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MONITORING THE STRATEGIES FOR HEALTH FOR ALL
BY THE YEAR 2000

Common Framework: Monitoring (CFM)

1986
ENGLISH

Member Stares have agreed to monitor periodically the progress in the
implementation of their natiomal strategies for health for all and to
evaluate their effects in improving the health status of people, using
approprlate indicators to this end. Based on a commen framework, Member
States undertook to yeport on the monitoring of progress ia the
implementation of their strategies for the first time im 1983, and to
report on the evaluation of the effectiveness of the implementation in
1985. This revised common framework is intended to assist Member States
in collecting and analysing relevant information for wmonitoring further
ptogress in the implementation of thelr national strategies for health for
all and to report to thelr reglonal committeses in 1988, in accoerdanmce with
reselution WHA39.7  (1986). The monitoring of progress 1In the
implementation of the Global Strategy for Health for All, which will be
based on the findings ar national and regional levels, will be reviewed by
the Executive Board and the World Health Assembly in 1989.

This document consists of twe interrelated parts. The first part
coutains the main items and perrinent questions which Member States should
explore when wmonitoring their strategy and should address in their
national reports. The second part consists of an annex with brief
explanatory notes which help to clarify the items and questions contained
in the First part. A list of references has also been included on page 6

which may be consulted 1f further information is needed.
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INTRODUCTION

1. When Member States unanimously adopted the Global Strategy for Health for All by the
Yesr 2000 (resolution WHA34.36, May 1981l), and the Plan of Action for implementing it
{resolution WHA35.23, May 1982), they agreed to monitor progress in the implementation
of their national strategies and to evaluate their effect in improving the health starus
of the people, using appropriate indicators to this end. Member States further apgresd
to establish at the earliest stage a process of wmonitoring and evaluation that was
appropriate to their needs as part of their managerial process for national health

development.

2, The World Health Assembly decided to monitor the progress and evaluate the
effectiveness of rhe implementation ¢f the Strategy at regular intervals, propesing that
reports on progress be reviewed biemnially by the regivnal committees, the Executive
Hoard and the Health Assembly and that, every six years, an assessment be made of the
effectiveness and impact of the Strategy at national, regional and glebal levels,
Member States initiated the process with a first repert on the monitoring of progress in
the implementation of their natiomal strategies in 1983 and with a first report on the

evaluation of the effectiveness of rhe implementation in 1985,

3. Recognizing the need for Member Startes to strengthen thelr narional capability in
menitoring and evaluation, including the related information support, as part of their
overall managerial process, the Thirty-ninth Health Assembly in reseolutien WHA39.7 (May
1986) decided to institute reporting on monitoring ¢f progress in the implementation of

the Strategy every three instead of every twe years, maintaining the evaluation of the
effectiveness of the implementation of the Strategy on a six—year cycle, starting from

1985,

4. Mounitoring, being an integral part of any managerial process, is a continuous
activity. Reporting on progress and outcome Lo be reviewed at national decision-making
levels is periodic, and in most cases annual. As described above, countries have also
decided to report to WHO on progress in the implementation of thelx natlonal strategles

every three years, This distinction between monitoring at national level as a process

and reporting to WHO as a periedic activity is importamt. For the latter, selected

information on the progress councerning the main components of the health-for-all
strategy and the global indicators (as well as any regional or national indicators if
they exist) has to be collected, analysed and synthesized. It was realized that
reporting in a systematic mannet and the synthesis of information at regional and global
levels would be facilitated by rhe adoption of a common (standard) framework. Thus in
1982 a Cowmon Framework and Format (CFF) was developed to asslist Member States in

collecting and aualysing relevant information for nwonitoring progress in  the
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fwplementation of thelr national strategies for health for all, and to report on
progress to the regional committees, the Executive Board and the World Health
Assembly.l Subsequently, an expanded CFF was prepared for reporting om the evaluation

of the effectivencss of the lmplementation of the Strategy.2

5. Tf countries have Iintroduced a process for mouitering progregs and evaluating the
effectiveness of the implementation of their strategies, it is expected that the reports
to be presented to the WHO regional committees will be derived from the information
which is being systematically ¢ollected and analysed to support their national health
development efforts. On the other hand, if such a process has not yet been introduced
or is not functioning effectively, countries can use the common frameworks as a tool and
as ap opportunity to initlate the building up of national mechanisms for the monitoring
of progress and the evaluation of the effectiveness of the iwplementation of thelr
strategies. The results of the monitoring and evaluvatlon process could serve for wider
consultation both within the health sector as well as with other sectors, and help
decision makers in identifying what key measures necd to be taken to accelerate the

implementation of their natiomal strategies,.

6. This Common Framework — Monitoring (CFM) has been further revised in the light of
comments and sugpestions made by Member States and the regional offices on the CFF in

ite applicatien, The reference point now for assessing further pregress in  the

implementation of national strategies is the 1985 national reports. Member States will

thus be able to:

= compare thelr health situation from one repotrting period to the other;
- measure progress in relation to thelr targets;

- identify difficulties and obstacles encountered; and

- use the resulting analysis to lmprove thelr health plans,

reprogramming as neceggary.

7. At this stage, it should be re—emphasized that the CFM is net "just another WHO
questionnaire”, but on the contrary an important tool for supporting the monitoring and
evaluation process which is essential to the basic functioning of countries' managerial
processes for national health development. Final responsibility for the monitoring and
evaluation of the implementation of the national straregles for health for all remains
with each Member State.

1 Document DGO/B2.1,
2 Document DGO/84.1.
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8. Az in the previous commen frameworks, the CFM sets out the broad principles embodied

in the Strategy £o0r Health for All and pinpolnts pertinent questions which Member States

may wish to address when examining progress. The CFM consists of a series of items,

subdivided into a uvamber of questions, to be reviewed for the monitoring of progress by
government officials as well as a supporting Annex. For each 1tem and/or question
reference is made to the appropriate section in the Annex which contains points relating
to the quastions which need to be comsidered, These points are extracted from WHO's
"Health for All" Series and other relevant sources of information, (A complete list of
those references is to be found on page 6.) It 1s suggested that these references be
reviewed carefully to seek further clarification on the pertinent questions or

principles as necessary,

9. Each Member 5tate is expected to submit 1ts report teo Iits respective regional

committee, This report should be presented as a separate document. In each case the

number of the item in the CFM that 1ls belng reported on should be indicated in the
report. For example, when the report deals with macters related to health manpower the
section should contain the heading "Item 8: health manpower”. The report should also
contain a covering page bearing the name of the Member State, the date of completion of
the repert, and the period covered (e.g. 1985-1987), Finally, 4if any further
clarification is required it is suggested that the WHO representative or, in the absence

of one, the WHO Regilonal Director, should be contacted.
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ITEMS TOR MONITORING NATIONAL STRATEGIES FOR HEALTH FCR ALL:

I. MONITORING AND EVALUATION

Governments will need to know 1If they are making progress in the
implementation of their strategies, and whether these strategies are
having rhe desired effect in improving the health status of the people,
To thiz end countries will need to introduce, if they have not already
done so, a process of monitoring and evaluation that is appropriate to
their needs as part of thelr managerial process for national health
development. Whatever the preclse nature of the process, it should
include monitering progress in carrying out the measures decided upon, the
efficiency with which these measures are being carried out, and the
aesessment of their effectiveness and impact on  the health and

sociceconomic development of the people.l

ITEM 1:

1.1

1.2

1.3

MONITORING PROCESS AND MECHANISMS {see Annex, p. 24)

Has a monitoring process been introduced at all levels of the healrh system?

If aeot, what are the main deficiencies and difficulties?

For which of the global indicator52 (and regional indicators, if applicable)

iz information not easily available? 1If neot, what are the main difficulties?

What have heen the main difficulries and obstacles in imptoving information
support for the monitoring of the nationmal strategy? What major actions have
been taken since 1985 to overcome these?

1 uhealth for All" Series, No. 3, 1981 (p. 73).
2 Idem (pp. 75-77).
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II. NATIONAL HEALTH POLICIES AND STRATEGIES

The Strategy for Health for All is based on the concept ¢f countrywide
health systems based on primary health care as deseribed in the report of
the International Conference on Primary Health Care, Alma—-Ata, 1978. It
relies on concerted action in the health and related socioceconomic sectors
following the principles of the Alma-Ata Declaration. The Strategy is

equally valid for all countries, developing and developed alike; at the ./
same time, it lays particular emphasis on the needs of developing
c0untriea.l

The fundamental policies embodied in the Strategy for Health for All ave

gutlined in the Global Strategy. These policies call for: the political
comnltment of the state as a Whole; coordinated efforts of social and
economic sectors concerned with national and community development; an
equitable distribution of tesources borh within and among countries;
community involvement in the shaping of its own health and socloeconomic

fugure; and technjcal and econonic cooperation among countries.

1 "Health for All" Series, No. 3, 1981 (p., 127,
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NATIONAL HEALTH POLICIES (see Annex, p. 25)

What are the principal thrusts of the national health policies? In which way

are these reflected in the overall national development policies?

What, if any, revisions or additlions to the existing policies have been wmade

since 19857 Which aspects require further strengthening?

Global indicator 1 - Health for all has received endorsement as pelicy at the highest

official levell

2.3

2.4

ITEM 3:

3.2

3.3

Lo«

What is the evidence of continuing political commitment for Health for All at
the highest official level?

What obstacles, 1f any, have iwmpeded the development of national health
policies for them to be im line with the policy of Health for All, and what

measures are being taken to overcome these ohstacles?

NATIONAL HEALTH-FOR-ALL STRATEGLIES {=ee Annex, p. 26)

Have the national strategy and plan of action been updated since 19857 To

which pericd do they correspond? How are they reflected in the national

development plan?

If such a national strategy for achieving health for all had not been
elaborated before 1985, has this been clearly outlined now? What are its main
thrusts?

What principal obstacles, 1f any, have jupeded the developement of 2 national
strategy for health for all? What measures are being taken to overcome these
obstacles?

Health for All™ Series, No. 3, 1981 (p. 75).
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IITI. DEVELOPMENT OF HEALTH SYSTEMS

The principles outlining the development of health systems based on
primary health care are broadly defined in the Global Strategy for Health
for All,* Countries are expected to continue building uwp their health
systems along these bread principles, assess progrese, Aldentify
difficulries and obstacles, and implement measures to resolve these. The
main emphasis of monlitoring progress in the development of health systems
is on the processes that have been set in motiom, their compatibllity with

the health-for-all principles, and their adequacy for achieving the goal,

The following aspects of the development of health systems based on

primary health care are impertant in such a review of progress:

Item 4 Organization of the health system bagsed on primary

haalth care

Item 5 Intersectoral cellaboratien

Item 6 Community involvement

Item 7 Managerial process and mechanismg
Item & Health manpower

Ttem 9 Research and techneology

Item 10 Resource utilization and mobilization

"Health for All" Series, No. 3, 1981 (pp. 39-49).
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4,1

4.3

ITEM 52

5.1

5.2

5.3

5.4

5.5
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ORCANIZATION OF THE HEALTH SYSTEM BASED ON PRIMARY HEALTH CARE (see Anuex, p. 27)

Hazs a full acceptance aud understanding of primary health care been achleved at
all levels of the health system? If not, what are the difficulties? What

actions are being proposed £o overcome these?

What major actions have been undertaken since 1985 for reorienting and
strengthening the health system towards primary health care? Review their
adeguacy in achieving the national health-for-all strategy., Which aspects

vagquire further attentien?

What further action has been taken to ensure better coordination within the
health sgector? What obstacles have been encountered and how are they being
overcome? Specifically, have adequate referral systems been established betwaen
the different levels of the health system? If not, what actions are proposed to

improve these?

INTERSECTORAL COLLABORATION (see Annex, p. 29)

What policies of othar sectors critiecal to health are contributing positively or
negatively to people's health? Give examples, In what way is the health sector

collaborating in or attempting to influence the development of these policies?

What institutional mechanism has been established to ensure that hesglth goals
are an integral part of scocioeconomic development policies and programmes? Do
mechanlisms exist to ensure that there is a systematic analysis and monitoring of

the Impact on health of wmajor development projects? Give specific examples and

review their adequacy.

What mechanisms have been established for intersectoral collaboration at local,
intermediate and central levels of the health syatem? Review their adequacy,

What have been the maln factors which have facilitated intersectoral accion?

What are the main obstacles to achleving ecollaboration with other sectors in

health development? What measures are proposed to overcoume them?
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ITEM 6:

COMMUNITY INVOLVEMENT ‘ (cee Annex, p. 31)

Global indicator 2 - Mechanisms for involving people in the implementation of strategies

have been formed or strengthened, and are actually functioning

1

6.1

8.2

6.3

6.4

6.3

ITEM 7:

7.3

7.2

ITEM B:

8.2

1

What specific policies and mechanisms have been developed for involving
communitieg 4in the planning and implementation of the national ‘health

strategy? Are these adequate?
In what ways are communities involved in health matters? Give examples.

what measures have been taken to Aincrease people's understanding of their

health problems and ways of solving them?

How are the nongovernmental organizations contributing to the health strategy?

What steps are proposed to invelve them further?

What have been the main obstacles in Involving communities, and what measures

are Intended to overcome them?

MANAGERIAL PROCESS AND MECHANISMS (see Annex, p. 33)

What managerial process and related mechanisms have been get in motion to
further develop and/or update, implement and meonitor the national srrategy and
plan of action? Describe briefly.

What obstacles, if any, have impeded taking the necessary managerial measures,

and what has been doue since 1985 to overcome them?

HEALTH MANFOWER (see Annex, p. 34)

Is there a health manpower plan in response to the needs of the straregy? What

ma jor changes, 1f any, have been introduced since 19857

Has progress towards an equitable distribution of health manpower been achieved

in urban and rural areas? If not, what are the deficiencies? What measures

are proposed to resolve thesa?

“Health for All" Series, Ne. 3, 1981 {(p. 73).




8.3

8.4

B.5

ITEM 9:

9.1

5.2

9.3

9.4

9.5

ITEM 102

10.1

l0.2
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What new actions have been undertaken for the education and training of health

personnel since 19857

Whar new measures have been taken to improve the motivation and commituent of

health workers to primary health care?

What have been the main obstacles in the implementation of the health manpower

pltan, and what measures are proposed to overcome them?

RESEARCH AND TECHNOLOGY (see Annex, p. 35)

Iz there a national pelicy concerning the selection and use of health care
technelogy at the different levels of the health system? Describe briefly,

What mechanisms have been established for consultation and coordination with
relevant groups aud communities on the selection and use of health care

technelogies?

Has a natlomal research policy focusing on priority health problems been

outlined? What are its main thrusts?

What mechanisms have been established or strengthened to facilitare the
coordination of health research, to promote the use of research, and to

disseminate the research findings?

What principal obstacles have baeen encountered in developing/implementing the
national research and technology policies? What measures are proposed to
overcome these?

RESOURCE UTILIZATION AND MOBILIZATION (see Aunex, p. 37)

Is there a master plan for the mobilization and use of human, material and

financial resources in support of the national health-for-all strategy?

What measures have been takenm since 1985 to reallocate human, material and
financial resources for the implementation of the national strategy?
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10.3 What efforts have been made since 1985 to mobilize additional internall

material and financial resources?

10.4 What measures have been taken to optimize the use of resources by the health

sector?

10.5 Have the above measures (10.2 -~ 10.4) proved adequate? If not, What have been

the main obstacles, and what measures are planned to overcome these cbetacles?

Clobal indicater 3 — At least 5% of the gross natieonal product is spent on health2

10.6 What percentage of the gross national product is speat on health?

Global indicator 4 = A reasonable percentage of the natiomal health expenditure is
2

devoted to local health care

10.7 What ﬁercentage of the national health expenditure is deveoted to primary
health ecare?

Global indicator 5 - Resources are equitably diﬂtributed2

10.8 Have resources for primary health care been distributed in swch & way as to

reach soclally and geographically disadvantaged and underserved groups?

1 The international transfer of resources is dealt with under item 11,

2 "Health for All" Series, No. 3, 1981 (p. 75).
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1V. INTERNATIONAL ACTIONl

International action te support national actions for developing health
systems should concentrate on the strengthening of national health
infrastructures and on the promotion of the health service and technology
that are appropriate to their circumstances, At the international level
constant efforts are necessary to influence bilateral and multilateral
agencies to chammel resources into support for the Strategy im such a way

that resources will have a multiplier effect in countries.

WHO's first constitutional function is to act as the directing and
coordinating authority on international health work. ‘The Organization's
international health work comprises in essence the inseparable and
mutuvally supportive functiom of coordinatien and technical cooperation,
Accordingly, WHO's role includes coordinating all aspects of the Strategy
and coeperating with Member States as well as facilitating cooperation
among them regarding the Strategy. In particular, WHQO facilitates

technical and economic cooperation among developing countries.

i

“Health for All" Series, No., 3, 1981 (pp. 49, 57 & 79).
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ITEM 11: INTERNATIONAL TRANSFER OF REEOURCES (see Annex, p. 43)

For developing countries:

11.1 Has a systematic analysis been made of the needs for external support for the

national health-for-all strategy? What priority needs have been idencified?

Global indicator & - The number of developing countries with well-defined strategles for

health for all accompanied by explicit resource allocatiens, whose needs for external
1

resources are recelving sustained resource support from more affluent countries

11.2 What proportion of the external resources needed has been raceivaed? Indicate
areas that have received support since 1985. Which priority needs did not

treceive adequate support?

For donor countries}

11,3 Whar support has been provided for the implementation of the health strategies

of developing countries sinece 19857 Indicate in terms of U3 dellars and of

broad areas supported,

ITEM 17: INTER-COUNTRY COQOPERATION (see Annex, p. 44)

12,1 what new priority areas of inter—country cooperation have been identified
since 1985, eirher through TCDC/ECDC2 or Dbilateral arrangements, that

support the iwmplementation of the national strategy?

12.7 What main modalities or mechanisms of inter—country cooperaticn have been

utilized? Give exaunples.
12.3 What are the main factors that have (a) facilitated and/or (b) 1nhibited such

cooperation? What measures have been or will be taken to overcome obstacles?

1
2

"Health for All" Series, No, 3, 1981 (p. 75).
Technical cooperation among developing countries (TCDC), Economle cooperation

among developing countvies (ECDC).
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INTERNATIONAL COOPERATION (INCLUDING WHO) (see Annex, p., 43)

Cooperation with WHO

13.1

13,2

13.3

In which way is WHO cooperation directly supporting the implementation of the

national strategy?

In view of WHOQ's policy on the rational uge of its resources, what measures
have been taken since 1985 at national level to improve the efficiency in the

use ¢f these resources?

What are the main facrors that have (a) contributed to producrive cooperation
with WHO and/er (b) cawsed less than optimal cooperation with the
Organization? What cotfrective measures have been, or will be, taken to

overcome problems encountered?

Cooperation with other agencies

13.4

What other major international (United Natious) or wmultilateral cooperative
efforts and/or nongovernmmental activities exist that are health-related and
have a bearing on the implementation of the national strategy? What
mechanisms have been astablished for the overall coordination of international

gupport towards the natjional strategy?
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V. AVAILABILITY OF HEALTH CARE

"Primary bealth care includes at least: education concerning prevalling
health problems and the methods of preventing and controlling them;

promorion of food supply and proper nutrition; an adequate supply of gafe
water and basic sanitation; maternal and child health care, including
family plamning: immunization against the major Infectious diseases;
prevention and control of locally endemic diseases; approprilate treatment

of common diseases and injuries; and provisionm of esseantial drugs."l

Most of the essential elements of primary health ecare are set out in the

definition of global indicaror 7, which rﬁads:z

"Primary health care is avallable to the whole pepulation, with at least

the following:

—~ gafe water in the home or within 15 minutes' walking distance, and

adequate sanitary facilirieg in the home ox immediate vicinity;

- fmmunization against diphtheria, teftanus, whooping-cough, measles,

poliomyeliris, and tuberculosis;

- 1logal health care, including availability of st least 20 egsantial

drugs, within one hour's walk or travel;

- trained personnel for attending pregnancy and childbirth, and caring

for children up to at least 1 year of age.”

“Bealth for All" Serles, No. 1, 1978 (p. &4).
2

"Health for ALl" Series, Ne. 3, 1981 (pp. 73-76).
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14.1

14.2

14.3

14,4

14.5

14,6

14,7

1
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AVATLARILITY OF PRIMARY HEALTH CARE {see Annex, p. 46)

What proportion of the population has safe drinking water available in the

home or within 15 minutes' walking distance?l

What propertion of the population has adequate facilities for excreta disposal

available in the house or close to it?1

What proportion of infants reaching their first birthday has been immunized
against the six EPI target diseases; and what proportion of pregpant women

has been immuanized against tetanua?2

What proportiem of the population has treatment for coumon diseases and
injuries, and & regular supply of 20 essential drugs, available within one

hour's walk or travel?t
What proportion of pregnant women are attended by trained personnel?l
1

What proporticn of deliveries are attended by trained personnel?

What proportion of infants are attended by trained persunnel?l

It is suggested that the coverage be stated separately for urban and rural areas

{definition to be provided) and/or by geographical/ administrative subdivisions.

2 Coverage will need to be stated for all the six EFI target diseases together and

geparately for each vaccine, and by geographical/ administrative subdivisions.
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vi. HEALTH AND SOCILOECONOMIC STATUS

Countries have already agreed on a shortlist of indicators for assesging health
and socioceconmomic status at global level.l Some WHO reglons have also
established additionmal regional indicators, while many countries may zlso be
veing additional indicators in keeping with the needs and capaclitles. A
periodic review of the indicators at national, regional and glebal levels will

be useful for assessing trends.

ITEM 15: HEALTH STATUS (see Annex, p. 50}

Global indicator 8 — The nutritional status of children is adequate, in that:

at least 90% of newborn infants have a birthweight of at least 2 500 gz at loasc 907

of children have a weight—for-age that corresponds to the reference values given in

Annex L to “Development of indicators for monltoring progress towards Health for All
by the Year 2000"%

15.1 What i{s the proporrion of newborns with birthweight of at leasat 2 500 3?3

15.2 What is the proportion of children with weight—for-age corresponding to

reference values?3

Global indicator 9 — The infant mortality rate for all identifiable subgroups is below
50 per 1 000 live-births’

15,3 What is the infant mortality rate for all identifiable Subgroups?4

Global indicator 10 = Life expectancy at birth is over 60 yearﬁz

15.4 What is the life expectancy at birth?A

1 "Health for All" Serles, No, 3, 1981 (pp. 75-77}.
2 Idem (p. 76).

It is suggested thar the above proportions be stared separately for urban and
rural areas (definirion to be provided) and/oxr by geographical/administrative
subdivigions.

4 It is suggested that this informatien be provided separarely by sex, urban and

rural areas (definitiomn to he provided) eand/or by geographical/administrative
gubdivisions.
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ITEM 16: SELECTED SQCIAL AND ECONOMIC INDLICATORS (see Annex, p, 53)

Global indiecator 11 — The adult literacy rate for both men and women exceeds 70%1

16.1 What 1s the adult literacy rate for women and for men?

Global indlcator 12 ~ The gross national product per head exceeds US $5001

16,2 What is the gross national product per head?

ITEM 17; REGIONAL INDICATORS

17. Provide information on the national values for any regional indicators agreed

upon by the Regional Commifree,

ITEM 18: NATIONAL INDICATORS

13, In addition to the above, provide information on any other national indicators

which have been used.

1 “Health for All" Series, No, 3, 1981 (p. 76).




DGO/ 86,1
Page 22

VII, CONCLUSION

ITEM 19: GENERAL COMMENTS ON FROGRESS AND FUTURE ACTION

On the basis of the preceding review, a summary assessment of

progress in the implementation of the natienal strategy should
be made. ‘Thig should include:

- the most important achievements and measures taken
especially since 1985; .,

= the adequacy of these measures in achieving the objecrives
established;

- the main shortcomings;

- the main cobscacles being encountered; and

- the measures intended to overcome them.

o=

few priority aress for future actiens may be listed.
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ANNEX

EXFLARATORY NOTES ON COMMON FRAMEWORK: MONITORING (CFM)

This annex to the CFM is designed to provide some of the details
Tequested by users to help in answering the questions raised in the first
part of the document., Background information and key references are
ptovided for each item, together with puidance on how caleculatiouns should
be wmade, where appropriate, and indication that where posasgible
geographical (or urban/rural} breakdown =should be given and that

information sources should be Ldentified.
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L. MONITQRING AND EVALUATION

ITEM 1: MONITORING PROCESS AND MECHANISMS

Points to be considered with respect to ftem 1

A prerequisite to monitoring in health development 1s national capability to provide
adequate information support for the development and appreciation of the managerial

processes, While the efficient collection of the most relevant information at all
levels of the health system is Important, even more c¢ritical 15 the uge of such

information for planning, management and decision-making purposes., The experlence
te date indicates that many countries lack adequate information support for
monitoring progress in the implementation of thelr strategies. Even where data are

being ¢ollected, they are not being systematically compiled, analysed and uwsed.

Countries traditionally have many sources of data, such as vital events registers,
population and housing censuses, toutine health-service records, cpildemiological
surveillance data, sample surveys, disease registers, ete, But the health sector
has tended generally to rely on routine health-service records, which are kept for
administrvative rather than for menitering purposes. A commitment to obtain relevant
information from all sources to complement health-—service data, and to use this
Information for moniroring progress at different levels, is wvital, The healch
sector in many countries has only recently begun to appreciate the wvalue of

information and its role in monitoring,

The purpose of monitoring progress in health development is to improve health
programmes apd the gservices for delivering them, and to guide the allocation of

human and financial resources in current and future programmes, Monitoring should
be percelved as a decision-oriented tool, closely linked with decision making,

whether at the operational ox the policy level,

The individuals and groups responsible for the development and application of the
managerial process for natlonal health development at various policy and operational
levels also carry responsibility for its wonitoring. The comwmunity itself might
eventually undertake responsibility for monitoring progress in the implementation of

the strategies. Mechanisms for cthis will need to be ¢reated.

The monitoring of progress in the jimplementation of national health-for-all
strategies should also be an intersectoral responsibility, This is especlally
crucial for those counfries where further improvements in the health status of the
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population depend mainly on the effective actions which have to be undertaken by
other sectors. Countyies need to develop sppropriate mechanisms for such menitoring
and generate interest and commitment for this from other sectors. Final
responsibllity for wmonitoring progress in the implementation of the national
health-for-all strategy and the total health system, and for reporting to WHO, rests
with the central suthorities such as the ministry of health or the naticnal planniug

and decision-making bodies.

With regard to the specific questlons, countries may wish to address the following

agpects:

- A brief description of the various components of the national wmonitoring
process may be given, followed by a short assessment of its adequacy. The
descripticn could conglder which levels (central/ministerial,
intermediate/district, peripheral/community) lack provision for a monitoring

process, and what needs to be done to provide 1t.

- A brief analysis of the difficulties experienced in generating, analysing and
using information for these indicaters way be given, Difficulries could be
analysed such as (if applicable): data not available in the ministry of health
but available from ocutside sources; dats not available anywhere in country;

data too out-of-date £o be useful; lack of capacity to perform such surveys.

IT. NATIONAL HEALTH POLICIES AND STRATEGIES

ITEM 2: NATIONAL HEALTH POLICIES

Points to be considered with respect to item 2

1.

For items 2,1 and 2.7 countries may wish to examine specific thrusts in their
policies such as those aimed at: reducing disparities in the health status of
people; invelviag people in the shaping of their health; and reaching disadvantaged
and underserved population groups. In addition the health component of
socloeconomic development policies and policies of other related sectoers should be
examined in detail, t¢ Identify areas receiving ewmphasis or requiring further
strengthening, for example: education of women, nutrition and agriculture, and

environment.

For item 2.3, global indicator 1 reads: “"Health for 2ll hkas received endorszement of
health for all as policy at the highest official level®,
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The goal of health for all has alveady been endorsed by almest all Member States,

However, any major changes which have occurred since 1985 will need to be included

in the present report such asg:

- new or amended legislative measures strengtheninmg the right of girizens in
respect of health;

- new commitments made by the cabliner;

o new endorscanent of health charters;

- statements made by the head of state and the prime minister on glgnificant
changes in health policy;

- new policy or significant changes in the policy for the provision, allocation
or reallocation of resources 4in favour of primary health care and/ox
underserved populations, including those wegources outside the health sector
(e.g. agriculture, irrigation, water-resource developument, energy, education}.

In reviewing the status of political commlitment, countries will need to lock for

evidence such as that cited in the examples above, They will also need to identify

the constraints encountered in translaring political will into real commitment and

action, and suggest measures which would be undertaken to resolve them.

ITEM 3; NATIONAL HEALTH-FOR-ALL STRATEGIES

Points to be considered with respect to item 31

1. fThe evaluation of the effectiveness of the implementation of the Strategy carried
out in 1985 revealed that while many countries had elaborated or adjusted thelr
national health strategies since the endorsement of the Global Strategy, some had
not, Tew had been able to project a long-term health development or overall
sociceconomic development stratcgy. While a large majority of countries had
indicated that theit overall natiomal health strategies reflected the fundamental
principles of the Health-for-All Strategy, the main thrusts and enpharis varied

accerding teo the natienal or regional health situation.

2. A national strategy, which should be based on the national health policy, ineludes

the broad lines of action required im all sectors invelved to gilve effect to that

policy.

3. A national strategy should encompass a range of political, socilal, economic,
managerial and technical measures to be taken for fostering natiomal health
development. It should imcorporate ways of; ensuring the involvement of other

sectors bearing on health;

1 “Health for ALl" Series, No, 1, 1978.
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gelection and application of health technologies; involving professional groups,
communities and nongovernmental organizations. It should deal with financial
implicarions and broad legislative actions required for achieving the natiomal

health policies.

In reviewing their strategies, govermments need to examine gaps in their national
strategles. If a natiomal strategy for health for all has not been c¢learly

formulated, the reasons for this should be critically reviewed,

A broad natiemal plan of action has to specify the policies to be followed, the
objecrives to be attained and the related targets, quantified to the extent
possible, TIn most ¢countries it indicates a time frame (say 5-10 years) during which
such objectives are to be achieved. It also specifies technical, economic, and
administrative weasures to be pursued in relation to these objectives, Broad
allocations and ways of financing have to be defined at the initial stapes of the

formulation ¢f plans of action, Without this, plans remain dreams.

In order to formulate appropriate national strategies, active dlalogue is required
between staff at the many levels of the health system, and the sociceconomic
development planners, the commualty, the private sector and the nongovernmental
organizariens., Countries should review the mechanisms that are being used for
achieving such a dialogue, and identify any obstacles and areas requiring further

action,

TII, DEVELOPMENT OF HEALTH SYSTEMS

ITEM 4: ORGANTZATION OF THE HEALTH SY3TEM BASED ON PRIMARY HEALTH CARE

Points to be considered with respect to item 4

1.

The definition of primary health care js contained in Alma-Ata 1978 — primary health

1
care.

In fulfilment of the health-for-all policy, concerted efforts are required from
countries to develep their health systems of which primary health care is the
central function and main focus. While no universal blueprint of a health system
¢an be lmposed on countries, the following general principles are applicable to all

health systems based on primary health care:2

t "Health for All" Series, No. 1, 1978 {(pp. 2-4),
2 “Health for All" Series, No, 3, 1981 (pp. 39-40).
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- the system should encompass the entire population ¢w a basis of equality and
responsibilicy;

= it should include components from the healrth sector and from other sectors
whose interrelated actions contribute to health;

= primary health care, cousisting of at least the essential elements,
should be delivered at the first point of contact between individuals and the
health system;

— the other levels of the health system should support the first contact level of
primary health care to permit it to provide these essential elements on a

contlouing basis.

As countriles reorient their health systems ro primary health care, many changes are

needed in their organization and management, including:

=~ redefinition and reallocation of the roles and responsibilities cof the
principal institutions comprising the health system;

- establishment of mechanisms for coordination within the health sector for the
delivery of health care;

- reorganization and expansion of the health care delivery infrastructune;

- definition of roles and functions of the different levels of the health care
Infrastructure;

- establishment of referral wmechanisms between the levels of the health care
system; and

— establishment and strengthening of mechanisms for community Involvement and

intersectoral collaboration.

The development and deployment of health manpower, as well as the planning,
designing and equipping of health facilitles in rTesponse Lo the needs of the
different levels of the health system, are important for efficient and effective
functioning of health systems based on primary bealth care, Countries will need to
review each level of their nealth system (such as local, intermediate, and central
levels) with a view to assessing their techmnical and managerlal adequacy te carryy
out their corresponding functions, They will need to report on specifie actions
which have led to the strengthening of the capacity of the health system to deliver
primary health c¢are, such as actions to strengthen district health systems. Any
legislative measures taken to support these actions should to be described. They

should also examine the temaining weaknesses or deficiencies in the system.
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5. A district health system based on primary health care i1s a npore or less

self—contsined segment of the national health system. It compriges first and
foremost a well-defined population, living within a clearly delineated
administrative and geographical area, whether urban or rural, It includes all
instirutions and individuals providing health care 4n the district, whether
governmental, social security, nongovernmental, private, or traditienal, A district
health system therefore comsists of a large variety of interrelated elements that
contribute to health in homes, schools, workplaces and communities, through the
health and other related sectors. It includes self-care and all health care workers
and facilities, up to and including the hospital at the first referral level and the
appropriate laboratery, other diagnostic aamd legistic support services, Its
component elements need to be well c¢oordinated by an officer assigned to this
function in order teo draw together all these elements and instirtutions inoto a fully
comprehensive range of promotive, preventive, curative, and rehabilitative health
activities.

6., The roles and responsibilities of the private sector and the nongovernmental and
voluntary organizations in the implementation of the national health strategies may
be reviewed, wherever applicable, The mechanisms used to ensure coordimation should
be described briefly,

7. In addition to the rural areas, the organization of primary health care in the urban
areas wight require speclal attention in an increasing number of countries, Acrion
taken in this regard as well as difficulties experienced may be included in the

report,

ITEM 5; INTERSECTORAL COLLABORATION

Points to be considered with respect to item 5

1. Recogalzing the multisectoral character of haalth development, the Alma—Ata

Declarationl

called for the coordination of health-related activities of the
different gectors. In response, countries have sought to develop more integrated
health pelicies and programmes embodied in the primary health care approsch - and teo

design institutional mechanisms and administrative structures better able to promote
intersectoral action for health,?

2. The linkages between health and development have been dewonstrated over a number of

years 1o both developed and developing countries. 1In the former, health gaing were
mainly due to better living conditions, improvements in nutritional status,

1w
2

Health for ALl"™ Series, No. 1, 1978.
Document A39/3,
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ganitation and health behaviour, Recent studies in some low—income countries have
shown that when health development became part of a strategy to satisfy the basic
needs of the population {(including access to resources and economic opportunities by
the less well-off, raising educational levels, availability and distribution of
food, improved status of women, and basic infrastructure, such as transport and
public amenities), the basic health indicators improved dramatically, particularly

for the vulnerable groups.

Each country therefore has to continue to identify the key roles and contributiong
expected from the most relevant sectors for the achievement of its health objectives
included in its national strategy for health for all. Relevant policies in other
sectors which contribute to or foster health development have to be clearly outlined
and coordinated. (ountries will need to examine periodically these policies and
actionas with a view to assessing their adequacy and their specific contribution to
health, They will also need to promote further intersectoral policles and actlons
towards health.

To foster intersectoral actiom, countries are expected to devise ways of ensuring

adequate cooperation between ministries of health or analogous authorities and other
ministries concerned. Mechanisms such as multisectoral natlonal health ¢ouncils and
interministerial committees for coordination in policy making and planning have been
established in some countrles, The effectiveness of these mechanisms in achieving
intersectoral c¢ollaboration at policy, planning and community levels have to be
further enhanced. Such mechanisms should also be part of the managerial process in

support of the strategy for health for all,

Some development actions, such as in the agricultural and industrial sectors, can
have slde effects that are detrimental te health. It is therefore important to
incorpotrate preventive messures in any development scheme which poses particular
health hazards, Appropriate legislation wmay have to be enacted to support such

health measures, for example for enviroumental contrel, water quality assurance, and
the regularion of the construction of imdustrial facilities. Other development

prospects may provide an opportunity to include a health component, for example for
the health protection of industrial and migranc workers, In addition, the
industrial sector can support primary health care by establishing industries related
to health, in particular for essential foods and drugs, focal small-scale
industries are also important, because they create employment and thereby improve
the local economic base and earning power, The health sector has to play a
spearheading and stronger advocacy role and seek positive collaboration with other

1 . .
sectors to achieve the health goals. However, the incorperation of health ag a

“Health for All” Series, No., 1, 1978 (p. 40); & "Health for All" Series, No. 3,
1981 (p. 83).
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development goal of the overall national planning and strategy formulation is of

overriding importance,

Coordinated planning at the community level will make it possible to link primary
health c¢are closely with other sectors in joint efforts for community development.
Community representatives in local goverpment can ensure that community interests
are properly taken into account in the planning and implementation of development
programmes. The desirability of coordinating at the local level the activities of
the various sectoxs invelved in socloeconomic development, and the crucial role of
the commuenity in achieving this integration; make community participation an
essential component of primary health care. Countries will need to give special
attention to achieving intersectoral action at the community level and to seeking

mechanisms which are effective and developed by the communities themselves,

The capability of the health sector to monitor the impact of economic development
projects on the envirecoment and on natural resources, as well as to measure changes

in healrth profiles and the impact on sociceconomic development, has to be enhanced,

Multilaterally- and bilaterally-funded development schemes should incorporate into
their feasibility studies an analysis of potential impact of the schemes on health
(¢.g. industrial, agricultural, public works and other such projects), and should
then be adjusted as necessary to avoid any adverse impact on health, Trainipg in
impact analysis for health and other personnel concerned with development may often

be necessary to improve skills in this sphere.

ITEM 6: COMMUNITY INVOLVEMENT

Points to be considered with respect to item 6

1,

The desirability of davelving the community at large in matters related to
individual and collective health is accepted by all Member States implementing the
Strategy for Health for All., Health policies and stratégies in a large majority of
countries eamphasize community involvement in the assessmeat of the health situatien
and in the planning, execution and evaluation of programmes, Mechanisms and
approaches for such involvement, and measures to inform and motivate communiriss so
that they take grearer responsibility for their health and wellbeing, have also been
outlined in some national health srrategies, While promiging trends in mobilizing
communities for health for all are evident in many countrieg, sustained communiry
involvement has been difficult to attain, A genuine partnership between the health

system and the community has yet to evolve in many countries.t

! pocument A39/3 (p. 43).
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Global indicator 2 reads: “Mechanisus for involving people in the implementation of

strategies have been formed or stremgthened, and are actually functioning”.
The following are some of the measures that may promote community involvement;

{a) delegation of responsibility, authority and resources to the community, To
establish primary health care in the community in a way that is linked to the

real-1ife situation of the people in that community;

(b) c¢reation of community health councils, composed of representatives of a
cross-section of the people in the community, to develop and control primary

health care;

{¢) fostering individual responsibility for self-care and family care, adopting a
heathly lifestyle, and applying the principles of good nutritioen and hyglene;

(d) delegarion of part of the responsibility and provision of human and materisl
regcources to communities to carry out agreed components of health programmes,
guch as vector-control acrivities to reduce malaria transmissien, sanitation,

and ensuring adequate nutrition for underprivileged children;

{e) developing mechanisms for people teo participate at the national level in
decision making on the country's health system and health techmology through

accepted social and polirical chanpels;

(f) ensuring people'’s repregentation in national or intermediate-level

decision-making bodies;

(g) election of members of the public to the governing bodies of health

ingtitutions.

In addition to the orientation and training of health workers, other people with
community responsibility, such as elvie and religious leaders, teachers, community
workers, soclal workers and magistrates, will be provided with information om the

national health strategy and the part they could play in supporting it.

Ministries of health will need to continue to explore apprepriate ways of involving
people in deciding on the health system required amd the health technology they find
acceptable, and in delivering part of the mnatiomal health programme through

seif-care and family care and involvement 1n community action for Thealth,

Ministries of health will need to launch countrywide health-education activitles
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through health personnel and the mass media and in educational institutions of all types,
with the aim of enlightening the whole population on the prevailing health problems in
their country and community and on the most appropriate methods of preventing and

controlling them.

Nongovernmental organizations (NGOs) can and do play a crucial role in promoting and
implementing the strategy for health for all through resource mobilization {in both human
and financial terms) and by planning and executing projects with people. Countries
therefore need to recognize the actual and potrential contribution ¢f NGOs and find ways
and means as well as mechanisms to mobilize them more effecrively to pursue national

health goals in partnership with governments.

ITEM 7: MANAGERIAL PROCESS AND MECHANISMS

Points to be considered with respect to item 7

1.

The managerial process for npational health development is a systemarie, continuous
process of national planning and programming. It includes policy formulation and the
definition of priorities. It involves the preparation of programmes to give effect to
these priorities, the preferential allocation of budgets t¢o them, and the integration of
the different programmes within the overall health system. - It also deals with the
implementation of strategies and plans of action, and the programmes, services and
institutions for delivering them, as well as with their monitoring and evaluation with a
view to modifying existing plans or preparing new ones as required, as part of a

continuous eycle. Fipally, it outlines the information support required thmughout.l

The evaluation of the effectiveness of the implementation of the Strategy carried out in
1985 revealed that although most countries do have a managerial process for the
development of their nation's health, in many of them the components of intersectoral
platnning and of information support are weak, and the participation of wvoluantary
organizations and the private sector in the formulation of national policy and plans is
virtually non-existent. The degree of decentralization is =still limited in many
countries, and consequently community participation is also limited, The costing of
plans and the allocation of resources require more attention in most countries,
Countries identified a need to intensify actions in ovder to strengthen the managerial

capacity of the health system at all levels.

In reporting on monitoring of progress, particular emphasis will need to be placed on
reviewing the following aspects of the wmanagerial process and related mechanisms;: policy
formulation, the planning process (including the involvement of other sectors and the
community), supperting legislation, costing of plans and allocation of resources,

L “"Health for All" Series, No, 5, 1981,
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decentralization, implemeuntation and information support. In reviewing their progress,

countries may address the following aspects;

- the process of formulation and updating of national policles, strategles and plans
of action to implement the national strategy for health for all;

- mechanisms of invelving other seetors and the community in planning, monitoring and
evaluation;

- adequacy of information support to the managerial process;

- costing of plans and allocation ¢f resources;

- new legislarion enacted since 1985 to support the management of the strategy; and

- mechanisme for decentralizing planning, manegement and resources, and for what

levels of the health service decentralization hag been achieved.

Countries should also identify areas where progress has been achieved, and where

deficiencies in the mechanisms still exist.

ITEM 8: HEALTH MANPOWER

Points to be considered with respect to ftem 8

1,

There is a growing recognition in countries that technical capabilitles must be further
strengthened if the full potential of health workers is to be mobilized for health for
all by the year 2000, Specific policies to direct and coordinate health manpower
development as an iustrument of health systems development are equally important. The
development of primary health care depends on the attitudes and capabilities of all
health workers and also on a health system that is designed to support and complement the

front-line workers,

smong che major issues related to health manpower development and utilization identified
during the last evaluationl were: unequal distributiom of health manpower; low
motivation of professional health workers, especlally doctors, for primary health care;
poor utilization and productivity of health personnel; and the still inadequate soelal
relevance of education and training programmes of the professional health workers.
Concerted efforts are required onm the part of goveraments to resolve these 1ssues,
including taking measures which are outside the direct influence of the health sector.
Governments are particularly expected to examine thelr progress in achieving a balanced
and equitable distribution of health manpower, improving the motivation of health
workers, and in resolving difflculties related to manpower utilizatiom and
availability.l

1 Decument A39/3.
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Ministries of health, together with other ministries concerned such as labour and
edueation, should plan health manpower in specific response te the needs of the
health system, with & view to placing at the disposal of the system the right kind
of manpower in the right place in the right numbers at the right time,

Governments ate expacted te give high priority te the full utilization of human
Tesources by defining the technical role, supportive gkills and attitudes required
for each category of health worker according to the functions that need to be
carried out to ensure effective primary health care, and by developing teanms
composed of community health workers, other developmental workers, Intermediate
personnel, nurses, midwives, physiclans, and where appliecable, traditional

practitioners and traditional birth attendants.

Governments are also expected to undertake or support reorlentation and training for
all levels of existing personnel and programmes for new categories of health
personnel, Such training programmes should be socially relevant and technically
gound and aim to increase the motivation of health workers towards serving the

communities.

Ministries of hesalth and other ministries concerned, such as education, culture,
labour, finance and publi¢ adwministration, will need to take further steps to ensure
that health workers are socially motivated and provided with the necessary

incentives to serve the remote and neglected areas.

ITEM 9: RESEARCH AND TECHNOLOGY

Points to be considered with respect to item 9

1.

An important factor for the success of primary health care is the use of appropriate

1

health technology. It is part of a national health policy te insist on

technology that is appropriate, to encourage its local development, to disseminate

information about it, and to. promote its widespread use, The identification or
development of appropriate technology has to be considered when the national

strategy for health for all is being formulated,

A systematic assessment is needed of the health technelogy being considered for use
in each priority programme, almed at applying technology that is appropriate for the

country or part of the country concerned, The preocess in determining health

1 "Health for AlLL" Series, No. 3, 1981 (p. 50).
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technology entails specifying for each programme what measures should be taken by
individuals and families in thefr home and what should be taken by communities,
whether by individual or community behaviour or by specific technical measures.
Measures to be taken by the health services at primary, secondary and tertiary
levels, as well as those to be taken by other sectors, should also be specified.

To arrive at the identification of appropriate technologies, the invelvement of
other agencies and groups such as the ministries of science and educarion, research
and arademic institutions, industry and the NGOs in health and its related sectors,

and consultations with communities, are important.

Governments are also expected to review the scope and content of their activiries im
the field of biomedical, behavicural and health-systems tresearch, with a view to
focusing them on problems requiring solution as part of their strategies for healrh
for all, The allocation of resources to relevant health research, the training of
scientists, the development of career structures for health research workers, and
the use and dissemination of research results are important features of a natlonal
health-raseareh strategy. The coordimation and promotion of health-research
activities withir the country through mechanisems such as health-research councils
are also required, as are mechanlsms for brimging together researchere and planners
to ensure the relevance of research to the neede of policy and decision makers and

the application of the results.

The evaluation of the effectivenezss of the implementation of the Strategy in 1983
revealed that while there was a greater awareness of the importance of research in
national health development, very few countries had defined their national
health-research policies or had effective mechanisms functioning for the
coordination of research activities, Resovurces allocated or available to research
were also limited. The need for tesearch on social and behavioural issgsues and on
the appropriate use of research and technology was stressed. Special attention was
also drawn to the appropriate use of research and health care technology at the
primary health c¢are level,1 Thus im reviewing the monitering of the
implementation of the national strategies the following should also be examined:
specific actions taken with respect to the aspects mentioned above In the further
development and implementation of national strategies, progress achieved and

principal obstacles encountered,

3 Document A39/3.
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ITEM 10: RESOURCE UTILIZATION AND MOBILIZATION

Points to be congidered with respect to item 10:

1.

One of the recognized major constraints faced by health administrators everywhere is
the lack of respurces, A related problem is rthat often the scarce resources
available are not managed in the west ¢ffective way., Compounding these two problems
iz a third, that information on existing resources and health expenditure may not be
avallable in sufficient detail to permit ratiomal planning., In the prevailing
economic climate cthere has been a decline im the rate of growth of national
economies, accompanied by, in many countries, a reduction in the health budget.
This situation ¢alls for creative planning to maximlze the use of all available

resources.

The first step towards the coordinated provisiom of resources for primary health
care is to develop a2 master plan for the mobilization of not only the fimancial but
also the human and material resources required. 1In the light of the national goal
of health for all by the year 2000, a national strategy should have been formulated
and ¢costed, by customary budgetary periods (e.g. 2 years, 5 years) up te the target
date, The finameing of the strategy, and the provision of the necessary human and
matexial resources, should have been planned using one or more of the alternative
options available, such as: the reallocation of existing resources to devote a
larger share to primary health care, the generation of additional intermal and
external rvesources (external contributions are covered under item 11), and the

optimization of the use of the resources obtained.l

Various initiatives may have been tried for mobilizing additional, extrabudgerary
and internal resources. These include community contributions in cash, kind or
labouwr, the parcticipation of business/industry in the health care of their
employees, health insurance schemes, etc. Some of these require legal and/or
administrative measures to be implemented. A descriprion of such efforts, together

with any associated measures, should be given here,

With regard to optimizarion, substantial savings can sometimes be made by improving
the effectiveness of the delivery of health services, and of the utilization of
equipment and personnel. For exsmple, advantage c¢an be taken of any visit of a
mother and child to a health facility to briug the child's (and mother's)
vaceination status up to date. Home visits can be made by a single polyvalent
health worker rather than by several staff from different programmes. Transport can

be gshared, Supervision can be targeted to those areas with the most serious

Planning the finances of the health secter — a manual for developing countries,
Gepeva, WHO, 1983,
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problems, Paperwork can be reduced to the minimum required to permit proper programme

management, Examples ¢f any such actions which have been tried and which have given good

results may be given.

Global indicator 3 reads; "At least 5% of the gross national product is spent on health”.

The following rate should be calculated:

National health expenditures x 100
GKP

(a) As most countries prepare National Accounts reports, the officials regponsible for
such reports should be closely involved in determining the above rate. If the GDF
is used instead of the GNP, this should be indicated.

(b) All actual health expenditures, public and private, should be assesged,

(e} Both capital and recurrent expeadirures should bDe congidered. The form of

tabulation 1llustrated below should be adapted for the purpose, as sowe of the
expenditure data may not be available in the country.

(d) The following table indicates the distribution of health expenditures by major areas
according to the source of final consumption. This table is not exhaustive and
should be worked out based on the national accounting system and pelicy. Separate

tables can he drawn up for capital and recurrent expendltures.

(e) Other governmental and public agencles outside the ministry of health may have
health expenditures, e.g. military and prisoms (for medical servieces), agriculture
(for veterinary public health services), education (for health manpower trainlng),

social welfare, community development, public works (constructlon and maintenance of

health buildings, maintenance of vehicles).

(f} To the central government expenditure, the state, provineial amd local government

expenditures should be added and subsidies from central to other levels deducted,

(g) Next, the voluntary and private gsectors should be added. Employee health services
provided by employets, charitable organizations, private health insurance should be
included, Any private payments not coverad by insurance must alse be taken 1nto
account. For example, private expaenditure on drugs can be calculated by subtracting
povernment drug purchases from the total value of drugs sold. Jdeally, an estimate

of the value of payments in kind, for example, to traditional healers or to supporlt

commnity health workers, should be made,
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(h) Finally, foreipn development ald to the health sector, both governmental and

private, should be included.

{1) Health activities and expenditures do Eg&_include:l’2
— food subsidies covering the whole population;
- water for irrigation or industry;
— general education;
~ homes for the aged or disabled (but medical care for the inmates Ef_included);
- earnings or productien lost due to illness; |

- cagh benefits paid during {llness.

¢j) The final total should be accompanied by the followling informatien:
— year to which the data refer;
— sources of the various entries used in the calculation;

- a2 list of which expenditures are included.

(k) The actual figures used in the worksheet may be kept confidential, if neceasary; it

is only the fimal result that is neaded for national and international purposes.

Global indicator 4 reads: "“A reasonable percentage of the national health expendirure is

devoted to local health care™.

The following rate should be calculated:
National health expenditures devoted to local health care x 100

National healch expenditures

(a) Local health care means first-level contact, including community health care,
health-centre care, dispensary care and the like, In some countries, including esome
highly industrialized ones, a significant amount of local care is provided by the
outpatient departments of large urban hespitals., An sttempt should be made to
estimate the cost of these servieces, Each gcountry will decide on what percentage

ghould be considered "reasonable™,

{b) Fundamentally, the priority a country gives to loeal health care may be reflected in
the share of the health budget givem to local health activities, But many national
health budgets are not structured 53¢ as to show costs for local care separately.
Therefore, these costs must be estimated. Detailed guidance on how to do thie Is

given in the references.l’ z, 3

L bocument EB77/INF,DOC/L.

Planning the finances of the health sector — a manual for developing countries.

Geneva, WHO, 1983.
3 Document SHS/84.3.
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(¢} The principles provided for rthe calculation of the numerator of global
indicator 3 should also be applied to the numerator of global 1ndicator 4.
Capital and recurrvent expenditures should apply only to activities devoted to

local care.

(d) In the simplest case, costs for local care include capital and recutrrent
expendltures for health centres and health posts, plus the salaries of the
personnel who work in, or are supervised from, health centres and posts, and

the costs of their supervision from the uext level (e.g. district).

(e} Supervision costs can be calculated by estimating the proportion of staff time,
transport c¢osts, and bullding construction and wmaintenance costs at the
digtrict level that are consumed by supervision activities. To simplify the
calewlations, the entive salaries of the digtrict supervisory staff may be
considered as a cost for local care, even if they do not work full-time in
supervision, The proportion of office space and transport used by them can

then be estimated,

(f) In countries where there is a significant private or nongovernmental sector,
the proportion of expenditures on local ¢are from these sSources must be
estimated., This would include payments to general practiticners, obstetricians
and paediatricians {but mnot to other specialists), te opticians,
ophthalmelogists and dentists, and to commercial pharmacists for injections and
first aid.

{(g) The expenditure on drugs can be obtained from government figures on imports
plus local production, and an estimate made of the proportion of these drugs

which are used for local care,

Global indicator 5 reads: “Resources are equitably distributed”,

(a) This indicator refers specifically to resources for primary health care.

(b} An equitable distribution of regources means that each subgroup of the

population receives primary health care in proportion to 1ts needs.

{(c) While it is recognized that a perfectly equitable disctribution of resources for
primary health care is extremely difficult te achieve, steps can be taken to
ensure that underserved groups receive special attention, The purpose of the

indicator fis to wmeasure progress towards a more equitable distribution of

resources for primary health care.
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(d)

(e)

(f)

(g)

(h)

(i)

It is important to understand that “equitably” does not necessarily mean "equally”
in terms of expenditure. For example, it wmay cost more to deliver a given health
care service to a remote mountain willage than to provide the same gervice in a
¢ity., On the other hand, WHO studies have shown that some simple diagnestic tests
can be performed more cheaply at peripheral than at central laboratorles (because of

lower overhead costs).

The distributfion of resources for primary health care should be analysed according
ro population groups, in terms of!

- expenditure

~ manpower

— facilities,

The firgt thing to do is to identify the subgroups in special need of primary health
care, whether because of lack of services or facilitles, lack of accessibility of
existing services, or poor social or economic standing. BSuch groups are llikely to
have exaggerated values for indlcators of health status, e.g. a high infant
mortality rate, low life expectancy, higher incidence of low birthweight and
malonutrition, Expenditure on health care for these groups {(at the mninimum,
utban/rural) should be determined as far as possible, and it will probably be found
that, in view of their exceptional needs, costs on a per capita basis are higher for

the less favoured than for the more favoured sectiong of the population.

Manpower engaged in primary health care includes government persomnel working from
health centres and health posts, and government, voluntary and private personnel
delivering scrvices directly to the community, e.g. private practitioners,
traditional healers, staff of mobile clinics and preventive health units., It will
be useful to tabulate manpower for primary health care according to these three

bread groups: professional, technical, other,

The analysis of facilities should include health centres, health posts and mobile
units. It should distinguish clearly between the centres and poests that are fully
staffed and operational, and those that are not. Two areas may have the same ratlo
of population per health post, but if there is full-time staff in one area and not
in the other, there is mne equity. Ov if one area is wuch larger than the other,
although the ratio of population to health facilities may be similar, accessibility
may be gquite different.

The combined analysis of the tables for expenditure, manpower and facilitiez for
primary health care iln relation to priority groups should give am indication of the
degree of equity in the distribution of total resources for primary health care.

The government's views on the equity of resource distribution should be stared.
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IV. INTERNATIONAL ACTION

ITEM 11: INTERNATIONAL TRANSFER OF RESOURCES

Points to be considered with respect o item 11

Clobal indicator 6 reads: “The number of developing c¢ountries with well-defined
strategies for health for all, accompanied by explicir resource allocations, whose
needs for external resources are receiving sustained resource support from more

affluent countries"”,

beveloping countries receiving support should provide information on the amount of
external resources received, both financial and other, The peried to which the
information refers should be specified. The amount of external resources received
should be compared with the total amount required, 1if such needs have been
assessed. An explanation should be given of the kind of support received (for
primary health care, hospitals, training, ete.). Countries should rry to quantify
this information as much as possible.

Foreign aid of all categories should be included: ™

grants apnd loans, bilateral and
multilareral (including which UN agencies dinvelved), official and private
(nongovernmental), 1o cash and in kind, as technical cooperation, training
activities, or in direct provision of health services. All capital and recurrent
expenditures should be shown, even if certain expenditures avre not shown on
government accounts (e.g. donation of a hospital, organization of training
activities, workshops and seminars), Care should be taken to avoid the double
counting of aid channelled through the ministry of health; it should be counted as

foreign aid and not shown as & ministry expenditure, Only actual expenditure should

be considered, mot unmet or future commitments.

With respect to item 11,3, donor countries should express the resources provided
both bilaterally and multilaterally to the national strategles for health for all of
developing countries as a percentage of their own (the aonor's) GNP, and also as a
percentage of the total resocurces provided as grants and loans for all purpeses to
developing countries. They should alsoc indicate the broad areas supported such as
primary health care (naming the essential element invelved), health management,

health manpower development, hospltals and the like.

1

Planning the finances of the healrh sector: a manval for developing countries.

Geneva, WHO, 1983, pp. 57-59.
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ITEM 12; TINTER=-COUNTRY COOPERATION

Points to be considered with respect to item 12

1,

TCDC/ECDCl or Later-country cooperatjon among the developing countries might take
the form of exchange of informarion and experience on all aspects of one another's
national strategies, training, collaborative research, use of one another's experts,
jolnt programmes for the eontrol of certain diseases, production, procurement and
distribution of essential drugs and other essential medical equipment and supplies,
development and construction of heslth-infrastructe facilities, and the development

and application of low-cost technology for water supply and waste disposal.2

Cooparative activities with and among the industrialized countries wmight for example

include the areas of assesament of clinical, laboratory and radiological technology
and of the usefulness of selective health screening for early detection of disease,
research on prevalent noncommunicable diseases and mental health, contrel of
environmental hazards, including the long-term health effects of chemicals in the

environment, prevention and control of aleohol and drug abuse, accident prevestlon,

and care of the elderly.2

Cooperation among countries iIn  health and related matters hag 1increased
gignificantly in recent years in a number of areas such as training, exchange of
technical expertise, control of communicable diseases, joilnt purchase of essentlal
drugs and other materials, tramsfer of technology, éxchange of technlcal and

scientific information and environmental pellution countrol.

Such cooperation has developed through many mechanisms, e,g. through billateral

agreements, through regional or subregional mechanisms which were either already in
existence or were established specifically for health, and through established

political and ¢conomic countty groupings.

Somé of the obstacles to inter—country cooperation fdentified during the evaluation
wvere political differences, lack of adequate funds, and conflicting peolicles and
priorities of donor and recipient countries, Problems of communication and the lack
of political will also constitute important constraints to effective cooperation.
Mutual trust and confidence between countries need to be contcinually fostered.
Countries will npeed to examine f{n which way inter-countty c¢ooperation has
facilitated thelr mpational serategies and what faetors have in particular favoured

ot 1lnhibited such cooperation.

1 Technical cooperation among developing countries (TCDC); Eeconomic gooperation
among developing countries (ECDC).
2 "Health for All” Series, No. 3, 1981 (p. 71),.
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ITEM 13: INTERNATIONAL COOPERATION (INCLUDING WHO)

Points to be considered with respect to jtem 13

1,

As part of their intimate partnership relations, WHO and its Member States cooperate
in developing and implementing national strategies for health for all along the
lines described in the global and reglonal strategies, This includes the investment
of resources in reviewlng and developing national health systems based on primary
health care, and strengthening national capacities to do so. It also includes the
transfer of validated information and the facilitation of its use, as well as the
joint pursuit of research and development, and support in generating and wmobllizing
Ies0Urces. WHO provides International services as well as direct financial
cooperation in conformity with defined criteria, The monitoring and evaluating of
pational strategies as part of the managerial process for mnational health
development is prominent in WHO's cooperative activities with Member States.l

Each region of WHO has now defined a regional programme budget policy to ensure the
optimal use of WHO's resources in countries and at regilonal level for the attainment
of the goal for health for all, backed by the new managerial arrangement52 which
provide a management framework for implementing such a pelicy. Thege new
arrangements now aim at the joint government/WHD development of countrywide
praogrammes and health systems for their delivery that can‘be maintained by the
country after WHO's direct cooperation with them has ceased, Under the new
arrengements, governments assume responsibility for the work of WHO and the use of
WRHO's resources in thely country, particularly those resources provided from the WHO

regular budget. This government vesponsibility implies that WHO's resources are to

be used only for activities that are consistent both with defined natienal policies

and with international health policies agreed upon collectively by the Member States
of WHOQ.

The United Nations and its specialized agencies have been approached with requests
t¢ include in their programmes action relevant to the Strategy, whether to support
national actiom by the sector concerned or teo engage the support of people in
variouwus social and econemic disciplines, particularly through their nongovernmental
organizations. Attempts have been made to set in motion action by the United
Nations and its specialized agencies in partnership with WHO to support the
Health-for-All Strategy din such erucial fields as socioeconomic planning and
management, education, agriculture, water supply and sanitation, environmental
control, housing and industrial development. Countries gshould review the efficiency
of wmechanisms established to eunsure overall coordination of international support

for health, particularly within their planning and financial institutions.

1 pocument DGO/ 85,1 (p. iv).
2 hocuments DGO/83.1 Rev. 1 & A38/INF.DOC/Z.
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V. AVAILABILITY OF HEALTH CARE
ITEM 14: AVATLABILITY OF PRIMARY HEALTH CARE

Points to be conslidered with respect to item 14

1.

Safe water and ganitation (items 14.1 and 14.2)

The following rates should be calculated:

Population with safe water in the home or within 15 minutes x 100

Total population

Population with adequate excreta=disposal facilities at home or close x 100

(a)

(b)

(e)

(d)

(e)

(£

Toetal population

Safe drinking-water includes treated surface waters and untreated but
uncontaminated water such as that from protected boreholes, springs and
sanitary wells, OQther sources of unkonown quality should be considered unsafe

and not ingluded in the estimate of coverage.

Among the various elements of sanitation, execreta-disposal facilities are the
only ones which are included. They are considered adequate Lf they effectively

pravent human, animal and insect contact with excreta.

If the above data are available in terms of the proportien of households (for
which gafe water and sanitation are available), it should be possible to
convert this to the properticon of population, using average figures for

household size.

As similar indicaters ave used for monitoring the International Drinking Water
Supply and Sanitation Decade, coordimation with those responsible for

collecting the data for that project 1s highly recommended.
The vear of reference and source of data should be given in each case.
Whenever possible, a breakdown by urban/rural category and also by geographlcal

area and socloeconomic group is desirable. Any groups for which safe water

supply or sanitation is deficient should be i1dentified.
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(a)

(b)

{c}

(d)

bGo/86.1
Page 47

Annex

Immunization (item 14.3)

For the coverage of infants it is most useful for the management of Ilmmuni-
zation programmes to estimate the proportion of infanta reaching their first
birthday who have been immunized, Values should be calculated separately for:
— full immunization against all the six diseases;
- full immunization against DPT (2 or 3 doses according to the
immunization scheme adopted in the country);
= ipwunization against measles (1 dose);
= full immunization against poliomyelitis (3 doses), with a note of
whether live or killed vaceine is used:

- immunization against tuberculosis (1 dose).

Each sub-indicater will be expressed by the following rate:

Number of infants fully immunized = 100

Number of iInfants surviving to age 1

If the national schedule provides for immunization in a different age group,
such as measles in the second year of age, the value should be the proportion
of children immunized in the target apge group (if such is the case, it should
be clearly mentioned).

If the national schedule includes immunization of pregnant women against
tetanus, the figure to be calculated is the proportion of pregnant women
immunized with tetanus toxoid (2 doses). If tetanus immunization is also given
to other groups of women, this may be recorded, but for proper programme
management it is necessary to know the proportion of pregnant women being
protected. For the coverage of pregnant women, the figure to be calculated is
the proportion of women Ffully lomunized with two (or more) doszes of tetanus

toxold by the end of pregnancy,

If rhe figures avallable are for children in age groups different from those
requested, these groups should he clearly indicated. But for the proper
management of immunization programmes it Is essential to be able to break down
the data te¢ show the proportion coevered in the first year of life (or the

second vear for measles imaunization).

As the wmonitoring of ifmmunization coverage is included in most national
immunization programmes, it is desirable to ensure the coordination of data
collection and data sources so as to e€liminate duplication and discrepancies in

reporting,
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(e) The year of reference and source of data should be given in each case.

(f) Whenever possible, a breakdown by urban/rural category and algo by geographical
area and socloeconomic group is deasirable. Any groups for which immunization
is deficient should be identified,

(g) Where the contribution of the voluntary or private sector is significant, an

attempt should be made to eatimate 1t.

Availability of health care (item 14.4)

The sub-indicator measures the percentage of the population having treatment of

common diseagses and injuries, and a regular supply of 20 egeentlal drugs, available

within one hour's walk or travel.

The following rate should be caleulated:

Population having access to local care x 100

Total population

The criteria involved here are;

- A regular gupply of essentlal drugs. Is an uninterrupted supply assured of

the essential drugs designated by the country? Te¢ all parts of the country?

- At least 20 essential drugs. Countries should be encouraged to communicate

their list of essential drugs for front-linme units (such as health posts).

Sometimes these might be lesg than 20.

-~ One hour's walk or travel. If data for time taken is not available, but

distance is5, distance cau be converted into time, TFeor exaaple, under many
circumstances 5 km can be walked or 25-50 km travelled by motor tranmsport in
one hour, depending on road or track conditions. Countries can calculate

conversion factors according to the terrain.

The vear of reference and source of data should be glven in each case.

Whenever possible, a breakdown by urban/rural category is desirable, and also

by geographical area and sociceconomic group.

Where the contribution of the voluntary or private sector is significant, an

attempt should be made to estimate it.
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if convenient, the availability of local health care and uninterrupted

{e)
availability of essentlal drugs may be reported separately, Any groups for
which the availability of essential drugs or local health care is deficlent
should ke identified.
Care of pregnant women and children by trained persoonel (items 14.5, 14.6 and 14.7)
(a) Por the proportion of pregmnant women arttended by trained personnel during
pregnancy {(item 14.5), the following rate should be calculated;
Number of pregnant women attended by trained personmel x 100
Nugber of live births

- For national monitoring, disaggregation by place of care and type of
personnel is recommended, The average number of prenatal visits should
also be caleulated,

- The type of training given to the attending personnel should be described
(e.g., nurse, community health worker, trained birth attendants), together
with the c¢riterias used for attendance (e.g. minimum number of visits

© recommended duting pregnancy).

- The number of prenatal visits found and the content of care provided at
these visits should be reviewed in the light of any natiomal norms to
determine whether the situarion is satisfacrory.

(b)

For the proportion of deliveries attended by trained personnel (item 14.6), the

following rate should be calculated:

Number of deliveries attended by trained persomnel x 1Q0

Numbar of live births

- Digaggregation by place of delivery and type of personnel is desirable.

o The type of training given to the attending personnel should be described
(e.g. nurse, community health worker, trained TBA), together with the

place of the delivery {l.e. home or inscitution).

- The rate found, together with the data on place of delivery and type of
training, should be reviewed in the light of any national norms to

deternine whether the situarion is satisfactory,
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(c) For the proportion of infante (up to their first birthday) cared for by tralned
petsonnel (item 14.7), the following rate should be caleulated;

Nutiber of infants cared for by trained perepnnel x 100

Number of live births

- The type of traimning given to the personnel providing health care should
be described (e.g. nurse, community health worker), together with the
criteria used for care (e.g. minimum number of visits recommended during

first year).
- The naumber of infant visirts found and the content of care provided at
those visits should be reviewed in the light of any nratiomal norms to

determine whether the situation 1s satisfactory. The average number of

visits/contacts should be calculated,
The year of reference and source of data should be given in each case.
Whenever possible, a breakdown by sex, urban/rural category and also by
geographical area and socioeconomic group is desirable. Any groups for which
the availabiiity of care for pregnant mothers and infants is deficlent should

be fldentified,

Where the contribution of the voluntary or private sector is significant, an

attempt should be made to estimate it.

vI. HEALTH AND SQCTOECONOMIC STATUS

ITEM 15; HEALTH STATUS

Points to be considered with respect to item 15:

1. Nutritional status of childrem (item 15.1)

Global indicator 8 reads; “The nutritional status of children is adequate, in that:
- at least 90% of newborn infants have a birthweight of at least 2 300 g;
- at least 90% of children have a weight-for—age that corresponds to the

referance values given in Annex 1 to Development of indicators for monitoring

progress towards Health for All by the Year 2000".
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The following rates should be caleulated:

(a)

(b)

(e)

(d)

(e)

Number of newborns with & birthweight of at least 2 500 g x 100

" Number of live births

No, children under 5 with weight-for-age corresponding to ref, values x 100

Number of children under 5 years

It should be noted that birthweight is an indicater of health sgud nutritional

status of the mothar as well as a prediction of infant health and development.

Birthweight should be measured within the first hours of life, before
signifiecant postnatal weight loss has occurred. If available, informationm on

preterm births should be provided separately.

The vreference values for weight-for-age wmeasurement are those labelled
"median-2 5D (kg)" in the tables in Annex 1 to "Health for All" Series No. 4,

Development of indicators for monltoring progress towards Health for All by the

Year 2000. The number of children studied and their representativeness should
be stated, Breakdown by sex and l-year age group is recommended. In case
"weight-for-age” data are not available, "weight—for-height" data for children
under 3 years of age may be presented instead, or in addition. The cut-off
polut would be “median-? SD" weight-for-height as given in Annex 3 to the

document mentioned in (c¢),

The data source (e.g. civil registratioun, hospital records, sample gurvey) and
the year of reference should be given,

If the data refer only to a particular geographical area or age group, this
should be specified. It 1is particularly important to identify geographical

areas or population subgroups suffering from inadequate nutrition.

Infant mortality (item 15.2)

Global indicator 9 reads; “The infant mortality rate for all identifiable subgroups
is below 50 per 1 000 live births”.

The following rate should be calculated:

Number of deaths under 1 year of age x 1 00QC

Numbayr of Live births
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{a)

(bl

(el

(d)

The key section of this indicater is “all identifiable gubgroups”.  The

national rate should, of course, be given, but in additien it is important to
give the rates by sex and urban/rural division, and alse, 1if possible, by
geographical area and secciceconomic group. In some counttles 1ir may also be
appropriate to give the rate by ethnic group. Wational definitions of

urban/rural and other subdivisions should be included.

for rthose groups ar areas with higher Infant mortality rates, measures proposed

to counter the problem may be mentloned.

1f there is a2 national target for the infant mortality rate, this should be

glven.

The year of reference, source (e.g. civil registration, sample survey) and data

representativeness should be given.

The following tabular presentation may be used:

Year: 193m

Area/group No. live births No. infant deaths IMR/1 000
live births

Whole country

Males
Females

trban
Rural

ete,

Life expectancy at birth (item 15.3)

Global indicater 10 reads: "Life expectancy at birth iz over 60 years, "

(a} A simple procedure for computing life expectancy 1s Illustrated in the

1

publication mentioned 1in the footnote below.l Life eXpecrancy cannot be
esrablished with precision for a country with a popularion of less than 1
million 1f based on data for a single ealendar year. For & country with a
popularion of less than 1 million but more than 200 000, data for 2-5 years
should be combined for the computation., For a country with a population of

less than 200 000, the average age at death may be used as a proxy indicator,

* Bealrh for All" Series, No, 4, 1981 (pp. 70-74).
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(b) The figure for Llife expectancy should be reported separately for males and
females, %if available. Variations iIin life expectancy by geographical areas
and/or socioeconomic subgroups are important, and any areas or groups With

lower life expectancy should be identified.

{c) The vear to which the data refer, the dara source (e.g death rate based on a
complete  count, sample registration, estimare, etc.) and the data

representativeness should be described.

ITEM 16: SELECTED SOCIAL AND ECONOMIC INDICATORS

Points to be considered with respect to item 16

1. Adult literacy (item 16.1)

Global indicator 11 reads: "the adult literacy rate for both men sud women exceeds
708",

The following rates should be calculated;

Number of literate males aged 15 years and more x 100

Nutber of males aged 15 years and more

Number of literate females aged 15 vears and more x 100

Mumber of females aged 15 years and more

(a) The year to which the data refer, the source (e.g. census, sample survey) and

the representativeness of the data should be described.

(b} It is important to identify areas or population groups within the country which

have a low female literacy rate,

2. Gross national product (GNP) per capita (item 16.2)

Global indicator 12 tveads: "The gross national product per head exceeds US $500."

The GNP per head should be expressed in national curvency as well as US
doliars, The year to which the figure relates should he specified. 1If the GNP
is not available, the gross demestic product (GDP) may be provided.




