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Ag part of the overall planning and wmanagerial process, which
includes health resource mobilization in support of implementing the
national strategizs for health for all, if is essential to review in
some detall the allocation and utilization of all available resources,
both domestic and committed external investment, and also to assess
the natlonal capaecity to move forward in consonance with the PHC
appreach, Establishing such a rescurce framework, determining the
resource needs For PHC development with regard to recurrent cost
implications of any new capital investment, and then preparing
proposals for external funding to make up the rvesource gap, will all
be necessary. These review steps are available to national
authorities in the Country Mealth Rescutrce Utilization Review (CRU).
This 1s a national undertaking for which WHO is able to provide
concrete support as well as cooperation with the concerned government
in following up the CRU proposals for external funding with potential
donors. The government may choose to carry out a CRU as part of
preparation for meetings of donor partners or to create the means for
negotiation with billateral or multilareral donor agencies on an
individual basis. S

CRU reviews have proved f¢ be useful in providing a comprehensive
look at the health sector as a background for the dialogue that takes
place with denors in the course of UNDP-supported round Table Meetings
(RTMs) and World Bank-supported Consultative Group (CG) meetings.
Adequate support in this preparation can he mebllized by WHO Prograwme
Coordinators/National WHO Programme Coordinators, Regiopal Offices and
headquarters,

A CRU review is one way to complete certain steps in the overall
Mapagerial Process for National Health Development, velated to
Programming and Programme Budgeting. To be truly useful it should be
carafully followed=up, rveviewed and repgularly up—dated.
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COUNTRY HEALTH RESQURCE UTILIZATION REVIEW (CRU)
I. INTRODUCTION

1.1 At the Thirtieth World Health Assembly (May 1977), all the Member States
unanimously adopted resolution WHA30.43, which decided that "the main social target of
governments and WHO in the coming decades should be the attainment by all citizens of
the world by the year 2000 of a level of health that will permit them to lead a socislly
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 artaining this target,” and called on
all countries "to support national and intermational commitment to primary health care
and to channel increased technical and financial rescurces to it, particularly in
developing countries,” The Health Assembly endorsed the Declaration of Alma—Ara and
invited all Member States to formulate national pelicies, strategles and plans of actien

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

1,4 The Thirty-fourth World Health Assembly (May 1981), in resclution WHA34,36, adopted
a "Global Strategy for Health for All by the Yeat 2000,"(1) in¢luding the identi-
ficarion, rationalization and mobilization of resources for HFA/2000. Resclutien
WHA34.37 urged all Member States “to alleocate 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 implementation of their strategles for health
for all, require external sources of funds in addition to their own rgsources, to
identify those needs." The Global Strategy further stated that "the best use will have

tn be made of avalilablie human and financial resources, and investments in health will

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

develeoped to developing countries will have £o be ratiomalized and these transfers

. . “
increased if necessary .

M The Global Strate y is fully descrihed in book No.3 of the WHO "Health for All"

g
Series of publications. This series forms a usefnl bhackyground to the conduct of a CRY
review, and includes the following titles:

No.l Primaty Health Care — Report of the Internatieormal Conference (1978)

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

Np.3 Global Strategy for Health for A1l by the Year 2000 (1981)

No.4 Indieators for Monitoring Progress towards Health for All (19381)

No.5> Managerial Process for WNational Health Development - Guiding Principles (19813
No.6 Health Programme Evaluation — Guiding Principles (1981)

No.7 Plan of Action for Implementing the Global Strategy for Health for A1l {1982)
No.8 BSeventh General Programme of Work, covering the periad 1984-1989% (1982)
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1.3 To penerate and mobilize the necessary resources WHO wlll epsure the international
mobilization of people and groups who can support the Strategy, and will fosver the

voordinated international transfer of resocurces in support of the strategies of

doveloping countries,

1.6 National efforts aimed ar the rationalization and mebilizatien of all avallable
riosources for healeh can usefully follow some form of managerial preocess for national

healeh development (MPNHD). The WHO publication, "Managerial Process for Natiooal

Health Development™; Guiding Prineiples, World Health Organization, Geneva, 1981
("Health for All" Ssries Ne.5), describes in detail the components of this process,
Guiding Principles for a numher of the components of the Managerial Process for Natiomal

(1)

Health Development have also been provided ™.

il. PURPOSLE OF THE COUNTRY HEALTH RESOURCE UTILIZATION REVIEW

2,1 Une 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 used in a number of developing countries. WHO support to Member
States in carrying out CRUs has received prinvity sttention with regard to the Least
Bevelaped Countries (LDCs), assisting them in the tasks of rationalizing and mobilizing

all possible resources for national health development.

2.2 A CRU summarizes the finapelal informatlion required to implement a well defined

Matlonal Strategy for HFA, in order to make sure that resources are allocated to

priorities corresponding to globally accepted policies. It places emphasis on the
resources required for implementation of primary health care, based op a fully developed

Plan of Action, This should be sxpressed in terms of detailed programming of the

national health plan for the next plan period, Without this background, a CRI may he

prematare.,

A CRU is the responsibility of a goverament, not of WHO. It should be a continuing

nat ional effort = with phased reporting teo the government af ¢ertaln points in time.

(1,
VU hese documents are; Broad Programming as a part of the Managerial Process for

Narional Health Development; Guiding Primeiples, (WHO document MPNHD/81.3); Derailed

Veopramuleg as a pact of the Managerial Process for National Health Development: Cuiding

Principles, (WiQ document MPNHD/81,4); Programme Implementation ag a part of the

Managerial Process for Natlonal Health Development: Guiding Principles, (WHO dogument

MENIR/BILS); Hoalth Programme Evaluatiom: Guiding Principles, World Health QOrganization,

Goneva, 1981, (THealth for All" Series, No.6)
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2.3 Within the resource framework for the programming of primary health care needs
and resources fust be considered together. Resources available now and likelvy changes
in resource availability in the futute should he examined, identifying particular

resources which are likely to be in short supply, including manpower, matetrial and

financial requirements.

2.4 In the detailed process of resource analysis the time span will relare te the
ongoing and the next natienal health plan, In broad terms it would be desirable to
look to the year 2000. 1In addition to public financing, CRU will review the ongoing and
projected projects by the communities, other interested national groups,

non—governmental organizations (NGOs) and international partners Iin health, Any major

constraints likelvy to affect future health plans will be noted, in particular the
implications of new capltal {nvestments which invarlably generate additional recurrent

expenditures.

2.5 Ultimately, a CRU will indicate directions for the allocation of the country's
own resources for health development as well as the neaeds for additional external
resources that may be regulred for implementing the national strategies for health for

all, based on primary health care. It will demand careful preparation, carrving out and

follow up as described in Chapter IIL.

IiI, THE COUNTRY HEALTH RESOURCE UTILIZATION FROCESS

{Preparation, Carrying out, Follow up)

Deciding te undertake a CRU

The decision to undertake a CRI review will, in most cases, he made by the
Ministry of Health, in full consultation with the governmental core group or committee,
preferably of an Intersectoral nature, assigned to the task of formulating national
health development plans, strategles and plans of action for attaining Health for All by
the Year 2000. Such an intersecteral or interministerial committee usually exists in
one ferm or anather, within the framewerk of MPNHD, and it would be an apprepriate body
te oversee the preparation for and careying out of the CRU, and tn assume rvesponsibility

for its follow up.

The WHO Programme Coordinator (WIPC) should play a crucial role {n ensuring that

the country 1s ready for an actual CRU.
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3.2 Timing of CRU = A CRU should ideally be undertaken, as already stared, after the

national HFA strategies had been well formulated and officially approved., It should be
timed 20 as to take place when the national officlals concerned and the WPC can be made
available for full participation. The WFC should keep the Regional Office fully
Informed of other resource mobilization action in the country, such as official viasits
by the World Bank or other major doners, with a view to ensuring the complementarity of

such actiona and missions, and thus prevent duplication.

3.3 Preparations for a CRU

When WHO support 1s requested, actual preparations could be enhanced by a timely
communication from the Reglonal Director to the Ministers of Flanning and Health, or
alternatively, a letter of understanding signed by the goversment and WHO, spelling out

the modalities, requirements and responsibilities for a CRU.

Technical preparations will include updating of all related docummentatioan,
fncluding :

National health atrategies and broad programmes;

Plan of action for implementing the strategies;

Primary health care design and the master plan for ite implementation;

Information on the allocation and utilization of national resources in the
health and health-related sectors;

Collating information on the flow and utilizatinn of exXtermal resources.

This will necessitate consultations with locally repressnted UN agencles, funding

agencies, other doners and Nongovernmental Organizations (NCOs=).

Essential documents and information should be made available to the WHD CRI

support team well in time, preferably a month ahead of their arrival in the country.

Under optimum ¢onditions, during the preparatory stage the interministerial
committee (3.1) should gather all the above basic working documents which would

substantially save time and affort during a CRU and benefit its efficient conduct.,

WPBC should undertake to brief local representatives of international agencies,
bilateral and other donors ahout the purpose, s¢cope, modality and timing of the CRI.
He/she should alse undertake an advance distribution of the CRU Guidelines to all those

Tikely to be fnvolved.

Office accommodation, secretarial services and transport should be firmly

arranged in advance rather than relying on ad hog arrangements during the mission.
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It iz considered beneficial that a regional WHO staff member pay an exploratory

“pre-visit"” to the country to emphasize the extent and nature of a CRU and to promote

the necessary preparations.

3.4 Carrying out a CRU

Bubject to adequate preparations, the CRU can best be carried out as a focused
activity, concentrated during the course of a three—week period. This period of time is
considered adequate where a WHO sypport team takes part, working together with a
national team of senior officials responsible for decision—making, socio~economic

development, finance and health planning. Invariably, the WEC plays an essential role
in this rask.

@M’ The WHO support team is usnally composed, in addition to WPC, of a public health
planner and an economist/financial apalyst, made availlable by the WHO Regional Office.
WHO Headquarters may be requested to assist in rhe recruitment of these consultants if
necessary. Additional technical support may be avajlable in the form of comsultants

from interested multilaterial or bllateral cooperating agencies.

In all casesz, the direction and coordination of a CRU review remains under the

aegis of the national authorities,
The CRU review and its resulting CRU document will examine:
1. the trends in the sociceconomic development of the country;

2. the degree of prierity given to health and health-related activities in

socloeconomie development;

3. the problems and economic vestraints which faece the country, and the country's

capacity to meet these;

4. the national heaith palicy, strategy and targets for attaining health for all;
and the relationship of those health policies te the country's sccioeconomic

development plansg;

2. the national health develepment plan based om the primary health care approach;

B, the design of the health system based on PHC;
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7. the main problems and obstacles to be overcome for the implementation of primary

health care;

the financial fmplications of the health plan;

the necessary reallpocation of natiomal and external resources to meet thege

implications; and

the sdditional external resources required, with emphasis on their effective

allocation in support of health development priorities for health for all.
The work schedule of the CRU support team follows a eertain pattern:

Initial briefing provided by the WPC;

Courtesy visit to the Ministry of Health on arrvival of the WHO BUpport team;
Visit to the UN Resident Coordinator;

An early coovdinating meeting of all officials finvolwved in the CRU: Ministries
of Health, Planning, Finance and other velated ministries, and Including where
appropriate UNDF, UNFFA and UNICEF. This meeting will establish a work plan
for the CRU, division of tasks and working partnerships.

The work then begins with gathering and analysing information and finaneciat
data, formulating proposals in selected programme areas and drafting sections
of the CRU document. This will call for visits to relevant departments of
government ministries, agencles of the UN system, NGOs and other "major
partners in health” donors. The WPC should participate fully In all meetings
and his office ghould make all the necessary appointments, in consultation
with the key officials of the Ministry of Health,

Short fleld visits to a sample of health facilities and training institutions:
A final round-up meetinz of all concerned to secure endorsement of the
Ministry of Health for the draft framework of the CRU document and its

proposals,

It should bhe possible to have the first draft of the CRU document ready before

departure of the WHO support team from the country, or as a minimum requirement, an
expanded and annctated outline. In the latter case the proposed content of the document
must be fully disucssed on the spot. Final approval of the CRU document as well as
directions for its printing and dissemination will be given by the goveroment, with
assistance from WHO as required, It may be emphasized again that the CRU is a national

planning process and the outcome remains a natienal document,
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Whenever a CRU analysis is updated {ideally, perhaps every two years} It should
refleet the latest economic siruvation and state of implementation, drawing upon the
monitoring and evaluation of progress since the previcus review, Without a follow-up,
the CRU is an isolated and rapidly out—dated undertaking of little lasting use either to

the health authorities or to the donor community.

3.5 Follow—up

A CRU review may be considered as an ongoing process for the essential
coordination of health resources, invelving internal coordination In the country and

danor coordination.

@!' Ir is for the govermment to decide what type of follow~up action will take place
(o

in the future, guided by the health planning committee veferved to in 3.1 ahove:
The CRU document will serve a number of useful purposes in follow-up :

a. The national authorities may choose to prepake & succlnet summary of the CRU
document snd its main proposals, to be used as a working paper hy the Cabinet or some
other natiomal planning body. Such & summary may also be useful for briefing
appropriate parliamentary commlttees to ensure politieal support and te secure
high-level endorsement of the policy implicatiens. It is also 2 useful means for

briefing nationa} planning bodies on health sector plans, needs and financial

projections.
b. As proposals in the national health plan are identified for support, detailed
@'. project formulation may be required, based on the proposals in the CRU document but

tailored mocve precisely to donor imterest and priority. Certaln donors mawv be willing
to provide technical support for project formulation to meat their own vequirements, and

assistance can also be offered by WHO Regional Offilces and/or headquarters;

C. The national authorities will wish to maintain an updated edition of the CRU
dacument and regularly review and reformulste, as necessary, the propesals it ¢ontains.
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 vegular briefing of bilateral and

pultilateral agencies on further requirements and adjustments of resource flows.

d. The national authorities may choose to convens 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 apencies. Such

country-level donor meetings may be of an ad hpe nature looking exclusively at the
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health sector. In other cases, the CRU document may be taken into account at the

comprehengive UNDP~supported Reund Table Meeting or a World Bank-supported Congultative

Group meeting. If the CRU review is to provide an effective and valid health sector

analysis and form the bagis of proposals for external funding to be considered at such
donor meetings, the appropriate timing of a CRU review is crucial. A minimum of aix
months is requirved after having carried out the review, to compile the CRU decument,
secure approval by the national authoricies, print the document and distribute it to

participating donors, prior to such a meering,

c. 3ince rhe carrying out of a CRU review provides a useful tesopurce framework fer
Programme Budgeting for PHC, praferably after the step of the managerial process known
as Broad Programming, it will constitute the basis for the subsequent steps in that
process. It will be the starting poinut for Programme Budgeting in the detailed
programming of PHC, and will assist in leading on from there to Programme
Implementation. It will serve as the basis for regular, annual or biennial reviews of
the health programme and as a guide to the ongolng monitoring and evaluation of

programmes, projects and resource utllization.

3.6 No two ecountty CRU reviews will follow the same pattern; each 1s unique to the
country concerned. MNevertheless, experience has shown that there are common elements
worth inclusion in @ CRU review, and countries undertaking CRU may wish to have some
guidance in preparing for it and carrying it out. The following guidelines are

fllustrative of the pattern and may be useful to the aurthorities concernad,

V. SUCGESTED FORMAT AND CONTENTS OF THE CRU DOCUMENT

Formay
4,t.1 The CRU review and its document may adopt any format and include whatever
materials national authorities believe are most relevant to the country situation and to
the purposes to be served by the CRU. Exuperience in a number of countries suggests that
a ORI document uneed not be a detailed or lengthy report, since the fnitial CRU review is
intended to set the stage for more detailed programming, budgeting and project
formulation., However, in order to facilitate the preparations of the document, a

tentative format and contents are sugpested as follows:

4,1.2, The basic CRU document to emerge from a CRU review may comprise:

Bxacutive Summary

Country Profile at a Glance
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List of Abbreviations
Main CRU Chapter on Current Situatiom in the Country

i) National Health Policy and Strategy for HFA/2000, including the

Health Sysfem Design based on Primary Health Care;
ii) Froblems, Obstacles, Constraints and Feasibility;
iii) National Health Expenditures and Internationsl Support

Proposals for External Funding, including Analysis of Financial
Implications and Plan for Follow-Up Action

Supporting Annexes.
These components are enlarged upon below:
Contents

Executive Summary

A succinct Executive Summaty is very desirvable, and should highlight the
following:

(1) National health policy, HFA/2000 strategy and health system design hased

on primary health care;

a brief look ar current national health expenditures and intermaticnal

BUPPOYL;
(iii) a summary of proposals for exterpal funding.

4,2,2 Country Profile st a Glance

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

economy, health status and health services.
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4.2.3 List of Abbreviatlons

The inclusion of a lisr of abbreviations used in the text is useful for all
readers.

4,.2,4 Majn CRU Chapter on Current Situation 1n the Country

This chapter can be quite brief, extending perhaps to some 20 pages, This 18
gufficlent to provide the desired overview, yet short engugh to be read at one
#ltting. The gituation chapter may be divided into suitable sections for clarity of
presentation.  Whatever the form of presentation selected, it is suggested that this

chapter briefly cover the following main lssuasg;

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

Design based on Primary Health Care - A brief statement should be made showing that the

country is committed at the highest policy levels to a HFA/2000 poliey and strategy
based on PHC.  State the essence of that policy and strategy., Has an official Healrh
Eor All plan of action heen formulated ot adopted? This can be shown by presenting a
concigse outline of the national health system design basad on PHC, including its main
compongnts, organization of infrastructure and services, intepration of services,
intersectoral and community action, coverage and expected impact on health, measured by
appropriate national targets or indicatofs. Where appropriate, these can be

cross—referenced to specific proposals formulated for external funding (see under VI),

4,2,6  Problems, Obstacles, Constraints and Feasibility - Briefly indicate how the

HFA/2000 actions based on PHC relate to, seek to overcome, or are limited by health and
saocial problems, as well as political, managerial, technical, human or financial
resources affecting absorption capaeity, Do the proposals for external funding ilnclude

proviglon for removing such obstacles and constraings?

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

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

particularly for primary health care, together with an indication of total requirements
tor a specified periocd and resources available or committed from national and external

Boureces.

{1} 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 natlonal

e
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regources for PHC. The International Conference on Primary Health Care

recommended in this connexion, that:

"Government, in progressively increasing the funds allocated for health, should
give first priority to the extension of primary health care to underserved
communitiea; encourage and support various ways of financing primary health care,
iacluding, where appropriate, such means as gsoclal insurance, cooperatives and
all available resources at the local level, through the active involvement and
participation of communities; and take measures to maximize the efficiency and

effectiveness of health-related actlivities in all sectors.”
Thiz sectien should normally cover @

- Government financial allocations to the health sector in relation to total
government expenditure in all sociceconomic sectors (where figures are
avallable, Include estimates on private sector and nongovernmental

organizations (NGO) eontributions, as well as government grants to NGOs);

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

budget;

- Covernment financlal sllecations to primary health care in relation te other
major health expenditure in the total health budget (again, where possible,

cite figures on private sector and NGOs); and
- sources of revenue for the health budget,

- All the above may be supported by Illugtrative Tables 1 and 2 shown in these
guidelines and any additional tables required. Illustrative Table la shows
the allocation of total resources for health, drinking water and sanitation,
as well as other major areas of socioceconomic development, with a view to
revealing where health stands in terms of socioeconomic development rescurce
prioriries, Table iIb provides information on various sources from which the
national budget is financed, It may be useful to provide separate tables on
the health budger to reflect Capital Expenditures and Recurrent
Expenditures, Illustrative Table 2a reveals to what extent the national
poliey and strategy based on PHC 1s being reflected in actual resource
allocations within the health budget. Table 2b shows various scutces from

which the national health budget is financed.
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(11) International Support for PHC - It will be useful 1n preparing the CRU to

identify 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 organizatioune, multilateral and bilateral agenciles,
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 financial support into it, with full respeet for the
coordination of these resocurces by the countries themselves in a spirit of
self-rellance and self-determination, as well as with the maximum utilization

of locally available resources”,

The summary of internatiomal support to the development of rhe natiomal health
services system can be supported by Illustrative Tables 3—g and 3-b, followed
by an analysis of internatiomal support, Illustrative Tables 3—a and 3-b are
ugeful for identifying which institutions and donors ara interested,
participating in or contributing to the various national health programmes.
Each CRU decument will nevertheless contain only those annexes or tables that
are most relevant to the situation in the country and most useful In meeting

the objectives of the government in having such a document.
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ILLUSTRATIVE PROFORMA TABLE la
NATIONAL BUDGET
ALLOCATION OF RESQURCES FOR HEALTH
IN RELATION TO OTHER SOCIOECONOMIC DEVELOPMENT SECTORSl

(a) (b) {c) (d)

Per cent.
change

(b) - (a)

Petr cent, of
total
(b)

Amount in millions of local
currency {and equivalent in us$)

-

Major sociceconomic
development sectors

.

Prior year 19.. Budget year 19,.

ne Ee WE AR R4 AR

Health Programme

Drinking Water and
Sanitation

Ak Fe Be oar e sa Fe 2 we Ea S se W

Sub~total

aw An #3 %R A% wR
Wk Fa wE Fa A B Aw W A %6 A A ke re W

Education

Agriculture

Industry

e ks ks A EE wE

Transportation

ne de e M
AR AE Fw o wa e Sy Sa ke AF ms e dp dn a5 Ax wa] AF Ba A

Energy

»
.
.
"
*
-

Natural Resources

e A% B4 B8 B4 W5 A de o mE me By Sd Sk B4 Sr K4 wa B Se] S0 e e B4 g1 Ak w

! (ete)

-

e fae mp Ae ar k2 g
2 e Fe WE[AE s wE wa Fe ke dr ku A Fa B4 A6 %4 s de #a A e e ot Sy dglds B2oARag Ak A e

Nk A M K% Be Be #e Ax Sa AR A A w4 N2 R

Us$ uss

—— e

we 2y me wa el e A W e oA

Ak Ba Ba AR B

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

(1)Note; The breakdown of major sociceconomle sectors or programues will depend
on the availability aad ¢classification of budgetary resources data Io the country
concernad. One purpose of thuis table 1s 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, comsult "Planning the Finances of the Health Sector, a manual for
developing countrigs, E.P, Mach and B. Abel-Smith, World Health Organization”,
Geneva, 1983




WHO/CRR/HRM/84.1 Rev.4 (85)
7466R

page 16
Table 1lh

NATIONAL BUDGET
SOURCES OF FINANCING

(a) {b) (c) (d)

o

Per cent.
change
{(B) — (2)

Per cent, of
total

(B

Source Prior year 19.. Budget wyear 19..

wg Jae an mn

Government revenues

Other domestlc
SOoUrces

R oy 4r Fe B e |Ar ax an wa

External resources
{grants, loans)

®

R T T T TR T T T T TR T )]

aw bu]ae w2 oma
we ma Anlur Fe ke TR o ER Me wa A% B | B R A e AR

Total avallable
resources

W N wm At dw A ks BE Ba Mk MR Gk BN Wa ke ok g A

N %a ap Be #2 [ ke wm
o

L T}

*
National Currency (Exchange rate used : NC 1 = U5% ..., for each year listed)
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ILLUSTRATIVE PROFORMA TABLE 2a
. HEALTH BUDGET
ALLOCATION OF HEALTH RESQURCES FOR PRIMARY HEALTH CARE,

HEALTH PROGRAMMES AND INSTITUTIONS!

(a) (b) (¢) (d)

Per cent.
change
(b) — (a):

Per cent, of
total

(b)

Amount iwm willions of loecal
currency {(and equivalent in US$)

Ma jor health
programmes and
institutions

“q BE Ee W

ERE T P T

e Em

Prior yeatr 19..

Budget year 19..

v ma ke e A

Primary Health Care
{including primary
level, referral/
supporting levels,
services, manpowar,
supplias)

-

ar B+ ma ke B WE

Drinking Water and
Sanitation

Malaria Control

Te BE 4 Em E4 Ba Ea we

B R Bk AR W

Other major health
programmes

'Y
Be wE AR mr bp wa e B BE A BRI ma ke ke FE R e ww A

{etc,)

Reseatrch and
Development

M2 B% Bw SE ke SF e Ba Ba B ma Se Bd B2 Ge te #s ME dE EE A fWE
TR TR L L L T T T

ax A% mp B4 EF Wn

Hospltals, and
specialized
institutions

D ome A Ba ke BE A Be mn WE kp A4 Fe AF ok ke ke A0 84 #a e da owg [ sy R

wa Be B B2 Ak B S0 AE wr Am BE Fw AF Sa S We ® Fp A S

.
P L

P e LT

e 2 Aefun
TR T
1e ke A% we]an

vss us$

PR T T R R T
e ®H B4 ms WeJan
Y

#
National Currency (Exchauge rate used: NC L = Us$..., for each year listed)

(l)Note: The breakdown of the main sub-sectors within the heslth budget will depend
on the availability and classificatlion of budgetary resources datz in the country

concerned,

Note: One purpose of this table is to provide an indication of health expenditure by

subsector or programme or level of health care,
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Table 2b

HEALTH BUDGET
S0URCES OF FINANCING

(a) (b) (e) (d)

Per cent.
change

(b) - (a)

Fer cent. of
total

(b)

(LR T

Prior year 19.. Budget year 19..

L N T

Government revenues

[P TEE TR T

Other domestie
H SQUrces

External resgources
{grants, loans)

[ |
A% Aw wm Mgy ke kg W

NC NC

: Total resources

: available ust Us$ 1007

Be Ax M e wa e Ba Ra Re ke B R Fe Be (4 Ea Ee w1 BA
¥a ma AF AF B[ me e e A A de dE UE R (W My AR e R
L T T T I R L T T T T T E T TR T I T L]

LU E T TR Y Wy P

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

Ab #p Wm B2 Ba dm p kN wR AN AN
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ILLUSTRATIVE PROFORMA TABLE 3a

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

Source of Funds(l)
{(specify donor
agency)

Committed
Amount in
us$

Amount
Disbursed
{by date)

Duration of
Funding(3
from 19.., to 19 ..

Programme/?rﬂ;ect/
Activity(2

A b ke Ay
. Ee AF Be

I T T R T e A L TR EL I TR PR Y Y

A Ee w4 Fe An be % #n w0 wa baflas

L I T I T B R T N T T L T T T I T I

W By BE Be R Mg A% kg |#e Fe e ma A 2e 2k 4k walan Fe ee Fa me

ok ke

pafae we Be B Pa Ae Be A% wa B B4 kv ka Ar as SF Ay FE QB Fa ma ke S

.
*
-
-
*
-
-
-
.
[
L]
v
-
*
-

FT T e L T

e Ba W

+

LI R TR T A U1 LT

e mr %0 ws wn w2 kx me Beles e Pe Ko ome a4
#4 A4 Em BA AT ke Ak Fk Fe as

[N T TR TR T
LI TR T I PR T

(etc.)

{1) A, B, ¢, etc = each one is an individual source of funds, Indicate nawme of donor
agency; include muleilateral, bilateral, NGO and other sources of fupnds.

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

Duration of aid to each specific programme/project should be indicated im calendar
years. Indicate whether loan or grant.

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 is subject to
special conditions, these may be noted by footnote.
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ILLUSTRATIVE PROFORMA TABLE 3b

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

-
L

Committed ; Amount
Amount 1in Disbursed
us$(4) (by date)

Source of Funds(2) : Duration of
(specify donor agency) Funding(a)
from 19.. to 19 ..

Programme /
Project/
Activiey(l)

e we)ea mn

LLE TR TR L S R T I PO T |

w wa 4y wa orn oae vallae we we @
WA A% Be R Be Ex BE R AR Ba 4 AR AR

[T T

Fa by me B ke ks an (A gs S oar e ma wk

4 A Te ¥ W
L T

wefre we
s hefha ae
e e ww

[T TR T

T

A, B, C, ete, Indicate titles of individual programme, project or activity,

a, b, ¢, ete. list individual donors/sources of funds finanecing each progamme,
A, B, C, etc.

Duration of aild provided by a, b, ¢, etc,

Committed by a, b, ¢, etc.
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4.3 Proposals for External Funding

4.3.1 It may be desirahle ro attach to the CRU document brief summaries of proposals for

external funding of programmes that form an integral part of the natlonal strategy for
HFA/2000 based on PRHC. Such summaries would concentrate on natlional programme actions
zlrveady operational, planned or proposed for a defined period of time. In each case,
it is suggested that a budgetary table be used to summarize; (a) the total estimated
resources requirements (distingulshing between “"capital® costs and "recurrent” costs);
{b) the resources committed or reasonably expected to become available from national or
external soutrces; and {¢) the net shortfall or resources still required to carry out the
programme for the current and next plan period. It should be understood that these are
not final, officisl detailed proposals, but rather summaries of worthwhile opportunities
for external participation designed to elicir interest and follow—up consideration by
potential external partners concerned with health development in the country (see

section 3.5). In order to justify additional external resources for ongoelng projects,

each proposal should include a deseription of 'Past Activities', achievements as
compared with originally set objectives and targets, and the total related expenditure

by source of funding and amount (see page 24 for cutline).

4.3.2 Proposal for the Implementatlon of PHC — Primary health care is based on

self-reliant health care by individuals, families and local communities, with the
support of trained manpower and a lasting health system infrastructure capable of
providing essentials of PHC in an integrated manner. In wany countries, the actlion at
community level and its immadiare support constitute the main or central PHC proposal.
It is suggested that the summary of this main PHC or PHC-support proposal be placed
first, The PHC propesal should briefly 1llustrate the PHC system design or concept,
which characteristically often includes a PHC level backed by a first and second support
level. it is vwseful to briefly indicate the overall technleal, manpower, material and
financial resource requirements, elther including significant unit costs, capital
investment and recurring costs, or referring to other documentation where the
information can be feound. (For convenience, 2 suggested model format for summarizing

the main Proposal for the Implementation of PHC is attached, pages 24 = 32).

4.3.3 Related Proposals ~ Other closely related health development programme propossls

whieh form part of the HFA/2000 strategy based on PHC may alsc be attached to the CRU
document {pages 34 — 15). 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 5,2 in Proposal No.l below on page 76). Proposals may be made, not

only for the primary health care strategies, but also for "complementary”™ strategies or




WHO/COR/HRM/B4. 1 Rev.4 (B5)

T466R
page 22

actions, such as strengthening of planning, operational management, or health systems
research and evaluation intended to overcome identified obstacles and constralnts, or

enhance programme feasibility and absorption capactiy (see paragraph 4.2.6 above).

.4 Financial Implications of Proposals for External Funding

Discuggion of the financial implications should be bazed on information available
in 4.2.7 on "National Health Expenditures and International Support™, as well as on

financial information Iincluded in the varlous proposals for external funding.

In many countries, there will be a limit to the absorption of c¢apital Investment
zenerated by development proposals, as new programmes generate additional recurrent
expenditures which must be realistically absorbed into the national budget. This will
he 4 factor in Indicating the scope, the allocation and the utilization of any external

funds that become available,

While international partners may leok 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 teo meet these recurrent
costs will need to be explored. For instance, the national authorities will consider
to what extent financial 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 allocarions to PHC within the Health Sector Budger.

Potentisl cost-recovery methods should also be explored.
Ultimately, the national authorities may congslder carrying over implementation of
certain proposals into the next National Development Plan should financial and/or

manpower constralints zso demand,

4.5 Supporting Annexes

4,3,1 There is a natural tendency in preparing a CRU document to assemble more material
than can be usefully absorbed in a document of this nature, It is therefore preferable
to exclude detall which can be found in and cross-referenced to other official
documentary soutces. Where hackground or other supporting information Is nevertheless
conslderved worth including fn the CRU document, it iz recommended that such marerials be
provided ip separate annexes, sultably cross-referenced in the main CRU text. Among
the kinds of foformation that has sometimes proved useful in support of the main CGRU

report are the following Annexes:




(a)

(B

()

(d)

(e)
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Socioeconomic infermation directly related to health

Health status data, targets and 1ndi§ators of healch for all

National health development plans and process

Kational health financing and expenditure patterns and trends

More detailed information on 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 facilitate simplified presentation of essential staristical, budgetary or expenditure

data.
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PROPOSAL FOR EXTERNAL FUNDING NO.1
{Suggested format and content)
I. TITLE : PROPOSAL FOR THE IMPLEMENTATION OF PRIMARY HEALTH CARE
IL. DURATION AND TOTAL COST :
Duration === years, from 19,, to 19.,
Total Costc in US$ —wo——o {capital =====; recurtent ~=--)
Proposed external funding in YS% ——--~ (capital -=-=--==; regcurrent —-———-}
TII. BACKGROUND AND JUSTIFICATION:
National Cowmm{tment
Major congtraints on the present national health network affecting its
effectivensss and efficiency (care should be taken to avoid duplication with the
section on "Problems, Obstacles, Constraints and Feasibility” in the main
situation chapter of the CRU document),
Integration of vertical programmes in the primary health care strategy,
Cost—-benefir considerations.
Previcus actions and ¢utcome in relation to objectives and targets, cost of such
action and source of funding.
Iv. SPECIFIC OBJECTIVES AND TARGETS

(L) Ovaerall objective
(2) Speclfic objectives and targets
(3) Developmental end-results to be achieved by the year 19,. ;:

(see 5.10 below)
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Existing Neaded
Number Number

Requirements by the year 19,. Total Required

Number

T

wa [ Fa Be B Ea

wa mefue an

A, Infrastructure:

re e wn

Primary Health Care level(l)
(Primary Unit)

P L TR TR T Y]

First—level Referral Unit

e ks Mg be wn

Second-Level Referral Unit

Health Workers for:

TR T TR T T

P R T T L T T}
)

Primary Health Care Level

first-Level Referral Unit

an
WF R Ee B% ma k3 He Fk B e Ba ke R AN e R

Second-Level Referral Unit

.
A W5 WE Fe Be Ba 4 Ba Ba [ ma S w2 41 ke B Ra A de N0 | ®e Es R S

Ae hw A% by k4 an wr

DESCRIPTION AND ACTION PLAN

National Structure of Primary Health Care
{including referral/support system)

An Illustrative Diagram

Primary Health

Care Level Community Health Worker Total No. H

(Primary Unit) (CHW) No. linked to each first
level referral unit :
CHW per __ people; some
indication of geographic coverage

First Level Sub=Centte, Centre Toral No. ;
Referral Unit or Other No, linked to each
second level referral
unlt H
one centre per populatioen;
geographic coverage

Second Level District Health Qffice,
Referral Unit District Hospltal or Total No,
Other one district hospital per
population (average);
geagraphic coverage

Describe functional links between various levels ;

(L)first level of contact of individuals, the family and community with
the national health system.
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5.2 Health Care Delivery and other Functions at Variocus Levels
{(National Concept)

Second Referral
Leve]

Pirast Referral
Level

: Services/Functionacl) Frimary Health

Care Level

s we

1, Health Education

e Ea]Ee wn SR e e B owa

PRI Y

2. Promotion of food
supply and proper
nutrition

e wn b Ew Be kM ke B en ma wE

*a wr aa

3. Supply of gafe water
and basic sanitation

LX)
LT TR T Tl T T

[T
.
-

4. Maternal and child
health care including
nutrition and family
planning

Be A 4y B Fe R[4 B4 wy #x]ée B2 an e me[Ev own wadas o o2 e
Y

e Ne Ma *m
Y T

an
-

3, Preventlon and control
of communicable
diseases Locluding
immunization

-
-

TR T
P T T
o ma

An dr Bx Fe Ex Fw ke kg Ba #x b

-

e [ Fa we ma
L N T T T T T T LTI T TR TN ET T TS PR P T TR TR PR LTI TS TN T I T
[TEET]

6. Prevention and control
of non-communicable
digeages prevalent in
the in the country,
in¢luding oral health,
mental health, cancer,

H other

TR T
« Ee my wm

-
L I I T T P

“e Bn Te ep Hu
[T TIY |
ETE ]

FY T

T

Appropriate treatment
of common diseases
and injuries

R T |
~l
.
LU TR I T T
"
wr Ne NE|ma o *T w4 B

e
a“

4 FM R4 RE PR B oW wR ka Ra

-
ar anfea =

: 3. Provision of essential
: drugs {procurement,
storage, distribution)}

[T

.
andue wn oaa

an

Training

LT T PP T TR R T P
Bh ht Be |ww Am kx Fe Em|Es an

e %a b
=]

[T P Y

(1}1ndicate which services and functions are being carried out at different
levels. Note that this check list includes all the essentials of primary health
care ag defined In the Declaration of Alma-Ata,
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Health Care Delivery and other Functions at Various Levels
(National Concept) (continued)

Supportive Supervision
and referral services

e Bk W B wy wa

Loglstics Support

Evaloation

L L TR I T

. Health services
Reseaarch

Ete. (Specify)

A NE Ee M wa B owE R oad AR [Ee Fe e B se e ae
TR T RS LTI PR TN F T TR TN R TR P T ey
[CEE T T U TR T [N TR T T | S T T T T T

W AF B M Me Ee ke An B AE ME B AN A &m

wa ks PR Ee aa

(%]
-
LFE]

Proposed Staffing Pattern at Various Levels:
{Eaumerate categorles and numbers of health workers assigned to various
levels),

Primary health gare level
First referral leval
Second referral levael

Functions and Responsibilities of Health Workers at the Above Levels
{Separately for each category of health worker)

Training, Reorientation Training and Continuing Education;

Responsibilities for training

Training strategy

Training capacities
Teaching/training staff at various levels and their training
Training outputs (present/planned)

Prometion of Community Participation:

Community participation, pattern and components

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

Village level committees, composition and roles
Voluntaty organizations (NGDs)

Other
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5.7 Involvement of Other Sectorsa:
{Agriculture, animal husbandry, food, forestry, industry, education, houaing,
public works, communications, transportation and others)

Mechanism of intersactoral coordination at various levels,

5.8 Management

5.8.1. - Responsibilities for MPNHD at various organizational levels and
comuunications between the levels

Reallocatlon of resources in support of primary health care
Management of manpower
Supplies, equipment, transport (overall logistics, including maintenance)

(particular attention should be given to the procurement, storage and
distribution of drugs)

Monitoring (responsibility, mechanism) ‘

Evaluation (responsibliiry, mechanism, components, indicators, evaluatlon
by the community}

Reprogrammiang (authority, mechanism)
5.8.5 Information support

3.9 Primary Health Care Implementation Scrategy:

Institutional responsibility for implementation. (Interpretation of vertical
programmes/projects. Overcoming regional variations due to geographic, health,
sociveconomic and other factors,

Phasing {(annualization) of Implementationy
(gea IV.3)

Infrastructure Units {new)

|

193_
No.

s

Subsequent
Years

wn wean wn o wn we

: Primary health care
level (primary unit)

LTI
LT

e Bd Ew NE AR M ka Ea

e wufan
w2 ka]ue wa

: First=level
; referral unitc

[ T P

ne ke e En

S5econd-level
: referral unitc

[ERE TR T P Y
Ee NE ma Bk
Ba e wy wa [
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Infragtructure Units (to be rehabilitated)

19&_
No.

198
No.

198
No.

Subsequent

Level Years

Frimary health care
level {(primary unit)

ar ws W |we by Ba e

Be M1 ma R ke B e B4 Ak B8

First-level
referral unitc

Bk e kg AE R M Na R
-

wa (w0 w2 wa wufaw e wa ae]an awn an e

Second=-level
raferral unit

T I I T T R PR EI TR PR T
#s #n pa da ar tr be se]me w2 wa wa e we o Ee #e

0 mr as 42 | ke By de walas Fe te aAn|wn ws wx A

Jun wg wn #m]ma ve an wwfon

e me Re A
e e aw

b. Health Workers(l)

{This table will include additional staff required to bring up the
existing health iastitutions to the standard staffing pattern and te
fully staff the new health institutions).

Subsequent
Years

IQSP
No.

198

Level Na.

Village level workers
{Comauwnity Health)
Workers)

e e Be B [Be @y w2 aAw

.
-
.
v
.
-
.
H
[
-
.
H
*
-
-
H

First-level referral
unit workers team

wr e #elBa B w2 2 anfar e o reom

e Ak wa wa wma
Ew W e b |wn

A wa e wr an de[me a5 w2 w4 ar]ae ks B a

[FEE TR LT

Second-level referral
unit workers team

Ee e AF %R Ba be ka gy Be An ke En ke M SR By

as wa Wm
- 1w wn

de Be wa 1k )0 wa w1 wrles wr we W kg fma FE AF Be
-

Bt En o ma =¥ [a kw aw

(1)The primary health care level shows the numbers of village level workers
{community health workers). The orther two levels show the numbers of hesalth
workers in teams, according to the standard staffing pattern described under V.3.
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UNIT COSTS
Capital (or Investment) Costs us$

Unit Costs

-

Construction of PHC-level unit
(1nclude cost/m2)

by ke g
[N I I T T

Coustruction of first level referral uqit
(include cost/m?)

Construction of second level referral unit
(include cost/m2)

Ak A% Aw Fe wa k2 mn

Cost of training of an individual health
Worker (for categories see V.3) including
reorientation/refresher courses, continuing
education, ete. {(these costs may be
enumeratad on a separate shestb to be
attached to this table)

Cost of ipnitial supplies and equipment
(including transport) for;

LTI N LTI I T T LR O I T T T T e e e L VL T I ]

Be Ew mp 4s be me Faowmn

1 R AF Fe Re Ba Be Re @2 Be Fe A% Fx Fa e oww ows own

- primary health care level

LT TS

firast~level referral unit

— gecond—-level referral unit

v
*
.
-
.
-
-
-
"
.
[
H
-
-
. -
a
.
)
[y
H

e W0 By Np oan

Recurrent Expenditure; Maintenance and Qperating Costs per:

- primary health care level (primary unit)

= first=level referral unit

B e RE AE Re a2 s

= gagond-level referral unit
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What is rhe feasibility of Government's bearing the estimated additional
recurrent costs?

VII. SUPPLIES AND EQUIPMENT

Attach list of required supplies, equipment and transport at:

= primary health care level
- firvat referral leval
= gecond referral level

Particular attention should be glven ro the list of essential drugs as well as to

@!. overall drug management (procuring, storing, distribution),

VIII. PARTICIPATING INSTITUTIONS

National; Actual
Potgnpial

Internationgl; Actual
Pétential

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

M IX.  NATIONAL APPROVAL

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

or other authorizing authorities).
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Other proposals can be presented following
the format on pages 34 and 35 provided

they form integral elements of the primary
health care plan of action, The practice
in most cases has been to include four to

siX such elements as supplementary proposals,
depending on national priorities.

Examples of such supplementary

propesals might include:

Health Learning Materials
= Health Manpower Development

~ Water Supply and Sanitation

"~ 'Expanded Progratme on Immunization

- Essential Drugs and Vaccines

- Strengthening Health Serviges Management

=  Publie Information and Health Education

- Maternal énd Child Héalch including Nutrition
and Family Planning

- Specif%c Disease Control Programmes:

" communicable and non-communicable.




WHO /COR/ERM/84.1 Rev.4 (85)

7466R
page 34
SUMMARY
FROPOSAL FOR EXTERNAL FUNDING NO. .,
{3-4 papes)
I. Title : (Name of programme, project or activity propesed for external funding).

IT.

Iri,

Iv,

VI,

VI,

VIII.

XI.

Duration in calendar years from to

Background and Justification;

(Relationship to overall primary health cara a;tion ﬁlan)

Specific Objectives and Targets: | : | | .’
(End-results to be achieved within planned timewfraﬁe)

Description and Action Flan:

(Approaches, activities and milestonss for implenentation)

Past Activities -~ (Achievements compared to originally set objectives and targets,
and the total related expenditure by source of funding and amount. The
information should be provided for the previous five years for projects of more
than five years' duration, or since inception for projects which started within
the last five years. For ongoing projects, a clear Justification has to be made
for the request for additional external resources).

Budgetary Resource Requirements: (see attached nable)

Supplies and Equipment:

(List of required supplies and equipment, if available)

Participating Institutions:

(Actual and potential collaboration partners, national and international)
Evaluation Criteria and Process:

(Critifia, method and mechanise for evaluatton.)

National Approval

(Tndicate date of submission to, or preferably approval by the national planning
ot other authorizing authority)
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ANNEX

Related Health Development Indicators

When considering which proposals for external funding are particularly worth
promoting (Section 4.3) as well as what selective background information i1s worth
annexing to the CRU report (Section 4.5 above), it may be useful to consider thelr
relevance In terms of national targets for attalament of HFA/2000. In addition, it may
be useful to consider the national situation in relation to the short list of glohal

indicators adopted by WHO, namely the number of countries in which:
(1) Health for all has received endorsement as policy at the highest official level

(2) Mechaniems for involving people in the implementation of strategies have been ‘

formed or strengthened and are functioning
(3) At least 5 petr cent of the gross natiomal product is spent on health

(4) A reasonable percentage of the national health expenditure is devotred to local
health care, L.e. first-level contact, including community healrh care, health
centre care, dispensary care and the like

(5) Resources are equitably distributed, in that the per capita expenditure as well
a5 the staff and facilities deveted to primary health care are similar for

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

(6) The number of developing countriles with well-defined strategies for health for
all, acecompanied by explicit resource allocations, whose needs for external

regsources are receiving sustained support from wore affluent countries .,

(7) Primary health care is available to the whole pepulation, with at least the

following:

-zafe water in the home or within 15 minutes' walking distance and

adequate sanitary facilitles in the home or immediate vicinity;

—immunization against diphtheria, tectanus, whooping-cough, measles,

poliomyelitis and tubetculosis;

~local health care, including avallability of at least 20 essentlsl

drugs, within one hour's walk or travel
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- tralned personnel for attending pregnancy and childbirth and caring for

children up te at least one year of age

{3) The nutritional status of children is adequate

(9) The infant mortality rate for all identifiable sub-groups is below 50 per 1 000
live births

{10) Life expectancy at birth is over 60 years

(11} The adult literacy rate for both men and women exceeds 70 per cent

(12) The gross national product (GNP) per capita exceeds US§ 500

[Note that four out of the 12 indicators 1n the global short list deal explicitly
with resource allocation. In addition, all the indicarors are interrelated and

have their own financial resource lmplications]




