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A CRU is a useful instrument to facllitate programme budgeting
in primary health care as a part of the overall mapagement,
monitoring and evaluation process by which countries individually,
and togecher, strive to attain health for all by the year 2000,

It provides a careful analysis of the country's health problems
and socioeconomiec circumstances in support of the search for
solutlons that are socially and econounically feasible. It points
the way to decisions that must be made on specific priorities,
objectives in relation to these priorities, and the resources
needed to attaln these objectives. It is a means of indicating
the directions for the allocetion of the country's own resources
for health development, as well as of identifying the needs for
additional extermal rescurces that may be required for
Implementing the strategy for health for all, based on primary
health care.

Thegse guildelines are designed to help countries in preparing
for and carrying out a CRU. As a national process, each CRU will
be unique to the country concaerned, However, experience has
ghown: that there are a number of common elements that can usefully
be included, and a number of steps that all countries will wish to
follow, These are outlined in this document, together with a2
nymber of 1llustrative tables,

A CRU becomes a helpful tool in mobilizing health resources
only when it is effactively followed up, regularly updated and
waintained as one expression of the actions undertaken by a
country in pursult of its national goal of health for all.
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COUNTRY HEALTH RESQURCE UTILIZATION REVIEW (CRU)

I. INTRODUCTION

1.1 At the Thirtieth World Health Asgembly (May 1977), all the Member States
unanimously adopted resolution WHA3O0.43, which decided that "the main social target of
governments and WHO in the coming decades should be the attaioment by all citizens of
the world by the year 2000 of a level of health that will permlt them to lead a socially
and economically productive life", generally known as "Health for All by the Year

2000 (HFA/2000).

1.2 The International Conference on Primary Health Care (Alma—Ata, September 1978)

declared that “"Primary health care is the key to attaining this target,” and called on
all countries "to support natignal and international commitment to primary health care
and to channel increased technical and financial resources to it, particularly in
developing countries.”  The Health Assembly endorged the Declaration of Alma-Ata and
invited all Member States to formulate natiomal policles, strategies and plang of action

for HFA/2000, based on primary health care (PHC).

1.3 Essentials of Primary Health Care - It should be recalled that In accordance with

the Recommendations of the International Conference on Primary Health Care, PHC should

include at least:

~ Education concerning prevailing health problems and the methods of identifying,

preventing and controlling them

- Promotion of food supply and proper nutrition

~  An adequate supply of gafe water and hasie sanitation

- Maternal and child health care, including family planning

=  Immunization against the major infectious diseases

=  Prevention and control of locally endemic diseases

—  Appropriate rreatment of common diseases and injuries

- Promotion of mental health

-  Provision of essential drugs
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1.4 The Thirty-fourth World Health Assembly {May 1981}, in resclution WHA34.36, adopted
a "Glohal Strategy for Health for All by the Year 2000,"(1) including the identi-

fication, rationalization and mobilization of resources for HFA/2000. Resolution
WHA34.37 urged all Member States “to allocate adequate resources for health, and in
particular for primary health care and the supporting levels of the health system.” It
urged those Member States "which, for the implememtation of thelr strategies for health
for all, require external sources of funds in addition to thelr own resources, to

identify those needs.” The Global Strategy further stated that :

"Inseparable from the Strategy is the action required to genevate and mobilize
all posalble resonrces, All human resources will have to be mobilized, not
only health personnel, All rypes of health personnel as appropriate to the
country will have to be motivated and mobilized, The best use will have to he
made of available human and financial resources, and investments in health will

have to be increased if necessary. The international transfer of resources

from developed to developing countries will have to be rationalized and these

transfers increased if necessary.”

“"Health authorities will also assure economic planmers and political
decision-makers that endeavours to improve health in conformity with the
fundamental policies for health far all outlined above are an investment in
human development, Health authorities will use the very Strategy for Health
for All, based on social justice and on equity in the distribution of resounrces

for health, as an example to be followed by other sectors”.

"Ministries of health will review the functions, staffing, planning, design,
equipment, organization and management of health centres and first-referral
hospitals, in order to prepare them for their wider function in support of
primary health care. Before investing in buildings, the cost of running them

will be considered.”

(1)mie Global Strategy is fully described {m book No.3 of the WHO “Health for AlL"
Series of publications. This series forms a vseful background te the conduct of a CRU
review, and includes the following titles:

No.l Frimary Health Care — Report of the International Conference (1978)

No.2 Formulating Strategies for Health for All by the Year 2000 (1979)

Ne,3  Global Strategy for Health for All by the Year 2000 (1981)

No.4  Indicators for Monitoring Progress towards Health for All (1981)

No.5 Managerial Process for Natiomal Health Develpopment - Guiding Principles {1981)
No,&  Health Programme Evaluation — Guiding Primciples (1981)

Ne.7 Plan of Action for Implementing the Global Strategy for Health for All (1982)
No. B Seventh General Programme of Work, covering the period 1984-198% (1982)
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1.5 To generate and mobilize the necessary resources WHO will epsure the internaticnal
mobilization of people and groups who can support the Strategy, and will foster the
coordinated international tranafer of resources in support of the strategies of

developing eountries.

1.6 Natiomal efforts aimed at the ratiomalization and mobilization of all available
resources for health can usefully follow some form of mauagerial process for national

health development, The WHO publication, "Managerial Process for National Health

Development"j Guiding Prineciples, World Health Organization, Geneva, 1981 ("Health for
Al1" Series No.5), describes in derail the components of this process. Despite
variations from country to country, 1t is poasible to identify cerrtain common

components, as follows:

{(a) The formulation of national health policies, comprising goals, priorities, aud

main directions towards priority goals, that ara suited to the social needs
and economic conditions of the country snd form part of national social and

economic development policies.

(b} Broad programming - the translation of these policies, through various stages

of planning, into strategies to achieve eclearly stated objectives and,

wherever possible, specific targets.

(¢) Programme budgering - the preferential allocation of health resources for the

implementation of these strategies.

(d) The master plan of action resulting from broad programming and programme

budgeting'and indiecating the strategies to be followed and the main lines of

action to be taken in the health and other sectors implement thege ztrategles.

(¢} Detailed programming - the cenversion of strategies and plans of action inte

detailed programmes that specify objectives and targets and the technology,
manpower, infrastructure, financial resources, and time requited for their

implementation through a unified health system,

(£) Implementation - the translation of detailed programmes into adtion so that

they come into cperation as integral parts of the health system] the
day-to-day management of programmes and the services and institutions for
delivering them, and the continuing follow—up of activities to ensure that

they are proceeding as planned and are on schedule.
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{g)

Evaluation of developmental health strategies and operational programmes for

their {mplementation, in order progressively to improve their effectiveness

and impact apd increase their efficiency,

(k) Reprogramming, as necessary, with a view to fimproving the master plan of

action or some of its compoments, or preparing new ones as required, as part

of a continuous managerial process for national health development.

{1} Supporr, in the form of relevant and sensitive information, for all these

components a2t all stages.

1.7 The steps involved in this Managerial Process are graphically presented below:

MANAGERTAL PROCESS FOR NATIONAL HEALTH DEVELOPMENT
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1.8 CGuiding Principles for a number of the components of the Managerial Process for
National Health Development have also been provided(l). The intimate relationmship
between Programme Budgeting to all steps in the Managerial Praocess can be seen from the
figure in 1.7 above. In Broad Programming, Propramme Budgering creates the opportunity
for an economic analysis of health strategies, This tries to ensure that resources
(i,e., inputs) are used in such a way as to make the maximum impact on a population’s
health status (i.e,, outputrs), Decisgion makers will need to decide how ro spend their
limited resources most effectively by rracing out the congequences of various courses of
action. Such an economic analysis will provide the justification for priority

programmes often required by potential funders when considering regquests for filnance.
II. THE COURTRY HEALTH RESQURCE UTILIZATION REVIEW

2,1 Omne analytical tool, which may be useful in some countries to initiate the tasks of
Programme Budgeting in Broad Programming, is a "Country Health Resource Utilization

Review” (CRU), already uzed ir 2 number of developing countries under the guidance of 2
global "Health Resources Group” (HRG), convened by the Director-General of WHO "to help

initiate international action, generate Innovative ideas, and provide a forum for
discussion end guidance at the global level.” The HRG functions not as a fund-raising
body but to provide guidance to WHO in carrying out and effectively following up the
suppoert WHO provides to Member States in carrying out CRUs. This WHO support has
received priority attention with regard to the lLeast Developed Countries {LDCs},

agaisting them in the tasks of rationalizing and mobilizing all possible resources for

national health development.
2.2 A CRU is useful in the carrying out of the following tasks:

- contribute an economic and flanancial element to the situation analysis, and in
particular to assess the present and likely future availability of funds in
order to provide a resource framework for programming, especially for primary

health care:

- contribute an economic and financial perspective to problem analysis, prierity

determipation and objective setting;

(1)These documents are: Broad Programming as a part of the Managerial Process for
National Health Development: Guiding Principles, (WHO document MPNHD/B1.3); Detailed
Programming as a part of the Managerial Process for National Health Development: Guiding
Principles, (WHO document MPNAD/81.4}; Programme Implementatfon as a part of the
Managerial Process for Natiomal Health Development: Guiding Principles, (WHO document
MPNHD/81.5); Health Programme Evaluation: Guiding Principles, World Health Organization,
Geneva, 1981, ("Health for All" Series, No.6)
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=~ estimate the costs of alternative strategies to achieve objectives;
— undertake an economic apprailsal of proposed strategles ;

= put together the proposed programmes and assess their overall balance and
financlal feasibility.

2.3 A CRU iz a means of providing the resource framework for the programming of
primary health care. Needs and resources must both be considered together ip this
planning proceas, The main task of Programme Budgeting in situation analysis is to
indieate resource projections for formulating and lmplementing national strategles for

health for all and an indication of which rescurces are in shortest supply.

2.4 To build this resource framework, resources available now and likely changes in
regsource availability in the furure should be examined, The analysis should foecus on
general trends in expenditure and in the availability of funds, but take note if
particular resources are likely to be in shorr supply, The time—span chosen will
relate to the period covered by the matiomal health plan. It 15 desirable to look a
number of years ahead, for example, to the vear 2000, since the rescurces implications
of proposed priorities may be far-reaching. Within the above framework, many countries

in addition will choose a time-cpan of avound five veare, for which they will prepsre a
fairly detailed plan.

2.5 Ideally, future trends in finance and expenditure should be explored for the
whele health system, though the method used in a CRU will focus specifically on primary
health care. They should be projected on the basis of past trends, adjusted Iif new
factors, such as changed govermment policies or rising incomes, may alter these

trends. Communities, interested groups and veoluntary ageuncies may have future spending

plans that ¢an be noted.

2.b In the govermment sector, future changes likely to have financial consequences
for both capital and recurrent govermment expenditure should be identified, New
facilities may be dus to open during the plan peried and their recurrent expenditures
should bhe estimated, Demographic changes can lead to increaced demands on existing
services. Inflation must also be considered, and staff costs may rise regularly
because of salary increases, and new training and working agreements, Funds will also

be needed to maintain existing buildings and replace equipment,

[ )
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2.7 On the other hand, it should be possible to make some savings in existing
services, Chauging disease patterns may release resources, For example, immunization
programmes may reduce the need for curative treatment of childhood Infectious diseasesy
or improvement in sanitation and water supply may reduce diarrhoeal diseases, There

may be scope for producing identical services with fewer or cheaper rgsources,

2,8 Estimates are also needed of the future availability of funds for the govermment
sector. The starting point will be any guldance on capital and recurrent funds given
by the treasury or planning ministry, The recurrent guideline may be an annual real
growth rate over the next five-vear plan peried, 1f the time span is longer, then much
vaguey assumptlons are likely to be given. Estimates of the vield from other sources
of funds, such as community finance, must be added to government guldance, as well as

external assistance If this i1s not already included,

2.9 Any major financial constraints likely to affect future plans should be noted.
For instance, will foreign exchange be in short supply? Which repregents the greater
constraint on future developments - recurrent or capital? Manpower shortages and

inadequate tralning facilities will impose additioual limits to expansion of services.

2.10 Trends in expenditure and the availability of funds for the goveramenf geetor
should then be compared, to produce financial assumptions for the programming
activities, If the plan has a medium-term span such ag Five years, the outcome of the
analysis of trends should be estimates of the likely amount of capital funds available
during the plan period, and the likely annual prowth in recurrent funds. If thesa are

not estimated, subsequent preogramming will risk being over-optimisrie,

2.11 For a longer time-span, correapondingly rougher assumptions will have to be
made . On the whole, it is better to choose realistic rather than optimistic
agsumptions. It is easier to expand the scale of priority activities than to protect

plans from cuts if the expected resources fail to appear,

2.12  The conduct of a CRU review will involve intersectoral cooperation at the
national level. It will necessarily involve the Ministries of Health, Planning and
Economic Development, Finanece and others to identify the total requirements of the
national health plan, tally the resources avallable, analyse resource flows and describe
oppertunities for external funding in relation to the national strategy for health for
all. The carrying out ¢f a CRU should be viewed by the national authorities concerned
as an analytical teol which forms but one part of their own Managerial Process for
National Health Develepment, & wethed for sharply focusing the Programme Budgeting for

primary health care, a means of guccinctly expressing the finencial implications of this




COR/HRM/B4.1/Rev.3
Page 8

budgeting process and, for aome countries, a way to approach the Programme Budgeting in

the regular re-programming that is necessary. It i& thus a2 managerial tool and not a

separate mechanism, a managerial instrument not separate from other planning processes.

2.13  As an economic analysis, the CRU will examime the total economic capacity of the
country (i.e., resources) and the share that can reasonably be expected for health (i.e.
in competition with other priorities). Tt iz an attempt to assess the utilization of
Current respources, in comparison with the recent past, and project the financial
implications of programne implementation into the future. The CRU will naturally take
into consideration all other supportive activities in the country in support of the
national health programme, UNICEF/WHO Joint Support to the Implementation of PHCCI).

the imvolvement of WHO and UNTCEF programme staff, PHC country reviews, technical

suppert by other multilateral and bilateral agencies and non-governmental erganizations,

etc, Q

TTT. THE COUNTRY HEALTH RESOURCE UTILIZATION REVIEW PROCESS

3.1 The deeision to undertake a CRU review will, in most cases, be made by the
Ministry of Health, in full copgzultation with the governmental core group or committee
(which is usually of an intersectoral nature) assigned to the task of formulating
national strategies and plans of action for the attainment of Health for All by the Year
2000(2). Such an intersectoral or interministerial committees usually existe in one
form or another and would be the appropriate body to oversee the preparations for and

the carrying out of the CRU, and to assume respomsibility for the follew up of the CRU.

3.2 Preparation for the CRU will include the updating of national primary health care

action plans, updating of information on the allocation of national resources in the

health and hezlth-related sectors, and collating information on the flow apd wtilization ./
of external rescources. This will alse necessitate c¢onsultation with and consideration

of the contributlions made by nongovermmental organizations (NGOs) as well as other

gources of extermal support.

{1 The UNICEF/WHO Joint Committee on Health Peliey (JCHP) agread in February 1981

to focus attention, in the ensulng years, on "the implementation of primary health
care with emphasis on the most effective support that UNICEF and WHO could give
juintly to Governments™ . Thiz entailed reviewing by the best means for achieving an
optimal complementary use of the UNICEF and WHO support for cooperation in countries,
through “learning by doing” and strengthening the national health develepment
processes for the implementation of ptimary health care in some countries of the
world. The countries participating in this effort are!: Burwa, Democratic Yemen,
Ethiopia, Indonesia, Jamaica, Nepal, Nicaragua, Papua New Guinea and Peru.

(E)Managerial Procaess for National Health Development: “"Guidipg Principles” op.
cit, page 15 paragraph 16)
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3.3 Carrying out the Country Health Resource Utilization Review

The CRU can best be carried out as a focused activity, concentrated during the
course of a three-week period. This can be done by a national team of senlor officials
who have routine responsibility for decision making, health plamning, finance and
economic development. In principle, the WHO Programme Coordinater and Representative
(WPCR) has an important role in this task, The CRU can also be supported by a team of
health planners and financial analysts which can be made available by the WHO Regional
Gffice, or by WHO Headquarters Programme for External Coordinatrion (COR) and its Unit of
Health Resources Mobilization (HRM). Additional technical support may be available in
the form of consultants from interested multilateral or bilateral cooperating
agencies, In all cases, the direction and codrdinatien of the CRU raview remain under

the aegis of the national autheorities, The CRU review, and 1ts resulting document,

will examine ;

the trends in the socloeconounle development of the country;

the degree of priority given to health and health-related activities In

socioeconomic development;

the problems and economic restraints which face the country, and the country's

capacity to meet these}

the national health policy, strategy and targets for attaining health for allj;
and the relationship of those health policies to the country's sociloeconomic
development plans;

the national health development plan based on the primary health care approach;

the degign of the health system based on PHC;

the main problems and obstacles to be overcome for the ilwmplementation of

primary health care;

the finaneial implications of the health plan

the necessary reallocation of national resources to meet these implicationsi

and

the addiricnal external rescurces required with emphasis on their effective

allocation in support of health development priorities for health for all.
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The external support team, if one is invelved, may assist the Ministry of Health in
the compilation of the CRU document. Final approval of the document as well as
direction for its printing and dissemination will be carried eut by the Government, with

asaistance from WHO if required.

3.4 The CRU dogument remains a national document which assesses the health resources

situation at the time of the review, based on national plans, operations and budgets and

reflects the allocation of internal as well as external resources committed or

expected, It makes use of existing plans and evaluations and projects the financlal

implication of future fmplementatien. Whenever a CRU analysis is updated (ideally,

perhaps every two years) it should reflect the new economic situation and state of

implementation, drawing upon the monitoring and evaluatlon of progress &lnce the

previcus review. This invelves an essential follow-up of amy CRU, without whieh a CRU

will remain an isclated and rapidly out-dated undertaking of lirtle lasting uge either ‘.b

to the health authorities or to the denor community.

3.5 Follow-up

It is for the government to decide what type of follow-up action will take place in

the future, guided by the health planning committee referred te in 3.1 above.

In follow-up, the CRU document will serve a number of useful purposes;

1. the national authorities may choose to prepare a succinct summary of the CRU
document and jts main propesals, te be used as a working paper by the Cabinet or
some other natienal planning body.  Such 2 summary may also be useful for briefing
appropriate parliamentary committees to ensure politiecal support and te¢ secure Q
high-level endorsement of the policy implications. It 15 also a useful means for
briefing national planning bodies ov health sector plans, needs and financial

projections;

2. as proposals in the national health plau are identified for support, detajled
project formulation may be required, based on the propesals in the CRU document but
tallored more precisely to donor interest and priority. Certain donors may be

willing to provide technical support for project formulation to meet thelr own

tequirements, and assistance can also be offered by WHO Regional Offices and/or
WHO /HRM;
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3. the national authorities will wish to maintain an updated edition of the CRU
document and regularly review and reformulate, as necessary, the proposals it
contalns. In addition to making the maximum use of the CRU review as a part of
the managerial process, such an updated CRU document will assist the regular
briefing of bilateral and multilateral agencies on further requirements and

adjustments of resource flows;

4, the naticnal authoritrles may choose to convene a country-level meeting of donor
agencies to review proposals for external funding for health sector activities, and
to identify those which might be taken up for support by specific agenciles. Such
country=level donor meetlngs may be of an ad hoc nature loaking exclusively at the
health sector. In other cases, the CRU document may be taken into account at a
comprehensive UNDP-supported Round Table Meeting or a World Bank-supported
Consulrative Group meeting. If the CRU reveiw is to provide an effecrive and
valid health sector amalysis and form the basis of proposals for external funding
to be considered at such donor meetings, the appropriate timing of a CRU review is
crucial, A minimum of six months is required to carry out the review, complle of
the report, secure approval by the national authorities, print the repert and

distribute it to participating donors prior teo the meeting.

3. since the carrying out of a CRU review forms a useful resource framework for
Programme Budgeting for PHC within that step of the managerial process known as
Broad Programming, it will constitute the basis for the subgsequent steps in that
process., It will be the starting point for Programme Budgeting in the detailed
programming of PHC, and will assist in leading on from there to Programme
Implementaticon. It will serve as the basis for regular, annual or biennial
reviews of the health programme and as a guide to the ongoing monitoring and

evaluation of programmes, projects and resource uctilization,

3.6 No two country CRU reviews will follow the same pattern; each i3 unique to the
country concerned. Nevertheless, experience has shown that there are common elements
worth inclusion in a CRU review, and countries undertaking CRU may wish to have some
guidance in preparing for it and carrying it out. The following guidelines are

illustrative of the pattern and may be useful to the authorities concerned,

IV. SUGGESTED STEPS FOR CARRYING OUT THE CRU AND PREPARING THE CRU DOCUMENT

4.1 The CRU review and its document may adopt any formet and include whatever materials
national authorities believe are most relevant to the country situation and teo the
purposes to be served by the CRU, Expervience in a4 number of countries suggests that a
CRU document need not be a detaliled or lengthy report, since the initial CRU review is
intended to set the stage for more detailed programming, budgeting and project
formulation.
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4,2 The basic CRU document to emerge from a CRU review may comprise;
2. FExecutive Summary
t. Country Profile at a Glance
c. List of Abbreviations
d. Main CRU Chapter on {urrent Situation in the Country
§) Narional Health Poljcy and Strategy for HFA/2000, including the Health
System Design based on Primary Health Care;
ii) Problems, Ohgstacles, Constraints and Feasibility;
i1i1) National Health Expenditures and International Support
e, Proposals for External Funding, dncluding Analysis of Financial Implications
and Plan for Fellow-up Action
f. Supporting Annmexes.
4.3 These compeonents are enlarged upon below;
V. THE CRU DOCUMENT
5.1 Executive Summary

A succinct Executive Summary is very desirable, and should highlight the

following

5.

1.1 National Health Policy, HFA/2000 Strategy and Health System Design hased

on Primary Health Care;

5.1.2 Brief look at current Natiomal Health Expenditures and Internatiocnal

Support;

5.1.3 Summary of Proposals for External Funding;

5.2 Country Profile at a Clange

This section provides an overview on geography, topography, demography, the

ecomnomy, health status and health services.
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5.3 List of Abbreviations

The inclusion of a list of abbreviations used in the texr is useful for all

readars,

5.4 . Main CRU Chapter om Current Situation in the Country

This chapter can be quite brief, extending perhaps to some 20 pages. This is
sufficient to provide the desired overview, yet short encugh to be read at cne
sitting. The situation chapter may be divided into suitable sections for clarity of
presentation. Whatever the form of presentation selected, it is suggested thar this

chapter briefly cover the following main ssues:

5.4.1 National Health Policy and Strategy for HFA/2000, including the Health System

Design based on Primery Health Care — 4 brief statement should be wade showing that the

country is committed at the highest policy levels to a HFA/Z000 policy and strategy
based on PHC. S5tate the essence of that policy and strategy. Has an officisl Health
for All plan of actlon been formulated or adopted? Thiz can be gshown by presenting a
concigse outline of the national health system design based on PHC, ineluding its main
components, orpanization of infrastructure and services, inregration of gervices,
intergectoral and community action, coverage and expected impact on health, measured by
appropriate national targets or indicatore. Whare appropriate, these can be
eross-referenced to gpecific proposals that are formulated for external funding (see
under VI).

5.4.2 Problems, Obstacles, Constraints and Feasibility — Briefly indicate how the

HFA/2000 actions based ou PHC relate to, seek to overcome, or are limited by health and
social problems, as well as political, managerial, technical, human or financial
resources affecting absorption capacity. Do the proposals for external funding include

provision for removing such obstacles and constraints?

5.4.3 National Health Expenditures and International Support - This section must give

an indication of current expenditures and budgetary allecations for health, and

particularly for primary health care, together with an Indication of total requirements
for a specified period of time and resources available or committed from natiomal and

external sources.
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(i)

Allocation of National Resources for PHC - In congidering how to make the

case for additional external resources for health development in the
country, attention should be given to the related allocation of national
resources for PHC. The International Conference on Primary Health Care

recomnended in this connexien, that:

"Government, in progressively increasing the funds alleocated for health,
should give first priorvity to the extension of primary health care to
underserved communities} encourage and support various ways of financing
primary health rare, including, whers appropriate, such means a5 social
insurance, cooperatives and all available resocurces at the local level,
through the active involvement and participation of communities} and
take meagures to maximize the efficiency and effectiveness of

health~related activities in all sectors.”

This section should normally cover :

- Govermment financfal zllecations to the health sector in relatien teo
toral government eupenditure iv all socioceconomic sectors (where figures
are available, include estimates on private sector and nongovernmental

organizatrions {NGO) conmtributions, as well as government grants to NGOs);

- National and external sources of revenue and income to support the

national budget;

- Government financial allocations to primary health care in relation to
other major health expenditure in the total health budget (again, where

possible, eite flgures on private sector and NGOs): and

- sources of revepue for the health budget.

All the above may be supported by Illuctrative Tables 1 and 2 and any
additional tables required. Illustrative Table 1 shows the allocation of
total resources for health, drinking water and sanitatien, as well as other
ma jor areas of sociceconomic development, with a view to revealing where
health stands in terms of socioeconomic development resource priorities.
Il1lustrative Table 2 reveals to what extent the national policy and strategy
baszed on PHC is being reflected in actual resource allocations within the
health budget. It may be useful to provide separate tables on the health

budget to reflect Capital Expenditures and Recurrent Expenditures.
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International Support for PHC - It will be useful in preparing the CRU to

ldentify and consider the appropriate role of all partners including
international, multilateral, bilateral and nongovernmental organizations.

It may be recalled that the International Conference on Primary Health Care

recommended that :

"International eorganizations, multilaters)l and bilateral agencles,
nongovernmental organizations, funding agencies and other partners in
international health acting in a coordinated manner should encourage and
support national commitment to primary health care and should channel
increased technical and financlal support inte it, with full respect for
the coordination of these resources by the countries themselves in a
spirlt of self-reliance and self~determination, as well as with the

maximum utilizatlon of locally available resources”.

The summary of international support to the development of the national
health services system can be éupparted by Tllustrative Tables 3~1 and 3-2,
followed by an analyais of international support, Iltustrative Tables 3-1
and 3-2 are useful for identifying which institutions and donors are
interested, participating in or contributing to the various national health
progrémmes. Each CRU document will neverthelessz contain only those annexes
or tables that are most relevant and significant to the situation in the

country and to the purposes to which the national CRU document is being put.
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ILLUSTRATIVE PROFORMA TAEBLE 1

NATIONAL BUDGET
ALLOCATION OF RESOURCES FOR HEALTH
IN RELATION TO OTHER SOCIOECONOMIC DEVELOPMENT SECTORS1

() {h) () {d)
: : Amount in millions of local : Per cent, of : Per gent. :
: Major sociceconomic currency (and equivalent in US$) : total 1 change H
: development seqtors : (L) : (b)) - (a) :
: : Prior year 19.. : Budget vear 19.., ! :
: Health Programme H : H : :
: Drinking Water and H H : : :
! Sanitation H H : H H
: Sub-total H H : H :
: Education H : H H H
! Agriculture H : : : H
: Indugtry H : : H :
! Transportation : : : : H
! Bnergy H : : H H
! Natural Resources H : H : H
: H H H H :
! (etc) : : : H H
: : NC* : ne* : : H
: Total : : H : :
: : Uss : uss : 100% ; A

-
-

*
National Currency (Exchange rate used ; NC 1 = US$ ..., for each year listed)

(l)Nﬁte: The breakdown of major socioeconomic sectors or programmes will depend on
the availability and c¢lassification of budgetary resources data in the country
concerned. One purpose of this table {5 to see how resource allocations for health
{including Water Supply and Sanitation from perhaps another Ministry) compare with
resource allocations for other sectors or areas of socioeconomic development,

For more details, consult "Planning the Finances of the Health Sector, a manual for
developing countries, E.P, Mach and B, Abel-Smith, World Health Organlization”,
Geneva, 1983
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Table 1 (continued)
NATIONAL BUDGET
SOURCES OF FINANCING
(a) (b) (c) (d)
: : : 1 Per cent. of 1 Per cent.
Source t Prior year 19.. : Budget year 19.. ; total i change
: H H {b) t (b) - (a)
Government revenues : H H H
Other domestic H : : :
s0Urces : : : :
External resources H H . .
{grants, loans)} : : : 1 .
: NC* : NC* : ;
Total available H : H :
resources : Us$ ; usg : 100% : 4

*
National Currency (Exchange rate used ;: NC 1 = US$ ..., for each year listad)

(LI I
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TLLUSTRATIVE PROFORMA TABLE 2

HEALTH BUDGET
ALLOCATION OF HEALTH RESQURCES FOR PRIMARY HEALTH CARE,

HEALTH PROGRAMMES AND INSTITUTIONSI

(a)

(b}

{c)

(d)

e

Major health
programmes and
institutions

Amount in millions of local

currency (and equivalent in US$)

Prior vear 19..

Budger year 19,.

Per cent.
total

(b}

of

Per cent.
change

(b) 5 (2)

e e Fa wa

Primary Health Care

{Including primary
level, referral/

supporting levels,
services, manpower,

supplies)

Drinking Water and
Sanitation

Malaria Contrel

Other major health
pProgrammes

(etc.)

Research and
Development

Hospitals, and
specialized

: Institutioens

e me ba Am

L L T L I T T R T

e oan ow

En kt Ee s w Rw A

ar A% wa Jaw owm o

T TR T

L I TR T R

[T TR T

WA N4 AR e R0 hy [AE RE wE AR A B AR

L T I A L BT I T

w4 by kT N A NE BB AR AR

L TR T I PR

Ba mx r v fre me w2 Be R ma wg

L O T N T L T T T T T L]

ar s wm ke wn

Total

[T Y

NC

Us$

LI LI R T R T

NC

Uss

e T—

100%

[TEETH LT

e oax e

*
National Currency (Exchange rate used: NC | = US§ ...

, for each year listed)

1
( )Note: The breskdown of the main gsub-gectors within the health budget will depend

on the avajlability and classification of budgetary resources data 1n the country

concerned.

Note: One purpose of this rable {5 to provide an Indication of health expenditure by

subsector or preogramme or level of health care.

LT T I LI T

@
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*N.C. National Currency

{Exchange rate used: NG 1 = US$ ..., for each year listed)
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Table 2 (continued)
HEALTH BUDGET
SOURCES OF FINANCING
{a) (b) {c) (d)
H : : Per cent. of : Per cent.,
: Prior year 19.. : Budger year 19., : total : cha_nge :
: : : (B : (b)Y 7 (a)
Government revenues I : : : :
Other domestic H H H H H
sources : H : : :
Externual resources i H H : H
{grants, loans} H : H H H
: NC*' : NC* : : :
Total resources : H : . H :
available ; Us$ : Us$ : 100% ' A
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ILLUSTRATIVE PROFORMA TABLE 3-1
CURRENT EXTERNAL RESOQURCES FOR HEALTH SECTOR, BY S50URCE OF FUNDS,
PROGRAMME /PROJECT/ACTIVITY, DURATION OF AID AND AMOUNT

:Source of Funds(l) : Programme/PE%;ect/ H Duratio? ?f ; Commitred : Amount
: (specify doner : Activity : Funding 3 : Amount in ; Disbursed :
: agency) 1 : from 19.. to 19 .. : vsé : (by date) :
: :oa, : : : :
: : b. : : H H
i AL : H I : H
i i Cu H : H H
: Poete. ——mmrmmm e : --== P ; o
: T A. H H i :
H i b, : H H :
! B, H H H H H
T I o H H H :
: ! etc, ——————r—m—— H D e ———— . e —
: ! a. : : 1 :
H t b. H : H H
: C. : : H : H
: s O H H : i
: ! etoc. —rm——m———me e ! e L e Lk :
(ete.)

(1) A, B, C, etc — each one is an individual source of funds. Indjcate name of donor .v

agency; include multilateral, bilateral, NGO and other sources of funds.

(2) One source may frequently be funding several programmes/projects and/or acriviries,
a, b, ¢, ete,; each of them should be listed separately.

(3) Duration of aid to each specific programme/project should be indicated in calendar
Years. Indicate whether loan or grant.

N.B. Water supply and sanitation should be shown as any other programme even if under
jurisdiction of a sector other than health. 1f any external funding 1s subjecr to
special conditions, these may be noted by footnote.
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ILLUSTRATIVE PROFORMA TABLE 3-2

CURRENT EXTERNAL RESOURCES FOR HEALTH SECTOR, BY PROGRAMME/PROJECT/ACTIVITY,
AND SOURCE OF FUNDS, DURATION OF AID AND AMOUNT

Hu ks An E& AR

te me Ba wm

: Programme/ H Source of Fundscz) : Duratio? 3f t Committed : Amount
: Projeer/ 1 (specify donor agency) : Funding 3 : Amount In ; Disbursed
: Activigy(d) : t from 19.. to 19 .. : Us$(4) : (by date)
H ta, H : :
: : b, H H :
1 A, H : : :
: L : : :
: i ete, : : - :
H H - H H H
: : b. : H :
: B. : i H H
H HEE .39 H H H
: Ioete. s : :
H P d. H H i
: : b, : H :
: C. : H : :
: e, : : :
H ; ertc, H : H
(etc.)
(D A, B, C, ete. Indicare ritles of individual programme, project or activity.

2
a, b, ¢, ate. list individual donors/sources of funds financing each progrsmge, A,
B, C, ete.

(3) Duration of aid provided by a, b, c, etc,

(4) Committed by a, b, c, ete.

a

AN %M Ed e R Em




COR/HRM/84.1/Rev.3
Page 22

VT. PROTOSALS FOR EXTERNAL FUNDING

6.1. It may be desirable to attach to the CRU document brief summaries of proposals for
external funding of programmes that form an intepral part of the national strategy for
HFA/2000 based on PHC. Such summaries would concentrate on national programme actions
which were already operaticnal, planned or proposed for a defined pericd of time. In
each case, it is suggested that & budgetary table be used to summarize: (a) the total
estimated resources requirements (distinguishing between “capital™ costs and “recurrvent”
costs); (b) the resources committed or reasonably expected to become available from
national or external sources; and (c) the net shortfall or resources still reguired to
carry out the programme for the current and next plan period. It should be understood
that these are not filnal, official detailed propesals, but rather gummaries of
worthwhile opportunities for external participation designed to elicit interest and
fullow-up consideration by potential external partners concerned with bealth development
in the ¢ountry (see section 3,5), In order to justify additional external tesources

for ongolug projects, each proposal should include a description of 'Past Activities',

achicvements ag compared with origimally set objectives and targets, and the total

related expenditure by source of funding and amount {(see page 23 for outline).

6.2  Proposal for the Implementation of PHC - Primary health care is based on

gelf-reliant health care by individuals, families and local communities, with the
support of trained manppwer and a lasting health system infrastructure capable of
providing essentials of PHC Iin an integrated manner. In many countrles, the actioen at
community level and its immediate support constitute the main or central PRC proposal,
It is suggested that the gummary of this main PHC or PHC-support proposal be placed
first. The PHC proposal should briefly illustrate the PHC system design or concept,
which characteristically often ineludes a PHC level backed by a first and second support
lavel, Tt 15 useful to briefly indicate the overall technical, manpower, material and
financial resource reduirements, and either Including significant unit cests, capital
investment and vecurring costs, or referring to other documentation where the
information can be found. {For convenience, 2 suggested model format for sumarxizing

the main Proposal for the Implementation of PHC is attached, pages 23 - 30).

6.3 Related Proposals - Other closely related health development programme proposals

which form part of the HFA/2000 strategy based on PHC may also be attached to the CRU
document {pages 32 - 33). In considering what related proposals may be appropriate, it
is useful to recall the essentials that should be covered by any HFA/2000 strategy based
on PHC (see Section V.2 in Propesal No,l bhelow on page 25). Proposals may be made, not
only for the primary health care strategies, but also for "complementary”™ strategies or
actions, such as strengthening planning, operational management, or health systems
research and evaluation intended to overcome ldentified obstacles and constraints, or

enhance programme feasibility and absorption capacity (see paragraph 5.4.2) above).
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PROPOSAL FOR EXTERNAL FUNDING NO.1
(Suggested format and content)
I. TITLE ; FROPOSAL FOR THE IMPLEMENTATION OF PRIMARY HEALTH CARE
II. DURATION AND TOTAL COST :
Turation =r=—=—r- years, from 19.. to 19..
Total Cost in US$ —————- {capital —----- ; recurrent =w===)
Proposed external funding in US$ ---~—~ (capital ~——+———; recurrent ——————)

I1I. BACKGROUND ANE JUSTIFICATION:
Hational Commitment
Major constraints on the present national health network affecting its
effectiveness and efficlency (care should be taken te aveid duplication with the
section on "Problems, Obstacles, Constralnts and Feasibility™ in the main situation
chapter of the CRU document).
Integration of ve:tiqal'pxogrammes'in the primary health care strategy.

Cost~benefit considerations.

Frevious actions and outcome in relation to objectives and targets, cost of such

actlon and source of funding.
IV, SPECIFIC OBJECTIVES AKD TARGETS
{1) Overall objective
(2} Specific objectives and targets
(3} Developmental end-results to he achieved by the year 19,. :

{see V.10 below)
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: Reguirements by the year 19.. : Total Required ; Existing : Needed :
: H Number ¢ Number : Number
1 A. Infrastructure:? 1 : ; H
: Primary Health Care levelll) : H H
: {Primary Unit) : : H H
: First—level Referral Unit H H : :
: Second-Level Referral Unit : H H :
* B. Health Workers for: H : H H
: Primary Health Care Level : : H :
: First=Level Referral Unit H b H H
H Second-Level Referral Unit H : H H
v. DESCRIPTION AND ACTION FPLAN
V.l National Structure of Primary Health Care
(ineluding referral/support system)
An Illustrative Diaggram
Primary Health
Care Lavel Communfity Health Worker Total No. H
(Primary Unit} (CHW) No. linked to each first
level referral unit H
CHW per people; zome

indication of geographic coverage

First Level Sub=Centre, Centire Total No, H

Referral Unit ar Other No. linked ro each
second level referral
unit H

one centre per populatieon;
geographlic coverage

Second Level District Health Qffice,
Referral Unit District Hospital or Total No.
Other one district hospital per

population (average);
geagraphlic coverage

Describe functional lipks between various levels ;

(1) piret level of contact of individuals, the family and community with
the naticnal health system,
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V.2 Health Care Delivery and other Fumctions at Various Levels
(National Comncept)

Services/Functions(}) Primary Health

Care Laevel

Second Referral
Level

First Referral
Level

o wa ap
e A

1. Health Education

2. Promotion of food
supply and proper
nutrition

(TR TR T LT T
-

w3 wales

3. SBupply of safe water
and bagic ganitation

s da

e Bd B M sy oma km kD kg Ak Ee bk N R Re Ae wE

4. Maternal and child

health care including
family planning

[ TR LI T T

Selin g S me ARJAT W1 B dadEe g s An Re]EE sa selax e AE Nm

(TR T

5. Immunization

6, Prevention and control
of endemic diszeases
prevelent in the
country

Ak RE RA M B B B AR Nk N gw kg B

7. Appropriate treatment
of common diseases
and Injuries

sn sy ap enlas we me kx owp walan me anlea ke Eeoan

AN %2 R EE FE RE RN TR w4 wn

8. Provision of essential
drugs

e e wa ww

9. Training

10, Supportive Supervision

a4 or wales wa refar s we ae]ms wn ms ke wulre Fe v o oar walEr dn o aefde e sa oa

IR LN LI

me A AN Ne ®A En oma Be ke wn e R omn

11. Logistics Support

12. Evaluation

P I LT Y

an eafen wa aefar wa malEes o au o wafea o ws anlee we wn ga fan

wn snfre an

Etc. (Specify)

T e L T T LTI L T E A TR TR P ] PR T TR T PRI T S T LE BT T I TR Ry Y P

" an P

(1) Indicate which services and functlons are baing carried out at different
levels. Note that this check list includes all the essentials of primary health
care as defined in the Declaration of Alma-Ata.
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V.3 Proposed Staffing Partern at Various Levels:

(Enumerate categories and numbers of health workers assligned to various levelsr).
Primary health care level
First referral level
Second referral level

V.4 Functions and Responsibilitiec of Health Workers at the Above Levels

(Separately for each eategory of health worker)

V.5 Training, Reorlentation Training and Continuing Education:

Responsibilities for training

Training stracegy

Training capacities

Teaching/training staff at various levels and their training

Training outputs (present/planned)

V,6 Promotlon of Community Participation:

Community participation, pattern and components

Envisaged promotion of community participation in terms of self-help and
gelf-reliance

Village level committees, composition and reles

Voluntary organizations (NGOs)

Other

V.7 Involvement of Qther Sectors:

{Agriculture, animal husbandry, food, forestry, Industry, education, housing,

public works, communications, transportation and others)

Mechanism of intersectoral coordination at various levels,
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V.8 Management
V.B8.1. - Responsibilities ar various organizational Jlevels sud communications
between the levels
- Mgnagement of manpower
- Reallocation of resources in support of primary health care
- Procurement, supplies, logilstics, transport, overall maintenance
V.8.2. - Monitering (responsibility, mechanism)
@ v.8.3. - Evaluation (responsibiliry, mechaniswm, ¢omponents, indicateors, evaluation

by the community)

V.8.4. - Reprogramming (authority, mechanism)}

V.8.5

1

Information suppert

V.9 Primary Health Care Implementation Strategy:

Institutional responsibility for implementation, Overcoming regional

variations due to geographic, healch, socioeconomic and other factors,

V.10 Phasing (annualization) of Implementation:
{sea IV.3)

a. Infrastructure Units

198 : 198

No.

198
No,

Subsequent ; Total

Years

Level

=
[+]
*

[T BT I Y

Primary health care
level (primary unit)

I N T TR T T

First—level
referral unit

.
ar wn an wwfea ke e wa[ee wa v e
-
o ovn e fan w0 aa wa

Second-level
referral unirt

W g4 me b k wa o wa Sk Re ag
o e

L TR T PR T
e dr A e[k me wa A

wp wa a2 A

-
LT TR TR
[T P
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VI.

Health Workers (1)

: : 198 : 198 : 198_ : Subsequent : Total
: Level : No., : No. : No. : Years L :
: Village level workers: H H : H
: {Community Health) H : : : : :
t Workers) : : : : : :
! First—level referral : : 1 : H H
: unit workers team : : : : : :
t Second—level referral: : : ; H ;
: unit workers rteam H H H H H :
UNIT COSTS

Capital (or Investment) Costs us

Uit Costs

a, Construction of PHC=level unit
{include cost/m?)

b. Conetruction of first level referral unit
(include cost/mz)

Fe Ed RE AF ®E RE Rk AR

a *E A wx ma le R& e KD B
T ET T T TR LTI

= ¢. Construction of second level referral unit :
H (include cost/mZ) :
d. Cost of training of an individual health :

Worker (for categories see V,3) inecluding :
reorientation/refresher courszes, continuing :
education, etc. (these costs may be
enumerated on a separate sheet to be
attached to this table)

A p b ks B AN

T T AT

Cost of initial supplies and equipment
{(including transpart) for:

A0 B4 me ®E wp Ew ms ws wm Be ks AN Ne an wa A

LLL LTI TR T T
1]
N

- primary health care level

LIRS

- first=level referral unit

— second=level referral unit

T TI LR T T R T Y )

T T T e T

wg kx Ee NE e

(1) The primary health care level shows the numbers of village level workers
{(community health workers). The other two levels show the numbers of health
workers in teams, according to the standard staffing pattern described under V.3,
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IX.
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Annual Recurrent Expenditure: Maintenance and Operating Costs per:

1/Rev.3

T TR TR T T A 1]

— primary health care level {primary unit)

anue 4w

= first-level referral unit

¢ aw e 2w

- second-level referral unit

What is the feasibility of Government's bearing the estimataed additional
recurrent costs?

SUPPLIES AND EQUIPMENT

Attach liat of required supplies, equipment and transport at;

= primary health care level
— first referral lavel
~ gsecond referral level

Farticular attention should be given to the list of egsentlal drugs as well

as to overall drug management {procuring, storing, distribufion).

PARTICIPATING INSTITUTIONS

National; Actual
Potential

International: Actual
Potential

Brief description of their roles in promoting national primary health care,

NATIONAL APPROVAL

{Indicate date of submission to, or preferably approval by, the national

planning or other authorizing authorities),
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PROPOSAL FOR EXTERNAL FUNDING - NO.1 ;

SUMMARY OF TOTAL ESTIMATEP BURGETARY RE(QUIRKEMENTS
RESQURCES AVAILABLE AND NET RESOURCES REQUIRED

(Amountz ghown in thousands or millions of national currency and thousands of US§)

IMPLEMENTATLION OF PRIMARY HEALTE CAKE

- Exchange rate {88 b ..evissisn)
National currency | = U353

Ongoing National
Development Plan

Next National
Development Flan

19..- 18.. 19.. = 19..
Eutimated annual inflatige rate = ...% for (year) i
Included in these estimates 7 Yen No National o us§ National Uss
Cuyrency : Equivalent Currency . Equivalent
+ L. Total Eptimated ¢ am. Capital H
: Budgetary Requirewmenta i b. Recurring :
H c. Total H
: 2,1 Goveroment i d. Capital :
H ! e. Recurring :
11, %ource H : f. Total E
i of H H i
Funds H H H
: 2.2 Exterpal ¢ g Capital :
¢ Aid Commirted/ : h. Recurring :
! Estimated I i. Tatal :
{ TIL. Het External Resources i j. Capital H
: Required : k. Recurring :
: : 1. Total :

Explanatory Notes:

I. Total Eatiwated Budgetaxy Requirements inciude estimufes of both capital and recurring budgets for

National Development Flan and, separately, for the Next Development Plan.

the Ohgoing

I1. Source of Funds shows both National funde budgeted for the ongoing Plan and the unofficial projection for the next

FPlan, as well as a summary of External Aid Committed and/or estimated for the two Plans.

II1. Net Resources Required are derived, in prainciple, by deducting what is committed/estimated under II frow Total

Estimated Raquirements under I as follows:

jea-(d+g k=b-=le+h) 1=c=(f+i)
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Other proposals can be presented following

the format on pages 32 and 33 provided

they form integral elements of the primary
health care plan of action. Examples of such
supplementary proposals might include:

= Health Manpower Development

= Water Supply and Sanitation

~ Expanded Programme on Immunization

— Essential Drugs and Vacceines

— 3Strengthening Health Services Management

— Public Information and Health Education

~ Health Learping Materials

= Maternal and Child Health and Family Planning
- 3Specific Disease Control Programmes, such as for

malaria, leprosy, tuberculesis, and the like.

The practice In most cases has been to include four to

gix such elements as supplementary proposals.
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SUMMARY
PROPOSAL FOR EXTERNAL FUNDING NO. ..
{(3-4 pages)

T. Title : (Name of programme, project or activity proposed for external funding).

1T. Duration in calendar years from to

TI1I1. Background and Justification:

{Relationship to overall primary health care action plan)
1v, Specific Objectives and Targets:
(End-results to be achleved within planned time—frame)

V. Deseription and Action Plan:

(Approaches, activiries and milestones for implementation)

VI. Paat Activities - (Achlevements compared te originally gset objeetives and targets,
and the total related expenditure by source of funding and amcunt. The
information should be provided for the previous five years for projects of more
than five yeavs' duration, or since inception for projects which started within
the last five years. For ongolng projects, a clear justificarion has to be made
for the request for additional external resources),

VII, Budgetary Recource Requirements! (see attached table)

VIII. Supplies and Equipment:

(List of required supplies and equipment, if available)

IX. Participating Institutions:

(Actual and potential collaboration partners, national and international)

X. Evaluation Criteria and Process;:

(Criteria, wethod and mechanism for evaluvation.)
XI. National Approval

(Indicate date of submission to, or preferably approval by the national planning
or other suthorizing authority)




COR/HRM/B4.1/Rev.3

page 33
PROPOSAL FOR EXTERNAL FUNDING MO, ! (name of programma)
SUMMARY OF TOTAL ESTIMATED BUDGETARY REQUIREMENTS
HESOURCES AVAILABLE AND NET RESOURCES REQUIRED
(Amounzs shown in theuwsands or millions of nationsl currency and thousands of US§)
: Exchange rate £as BY sssvnvssnsl i Ongoing National H Nexti Nptional
H Natiopal curzenmcy 1 = 7S% ... H Levelopment Plan H Develupment Plan
H 19..- 19.. H 19.. - 19..
Esrimared annual inflation rate = ...% for (year) : : : :
: Ineluded in these estimates 7 Yot No : HNagiomal @ UBS$ : National . U8
i Curreney @ Equivalent : Currency @ Equivalent

I. Total Estimated : a. Capital : H
: Budgetary Requirements : b. Recurring : H : H
c. Total H
: 2.1 Government : d. Capital H H i H
: : : e. Recurring H : :
m : LI, Source H : f. Total : :
Lt : af : : : : : : N
H Funda H H i H H
H ; 2.2 External g+ Capical :
: : Aid Commitred/ : h. Recurrzing !
: ! Estimated ¢ i. Total H H ‘: H
111, Het Kesources : j. Gepital H :
Requived ¢ k. Recurring § : i
¢ 1. Totsl H I

Explanatery Notes:

I. Total Zztimated Budgetary Requirements include estimates of both capital and regurring budgets for the Ongeing

National Developwent Plan and, sepérately, for the Next Development Flan.

II. Source of Funds shows both Narional funds budgeted for the ongoing Plan and the unofficial projection for the next

Plan, a8 well as a suwmary of External Aid Committed and/or estimated for the two Plana.

11I. Met Resources Required are derived, in primciple, by deducting what is committed/estimated under 1 from Total

M Estimated Requirements under I as follows!

j=a=(d+g) k=b={eg~*h} 1=¢ —{f + i)
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6.4 Financlal Tmplications of Proposals for External Funding

Discussion of the financial implications should be bagsed on information available
in 5.4.7 on "National BHeslth Expenditures and International Suppert™, asz well as on

fimnaneial infermation incliuded In the various proposals for external funding.

In many countries, there will be a limit to the absorption of capital Investment in
development proposals, 83 new programmes generate additlonal recurrent expenditures
which must be realistically absorbed into the national budget. This will be a factor
to indicate the scope, the allocation and the utilization of any external funds that

hecome available.

While international partners may look favourably at financing certain capital
investment requirements for PHC development, this is often not the case with additional
recurrent expenditure. Therefore, ways and means of how best rto meet these recurrent
coasts will need to be explored. For instance, th~ national authorities will consider
to what extent fimancial means may be reallocated from the overall National Development
Plan and its Recurrent Expenditures Estimates in favour of the Health Sector, and
subsequently any preferential allocations to PHC within the Health Secteor Budget,

Potential cost-recovery methods should also be exploved,

Ultimately, the national authorities may consider carrying over implementation of
certain proposals into the next National Develcpment Plan should financial and/or

manpower constraints so demand.

VIT., SUPPORTING ANNEXES

7.1 There is a natural tendency in preparing a CRU document to assemble more material
Lhan can be usefully abserbed in a document of this nature, It is therefore preferable
to exclude detail which can be found in and cross~referenced to other official
documentary BoOurces. Where background or other supporting information is nevertheless
considered worth tncluding in the CRU document, it is recommended that such materials be

provided {n separate aunexes, suitably cross-referenced with the main CRU text. Among
the kinds of information that have sometimes proved useful In support of the main CRU

report are the following Annexes:
{(a) Socioeconomic Information directly related to health
(b) Health status data, targets and indicators of heslth for all

{¢) National health development plans and process
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(d) National health financing and expenditure patterns and trends

{e) More detailed information un other related health programmes (including, for

example, a summary of NGO programmes, the health services of private

enterprises, or others).

Certain parts of the annexed material may be presented in tabular form, designed
to farilitate simplified presentation of essential statistical, budgetary or expenditure

data,
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ANNEX

Relsted Hezlth Development Indlecators

When considering which propogsals for external funding are particularly worth

promoting (Section VD) as well as what selective background information is worth annexing

to the CRU report (Sectiom VIl above), it may be useful to consider their relevance in

terms of

national targets for attainment of HFA/2000. In addition, it may be useful ro

consider the national situation Iin relation to the short list of global indicateors

adopted hy WHO, namely the number of countries in which:

(13

(2)

(3)

(4)

(5)

{(6)

{7

Health for all has received endorsement as policy at the highbest official level

Mechanisms for involving people in the implementation of strategies have been

formed or strengthened and are functioning

At least 5 per cent of the gross national product is spent on health

A reasonable percentage of the national health expenditure is devoted to local
health care, j.e. first-level contact, including community health care, health

centre care, dispensary care and the like

Resources are equitably distributed, in that the per capita expenditure as well
as the staff and fagilities devoted to primary health care are similar for

various population groups or geographical areas, such as urban and rural areas

The number of developing countries with well-defined strategles for health for
all, accompanied by explicit resource allecations, whose needs for external

resources are receiving sustained support from more affluent countries

Primary health care is avallable to the whole population, with at least the
following:

— safe water in the home or within 15 minutes' walking distance and adequate

sanitary facilities in the home or immediate vicinityj]

- immunization against diphtheria, tetanus, whooping-cough, measles,
poliomyelitis and tuberculoeis;

~ local health care, including availability of at least 20 esgential drugs,

within one hour's walk or travel




COR/HEM/84,1/Rev.3
Page 37

—~ trained persomnel for artending pregnancy and childbirth and caring for

children up to at least one year of age

(8) The nutrirional status of children is adequate

(9) The fnfant mortality rate for all identifiable sub-groups ig below 50 per 1 000
live ‘births

(10) Life expectancy at birth is over 60 years

{11) The adulr iiteracy rate for both men and women exceeds 70 pPer cent

{12) The gross national product (CNF) per capita exceeds US$ 500

[Note that four out of the 12 indicators in the global short lise deal explicitly
with resource allocation. In addition, all the indicaters are interrelated and

have their own financial resource implications]




