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1. Narrative

The Foreign Assistance Act directs U. S. aid efforts to
focus on critical prcblems which effect the lives of the majority
of people in developing countries. Health is singled out as one
area for cttention. Current work on development of an Agency strategy
to assist in improving health in LDCs recognizes that the approach
must be multisectoral; a strategy which focussed exclusively on
health sector activities would ignore aspects of other developmental
sectors which probably have a greater impact on health in LDCs than
health sector activities.

Any consideration of the influence of other seclors on health
soon leads to a realization that the relationships are very extensive,
complex, and interrelated. Great clarity and specificity of indicators
1s required for relationships Lo be quantified to Lhe extent that
thev will be useful for policy making.

The major areas of potential relationships which require con-
sideration are: 1)Family income - changed expeclations for housing,
sanitation, education, value of children, health care expenditures -
health status; 2)maternal education/knowledge - changed values
concerning infant care, family planning, family diet,sanitation -
health status; 3)family household holding agricultural production - value
of children as laborers, nutrient availability, family income - health
status; 4)agricultural water management practices - family agricultral
production, disease vectors, sanitation - health status; 5)health
status - agricultural production, educational achievement ~ household
income. Obviously much more disaggregated definitions-and indicators
must be identified for this complex set of relationships to be adequately
conceptualized.

The project proposes a fair amounl of analytical rigor for an
exploratory project of this type. It is the opinion and experience of
the technical office that the relationships in the area of health and
development are so complex and intertwined that an analytical frame~
work is required to adequately identify and define research hypotheses.
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2. Research Purpose and Expected Products

A. The Purpose of the Projec!

The project is to define and provide a conceptual base for the study
of health status as influenced by all sectors, health, social and economic;
develop tools and guidance for Planners concerned with developmental
planning; and define relationships most appropriate for further research.

B. Expected Research Objectives

The project will be expected to produce the following products:
1) A framework of analysis and a sel of defined variables within that
framework. Health stalus, health care, sociocultural characteristics,
and economic production are some of the components to be incorporated.
The definitions of other variables will depend on the method of
secloring used in the framework. The analytical framework will be in
the form of a disaggregated descriptive model.
2) Definition of a se( of valid and reliable measures and indicators
that will permit estimation of these variables and invegtigation of
their relstionship by means of the analytical framework in 1) above,
1) A best present estimate of current inter-sectoral and reciprocal
relatiouships described in the analytical framewédrk based on current
literature adjusted by the analytical framework proposed. Examples
would include estimales of the effect of health care activities,
of defined Lypes on agricultural output, of urbanization on health,
and so forth. 1In this element, the project will attempt to synthesize
a4 series of general stdatements from knowledge found in é varieiy
of scattered sources. These statements should prove useful in future
field experiments and may‘help in answering a number of complex
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questions such as the mix of health care activities to be used in
integrated rural projects, or the effects of other factors on health
that might be collinear with the introduction of a rural water supply
system. 4) A set of hypotheses, indicators and guidelines which

will direct further research efforts aimed at revising the "best
present estimate' and making it more realistic and useful produced

by a series of iterations of the analytical framework utlilized.

3. Significance and Rational for Research

A. The Problem and its Relationship to AID Objectives

The Foreign Assistance Act of 1973 requires that U.S. aid efforts
"focus on critical problems in those functional sectors which effect the
live of the majority of the people in the developing countries" (U.S.
House of Représentatives, Committee on Foreign Affairs and U.S. Senate,
Commitiee or Foreign Relations, p. 9).* The document defines develop-
ment as betler living standards for Lhis "majority". Although health,
population and food are singled out for attention, the term "functional
sectors” is lefl vague.

The legislation further requires the Agency Lo measure the impact
of all 1ts programs on the health, fertility and nutritional indicators.

Serious difficulties complicate AID's response to the Congressional
directive. The most amateur public health technician knows that
health can be more readily influenced by changes in sociocultural,
environmental or economic factors Lhan by most health sector activi-

ties. It is useful to consider some specific examples - malnutrition



among 1nfants and children is a much rreater problem today than in
the past a0 many societios dus (o changed breast toeding patteron

aud chanped family agricultural production; on the other hand LDC
households tolerate unsanitary environments which lead to excessive
levels of diarrheal disease - in currently developed countries infec~
tious discase rates for most diseases were decreasing even prior to
the introduction of chemotherapeutic agents - many water borne diseages
have been exacerbaled by the extension of irrigation systems in LDCs.
Unfortunately the current state of knowledge concerning the expected
level of impact of these relations is not sufficient for planning
purposes. There simply do not exist accurate estimales of the impact
of activities in other sectors on health or of health status on other
secloral variables. An improved understanding is essential if the
Agency 1s Lo respond appropriately to Congressional directives.

B. The State of the Art

Kamarck has noted the inadequacy of present theories and the
operational importance of attempting to remedy that inadequacy:

Practically nothing has been done in the way of systematic
ezonomic analysis of the various specific disease obstacles
to economic development and of the economic and social costls
and benefits of projects to remove them. Without this basic
information it is impossible for a government or aid agency
to allocate investment optimally belween disecase control as
such and other more conventional projeclts. 1n the meantime
1l 1s highly improbable that the existing distribution of
resources 1s anywhere near optimal. (Kamarck, 1975a, p. 560.)

This judgement is echoed by two other knowledgeable economists
(Stevens, 1975 and Malenbaum, 1973). Both of these economists have

* Bibliography Attached.



declared that present concepts of health status, socio-economic
development and the relationship between the Lwo cannol support
rational resource allocation or good project design.

It is now gencerally recognized that present concepls and mea-
surements of development are also inadequate for analysis and policy
(Adelman and Morris, 1973, United Naljons Research Institute for
Social Development, 1972).

In August, 1975, TA/H convened a group of experts to develop
research recommendations. The four experls were Drs. Irma Adelman,
University of Maryland; Heclor Correa, University of Pittsburgh;

Peter Newman, Johns dopkins University; and Burton Weisbrod, University
of Wisconsin. Their consensus opinion was that current concepts of

Lthe relationships between health and development could neither support
rational resource allocation nor adequate research hypothesis formula-
Lion. Their advice was Lo support a process of concept building and
hypotheses tormulation as a prerequisile (o Agency investment in
specific research on the relationships of health and development,

The advice of the expert group is reinforced by an unsuccessful
GTS project undertaken in FY 71 to do a feasibility study for research
on the relationships between health and development. The contractor
was unable Lo define with sufficient certainly research areas most
warranting attention. In retrospect, this was in large part due to
Lhe lack of a threoretical construct or the use of a specific analytical
framework capable of capluring and describing the complex set of inter-

relationships extant.



4. Plans to Coordinate and to Link Research~--Including Networks

Information about the results of past AID financed projects will
be made available to the committee and principal investigator. TA/H
will explore the possibilities of cooperaling with other (echnical
assistance offices and organizations in incorporating indicators
into th2 evaluation component's of field projects so that results
from the field during the life of Lhese projects can aid in the con-
ceptual analysis.

In addition, possibilities of cooperation have been explored and
seem likely with the United Nations Research Institute for Social
Development and the World Employment Programme of the ILO. Further
networks will be explored with the World Bank and with the Interna-
tional Institute for Applied Systems Analysis.

In November, 1976, TA/H staff members began discussions with
the World Health Organization on the development of a worldwide
institutional network in health development. The term health develop-
ment was coined to describe an interdisciplinary approach within public
health which will concern itself with health status and all the factors
of human existence which influence health status (the same inter-
disciplinary approach this project envisions). Currently WHO is pre-
senting the health development program to its Executive Board and
TA/H proposes 1o incorporal e components of the Program into its FY 79

program. WHO will also seek funding from other donors.
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The health development program will include development of a
research capability in network institutions. The timing and focus
of this research project make it ideally suited to link with the
health development 1astitutional network and assist in defining (he

content of their research agenda.

5. Plans to Facilitate Utilization of Research Results

There is, in a sense, a "derived demand" for this project.

Health planners need information on the interactions that this project
will investigate. Some of that information can only be gained by field
investigations, but the field investigations require prior conceptual
analysis. This project is undertaken to define hypotheses warranting
further research. TA/H intends to redirect some of its research efforts
to the area of relationships between health and development following
completion of this project.

Research findings will also be disseminated through a planned series
of AID regional conferences on health.

Research findings will be distributed to AID field health officers
through current information dissemination activities of TA/H. They will
be distributed to LDC institutions by AID research abstracts dissemination
activities,

Information dissemination will form an integral portion of the
proposed WHO health development institutional network. The results of

this project will be disseminated through that network.
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6. Management Considerations

Since the project will provide a critical strategic input into
both AID's research agendz and that of the proposed health development
institutional network, TA/H is anxious that the contractor selected
interact closely with personnel from AID, WHO and other organizations.
For these reasons TA/H intends to expand its consultant roster of
health and development economists and intends to sponsor a small
workshop at the termination of phase 1 of this project.

TA/H also expects to include in its FY 79 program partial support
to the health development institutional network which will be involved
in dissemination of the research findings of this project.

The technical evaluation of the project will be carried out by
the expert consultant board established for this project. (See attached
list of potential consultants.)

All project activities will be carried out in the U.S. by a U.S.
institution. All management will, therefore, be the responsibility of
TA/H. The project officer, Dr. Joe H. Davis, is trained in both
public health and economics.

The contractor is not selected at this time. The project idea
was generated by AID personnel who are of the opinion that several
U.S. institutions are capable of doing the tasks this project requires.
It 1s proposed that formal competition be utilized for contractor
selection. The criterion for contractor selection will weight heavily:
1) academic qualifications and overseas experience in health, social

and economic disciplines of leam members; 2) health, social and
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cconomic interdisciplinary skills of team leader and experience

of team leader with LDCs and the uses of mathematical modeling; and
1) bidding institutions relationships with UNRISD, ILO or WHO. The
Leam leader selection criterion will be weighted more heavily than

any other factor.

Research Design, Methodology and Plans

7. Technical Review

A major focus of this project is the development of a set of
concepls that are relevant to health and other planners in dealing
with intersectoral issues in health. This is important for there is
a considerable amount of conceptual confusion; in the first instance
because of disharmony or disorder in the use of terms and expressions,
i.e. the conflict in jargon between professions; and in the second
instance, the confusion about whether what one means constitutes an
adequate signal of reality. One authority asserts that this confusion
has seriously impeded progress in our understanding of economic
development .,

When 1t comes Lo the theory of economic development, the

failure to recognize explicity the essentially epistemio-

logical nature of the problem has led to the proliferation

of mechanical models of very doubtful valie, and, one fears,

the giving of a large amount of bad advice (Boulding, 1971,

p. 25).

It is not difficult to show that such confusion does exist in discourse
about development, about health and about the relationship between the

two, and that policy analysis could be improved by clarification in this

area. Development, for example, was once defined operationally to be
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per capita income. It was used on Lhe assumption that if total income
grew fast enough, some would trickle down to Lthe poor, and living
slandards in the aggregate wonld rise. But this assumption is now
discredited and per capita income is no longer considered an adequate
index of development (Adelman and Morris, 1973, United Nations Research
Institute for Social Development, 1971, 1973; Baster, 1972.).
Indicators which ignore the multi-dimensional aspects of develop~
ment can be deceplive and policies which attempt simply to maximize
per capila income misleading. Work is proceeding on attempts to
measure development more adequately and to develop policies, programs
and projects with multiple objectives. But an examination of the
literature proves that these efforts have not kept up with advances
in the health field. For, just as planners have recognized the need
for a broader concept of development, health professionals have become
dissalisfied with the uni-dimensional concept of health as the absence
of disease. Such thinking molivated the WHO definition of health
as "a state of complete physical, mental and social well-being and
not merely the absence of disease or infirmity". For years this
wias considered a non-operational ideal, but recently efforts have
been made Lo take the definition seriously, indeed to be satisfied
with nothing less, and significant advances have been made in developing
indicators based on this concept (Breslow, 1972; Fanshel, 1972). The
weakness of (heve indicators, however, is that they are based on
questionnaires administered in advanced countries. Little thought
has been given Lo the necessity of developing indicators more suited
Lo the cuntext of the LDC.
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The connectlion between malnutrition and mental retardation,
and the growing emphasis on the human element in development have
led to the need for a concept of health which includes the notions
the ability to function, and eliminate the obstacles to the ability
Lo function. The concept is not limited Lo mere physical and mental
ability, but also Lo motivation and attitudes. Health professionals
have become aware of the fact that they cannot deal with ill health
unless Lhey account for the effects of the socio-economic environment.
Both in the United States and abroad, health professionals have
become aware of the problems of the "clinical approach" to medicine
in the developing werld.

“"American style problem-solving aims at putting quite

sizeable resources into a very limited number of "key

factors". This strategy was very useful in engineering

research, but did not achieve similar successes in the

U.S.A. in social and biological research, including

health in the 1960's... there are good reasons to sus-

pect the failure was mainly due to the nature of causal

webs in social and biological phenomena. A striking

example of this is the interaction belween malnutrition

and infection.... Action programs aiming at malnutrition

only, or infection only, have singularly failed, because

the whole ecology and biology tend to maintain the ori~

ginal level of illness."

DeSwerner, D., Proposal for Program Development in Family Health and
Population--West Africa (Appendix III). Ford Foundation, August,
1974 (mimeographed). (Quoted in Martin, 1975, p. 175).

Scrimshaw (August, 1974) notes that the basic reason for protein
malnutrition lies in the distribution of income. The world, and most
individual countries produce enough protein to feed all the citizens.
The problem is distribution of protein, and he lists the following causes:

*Low wages and income which limit the purchase of relatively

costly foods that contain protein of good quality.
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*A preference for protein foods so that persons who can afford
it eat far more Lhan they need.

*Lack of knowledge of appropriate nutrition practices and
specific prejudices against giving protein foods to young
children, especially when Lthey have infectious illness; and
*Higher requirements of underprivileged persons for protein
because of Lhe effects of acute and chronic diseases. It

is young children who are most affected by these factors
(pp. 795-6).

Most other health variables are equally affected by activities
in other sectors in a very complex fashion.

Though the notion has been severly battered in the literature, the
concept that development depends on accumulation of physical capital
still has an influence on the approach used to analyze the relationship
between health and economic development. The standard approach considers
tiie effects of health on labor, land and capita accumulation (Barlow, 1976,
1968). By reducing premature death, days absent from work, and disability
on the job, disease contiol aclivities would increase the number of
units of homogeneous labor and hence have a positive effect on output .
By increasing Lhe number of equivalent consumers, however, it would
leave less output for savings and investment. This would reduce the rate
of capital accumulation and hence have a negative effect on output.
An increased number of children would lead to higher government expen-
ditures for welfare purposes, and thus drain funds away from more
productive investments. Finally, such factors as the opening up of
new lands due Lo eradication of disease vectors can lead Lo increases
in production, though the opportunity costs of complementary factors
should be deducted from grecss oulput attributed to the operation.
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This whole tramework carries the implicit assumption Lhat the
accumulation of homogencous units of land, labor and natural resources
holds the key to economic growth, and economic researchers long ago
rejected that assumption (Denison, 1962; Kuznets, 1966).

The concepts of human capital was developed partially to deal
with the problems of the over-emphasis on physical capital, and when
simple relationships between educational services and work force skill
or between a specific health service and a specific reduction in illness
are possible, it is a valuable concept (Schultz, 1961, 1962, 1964).

But even the human capital approaci has problems accounting for
the complex inter-action between malnutrition and infection, or of the
effect of malnutrition on mental ability. Heroic efforts have been
made to consider this latter effect of malnutrition, but so far the
results are more notable for ingenuity than for credibility (Selowsky
and Taylor, 1973; Belli, 1971; Correa, 1975, pp. 12-24). Even the
cencept that there is a trade-off hetween consumption and investment
has been called into question, as rural capital investment, such as
land clearing usually takes place during a different season of the
year from the production of consumer goods (Simon, 1976).

Gunnar Myrdal has, in fact, questioned whether the concept of
capital is at all useful for understanding the process of economic
development :

But if we do add investment in health to investment in education

and define human resources in terms of two dimensions of popula-

tion quality--as occasional references invite--we must include

all costs in improving conditions of health--not just expenditures

on health facilities... ...The implication is that the new term

“investment in man" should include not only the consumption of

educational and health facilities, but practically all essential
consumption if (he underlying reasoning is Lo be logically consistent.
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The productivity effect on the margin of various items of
consumption differs, however--some consumption is relatively
unproductive and some has a negative value for health. The
real planning problem is how to squeeze and twist consumption
in such a way as to speed up development (Myrdal, 1968, III,
1549-50) .
A review of Lhe literatlure on modeling the relationships between
different sectors is not presented in this section. Instead the
reader is referred to "Population, Environment and Natural Resources:
A Critical Review of Recent Models".
It is asserted that sufficient experience has been gained in using
various modeling techniques useful for relating health to development
Lo select Lhe appropriate modeling tool for the purposes of this project,
see atlached bibliography: Adelman and Morris, Barlow, Correa, Malenbaum,

UNRISD and Weisbrod.

8. Research Projecl Design and Methods

This activity will be undertaken in two phases or stages.
During phase one, lasting fifleen months, the principal investigator,
using members of the commitlee as consultanis when necessary, will develop
operational definitions, a useful Laxonomy of sectors, and begin, on
the basis of selected data sets, limited investigations leading Lo speci-
fication of hypothesized functional relationships utilizing existing data
sels. At the end of phase one, the principal investigator will present
a paper summarizing progress up to that point. The members of the
committee will comment on the paper. Since the object of this project
is Lo develop fruit ful approaches, disagreements between the principal
investigator and various commitlee members will not be discouraged,
and dissenting or minority reports will be permitted.

In phase two, the principal investigator will complete the investi-
gation by means of simulation model, will investigate further the
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specified'functional relationships, and on this basis formulate hypotheses
for field investigation.

Within this skeletal framework, continual feedback and interaction is
envisioned. It is expected that the principal investigator will be made
aware of Lhe results of other projects sponsored by AID, such as the
Danfa project, the Narangwal project, and the UNRISD investigation of
progress at this local level. In a similar fashion, considerable inter-
action between the principal investigator and the members of the committee
is expected. And finally, further possibilities for mutually beneficial
interactions with other agencies will be explored. TA/H is expected to
make available the results of ongoing field projects sponsored by AID
and cooperate with other AID agencies providing the feedback from the
field which will enrich the conceptual analysis. Ongoing research in
INCAP, Danfa and results from AID sponsored household and fertility

surveys will be particularly useful.

Prior Activities: Selection of Committee and Principal Investigator

Since this project is inter-disciplinary in scope, efforts must be
made Lo pick an individual with an inter~disciplinary background, e.g.
an economist conversant with anthropological techniques and modes of
analysis. Since such an individual would be deficient in one or more
of the areas needed to analyze the problem, it will be necessary to
have a body of consultants available. In particular, the project demands
considerable epidemiological and health expertise,

A consultant project committee will be established to advise the
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project monitor in all stages of Lhe investigation and make known any
data sels that the members might be aware of. The project monitor will
inform the principal investigator aboul exisling data sets that have been
produced with AID monies.

Specifically the activities to be carried out prior to initiation
of project activities are:

1) selection of an expert consultant project committee with skills
and experience in health, economics, systems analysis, anthropology and
sociology and;

2) seleciion of a contractor using criterion ouLl}ped on page 8,

Phase I. Selection of Variables and Definitions

Adeiman and Morris, in their recent study of income distribution

and development, distinguish between two Lypes of research design:
In formultating a research design, it is useful Lo distinguish
hetween subjects about which much is known and those on which
there is very little validated knowledge. For subjects charac-
terized by much prior information, the formulation and empirical
Lesting of theoretically based models is desirable. For subjects
characterized by little prior information, the use of statistical
tools to describe more simply the structure of the actual world in
order to formulate empirically well-grounded hypotheses for future
Lesting appears more appropriate (Adelman and Morris, 1973, p.5).
There are very few subjects about which absolutely nothing is

known, and there are very few about which knowledge of functional

relationships is absolutely certain. In Lhe present case, there

is also a long history of experience, bul considerable confusion

still exists, and so it would seem reasonable at the beginning to

approach the subject as if it lay in the second class described

above,
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The principal investigator will critically examine exisling
theoretical explanations of Lhe relationship between health and economic
development. AL this stage exlensive conversations with experts will
probably be necessary so that the investigator can see the problem
from the points of view of the differing disciplines ~ economics,
anthropology, epidemiology, nutrition, and health care.

In addition, the principal investigator will examine different
bodies of data, and committee members will be expected Lo help in
identifying existing data sets. Further, AID personnel will make
available informatioa from on-going AID field projects, such as the
Danfa project, the Narangwal project, and the studies of Infant and
Childhood Mortality in Latin America.

For the definitions and indicators of development, health and other
variables, the principal investigator will examine existing literature
on indicators of health and development. He cr she will also need
some awareness of the limilalions or existing data. The major conceptual
task ot phase 1 will be the identificalion and specification of a series
of hypothesized relalionships between health and development which will
define and limit the scope of further analysis i.e., define the framework
of analysis; and select appropriate existing data sets and appropriate
methodologies for examining these data sets. In this element the princi-
pal investigator must consider the merits of different ways of defining
and delimiting functional sectors--traditional-modern, industrial,

agricullural, urban-rural and agenl-environmental~host.
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It 1s difficult 1o predict the optimal sectoral delimitation or the
variables to be wncluded. 1t is clear however (hat the following inter=-
relationships would be included in any adequate conceptual framework:
household i1ncome; family size; household environment ; maternal edu-
cation; household agricultural production; child spacing; nutrient
intake; household savings and consumption resource allocations;
social and cultural values; a set of expectations and attitudes
lowards sanitation, infant care, family diet etc; the consumption
value of health care; health status including malnutrition fertility
and functional disability; labor force productivity; educational
attalnment and certain large scale development activilies.

The 1investigator must also select and choose a definitio. of
welfare or quality of life which captures sociocultural as well as
economic aspecls.,

The development of indicators will depend on the conceplual problems
mentioned earlier, the framework of analysis chosen, the definitions
of health, de.elopment, and the other terms, and finally on the
analytical techniques chosen.

After examining the existing data the investigator will begin
developing puidelines for determining the most crucial missing data,
as Lhis bears on the fundament al purpose of the project. The inlerest
is to develop adequate health indicators more suitable to the situation
of LDC's than those currently in use.

In summary, the Phase 1 report will include a definition of the
framework of analysis including definitions of terms, a description of
indicators, a summary of theory, description of the modeling tools
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proposed for Phase II, a summary and critique of previous research
and identification of data sources for Phase II work.

Specifically the activities to be carried out in Phase I are:
1) Careful review of background lilerature covering the following
aspecls: research findings on the relationships between health and
development, indicators which have been utilized o define inter-~
sectorial variables and their relationships and conceptual frameworks
which have attempted to describe the relationships between health
and other sectors. The contractor will be provided the results of the
1971 literature review on this subject.
2) The identification of potential relationships between health
and other developmental sectors including education, agriculture,
savings and consumplion household decisions, familv income, socio-
cultural factors and health including malnutrition and fertility,
The initial sel of relationships should be comprehensive but fairly
apprepated al this early stape. The aclivity mode will be that of
conceptualization and definition. Probably a modified group process
with specific selection criterion will be required.
3) The mapping out of the interrelationships identified under 2) above
into a visual model identifying linkages between variables and direction
of the causal relationships if known. The limits of the conceptual
frame will be established al this stage.
4) The identification of most useful definitions and indicators to

describe the relationships mapped in 3) above,
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5) The selection and specification of the methold of analysis most
appropriate for the indicators and interrelationships developed in

3) and &) above.

6)  The review, identification and selection of existing data sources

as possible imputs into the analysis.

Phase [1. Elaboration of Analytical Framework and Strategy Development

The major preducts of Phase II will be the development of a
conceptual model for the relationships between health and development
the i1dentification of research hypotheses proceeding from the model
and the recommendation of a research strategy to address the research
hypotheses i1dentified.

The model components will be defined by the definitions proceeding
from phase 1 and the interrclationships of model components will be
those gleaned trom the literature or hypothesized in phase 1.

It must be emphasized that the model developed can probably not
he made operational within the limitls of present 1y available data.

[ts utility at this time is to define potential ranges for the
technical co:fficients linxing health variables with other variables
rather than attempting (o accurately predict the true values of
relationships between health and development. It is possible that

the model developed for the purposes of this project could be used

in the future as an aid (o accurately predicting the impacts on health
of chanpes in other sectors but that would awail a great deal of empi-
rical research so no efforts are (o be made at this time to assure
that the model developed could be used for policy purposes,
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What will be developed, however, is the simplest model which can
capture the majority of the potential relationships'between health and
development and will be amenable Lo some type of sensitivity analysis
Lo establish the potentially realistic ranges of values for hypothesized
relationships. The model will be descriptive not normative and condi-
tional rather than scientific.

An example may be useful for the justification of this approach.

It can be hypothesized that if a child dies, parents fecundity will
change in an altempt to replace the lost child. The number of addi-
Ltional births which would result would most likely vary between

0 and 1. The ranges of the number of additional births can be arrived
at by simple logic. Many of the relationships belween health and
development, however, are very complex, represent a chain of events
rather than direct causalitly, and are interrelated with other causitive,
intermediate or outcome variables. It may well be that many of the
estimates of relationships between aspects of health and developmental
factors that have been drawn from more limited analysis are quite
inaccurate because the complexily of linkages has been ignored. The
analvtical framework developed by this project must be sufficiently broad
Lo capturc the major portion of the complex sel of linkages extant.

The model requirements are that potential relationships be clearly
visualized, a moderate amount of disaggrepation be possible and sensi-
Livity analysis be possible. It is suggested thal simulation or path

modeling would be the most appropriate.



A simple model proposed by the World Health Organization but
never utilized is described below. The model is conceprually weak,

highly aggregated and appears to be focused on national level data.

It is asserted that the majority of research which will be
required to elucidate the relationships of health and development
must be focused on the household level, therefore, the model developed
in this project must be specifically focused at the household level.
Once conceptualized and defined several model iterations will be
made to establish researchable ranges of variable interaction.

The data used for model iterations will be a combination of
readily accessible estimates from household surveys and a-priori
estimates.

It must be emphasized that the size of the specific content of the
modeiing 2ffort cannol be oredicted at this time due to the exploratory
and developmental nature of this project. We can predict, however,
Lthat relationships to be modeled will include the relationships of:

1) health status to productivity in several sectors; 2) education to

health status; 3) migration to health status; 4) health status to

fertility; 5) nutritional status and health status; 6) family income

Lo health status; 7) sociocultural factors to health slatus;

8) family size to health status; 9) housing Lo health status;

10) environmental and climate tactors Lo health status; 11) role

of women to health status; and 12) health status to investment decisions.
It is predicted that no matter how large the simulation model or

models may resull the relationships identified will remain complex and
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multidetermined. Arn example is Lhe relationship between health and
educational attainment. The relationship would not only be collinear
with other variables like family income bul also would be a multistage
relationship.  Examples include: Attitudes of parenls toward educational
investment for healthy children vs. non-healthy children, effects of

low birth weight and malnutrition on educational achievement potential,
effects of illness on educational achievement and probably many other
variables as well. Empirical research would be required to quantify

the variables in order to adequately consider relevant policies.

Following final model iterations, it is expected that many of the
potential linkages belween health and development will appear to be
sufficiently significant to form research hypotheses. The research
hypotheses will be identified, described and elaborated. Research
approaches will be sugpested and research topics will be prioritized
according to possible ways that subsequent research can be built
onto the findings of preliminary research endeavors.

Existing data sources will be examined and analyzed from the point
of view of their approprialeness for implementing the research proposed.,
Information on research sites and data sources will be combined with
research priority stalements for the development of recommended research
slrategy.

The specitic Scope of Work for the second phase of the project
will consist of:

1) The development of an analylic model based on the specification

of analytical methods and selection of indicators from Phase 1.
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Z) The development of variable magnitude and technical coefficient
estimators from existing dala sets or prior estimates.

3) The implementation of several model iterations while modifying
technical coefficient estimates in order to develop feasible solutions.
4) Conduct sensitivity analyses on the final model iterationm.

5) Identify model components where hypothesized relationships are
sufficient 1y sensitive to warrant further research.

6) Describe and elaborate research hypotheses.

7) Suggest research approaches and a research agenda based on a

time phased approach to researchable hypotheses described in step 6.

9. Overall Cost Estimates

The cost estimates of the project are $109,000 for phase 1 and
$165,000 for phase 2. Phase 1 will be of 15 months duration and phase
2 ot 21 months duration.

1o, Work Plan"ggg Contract Budget

A. Objective 1|

The development of a conceptual framework for the relationships
between health and development.

1) Activities - the investigator will: a) conduct an extensive
review of the literature; b) select definitions and indicators of
development, health and related variables; ¢) identification

and specification of a series of hypothesized relationships

between health and development; and d) selection of data sets

for refining hypothesized relationships.
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2) Inputs

service staff - 12 m.m.
research assistants - 24 m.m.
consultants - 1 m.m.

secretarial and

clerical staff - 12 m.m.
travel - $1,100
compuler - 2 hours CPU
supplies - $1,250

3) Objectively verifiable progress and completion indicators:

a) A report describing the state of the art of knowledge

concerning the relationships between health and development.
b) A reporl describing definitions and indicators of develop-
ment , health and related variables.
¢) A report listing hypothesized relationships between health
and development and describing the general form of the
simulation model to be implemented in phase 2; and
d) A report identifying data sets to be utilized for phase 2
testing.
Objective 2
The development and implementation through several iterations of
a sim:lation model defining the hypothesized relationships between
health and development, utilizing household data; the specification
of the relationships beiween variables which have a predicted

magnilude sufficiently great to warrant research investments
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11,

and Lhe development of a research strategy and agenda.

1)

2)

3)

Activities

a) specification of a simulation model;

b) development of prior estimates of variable interaction;
¢) use of prior estimales and household data to test

model specification and iterative model modification to obtain
a best fit of technical coefficients;

d) development of a set of research recommendations and

strategy for their implementation.

Inputs
senior staff -~ 16 m.m.
research assistants - 32 m.m.
secretarial and clericalvstaff -~ 16 m.m.
travel - §2,100
computer ~ 5 CPU hours
supplies - §1,750

Objectively verifiable progress and completion indicators
a) A report describing the simulation model results;

b) A report containing research recommendations and strategy.

General Appraisal

TA/H considers the project a necessary prerequisite for undertaking

more extensive research on the relationships between health and development.

Technical review indicates that the proposed research activities methods

and techniques are adequate for the described tasks.
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Barbow, RbDes "he Eeonowic Lifects of Malaria Fradicatin," American Economie
RNeview, o000 TI0-AR, May 19n7.,

Conadns s suemary of hils owork o unt il that { tme. e deseribes hits model and
sermarized methodology, but his results are not yet complete.,

Barlow, Robin. The Economic Effects of Malaria Evadiation, Ann Arbor, Michigan:
University of Michigan Press, 1960,

Contalns the complete results of his work. His "without malaria’ growth path
vises above the "with malaria” growth path until 1974 when they cross.

Basta, §.5. and Churchill, A. Iron Deficiency and the Productivity of Adult Males
in Indouesia, World Bank, 1974.

A study of the effects of anemia on physical productivity of workers on a rubber
plantation. Depending on the task, anemia reduces productivity from 15% to 20%.

Baster, Naney, cod, Measuring Development:  the Role and Adequacy of Development
Indicators, London:  Frank Cass, 1972,

A collection of studies based on the view that per capita income is not an
adequate index of development.

Belli, Pedro. "The Economic Implications of Malnutrition: the Dismal Science
Revisited," Economic Development and C\}_@}}}Letl__Cltanp,_e, 20. 1-23, October 1971.

Revicews cconomic Titerature dealing with malnutrition, child growth and economic
development. Also includes a regression equation which purports to show the
relationship between protein and income. The regression has, however, been
severely eriticized on prounds of methodology.

Beavoussef, Acy Catler, J.1. Baylet, R.; Collomb, H.; Diop, S.; Lacombe, B.;
Verelade, 0y Levine, AL "Sante, Migration ct Urbanisation," Bullerin of the
World Health Orpanization, 49. 517-37, 1973.

Studices the effect of urban mipgration en a sample of tribesmen in Senegal.

Benyonssef, ALy Wessen, AGE.; Phan Tan, T.; Souissi, U. "Health Services: Coverage
Factors and Indices of Utilization," Bulletin of the World licalth Organizatlon,
DLL70 11-32, 1974,

Containg a discussion of methodolopy in Utilization studies and the results of
such o study in Tunisia,

Bery, Alan with Robert Musceat. The Nlil’]"i_g}_l_(i)_l‘l‘__}“_(l_(lut_(_)‘_l:, Washington, D.C.: the

Lrookings Institntion, 1977,

surrovizes the literature on the role of nutrition in development and analyzes
Varbons policy snppest ionas,
Borts Ceorge. "Discussion of Robin Barlow's Paper,"”

American Fconomic Review,
DO TA9-h1, May 1967,
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Enkoy Stephen. Peonomies for Peveloprent, Enplowood Clifis, New Jersey:  Preoutice-
Hall, 1963,

A textbook on ceonomic development which includes a chapter on health, population
provth and cconomic developaent.

Epstein, T. Scarlett. "The Ideal Marriage Between the Econemist's Macroapproach
and the Social Anthropologist's Microapproach to Development Studies," Economic
Development and Cultural Change, 24. 29-45, October 1975.

Discusses the author's personal experience. Gives a history of the relationship
between cconomists and anthropologists, and makes suggestions for advance in the
ared,

Fanshel, S0 "A Meaningful Measure of Health for Epidemiology," International Journal
quﬁpidgmtqpqﬂy, 1.4, 319-337, Winter, 1972.

Develops an ordinal measure of health based on the concept of ability to carry
out daily activitics - "expected daily activities are sociologically defined".

Feadall, N.R. "Priwary Medical Care in beveloping Countries," International Journal
of Health Services, 2. 2972315, May 1972,

Suwmarizes the problems fuaced by health systems in poor countries. Suggests
that problen solving efforts be dirccted more at actually existing problems,
and sugpests the use of paramedicals.

Fishiow, Albere. "RBrazilian Size Distribution of Income," American Economic Review,
67020 191-402, May 1971.

Tuvest ipates the reasons for large income inequalities in Brazil and suggests
! ¢
policy measures for correction.

Hetrot, Basil SO "Phe Tmplications of Health Indicators: A Comment," International

Joarnal of Ppidemiolopy . 1.4, 315-8, Winter 1972,

U
.

This is an introduction to a set of articles on health indicators and the
neasurement of hiealth.,

Hugheo, Charles Cooand Hanter, Jolin M. "Discase and Development in Africa,"
social Se fence o 1l Medi cine, (iu pross).

This includes a Tarpge number of case studles on the rclationship betwecn health
and development in Africa.

Trwing, Patrick H. "An Operational Definition of Socfetal Modernization," Economic
Development Aad Caltural Change, 25.4. 595-613, July 1975.

Develops an index of wodernization based on ecacrgy consumption, There is also
an Mefficiency measure GNP divided by encrgy consumption.



Kanarck, Andrew M. "'Capital' and "Investment' in Developing Countries," Finance
and Development, 2, 1971,

Arpues that a new concept of capital is nceded in development economics,

Kamarely Androw M, SELUW[U{JUU[J?VUUWQ}ZJEﬁ?ﬂiHEU?lL» EDT Seminar Paper No. 2,
Washington, D.C.: World Bank Croup, April 1975,

Puphasizes the obstacles which tropical climate places in the way of economic
development.,

Kamarelk, Andrew M. "Revieyw nf Weicbred, ct, al. Discase and Economic Development in
St. Lucia," Journal of Economic Literature, 13.1. 107-9, March 1975.

A critical review of the book, In particular he objects to the experimental
design.

Kanagaratnam, K. "The Concern and Contribution of the World Bank in Population
Plann, g, " International Journal of lNealth services, 3. 709-18, Fall 1973.

He gives a history of the World Bank's involvement in health and illustrates the
integration of health and population efforts.

Klein, Lavrence R. An 1JUJ?¥UB¥lUEL_Ei_FCO“OWEEEiSE» Engelwood Cliffs New Jersey:
Preatice-Hall, 1967,

A stoplificd treatment of Feonometrivs by a famous cconometrician. Pages 183
and following explain the "great ratios".

Kuenel:s, Simon, )hth}ljk\guyqﬁy Growth: _Rﬁtq!_ﬂtructurc and Spread; Studies 1in

Conparative Econorics, New Haven, Conn.: Yale University Press, 1966.

A treatment of econonmic growth and its causes using historical data of the
Kational Tncome Accounts type.

Leesca, T "Social Sceicnce and Health Policy in Pre-industrial Society," International
Journal of ealth services, 4,030 429-40, Sunmer 1974,

Acritical revicw of the biases of social sciences in their approach to development

Malenboaunm, Wilfred. "Health and Produvriviry in Poor Arcas," in Empirical Studies
A Vealth Eeonomies, od, by Horbert E. Klarman with Helen H. Jasz, Baltimore and

London:  Johns H.opl:in:-; Press, 31-%4, 1970,

This article containg the results of a number of regressions in which government
health services and healtl indicators have a significmt explanatory effect
tnasricaltural ontpot .

Matenbiaer, Wilfrod, "Health and Fconomic Expansion in Poor Lands " International
Journal of Health Scervices, 3,2, 161-76, Spring 1973,

This article containg hig thesis that health facilities can have a strong ‘demon-
stration offect.,



Martin, J.¥. "International Health Planning: Socioenvironmental Dimensions and
Community Participation,' American Journal of Public Health, 65.2. 175-7,
February 1975,

le stresses in this article, the inability of "standard" wmcthods to deal with
the problem of health allocation.

Meadows, Donella H.; Meadows, Dennis L.; Randers, Jdrgen; Behrens, William W., III.
The TIimits to Growth, New York: Signet Books, 1972.

Contafus the results of a set of simulations on industrial growth, population
prowth and per capita consumption of food.

Morley, David. Pediatric Priorities in the Developing World, London: Butterworths,
1973,

A conprehensive examination of the relationship between child health and the
socio-cconomic environment. A classic treatment of the relationship between
poverty and disease in LDC's.

Morley, David. "National Nutritional Planning," British Medical Journal, 4.5936.
85-8, 12 October 1974,

It shows why the standard "clinical" approach will not work.,

Myrdal, Gumar. Asian Drama, New York: Panthecon, IIL.5. 1968.
A massive treatment i1l Ltvating Myrdal's "vicious circle" concept. Volume III
deals with investment in man, and an appendix effectively destroys the hypothesis

ol disguiced unemployment .

Myrdal, Gunnar. "The Transfer of Technology to Underdeveloped Countries,"
Selentific Amevican, 231. 172-82, Septerber 1974.

Today's Lh's will have more trouble importing technology than the U.S. and
Western Furope had in the 19th Century. Literacy was almost 100% in the U.S.
and Western Europe. Tt is much lower in the LDC's. Modern technology is much
more complex than 19th Century technology. He argues against the myth that
Labor dintensive technologies provide much of an answer to the problem. For
many countries, of cours., industrialization is the only long run hope. Labor
Intensive techniques can, however, lead to higher agricultural yields. But
here unjust social structures must be squarely faced. Developed nations must
ve-orient their research efforts, support appropriate rescarch in LDC's and
increase alid,

National Council for lnternational Health, Health of the Family, Proceedings of the
Second Tnternational Health Conference at Reston, Virginia. 1974,

A collection of speeches, articles and workshops on the theme of family health.



Noavawor, Viuwcente. "he Industrialization of ¥Yetishism o the Yetdshism of Induy-
l!i.ﬂ(;u\tIOn;"J}U}ﬂjyu.hyqyt Journal of Health Services, 5, IS0, 1978,

A cvitical review of lvan 11lich's Medical Nemesis,

Naylor, Thomas H., ed. Computer Simulation Lxperiments with Models of Lconomic
Systems,

A sct of readings on the use of computer simulation in economic analysis.

Newell, K.W.; King, M.H.; Sarosa, J. Sulianti. "The Health Care Package," WHO
Chronicle, 29.1. 12-8, January 1975.

Defines a health care package as "an integrated set of components for the
Improvement of health care under specific socio-economic conditions". He
proposes the development of "packages" of equipment, operating procedures man-
uals and so forth to be used in different socio-economic environments, admitting
that the socio-economic enyironment would be crucial.

Newman, Peter. "Discussion of Robin Barlow's Paper," American Economic Review,
57. 155-7, May 1970,

Discusses Barlows paper. Considers it a milestone but feels that some effects
such as the effect of disease on exports should have been included,

Occhsli, Franls W.M. and Kirk, Dudley. '"Modernization and the Demographic Tran-
sition in Latin America and the Caribbean," Economic Development and Cultural
Change, 23, 391-419, April, 1975,

Shows that death rates and birth rates are declining as modernization measured
by a number indicator procceds.

Schultz, Theodore W. "Investwent in Human Capital," Americun Economic Review, 1-17,
March 1961.

Presidential address to the American Economic Association in which he emphasizes
the importance of the human capital concept.

Schultz, Theodore w. "Reflections on Investment in Man," Journal of Political
Econony, Supp. 1-18, October 1962,

This is the lead article in a symposium dealing with different aspects of the
human capital concept,

Schultz, Theodore Y. Transforming Traditional Agriculture, New Haven: Yale Univ-
ersity Press, 1964,

This article advances his famous thesis on the role of agricultural development
In cconomic growth., He attacks the theory of disguised unemployment .

Serimshaw, N.S, "Myths and Realitices In International Health Planning," American
Journal of Public Health, 64. 792-8, August 1974,

This article emphasizes the socio-cconomic elements in international health

planning. 7
S
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Selowsky, Marcelo and Taylor, Lance. "The Economics of Malnourished Children:
An Example of Distnvestment in Human Capital," Fconomic Development and Cutural
Chianpiey 22,1, 17-30, October 1973,

Attempts to estimate the cost of malnutrit ton by estimating Ite effect on
mental ability and of mental ability on productlvity.

Simon, Julian L. "Population Growth May be Good for LDC's in the Long Run: A
Richer Simulation Model," Lconomic Developuent and Cultural Change, 24.2. 309-
337, January 1976.

Reviews the literature showing lack of empirical evidence for negative effects
of population growth on per capita income. Then by incorporating demand effects
on investment, variations in work activity, intersectional shifts in labor,
depreciation and land building, he shows that moderate population growth may be
significantly better than slower population growth.

Stevens, Carl M. “Health, Imployment and Income Distribution," World Employment
Programme Working Paper (WEP 2-23/wp 21), Geneva: International Labour Office,
August 1975,

A review of the literature which also advances many new hypotheses to be proved.

Susser, Mervyn. Causal Thinking in the Health Sciences: Concepts and Strategies
of Fpidemiolopy, New York, London and Toronto: Oxford University Press, 1973,

A book on the methods of studying epidemiology. Includes ohservations on the
sclentific method as applied to epidemiology.

United Natrions Rescarch Institute for Social Development. Contents and Measurement
of Socio-cconomic Development, Report No. 70.10. by D.V. McGranahan, C. Richard
Proust, N. Sovani, and M. Subramanian, Geneva: UNRISD, 1972,

Discusses methods of measuring and analyzing development. Includes a
correlation analysis of a large number of development iadicators,

Unfted Nations Research Tostitute for Social Development, The Measurcment of Real
Progress at the local Level: Examples from the Literature and a Pilot Study,

Report No. 73.3. by Wolf Scott with llelen Argulias and D.V. McGranahan, Geneva:
UNRISD, 1973,

Discusses methods of measuring development at the local level.

U.5. House of Representatives, Committee on Foreign Affairs and U.S. Senate,
Committee on Foreign Relations, Lesislation on Forelgn Relatlons with Explan-
atory NMotes, Joint Committce Print 93d. Congress 2nd Session, Washington, G.P.O.,
1974,

Contains the TForelgn Assistance Acts.
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Weishrod, Burton A, Feonomics of Public Health: Heasuring the Economic Impact of

Discases, Philadelphia: University of Pennsylvania Press, 1961,

An carly study which explored the use of the discounted present value of future
cavnings as a device for allocating research funds in public health,

Weisbrod, Burton A.; Anderson, Ralph, L.; Baldwin, Robert E.; Epstein, Erwin H.;
and Kelley, Allen C. Diseasc and Economic Development: The Impact of Parasitic
Discases in St. Lucia, Madison: University of Wisconsin Press, 1973.

A review of the literatuve on disease and economic development. Also contains a
detailed explanation and all the results of a study of the effects of schisto-
somiasis on worker productivity and school performance in St. Lucia,

Wittgeastein, Ludwig. Remarks on the Foundations of Mathematics, ed. by G.H.
Wright, R. Hees, G.E.M. Ansccabe, trans. by G.E:M. Anscombe, New York: Macmillan,
1956.

Tntended as a response to Bertrand Russell's positivism. It contains Wittgenstein's
bastic philosophy.
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Attachment 5

PLANUTING FOR HEALTH DUVELOPMENT

An International Network to Suvzort Health, Policy,
Programming and Management

I. INTRODUCTION

No arca of activity has received greater stress in WHO deliberations
in recent ycars than the nced for improving planning for health development.
In WHOs Sixth General Programme of Work - covering the period 1978-1983*
the following statements wore made:

"It has become clear that for health development, as for all other
endeavours for social development, it is necessary to cvolve'and to apply
recalistic yet flexible planning processes, establishing policies and
translating them into development strategics, formulating operational
prograrmes for the applicavion of the strategies, and managing the
programues properly o a4s to ensure that their objectives are attained.

In this planning procuess, account has to be taken of very many epidemiological,
cnviroanent.al, social, political, economic, scientific and technical
Lactors, as vell as the availability and utilization of resources."

"The contribution of health programmes to socioeconowmic development,
end the integration of health planning with socioecenomic planning, were
dealt with at soma length during the technical discussions on these

natters at the venty-fifth World Health Acseably in 1972, "%

* Refesouce - fooblrote


http:enviro.m.nt.IL

1L is also moentioned that "heul=h al-inistraters (of the countries)
are thus faced with th2 nacossity o rithening their functions for
planning and long-term develernent, in allivion to their executive
powers. "

In the General Programne of Worx the first of the specific

objectives is:

"10.1 To pronote the strengthening of countries’ capacities

for the planning and ranagemant of comprehensive national health

Comprchensive care includes recognition of the reality that other
development sectors have major impact on health and their role must be
defined, appreciated and enhanced.- In support of that principle the
General Programme of Worik also includes the following two specific
objectives:

"10.7 To promote closer cooperation of health services with
all othor sectors concorned with health prowmotion, inclndﬁng social
welfare sexvices."

"15.1 o prosote, within the context of overall socioeconomic
developrent, support for health-promoting activities.”

An important shift in WHO activities in member countries awvay from
nerely attempting to provide advisory services is based on the conviction
that, if self-reliance is to be wmore than a slogan, bettor mechkanisms must
be found for mitual collabosaetion betueen nations in achieving the broad
goals of health development.  In its international coordinating role, WO

is able to bring togather competence fron nmany countrics, governieental and



-

brivate agencies and institutions and spersons around the world to focus
on applying vhat is now hnown and svaerching for new solutions and
understanding.  Growing awoereness of the nwed for social equity in
health care and increasing public deman? for better coverage by health
services generates political pressure that cannot be ignored.

For this program the following definitions are proposed:

Planning for Health Development is the rationalization of efforts
to improve health as part of a better quality of life and general
socioecononic development incorporating othex cdevelopment forces in
addition to hcalth care. As means of achieving that broad goal, specific
measures need to be robilized for policy dectermination, programming and
managenent.

This report of an informal consultation is a preliminary draft
for discussion defining a proposal for stepwise progress to a network
to achieve the goals defined. It is recognized that present resources
for this purpose are fragmented. The urgency of present need and the
evident comnitment of national governments and international agencies
suggests that a major effort to mobilize resources would be timely.
The success of most other health and development programs would be
improved by the planning efforts proposed. These in time would build
national and institutional competence toward the ultimate goal of
prowoting self-reliance in member states. The current attention to
probl «ms of poverty makes new approaches feasible. A careful progressive
building of institutional linkages is proposed to mobilize the world's

best talent in scientific and organizationa disciplines. It is time for
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serious inplementation of vhat we koow and o a deliberate search for
wnderstanding in arcas vhere knowledoe is Vindted.

This report defines the genera) Froehlom and a proposed program undoer
the headings: Information Dissemina-ion, Training, Technical Cooperation
and Research. An outline is then presented of a possible organizational
structure and sources of funding. Firally, a strategy is presented for
moving toward a worldwide network of institutions and agencies concerned

with planning for health development.

II. PROBLEM

A crisis of health care exists in many countries of the woxld, both
developing and more developed. At a time when the technologic capacity
to improve dramatically the well being and quality of life of people is
clearly possible, the application of knowledge and resources continues to
be ineffective and inequitable. Within the context of the new worldwide
crphasis on social development the challenge is particularly clear to
mobilize resources for the planning of health developnent.

A. Dissemination of Information

Past experience in dissemination of information on planning
for health development has been limited. Prior planning programs have
ewphasized training and technical cooperation and these have occasionally
had the coincidental benefit of informaticn exchange. Although there are
5till widely different approaches in systems and styles relating to
planning, nanagement and the political process of planning some convergence

is emerging as a result of informal contacts between nations. Furthermore,

4
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thosie countries wvhich have not yet regun to systematize planning for
hecalth developrent can benefit dircctly from other countries' experience,
The proposed network will provide opportunities to systematize the Process
of collecting and disseminating information to member countries. It ig
recognized that the strengthening of national information systems is of
great importance for the development and implementation of health plans,
however, the responsibility for supporting these activities at the country
level is part of other WHO cooperative programs.

B, Training

Training activities for health planning have received considerable

support for the iast fifteen years. Diverse programmes initiated by
international agencies, national governmental development agencies,
teaching institutions, and official health services have contributed to
expanded training in various countries of the world. These health
planning endeavors have been, in general, oriented to teaching methodology
for the formulation of health plans with minimal attention to linking
health with other sectors. In some centers the training was mostly
theoretical and academic with little cxposure to field realities. Policy
and management approaches have been gradually incorporated together with
case studies of specific problems of dealing with local, regional, health
institutional, and sectoral levels of planning. Increasing importance has
hcen given to the critical role of political and management components
of the plamming process. In a few instances deliberate use has been made
ol practical vorkshop experience in going through a simulated rlanning

process or a field cxpericence.

\\
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In the past, suificlent consideration was not given to the
different types of healt™ an? health-relate? personnel that require training.
In general, the orientaticn and content of training activities was not
sufficicntly flexible and adaptable to the different requirements of

various levels of expertise.

C. Direct Technical Cooperation

The shift of international assistance from advisory services
to technical cooperation has a particular challenge in planning for
health development. The notion that any outside expart can do detailed
planning for a country has been tried repeatedly in many developing
countries. The lack of success of these efforts then led to attempts to
naxinize national input into planning exercises supported by external
organizations. This approach has been systematized particularly in
VHOs Countiry Health Progranming and AIDs Health Scctor Analysis. It is
apparent that even these cxercises have been more useful to international
agencies than to the countries themselves. There has been some local
learning and stimulus to developing a national planning process. MHowever,
the objective of promoting self-reliance requires a najor new effort to
respond specifically to national requests within a new pattern of technical
cooperation.

Direct technical cooperation is relevant for three practical
reasons.  First, the specifics of policy determination, programming and
managerment have to be developed within the context of national conditions
and rust grow out of the national political system. The record of

non-implementation of plans i especially chastening and requires new
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attention to establishing rrocesses rathzr than producing plan documents.
Second, there is o ruch that ds not knoun about the health developiment
process that ne country can assuee the rosture of advising others.  All
countries have much to leawn from ecach other and the nutuality of need
suggests that a posture of humility is avpropriate as a basis for sharing
through technical cooperation. Third, the recognition that interactions
with other scctors nust be part of planning for health development
requires a new flexibility in approach.
D. Researcn

Research on planning for health development has been minimal
in most countries, but recent identification of many critical issues
and gaps in knowledge has cemphasized its importance. Mew research
rethods must be synthesized cowbining the skills of public administration,
cpidemiology, opervations rescarch, ccononics, ete. specifically to meet
vlanning nooeds.

Considerable rescarch on national health planning has been
carried out in sone socialist countries. In the Health Planning Center
in Santiago, Chile the limited research grew directly out of modelling for
economic plenning. Health planning rescarch has also been undertaken by
various acaedenic ingtitutions, i.e., Johns Hopkins University's Health
Manpower Studics and the intensive microplanning research of the Functional
Analysis Nothodotoyy.

Rescoren copacity and resources are so limited that only priority
issues should Le studied,  The first research guestions are: how do we
start and vhal tools do we have?  The ¢reatest conttraint is the lack of

scientists with the necied expertise, Sinco miltidisciplinary approaches



are pecasnery, rescarch teons will have to overcs:e both interdisciplinary
and erosu-cultural barriers,  To deronsrate that rescarch is needed on a

diverse range of subjects 1llustrative eranples are Misted in Appendix NH.

111, PROPOSED PROGRAM

The general purpose of Lhe proposed program is to develop network
mechanicms through which WHO and other international agencies can
cooperate with member states in establishing and/or strengthening
self-reliant planning processes for health development within the context
of their socioeconomic development policies and strategies.

A. Information Dissemination

1. Specific Objectives

1.1 Yo promote patterns of direct communication hetween
institut ions, agencies and individuals so that they can exchange experience
between countries or vithin countries.

1.2 To collect information on examples of national or
local planning for health development analyzing the reasons for both
successes and flilures.

1.3 To orgonize this experiential information together
with available research findings into understandable and transferrable form.

1.4 To disseninate information widely through multiple
channels such as newletters and publications, meetings, workshops and
international visits so as to have the maxinum impact on national policy,
prograriing and managenoent.,

2. Munctions

A balance nreds to be worked out within the notworl: betwoen

a centrallized activity to orqanize svotenatic information collection

and disseminatlion and decontrallized responsibilities in regional and 'd



nad tonal institutions,

S specitae tanet o aie:

2.1 The network should assist in developing mechanisms for
collecting information in readily retrievable format. The development
of inforration banks of vlanning data at institutional, national, regional
and inter-regional levals requires rajor effort and considerable investment.
1t will be particularly important to sort out from the large masses of
information collected in routine services, programme activities and
special studies those data that are useful in understanding the planning
process.

2.2 From research, including comparative case studies, there
will be need to collate and analyze relevant data in a form that will be
useful to policy makers, administrators, planners and other country
officials.

2.3 The nctwork should take the initiative in diffusing
information of general interest through all available channels.

2.4  The network should alse bz recponsive to requests for
specific information from national governwents, collaborating institutions
and international aqgencics.

2.5 Tne network should particularly facilitate communication

acrons boundarics between discinlines and development sectors,

B. Training
1. Specific Objeetives

Tie purpose of the new enmphasis on training is to iwprove

the content of training, to increase the nurbers and types of persons trained



and to stiualate the develeprent of vove approvriate sites for training.

1.1 “he now content of training in policy, programming and
ranagement for health developrment should include understanding of the
political process and policy development, specific steps in planning,
neasures to improve marajement and budgeting, and the process of
implementation and evaluation.

1.2 1In short courses and special programmes national
institutions should attemot to recach large numbers of health workers
alrecady cmployed and professionals f{rom other sectors which influence
health.

1.3 The concepts of planning for development should be
built into regular training programmes for health workers.

1.4 sites for training should be as close to the process
of implementation as possible.

1.5 1In soma cases the network should promote special
training programmss which require international coordination.

2. Tunctions

2.1 The training component of the programme should
emphasize the ability to recoynize probleiss and to solve them within
existing constraints rathor than mechanically transferring formal planning
methodologics.  The content of training should include the skills nccessary
for the various stages of the planning process, the interrelationships of
heealth with other scctors, and health planning as an integral part of the
social and cconomic development process of a country. Training must also

focus on the problens of implementation.

o\
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2.2 The traiining activitiesg promoted by the programme
should reflect the varicly of types of boersonnel that require different
approaches, contents ond rathods of teaching.  Those in the health nervices
should receive training which concentrates on technical skills and planning
procedures.  Key personnel directing national programmes, planning unitg
or training activities will require high level courses often at the
international level. Special orientation and short-term workshops should
be provided for policy makers and persons outside the health sector who
will be involved in Planning and irplementing health activities at
national, regional and community levels (see Appendix A).

2.3 Training within the brogramme should be practical ang

case oriented giving special cmphasis to field experiences. Most of the

training should be carried out at the national level Ly national institutions.

Yhe progranne should strengthen and use capabilities that arce already

available rather than developing new international training centers.

C. Direct Technical Coouperation
1. Ohjectives
N LA

The general purpose of direct technical cooperation through
the network is to provide opportunities for a two way sharing of
experience between countrics and instiftutions. Working together in mutually
beneficial programmes will help develop a continuing process of Planning
for health development:.

Some spocific objectives are:

1.1 %o stimulate tie capreity to identify specific problens
in policy setting, prograzme and anagensat and to solve them within the

exinting constraints.



—

Auule an? institutions to work

[N

1.2 Do arrance for indiv
together effcetively to find solutions. These linkages may be at national,
institutional or regional level and should continue over a long enough
period to grapple with critical underlying problems with particular
benefit from repeated visits by the samz individual.

1.3 7o provide multidisciplinary expertise to facilitate
work among the various sectors influencing health.

2, Functions

Direct technical cooperation between countries will be
developed within the network on the basis of country recquests. The
responsibility for these activities will permeate all parts of the network
and initiation may come from national officials, participating institutions
and local agencies. The matching of expertise to specific need will
require continuing machanisms for facilitating easy ecxchange using
nechanismg such an:

2.1 Mn inventory of appropriate institutional and
individual expertise for spocific assignment as requested by countries.

2.2 Long-terin linkages between institutions or agencies
in various countries on general arcas of activity.

D. Research

1. Purpose and Objcctives

A funduental purpose of this network is to promote national
sell-reliancee in research activities and to mobilize local institutions
to solve their own problems. ALl expericnce shows that this cannot he done
primavily by international agencics or professionals from outside; though

these can help through working with local reccarch groups. Research mustl

/
! \
N

)


http:V,'5;e0.rc

f
(&8

Grow oul of field reelitici. fThe critizal isgues must he defined by
those who face the preblons of implementecion in collaboration with those
who have the acadeiic buzliground to orovide perspective on undarlying
issues.

Comparative analysis of case studies of health policy,
planning and managemen® are especially needed to define why it has been
so difficult to get implementation of plans., While the general focus
should be on short-term pragmatic studies to provide incremental improvement
in existing health care there should also be a long-term approach to solving
basic questions such as understanding the interactions of various
development sectors as they influence health. Generic problems often
are as relevant for developed countries as for developing countries.
Because thic is complex research it may be necessary to use sophisticated
nethods but the eventual goal must be to davelop sirple methods and
applications.

Special objectives are:

1.1 To identify gaps in present knowledge and to define
research questions and hypotheses,

1.2 To develop and coordinate the best scientific talent
in local institutions and agencies as close to peripheral field problems
as possible.

1.3 To undartake definitive studies of underlying problems
interfering with the heoalth developmant process,

1.4 %o find practical solutions for immadiate problcems

in planning and wunagersat for rapid feedvack in inplenentation.
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.

Functions
The rescarch network thot is proposcd should provide the
following functions:

2.1 A broad based input into problem definition by
individuals who have policy, managenaint and administrative responsibility
for health care and representatives of other sectors and disciplines in
addition to health professionals.

2.2 Identification of institutions and individuals to
do the research.

2.3 Research training and sharing of expertise.
2.4 HMonitoring of research quality and international

standards of ecthics and relevance.

IV. ORCANTZATIONAL STRUCTURS

The organization of the proposed network must start with recognition
of existing foci of strength in planning for health development so that
present {ragmentation of cfforts can be alleviated. The new Programnma
should facilitate international collaboration of bilateral as well as
UN related agencies through enhancing new activity and providing a better
focus for vhat is alveady being done.

A. Structure

1. The contral focus of the brogramme is the progressive
development of a neluork of nationa) institutions operating within a common
set of objectives, approaches and activities as an international cooperative
effort., VIO will act a: intcernational coordinator through its different

&



componenta: &) the meidor Slates roprescited diractly or indirectly in
the governing bodies (the torld Health Lssorbly and the Executive Board)
and its ad houw cormittecces;  b) persons from marmber states acting in

their technical capacity in WHO Expzri Advicory Panels, Expert Committees,
Study Groups, Working Groups, etc., or attending as individuals or as
governmental representatives in seminars, confercnces, and other
international icestings; and c¢) the WHO Secretariat with its different
levels (glebal, regional, and country). Each of these clements of WHO
should play an active part in the coordinating role, thus facilitating the
positive impact that the programme would have in member states.

2. The expericence of other networks, such as those in the
special programmes on Human Reproduction Research (HRP) and Tropical
Disease Rezearch (TDR)should be considered critically, adapting what is
suitable vithin the broad scope and corplexity of the area of ) anning
for health development and the parciculs» features of the support to be
given to countries in thic long-range process.

3. Inforination and/or training and/or research centers should
constitute a first level of organization in the network. Although WO
support will usually be important in th: establishment of such coenters,
their role cud activitics chould be planned with national governmental
and institutional authoritins so as Lo ensure that they are cousidered an
integral part of host country or institutional programmes and are staffed

by nationals vwho vill receeive continuing support.
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4. Collaborating centers would constitute a second level of
the network. They wvould be institutions designated becauvse they can offer
the necessary oxpertive and facilities to carry out specific tasks in the
programme.

5. Coordination of the technical work of the information,
training and research centers and the collaborating centers which deal
with similar or complementary tasks would be carried out by mechanisms
that have been used in other WHO programmes such as Task Forces and
Steering Committees. For research activities there will probably be
particular need for specialized committees and task forces.

6. The programre will require a differentiated function
and structure within the WHO Secretariat duly integrated into the various
levels (llcadquarters, Regional Offices, and WHO staff at country level).
The definition of functions and the organization of corresponding
structural units should balance the need for central coordination and
decentralization, facilitating both the availability of technical resources
at every level and the sense of autonomy and self~reliance.

7. The program will require advisory and review bodies at
contral and regional levels which will have balanced nenmbership from
momber states, goverirental development agencien contributing funds to
the programme, and percons selected for their technical capacity.

8. The programme should use all available machanismy forx
coordination to facilitate the active involvement of other agoncies of
UN,bilateral and non-qgoverpeental international ovrganizations, both at the
level of the central prograness and at country level.  Appropriate ad hoc

nochanisrms ray he readod in order to strengthen such collaboration.
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a9, ine initizl crganizationnl structure of the programme
can phase in initial activivios within prasent patterns of work to evolve

gradually into a systematic strategr to achieve the long range purposes
of the programme.

B. Financial Suovort

1. Member states can contribute financial support for the
development and implementation of various parts of the programme, directly
or through governmental development agencies. Similar channeling of.
financial support can come from other UN agencies, international institutions,
and non-governmental organizations, private foundations, etc. The major
financial contributions should be provided to national institutions which
will operate as information and/or training and/or research centers or as
collaborating centers within the network. Direct financial support to
governments for irproving their own processes of prlanning fér health
development would presumably be oriented by prograwme activities.

2. Sh%mmrt will also be needed for WHO in its international
coordinating role and the interregional activities that are complementary
to those within countries.

3. Patterns of communication to facilitate contractual,
administrative and accounting procedures should be developed for the more
cefficient channeling of finsncial support to all parts of the Programme.

4. The core function and structure within the WHO secretariat
should bz financed through the reqular budget. The allocation of
adequate financial resources in the W10 programme budget would be evidence

of the will of the momber states and tne priority assigned by them to

solution of problens associntoed wWith vlanning for health development.

Ve
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V. STRATRGY

A. Present Situation

During the past two decades ﬁealth planning has become a
recognized neced, an accepted concept, and a relatively common activity in
practically all countries. Some health planning activities have evolved
into serious efforts to establish continuing processes rather than
being limitcd to periodical or occasional excercises for formulate Plans.
These developments have been supported by WHO,by governmental development
agencies,by universities and other scientific and teaching institutions
through a variety of different programmes and approaches so that
considerable, though fragmented accumulated experience is available.

B, Nceeptability of Network Concept

The assumption behind this proposal is that a high level of
demand for planning for health development alrecady exists. The need is
reflected in numerous resolutions and documents of WiiO. In addition the
following reasons suggest that the propossd network concept will meet
this need.

1. The limitations of both multilateral and bilateral
approaches in international assistance have become evident. While there is
nzed to build on their particular strengths it is evident that new
rechanisms are needed to bridge present gaps and enhance the cffectiveness
of both approuaches.

2. The eupertise nceded to promote health development is scarce
and poorly defined. New and flexible approaches are required to mobilize
the best talent and information wherever it can be found; both in-country

and internationally. HMultidisciplinary teams will Le needed which bring

o
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together the best experience from differesnt institutions and agencies
in continuing working relationships,

3. The advantage of long-term institutional linkages holds
promitie of producing ncw patterns of international relationships that
build self-reliance rather than dependency. These linkages should be
between institutions in developing countries as well as with institutions
in more developed countries. In the new mutual exchanges optimum use can
be nmade of the special strengths and contributions of each institution.

4. Prior experience in the Expanded Programme for Research
in Human Reproduction and the Programma for Tropical Discase Research
have demonstrated the value of the network concept. The proposed pProgramme

is broader than the primarily research orientation of these programmes.

C. Principles

1. Maximum direct participation of member countfies and their
institutions is to be encouraged in a phased way.

2. Linkages should be tested first in a few institutions and
then expanded as methods and mechanisms are worked out.

3. The programme should makXe use of the usual international
mechanisms by which countries monitor and control activities of international
agencies, such as WHO, for their own benefit; World Health Assembly,
Iixecutive Board, Regional Committees, Expert Panels, Study Groups, etc.

4, ‘ew mechanisms are needed to involve agencies representing
other development sectors in addition to present interagency committees,
boards, ctc.

5. Flexibility in implenzntation should be based on rapid
feedback. The programme should not be locked into bureaucratic constraints

r
but be sufficiently autonomous to rake needad programme adjustments, gq,
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6. Yo coordinate thoe netuord special staff arrangoments will

Leoset up dn WHO at Eoadzunriers and regional levels. Relationships will

be raintained vith other U agencies, with the developnent agencies of

developed countries and with other international groups, such as foundations.
7. The networrk will encourage and facilitate all parallel and

direct aid activities which are or will be implemented.

D. Specific Stens in Establishing Network

Two parallel and complementary sets of activities are planned
as indicated in Figure 1. This draft proposal will be circulated
informally to get maximum input of preliminary advice and suggestions
from the following groups: WHO regional offices, study groups from member
countries, non-UN donor agencies, rclated UN agencies, representative
institutions that might participate in the network. This process will
lead to revision of the proposal so that it will meet the special needs
of all groups.

In parallel a formal process of WHO approval will be initiated
through the Bxecutive Board and World Health Assembly.  This proposal
responds to eavlicr resolutions but the proposed scquence of formal action
will still require preparatory steps leading up to formal approval at the
1978 world Health Asserbly. In the meantime, as many as possible
inctitutional linkages should be established in informal initiation of

the netwvork.



M
O

e p-

sarmy s
20D INTQEMITT

Ad et &

-

e el e R

-
-V

r
i
(
'
¢
'

R U par )

0.

-4

. v -
Fa S \'&C.\IA—-'

s e
SRS Yy

-
1

anners

PL

nealt

or

~ e
-

s

+

<0 new

sed +

o]

—

-
-~

eX

ors

'S
~

azie Jirec

e
aith Seccters

c/s

r secior rlanners

(D94

s e

VAngC

an-
I

Tro
-
Cor




APPTUOIN B

famnle Reseprel Cuesitions Moanice to Health Planning
1. Viat are the effccis on morbidi ty/nortality from various health
progrannes at varying levels of input?
2. What are the effects on rnorbidity/mortality from various non—health
Programzes?
3. Eow can the marginal returns from various nixes of inputs be maxinized?
4. What is the relationship between rorbidity/mortality levels and
productivity under various conditions?
5. What lous accrues to society from preventable, pre-retirement deaths?
G. Wha' lono accrues to socicty from excossive birth rates/narrow birth
intervale?
7. What are appropriate discount rates for human capital estimation?

e. What value does society place on improved health? Access to health
Y Jt

9. FHow much will equalization of these distributions of health benefits
augrent ccononic developient?  social development?
10. How can political power structures be identified? national lavel?

local level?

11. How can health professionals best infornm political leaders?

12, Hew can health policy developrent he nade more rational?

13. Waslt are the true constraints to plan implementation?

14, Vhat are the faclors influencing successful community participation

in healel plimning/inplerentation et the lo-al level?

15, o' systeins of supervision are optiral for different situationg?

W
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16. Wnet elements ave esoomtial for successful regionalization?

17. What systeoms of evaluntion are cost-effective in which situations?



