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Introduction

The world economic situation has deteriorated over the last
decade; the health budgets of many countries have been severely
reduced at a time when additional resources are required to build
and sustain national health systems based on primary health care
(PHC) to meet the priority needs of all people, especially the
underserved. How therefore can universal coverage through PHC
be achieved and paid for? Unless answers to this question are
found, the extension of PHC to all people is likely to remain a
dream. While cutbacks preseni major problems in the short run, it
is nevertheless true that over the longer term the search for
resources for PHC can provide countries with fresh opportunities
to look again at how they use their resources.

To respond to the need felt by Member States of the World
Health Organization (WHO) to develop and improve their
economic capability in the health sector, Technical Discussions on
ihe topic of *‘Economic support for national health for all
strategies”” were held on 6-8 May 1987 at the Fortieth World
Health Assembly, There were over 420 participants (including 40
Ministers of Health), many representing the health, planning,
development and finance sectors, bilateral and multilateral agen-
cics, nongovernmental organizations and academic institutions.

The aim of the Discussions was to clarify issues and identify op-
tions for action on ways of mobilizing and using resources op-
timally, when developing or reshaping health systems, to ensure a
balance between the cost of effective and practical health plans
and the resources likely to be availabie, A background document
was distributed to the participants in view of supporting the
Discussions.'

This booklet consists of a brief review of the keynote speeches, an




executive summary of the Dscussions and the main conclusions
shared by four working aroups.

Making this widely known aims at supporting the call for action
expressed by the participants of the Discussions, and at expressing
WHO's will to collaborate with those who are committed to ex-
panding economic partnership towards health for all.

Dr M. Janclges Dr 5. Khanna
Co-secretary Secretary

! Reference: Background Document of the Technical Discussions — Beanomic
Support for National Health for All Stratepies (AdQ/Technical Discussions/2, May
1987).
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Progress in times of austerity

Ten vears ago at Alma-Ata the Member States of WHO commit-
ted themsclves to achieving the ambitious goal of health for all by
the vear 2000, The time is now half spent, and progress does not
appear to have been commensurate. There are still countries in
which large numbers of people are dying through lack of the most
basic medical attention.

But appearances may be deceptive. Primary heaith care — the
means by which the goal is to be achieved — represents a radical
new approach requiring an overturning of traditional concepts. To
achieve such a change of direction throughout the world will ob-
viously take a considerable time. In addition, the economy of
most countries has fallen into recession in recent ycars, reducing
the funding that is the life-blood of health services. The outlook
has become increasingly sombre, Where is support now to be
Found for health for all?

This was the most important question facing delegates to the
Wolrd Health Assembly 1987, And to try to find an answer they
made it the subject of their technical discussions. The aim was to
determine the progress so far made by the health-for-all move-
ment and to propose ways in which it could be sustained even in
times of austerity,




Economic tide recedes

In his keynote address as chairman of the technical discussions,
Dr Aldo Neri of Argentina plunged immediately into the
economic problems that present the greatest obstacle to better
health.

Times are harsh for the developing countries. There has been an
overproduction of commodities at a time when demand is actually
shrinking because of the tendency of modern industries to use
smaller quantities of the raw materials exported by the developing
countries. Prices have consequently deteriorated. There is also a

tendency for new industries to be knowledge-imtensive and capital-

intensive but not labour-intensive, so eroding the advantage
hitherto enjoyed by countries that could offer a cheap labour
force. As a result, national debt problems have cxpanded to an
unprecedented size. In Latin America, every person owes about

£ 1000 to international financial centres, a sum that in some coun-
tries represents one to two years' income.

These problems are exacerbated by the arms race, which imposes
a serious burden on the richer countries and has inevitably forced
up interest rates.

The industrial countries are having to cope with crises of their
own, brought about by the rapid progress of new technologies
and the need to transform systems of production,

The recession, thought Dr Ner‘ 16 "ds,' o}have 4 more

+ drastic 1mpact on essenn ' e jrionessennals

The treatment of patients continues, as does the use of high-
technology equipment and the preseribing of expensive drugs.
What tends to suffer is environmental sanitation, maternal and
child health services, and immunization programmes.

Institutions in many developing countries are in need of reform.
The social security system, for example, far from having the
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universal coverage found in both socialist and capitalist countries,
often takes the form of coverage for much smaller groups, so
allowing the formation of pockets of privilege.

Hunger continues to be one of the world’s most pervasive pro-
blems, nol so much because food 15 lacking as becanse it often
tails to reach those in need. Latin America 13 & case in point. The
amount of food available there has for many years been greater
than the requirements of the population, but still 60% of children
under five are under-weight for their age.

This institutional anarchy in the health field is a sad example of
the waste of searee resources. Only with a comprehensive ap-
proach embracing the private sector, social security systems, and
the public sector can there really be forward movement, and the
whole issue must become the subject of a great public debate,

The funds available to health‘atitho?iﬁes are urnlikely to in-

. crease, but they will have a very much grﬂater affect if they
are, used eff:cwntly

However, it is not just a question of deoing ““more of the same”’
some creative and original thinking is required Lo see what else
can be done and what new approaches can be made in the provis
sion of services.




Progress monitored

In 1986 WHO carried out an evaluation of the progress made
towards health for all, which showed a high level of political will
in the 147 countries responding. A positive start had been made in
many of them, but the overall benefits were below expectations
because of widespread political instability, natural disasters, arm-
ed conflicts, and high population growth, The economic recession
since 1980, the deepest since 1929, had led to increasing poverty.
The public health sector had not escaped, and health budgets had
heen reduced at a time when additiongl resources were urgently
needed to support primary health care.

However, external economic factors were not solely to blame. TFew
countries had begun to carry out the strategic actions required to
expand economic support for health for all. Very few countries
had estimated the magnitude of resources required for their na-
tional strategies, let alone identificd the source from which they
could be financed. Very few new initiatives had been underraken
{o mabilize resources internally, and there was a continued ineffi-
cient use of health resources, with very little attempt fo reduce
waste or imprave cost-gffectiveneass,

It is clearly at this :p';:).ii‘:‘n.;‘cgha: st

, , in 1515 most needed to
translate political readiness int. iction o

s‘e;ful»ac 1on.

In response to the challenge, the participants in the technical
discussions focused their attention particularly on ways of increas-
ing domestic resources and using them in the most efficient man-
ner.
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Austerity tightens discipline

As an example of what could be done, the actions taken in
Morocco were described by one of the panel of speakers in the
opening session, Mr Taieb Bencheikh, Minister of Health of that
country, who saw a certain amount of good blown by the ill wind
of the recession, Budgetary restrictions forced his Ministry to
rethink its methods of using limited resources. Adtention was first
paid o the hospitals, where a certain laxity was evident. Ad-
ministration boards were established in the university teaching
hospitals and given full financial autonomy. The boards were
composed of representatives of all the parties involved in the
hospitals and were empowered to discuss all aspects of their
budgets, the recruitment of personnel, and the ordering of equip-
ment. The boards were also able to revise hospital charges and to
retain the income accruing from them. Seven 500-bed regional
hospitals were also given financial asutonomy and allowed to keep
and use their income. But it was obvious that

the real problem was to find good managers who would be
able to develop and implement a management plan and
make rational use of resources.

The investigation also revealed that there was no reserve of pro-
perly trained maintenance personnel, so a general maintenance
service was established and contracts signed with companies for
supplies, training labour, and engineers.

The review team then turned to the betler management of drugs
and equipment. First, a reduction was made in the number of
drugs used in the intensive care units in treating the most common
diseases. Second, considerable savings were made by instituting
computer control of expiry dates {or central pharmaceutical sup-
plies. Third, procurement procedures were Lightened up to avoid
the losses of up to 40% that had hitherto been incurred simply
through failure to check the range of prices of the products
dvailable. Lastly, procedures were revised Lo ensure a better
distribution of drugs from the producers to the consumers in the
provinces.




A scrutiny of personnel management showed that far too many
medical and paramedical personnel were concentrared in the
towns, at the expense of smaller places, and this problem is still
under study. The Ministry has now insisted that recruitment of
medical specialists, general practitioners, and paramedical staff
should be by competitive examination. Refresher courses have
been started and will be.compulsory for practising physicians. A
general inspection system has benn introduced for the continuous
monitoring of hospitals, programines, and personnel.

Much of the incfficiency discovered by the investigation team was
attributable to poor information and limited analyrical capabilities
both in the Ministry and at district health centres.

To overcome these deficiencies, three new units were established
in the Ministry covering data processing, statistical information,
and methodology.

 While increased-efficiericy:
* help in absorbirig budget
. sider ways of ‘mobilizin

Mr Bencheikh said that the first step his team considered in this
respect was the greater participation of the public. Health services
are available free of charge to the poor and will remain so, but
there are many people who can make direct payment for services
and many more who have social security coverage. These latter
groups are able to pay for their care in both public and private
hospitals. The medical profession operates a system in which
drugs purchased by people who can afford them are set against
those provided free of charpe to the poor. Prescribed drugs are
thus not a charge on the health budget.

Hospital charges had not been revised for 20-25 years and on ¢x-
amination were found to be insufficient even to cover the cost of
water and electricity. A new scale of charges is in preparation and
will to some extent relieve the budget of a particularly onerous
burden.




A large number of private charitics are very active in the health
field in Morocco and are in a good position to help remedy the
lack of budget funds. Doctors have proved 1o he very good at
fund-raising in the privatc scctor — mainly in the big cities with a
well-developed economic sector — and help of this kind does per-
mijt the government to channel its limited resources into primary
health care.

Increasing numbers of small but well-equipped clinics are opening
in Morocco, especially in the big cilies, and the government has
relatively good control over their charges, In addition, doctors’
offices are being established in all parts of the country by general
practitioners who are prepared to aceept relatively low salaries
and even on occasion to be remunerated in kind. The government
is encouraging this development in the hope that country practices
will become a permanent feature of the Moroccan medical scene.

Many communes of about a thousand peopic are themselves pro-
posing to take responsibility {or the construction and operation of
rural dispensarics and health centres and for the recruitment of
doctors and paramedical personnel, While the Minister welcomed
these initiatives he felt that the recruitment of medical staff
should be Icft to the municipal health departments in the big
cilics.

Moroceo does receive considerable assistance from sources outside
the country, It is greatly apprecialed and undoubtedly helps, but
it cannot provide a definitive solution to the country's problems
because it is subject to uncertainty. Foreign experts are often us-
ed, with salaries paid abroad, and products sometimes have to be
purchased from the countries providing the assistance. But, it is
the arbitrariness of the assistance that is its worst feature. A coun-
try can never make plans on the assumpltion that there will be g
steady level of support: if the assistance falters, important pro-
grammes to which the public is beginning to respond might have
to disappear.

Mr Bencheikh ended his dissertation by offering a suggestion that
might be of general use to all developing countries — namely that
international financial agencies should include as one of the con-




ditions they impose on recipient countries a stipulation that a cer-
tain percentage of the country’s budget be reserved for health,
The percentage would be related to the gross national product, as
in the case of budget deficits or external trade deficits. A policy
of that kind would arrest the steady decline in the share of the
budget set aside for basic health care.




Bringing in the community
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Two of the panel of four spedkers in the plenary session, Dr
Suwardjono Surjaningrat, Minister of Health of Indonesia, and
Pr A. D. Chidua, Minister of Health and Social Welfarc of the
United Republic of Tanzania, had similar messages for the
meeting — the importance of involving the community in the rais-
ing of health standards.

It has been estimated that 30% of the health care in any society is
provided by the family. Communities are also capable of tackling
the root causes of disease such as malnutrition, lack of sanitation,
unclean drinking water, and bad housing.

- The need for community participation has often been

overlooked in national development, but within communities
. there are considerable resources of human ingenuity, labour,

materials, and money, the creative use of which opens up -
dramatic new possibilities for the improvement of health.

Until now, howere community participation has usually been
limited to help during crizes such as epidemics and outbreaks of
cholera. Community awareness of the need for continued
vigilance over health problems is not yet in evidence. But this is
not to deny that spontancous community action in support of
health has been forthcoming — for example, communities bearing
the cost of referral of some of their members to hospital and
communities construgting dispensaries or digging trenches for
water pipes under self-help schemes. What is required in future is
10 encourage people Lo maintain vigilance themselves and to
makes sustained efforts to deal with their own health problems,
with the aid of health personnel,

Both indonesia and the United Republic of Tanzania have a rural
outreach programme, which.is a good -way of mobilizing people's
participation in all social activities, and these would naturally in-
clude health activities. In Indonesia the programme takes the form
of integrated health delivery posts organized by the local people




but under the guidance of health centres. One of their functions is
to encourage and enable people to take their own rneasures to
care for the health of the family.

For Dr Chiduo, the litmus test for political commitment to the
goal of health for all is not brave statements, resoplutions,
charters, or plans but the pattern of allocation of resources. What
is needed is to examine both the level of health resources and the
way in which they are used. The issue is not just how rmuch
money is allocated but also how equitably the available resources
are distributed. In this respect his country has made some spec-
tacular achievements. In the 1960s and early 1970s about 80-90%
of the total budget was spent on hospital services, mostly
benefiting the urban population where the facilities were located.
By 1980, however, less than 60% of the budget was being spent
on hospitals. There has also been greater equity in the allocation
of resources between urban and rural areas. In 1971-72, about
80% of the health resources where allocated to urban areas and
20% to rural areas. The corresponding figures today are 38% and
429,
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Holding the costs down

The fourth speaker of the panel, Professor Brian Abel-Smith of
the London School of Economics and Political Science, England,
dealt with the situation in Europe, where the key phrase today is
cost containment. From 1950 to the mid 1970s, health cxpenditure
increased up to 10% more rapidly than the gross domestic pro-
duct. It was then decided that this escalation could not be allowed
1o continue.

" The method of cost containment has been stricter regulation
of the health care system, both on the demand side and on
the supply side. ‘ :

There has been a trend towards greater cost-sharing or copayment
throughout both Eastern and Western Europe and in some coun-
trics towards privatization — that is to say, more private in-
surance or more contracting out of functions to the private sector.

On the supply side, one of the main targets in Western Europe
has been the hospitals, with rigorous control over both hospital
budgets and new construction. In some countries the primary
health care concept is being used consciously as a means of reduc-
ing hospitalization, particularly by shortening Lthe length of stay
and developing alternatives to traditional hospital care.

Controls are increasingly being imposed on the purchase of expen-
sive medical equipment.

A second target has been expenditure on pharmaceuticals.
Without going so far as the WHO essential drugs list, more and
more countries have been reducing the range of drugs that can be
preseribed under national health insurance systems or national
health services. The commercial promotion of drugs is being more
heavily regulated, the preseriptions issued by doctors are being in-
creasingly monitored, and encouragement is being given to the
prescribing of cheaper substitutes for more expensive drugs.




There has been an increasing tendency to impose ceilings on
health expenditure, and some countries have been moving over
from national insurance Lo a national health service so that central
government itself can exercice direct financial control. But one of
the most innovative developments has been government ¢control
over the size of the budgets of private hospitals. Countries that
have long had budget control have been holding expenditures
down, In 2 number of them the budget cuts have begun to hurt,
with long waiting lists of less urgent cases.

There has been a general drive to increase efficiency and produc-
tivity and to calculate what different activities are costing. There
is also a greater use of the market mechanism to reward efficiency
and stimulate production. This is true throughout Europe.

‘ ‘Dne of the central planks 0f t‘
. strategy. is health. promatio
. -Iment is certamly thee best wa

' rollm custs over the
"next few decades S

The idea of bringing about changes in life style and the social en-
vironment has caught on, the important targets being smoking,
accidents, aleohol, diet, and more recently AIDS, At least ong
Eastern European ¢ountry has gone so far as to reduce the pro-
duction of alcohol and tobacco, as well ag lirniting times of sale
and opportunitics for consumption.

Some countries have produced costed plans showing in quantitive
terms the switch they intend to make from acute hospital care to
less costly and more homely ways of looking after the aged, par-
ticularly by means of a strengthened system of primary health
care with a heavy emphasis on health promotion. These proposals
are of great importance in Europe because it has a rapidly aging
population rather than a growing one. Qld people need much
more health care than people in their prime, and an aging popula-
tion costs an extra 0.5-1.0% of healih expendirure each year if the
same standard of health care is to be maintained.




Striving for equity

After the contributions of the four speakers, a general discussion
took place on ways of obtaining economic support for the health-
for-all stralegy. It focused on domestic resources, which were
regarded as being ultimately more religble than foreign aid,
especially at a time of financial constraint.

Equity froms the basis of the value system implied in the goal of
health for all, Equity demands a redistribution of incomes and
benefits, which is easier in periods of high economic growth than
at times of recession. Currently the prospects for economic
growth are not very bright, and

itis all the more urgent to find ways and means of mam- S f
i tammg the emphams on equ:ty ' : R

With few exceptlions, most poor countries are in the grip of a
dilemma: they have to decide whether to invest directly in health
or to invest indirectly in health-related sectors such as nutrition
and water supply. Only the local conditions can determine the
priorities here.

In most developing countries the budget authorities have the final
say on resource allocation. Generally the allocation to the health
sector is low compared to the requirements of the health-for-all
strategy. Indeed, the highest political authorities do not always
appreciate the principle of equity in health, and priorities are
unlikely to change until they are convinced that this principle can
form a solid basis for growth,

At present the great need is to ensure that resources for health are
not drastically cut, and health policies should be formulated in
Stch a way thar they can withstand the influence of shori-term
declines in economic activity. Moreover, the public must be made
aware of the importance of health services so that its opinion can
influence budget decisions.




In many countries two trends are discernible — the government
taking responsibility for primary health care and health promotion
and protection while market forces deal more and more with
curative services. However, while deregulation may increase effi-
clency it can also create privileged groups, which works against
equity. Some participants thought thar government responsibility
should not be limited by market forces but should focus on set-
ting health targets based on priorities.

From the experiences of various countrics in mobilizing resources
for health the following methods can be proposed:

— increase the price charged for drugs within the limits of
affordability;

— provide essential diagnostic services free of charge while
charging for nonessential services;

— continue the provision of free proventive health services;

— cneourage the participation of the community in health
activities; and

— make judicious use of available inlernational cooperation
while avoiding fragmentation of health policies and ser-
vices.,

Investments by sectors other than health should be encouraged.
Employers, for example, are often willing to build health facilities
for their personnel, and many communities are prepared to con-
tribute either in cash or in king.

The introduction of users’ charges can raise additional resources
for health, and a variation of this to introduce such charges only
for hospital services and pecople who can afford them. However,
some participants felt that would lead to further inequities and
not only hurt the poor but fait to add any substantial sum to
resources. It is clear, however, that within each socloeconomic
system varlous policy options are available for increasing the
resourees for health,
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The financial plan

The preparation of a plan of action is an essential element in the
strategy for attaining health for all, and the financial implications
of each health policy must be clearly stated. Mapping the future
profile of the health sector means forceasting the likely
developments in a country’s economic and social fabric. Changes
in population, agriculture, industry, and employment patterns will
influence both the needs and the opportunitics for health for all.
In all planning exercices it is essential to obtain the participation
of the public, of health workers, and of people in other sectors in
order to avoid overcentralization.

The major stages in financial planning include:

— identifying expenditures by all the agencies providing
health services, both public and private;

— costing the capital and recurrent components of schedul-
ed developments over the period of the plan;

— identifying all possible sources of finance and estimating
the likely amounts involved and their acceptability and
administrative feasibility;

— comparing expected revenues with predicted costs and
revising targets and strategies 1o achieve balance.

Many countries still do not have such plans. They face real dif-
ficulties in financial planning owing to economic uncertainties,
lack of expertise, and insufficient information. One way of ap-
proaching the problem is Lo carry out a retrospective exercice,
gstimating expenditures and sources of finance for the whole
health sector over recent years, including its private, public, and
social security components. This will give a good indication of the
way ahead.

The relating of health priorities to available resources is the

basis of realistic planning.

Complaints gbout lack of resources are often made in cir-
cumstances in which therc is a conspicuous waste of facilities or




manpower. Several options have been given earlier in this report
for closing the resource gap, but each one needs to be carefully
examined with regard to its impact on equity. Countries would

benefiy from sharing their experiences in this area.

Success depends not only on good planning by the ministry but
also on good planning and management in the provinces and
districts of the country, and the local plans should be taken fully
into account in the national plans. The abilities of local personnel
in this respect usually need to be strengthened by special training.
Morcover, if the national plan concentrates on the public sector
and nesglects the services provided by the private sector, the full
capacity of the country for realizing health benefits will be
underestimated,

Even in middle-income countries, the ministry of health often
lacks adequate up-to-date information on the budget situation.
Few countries attempt the use of programme budgeting methods
in their respurce planaing. The lack of capabilities at all levels for
the financial assessment of the proposed health plan is seen as a
major constraint to the implementation of health for all.

Insurance and social security mechanisms diminish some of the
uncertainty surrounding future revenue levels, fnsurance schemes
aiso have the capacity to protect the vulnerable by subsidy from
those in employment. The scale and acceplability of such a

transfer is a matter for political judzement.

The importance of flexibility in planning should be kepr in mind,
both to allow for revision of targets within the overall framework
and to allow for the ready absorption of unanticipated windfalls,
This was stressed by participants from countries with recent ex-

perience in improving their financial plans.

Sustained political commitment is essential. Participants gave ex-
amples of resistance 10 plans both from health providers and from
the users of health services., Experience in developed countries has
shown that unless providers are convinced that a financial plan

serves the interests of their patients they will simply overspend, so
undermining the plan. Similarly, plans resuiting from little or no
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discussion at the iocal level may be ignored by users — as seen in
the common preference for hospital care rather than community
care,

Making changes in the health system costs money, and estimates
of the amounts involved should be part of the planning process.
The retraining and redeployment of manpower form the higgest
component of the healih seclor’s recurrent costs, and such
changes cannot be achieved unless the costs are allowed for.

Skills in financial planning and management need to be widely
dispersed throughout the health sector. All health workers should
be trained to understand the economic implications of diagnostic
and treatment decisions. Courses in public health and health ad-
ministration should include the subjects of health cconomics,
financial planning, and management, and governments should en-
sure that they do. For more specializes work, such as in planning
and budgeting, longer exposure to health economics is appropriate
for administrative and management staff. Ordinary graduates in
economics are not adequately cquipped 10 undertake health
system planning; they need special training in health cconomics,
Better communication between economists and decision-makers in
the health field would be highly desirable, and the latter must
develop greater sensitivity to economic issues.




Mobilizing resources

More and more governments are finding it difficult to provide
free health services for all, and the discussion provided a clear
consensus that new sources of funding must now be developed,

The principal underexploited source is coniributions from con-
sumers, and virtually all countries are now exploring ways of
developing this option. Studies in many countries have revealed
that families spend relatively high amounts on health in relation
to their incomes and incur further costs for travel and loss of pro-
ductivity. In place of this random payment for health care, con-
tributions from consumers might take the form of fees charged
directly for services or channelled to health insurance or social
security schemes.

However, greater reliance on funds from these sources must be
geeompanicd by exemptions for special groups such as the poor,
children, women in their childbearing years, elderly women whose
capacity 1o pay is severely limited, and victims of chronic diseases
and devastating illnesses, These groups must be protected and
cared for with funds from government revenues, In addition, ser-
vices that control the transmission of diseases will usually con-
tinue to be provided by the government. These would include im-
munization and the monitoring of public water supplies.

‘ Csubstantxal contnbutmxis _{0‘ thc era health.’resources'

Monies collected from large numbers of people for financing
health services must be carefully managed to ensure their proper
application. This implics that any system for obtaining funds
from the public should be well documented and overseen by an
official local group such as a local development committee or a
community health committee. Thesc accounting and auditing
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mechanisms should be kept simple so that the public can unders.
tand them and so keep a further check on the collection and use
of funds. The effects on the providers of care should also be
obscrved, and the metheds of administering the funds should be
modified if necessary to encourage greater efficiency and equity.
Surveillance should extend to the setting of fecs and rate struc-
tures, in cooperation with government representatives, as well as
to choice of services that will be subject to payment through cost-
sharing schemes.

© Patients are more likely to contribute funds — and pro-
viders to collect revenues — if it is clear that benefits accrue

to them.

Funds generated within the health sector should be used only te
provide health care. They should be controlicd by the health sec-
tor, not paid to the central government for allocation among
public programmes. However, resources may nced to be
redisiributed by health authorities among regions of the country
or income groups in order to promote equity. The health
authorities should at the same time provide the necessary subsidies
to satisfy the budgetary requirements of the different parts of the
health sector.

Fees for patient care, compulsory contributions to social in-
surange, and similar revenue-generating schemes are difficult to
introduce if the government has previously provided free care.
The problem is especially thorny where the quality or avqilahility
of care i5 judged by patients 1o be unsatisfactory. Direct charges
might be imroduced most readily for clective procedures or for
services that are demanded by relatively few people. Since radical
reforms in health care financing are likely to meet political
resistance, a gradual intreduction of charges appears most ap-
propriate.



Making better use of resources

There is a general concern in all countries that health resources
arc not being used in the most effective way. This matter deserves
the most urgent attention because

makmg the best use of available resources offers the best
option for i 1mprovmg the fmancmg of health for all

Ther first step is to identify the points that are likely to provide
the greatest opportunity for Improvement. They may include
authority over finance, manpower use, and staff compeienge. A
set of objectives must be formulated to guide the selection of the
most effective entry points for improving resource use.

Certain common themes emerged from the discussion that are
relevant for both the developing and developed countries. There
was general approval for the use of incentives in obtaining betier
performance of providers, workers, consumers, and the govern-
ment. It i likely that a wisely chosen system of financing health
services can act as a major incentive, but the drive for efficiency
must be tempered with concern [or equity. it must be remeémbered
that for every cost in g system there should be a benefit and for
every benefit there is a a cost, Optimizing the use of existing
resources 1s a balancing act in which the administrator tries o
minimize costs and maximize benefits. It does not matter whether
resources are increasing or diminishing: good management of the
health system still requires the optimum use of resources to get
the best results at the least cost.

Most countries have so far made only limited progress in reorien-
ting conventional systerns of health care into systems firmly based
on primary health care, This in itself causes waste owing to a con-
tinuing overemphasis on curarive care, whivh concentrates
resources on coping with sickness after it has occurred rather than
on preventing it from occurring at all, which costs far less.

The reorientation of health systems under the health-for-all
strategy requires a revision of the roles and responsibilities of afl
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levels af personnel to include ¢ strong emphasis on primary health
care. The functioning of health care institutions, particularly
hospitals, must also be revised to improve the integration of ser-
viees, avold overspecialization, increase the outreach of health
personnel, and provide a mix of curative, preventive, and pro-
maotive activities appropriate to the population. At the same time,
in-service training must be strengthened both to improve the
knowledge and skill of personnel and to incline them towards
primary health care.

Weak infrastructure and poor management, especially in the
districts, seriously impede the coverage of the population with
primary health care, in both rural and urban areas. They also
caus wastage and poor utilization of resources by placing too
much emphasis on a few special services, so aggravating deficien-
cles at intermediate levels and failing to address the priority health
problems of the area. As at present structured, government health
organirations are not very good at coordinating with nongovern-
mental and private health institutions or with community
organizations and sectors such as education, agriculture, and
water supply, all of which can provide important resources for
health. Competition between various health organizations and ser-
vices may causc overlap and waste. All health resources, not just
those in the public sector, should be used to improve the health
conditions of the people. Since these resources are in the hands of
different groups, governments must establish methods of
cooperating with these groups.

Many participants saw a clear need to awaken a sense of urgency
in governments to achicve a dramatic improvement in the perfor-
mance of public services. Health care systems often operate below
their optimum level owing to inappropriate institutions or lack of
incentives, Health administrators muost therefore have methods of
evaluating the performance of the health care systcm so that they
can make timely and judicious interventions. To do this they need
to develop indices of efficiency and cost-effectiveness and
measures of the quality of services. This is another field in which
the sharing of experience between countries would be highly
desirable.




The main issue in health manpower development is the level of
staff awareness of efficiency and cost control in health care,
Training in subjects like these would be easier if teaching methods
were modernized by the use of new approaches such as casc
studies in problem-solving within the community.

Participants showed concern over the growing levels of expen-
diture on private health care, which they felt ought to be balanced
by an increase in the public sector.

Governments should use practical short-term health systems
research to generate information about health care resources,
costs, service output, and quality of care. Information of this
kind is of immediate use in planning and problem-solving and
should lead to the development of generally acceptable indices of
efficiency, quality, and levels of performance. Health service staff
at all levels should be involved in such research, which would in-
crease their awareness of efficiency and performance issues. Suc-
cess stories as well as difficulties should be analvsed.

Many problems are encountered in the procurement, use, and
maintenance of health supplies and medical equipment. Lack of
standardization leads to difficulties in distribution, maintenance,
and the supply of spare parts. In developing countries these pro-
blems are often aggravated by the variety of types of equipment
and vehicles provided by different collaborating agencies. Con-
siderable waste also results from the inefficient use of drugs. In
all these areas governments have a major part to play in
establishing procurement procedures, guidelines, and equipment
standards, in strengthening maintenance systems, instituting train-
ing courses, and facilitating the local production of spare parts.

The public is not generally well informed about the need for cost-
control measures and the cost-effectiveness of prevention. Advan-
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tages could stem from betier public information about the person-
nal savings that can be achieved through disease prevention,
health promoting behaviour, and the policy of using the jeast
costly medicines and interventions. Health education should also
try to increase public appreciation of and trust in primary health
care services, including those available in the community such as
home care and day care. When health education is being organiz-
ed, special attention should be given to the important role of
women as providers of health care in the family.




A call for action

Health i a Shared rESponmb:ht 'that resm on the mdw:dual

the commumty, and the governmen‘

As pariners in the health-for-all strategy, ordinary people should
have an opportunity to contribute actively at the individual, fami-
ly, and community levels. They should have access to knowledge
that allows them to share responsibility and make choices in
health care.

Mobilizing economic support for health has many implications for
health policy-makers and administrators. They need to be firm ad-
vocates of social priorities based on concern for the poor, and
they must generate commitment and support from gther sectors.

Health adminisirators must increase their ability to define
equitable schemes for obtaining funds and alloeating resources.
They must be able 1o provide the policy-makers with different op-
tions for mobilizing additional resources, and they must manage
scarce resources in the best possible manner.

Covernments can pursue a number of measures that are financial-
ly feasible and economically viable and can protect and even im-
prove the health of vidnerable groups during periods of financial
restriction. Concerted action by governments on the recommenda-
tions that emerged from the technical discussions i3 urgently re-
quired to protect the health and wellbeing of the poor and
vulnerable and to safeguard the health of future generations.
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