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PREFACE TO THE SERIES

The International Health Planning Methods Series hac been developed
by the Office of International Health, Public Health Service on
request of the Agency for International Development.

The series consists of ten basic volumes which cover a variety of
health issues considered vital for effective development planning.
These ten volumes are supplemented by six additional works in

the International Health Reference feries, which list resource and
reference material in the same subject areas.

The International Health Planning Methods Series is intended to
assist health sector advisors, administrators and planners in
countries where the Agency for International Development supports
health related activities. FEach manual attempts tc be both a prac-
tical tool and a source book in a specialized area of concern.
Contributors to these volumes are recognized authorities with many
vears of experience in specialized fields. Specific methods for
collecting information and using it in the planning process are
included in each manual.

The six supporting documents in the International Health Reference
Series contain reports of listerature surveys and bibliographies

in selected subject areas. These are intended for the serious
researcher and are less appropriate for broad field distribution.

The volumes in the International Health Planning Methods Series
coutain the collective effort of dozens of experienced profess-
ionals who have contributed knowledge, research and organizational
skills. Through this effort they hope to provide the AID field
officer and his host country counterparts with a systematic
approach to health planning in develcping countries.



PREFACE

This manual is one in a series of methodological studies developed for the
Office of International Health, U.S. Department of Health, Education, and Welfare,
to foster health planning by host country personnel in less developed countries.
It originally appeared in May, 1978 under the title "An Approach to the Study of
Health Sector Financing in Developing Countries: A Manual." The present revised
and updated version of the manual was completed in April, 1979,

This manual presents an action-tested procedure for appraisal of health sector
financing which may be used, with some local adaptations, to examine health sector
financial resources. The guidance presented in the text of the manual, combined with
the prototype data collection and tabulation arrangement in Appendix A, are sufficlently
detailed to lead a host country health planner or financial specialist throagh the
assessment process, For successful completion of such an evaluation, it is anticipated
that a senior-level economist or putlic finance specialist would be available to
assist the analyst, both in initial design and final interpretation of thre results.

This manual has been authored by Robert L. Robertson, Dieter K. Zs:hock and John
A. Daly. Tt is primarily the result of extensive field research on sector financing
questions in Latin America by Robertson and Zschock. Editing of the report into
the present manual format was carried out, in part, by Office of International
Health ncrsonnel,

Tn addition to helpful comments on this manual which were made by professionals
in USAID, WHO, DHEW, and the private sector, substantial contributions were made by
colleagues in the countries where case studies were conducted. Grateful acknowledgment
is made to Rodolfo Heredia, Patricia Restrepo, Alejandro Vivas and Jests Rico of
Colombia; to Amivo Perez Mera of the Dominican Republic; to Raul Bejarano and Alberto
Gumiel of Bolivia; and to Maria Luisa Hernandex de Alveno, Mario Ovalle,
Guillermo Chavez, and Hugo Figueroa of Guatemala,
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Kenneth R. Farr, Ph.D., MPH
Project Officer
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CHAPTER I

INTRODUCTION

A. REASONS FOR STUDYING HEALTH SECTOR FINANCING

“The fundamental goal of the health sector is to improve the health status of the
nation's population. The introduction of modern health services in developing countries
has resulted in progress toward this goal by reducing mortality and, in some cases,
morbidity rates; but it has also increased the perceived need for further expansion
of health services. Unfortunately, the need for health services exceeds the limited
resources available to the health sector, especially in the developing world. This
gap between the need for health services and the resources available to meet it can be
filled by increasing the efficiency of the utilization of existing health resources,
by increasing the funding of the health sector (perhaps accompanied by a reallocation
of health services resources to areas of zreatest need, for example, to primary health
care), or by a combination of the two.

Better information on health finance and a systematic way to interpret 1t can
be used in most nations to measure thelr resource gaps and to recommend and implement
policies, contribute to health planning, and permit more effective management of
programs for delivering services. While general economic conditions and specific
institutions vary considerably among countries striving to close the need-resources
gap, all of them must achieve--to one degree or another--objectives whicii concern health
care finance. These objectives include determination of the approprilate level and
sources of funding for health, containment of excessive increase in total health
expenditure, coordination of different programs and systems of service delivery,
promotion of efficient delivery of care, and improvement in the accessibility of ser-
vices and the fairness among individuals and groups in the population in the effective
use of them.

This manual concentrates on the means of accumulating and evaluating certain
financial data that are likely to be particularly helpful to policy-makers and others
in quantifying their aims and judging the attainment of them. The general goal is to
assist in making practical decisions, net to conduct studies for their own sake.
Naturally, the conclusions reached will not be the same for all countries. The sources
of health system funding are selected for special treatmant in the manual, while
expenditure patterns recelve only secondary attention.

Measures to increase efficiency, although of obvious importance, are too varied
and too demanding of space to be included in this manual and are better reserved for
other publications. In order to focus on one area of considerable importance--
measures to modify the sources of finance and to increase health sector income--it is
necessary to omit some other aspects of '"financing,” such as: a) reasons for the
employment of certain measures or means of revenues; b) the process of budgetary formu-
lation and control; c) general social decision-making, especially for the financing of

1These are commonly held objectives requiring little elaboration for health
specialists. A good example of a document discussing them is: World Health
Organization, Financing of Health Services: Report of a WHO Study Group (Geneva:
WHO Technical Report Series 625, 1978 ).




health cgre; and d) expenditure analyses such as cost/benefit and cost/effectiveness
studies.” Although expenditure analysis is excluded, suggestions for the description
of expenditures are included, because of the great interest and convenience in identi-
fying the sources and uses of funds together.

Before a country considers measurrs designed to increase revenues it is
desirable to understand and assess the current system of financing the health sector.
A study of the filrancing of the health sector should ascertain: 1) what resources are
now being utiiized to finance the health sector (i.e., level of funding and sources of
funds); 2) how costly or inconvenient present revenues are to collect and how fairly
this burden falls on the population; and 3) how fimancing can be orvganized to improve
the efficiency of collection and equity of distribution of the financial burden, among
other ends. Such a study may even indirectly indicate new sources of revenue that
might be tappeg to finance the health sector. Those new sources will nov be ravealed
directly sinece the study will be primarily concerned with analyzing existing sources
of revenue, but a comparison by the analyst of existing sources with other sources of
revenue (such as those used in other sectors of the economy or in other countries) may
reveal new means of financing the health sector.

B. THE COAL AND ORGANIZATION OF THIS MANUAL

The goal of this maaual is to provide a methodology which will enable an analyst
with relatively little expericnce in health sector economic analysis to conduct a study
of the financing of the health sector. However, for some of the more complex prniects
the analyst may require the assistance of a consultant who is from his own country or
from another. The neced for such help will depend on a nation's resources and on the
scope and difficulty of the problem under study. It is possible that an outside consul-
tant can be especially helpful in orienting the analyst to the information system
indicated here-—including on techniques of data collection--and in cooperating with
him on the evaluation that follows. In any event, a visiting specialist should not
be the director of the work; that is the responsibility of the country or agency
requesting the study,

The methodology incorporated in this manual has been used as an int gral
analytical piece of a full-scale health scetor assessment in one country. As such
it was intended to serve both as a training teol for economic analysts working in the
sector and as 2 source of valuable information on the status of sector financing.

The most likely users of the manual now will be administrative and planning
technicians of agencies in developing countries and the USAID program development
staff who conduct studies for desipgn and evaluation purposes. Although many of them

2Other publications of the Office of International Health, USDHEW, have dealt with
those aspects, or will be doing so in future work. For an example, see: J.D. Chassee,
The Fconomic Appraisal of Health Projects in the Third World (Rockville, Md.: USDHEW,
Of fice of International Health, n.d.).

3o . . . s
"Financing the Health Sector of Guatemala,' Annex 5.9 to F.W. Schieck, et al. (eds.),
Health Sector Assessment: Guatemala (Guatemala City: USAID Mission, November 1977).




will have expertise in either health care or economic analysis, that requirement is not
necessary for rhe reader of this manual, Other potential readers are the superiors

of those technicians who will make the decisions on the uses of the studies; they
include higher level planners, administrators, and elected officials. Private as

well as public sector representatives might use this manual to advantage.

Despite the references in the manual to the entire health sector of a country,
many of its techniques are adaptable to subsectors or even to specific health programs.
And they can be useful for the financial sections of USAID project papers as well,
While a conscious effort has been made to avoid prescribing pat answers or solutions
to financing questions, the manual should clarify for the analyst the choices available
and the criteria to use in drawing conclusions and making recommendations.

This manual provides a logical, nontechnical approach to the gathering and
evaluation of information on the financing of health. In doing so, it will guide users
in answering these key questions:

1. What is the health scctor? {Chapter 1I -- Determining the Components of
the Health Sector)

2, What data should be gathered? How should they be arranged? What are the
sources of those data? (Chapter ITII -- Acquiring Data on Financing of
the Health Sector)

3. What do the data mean? (Chapter IV -- Evaluating the Data on Health
Sector Financing)

4, What conclusions or recommendations can be made from an evaluation of the
data? (Chapter V -- Preseuating and Using the Results of Evaluations)

Additional components of this document are the following appendices: A) model
(or supgested) tables for data collection; B) a list of possible revenue sources; and
C) a selected bibliography of health sector financing literature. The bibliography
is a remlnder that no document is wholly new., In this manual there is a heavy reliance
on a series of case studices &n Latin America, and the publications resulting from,
and even going bevond, them, The results here, although based on research originally
undertaken in Latin America, represent a framework of data collection and analysis
which the authors believe can be arplied in any region or country. However, the
approach is more applicable to less—developcg countries, which do not have the statis-
tical data bases of the developed countries.

ASee, especially, the following: D.K. Zschock, R.L. Robertson, and J.A. Daly, Health
Sector Financing in Latin America: Concepfual Framework and Case Studies (Rockville,
Md.: USDHEW, Office of International Healch, December 1976); "Financing the Health
Sector of Guatemala™ (footnote 3); World Health Organization, Financing of Health
Services: Report of a WHO Study Group (footnote 1), pp. 52-53, 102-108; D.K. Zschock,
Health Care Financing in Developing Countries (Washington: American Public Health
Association, 1979).

5After the first edition of this manual was issued, the WHO also distributed one aimed
at any country: World Health Organization, Manual for Surveys of Health Financing
(Geneva: WHO, Draft, November 23, 1978),




Although the bulk of the manual 1s devoted to an analysis of the sources of
financing, a description of health sector expenditures has been included to provide a
balanced picture. The funding (income) of health services is often closely related to
the pattern of health service expenditures. Analysis of the two sides of the financial
picture can be separated as is done, in effect, here through this manual's emphasis

on income,



CHAPTER II

DETERMINING THE COMPONENTS OF THE HEALTH SECTOR

A. COMMONLY ACCEPTED COMPONENTS OF THE HEALTH SECTOK

The Health sector is roughly defined as those people and institutions which seek
primarily to prevent, cure, or care for illness and injury. Commonly accepted elements
of the health sector include the activities involved in the provision of medical and
paramedical care to ambulatory and hospitalized patients, communicable disease control,
and environmental sanitation activities. The general definition of the health sector
is intuitively obvious. For the financing to be described and analyzed, howeve., a
more precise definition must be made. Since the frontiers of the health sector are
drawn differently from country to country, the analyst should write an expliclt state-
ment of the health sector components. This statement should be agreed to by responsible
officials before resources are used to describe or analyze the patterns of financing.

A precise and practical delineation of the health sector is difficult because
many activities affect health in addition to those listed above. Therefore, deciding
what to include in the health sector is necessarily arbitrary. The choice in many
instances may be determined by the fact that some of these borderline activities are
now being performed by health practitioners or sy agencies involved in other, move
obvious health activities, and therefore ease of accounting and the structure of the
available data make 1t more practical to include, rather than exclude, them from the
health sector. (For example, see familx planning below.) Obvicusly, there will be
differences of opinion on these issues.

B. AREAS OF UNCERTAINTY

One of the uncertain areas concerning the boundaries of the health sector is
family planning. Farily planning programs range from demographic studies to hLirth
control programs. Tney can have a long-term impact on health, and are often linked
with medical care. One way tu handle this classification problem is to include in
the health sector those family planning programs which are conducted by health prac-
titioners or by agencies providing health services and to exclude those performed by
non-health service agencies. However, the answer to the question of which programs
to include in the health sector undoubtediy will vary from country to country,

Other areas 1lmpacting on lhealth whose coverage 1s uncertain include programs to
improve nutrition, sewage disposal, and water supply. These programs are not treated
consistently in all studies of the health sec*or, but the general practice is to
include ir the health sector those activit?... which are intended to bring underprivi-
ledged members of the population up to miniwally adequace stiundards. Thus, special

6 For another viewpoint, see: World Health Organization (footnote 1), pp. 32-39,



food programs (food fortification, feeding, and iodization}, nutrition rehabilitation,
and the provision of potable water and luman excrement disposal facllities in rural
areas and urban slums are frequently considered to lie in the health sector. Thus,
they would be studied if possible.

Certain other activities affecting health are generally not considered to be
part of the health sector. These include general education, programs to provide
clothing and shelter, accident prevention measures, and programs designed to improve
working conaitions,

C. ACCOUNTING PROBLEMS

The financing of health-related education programs and the education of health
practitioners present accounting problems--i.e., should these activities be included
in the health sector or 1n the education s2ctor? This dilemma is conventionally
resolved by including the costs of health-related education programs and of the training
of health practitioners in the health sector if they are carried out by or paid for by
recognized health sector institutions. The formal education of most health service
practitioners, however, usually 1s included irn the hudgets of the public, private, and
mixed education institutions and is thus excluded from the health sector. Specific
health-related programs provided by non-health sector institutions, such as the regu-
lar school system and vocational training centers generally are not counted as part
of the health sector, although they could logically be included there., If such programs
are unusually extensive and closely coordinated with other health sector programs, one
might consider couuting them as health activities.

When analyzing the health sector it is important to avoid double counting of
sources of support and of expenditures. There are several areas where double counting
may cause a problem. One area is the costs of buildings. These costs may be counted
either as investment costs or in terms of depreciation, depending on how the buildings
are financed and how records are kept. Customarily, the investment cost is counted
as a health sector expenditure. Another area of possible double counting 1s the
education ot health practitioners. Some consider it double counting to include both
the costs of their formal education (a form of investment) and thelr subsequent salaries
(a return on that investment) as health sector costs. For that reason formal educational
costs may be excluded from the health sector; it might be wiser, however, to provide
financial estimates with and without such values., Another example of a potential
for double counting is expenditures on pharmaccuticals. Purchases of drugs and medicines
by households may appear in household expenditure totals and also as pharmaceutical
company revenues; they should not both be cocunted, A more llkely and more serious
possible example of double counting arises when revenues are totaled by various levels
of an organization. For example, one might erroneously count Ministry of Health funds
at the national level plus regional MOH revenues -- part of which have originated at
the national level.

D. ORDERING OF HEALTH SECTOR COMPONENTS

The health sector can be examined from many different points of view, including
by types of organization, by functions or programs, and by levels of authority.

1. By Organization

A suggested breakdown of organizations is public, mixed (5>r decentralized),
and private. It is followed in the data collection system of this manual. Public
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of Health to support hospitals, perhaps even targeted to specific groups like
those in a certain low income area). In addition, the thvee methods of breaking
down the health sector can be used separately to crosscheck each other to ensure

accuracy of data, to avoid double counting, and to identify duvlication of
services.



CHAFTER ITI

ACQUIRING DATA ON FINANCING THE HEALTH SECTOR

A, GENERAL

Since the needs of the health sector in the developing countries exceed the
available resources, analysis of the sources of financing can be of value in determining
such things as: what the present resources are (that is, level of fundings and sources
of funding); how costly or inconvenient they are to collect; how the taxes, fees, and
charges used to finance the health sector can be more equitably borne by its users; how
existing sources affect the health system and the economy; and possibly, what additional
sources of revenue are available. In order to conduct this type of analysis, however,
one must have sufficient data. Low cost means of collecting financial data are indi-
cated, along with more ambitious supplemental work, in this chapter.

The colleciion of detailed iaformation on the source of health financing requires
a standard set of tables for the organization of data. A set of model tables which
serve that purpose are attached as Appendix A and will be referred to in later sec;ions
of this manual. (A list of them can be found on the title page of that appendix.) These
tables will need to be adapted to the specific organizational characteristics and cir-
cumstances of a particular country's health sector and to the desired scope of the study.

Information on financial resources by source should be gathered for a number of
years (preferably at least five) in order to identify trends in the increase of funds
and changes in their composition. Data series might also be projected into the future
depending on the availability of official statements of intent (such as national and
sector plans, previous assessments, and international loan applications) or other
reasonable bases for estimation. Some projections might be based on intent (or 'needs"),
while others could be determined by simple extrapolation of trends. Projections, how-
ever, are not always easily or reliably made, and should be considered op:tional features
of the data system for most purposes. To do them well will require egtra efforts, the
results of which inevitably will carry a fairly wide margin of error.

Since the largest sources and institutions account for most of the public and mixed
sector health services' financing, one obviously would begin the financing study with

/ It should be noted that such presentations are not unique. Details on comparative
health expenditures can be seen, for example, in: World Bank, Health: Sector Policy
Paper (Washington: World Rank, 1975); Organization for Economic Co-operation and
Development, Public Expenditure on Health (Paris: OECD, 1977); World Health Organiza-
tion (footnote 1), annexes. Sources with examples of filled in tahles from the data
system of this manual are: '"Financing the Health Sector of Guatemala" (footnote 3);
Zschock, Robertson, and Daly (footnote 4).

8 "Financing the Health Sector of Guatemala™ (footnote 3), pp. 39-40.



these and would proceed to a sufficiently large number of smaller entities as time and
staff assistance permit. Nevertheless, some attention should be paid initially to
these smaller entities to determine if, collectively, a group of them might represent
a significant share of total f‘nancial support of the health sector.

B. ORCANIZATION OF DATA

The data necessary for a financing study of the health sector can be divided into
two major classifications: data relating to income and data relating to expenditures.
Witbin each of these major classifications the data can be organized in a series of
subclassifications, These methods of ordering or arranging the data will be explored
below.

1. Sources of Income

Health sector income can be analyzed by: organizations that provide health
services or collect revenues; type of control of service organizations, a com-
parison of proposed, allocAated, and actually received revenues by an organization;
or major types of revenues.

a. Type of organization in terms of source of funds:

This methou of categorizing the data provides one way to organize and
look it the information. The method calls for the arrangement of the data
by the sources of financial support of organizations. These organizations
are of three types: 1) non-health organizations which only collect and
transmit funds to the health sector, for example, the Treasury or Ministry
of Finance, which collects money and allocates it to the Ministry of
Health; 2) organizations which provide health services but do not raise
most of their own funds, e.,g., the Ministry of Health and its subordinates
which are supplied funds by the Treasury or Ministry of Finance; 3)
organizations which provide health services and raise most of their funds,
e.g., the social security syctem. (See Appendix A: Table 1 for type 1
and Table 2 for types 2 and 3).

b. Type of control of service organization:

The second and perhaps the easiest way is to determine the sources of
control of health service organizations, Since the three types of
organizations providing health services (public, mixed, and private)
generally have different sources and methods of financing, it would be
useful to arrange the data groups into these three major categories and
discuss substantial individval organizations within each category. (See
Appendix A, Tables 1 and 2 for individual organizations.) For example,
in the public health sector there would be a discussion of the sources of
financing of the Ministry of Health; in the "mixed" sector, a discussion
of the sources for the social security system; and in the private sector,
a discussion of the sources of financing of privately owned hospitals.

Summaries of all or selected organizations' income, divided by type of
contrel, also should be covered., (See Tables 3-5 ).
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¢. Cumparison of income proposed, allocated, and actually received:

The data gathered on the types of organizations described above should
include proposed (cr requested), allocated, and executed budgets, for the
current year and for the recent past, say, the last five or ten years, To
be able to assess the allocation pattern of general tax revenues to the
health sector it is important to distinguish between requested and allocated
funds. However, this is at times difficult since available official docu-
ments do not always clearly show the difference. Moreover, it is almost
impossible to determine what proportion of allocated funds are actually
expended., Funds may have been allocated, but when the revenue collected
during the year fell short of expectations, the health sector had to accept
a shortfall in the disbursement of funds (along with other sectors, but per-
haps not on a prcportional basis). Whenever possible in the financial
analysis, executed rather than budgeted data should be used. (Comparisons
of the two are provided for in Table 12 ).

d. Type of revenue:

Income data of the kind identified above can be categorized by type of
revenue--the taxes, fees, charges, loans, payments, and others which finance
the health sector. These revenues fall irnto the following categories: 1)
general public revenues; 2) deficit financing; 3) insurance revenues; 4)
special tax revenues, ani revenues from lotteries and betting, some or all
of which are allocated directly to the health sector; 5) charitable and private
contributions; 6) direct payments by recipients; and 7) in-kind contributions
of goods and services. FEach of these is spelled out below and also
summarized-~together with additional sources of funds--in Appendix B.

One of those other sources warranting special mention is transfers to
service organizations from other entities, usually other agencies or levels
of government. Although no special table is proposed in Appendix A for
transfers, it is possible that such a tabulation might be added to some
studies for certain large organizations, such as the Ministry of Health,

General public revenues consist of income and profit taxes and import
and export. taxes or duties. (Sales and user taxes are generally dedicated
to specific types of expenditures and, therefore, are discussed below).
General tax revenues are collected b ‘he national, state or municipal treasury,
and a proportion of them is then allocated to the Lealth sector. Since the
impact of the various general revenue taxes is different, it is important
to identify and analyze each major component of general revenues in the
analysis that follows the collection of data.

In addition to taxes and duties in income, profits, and foreign trade,
revenues also may be obtained through deficit financing. Deficit financing
consists of foreign borrowing, and domestic borrowing, also called internal
deficit financing. Internal deficit financing, in principle, is used pri-
marily for investment in physical plant and equipment, but frequently is used
also to cover a portion of operating costs.

Foreign borrowing, the other component of deficit financing, consists of
general loans, part of which the health sector received, and loans specifi-
cally contracted for the sector. International loans are often used to
finance the foreign exchange cost of equipment and supplies for publlc health

11



services, Here again, however, the intent may be broadly interpreted to
specify that~-with or without the lender's agreement--domestic program

costs may be financed in part through foreign loan reneipts (with the foreign
exchange receipts of a loan instead being used in part for non-health

related purchases). Deficit fimancing usually is regarded as a means to
increase public health financing in proportion to other public expenditures.
Foreign aid loans, however, also come with a requirement to increase the
allocation of general revenues on a so-called counterpart basis. To fulfill
this requirement the host (rzcipient) government may reallocate funds within
the health sector to cover a particular program obligation, rather than
increase the level of domestic funding to the sector. Thus, the impact of
deficit financing on the allocational patterns of general and other cate-
gories of revenues is extremely difficult to evaluate. Foreign loans may be
also considered in another category of health sector financing. When
combined with grants from foreign countries they form the category of
"external assistance.” Although there is no model table for external assistance
alone, that category sometimes is of sufficient special interest to justify

a tabulation.

A third source of health sector financing is provided by both publicly -
and privately-operated health insurance programs, especially by the govern-
mentally-operated social security system. The health insurance programs cover
employees of the modern commercial and manufacturing sectors and, in some
cases, government workers. The szocial security system covers workers in either
or both of the government and private sectors. These programs differ in
their payment mechanisms. Health insurance usually is financed through
veluntary personal contributicns, althougl employers may also contribute to
industrial plans. The social security system, on the other hand, receives
mandatory employer and employee contributions and in some countries also
receives a contribution from the government. Examples of health insurance
programs in developing countries are: programs offered by private insurance
companies; and group health insurance programs of individual federal agencies
and of state and municipal governments.

A fourth source of health sector financing is special tax revenues and
revenues from lotteries and betting. Special taxes include specific sales
taxes (called excise taxes), typically levied on beer, liquor, and tobacco
products, and user fees (other than fees for service), as well as the income
from lotteries, games of chance, and betting on horse racing and other sports
events. They might include general sales taxes, too. These revenues often
represent significant sources of revenue for the health sector (especially
in Latin America). They are typically collected and administered at state
and local levels, whereas general revenues (above) most often consist of taxes
collected and disbursed at the national level. Frequently, net receipts from
these special sales taxes and gambling revenues are either wholly or in part
designated for health. Comprehensive nationa. information about them is
difficult to obtain, because of wide variations in the types and levels of
revenue among different states and municipalities, and also because state
and local governments either fail to maintain accurate records or refuse
access to the information. Nevertheless, these taxes and net revenues from
gambling, together with the transfer of general revenues from the Ministry
of Health, account for most of the public health services' budgets for
state and municipal governments in some countries.
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Charitable and private contributions, another source of financing, are
not generally a major category of support for the overall health sector,
although certain health cector institutions rely on them for most of their
support (for example, the Red Cross, individual hospitals, and disaster
relief organizations). Such aid can enter the health sector from abroad--no
small matter to a poor country--as well as from withln. Charitable contri-
butions frequently include potentially high-yielding sources of support for
certain institutions which could be easily overlooked in an accounting ot
health sector revenues. For example, it is not uncommon in Latin America
for the buildings of many small health posts to be constructed with charitable
contributions in the expectation that public health authorities would assume
responsibility for their operating costs. Another example 1is that of a
private foundation providing all of the support for one or several community
centers providing health services in low-income residential areas of a city.
An additional type of private assistance is the company-run medical program.
Many of these contributions are made in kind or by providing services, making
it difficult to attribute cash values to them, ’ The effort should be made,
however, to avoid under-counting.

One of the most important areas of health sector financing is direct
payments by recipients. This category of financing is also the most
inclusive since virtually all househclds at some time make direct payments
for the health services they receive, including care rrom traditional
practitioners and systems. The direct payments include those for insurance
coverage, medical care, drugs and medicine, and personal hygiene. For a
fuller treatment of these payments, see below where direct payments are
discussed as "household heaith expenditures."

In-kind contributions of goods and sevvices can con.ist of self-help
efforts at the household or ccmmunity lev:l, equipment and supplies donated
through international organizations or dircctly by manufacturers, and the
unpaid or discounted services of students and trainees provided as part of
their training process. Self-help efforts can supply significant portions
of the total investment costs of construction and maintenance of health and
related facilittes (including water supply systems), particularly in rural
communities and in low-income urban areas., Contributions of equipment and
supplies can provide significant proportions of total investment and operating
costs. Volunteer labor may also represent a substantial proportion of the
operating support of these facilities; a notable example is labor provided
by members of religious orders working at lower than usual compensation in
health facilities. Most of these contributions, however, cannot be readily
quantified, with the possible exception of large donations of supplies or
equipment and buildings. They constitute a nseful source of revenve, but a
difficult one to quantify and analyze.

There is no rigid international pattern linking particular types of
revenue (or methods of financing) to specific subsectors or health programs.
Nevertheless, there are some tendencies which have been pointed out by
various observers. These might be placed in a matrix in order to describe
sources of financing and to facilitate their analysis. A 1list of major
sources of revenue and the subsector programs financed by them is
presented below, as an illustration for possible guidance to those
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studying health sector financing. This information is helpful 1in indicating past
patterns of financing ang in suggesting gaps to be closed for particular
subsectors and programs.

Major Sources of Revenue, and the Subsectors and
Programs Financed by Them

Source of Revenue

General Revenues and Internal
Deficit Financing

External Assistance (Grants
and Loans)

Insurance Revenues
Special Taxes and Revenues from

Lotteries and Betting

Charitable and Private Contri-
butions

Direct Payments by Recipilents

In-kind Contributions of Goods
and Services

Subsector or Program Ffuanced by Source

Special
Environ-

Public agencles (e.g., Miuistry of Health).
programs (e,g., immunization campaigns).
mental sanitatica projects. Decentralized
organizations (selected).

Special programs (e.g., food supplements, specific
diseases). Public capital expenditures. Environ-
mental sani:ation projects (partial support).

Social security.
employees.

Programs for public and private

Public agencies (at all levels)

Medical and environmental sanitation programs of:
private agencies; companies; foundations.

Public and decentralized organizations. Private

services and materials.,

Any organization or program (especially public and
charitable institutions and environmental sanitation
projects),

2, Expenditures

In addition to examining the sources of income of the health sector, it is
also useful to examine the expenditures of the health sector, since the financing
(income) of services 1is closely related to their pattern of use (expenditures).

One of several sources that havz presented such a matrix is Pan American Health

Organization, Financing of the Health Sector (Washington, D.C.:

PAHO, Scientific

Publication Number 208, 1970), pp. 10-11.
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There probably are innumerable two-way relationships between sources and expen-
ditures in that the type of expenditures partially determines the sources of support
selected, while existing or roitential sources might alfect the volume and dis-
tribution of expenditures. The above matrix suggests some of these
relationships.

a. Allocation (uses) of income by major categcries of expeuditures:

Health sector expenditures can be rcecorded for analysis using three main
approaches, One is to present total health sector expenditures, divided
into: a) all public organizations and entities; b) all mixed organizations;
and c¢) selected private organizations. Within each of these categories,
expenditures can be further subdivided into: a) expenditures by program
(e.g., hospitalization, doctor contacts, cholera treatment) and b) those
by type of expense (e.g., personnel, materials). (See Appendix A,

Tables 6, 7, 8, 9, 10, and 11). The value of

summing up expenditures by program is evident. A problem in this, however,
might lie in the comparability of data from several organizations dealing with
the same medical problem or activity or other programmatic unit. It might be
that an analyst will choose to conduct a special sub-study to facilitate

such summations for programs of highest priority. Tutals by type of expense
are less likely to causa difficulties, as accounting systems often are

geared to them,

The second approach to expenditures (actually the first one to conduct)
is to obtain them for selected organizations. The classification of
organizations used in the tables for income applies to expenditures as well.
(See Tables 1 and 2 ). Tabulations by organization or by program might
indicate spending for specific groups of the population, such as disadvan-
taged urban slum dweliers or persons in certain rural areas, However,
readily available dzta will not necessarily be so specific. An analyst who
wishes to study the distribution of health services (evidenced by expendi-
tures) among members of the population probably will need to add some details
to the regular information system of this manual, even adding special
tabulations for particular groups.

Another approach to studying healih sector expenditures is to compare
them to the gross domestic product of the cecuntry and to part or all of
the governmental budget. (See Table 13). The best example of this third
approach probably is a comparison over time of the Ministry of Health's
expenditures with the gross domestic product. A different sort of compara-
tive perspective, already suggested for income, is appropriate to expendi-
tures, too; it applics to the distinction between budgeted and executed
values. The latter are much better for use in analyses. (See Table 12).

b. Household health expenditures:

A major component of health sector expenditures consists of direct
payments by individuals or households ror health services, which are also
a category of revenue sources for the sector. There are two alternative ways
to break down household expenditures for analysis if there has been a house-
hold survey which included relevant questions, such as ones on income. The
first way is by number and proportion of households that made personal health
expenditures on various types of service or any at all; such spending would
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be related to level of household inccme. It can be presented separately
for the nation as a whole, for urban residents, and for rural households.
(See Tables 14, 15, and 16).

Another way 1s to categorize the data in terms of persenzl health
expenditures and the proportion of household income spent on various types
of service, by level uf household income. These data, toc, can be
arranged for the whole nation and for urban aud rural households. (See
Tables 17, 18, and 19).

The expenditures can be presented in both instances for specific services,
such as drugs and medicines, physicians' (professional) services, environ-
mental sanitation, and insurance coverage. The suggested system 1s flexible
as to components and adaptable to graphical presentation, especially of
trends. However, if consumer (household) survey information is rot available
and private spending figures are estimated from providers' data--such as
sales or business income--certain important detalls will not be available;
chief among these is household iacome.

3, Additional Data Needed for Some Analyses

Additional information 1s described below which might be used for financial
analysis (when it can be collected--it is not always easy to obtain). None of
this information would normally be gathered specifically for a health sector
assessment. However, if developed by special studies, it can be incorporated very
usefully into the financial analysis of the health sector. The analysis, in
turn, might reveal other data gaps--for example, those relating to consumer
expenditures--which will indicate the need for future special studies.

a. Access to health care:

Obviously, the accessibility of health care to various groups in the
population will determine their effective coverage for services and will
influence their use of them. A broad analysis of the health sector might
relate access data to financial figures, such as expenditures. Therefore,
a study might be expanded to obtain -- possibly from existing data--the
following: a) location of medical care facilities and health prTBiders; b)
ratios of providers to population; c) other related information.

b. Price and income elasticities of demand for health services:

The responsiveness of direct purchases of care to changes in consumers'
incomes and in prices of services is of considerable importance in assessing
equity (fairness) of the health system. The ratio which results from
dividing the percentage change of health service price into the percentage
change of quantity of health services demanded is called the ''price elas-
ticity of demand" for such services. A price elasticity of demand of one
(or greater) indicates that a given percentage increase 1in price will

10 P. Pinstrup-Andersen, et al., "The Impact of Increasing Food Supply on Human
Nutrition,'" American Journal of Agricultural Economics, Vol. 58, No. 2, May 1976,
pp. 131-142,
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result in an equal (or greater) percentage decrease in the quantity of
health services demanded (that is, that demand for health services is quite
responsive to price changes, or "elastic'"). A price elasticity of demand
or less than one indicates that a given percentage increase in price will
result in a lesser percentage decrease in the quantity of health services
demanded (that is, that demand for health services is relatively unresponsive
to price changes. or "inelastic"). Gererally, the demand for health in
developing countries is price elastic, with a higher elasticity (respon-
siveness) for preventive than curative measures and for lower income groups.
Such findings would have implications for financial policies to promcte the
purchase of preventive services and to encourage poor persons to use health
care in general.

"Income elasticity of demand' is calculated by dividing a percentage
change in income into the corresponding percentage change iu the quantity
of health services demanded. An income elasticity of one or greater indi-
cates that a given percentage increase in income will result in an equal
o1 greater increase in the quantity of health services demanded so that the
demand for health services 1s relatively responsive to changes in income,
or is "elastic”). An income elasticity of less than one indicates that a
glven percentage increase i income will result in a lesser percentage
increase in the gquantity of health services demanded (so that the demand
for health services is relatively unresponsive to changes in income, or is
"inelastic"). GCenerally, the demand for health services for low income grcups
in developing countries is elastic in relation to income. This situation
indicates that consumer demand for health services rises faster than income,
Thus, there 1s an opportunity to get people to pay higher fees for health
services or to purchasc more of them as their incomes rise. The importance
of income subsidies to expanded use of services by poorer persons could be
indicated by income elasticity estimates when they are available.

Some statistics which are readily available or might be generated from
a health sector financing study can be used to calculate price and income
elasticities of demand. The percentage change in the quantity of health
services demanded, derived from consumer or provider information, is the
numerator for both price and income elasticity of demand. Household expendi-
ture data, providing expenditures for health service, by income group, can
be used tc estimate income elasticity of demand. In theory, time series
data on national health expenditures and price indices for health services
could be used to estimate price elasticity, but in practice the technology
and income distribution changes occurring over time in developing countries
wcaken this possibility. Analysts and thte policy-makers whom they advise
must decide whether the returns to additional informatign will justify
any extra efforts required to collect the needed data.

11 A useful source for additional Information on the elasticitiles of demand for
health services in less-developed countries is: P.S. Heller, "A Model of the Demand
for Medical and Health Services in West Malaysia' (Ann Arbor, Michigan: University
of Michigan, Center for Research on Economic Development, Discussion Paper No.

62, October 1976).
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c. Health service prices:

The prices nf health care, and especially changes in price levels over
time, can be used to adjust figures for sector income and expenditures to
present a more realistic picutre. Often price indices will exist, though
perhaps only for large urban areas. Their measurement and interpretation
are subject to precblems, Egt special tabulatiouns of them could be used, at
least for approximations.

c. SOURCES OF DATA

There are several sources for the data described above. Tor data dealing with
the government ministries, such as the Ministry of Health, the national government
generally publishes consolidated budgets. These budgets may either individually
include the required historical tables or, when taken as an historical series of docu-
ments, contain the data required to form the tables.

Data on semiautonomous public institutions and mixed institutions, such as the
social security system, public lotteries, or the national cancer institutes, may be
published in regular public reports, which include financial data. Such reports
usually are obtainable through the institutions themselves, The Ministry of Health
libraries or repositories may also provide an adequate source of information for many
of these activities.

Some countries maintain standard national production accounts which should not
be overlooked as sources of financial data. Since many of the data requirements to
establish national accounts for the health sector are the same as envisioned in this
approach, the material may be immediately applicable. Mutual cooperation with those
responsible for national accounts may be in order.

If published sources are not available for either public or mixed rrganizations,
or if their validity is in doubt, the required information may oiten be obtained
directly from the institutions and/or from international or foreign sources (in the
case of external aid). The United Nations system of Social and Demographic Statistics
may be noted. Special preparation of such data by an institution may be a fairly costly
and time-consuming process. Moreover, such data may not be accurate either in pub-
lished or in ad hoc studies. Thus, several different estimates may be found for
the same budget for the same ycar, depending on the sources of information, accounting
definitions used, and other aspects of the collection procedure. The degree of
accounting control and standardization of accounting practices found in well developed
countries is not likely to exist in many of the developing countries, and rough
estimating procedures must often be relief upon.

The most difficult organizations to study will probably be those public and
private institutions which provide health services as a secondary activity and treat
the services as worker benefits. Ministries of defense and education, mining concerns,
and large agricultural organizations are examples of such entities, which may provide
health services to thousands of individuals while protecting financial in‘ormation for
security, tax, or public relations purposes. Similarly, charities, religious groups, and

12 One example of such a tabulation is: "Financing the Health Sector of Guatemala"
(footnote 3), Table 7, p. 66.
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other private organizations may not provide financial data to outsiders or may not
maintain adequate financial data for assessment purposes. Special efforts will be
needed to persuade their officials to release private data for study purposes,

Fees for goods und services may be estinated from consumer expenditures or from
sales data kept by the health agency or other providers. Since each source of
information has obvious potential errors, it is most desirable to compare estimates
made from both consumer expenditures and provider incomes--to the extent possiole
within the resource limitations of the sector assessment. As noted above, data on
traditional services are not likely to be readily available from any source despite
their obvious interest.

Sources fo. consumer expenditure data may include:

1) Health expenditure surveys, especially those sponsored by the Ministry of
Health or other public health agencies, or by universities -- Unfortunately,
these are more scarce than is desired.

2) Household general expenditure surveys -- Likely sponsors of these surveys
are national statistical offices, the Ministry of Labor, or the central
bank; surveys to measure cost of living indices may be a useful source
for these data.

3) Special tax surveys.
4) Census data.

Provider income estimates raise sensitive issues, but might be less costly to
obtain than consumer expenditure data. Some potential sources of data are:

1) Pharmaceutical market surveys conducted by either industrial or market
research firms -- Since pharmaceutical import and production volumes are
regularly available as trade statistics, a rough approximation of retail
volume can be made by applying an estimated commercial markup in price to
wholesale values.

2) Provider income surveys conducted by schools, by the Ministry of Education,
the Ministry of Labor, or the Ministry of Foreign Relations (as part of
data on brair drain or the value of service of emigrants, or such), or by
associations of health professionals.

3) Income tax projections of various groups of the population, which may be
derived from actual tax reporting of income.

4) Income for health service practitioners, which can be estimated from data
on the income of persons of differing educational levels -- These data are
often kept by the labor and education ministries to measure the investment
value of education.

Available records from any of the above sources of information may show financing
data based on monetary transactions. However, in many situations health services are
provided largely through the donation of goods and services or through payments in
kind. To avoid overlooking or underestimating such data, it would be desirable to
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conduct interviews with officials of health service institutions at both the location

o the service provided and the central office, and to structure the interviews to
ascertain such non-monetary transfers. That information may prove to be the most
difficult type to estimate, and the practicality of exertiig the extra efforts neces-
sary to obtain it at all will depend on the study. Also dirricult--perhaps impossible--
to obtain would be income data on traditional healers, especially if they are

paid in kind.

Te acgnire the relevant data needed for an analysis of the financing of the
health sector, it is necessary to know the financing mechanisms of the health sector.
For public health Institutions (including the semiautonomous, or mixed, agencies) many
of these mechanisms will be described in public literature--particularly in enabling
laws and decrees. However, interviews should be used to assure that the nominal mech-
anisms are in fact being implemented.

For fees for goods and services, donated services, payment in kind, and other
finar.cing mechanisms, field interviews of practitioners and officials of the various
hea'th institutions may be the best, or only, source, Special sources of data may
exist for some specific institutions:

1) Credit unions or cooperative associations may provide generic information
on health service financing by their constituent agencies (e.g., pharmacy
cooperatives),

2) Industrial associations may provide information on model or typical worker
health service financing plans for their members.

3) Insurance monitoring agencles or insurance corporation associations may
provide information on private health insurance plans,

4) Professional or labor assoclations may provide information on financing of
health plans for members.

5) Creditors may provide information on the extent and mechanisms of non-
institutionalized debt financing for health services. (For example, the
Government of the Dominican Republic used USAID financing to provide bank
loans for private hospital construction, and thus information on debt
financing of hospital capital investment in the private sector was centrally
available).

Information on the incidence of taxes on the public may be avai’able from the
Ministry of Finance, the tax bureau, >r from international financial institutions, such
as the World Bank. Alternatively, othe. social service sectors-~education, welfare,
etc.~-may have generated such data for comparable sector financing studies, and know-
ledgeable informants in these sectors, as we.: as in universities, should be consulted.

In essence, the description of the pattern of financing cf health services will

require some imaginative use of existing documentary sources and interviewing by the
analyst. A great number of sources and recipients of health service financing will
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usually exist in a nation--some of which will not be obvious to outsiders or even to
many public health offictalg in the country. Estimates of the magnitude of financial
flows, and the description of the overall ("macro") effects of the financial pattern,
will rot be much affected by omission of the more obscure financial mechanisms. On
the other hand, the innovative planner may well find that novel mechanisms already in
use will provide valuable natural pilot studies for financial reform. Similarly, a
review of his~orical methods of financing health services may give both a view of

the flexibility of the fincacing syiﬁem and also clues ror a return to once successful
but now disused sources of finance.

13 For ~ne imaginative approach to estimating national health expenditures, based

on various types of data sources, see: 'Efficiency of the Guatemalan Health Sector,"
Annex 5.10 to F.W. Schieck, et al. (eds.), Health Sector Assessment: Guatemala
(Guatemala City: USAID Mission, November 1977), pp. 35-39.
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CHAPTER 1V

EVALUATING THE DATA ON HEALTH SECTOR FINANCING

An appraisal of the various methods used by a country at the national and local
levels to finance its health services requires a basis for judgment, or a set of
criteria. In principle, the same approach should be applied to evaluate expenditures
or the performance of the health delivery system, but they are not the objects of
attention here. While scmc criteria may be less contivoversial than others, all are
to some extent arbitrary and few~--1f any--can be scientifically verified. For
example, almost everyone would agree that a method or source of finance should be
fair or equitable, but the appropriate measure and degree of equity are value judg-
ments on which reasonable persons may differ.

It is not the job of those conducting the study to set national goals. However,
they should attempt to identify them and to derive from them the evaluative criteria
to be used for appraisal purposes. Naturally, the standards derived will vary among
countries. Having specified their criteria, analysts can proceed to apply them in
order to judge the current revenue svurces' consistency with national goals. acom-
mendations may follow, especially where inconsistency is found or where a particular
means of finance is deficlent by any set of standards.

The criteria that appear most likely to be important fall into four categories:
1) Equity effects of a financing source--i.e., is the burden of financing borne
fairly? 2) Efficiency aspects of a financing method--i.e., how much is collected
and at what cost? 3) Effects of a method upo. the performance of health service
delivery units--i.e., how does the source of financing affect the operation of the
healtlh scctor? 4) Macroeconomic (or aggregative) effects of financing--i.e., how
does financing atfect the overall economy?

A. IS THE BURDEN BORNE FAIRLY?

The methods of financing health care vary greatly in their impact upon those
providing the funuds. There are at least two well-recognized concepts of equity
(fairness) which can be applied to an appraisal of the effects of a method of financing.
These concepts are horizontal and vertical equity.

Horizontal equity 1is achieved when all persons at the sam. level of income
(regardless of the source of income or manner--within limits--of using it) contribute
similar amounts, Thus, a source of revenue, such as a special tax on wealth, which
bears more heavily on persons with certain sources of income than on those with other
sources, could be considered inequitable, other factors being equal. Also, a method
whose burden is felt much more by some persons than by others of identical status
would be inequitable; an exmple would be an excise tax on a product purchased mcre
by some groups than by others.

A subcategory of horizontal equity is equity of risk sharing. This is concerned
with the financing of the costs cf treatment for s catastrophic illness or other
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health problem giving rise to major expense. In some financing systems the individual
affected pays all or most of the cost of such a major health problem. In other
systems, persons at risk for such statistically unlikely events use insurance to

share the risk. Since people are willing to pay a premium to buy the insurance,
reducing the probability of very large expenses appears to have value to the consumer.

Vertical equity requires that the burden be borne in accordance with ability to
pay, that is, there should be larger payments (maybe even more than proportionately
larger ones) by higher income than lower income persons. This criterion probably is
violated when financing relies unon a lottery or direct personal expenditures, two
common means of health financing, because those sources come disproportionately
from low-income pecople. Of course, an equitable method of raising revenue might be
deficient in one of the other grounds to be specified below.

This manual does not cover another aspect of equity which some analysts might
include in their work: the equity implications of the benefits of receiving (or not
receiving) health care-—important to a broad evaluation of the sector. The omission
of it liere is based on an ailm of concentrating on sector finance, especially on
sources of support for the sector. Those wishing to conduct broader appraisals that
inclu?g benefits--and the equity of their distribution--will fird other guides to such
work, The comparison of the burden borne by specific population groups for financing
health services with the benefits they obtuin would be important in terms of both
equity and efficiency. Equity of distribution assumes not that the cost-benefit
ratio will be uniform over all groups but that the variation among groups will be
judged "fair" accovding to the countries' social and cultural values. At the same
time, benefits in relation to costs have implications for the overall efficiency of the
health system.

Financing should also be successful at "capturing' the benefits of health
services rendered. For example, comparing individual fee-for-service to community
tax financing for immunization services, one might conclude that the first often
does not capture the benefits adequately. Thus, if 507% of the population pays out-of-
pocket for immunization, the remaining 507% may benefit more by enjoying the reduced
community level of disease without the discomfort of immunization reaction. A
community tax in which all pay equally for the reduced community prevalence of disease
does not share this defect. Perhaps more important, if the financing does not
adequately capture the benefits of the activity, there is a tendency for the community
to snend less than is economically justified for the health service. The term
"public goods" is applied to those activities that should be publicly financed in order
to avoid inefficiently large or small expenditures that would occur through fece-for-ser-
vice mechanisms.

B. HOW MUCH 1S COLLECTED AND AT WHAT COST?

There are at least six different but complementary sets of criteria for assessing
a financing method in terms of its return or inherent efficiency: 1) gross yield of
the method; 2) its nev yield; 3) its impact on personal behavior and health; 4)
satisfaction of its payers; 5) its political acceptability; and 6) avoidance of
dependence on temporary sources.

14 See, for example: A. Berry and M. Urrutia, Income Distribution in Colombia (New Haven:
Yale University Press, 1976), pp. 158-174; C.E. McClure, Jr., Taxation and the Urban

Poor in Developing Countries (Washington: World Bank, Staff Working Paper No. 222,
December 1975), pp. 26-29.
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The gross yield of a method encompasses several simple but very important charac-
teristics, such as the overall capacity of the method to yield gross revenue, the
stability of its yield over time (with changing conditions), its elasticity or
responsiveness to economic growth or decline, and the predictability of the method
in its timing and amount of yield.

The net yield of a method excludes the costs »f lmpiementing and administering
it, such as the expenses of collecting a tax. Net yield, therefore, is gross yield
minus costs of administration., It indicates, in a sense, the efficiency of raising
funds.

Another cost (or, depending on its impact, perhaps a benefit) of a financing
method is its effect on persoral behavior and ultimately on health status. An
example of this (in the potential benefit sense) is the impact of an excise tax on
the activity it is intended to discourage. Thus, the financing of health services
through taxes on sales of alcohol and tobacco is thought by some to have the twofold
impact of providing health services and reducing the 111 health resulting from
aleohiolism and smoking. Clearly, studies of the effects of alcoholism or the like
upon health status go bevond the analysis of financing methods.*

A different type of cost method is the satisfaction (or dissatisfaction) of
its payers. A common example of a method which is thought to provide high satisfaction,
aside from any health benefits deriving from the programs supported by it, is a
lottery. There is no doubt of the pertinency of the satisfaction standard to an
asscssment of methods of financing. Conceptually it is distinguishable from other
criteria, such as equity and yield. Nevertheless, in practice it is very difficult
to estimate without costly special purpose surveys—-except indirectly through rough
proxies like political tests, votes for representatives, and occasional opinion
polls.

The practicality (or impracticality) of estimating payer satisfaction points to
a oroader critervion with which to analyze a financing method. Political considerations
concerning u method, such as the acceptability of a method or the resistance to it,
cither from the general population or from specific groups of people, obviously
are crucial to its usefulness (even to its existence); they could be considered a
cost of using a particular method. This political criterion generally gnes beyond
payers in its scope, embracing all important participants in the political process.
As in the case of user satisfaction, political acceptability poses some difficulty as
an opevational criterion. Tt is douhtful that analysts should expect to apply this
principle in a health sector assessment emphasizing economic considerations when
appraising specific methods of finance, However, it would be wise for the analyst
to consult with experts scnsitive to pelitical currents for advice on the political
acceptability of a financing measure. Certainly those who make the crucial decisions
on sector finance will take those considerations into account.

A sixth, and final, criterion within the category of efficiency aspects of a
financing method (with emphasis on the costs of raising revenues) is dependence. A
financing method creates o dependency if it encourages or develops a reliance by the

%

An estimate of the price elasticity of demand for the product being excised is an
important indicator of how high the tax must be to affect consumption of the product,
Elasticity also will have implications for the yield of such a tax.
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recipients of services on sources of funds from other persons. It is generally con-
sidered to be pejorative, as when one nation becomes dependent on foreign-based
multinational corporations in health-related industries due to a reliance on foreign
private investment capital. Dependence may represent the reverse of a desirabl. goal
as in the case of the dependence of the poor on the more affluent for the financing
of their health services through the progressive inc.me tax. The valuation of cases
of dependency is important so that planners will avoid naively recommending something
that cannot be sustained, such as temporary sources of financing. Situations of
dependercy are created most frequently by public and decentralized organizations
which find temporary domestic tax sources or external assistance for their programs.

C. HOW DOES A PARTICULAR SOURCE AFFECT THE OPERATION OF THE HEALTH SECTOR?

In addition to the equity and efficiency aspects described above, a particular
means of financing may alsc impact on the pattern of use of health services, on the
manner of providing them, and on the type of services provided. Loglc and experlence
suggest that the method of financing health services affects the volume and type of
services used. For example, progressive income taxes may allow a greater use of
publicly financed health services b, low-income persons than would otherwise occur,
while self-payment (direct private expenditure) will have the opposite effect on
Lite utilization of medical care by the poor. Also, when care has been financed by
insurance payments, it has been observed that the insured use health services at
higher rates than uninsured people do. A particular means of financing may affect
also the timing of health services use. Direct payments may result in a postponement
of preventive health services by certain groups, since such services are considered
less urgent despite their greater long-term importance.

The method of financing can also affect the provision of health services. An
illustration of this is the displacement effect--that is, the replacement of one
source of [inancing by another rather than an augnentation of the original source
by the newer source. For example, charitable contributions may lead to diminished public
support in a certain area, resulting in little or no net impact on health services,
while an equivalent public expenditure might result in an increase in health services.

A full view of the effec .s of funding on the operation of the heaith sector should
include an examination of the differential effects of various provider compensation
techniques on the types and volume of services used. The best known illustration
probably is the impact of capitation or salaried arrangements for the payment of
physicians. With physician payment in the form of salary or on a capitation
basis (a fixed fee to the physician per patient covered rather than per service
provided), the use of preventive and other ambulatory health services increases
while the use of hospitalization decreases-—at least in prepaid group practices.
Another example would be prospectively-determined rates for hospital reimbursement by
third parties. Data availability for application of these bases of appraisal is likely
to limit studies in developing countries.

D. HOW DOES FINANCING AFFECT THE OVERALL ECONOMY?
Although a full assessment of the effects of health financing on the overall

economy 1s generally beyond the scope of a sector analysis. consideration of some
of those effects could be valuable and might be feasible, especially in a large study.



One effect of considerable significance is the impact of any given level of health
service funding on the general level of prices, that is, on inflation. The rela-
tionship between health expenditures and revenue, as well as the sources of that
revenue, can affect prices. A potentially inflationary method would bhe the

financing of health care through government borrowing, especially from foreign funds.
Loans may help to raise nominal allocations, but re~i increases may lag behind as
salaries are raised and equipment and supply costs increase, especially if the loans
come from outside the country. When loans are used to bring about health service
expansion in a relatively short time span, the pressure of increased demand on scarce
resources (particularly health services personnel) may drive up medical prices.

A specific source of financing may affect incentives and effort expended for na-
tional production and economic growth. Some writers believe, for example, that
income taxes restrict eftfort--~especially that of persons in high positions who
might be heavily taxed--thus diminishing output and the growth rate. Taxes on
capital would have different effects than those on labor. Adequate testing of the
empirical validity of these hypotheses, however, would be beyond the scope of a health
sector analysis,

A final overall eccnomic impact of health sector financing might be called
"affordability," or the capacity of a nation te pay for health services. There
is no single concept of affordability. Rather it is a flexible idea related to
social values as well as to economic indicators. It can be connected to attempts
to measure the total effort at health sector finance made by a nation, perhaps
in comparison with the efforts of others, which would go beyond the analysis of
specific sources. This attention might be disaggregated to consider effort or
"affordability" of: specific sources; regional or local governmental activities; and
individual families' expenditures.
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CHAPTER V

PRESENTING AND USING THE RESULTS 0. EVALUATIONS

After completing the evaluation of the existing pattern of health finance using
the techniques described in this manual, the anzlysz will be prepared to mske
tentative judgments on the appropriateness of the current pattern and to discuss
them with policy-makers. That pattern can be completely accepted or rejected in
wholea or in part, of course. If at least part of it is acceptable to those who
make financial decisions, the analyst mav be asked to examine alterrative sources
of financing, which would be evaluated in accordance with the principles described
in this manual. Finally, rszcommendations might be made based on the findings and
judgments of the evaluation. If any changes are proposed, the procedures for
accomplishing them also might be summarized in a report to the appropriate audience,
which should include the persons who will make the crucial decisions on adopting
them. Health administrators who would have to iuplement any changes, or alterna-
tively deal with the same funding situation, alsc would be interested in the results.

Analytic conclusions regarding the health sector, or one of its subsectors, will
fall into two broad classes: 1) the status of expenditures and changes recommended in
them; and 2) the pattern of sources of income and changes in them. In addition,
the results of descriptions and assessments of finance might indicate the need for
other information required for future policy decisions. Examples of those could
include more detailed breakdowns of the uses of funds by geographic area or by popu-
lation group andlgetter estimates of the distribution of the burden of particular
revenue sources.

Illustrations of nossible recommendations on expenditures, such as bripging
actual spending into closer conformity with appropriations and devoting additional
resources to certain underserved groups in the population or to specific programs
of preventive care, show the obvious potential importance of evaluations to national
policy makers--among them, budgeting nfficials--and to high level administrators.
Analytic results concerning sources of income for health could include the following:
arguments over reorienting governmental funding from one tax to another--for example.
from popular but regressive indirect taxes to direct ones; considerations in modifying
reliance on external assistance; and comparisons fgr judging the relative importance
of private and public measures to produce revenue. 6

15 For an example of a study containing conclusions with policy recommendations and
suggestions of new data collections, see: '"Financing the Health Sector of
Guatemala" (footnote 3),

16

These results and rheir related policy steps are found not only in the Guatemalan
report cited before but also (in summary form) in: World Health Organization,
Manual of Surveys of Health Financing (footnote 5), pp. 31-32 and Appendix 10.
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In principle the presentation of evaluative results and recommendations will be
similar for subsectors or specific programs and entire health sector assessments,
Of course, the range of problems and data for analyses and recommendations will be
wider for a full assessment. The important point to be kept in mind in planning,
executing, and reporting evaluations is that health firancing policies can be
positively affected by thorough descriptions and careful interpretations with
thoughtful recommendations. Such work will be essential for closing the gap between
the health resources needed and those available 1in developing countries,
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APPENDIX A

MODEL TABLES FOR DATA COLLECTION

List of Tables:

1 Income Received, by Source of Income (including Transfers), and Expen-
ditures Made, by Program (or by Type of Expense), By Individual Organization
Which Only Collects & Transmits Funds: [Organization

[§%)

Income Received, by Source of Income (including Transfers), and
Expenditures Made, by Program (or by Type of Expense), By Individual
Organizaticn Which Provides Health Services and Might Raise Part of
Its Own Funds: [Organization]

3 Summary of Income Received, by Source of Income, by All Public Health
Service Organizations

4 Summary of Income Received, by Source of Income, by All Mixed Health
Service Organfzations

5 Summary of Income Received, by Source of Income, by Selected Private
Health Service Organizations

6 Summary of Expenditures Made, by Program, by All Public Health Service
Organizations

7 Summary of Expenditures Made, by Type of Expense, by All Public Health
Service Organizations

8 Summary of Expenditures Made, by Program, by All Mixed Health Service
Organizations

9 Summary of Expenditures Made, by Type of Expense, by All Mixed Health

Service Organizations

10 Summary of Expenditures Made, by Program, by Selected Private Health
Service Organizations

11 Summary of Expenditures Made, by Type of Expense, by Selected Private
Health Service Organizations

12 Comparison of Income and Expenditures, Budgeted versus Actually Executed,
in Selected Years For: [Organization]

Note:
For Tables 1-13, each column represents a different year.
For Tables 14-19, the year selected is indicated (inserted) in the title.




List of Tables: (Cont'd)

13

14

15

16

17

18

19

Comparison with Gross Domestic Product (or Gross National Product) and
with Governmental Budget Totals of Health Expenditures Made by the
Ministry of Health and the Total of All Public and Mixed Health Service
Organizations

Number and Proportion of Households That Made Any Direct Health
Expenditures on Varions Types of Service in [Period] , by Level of
Household Income: Tctal Nation

Number and Proportion of Households That Made Any Direct Health
Expenditures on Various Types of Service in [Period], by Level of
Household Income: Urban Residents

Number and Proportion of Households That Made Any Direct Health
Expenditures on Various Types of Service in [Period], by Level of
Household Income: Rural Residents

Direct Health Expenditures and Proportion of Household Income Used
for Expenditures on Various Types of Service in [Period] , by Level
of Household Income: Total Nation

Direct Health Expendtures and Proportion of Household Income Used
for Expenditures on Varilous Types of Service in [Period], by Level of
Household Income: Urban Residents

Direct Health Expenditures and Proportion of Household Income Used

for Expenditures on Varilous Types of Service in [Period], by Level of
Household Income: Rural Residents
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Country

Table 1

Income Received, by Source of Income (including Transfers),

and Expenditures Made, by Program (or by Type of Expense),

By Individual Organization Which Only Collects & Transmits Funds:

[Oorganization]

Source of Income:

Expenditures:

SOURCE (For table):
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Country

Table 2

Income Received, by Source of Income (including Transfers),

and Expenditures Made, by Program (or by Type of Expense)

By Individual Organization Which Provides Health Services

and Might Raise Part of Its Own Funds:

[Organization]

L'
o
n
oP
n

Source of Income:

Expenditure:

SOURCE (for table):
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Country

Table 3

Summary of Income Received, by Source of Iancome,

by All Public Health Service Organizations

Source of
Income $ % S % $

TOTAL

Source:
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Country

Table 4

Surmary Of Income Received, by Source of Income,

by All Mixed Health Service Organizations

Source of
Income $ % 5 % $

TOTAL

Source:
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Country

Table 5

Summary of Income Received by, Source of Income,

By Selected Private Heaith Service Organizations

Source of
_Income $ % $ % $ %

TOTAL

Source:
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Country

Table 6

Summary of Expenditures Made, by Program,

by All Public Health Service Organizations

Program
frogram $

TOTAL

Source:
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Country

Table 7

Summary of Expenditures Made, by Type of Expense,

by All Public Eealth Service Organizations

Type of Expense

TOTAL

Source:
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Country

Table 8

Summary of Expenditures Made, by Program,

by All Mixed Health Service Organizations

Program $ % $ %

TOTAL

Source:
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Table 9

Summary of Expenditures Made, by Type of Expense,

by All Mixed Health Service Organizations

Type of Expense

TOTAL

Source:

39



Country

Table 10

Summary of Expenditures Made, by Program,

by Selected Private Health Service Organizations

Program $ % $ % $

TOTAL

Scurce:
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Country

Table 11

Summary of Expenditures Made, by Type of Expense,

by Selected Private Health Service Organizations

Type of Expense

TOTAL

Source:
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Country

Table 12

Comparison of Income and Expenditures Budgeted versus Actually Executed,

in Selected Years

for: [Organization]
19 19
Budgeted | Received | Received/ | Budgeted Received|Received/
Budgeted Budgeted

$ $ % $ $ %

Source of
Income:

Eiggﬂgitures:

Source:
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Country

Table 13

Comparison with Gross Domestic Product (or Gross National Product)

and with Governmental Budget Totals

of Health Expenditures Made by the Ministry of Health

and the Total of All Public and

Mixed Health Service Organizations

Expenditures &
Other Totals $ % $ % S %

Gross Domestic
Product -- - -

Ministry of
Health

Total Public
& Mixed

Consolidated
Nat'l Budget - - -

Ministry of
Health

Total Public
& Mixed

Central Gov't.
Budget -- - -

Ministry of
Health

Total Public
& Mixed

Source:
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Country

Table 14

Number and Provortion of Households That Made

Any Direct Health Expenditures on Various

Types of Service in , [ Period]

by Level of Household Income: Total Nation

Household Number Households Households Households
Income of With any with Expends. with Expends.
per Period Households |Health Expent on Drugs pn Prof. Serv.
$ Number | % | Number 3 Number 3
ALL
Source:
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Country

Table 15

Number and Proportion of Households That Made

Any Direct Health Expenditures on Various

Types of Service in , [Period]

by Level of Household Income: Urban Residents

Household
Income
per Period

$

Number Households Households Households
of with any with Expends. with Expends.
Households |Health Expen on Drugs on Prof. Serv.
Number % Number % Number $

ALL

Source:
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Country

Table 16

Number and Proportion of Households That Made

Any Direct Health Expenditures on Various

Types of Service in

, [ Period]

by Level of Household Income:

Rural Residents

Household
Income
per Period

Number
of
Households

Health E
Number

Households
with any

pen
%

Households

with Expends.

on Drugs
Number

3

Households
with Expends.

on Prof.
Number

Serv.
%

ALL

Source:
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Country

Direct Health Expenditures and Proportion

Table 17

of Household Income Used for Expenditures

on Various Types of Service in

by Level of Household Income: Total Nation

[Period] ,

Household Total Expenditures Expenditures Expenditures
Income Income in Total on Drugs on Prof. Serv.
per Period % of % of % of
S S S Income S Income $ Income
ALL
Source:

47




Country

Table 18

Direct Health Expenditures and Proportion

of Household Income Used for Expenditures

on Various Types of Service in [ Period]

by Level of Household Income: Urban Residents

Household Expenditures Expenditures Expenditures
Income Total in Total on Drugs on Prof. Serv.
per Period |Inccme % of % of % of

$ $ $ Income $ Income $ Income

ALL

Source:
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Country

Direct Health Expenditures and Proportion

Table 19

of Household Income Used for Expenditures

on Various Types of Service in

[ Period],

by Level of Household Income:

Rural Residents

Household Expenditures Expenditures Expenditures
Income Total in Total on Drugs on Prof. Serv.
per Period Income % of % of % of
$ $ $ Income $ Income $ Income
ALL
Source:
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APPENDIX B

SOURCES OF HEALTH SERVICE FINANCING

A. MAJOR SOURCES

1. General Public Revenues

a, Taxes collected by the central government, or other levels of government,
to finance its activities and programs:

(L) income taxes - tayes assessed on the current year's earnings of an
individual (i.e., wages, salaries, dividends, interest).

(2) profit taxes - taxes levied on the profits of businesses.
b. Taxes levied on foreign commerce:
(1) import taxes - taxes imposed on goods imported into the country,

2) export taxes - taxes imposed on products exported from the country.

2, Internal Deficit Financing - borrowing money within the country, usually through
the issuance of bonds, to cover a difference between expenditures and revenues,

3. External Assistance - loans and grants, either in money ¢r in goods and services,
nade to the recipient government or its populace by foreign governments, institutions,
‘nternational agencies, or persons.

Insurance Revenues - payments made by employees and employers (usually through
ayroll taxes) and personal contrvibutions for health insurance programs. The health
nsurance programs may be either public or private.

Special Taxes, and Revenues from Lotteries and Betting:

a. Taxes levied on specific products or activities and/cr used to finance
specific povernmental proprams:

1) sales taxes - taxes levied on consumer purchases generally dedicated
to & specific use (e.g., financing local governments) but also used
on occasion for general revenues.

(2) property taxes - taxes on real estate (homes, buildings, land) and
persenal property (furniture, clothing, jewelry). Usually dedicated
to a specific use (e.g., financing education) but also used for
gencral revenuc,

(3) excise taxes - taxes levied on the manufacture, sale, or consumption

of a commodity within the country (e.g., beer tax, alcohol tax,
tobacco tax).
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8. Coaperative Financing - the formation of a cooperative (an organization owned

by and operated for the benefit of those usinpg its services) to finance medical
services, pharmaceutical purchases, etc.

9. Miscellancous User Charges - fees and charges used to collect income from the
users of a service.  For example, water and scewer services are financed by speecial
mechanisms such as metering, connection charges, fixed monthly charges, user specific

riates, ote,

10, Transfers - the passing of resources from one part of government to another.
Transfers of funds can be between different parts of onc level of government (e.g.,
from the Treasury to the Ministry of Health, both on the nationel level).,  Although
transfers of funds are not the ultimate source of revenues, they can appedr as sources
to the health sector or its subdivisions.

L. Migration of Highly Trained Professionals - or "brain drain' may be the
cquivalent of a dpltl] transfer in that 4 country gains (or loses) the value of
the investment in the person's training. (Similarly, cost-free use of a patent
Iicense represents an equivalent income in the form of deferred research and
development costs).,

P2, Bapropriation - the seizure of property of an individual or organization by
the pgoverament,













Groves, Harold M. Financing Government (4th ed.). New York: Holt, 1954.

Hall, Thomas L. "Chile Health Manpower Study: Methods and Problems.' International
Journal of Health Services, Vol, 1, No. 2, May 1971, pp. 166-184.

Hall, Thomas L. Health Manpower in Peru: A Case Study in Planning. Baltimore: Johns
Hopkins University Press, 1969.

Hall, Thomas L., et al. Recursos Humanos de Salud en Chile. Santiago: Ministerio
de Salud P@blica and Consejo Nacional Consultivo de Salud, 1970.

Hall, Thomas L. and Diaz, P.S. "Social Security and Health Care Patterns in Chile."
International Journal of Health Services, Vol. 1, No. 4, Nov, 1971, pp. 362-377,

Hastings, J.E.F., et al. "An Interim Report on the Sault Ste. Marie Study: A
Comparison of Personal Health Services Utilization." Canadian Journal of
Public Health, Vol. 61, No. 4, July-August 1970, pp. 289-296.

Heller, Peter S. "An Analysis of the Structure, Equity and Effectiveness of Public
Sector Health Systems in Developing Countries: The Case of Tunisia, 1960-1972."
Ann Arbor: University of Michigan, Center for Research on Economic Development,
Discussion Paper No. 43, February 1975.

Helle,, Peter S. '"Issues in the Allocation of Resources in the Health Sector of
Developing Countries,' Ann Arbor: University of Michigan, Center for Research on
Economic Deveiopment, Discussion Paper No. 67, February 1977.

Heller, Peter S. '"Issues in the Costing of Public Sector Outputs: The Public Medical
Services of Malaysia.'" Washington, D.C.: World Bank, Bank Staff Working Paper
No. 207, June 1975.

Heller, Peter S. "A Model of the Demand for Medical and Health Services in West
Malaysia." Ann Arbor: University of Michigan, Center for Research on Economic
Development, Discussion Paper No. 62, October 1976.

Heller, Peter S. '"The Strategy of Health Sector Planning in the People's Republic of
China.'" Ann Arbor: University of Michigan, Center for Reseurch on Economic
Development, Discussion Paper No. 24, July 1972,

Heredia, R., Restrepo, P., and Vivas, A. '"Financiamiento y Destino de los Fondos
del Sissema de Salud en Colombia." Bogota: Corporacion Centro Regional de
Poblacion, 1976.

Hinrichs, H.H. '"Tax Reform Constrained by Fiscal Harmonization with Common Markets:
Growth without Development in Guatemala." 1in Geithman, D.T. (ed.). Fiscal
Policy for Industrialization and Development in Latin America. Gainesville:
University of Florida Press, 1974, pp. 81-116.

Hu, Teh-Wei (ed.). International Heilth Costs and Expenditures. Washington: John
E. Fogarty International Center for Advanced Study in the Health Sciences, DHEW
Publication No. NIH-76-1067, 1976.

Hu, Teh-Wei. '"The Financing and the Economic Efficiency of Rural Health Services in
the People's Republic of China." International Journal of Health Services, Vol.
6, No. 2, Spring 1976, pp. 239-249.

56



Huang, Lien-fu, and Rosett, Richard N. ''The Effect of Health Insurance on the Demand
for Medical Care." Journal of Political Economy, Vol. 81, No. 2, March-April
1973, pp. 281-305.

Kaplinsky, Raphael, and Rifkin, Susan B. 'Health Strategy and Development Planning:
Lessons from the People's Republic of China." The Journal of Developmental
Studies, Vol. 9, No. 2, January 1973, pp. 213-232,

Keintz, Rita M. National Health Insurance and Income Distribution. Lexington, Mass:
Lexington Books, D.C. Health and Co., 1976.

Klarman, H.E. "Economic Research in Group Medicine." in New Horizons in Health Care:
Proceedings, lst International Congress on Group Medicine. Winnipeg: Wallingford

Press, 1970, pp. 178-193.

Kleiman, E. "The Determinants of National Outlay on Health." in Perlman, Mark (ed.).
The Economics of Health and Medical Care. New York: Halstead Press, 1974, pp. 66-
81,

Kwon, Jene K. "On the Relative Efficiency of Health Care Systems." Kyklos, Vol. 27,

Fasce. 4, 1974, pp. 821-839.

Lazarcik, Gregor. '"Defense, Education and Health Expenditures and Their Relations to
GNP in Eastern Europe, 1960-1970." The American Economist, Vol, 17, No. 1,
Spring 1973, pp. 29-34.

Mach, E.P. '"The Financing of Health Systems in Developing Countries: Discussion
Paper.'" Social Science and Medicine, Vol. 12, 1978, pp. 7-11.

McLure, C.LE., Jr. "The Incidence of Colombian Taxes 1970." Houston: Rice
Univoersity, Program of Development Studies, Summer, 1973.

McLure, C.E., Jr. "The Incidence of Colombian Taxes, 1970." Economic Development and
Cultural Change, Vol, 24, 1975, pp. 155-183.

McLure, C.E., Jr. Taxation and the Urban Poor in Developine Countries, Washineton:
World Bank, Staff Working Paper No. 222, December 1975.

McKenzie~Pollock, James §, '"Putting a Price Tag on Health: A Ten-Dollar Health
Plan,” Internatiounal Development Review, Vol, 16, No. 1, 1974, pp. 27-28,

Malenbaum. Wilfred. "Health and Productivity in Poor Areas." in Klarman, H.E. (ed.)
Empirvical sStudies in Health Economics. Baltimore: Johns Hopkins University Press
14

1970, pp. 31-54.

Malenbaum, Wilfred. "Progress in Health: What Index of What Progress?" Annals
Vol. 593, January 1971, pp. 109-121. ’

Malenbaum, W.  "Health and Economic Expansion in Poor Lands." International Journal
of Health Services, Vel. 3, No. 2, Spring 1973, pp. 161-176,

Maynard, Alan, Health Care in the European Community, London: Cromm Helm Ltd
1975, v

57



Musgrave, R.A. The Theory of Public Finance. New York: McGraw-Hill, 1959,

Mushkin, Selma J. "Health as an Investment.' Journal of Political Economy, Vol,
70, No. 5, Part 2, October 1962, pp. 129-157.

Myrdal, Gunnar. Asian Drama: An Inquiry into the Poverty of Nations. New York:
Pantheon, 1968, Vol, II1, Chapter 50, "Health," pp. 1555-1619.

Newhouse, Joseph P,, and Phelps, Charles E. '"Price and Income Elasticities for Medical
Care., Secrvices." In Perlman, Mark (ed.). The Economics of Health and Medical
Care. New York: Halsted Press, 1974, pp. 139-161.

Newhouse, Joseph P, "Inflation and Health Insurance." in Zubkoff, Michael (ed.).
Health: A Victim or Cause of Inflation. New York: Neale Watson Academic
Publication Inc., 1976, pp. 210-224.

Newhouse, Joseph P, '"Income and Medical Care Expenditure Across Countrles.'" Santa
Monica, California: Rand Corp. Paper Series, No. P-5608-1, August 1976.

Orellana, R.A. and De Leon, A.E. Ingresos y Gastos de Familias Urbanas de Guatemala,
Guatemala: Universidad de San Carlos, Instituto de Investigaciones Lconomicas y
Sociales, 1972,

Or-llana, R.A. 'Problems Nacionales: Aumento del Costro de Vida y la Merma del Poder
Adquisitivo del Quetzal." Guatemala: Universidad de San Carlos, Instituto de
Investigaciones Economicas y Sociales, April 1977.

Organisation for Economic Co-operation and Development. Public Expenditure on Health.
Paris: OFCD, Studies in Resource Allocation No. 4, 1977.

Paglin, Morton. ''Public Health and Development: A New Analytical Framework."
Economica Vol. 41, No., 164, November 1974, pp. 432-441.

Pan American Health Organization, Financing of the lealth Scctor, Washington: PAHO,
Scientitic Publication No, 208, 1970.

Pan American Health Organization Health Planning: Problems of Coucept and Method.
Washington: PAHO, Scientific Publication lo. 111, 1965,

Park, Cheng Kee. Financing Health Services in Korea. Seoul: Korea Development
Institute, 1977.

Perlman, Mark., “Economic History and Health Care in Industrialized Nations."
in Perlman, Mark (ed.). The Economics of Health and Medical Care, New York:
Halsted Press, 1974, pp. 21-33.

Pinstrup-Anderson, P. et al, "The Impact of Increasing Food Supply on Human
Nutrition." American Journal of Agricultural Economics, Vol. 58, No. 2, May
1976, pp. 131-142,

Reutlinger, Shlomo and Selowsky, Marcelo. Malnutrltion and Poverty: Magnitude and
Policy Options. Baltimore: Johns Hopkins Unlversity Press, World Bank Occasional
Papers No. 23, 1976.

58



Rire, Dorothy P, "Estimating the Cost of Illness.'" American Journal of Publ:c Health,
Vol. 57, No. 3, March 1967, pp. 424-440,

Rice, Dorothy P. and Cooper, Barbara S, "The Lconomic Value of Human Life." American
Journal of Public Health, Vol. 57, No. 11, November 1967, pp. 1954-1966.

Robertson, Robert L. "Fronomic Effects of Personal Health Services: Work Loss in a
Public School Tea. - Population.” American Journal of Public Health, Vol. 61,
No. 1, January 1971, pp. 30-45,

Roemer, M.I. Comparative National Policies on Health Care. New York: Marcel Dekker,
1977.

Rocmer, M.I. "Health, Income Distribution, and Source of Health Expenditures in
Developing Countiies.'" in CPI Associates, Inc. (eds.). Health or Wealth:
Reassessment of an 0ld Dilemma. Rockville, Md.: USDHEW, Office of Inter-
national Health, 1978,

Roemer, M.IT. The Organization of Medical Care under Social Security: A Study Based
on the Experience of Eight Countries. Geneva: International Labor Office, 1969.

Roemer, M.I. "Social Security for Medical Care: 1Is it Justified in Developing
Countries?" TInternational Journal of Health Services, Vol. 1, No. 4, Nov. 1971,
pp. 354-361.

Roemer, M.1. and Maeda, N. 'Does Social Security Support for Medical Care Weaken
Public Health Programs?" International Journal of Health Services, Vol. 6, 1976,
pp. 69-78.

Roemer, M.I. and Shonick, W. "HMO Performance: The Recent Evidence." Milbank

Memorial Fund Quarterly, Vol. 51, No. 1, Summer 1973, pp. 371-317.

Rosenberg, R.E. '"Payroll Taxation in Developing Countries: The Philippine Case."
Journal of Development Studies, Vol. 13, 1977, pp. 1l44-161,

Rural Health Neceds. Kathmandu, Nepal: Tribhuvan University, Institute of Medicine,
1977.

Saunders, R.J. and Warford, J.J. Village Water Supply: Economics and Policy in the
Developing World. Baltimore: Johns Hopkins University Press, 1976,

Schieck, F.W., et al. Health Sector Assessment: Guatemala. Guatemala City:
USAID Mission, November 1977.

Segall, Malcolm. "The Politics of Health in Tanzania."  Development and Change,
Vol. 4, Nu. 1, 1972-73, pp. 39-50.

Selwyn, B.J. Instructional Manual for Conducting Field Studies in the Use and
Non-Use of MCH/Family Planning Services. Washington: World Bank, Population
Projects Department, Research Series, 1977.

Sgontz, Larry G. 'The Economics of Financing Medical Care: A Review of the Literature."
Inquiry, Vol. 9, No, 4, December 1972, pp. 3-19.

59



Somers, Anne R. "Some Basic Determinants of Medical Care and Health Policy." The
Milbank Memorial Fund Quarterly, Vol. XLVI No. 1, January 1968, Part 2, pp.
13-31.

Sorkin, Alan L, Health Economics. Lexington, Mass: Lexington Books, D.C.
Health and Co.. 1975.

Sorkin, Alan L., Health Ecomomics in Developing Countriag. Lexineton Ronks, D,C,
Health and Co.. 1976. bo. I107-T177,

Stewart, Charles T.,Jr. '"Allocation of Resources to Health." The Journal of Human
Resources, Vol, 6, No. 1, Winter 1971, pp. 103-122.

Struckmeyer, H.J. '"Coffee Prices and Central America." Finance & Development,
Vol. 14, 1977, pp. 28-31f,

Syncrisis: The Dynamics of Health, An Analytic Series on the Interactions of Health
and Socloeconomic Development, Rockville, Md.: USDHEW, Office of International
Health: Vol. I, Panama (1972); Vol. II, Honduras (1972); Vol. III, Perspectives
and Methodology (1972); Vol. IV, The Philippines (1972); Vol. V, El Salvador
(1972); Vol. VI, Haiti (revised, 1972); Vol. VII, Liberia (1973); Vol. VIII,
Ethiopia (1974); Vol. IX, Dominican Republic (1974); Vel.X, Ghana (1974); Vol. XI,
Nicaragua (1974); Vol, XII, Thailand (1974); Vol. XIII, Botswana, Lesctho and
Swaziland (1975); Vol. XIV, Zaire (1975); Vol. XV, Tunisia (1975); Vol. XVI,
Egypt (1976); Vol. XVII, Bangladesh (1976); Yol. XVIII, Fakistan (1976);

Vol. XIX, Senegal (1976).

Taylor, Carl E., Dirican, Rahmi and Deuschle, Kurt W, Health Manpower Planning in
Turkey: An International Research Case Study., Baltimore: Johng Hopkins
University Press, 1968.

USAID/Bolivia. Bolivia Health Sector Assessment. LaPaz: USAID Mission, January 1975.

USAID/Colombia. Colombian Health Sector Analysis. Bogota: USAID Mission, May 1974.

USAID/Dominican Republic., Health Sector Assessment for the Dominican Republic,
Santo Domingo: USAID Mission, February 1975,

USAID/Nicaragua., Health Sector Assessment for Nicaragua. Managua: USAID Mission,
February 6, 1976.

Valdes, Nelson P, "Health and Revolution in Cuba." Science and Society, Vol. 37,
No. 3, Fall 1971, pp. 311-335; and "Health and Revolution in Cuba: An Addendum,"
Science and Society, Vol., 37, No. 4, Winter 1971, p. 481.

Vukmanovic, €. 'Decentralized Socialism: Medical Care in Yugoslavia." International
Journal of Health Services, Vol. 2, No. 1, Feburary 1972, pp. 35-44.

Weisbrod, Burton A. "Research in Health [conomics: A Survey." International Journal
of Health Services, Vol. 5, No., 4, Nov. 1975, pp. 643-661.

Wilner, D.M., et al. The Housing Environment and Family Life. Baltimore: Johns
Hopkins University Press, 1962.




World Bank. Health: Sector Policy Paper. Washington: World Bank, 1976.

World Bank. Village Water Supply: A World Bank Paper. Washington: World Bank, 1975.

World Health Organization. Health Economics: Report on a WHO Interregional Seminar.
Geneva: World Health Organization, Public Health Papers No. 64, 1975,

World Health Organization. Manual for Surveys of Health Financing. Geneva: WHO,
Draft, November 23, 1978.

World Health Organizatiorn. National Health Planning in Developing Countries: Report
of a WHO Expert Committee. Geneva: World Health Organization, Technical Report
Series No., 350, 1967.

Zschock, D.K. Health Care Financing in Developing Countries. Washington: American
Public Health Association, 1979,

Zschock, D.K. "Health Planning in ILntin America: Review and Evaluation." Latin
American Research Review, Vol. !, No. 3, Fall 1970. pp. 35-56.

Zschock, Dieter K., Robertson, Robertv L., and Daly, John A. Health Sector Financing
in Latin America: Conceptual Framework and Case Studles., Rockville, Md.: USDHEW,
Office of International Health, December 1976,

61

*U,S, OOVERNMENT PRINTING OFFICE: 1979 0-100-482/6469



Volumes in International Health
Planning Methods ~ Guidelines for Analysis

1. Communicable Disease Control Planning

2. Environmental Health Planning

3. Health Manpower Planning

4. Socio-cultural Factors in Health Planning

5. Health Facilities Planning

6. Indigenous and Private Health Care Planning

7. Pharmaceutical Supply System Planning

8. Health Sector Financing in Developing Countries
9. Community Health Planning

10. Healch or Wealth

Volumes in International Health

Planning Reference Series - Selected Bibliographies
and State-of-the-Art Reviews

1. Communicable Discase and Health Planning
References

2. FEnvironmental Healtb References

3. Health Manpower Planning References

4. Socio-cultural Facotrs in Health References
5. Pharmaceutical Supply System Bibiiographies

6. Health Facilities Planning References



sstuno) Juido[sas ul Supueul 10193S Yl[eaH JO SISA[eUY 10J Saul[apinn

U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
Public Health Service
Offrce of the Assistant Secretary for Health






