controllad
mainly by health ministries or other health agencies. Recent experiences indicate that many new
tultisectorally-oriented councils and committees are artificial addirions to existing steering
mechanisms and therefore have little viability.

In almost all Member States there is growing evidence that a multisectoral approach to
planning for health is considerably eased, and in some cases even forced, when the respective
agencies are faced with immediate health problems of a very obvious iatersecteral nature, for
example, malaria eradication, drug abusge, and food or water pollution. This can be an entyy-point
for more general long~term multisectoral invelvement in comprehenaive planning for heaith,
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Some countries, however, seem to have had experiences of such urgent single-problem
multisectorality being restricted to this kind of problem. Programmes in, for example, children's
health or the care of the elderly, designed to improve the health of certain socioeconomic or age
groups, might be more suitable fields for combining short—term concrete problem solutions with a
longer~term multisectoral approach. The United Kingdom, for example, streangthens this peositive
effect by granting extra money from higher levels as an incentive to cooperative approaches by the
different health and social services secrLors.

Other countries face problems with this approach because segmentation at the central level is
carried through to the local level. The most common example of this is when cooperative planning
for health and social services is eomplicated by vertigal separatien of ageacies from national to
local level, Whereas Finland and Norway have a tradition of aveiding such separation, it has not
been a commen feature in mest other Buropean countries. A similar change has recently occurred in
Itay. With the recent introduction of a new decentralized system of health planning and management
in that country, the local health authorities are now combining all classical health care
responsibilities with responsibilities for oceupational and envirenmental health and alsoe for the
social services. Those Italian repions that have already gained practical experience with these
new arrangements report a marked increase in multisectoral getivities. This development is
attributed largely to the coincidence of direct need and problem orientation at the local level, to
the mecessary broad coverage of political, planning and management responsibilities at the local
level, and Lo autonomous local decision—making.

7. Planning for health and financing

In the European Region the variety of fipancing mechanisms, budgetary processes and pricing
procedures reflects the various countries' peneral govermmental features, i.e. state influence or
free market principles, centrtslization/decentralization, ete. Existing regulations frequently have
to cover the following basic issues:

- from where do the resources come?
~ whal resources are available?

- to where do the resources go?

- how many resources are needed?

- what mechanisms are used to mediate between rescurce demand/need and resource availabilicy?

- what mechanisms are used to steer the processes of resource raising, distributing and
spending?

- what mechanisma, if any, are used to regulate the demaad for and use of services (i.e.
pricing)?

These regulatiens have the most signifiecant influence on:

- the overall amount of resources available for health development purpeses (i,e. the national
health queta);

- explicit or implicit priority-setting in the distribution of available resources (i.e. formal
national health budgets);

- the relative rigidity or flexibility of resource allocation and consumption patterns (i.e.
special healch programmes); and

the complementary mechanisms for steering demand and the use of services (i.e. pricingl.

Thus, different financing mechanisms have fundamental iwplications for the implementation of
the HFA2000 strategy. Operational planning and management wall either be largely dependent upon
these existing regulations or it may influence their future development.

In some countries, health expenditure is financed by the steate budget, and in the majority of
thase countries the source is general taxation, with no spacial earmarking for health purposes.
Whether the budget is a formally integrated health budget or not, health expenditures have to be
steadily fought for and justified in the budgetary struggle with all other societal and state
sectors. Under these conditions, experienced in many countries of the Regien, e.g., Portugal,
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Tuzkey, the United Kingdem and the USSR, the final result of this political process will largely
depend on the importance attached to health in a given society and to its organizational standing,
and this seems to vary comsiderably, In some of these countries (Yurkey, for example) there are
attempts to create extra funding mechanisms in addition to the governmental health budget as a
gsupplementary and mere flexible system component.

Other countries traditionally finance the largest part of their health expenditure by means of
nongovernmental, autenomous insurance systems that use clearly earmarked contributions for health
service programmes only., Financially, the health seetor in these countries {(e.g, France and the
Federal Republic of Germany or, in different terms, in Yugoslavia) is largely independent of state
budget developments and competition for funds, and experiemces a high degree of budget stability.
However, these independent cost-development processes have come under major criticism in the
countries concerned because they are becoming inereasingly out of balance with the overall
socloeconomic development. During the past faw years, cost containment has become the overriding
health policy issue in these countries. BSome types of substitute budgetary ceiling mechanisms have
bean introduced.

Italy has recently undergone a fundamentsl change from insurance—based financing of health
services to financing principles that are largely taxation— and state-based. Creece is at present
facing this same chapge, with the transformation of the various earmarked contribution funds of
insurance systems inte one national health budget and a conecomitant deliberate increase in health
expenditure. However, attention is paid to controlling and ratienalizing such expenditure and
especially to keeping the state contributien within acceptable limits.

In Finland and Norway, health and seocial services are financed by state grants frowm social
insurance, together with local authority general taxation. This has led to & decentralized health
planning and management system with stromg community invelvement, backed up by financing principles
adequate to the key compenents of the system, Central-level influence in this system seems to be
sufficiently guaranteed by mechanisms for controlling the size of the state contribution, for the
contrel of manpower resources and for the state control of larger-sczle investments, e.g. approval
of loans from the State for capital investment in hospital buildings.

The geogrzphiczl allocation of ressurees plays a erucial role in all Member States with
cantralized health policy-making and planning mechanisms but with largely decentralized pperatignal
planning and management, e.g. the United Kingdom and the Nordic countries. Special "formulae" for
the equitable distribution of resources te the various regionmal units according to ebjective
criteria (without further earmarking) have a long tradition in some countries,

Integrative health budgeting at the national level, especially that covering such classical
fields as hospitals and primary health care, but in some cases extending te preventive,
occupational ané envirommental health services as well, exists in some countries, e.g., Finland,
Norway, the United Kingdom and the USSR. Experiences with regional integrated healch budgets, and
sometimes even attempts to standardize the mechanisms and format of such regional budgets, as in
the United Kingdom, are rather recent.

Ocher European Member States are reluctant to integrate health sector budgeting and have
qifferent and rather independent sources for finmancing wvarious branches of the health sector. Such
is the case in France, the Federal Republic of Germeny and the Wetherlands. Up £ill now there bhas
been little comparative evidence regarding the advantages and disadvantages of an integrated budget
or a segmented financing approach as far as the final regults of introducing and Tunning the
different services connected with "planning for health" are concerned. No member of the Working
Group reported the existence of an integrated programme budget for the health sector as a whole, or
the existence of a programme budget mechanism spelling out clearly outcomes which are expected to
result from the regources allocated,

Countries which place special emphasis on the private delivery of health services within a
health insurance system, such as Framce, the Federal Republic of Germany and the Netherlands, have
recently been forced to introduce or strengthen mechanisms for controlling prices, and the overall
consumption of medical services. The capacity of such price regulation and control of consumption
te serve as major components in health planning and management in a way that is adequate to these
countries' basie asystems has not been sufficiently explored at the national and international
levels.

In the opinien of the Working Group, financing mechanisms will comtribute considerably to the
implementation of the HFA2000 strategy and make adequate planning for health mere casy 1f they
serve the following principles simultaneously:

e s b
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(a) they should be in line with the general organization of the State and society, and with
the particular features of the health sector;

(b} they should promeote flexible health policy fermulation and implementation, setting out a
sufficiently stable framework for medium~term health planning and management;

{c) cthey should enable consistent priority-setting within the health sector;

(d} they should include incentives for sectors other than health to contribute to health
development to the beat of their ability;

(&) they should contribute to an adequate balance between centralization and
decentralization, and between direct community invelvement and technical expertise;

(f) they should strengthen geographical as well as social equity in health development;

(g} they should guarantee that publie and private resources are used in as cost—effective a
manner as possible; and

(h) they should sllow health programme ocutcomes to be linked to resscurce allocation.

8. Planning for health in a period of economic stringemcy and instability

The majority of Member States of the European Region are at present passing through a period
of economic stringency, with zero or even nagative growth tendencies in some casea. There is
widespread doubt among economists as to whether this 1s just a short intermediate phase or the
beginning of a loager—lasting basic situation in many national economies. Health expenditures are
graatly affected by this situation, as evidenced by cost—containment policies, sharp restrictioms
on the growth of health budgets, and even cuts in health budgets in a number of countries. Thia
rather restrictive framework makes it impossible to cope with the sritical health development
referred te in the HFA2000 document by simply increasing health budgets. There axe a few
exceptions of continuing deliberate health expenditure growth in spite of economie stringency in
some Member States, as, for example, the case of Greece quoted above.

Experience in most European countries shows that ecomomic stringency, sometimes coupled with
economic ingtability, exerts serious pressure on meaningful planning approaches. Such pressure may

be inversely proportional Lo a country's general economic strength as, for example, in Fortugal and
Turkey.

In some ¢ountries, conditions of economic stringency have favoured planning and financing
models that tend to transfer some of the health expenditure burden from public or semi-public
financing t@ private households. Sueh a privatization tendency does mnot uaually help teo induce a
debate on priorities in health care delivery which, im turn, might foster the ideas of HFA2000;
rather, it may threaten basic equity goals in the HFA2QQ0 ztrategy.

In some other countries, economic stringency has brought about a strictly budgetary
cost-contzinment model that concentrates exclusively on overall budget ceilings cor budget cuts and
leaves priority decisions concerning the different branches and services of the health sector to be
made through bargsining within the different interest groups of the sector., This will lead to a2
reinforcement of the classical, medigally-based healrh care services and thus strengthen the
existing structure, New developments and investments in health promotion and disease prevention
might be postponed as they offer few short—term rewards. Strictly budgetary cost containment ¢ould
thus be an gbatacle to the implementatien of HFA2000.

Although economic stringency has basically negative effects on health planning and manapement,
it may afford nmew opportunities for strengthening the primary health care strategy if deliberately
used for this purpose, and may thus at least have positive gide effects. Whether it does so or net
depends on a country's health policy and the reaction of planning and management bodies to economie
pressure.

Under certain conditions, economic stringency tends to underline the urgent need for
substantive pricrity-setting, planning and management for health. Linked with the need to
introduce some ceiling on health expenditures, this can lead to a more outcome— and
problem-oriented approach in line with the general goals of HFA2000. Such a development could
contribute considerably to planning for health by encouraging the optimal use of given resources
and even teallocations between different sectors.




Ice/sbM 028(1)
G054L
page 15

Economic instability poses an even greater threat to meaningful long-term planning, especially
in the area of resource and service planning. Under these circumstances, countries with
well-developed comprehensive planning and financing systems may be obliged to devote specizl
attention to the flexible use of instruments and to shorten the timescales of their planning
endeavours.

Those Eurepean countries which faveur pluralistic batpaining models and little formal planning
seem to be still using a comparatively high share of the gross mational product for health
expenditure than others. 1In a period of economic strimgency and instability, the health sector as
a2 whole must prove that it has done its utmost to contain health expenditures; otherwige, the
opportunity to retain its share of the budget and launch new aetivities in the preventive field
will be threatened. JXn this context, international staristical comparison will play an important
role and could be significantly enlarged.

9. Conclusions

{1) Within the various health systems of Member States in the Eurepean Regiom, planning and
management carry different weight. If planning is seen as systematic action taken to modify the
future, then virtually all countries develop planning, although the timescale may Vary; moreaver,
the mechanisms used and the degree of formalization are extremely diverse.

(2) All Member States endorse and sre ready to develop national health poliecies or guidance,
However, the translation of this guidance into formalized planning documents has not always been
productive or feasible in countries organized on free market principles,

(3) WHO's HFA2000 documents, although setting out 2 flexible framework, do not seem Lo answer
adequately questions related to managerial aspects of the health system encountersd in nen-plannad
market economy systems. Lt would be timely and relevant for the WHO Regional Office for Eurcpe to
i1l this gap.

(4) Comprehensive outcome—oriented planming for hezlth of the type required for the implementation
of HFA2000 still needs to be given further conceptual but practically-oriented foundations. This
is especially difficult to achieve during periods of economic stringeucy and instability.

Sclutions to this problem are not easy, but at least in some countries it would be beneficial to
{a) concentrate on strategic elements, (b} increase the responsiveness of the managerial approach,
(g¢) decentralize, and (d) evaluate the process continucusly.

{3) Decentralization, i.e. the delegation of power and resources, is essential for greater
responsiveness to needs and for flexibility and innovation. However, intermediate and peripheral
levels may lack adequate parsonnel and training. To be effective, decentralization in the health
sector gshould be in line with decentralization in other administrative sectors. Whatever the
degree of decentralization, the central authority must be able to fulfil certain tasks of
coordination, facilitate the introduction of health objectives pertaining to the national level,
and ensure interregional development towards equity.

(8) To achieve a more effective response to the demands of the individual and the community, and
to make planning mechanisms more acceptable, more attention should be paid te encouraging greater
involvement on the part of users, providers and decision-makers. Forms and procedures wvary,
depending on the administrative level and the societal features, However, the need for more active
involvement of this kind is definitely perceived throughout the Region. It is particularly
impertant that direct participation and involvement should not be replaced by artificial mediating
mechanisms, i.e., representatives, pressure groups, politriciams, ete, By allowing planners to work
in isolation one could well assist in the return of technocratic planning which has lietle
influence on decisions and is received with dissatisfaction by consumers,

(7) Multisectoral collaboration is, in terms of structure and process, a eritrical issue in
HFA2000. Ia the European context, sectoral development is coordinated threugh legal, pelitical,
financial and sdministrative channels; nene of these mechanisms is specific to the health sectar,
In some countries, health planning is part of sociceconomic development planning; in others, less
structured means of intersectoral marketing negotiation are used. Whatever the system, it is
important to reinforce multiszectoral coordimation and to be careful not to create artificial
structures. The variety of organizational patterns for the health sector snd related policy fields
leaves little raoom for valid generalized guidance on this issue. A thorough analysis of the
existing mechanisms for coordinating the various protageonists and structures in the field of health
mechanisms that are semetimes hidden in administrative and political webs characteristic of the
European setrings, was deemed most appropriate. The WHO Regional Office for Europe sheuyld take the
initiarive in the development and evaluation of practical spprosches to multisectorality.
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{B) Leadership in multisectoral spproaches is diffiecult; should the present health care system
take the lead it is necessary to be aware of society's growing reluctance to accept an
overmedicalized view of health., Multisectorality in planming for health should be beneficial beth
for the classical healrh sector and for the other sectors inmvelved. It shauld be seen as a two-way
process, with fewer lesdership gspirations and an acceptance of competence on all sides. 1In many
cases, the competence of the health secter in planning for health calls for improvement. Research
activities, the training of health and other persomnel and practieal work in multiprofessional
teams with a view to solving multisectoral problems seem to be necessary.

(9) The various financing systems and the existence or non—existence of budgetary processes and
pricing procadures in the health field reflect the Europesn countries' general govermmental
features, These differences seem to have major implications for the implementation of HFAZ000,

when one seeks to link financing te programmes and objectives expressed in terms of improvement of
health status.

The variety of sources in health finasncing and of mechanisms for cost-control are obstacles
formulating valid general guidance in this Tespect. As a matter of primciple, financing sheuld:

{a) respect the general organization of state and society;

(1) ensble flexible policy formulation and implementation;

{c) promote decentralized and multisectoral approaches to planning for health;

{d) puarantee the use of public and private resources in a cost-effective manner; and
{e) allow health programme outcomes to be linked to resource allocation,

The exchange of experience on the mechanisms and effects of budget-setting procedures in
health plannlnE and management should be given special emph3515 by the WHO Regional Qffice for
Europe, in cellaboration with other internatieonal agencies.

(10) Conditions of economic stringency and instability have baslcally negative effecta on health
planning snd management, but they may have positive side effects in certain cases, favouring higher
cost-effectiveness, health prometien and prevention as well as primary health care,

Economic stringency should not wmerely lead to a transfer of health expenditures to private
households or to undifferentiated budget ceilings or budget cuts, It ¢am act as a challange,
paving the way for substantive priority-setting, planning and management in line with the goals of
HFA2000. Economic instability makes the long=term planning of resources and services more
difficult., Flexible and very responsive mechanisms should be designed by each country se that
health goals may be met iu the long term. Emphasis on strategic elements in long-tewxm planning may
wall be a response to the problems caused by instability.

(11) The Working Group considered that, within the framework of gemeral guidance, activities and
guidance more specific to the European Regieon should be developed by the WHO Regional Office for
Europe. In particular, country projects should be encouraged, and it would be advisable to
intensify the assistance offered to individual Member States when new health pelicies are degigned
and implemented, in line with existing settings and taking full advantage of them. Comparative
analysis and joint learning in health planning and management are felt to be more stimulating if
they are concentrated on countries with similar problems, mechanisms and seciocultural
backgrounds.
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