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CHAPTER 1

INTRODUCTION

1.1 Background

The term "Health Sector Assessment" (HSA) has been used for
several years by U.S.A.[.D., and other international agencies as
well, to refer to a spectrum of different types of studies. 1In
the early 1970s, the Latin American Bureau of AID sponsored
several formal and ambitious HSAs, which were envisioned as a
major research, analysis &and planning etfort, conducted princi-
pally by the host country with AID/Mission technical assistance
and financial support.

In the Asia Bureau of AID, HSAs have varied widely ir purpcse,
scope, quality and manner of undertaking, but generally have been
far less ambitious than the Latin American HSAs. The principal
purpose of Asia HSAs has been to support the development of
Health Sector Strategies as part of Country Development Strategy
Statements. When done well, HSAs can help to focus resources on
problems where greatest impact can be achieved, and also communi-
cate this result effectively to both host country and U.S.A.I.D.
officials. They have also served other purposes, for example, to
justify a particular project, to sensitize the host country to a
particular problem, or to support the development of a planning
capability in health/nutrition/population. As a vesult, the
scope has varied, running from assessments of a broadly conceived
health/nutrition/population sector to a focused review of some
subcomponent thereof.

The manner in which HSAs have been carried out has also varied.
In some instances, cmall expert teams have been sent to the host
country for a few weeks to interview host country personnel,
review documents and prepare a report in collaboration with the
local AID Mission. Team members might be AID/Washington person-
nel, or outside consultants, or a combination, who may or may not
have had previous experience in the host country or with AID.
Such factors and a host of others, such as the quality and avai-
lability of data, have led to variation in the quality of the
HSAs.

Although many HSAs had been done, no systematic effort had ever
been made to draw the general lessons from them as they apply
specifically to the Asia Bureau of AID. Recognizing this, the
Asia Bureau of AID gave a purchase order to Community Systems
Foundation of Ann Arbor, Michigan in 1985 to anaiyze previous
HSAs and related efforts, and develop guidelines for HSAs which
could be used in the preparation of their Country Development
Strategy Statements (CDSS).



1.2 Scope of Work

Develop guidelines which the Asia Bureau can use to carry out
health sector assessments, including nutrition and health related
family planning elements. Develop the guidelines from an
analysis of previous health assessments, related efforts in nut-
rition and family planning, and the Asia Bureau Health/Nutrition/
Family Planning Strategy. The results should be written up to
serve as guidelines to U.S.A.I.D. Missions in the preparation of
their Country Development Strategy Statements.

Such guidelines could provide several advantages to the Asia
Bureau, the Missions, and the host countries: more focus towards
AID and Asia Bureau objectives, higher quality HSAs, savings of
consultant time, standards against which both AID/Washington and
Mission officials can judge proposals for and results of HSAs,
and for training programs.

The following activities are to be undertaken in preparing
guidelines:

(a) Interview Asia Bureau personnel and review relevant
documents regarding Bureau objectives and expectations for
HSAs, health sector strategies, and HSA guidelines.

(b) Review Asia Bureau HSA documents with attention to the scope
and focus, the particular variables considered, source of
data, and approach, including speciality assessments.

(c) Review other AID HSAs, with attention to differences from
Asia Bureau HSAs.

(d) Review similar health needs assessments done by other
organizations which might provide insights into successful
HSAs.

(e) Interview AID personnel and others who have been involved in
HSAs and in integrated Health/Nutrition/Family Planning
delivery services to determine purposes and uses, problems,
lessons for future efforts, and other relevant experiences.

(f) Prepare a set of HSA guidelines based on the above
information.



CHAPTER 2

REVIEW OF PREVIOUS WORK

2.0 Introduction

In this chapter we review both Health Sector Assessments (HSAs)
and studies about HSAs and health planning. Our goal will be to
draw lessons from that previous work that can help us in the
design of HSA guidelines for the Asia Bureau of A.I.D.

First we review 31 HSAs performed on Asian countries, most but
not all by U.S.A.I.D. Then we review several important documents
about HSAs which collectively form the basis of the guidelines
presented in the next chapter. Those documents include:

» An evaluation of three HSAs performed in Latin America:
Reports for the Evaluation of Health Sector Assessments.
Westinghouse Health Syscems, Columbia, MD. June 30, 1978
(USAID Contract No. AID/AFR-C-1145 GTS, Work Order No. 8).

« Two World Bank documents: Guidelines for Nutrition Sector
Work, May, 1981 and Health Sector Analysis: Issues and
Methods (draft), May 8, 1984, both from the Population,
Health and Nutrition Department.

- The International Health Planning Methods series (ten
volumes) published by the Office of International Health,
U.S. Public Health Service; Paul Ahmed, Series Editor.

- Syncrisis: The Dynamics of Health (Vol. III) Perspectives
and Methodology. Woolley, P.O. Jr.; Hays, W. 3.; Larson, D.
L. June, 1972

- Determinants of Health and Nutritional Status. Daly, J. A.;
Davis J. H.; Robertson, K. In Evaluating the Impact of Nut-
rition and Health Programs. Eds.: Klein, R. E.; Read, M.
S.; Reicken, H. W.; Brown, J. A. Jr.; Pradilla, A.; Daza, C.
H.; Plenum Press, NY.

. The Politics and Ethics of Cross-Cultural Research.
Warwick, D. P. In The Handbook of Cross-Cultural Research
in _the Social Sciences, 1978. Chap. 8, pp. 319-371.

2.1 A Review of 31 Asian Health Sector Assessments

Thirty-one separate HSAs from 16 different Asian countries were
reviewed, and are summarized in Appendix A. Most of the HSAs
were supported by A.I.D., but not all; the collection includes a
World Bank study in China, a Ford Foundation study in India, and



eleven Water and Sanitation Rapid Assessments performed by the
respective countries for WHO. 1In addition to the WHO Rapid
Assessments there are two other special collections: Syncrisis
reports on Bangladesh and Burma, and DEIDS Reconnaissance studies
on Korea, Laos, Pakistan, The Philippines, and Thailand. The
studies vary in scope, from broad comprehensive assessments in
China, Sri Lanka, India and Thailand, to a baseline ~urvey in
Pakistan, and to narrowly aimed reviews of infant and child
mortality in India and Indonesia, and of water and sanitation in
the WHO assessments.

These documents are a non-random sample of Asian country studies
obtained from a search of the A.I.D. library and document system
and from bookshelves of A.I.D. staff. While this collection of
31 certainly is not all such studies done in Asian countries, we
hope that it is representative of the sort of work done. 1In any
case, there are many interesting observations that can be made
from reviewing this particular collection.

1) Generally the assessments spend most of their time reviewing
data on health status, health facilities and health
programs. Recommendations for action are often made, but
usually on the basis of expert opinion rather than objective
logic. (An important reason for this is probably the lack
of time.) The assessments are rarely able to find adequate
evaluations of programs upon which to base their recommenda-
tions.

2) While most of the studies expressed concern for data quality
problems, very little effort was generally made to deal with
the implications of this issue. A notable exception are the
two studies by Puffer on infant and child mortality in India
and Indonesia.

3) Health care financing is generally touched upon, but rarely
dealt with to the degree that it probably deserves. For
example, data on costs and financial structures was never
analyzed to anywhere near the depth that Puffer analyzed
mortality data, nor is there much attention to the increasi-
ngly dominant share of health expenditures taken by hospi-
tals. The World Bank China study is a partial exception.

4) Five separate assessments were reported for India, stretch-
ing from 1971 to 1984. An early study in the states of
Mysore and Punjab collected extensive survey data. None of
the other studies referred to this data. 1In fact, none of
the five referred to any of the others, except the last one
in 1984 which referred to Puffer's work in 1981,

5) The Ford Foundation study of India is notable for its exten-
sive analysis of the Ford Foundation and how it should and
could best contribute to the development of the health
sector in India. With the exception of the Sri Lanka asses-
sment, which was done by AID/Washingtcn personnel, the other
A.I.D. studies do nnt do this in any depth.



6) Although not apparent from the documents, limited interviews
suggest that the document is the primary output of the
effort; the authors are generally not involved at all or
c¢nly peripherally involved in subsequent planning or execu-
tion of health sector programs in the country. There are
exceptions.

7) The assessments have very little to say about mental health
problems, and while they co describe indigenous approaches
to care, they rarely involve indigenous approaches in their
recomnendations.

8) Discussion of external donors and the prcgrams they support
is generally in terms of the contribution they are making to
the development process, rather than as an intervention into
the political and social processes of the country.

The above observations are not meant as, nor should they be taken
as, criticisms of particular studies. Indeed, it is amazing that
the studies were able to pull together as much information as
they did in light of time and resource constraints.

2.2 Westinghouse Evaluation of Latin America HSAs

The Health Sector Assessment (HSA) process was first used in
Colombia in 1972 and then in Bolivia and the Dominican Republic
in 1973-74. As described in the original guidelines issued by
the Technical Assistance Bureau/Health of the Agency for Intecrna-
tional Development (AID), the objectives were:

- To provide AID and other donors with a program planning
document to guide grants and loans in the health sector,

. To improve the quality of health planning in the host
country .,

« To produce a document which could be used as the basis for a
compre;**nsive national health plan and strategy by the host
country,

. To stimulate and institutionalize changes in the health care
system sector-wide,

- To upgrade the skills of those responsible for planning and
administration in the health sector, and

« To stimulate and improve coordination within the health
sector generally and among AID, the host country government,
other donors, and the host country private sectcr
specifically. N



The end product of the HSA process was to be a program planning
document contairing a comprehensive assessment of the existing
health situation in the host countrv (including health condi-
tions; physical, financial, and human resources; and contributing
socioeconomic, cultural, environmental, and institutional fac-—
tors) and a strategy for AID/Mission interventions. The HSA was
to serve as a mechanism through which host country needs and
AID's mandate could be reconciled. Most importantly the HSA
would help to identify and establish host country priorities for
the health sector. The document and the process itself were to
serve as vehicles or starting points for institutionalizing and
improving health planning in the host country. The HSA was to be
a long-range, on-going process and not a one-time, action-output
effort.

This was a new program planning process for AID, and the first
few HSAs, while d»signed to meet stated objectives, were also
pilot efforts through which AID sought to develop a workable
structure and procedures.

Westinghouse Health Systems undertouk an evaluation of HSAs in
Bolivia, Dominican Republic and Nicaragua. They completed 66
structured interviews in these countries with various individuals
associated with th= HSAs, in order to understand the objectives,
planning approaches, methodologies, and constraints encountered
in implementing the three HSAs and to ascertain the effectiveness
of the HSAs implemented.

The evaluatinn reviewed a number of important issues:

A, Conflicting interpretations of the HSA--AID staff in
Washington and the Mission differed in their views as to
what the HSA was or should be. A fundamental lack of defi-
nition at the start of each HSA as to the nature of each HSA
has permitted these differing interpretations. This
affected the degree of commitment brought to the process,
the scnpe of the effort, and the pursuit of the various
objectives.

B. Conflicting HSA objectives—--The HSA was designed to accom-
plish multiple objectives, from producing a USAID program
planning document (the bouttom line objective) to developing
a comprehensive national health plan. Pursuit of the other
objectives conflicted with the timely and efficient comple-
tion of the USAID document. Or the other hand, that objec-
tive, which was tied to the AID funding cycle, imposed a
severe time constraint which hindered the accomplishment ~f
the longer~range objectives, such as institutional change.
To attempt to accomplish all objectives required spreading
resources so thin that no objective could be adequately
addressed.




Conflicting AID and host country objectives--The objective
of producing an USAID program planning document limits the
HSA to AID's narrower interest. This, in turn, conflicts
with the host country's broader concerns, for example of
preparing a comprehensive national health strategy and plan.
Similarly, tying the process to AID's funding cycle con-
flicts with the intent of creating changes that must occur
within the host country funding cycles.

A related issue is the choice of criteria for evaluating
various aspects of the HSA. USAID and host country jud-
gments of such elements as the adequacy of existing data or
adequacy of existing national health plans were often
opposed. Whose criteria or what criteria to use needs to be
carefully negotiated to avoid unnecessary tensicn. The
extent to which the standards of developed countries are
applicable in countries doing HSAs is a fundamental
question.

Finally, there is the issue of whether it is appropriate to
ask a developing country to comwmit scarce resources to a
planning process in the absence of such things as any
guaranteed return for their investment, assurance of parti-
cipation in the entire process, or the assurance of a pro-
ject large enough to have impact on the host country heallil:
sector.

Host country commitment to the HSA-~The principal issue here
concerns the extent to which USAID should become involved in
a broad HSA without some guaranteed commitmen“ from the host
country. The commitment would cover the timely provision of
adequate resources and assurance of tne institutionalization
of a program planning process.

Of special concern have been ithe assignment of participants
to positions outside the health sector, after the HSA, the
failure to push the involvement of significant health insti-
tutions and appropriate government staff in the HSA, and the
failure to implement the recommendations of the HSA.

Approach to Data--Data collection appears to have been a
difficulty in all three HSAs. The reason seems to have been
insufficient planning as to real data needs and feasibility
of obtaining data. There is no evidence to suggest that the
new data improved the outcome of the HSA to the extent that
the effort of obtaining it was justified. Nor is it clear
that the HSAs could not have been completed using existing
data subject to improved analysis.

These conflicts can be clearly seen in attached Tables 1 and 2,
taken from the Westinghouse report,



0BJECTIVE : ’ Ccm

mon
to
All

AID/Y

AID/M Bolivia

Doainican
Republic

Nicaragua

A.

AID Program Planning
document as requiremert
for loan ]

Ioproved Host Country Health
Planning capabilicy

. Institution-Building/

Improvement

Improved Coordination:
(1) AID and Host Country

(2) Private sector and
AID M and HC

(3) Host country government
health sector

(4) Other sectors and
Mission

Other sectors and HC
(3) Donors and Mission
Donors and HC
(6) PV0s and Mission
PV0s and HC

Attitudinal changes in host
country °

Education (skil's upgrading) e
In-depth knowledge of
health sector

Development of national
health planning strategy
{including host country
document from HSA

Justification of 4investment
health sector

Cost benefit analysis

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Table 1: ACCEPTANCE/NON-ACCEPTANCE OF HSA OBJECTIVES.
table demonstrates that the participants in three

This

Latin American HSAs did not share the same objectives
for the HSAs. (Source: Reports for the Evaluation
of Health Sector Assessments. Westinghouse Health
Systems, June 30, 1978. Table 4-1, page 67.)

8(a)



COM-~ DOMINICAN
MON | AID/W | AID/M | BOLIVIA REPUBLIC | HICARAGUA
TO
ALL
"Rural Health Emphasis . ) ° °
Target Populations
(poor majority, pregnant, locating
women, children, infants) ° .

Population/FP Priority

Motrition Priority

Low Cost Rural Health Care Delivery
Systems

Socio/Cultural/Economic Analysis

Multisectoral Analysis

Cost-Benerit Analysis of Health
Investment

Host Country Participation

* This particular priority was strongly oppused by Bolivia,

Table 21 AID/WASHINGTON PRIORITIES IN HEALTH.
table demonstrates that the participants in three Latin
American HSAs did not share the same health priorities in

relation to tie HSAs.

The data in this

(Source: Reports for the Evaluation

of Health Sector Assessments. Westinghouse Health Systems,
June 30, 1978. Table 4-4, page 83.)

8 (b)



Despite the problems encountered witn the HSAs and the feeling
that accomplishments could have been greater, the evaluation team
concluded that the HSA is, with certain modifications, a viable
and useful program planning process.

The manner in which the stages of the HSA was carried out clearly
had an influence on the nature and scope of accomplishments and
the effectiveness of the process.

A,

D.

Scope of Work--The principal requirements in this stage are
an assessment of the political climate and of likely host
country commitment to any HSA process, selection of a suita-
ble process, general definition of its content, preliminary
scheduling and budgeting, identification of resource and
data needs and availability, and negotiation of host country
involvement.

Planning and Organization--The evaluaticn team felt that
this stage was, and is, the key to successful implementation
of any program planning process. Adequate time should be
allotted to planning and establishing methodologies. Those
tasks should be completed before the work plan is begun.
Key steps are definition of objectives and tasks (with
quantifiable outcomes), development of a work plan, design
of methodologies, laying the political groundwork within and
without the health sector, staffing, team organization,
management and administration, scheduling, and planning of
training.

Implementation--This stage involves carrying out and comple-
ting the work plan, especially the data collection and
analysis tasks, report preparation, translation, and distri-
bution. Key recommendations include: monitor data collec-
tion efforts closely, provide adequate supervision, involve
host country participation throughout and especially in the
analytic and policy recommendation stages, ensure that the
host country complete its report, translate the USAID report
into the host country language, and focus on educational
aspects.

Follow Up--The primary requirement is to sustain the momen-
tum and continuity of the process, so that it does not
become a one-time, immediate output effort. Activities fell
into the categories of dissemination of findings and recom-
mendations, implementation of recommendations, continuation
and updating of planning activities, and evaluations. Key
recommendations include: publicize the HSA and its outcomes
consistent with political acceptability, involve partici-
pants in evaluation, provide follow-on educational opportu-
nities, encourage implementation, and provide follow-on
loan.



E. Guidelines--Of particular interest is the matter of guide-
lines: What sort should be provided, whether they can be
"cookbooked?" Guidelines need to be flexible so they can be
adapted to country-specific conditions. This would seem to
suggest that cookbooking is not suitable. However, there
are many steps in a program planning process for which a
general framework and approach can be developed, leaving the
details to be worked out in-country.

Guidelines might provide for the following: definition of
objectives, identify host country characteristics to be assessed
for design of process model procedures, develop checklist of
content, identify solutions to common problems and potential
pitfalls, identify steps in a plan development and alternative
methodologies.

Political factors, exisfting health planning activities, and
USAID-host country relations are important background factors
that can influence the :z:ccess of the HSA in the long run, al-
though they did not appear to greatly influence the short run.
For example, broad based political support was more lasting than
support from a single, politically strong and highly placed
official. One of the countries studied had just completed a
national health plan, and therefore their interest in the HSA
"exercise" was only tc obtain a USAID loan and not to develop
their plan or planning capability. When a loan was not forth-
coming, their interest dropped. In another country, the HSA
corroborated projects that the country had already identified as
high priority, AID loans to support them were forthcoming, and
the country was quite satisfied with the "exercise."

The fact that the HSAs were tied to AID funding cycles and there~
fore had sometimes severe deadlines caused various staffing prob-
lems. For example, consultants had to be selected on the basis
of availability rather than expertise, visits were sometimes too
short, disorganized or poorly timed. Different work norms in the
host countries also created difficulties, for example, short work
days, many holidays, or holding of two jobs.

The most important criticism leveled at the implementation of the
HSA was the failure to involve host country participants during
the analycis and strategy formulation phases.

(This excellent report appears to have disappeared from the AID
document system, but one microfiche copy did exist in the AID
library at the State Department.)

2.3 Worid Bank Guidelines on Health Sector and Nutrition Sector

Analysis.

The Department of Population, Health and Nutrition of The World
Bank has prepared two documents., that are particularly relevant:
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Guidclines for Nutrition Sector Work, May 1981 and Health Sector
Analysis: Issues and Methods, (Revised Draft for Discussion),
May 8, 1984.

The Nutrition Guidelines 1is organized into four sections.
Section 1 discusses how to assess the severity of the malnutri-
tion problems by looking at data on food consumption, infection
and morbidity, and nutritional status. Section 2 discusses how
to find the determinants of malnutrition, particularly in rela-
tion to six groups of variables: food availability, prices,
income, belief patterns, environmental sanitation, and use of
health services. The difficulty of uncovering causal relation-
ships in short~term assessments is recognized. Section 3 looks
at the agriculture, food and health sectors in terms of their
present effects on consumption and nutrition, and in terms of
introducing change into these sectors in ways which are likely to
result in a reduction in malnutrition. Section 3 also discusses
the extent to which the host government is seriously committed to
meeting nutritional and other basic needs of its low income
population. Section 4 looks at specific nutrition interventions
in operation or under consideration, following the organization
in Harvard's multi-volume Nutrition Intervention in Developing
Countries (i.e., supplementary feeding, nutrition education,
formulated foods, food fortification).

The Health Sector Analysis is more extensive, and discusses the
context and implementation of the study, as well as its content.
The overall concern is improvement of health sector performance.

Nine possible purposes of a health sector analysis are identi-
fied: (1) Compile and integrate, often for the first time,
detailed documentation of the actual health status of the popula-
tion, identifying the priority health problems and population
groups most at risk; (2) Establish a baseline for monitoring and
evaluating sector development progress over time; (3) Genevate
new sector data, through surveys, etc.; (4) Identify key gaps in
the data base that are essential to health planning; (5) By
measuring the efficiency and effectiveness of the current system,
indicate the existing capability in planning and management of
the health sector; (6) Explore alternative resource uses, thus
making explicit the tradeoffs in pursuing ¢.ven sector strate-
gies; (7) Contribute to the formulation of a coherent, integyrated
sector development strategy, focusing on design of a national
program rather than the traditional discrete, fragmented project-
oriented approach. Identify the appropriate nature, magnitude
and timing of external assistance, and its feasibility; (8)
Identify risks faced by future investments, such as low absor-
ptive capacity. In summary, health sector analysis does not
substitute for national planning, but contributes to health plan-
ning needs by systematically identifying critical issues, asses-~
sing past and anticipated sector performance, and exploring
alternative strategies.

11



The author concludes that "there is no optimal design for sector
work which can be applied across all countries". The diversity
of nations and of areas within them, the varying relative impor-
tance of the health sector within total development priorities,
and the distinct opportunities within each country--all under-
score the need for flexibility in health sector work. Several
factors influence the type, focus and timing of sector work,
among the most important of which are: (1) current state of
knowledge about the sector, (2) anticipated nature and degree of
involvement in the sector, (3) the host country's interest and
capability to participate in such analysis, (4) the Bank's
capability and constraints in performing the analysis. '

Three types of health sector analyses are identified: special
studies, surveys, and reviews. Special studies, which constitute
the majority of efforts, are highly focused on priority issues,
often serving as the basis for modifying existing programs or
designing new ones. Examples of such studies range from analyses
of the causes or underutilization of services or high attrition
rates in personnel, to a review of the economics and financing of
health. Surveys of the sector or sub-sector are "quick but not
too dirty" overviews that are comprehensive syntheses of previous
studies. Reviews are broad but cursory examinations.

The author notes that "investment ¢f time upfront, prior to field
missions, can have significant returns, enhancing not only the
efficiency of operations but the overall quality of sector work."
In recognition, the 3ank generally prepares Pre-mission Issues
Papers, which discuss the major issues in relation to the focus
and approach of the health sector analysis.

The composition of work teams to carry out health sector .alysis
is discussed. For broad reconnaissance survey, a three person
team that includes a public health physician or epidemiologist, a
health economist, and a health administrator or planner is sugge-
sted. But for the vast majority of specialized studies, more
specialized personnel are reqrired. The importance of work team
leadership and coordination, and appropriate phasing of work
schedules is stressed.

it is noted that health is the product of numerous, interrelated
factors many of which transcend the health sector per se, as
commonly defined. Thus ultimately a multisectoral analysis is
required, but unfortunately methodclogies for conduct of multi-
sectoral analyses are still not fully developed in the interna-
tional development community.

The document also discusses at length the variables and analysis
that shoulu go into a health sector analysis.

12



2.4 International Health Planning Methods Series

The International Health Planning Methods Series was developed by
the Office of International Health, U. S. Public Health Service
in the 1970s on the request of U.S.A.I.D.

The series cowrsists of ten basic volumes which cover a variety of
health issues considered vital for effective development
planning. Each manual attempts to be both a practical tool and a
source book in a specialized area of corcern. Specific methods
tor collecting information and using it in the planning process
are included in each manual.

These ten manuals are supplemented by six additional works in the
International Health Reference Series, which list resource and
reference material in the same subject areas.

Taken together, these publications a‘e an enormous resource for
those undertaking HSAs. They are available through the A.I.D.
documentation system and the A.I.D. library. The titles of the
different volumes are:

A. Guidelines for Analysis Series

l. Communicable Disease Control Planning

2. Environmental Health Planning

3. Health Manpower Planning

4. Socio-cultural Factors in Health Pianning

5. Health Facilities Planning

6. Indigencus and Private Health Care Planning

7. Pharmaceutical Supply System Planning

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

10. Health or Wealth

B. Selected Bibliographies Reference Series

1. Communicable Diseases and Health Planning
References

2. Environmental Health References

3. Health Manpower Planning References

4. Socio-cultural Factors in Health Analysis

5. Pharmaceutical Supply System Bibliographies

6. Health Facilities Planning References

Volume A-9, Comimunity Health Planning, contains a paper by Paul
Ahmed and Aliza Kolker on "Health Sector Assessment" which is a
fine sumnary and critique of HSAs, particularly as practiced by
A.I.D., and so we have included that paper as Appendix B.
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2.5 The Syncriris Methodology

This is an abstract but useful document in thinking about the
content of HSAs. It presents two verspectives of planning:
sectoral and intev-sectoral. Sectoral planning attempts to maxi-
mize sector performance by manipulating variables generally con-
sidered to be under the control of that sector. Inter-sectoral
planning attempts to identify effects of one sector on other
sectors, and the impact of cooperation among sectors.

One aspect of health sector planning is determining the health
status of the population. To do this, the following kinds of
data should be collected:

A, Mortality Data. Leading causes of death by age, and by:
(1) % of preventable deaths, (2) % of deaths forming cluster
groups, (3) % of deaths with cominon associated causes, and
(4) % of deaths requiring specific action such as early
care, continuing care, etc. Data from death certifications
including: (1) % deaths not certified, with urban/rural
distribution, (2) % of deaths attributed to obscure or ill-
defined caiuses or senility, (3) frequancy of medically cer-
tified death by disease type, and (4) discrepancies in
certification mortality and case reports in diseases with
high fatality ratios, e.g., tetanus.

B. Morbidity Data. Reported cases of communicable diseases by
age and urban/rural location. Data from medical consulta-
tions. Data from nospitalizations, including diagnosis,
duration cf stay by age and disease, bed occupancy.

C. Disease Specific Data. These &are overlapping sets of
diseases used as indicators and diseases clustered according
to associated cause or problem. For example, the degree of
tuberculosis, infant mortality and macernal mortality is
related to the socio-economic status of the population;
complications of pregnancy and delivery and maternal morta-
lity relates to the availability of health care; enteric
infections and parasitism relate to environmental safety.

D. Coverage. Determine the receipt of care from the perspect-
ive of the consumer from such data as: professional atten-
dance at delivery, immunization rates, coverage for speciial
populations such as MCH and % of deaths medically certified.

The above data allows the following judgments: (1) % of popula-
tion receiving regular health care, % receiving occasional care,
and % receiving no care, (2) definition of basic problems in
health, (3) identificetion of potential intervention mechanisms,
(4) identification of possible complicating factors, and (5) the
role of extra-sectoral factors.
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However, mortality data presents certain methodological problems.
It provides no information about nonfatal or fatal concurrent
diseases. Non-medically certified causes of death are subject to
significant error due to inadequate medical knowledge combined
with fads among lay and paraprofessional personnel. Mortality
data does not provide clear insight into the disease load carried
by the live population.

Assessment of health resources adequacy is another important
aspect of sectoral planning. Seven types of factors are thought
to be important to this effort: (1) disease characteristics,
including incidence, prevalence, duration and severity, (2) pre-
ventive services and their coverage, (3) the quality and
efficiency of professional practice, (4) accessibility of the
population to health services, (5) quality of care received as
modified by cultural, social, psychological and economic factors,
(6) level of health education, awareness and expectations, and
(7) extra-sectoral factors, such as housing, climate, seasonality
of food and income.

Inter-sectoral problem solving and assessment of project impact
are discussed at a conceptual level. One aspect of project
impact is cost. Six types of costs of a disease, which might be
reduced by an effective program, are:

l. direct costs of diagnosis and care

2. direct costs of social security payments

3. indirect costs of lost wages and productivity

4. 1indirect costs of the increased caloric needs of
i11ll people

5. indirect costs of the loss of productivity due to
premature death

6. 1indirect costs of the loss in 1investing in
schooling and other social services in people
who die befoire they become productive

2.6 Determinants of Health and Nutritional Status

There are many papers containing models of the determinants of
health and nutritional status. For example, one simple and
attractive model sees health status as determined by four fac-
tors: (1) genetic make~up of the population, (2) its behavior
patterns, (3) the health services available to it, and (4) the
environment in which it lives. (Starfield, B. Health Services
Research: A working Model, The Mew England J. of Med., V289, n3
(July 19, 1973), pp. 132-6.) Another attractive model of malnu-
trition and its causes, called the nutrient flow model, follows
the flow of various nutrients from production through harvest,
storage, transportation, processing, distribution, preparation,
consumption and absorption, measuring the losses along the way.
(Wilson, D.; Lema, L. E.; A Systems Approach to the Nutrition
Problem in Colombia, Nutrition Planning, vol 1, nl (Feb., 1978),
pP. 17.) A more comprehensive and interactive model that attempts
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to identify and relate variables in population, health, and
nutrition in a dynamic framework is presented by Correa (Correa,
H. Population, Health, Nutrition and Development. Lexington,
Mass: Lexington Books, 1975.).

The paper by Daly, Davis and Robertson tDaly, J. A.; Davis, J.
H.; Robertson, R. Determinants of Health and Nutritional Status.
In: Evaluating the Impact of Nutrition and Health Progams, Eds.
R. E. Klein, et al. New York, Plenum Press.) presents a balanced
and concise model of determinants and their relationships. We
believe it provides an appropriate guide for the overall frame-
work of the contents of a HSA. Therefore we have included it
here as Appendix C.

2.7 Ethical Considerations

For many years, ethical considerations were given little formal
attention by those involved in cross-cultural development work.
More recently, "however, ethical considerations are coming to be
seen as an important aspect of such activities, both in their own
rignt and for practical considerations.

While not strictly applicable to AID sponsored HSAs because of
its focus on social science research, the paper by Warwick on the
politics and ethics of cross-cultural research is nontheless a
brilliant and disturbing analysis that has much to contribute to
the way in which HSAs should be conducted (Warwick, D. P. The
Politics and Ethics of Cross-Cultural Research. 1In: Handbook of
Cross-Cultural Psychology). We summarize some of the relevant
points from that paper.

Warwick defines "social intervention" as any act, planned or
unplanned, which alters the characteristics or relationships of
individuals or groups. Through its contents, its products, its
processes, its personnel, or its auspices a cross-cultural study
may impinge upon, or be perceived as impinging on, the charac-
teristics and relationships of parties ranging from investigators
and interviewees to one or more national governments, Even a
study based on secondary sources may touch the image of the
culture in question.

Politics refers to those social interactions revolving around
power. influence and authority. Warwick believes that "it is
difficult to imagine any piece of cross-cultural research that in
its origins, implementation, and uses is completely immune to
politics.,"

Ethics deals with questions of moral goodness or badness and with
the proper standard for human action. Cross-cultural studies
raise a host of ethical questions, some unique to the cross-
cultural setting and others not. For example, a situation unique
to cross—-cultural studies arises when different cultures have
diametrically opposed moral understandings about the proper
behavior for an investigator.
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While analytically distinguishable, Warwick argues that the poli-
tics and ethics of cross-cultural studies are tightly interwoven.
Insensitivity to politics can be a grievous breach of profes-
sional ethics. Warwick observes that when a cross-cultural study
is linked to the sponsoring nation's foreign policy objectives
and large numbers of local professionals are co-opted to do
"hired-hand" work, serious ethical questions can be raised about
the macropolitics of the project.

Political sensitivity should be a means to exercise ethical
responsibility rather than a way to avoid it. Political sagacity
should not be used to get away with as much as possible.

The situation of professionals, and especially scientists, from
developing nations is different from those in developed nations
in several important ways. First, there are often fewer in a
given field, so that they are well aware of each other. Second,
active scientists in developing countries face incredible
demands, including heavy teaching loads, low pay (with a conse-
quent need to hold other jobs), lack of research facilities,
paucity of publication outlets, often institutional turmoil, a:l
possibly inferior trainiang. Third, individual rivalries are
often more intense than in North America. Finally, research is
more entwined with national politics. Those allied with the
government and dependent on it for financial support will keep a
wary eye on the possible impact of any outside finance or colla-
boration on this relationship. Those who oppose the government
or have other political agendas will be on the lookout for any
ammunition that will serve their purpose. These differences set
the stage for a variety of ethical issues.

Warwick discusses the power and problems associated with sponsor-
ship, including the ability to decide the study content and
method, and to select some personnel and not others. Some of the
issues have to do with the internal politics of sponsoring
organizations.

Another important area which raises ethical considerations is the
politics of access, gaining clearance and support in the host
country. This opens the door to negotiation by individuals in
the host country who function as gatekeepers, and may also lead
to significant delays. Warwick believes that questions of access
can become the most tangled and electrified, as well as ethically
complex, when cross-cultural research involves minority or ethnic
groups. He quotes Joan W. Moore:

"In a general way, the minority sits inside a delicate
and complicated structure of political and moral pcs-
tures. Imbedded in this structure are the group's
deepest aspirations and frustrations. To enter this
fabric, no matter how gently, means that this structure
of frustration and aspiration is somehow altered."
(Moore, J. W. In: Sjoberg G. (Ed). Ethics, Politics
and Social Research. Cambridge, MA: Schenkman, 1967,
p. 225).
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Other issues that arise in studies of minority and ethnic groups
are knowledge and commitment. Can an outsider know enough, or
have sufficient commitment, to be trusted by the group? On the
other hand, insiders may be biased, in favor of the group as a
whole or for particular sub-groups. Committed investigators,
whether a member of the group or not, may tend to soft-pedal
negative findings, an act fraught with ethical issues.

Finally, Warwick proposes some ethical guidelines:

1. There is an urgent need for joint projects involving
knowledgeable and equal-status scientists from each of
the participating cultures. 1In the interest of both
genuine participation and cross-cultural equivalency,
the study design should allow for some flexibility in
both content and methodology.

2, Cross-cultural studies should incorporate formal mecha-
nisms for surfacing ethnocentrism and political biases.

3. All collaborators should be fully informed of the
sponsorship, funding sources, and purposes of the
research, as well as the intended uses of the data.

4. Money and travel should not be used to lure profes-
sionals in developing countries away from their ongoing
activities. The line here between paternalism and
exploitation is ambiguous.

5. Individuals should not agree to collaborate in a cross-
cultural study unless they are in a position to honor
the time commitments and standards of quality required.

6. Publication arrangements should be discussed early in
the study, should be the subject of mutual agreement
among all collaborators, and should take account of
varying national and local situations.

Ir. addition, Warwick notes certain responsibilities which persons
in positions of responsibility have to populations under investi-
gation, and which professionals have to their professions. He
enumerates eight responsibilities to populations: (1) avoid
actions which violate ethical standards or cultural understan-
dings of the culture under study, (2) show respect for and sen-~
sitivity to each situation by avoiding oversaturation, seeking
approval, avoiding conflicts, etc., (3) disclose the purposes,
etc. of the investigation, (4) tell the truth, avoiding even mild
concealment, (5) take culturally specific steps to ensure infor-
med consent and avoid invasions of privacy, (6) the investigation
should not cause physical, mental or social harm, including
degradation, humiliations, embarrassment, damage to reputation,

18



anxiety, psychological stress or significant political risks, (7)
do not have, as a latent agenda, the modification of attitudes or
behavors within the populations si.udied, unless this meets with
the requirements specified above, (8) some tangible benefit
should accrue to the population studied.

Four professional responsibilities are enumerated: (1) don't
participate unless you have the necessary background and skills,
(2) no investigator from any culture should compromise standards
of professional judgment to meet the demands of external groups,
such as sponsors or host agencies, (3) with regard to publica-
tion, worthwhile scientific information should not be suppressed,
reports should not contain information which violates express or
implied promises of confidentiality, or which may bring harm to
participants of those studies, and scientific presentations
should meet proper canons of scientific accuracy (for example,
avoid unwarranted policy recommendations), and (4) refrain from
actions detrimental to the open process of scientific investiga-
tion, particularly incomp=tent, incomplete or slip-shod work.
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CHAPTER 3

GUIDELINES

3.1 Introductory Remarks about Guidelines

3.1.1 The Need for Flexibility

It is clear that a rigid, preprogrammed format for carrying out
HSAs is not appropriate. Different countries and different
situations call for different studies.

This same conclusion is reached by others. 1In their evaluation
of HSAs in three Latin American countries, Westinghouse Health
Systems (1978) concluded that the formal, year-long HSAs they
evaliated were "Clearly not suitable for all program planning
needs and should be considered only as one model in a spectrum of
alternatives." (p. 6)

The World Bank Health Sector Analysis: Issues and Methods
(Draft) (1984) states "there is no optimal design for health
sector work which can be applied across all countries. The
diversity of natiouns and of areas within them, the varying rela-
tive importance of the health sector within total development
priorities, and the distinct opportunities which each country
presents to accelerate health sector development--all underscore
the need for flexibility and adaptability." (p. 5)

Warwick (19__ ) recommends flexibility in the content and methodo-
logy of all cross-cultural scientific studies on ethical grounds,
so as to achieve genuine participation and cross-culture equiva-
lency. (p. 358).

Schon concludes that what successful, professionals do is think
about what they are trying to do. (Schon, D. A. The Thoughtful
Practioner ) The orientation of these guidelines,
then, is to assist the professionals who are involved in HSAs to
think about what they are doing, rather than to set out marching
orders for them to follow.

3.1.2 Wealth of Existing Literature

Fortunately, there is a wealth of good literature about health
planning in general and HSAs in particular which applies to the
objectives of this document. It includes well done syntheses on
the content and method of HSAs.

We are reluctant to produce yet another synthesis. We have
chosen, as a compromise, to clearly reference some of the test of
this work (Chapter 2), to include copies of two concise papers as
appendices, to point out how this applies to Asia Bureau needs,
and to éummarize in outline form some of the key issues in HSA
scope and method (in Section 3.2 below) and some of the key

variables and questions to answer (in Section 3.3 below).
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3.2 Scope and Conduct of HSAs

In this section we follow the organization of the Westinghouse
study (1978), according to the four stages of an HSA.

3.2.1 Scope of Work

We believe this is the single most important aspect of HSAs
relative to the Asia Bureau. Further, we believe that more
focused HSAs will have a better chance of improving health sector
performance than sweeping HSAs that analyze the entire sector.

This is, in our opinion, our most important ohservation. It is
based on readings of the literature, when the issue raises
itself, both expressly and implicitly, time and again. The
importance of this issue was corroborated in our interviews and
by our own experiences.

The Westinghouse study (1978) gives ample evidence that the three
HSAs they studied had: (1) multiple objectives, some of which
were in conflict with one another, (2) different objectives for
the different participants, (3) unclear objectives. Not surpri-
singly, this mess of objectives did not work very well. (See our
summary in Section 2.2 above.)

The primary focus of the Asia Bureau is to use the HSAs as input
to Country Development Strategy Statements, rather than, for
example, as institution building efforts in the host country. As
a result of this more focused objective, we believe that Asia
Bureau HSAs have not suffered from the same confusion as those
analyzed by Westinghouse.

Nevertheless, we believe there are several ways in which this
stage of the HSA could be improved. First, we believe that
studies which focus on a particular issue or sub-sector are
likely to have more impact than broad reviews of the entire
sector. Broad reviews tend to present as much data as can be
accumulated in a short time, interview some knowledgeable people,
and then more or less intuit with whatever dash of logic that can
be put together in a short time the major deficiencies of the
health sector and ways to improve them. The resulting dociments
are amazingly good in view of the constraints, but deeper
analyses are needed. To wit, the analysis by Puffer of the
meaning of infant and child mortality data in India (Puffer,
1981). This study not only reviews problems caused by the defi-
nitions used in cause of death statistics, but analyzes the
interrelationships among the various causes and the implications
thereof. She is able to establish much stronger logical linkages
between descriptive data and important deficiencies.

Second, we believe more care needs to be given in Scopes of Work
to the making of recommendations. It is not a step to be taken
lightly if recommendations are to be taken seriously. In many
HSAs, the recommendations seem to be based primarily on an
identification if important problems and deficiencies in the

delivery system, without due consideration of the absorptive
capacity, political processes, priorities, etc. of the host

country.
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A further consideration, related to the advantages of more
specialized HSAs and the need for more careful attention to
recommendations, is the possibility of separating the collection
and synthesis of descriptive data from its analysis. The
systematic accumulation of relevant data takes more time, and
probably requires different skills than its analysis. One conse-
quence of mixing the two objectives ((l1) gather all relevant
data, (2) analyze the data and make recommendations) is that much
relevant data is often missed. For example, in the five India
HSAs, later studies did not refer to earlier ones, with one
exception, including the extensive household survey data from
Mysore and Punjab.

The Syncrisis reports are an excellent starting point. What is
needed, perhaps, is not only a Syncrisis for each A.I.D. country,
but a systematic method of updating and deepening the descriptive
data base, so that future HSAs can concentrate on analysis rather
than description.

Although not readily apparent from our review, we suspect that
more attention should be given in the Scope of Work to the
integration of the HSA into the Country Development Strategy
Statement and to A.I.D. objectives and capabilities, particularly
when the HSA is performed by consultants who are not A.I.D. staff
persons.

Related to this issue is the follow-up. 1Is A.I.D. satisfied with
a document as the major output? To what extent should debrief-
ings and seminars be held, in Washington or the host country,
involving some combination of the investigators, AID/ Washington
staff, AID/Mission staff, and host country personnel?

Finally, the coordination of Scopes of Work between the Mission
and AID/Washington are vital to its success, the AIDs continuing
focus on this issue is certainly appropriate. Consultants called
upon to undertake HSAs should be made aware of the importance of
this issue and the kinds of problems that can arise around it in
the context of time deadlines, imperfect international communica-
tion, and bureaucratic interplay.

The Westinghouse study also makes the following recommendations
with regard to the Scope cf Work: (1) negotiate host country
guarantee prior tc undercaking the HSA (this may be less impor-
tant whcen the HSA does not involve inputs from the host country,
but in any case, the relationship of the host country government
to the HSA should be made clear.), (2) account for cultural and
academic differences that can affect schedule, budget and task
completion, and (3) assess actual data needs and determine a
viable approach to data collection and analysis (We Lelieve that
HSAs generally should use secondary data rather than undertaking
primary data collection, and that consideration should be given
to focusing more on analysis and less on secondary data accumula-
tion by separating the accumulation from the analysis.).

22



3.2.2 Planning and Organization

While functionally distinct from the Scope of Work, this activity
is often merged with the preparation of the Scope of Work in Asia
Bureau HSAs. It includes such things as establishing operational
definitions of objectives, developing work plans, design of
methodologies, laying of political groundwork, staffing, team
organization, management and administration, scheduling.

In large, long-duration studies such as those evaluated by
Westinghouse, this stage looms large. 1In fact, Westinghouse
thought it the key to successful implementation.

In smaller, short-term, more highly focused HSAs, such as the
Asia Bureau tends to undertake, this function is less critical.
It must be done of course, but with fewer elements and shorter
time, there is less need for formal mechanisms. It is important
that competent team leaders are identified and given authority to
participate in team member selection, to schedule, and to define
assignments.

3.2.3 Implementation

Different people work in different ways. Results are what count.
Clearly, the project should be accomplished so as to maet the
objectives set forth in the Scope of Work, as well as leaving
good impressions in the field and meeting proper ethical
standards.

Generally, more stress might be given to the leadership responsi-
bilities, as opposed to intellectual, of team leaders. The
Westinghouse study identifies the following tasks within the
implementation stage: (1) ensure availability of logistical
support on time, (2) monitor data collection efforts closely, (3)
provide adequate supervision, (4) involve host country partici-
pants, particularly in analytic, strategic and recommendation
formulation steps, (5) prepare U,S.A.I.D. report, (6) ensure host
country completion of its report, or whatever hest country input
is called for, (7) translate U.S.A.I.D. repcrt into host country
language, when appropriate, (8) focus on educational aspects of
process.

3.2.4 Follow-Up

This stage includes such activities as dissemination of findings,
implementation of recommendations, continuation and updating of
planning activities, and evaluations.

We believe tfF t not enough attention has been paid to this stage
of HSAs, as noted above in Section 3.2.1. This should be
addressed during the Scope of Work stage.

Some suggestions made in the Westinghouse study include: (1)
publicize the HSA and its outcomes, consistent with political
acceptability (this may or may not be appropriate and should not
be undertaken unless it is specifically called for in the Scope
of Work), (2) evaluate the process and outcomes, (3) provide
follow-on educational activities to participants, (4) encourage
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implementation of recommendations, (5) provide follow-on loans,
(6) support updating of plan and data. Many of these suggestions
may be appropriate for larger HSAs but are not necessarily appro-
priate to short-term, focused HSAs.

3.3 Content of Guidelines

What is the appropriate content of an HSA? What data should be
collected, and how should it be analyzed?

The answers to these questions depend on the purpose and scope of
the HSA. A narrow focus on some particular issue or subsector
requires different data than a broad review of the entire health/
nutrition/population sector.

We believe that the answers to these questions lie for the most
part in the many excellent documents that already exist, some of
which we have reviewed here. We refer the reader in particular
to the International Health Planning Methods Series, the
Syncrisis reports, the World Bank documents, and as a useful
summary of interelationships, the Daly, Davis, Robertson paper in
Appendix C. Another userul document series is the Country
Assessments prepared by the U.S. Center for Disease Control for
the Program on Control of Childhood Communicable Diseases during
the 1980's.

Nonetheless, we summarize here some of the types of information
that might be sought in a health sector assessment, following the
organization given in the World Bank's Health Sector Analysis:
Issues and Methods (Draft}).

3.3.1 Demographic Characteristics

(a) Population Structure Ref,
(1) age and sex distribution
(2) dependency ratio (non-economically active)
(3) ratio in high health risk group
(4) geographic distribution
(5) socio-economic-cultural distribution (e.g.,
income, religion, caste)

(b) Population dynamics
(6) birth rate and trends
(7) death rate and trends
(8) position in development transition from
high fertiliry/high mortality to
high fertility/low mortality to
low fertility/low mortality
(9) tertility rates and trends, by
- maternal age
- birth order
- birth interval
(10) infertility rates, pacticularly in
isolated populations (Caldwell, 1983)
(11) migration rates and trends
- rural to urban, internal rural,
out and in-migration, refugees.
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3.3.2. Health and Nutritional Status
(a) Mortality
(12) aggregate mortalicy and life expect-
ancy at birth
(13) infant mortality

(b)

(14)
(15)
(16)

(17)

(18)

- perinatal (28th week of gesta-
tion thru 7 day of life)

- neoratal (8-28 days of life)

- post-neonatal (one month to one
year)

child mortality (1 thru 4 years)

maternal mortality

for each of the above, obtain:

- rates

- causes

- consequences

- trends

- seasonality

- differentials among sub groups

~ Ccross country comparisons

accuracy and underrepnrting,

especially for

- mortality rates and trends

— cause of death

-~ compare to other countries,
including proportion illdefined,
and medically certified

analyze for underlying and associated

causes

Morbidity
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(c)

3.303

3.3.4

(a)

(b)

Growth Ref.
Birthweight Sterling,
Weight-for-Age 1978
Length-for-Age

Weight-for-Height

Food consumption

Data reliability and misclassification Drake, 1984

Environment

( ) Income patterns and employment
( ) Educational levels
( ) Housing
- Density and Crowding
- Piped Water and non-potable water
~ Sanitation
- Housing conditior.
( ) Food availability, relative to income
( ) Food vs. cash cropping
()} Seasonality and Trends
( ) By altitude, location, political
jurisdiction
( ) Existing Knowledge, Attitudes
and Practices
( ) Marital patterns
( ) Climate
( ) Pests, insectsh etc,

Health Delivery System

Structure of policy and plans

Existing policies

Existing plans

Health sector planning capacity

- position in government

- number of staff

- education and background of staff
- financial support

- espoused methods

- local and national planning units
( ) information systems

health planning training programs
constituency and support for planning
unit by others

(
(
(

— —

rocess and Outcome of planning and policy-making
) actual method of planning

involvement with political process

coordination with other organizations

actual method of evaluation

success in translating plans into funded

projects

() success in translating successful projects

into national programs

P
(
(
(
(
(

— Nt N
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(c)

(d)

(e)

L
(
(
(
(
(

H
(

I~ o o~

g
)
)
)
)
)

)

—

egislative, Judicial and Regulatory Environment

licensing of personnel

import policies and customs procedures
food and medical controls

standards for housing, water, etc.
work laws

ealth Personnel

Physicians (number, distribution, training,

speciality)

~ clinical practice vs. administrative
position

- local or expatriot

Nurses (number, level of training)

Pharmacists

Community health workers (be age, sex,

training)

Indigenous practitioners (various types,

by distribution)

Dentists

Unpaid village workers

Communication and supervisory

arrangements

Training capacity

Support personnel

Innovative categories or arrangements

Payments, Wages

Use of family (hospital patients)

Health Facilities

(

—

D I N e e

)

—

— Nt et Nt e N’ e S

Referral hospitals, hospitals, health
centers, field clinics, etc.
Referral relationships

Beds by population

In construction

Condition of facilities, age
Cost of operation, maintenance
Equipment and supplies, nature, cost,
shortages

- use of local materials

- vehicles, spare parts, fuel
- losses

Utilities

~ power

- water

- other

Ownership

- government, church, other
Location relative to population
Hospital accupancy

Staff per occupied bed
Admissions per bed

Average length of stay

Surgical procedures

Cost per stay

Fees
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(£)

(g)

Pharmaceuticals (an important sub-sector)

(

)

Sales

- prices

- what drugs sold

- in what amounts (doses, money)

- by generic vs. branc¢ name

~ trends

Selection

- how selected

- trends in number of drugs

- licensing or controlling agencies
Procurement

= channels

- dependability of sources

- performance of procurement system
- payment methods

- quality control or problems

- undersupplied drugs (e.g., anti-malarial)
Production

- domestic vs. imported

- exports

- trends

Storage and inventory control

- losses

- warehouses

- centralization, decentralization
Distribution

- criteria used to allocate

- distribution points and system
method of transport

= cold chain

- regularity

Utilization patterns

- mix of prescription and over-the-counter
- by therapeutic class

- advertising

- Is non-compiiance a problem?

- 1Is over or under-prescribing a problem?

Health Programs

(

P~ P o o~ p—

)

" N Nt e e

local and national outreach and
health programs

objectives

structure, relation to other parts of
system

catch2ment area

coverage, by risk level

main services and activities
technology

costs, capital, operating
source of financing
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(h)

(i)

(3)

Economics and financing

(

P~~~ o~

M
(
(
(
(
(
(
(
(
(
(
(

)

— N e N N

)
)

)

R i S N N N N N

annual expenditures to GNP, per capita,
and by

- private vs. public

= sub-sectors

-~ geographically

- type of disease category

- type of facility

- program

- sub-groups of population
under-financed areas

potential cost-savings

transfer payments

underspending

budgeting and accounting procedures
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accessibility to system

contact when care needed, with what part

- indigenous, local health worker, etc.

recognition of need for care

provision of needed care

for various types of conditions

- simple acute care

- prenatal care

- infant and child care

~ chronic conditions

- complicated acute care

~ mental health

- problems not recognized in Western
lexicon

for various types of functions

- screening

- surveillance

- education

- diagnosis

- treatment

- follow=-up

by risk level, age, distribution, provider type.
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(k) Outcomes of Care

Special studies are generally needed to establish that an
expected positive occurence is in fact an outcome of some
structure and process. For example, it takes an evaluation
to establish that a reduction in low birthweight babies was
in fact the outcome of a supplemental feeding program for
pregnant women. The performance of the health delivery
system, or some part thereof, must be judged by the outcomes
it produces compared to its costs.

3.4 0On the Problems of Broad Assessment and of Making
Recommendations

3.4.1 The Importance of Breadth

Health status data helps us to perform a screening function, in
that it helps us to identify potentially important health
problems. The demographic and health status data outlines above
in Sections 3.3.1 and 3.3.2 are only a fraction of the indicators
we might find and use to this end. But it is clear that such
data by itself does not tell us which problems we should tackle
nor how, for such indicators, in themselves, provide no informa-
tion on anticipated impact.

Similarly, descriptions of the health delivery system helps us
perform a screening function. By knowing about the structure,
process and performance of the system, we can identify potential
deliciencies. But to assure that they really are deficiences
relative to all other aspects of the system usually takes a more
careful analysis of the interrelationships with all other
components of the system. 1In this sense, it is a screening tool;
it turns up possible pathologies which generally need more
thorough diagnosis.

The major pitfall with such screening methods is not a lack of
depth in every area, but rather the potential of leaving out some
areas altogether. Thus, screening techniques need to be broad
before they are deep.

That is the major concern with HSAs intended to provide a
sweeping review of the health sector; that they wilil forget
entirely to consider some important component of the sector.

In fact, that may well be a problem with past HSAs in the Asia
Bureau. In measuring health status, HSAs typically ignore issues
of mental health and other stress related problems, in spite of
the fact that there is ample evidence that this can be a major
problem in developing cultures. It is appropriate to consider
this area even if it is not an AID priority because other AID
programs may impact it, negatively as well as positively.

The problem of leaving out major components may be even more

severe in the descriptions of the health delivery system. Four
areas that are often nnt described or described inadequately are:

30



health care financing

the cost and effectiveness of hospitals
the pharmaceutical system

the indigenous system(s), which often is
related to the parts of the pharmaceutical
system.

P~ P
=W N
—

The sweeping HSAs should first concentrate on making sure they
are considering the entire health sector before developing in-
depth indicators for some portion.

3.4.2. Making Recommendations

Recommendations for action carry with them the implied prediction
that the recommended action is likely to achieve some desired
result. In formal systems, such recommendations are supposed to
identify the very best alternative from among all possible alter-
natives according to some criteria (such as cost-effectiveness,
internal rate of return, etc.). In practice, most are happy if
it's pretty good, or even if it works at all, because real
success is difficult to achieve, particularly in the difficult
environment of most developing nations. Many more projects fail
than succeed, as has been amply demonstrated by numerous AID
evaluations of past projects.

Thus, one problem with recommending action is that the probabili-
ties are against the recommendation. Experienced investigators
and consultants are aware of this, and surround recommendations
with conditions and caveats.

Other problems face HSA recommendat’ ons. Data is usually not all
that accurate, and worse, of unknow: quality. Time is short with
little opportunity to savor the ide~s, and mentally test possibi-
lities. Possibly most important, .t is difficult to find small
evaluated field tests in the local setting on which to base
recommendations. So cross-cultural generalizations are made,
both about the success of an action at a pilot level, and about
its ability to be scaled up to a national program.

These considerations have led us to the comments made earlier, in
Section 3.2.1, on the importance of paying more attention to the
logic behind recommendations for action. New evaluation
approaches, such as Reflection-in-Action (Drake, et al, 1984) and
the Sturcture-Process-Outcome model well described by Donabedian
(Donabedian, 1972) provide guidance on methods to establish such
connections. After all, it is the "bottom line" of the HSA.
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APPENDIX A

Abstracts of Health Sector Assessments

This appendix includes abstracts of 31 complete or partial health
sector assessments performed for 16 different Asian countries.
These documents were obtained by a literature search of A.I.D.
libraries and document centers, and from personal collections of
A.I.D. staff. They are not meant to he an cxhaustive collection
of such studies in Asian countries, but rather a representative
sample,

The collection includes health/population/nutrition assessments
from Burma, China, India, Indonesia, Korea, Pakistan, Sri Lanka
and Thailand. All of the assessments were sponsored by
U.S.A.I.D. except for China (Werld Bank) and one of the five
India studies, which was for the Ford Foundatior. Three of these
studies were not strictly health sector assessments: the
Pakistan study was a baseline study for a large primary health
care project, one of the India studies was part of an A.I.D.
research effort, and the Indonesia study was also part of a
research effort.

In addition, three special series are represented: DEIDS reconn-
aissance studies are included for Korea, Laos, Pakistan,
Philippines, and Thailand; Syncrisis studies are included for
Bangladesh and Burma; and WHO Water Supply and Sanitation Reviews
are included for eleven countries.

Burma - 1984

(Ref: Review of Selected Diarrheal Disease Mortality
Reduction Components of the Socialist Republic of the
Union of Burma's (SRUB) Community Health Program. Le
Sar, J. W. The Pritech Project, Management Sciences
for Health., May 19, 1984.)

A three-person team visited Burma for two weeks to review the
diarrheal disease mortality reduction components of the SRUB's
Community Health Care program. The report focuses on child
mortality and diarrheal disease in Burma, looking at status and

r*< Ministry of Health's policies, programs and plans.

The report reviews several small area studies as well as national

statistics and concludes that significant improvements have been
made in infant and child mortality and in incidence of diarrhea.
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With respect to the Ministry of Health, the report gives a brief
review of its history with regard to child mortality and diar-
rheal diseases, current policies, programs and plans, reviews
training programs for health workers, and describes the manage=-
ment of diarrhea disease control. It then discusses strengths
and weaknesses of the current efforts, concluding that this well
run effort might be improved with a home-based approach to diar-
rhea case management, measles vaccinations, better coverage of
pregnant women with tetanus toxoid, and selective improvements in
training and monitoring.

China - 1984

(Ref: China, The Health Sector. Jamison, D. T.; Evans,
Je R.; King, T.; Porter, I.; Prescot, N.; Prost, A.
The World Bank, Washington D.C., 1984.)

This report is based on the findings of a World Bank rural health
and medical education mission that visited China for four weeks
in 1982, Thirteen persons were present for all or part of the
mission. A draft of the report was submitted to the Chinese
government in September 1983; discussed with the government in
February 1984; with this version of the draft revised in light of
government comments.

The report presents a comprehensive review of the health sector,
drawing on extensive references and previous studies. 1Its scope
includes: (1) a description of the population, including trends
in population size and fertility levels, trends in life expectan-
cy and infant mortality with regional variations, changing
disease patterns, and changes in nutritional status; (2) the
health sector and its financing, including policies, organiza-
tion, personnel, facilities, pharmaceuticals and equipment,
financing and expenditures, and impact of health resources; (3)
food, water and sanitation, and population policies; (4) major
issues (services for the rural poor, the emerging problem of
chronic diseases, medical education). A large number of statis-
tical tables are presented.

After the general review, the paper focuses on what it believes
are the two major health issues facing China, nameiy, (1) reach-
ing the large number of remote rural poor that have not shared in
the general progress in health status experienced by the rest of
China's population, and (2) finding cost-effective solutions to
the chronic health problems (similar to those in the U.S.) that
have now emerged as the primary type of health problem facing
most of the population.



India - 1984

(Ref: India Health Sector Analysis. Walsh, J.
Pritech Project, Management Sciences for Health.
August 1984.)

This A.I.D. sponsored project had the following scope of work:
(1) review all background papers on India's health sector pre-
pared by A.I.D. during the previous three years, and (2) then
write a health sector analysis based on that review. The docu-
ment revi'w was supplemented by interviews with U.S.A.I.D. and
Government of India (GOI) officials.

After a review of economic and vital statistics, including geog-
raphical differences, the author presents an especially cogent
review and discussion of infant mortality. Levels and causes of
neonatal and postneonatal mortality are given along with an
appendix summarizing the causes and consequences of prematurity
and low:-birthweight.

A brief review is presented of: GOI health budget, infrastruc-
ture and programs, U.S.A.I.D. funded health programs, and volun-
tary agencies. Eight major deficiencies in the health system are
identified, including: (1) lack of leadership, management and
public health orientation by doctors; (2) inadequate skills amnng
peripheral health providers; (3) inadequate information systems;
(4) inadequate drug and vaccine supplies; (5) lack of cost-
effective interventions for measles, respiratory infections,
prematurity and several other important causes of mortality; (6)
lack of clear provider orientation to highest risk group; (7)
poor utilization by highest risk group; (8) inadequate supervi-
sion at all levels. Recommendations are made for correcting the
deficiencies.

India - 1981

(Ref: Mortality of Infants and Children under 5 Years
of Age in India. Puffer, R. R. October, 1981.)

This paper was one of several sponsored by U.S.A.I.D/India in
preparation of a more comprehensive health sector analysis. It
provides an extensive review of numerous small area studies that
provide information about infant and child mortality in India.

Not only does the document synthesize diverse studies, showing
general patterns and trends, but it delves deeply into the prob-
lems associated with most mortality data. Drawing heavily upon,
and comparing the Indian data to her study of childhood mortality
in the Americas, the author goes much further into the meaning of
the data than most other health sector assessments.
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For example, the complexity of the interaction between measles,
diarrheal disease, nutritional deficiency and respiratory condi-
tions is discussed. Ia the Americas study, pneumonia and bron-
chopneumonia were found as complications (and usually as the
terminal cause) in 80.2% of the deaths due to measles. Measles
was found to be the underlying cause of death far more frequently
than it was reported, in fact 81% more. Furthermore, the
undereporting was greater in the first year of life and in rural
areas. Deaths with measles as the underlying cause were compli-
cated by diarrhea 50.4% of the time and by nutritional deficiency
59.3% of the time, although these complications were generally
not reported in official statistics. Similarly, causes of
neonatal mortality are not clearly reflected in official statis-
tics. "Perinatal conditions as causes are very important for
uinderstanding the factors responsible for excessive neonatal
mortality. Low weight births are the consequence of maternal
infections and conditions (such as malnutrition), and other com-
plications of pregnancy, while for others, immaturity is a con-
tributory cause." '

The author concludes that the India studies "indicate the need
for assignment of underlying causes according to the Interna-
tional Classification of Dise..ses in order to gain a better
understanding of the causes of neonatal mortality and comparabi-
lity of results." A WHO Center for Classification is proposed,
along with studies of underlying and associated causes of death.
Such studies are necessary for proper evaluation of health inter-
ventions, and could be the foundation of a satisfactory vital
statistics system. In addition, the author recommends that since
increases in birthweights are essential for any major reduction
in infant or child mortality, accurate and comparable data on
birthweights should be collected.

India - 1974

(Ref: Health and Nutrition in India: Recommendations
for Ford Foundation Support. Gwatkin, D. R. January,
1974),

This is a private document written for internal use of the Ford
Foundation. It presents a comprehensive review of nutrition and
health status in India, and the theoretical impact on individuals
and the national economy. It discusses a variety of possible
solutions to health and nutrition problems (such as improving
agricultural production, income, sanitatior and living condi-
tions, health and nutrition education efforts, compaigns against
communicable diseases, food subsidizations and meal programs),
and then describes the existing health and nutrition programs
operating in India. It also discusses the government's strategic
planning efforts in health and nutrition.
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Finally, the report discusses reasons why the Ford Foundation
should be interested in health and nutrition in India, and
discusses ways in which it could best do so. This discussion is
clearly related to the Foundation's desired direction, resources
and capabilities.

The author is very careful about moving too quickly from identi-
fication of a health problem to a recommended solution. For
example, in discussing the relative contribution that curative
hospital care and preventive outreach programs might make to
improvements in health status, he is careful to point ont that in
India there simply is no evidence to support a conclusion in
favor of either approach. This same caution can be seen in his
statement "To demonstrate the importance of an area is one thing;
to show that the Ford Foundation can make a useful and unique
contribution to it is something different." (p. 97).

India (Maharashtra) ~ 1971

(Ref: Health Sector Analysis, Maharashtra, India.
Landes, J. H. June, 1971. A.I.D. Library #IN-
614.0954-L256.)

This document describes the health status and programs of the
Indian State of Maharashtra (which contains Bombay), and analyzes
their effect on the State's development. It is not clear from
the document whetiier the author visited the field, although this
is probably the case, or obtained his data from documents in the
U.S., nor is it clear for whom the document is intended.

The document describes health status (including topography and
climate, people, demography, housing and sanitation, education,
nutrition, food production, food intake, resources, and epidemi-
ology), state health programs (including health workers, facili-
ties, state programs in family planning, nutrition and disease
prevention, and health expenditures), international assistance
(from U.S.A.I.D, Foreign Disaster Emergency Relief, WHO, UNICEF,
private foundations, and voluntary organizations such as CARE),
health planning capacity, and U.S.A.I.D. development goals.
Finally the paper analyzes the contribution of U.S. assistance,
and identifies and discusses five key health problems facing
Maharashtra.

An important lack of data about foreign assistance existed
because contributions were not broken down by individual state.
All foreign assistance flows through the national government and
accounts are not available for expenditures by state.
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India (Mysore, Punjab)

(Ref: Functional Analysis of Health Needs and Services.
Reinke, W. A.; Taylor, C. E.; Parker, R. L. Dept. of
International Health, Johns Hopkins University,
Baltimore, no date. A.I.D. Library #IN-614,0954-R372a.)

This paper reports a survey of the Indian states of Mysore and
Punjab, with the primary purpose of demonstrating the application
of a health assessment methodology which the authors call "func~
tional analysis." They define eleven semi-independent functions
of community health services that relate health needs to health
resources. The methodology performs community surveys to measure
health needs and to quantify health resources, activities and
services, and then analyzes the relationship between the needs
data and resources data using the functions.

The eleven functions include: (1) medical relief, (2) personal
preventive services, (3) maternity services, (4) family planning,
(5) communicable disease control, (6) environmental sanitation,
(7) mass population control, (8) mental health, (9) general
health education, (10) internal administration, (11) coordination
and education for consumers and external groups. The first four
are consumer initiated, while functions 5-9 are provider
initiated.

Data on needs and services arc obtained with a series of surveys.
Most important is a household survey, in which a carefully selec-
ted sample of households is visited and revisited fortnightly for
the duration of the study. A two-week work sampling of
health cencers is done to determine the cost of performing the
eleven functions, for specific diagnoses and sub-functions within
functions. A work sample is also done on health center workers
performing field visits. A patient flow survey to determine what
happens to individual patients as they gc through a health center
visit, and helps to relate patient characteristics to the content
and quality of health center services. The household survey can
be backstopped with a review of patient records.

Analysis of the data for Mysore and Punjab aimed at answering the
following six questions: (1) What are the community health
needs, (2) What is the quantity and quality of health services
available, (3) How are the health services currently utilized,
(4) What activities are actually occuring in the health centers,
(5) What are desirable and pracvical alternatives for the organi-
zation of health centers, and (6) What are implications for
training of health workers?



Over a lz-month period, data was collected in three villages
within each of two health center areas (of 57,000-87,000 popula-
tion each) for each state. The community survey included about
25 households in each village visited fortnightly throughout the
year. These fortnightly interviews provided information about
health problems and action patterns extending over the full
course of a given illness,

The time to complete the various parts of the study has peen
estimated as follows:

Estimated Person-Days Required

Procedure Description Lower-Cost Alternative Complete Survey
Regional 4 areas,

and Village 300 villages 4 4
Assessment

Village 4 areas,

Leader 36 villages 18 18
Opinicns

Patient One year

Records of data 12 20
Household 400 house-

Surveys holds total 40 60
Work 4 centers,

Sampling 10 days 40 40
-Center

Work

Sampling 40 80
-Field

Patient 1200 patients,

Flow 5 days 0 100

Total person-days for
data collection 154 322

Conclusions are drawn from the Mysore and Punjab data more for
illustrative purposes in this paper than for actual use.



Indonesia - 1983

(rRef: Infant and Childhood Mortality in Indonesia.
Puffer, R. R. Paper presented to a Seminar on October
19, 1983 at the National Institute for Health Research
and Development, Dept. of Health, Jakarta, Indonesia.)

This is not strictly a health sector assessment, but rather an
analysis of infart and childhood mortality in Indonesia, followed
by recommendations to improve the situation. It is an excellent
example of a thorough, thoughtful and practical analysis of an
important aspect of the health sector.

After summarizing relevant data from the Central Bureau of
Statistics, it summarizes causes of mortality and morbidity as
discovered in the Indonesian Household Survey of 1980. It
reviews prospective studies in two subdistricts that established
a sound method of collecting data on births, deaths and caus< of
death. Various hospital based studies are reviewed, which pro-
vide particularly interesting information on birthweight and its
relation to infant mortality. The results from all of these
studies are compared to study results from other countries,
especially the author's work on childhood mortality in the
Americas, and are discussad in depth.

Five recommendations are made: (1) additional prospective
studies of kirths, deaths and cause of death; (2) pilot projects
in a new vital registration program; (3) longitudinal research
throughout the entire prenatal and infant period in order to
better understand causal development; (4) possibly another house-
hold survey in 1990 using the International Classification of
Diseases to establish both underlying and associated causes of
death; and (5) an education and training program in health
statistics.

Korea - 1974

(Ref: Towards a Mational Health Strategy for Korea.
Scheyer, S; Epstein, R.; Norris, J. Family Health Care
Inc., June 4, 1974. A.I.D. Document #PN-AAF-344,
A.I.D. Library #KS=614.095195-F198.)

The purpose of this A.I.D. sponsored study was to "focus on the
health delivery systems in Korea, analyze these systems, and
pertorm a design and cost evaluation of 2 or 3 field experi-
ments." However, by the end of the study, the team concluded
that it could not recommend specific field experiments. The
study applied three criterion--financial, managerial, and provi-
der capability--to the existing health system in order to deter-
mine its institutional structure and capacity.

.
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The following outline summarizes the type of information sought:

A. Health Service Delivery Capacity

1, Types of health workers (Physicians, Nurses, Pharma-
cists, traditional healers such as herbalists,
acupuncturists)., Their geographical distribution and
training. Organizational practices of physicians.
Training of physicians.

2, Institutions. Hospital and bed growth. Industrial
clinics. Who controls institutions.

3. Accessibility, by income, location, class, employment,
risk level,

B. Cost of Health Care

1. Per capita expenditure. Cost per unit. Affordability.
2. Financial viability of health institutions.

C. Health Care Financing

1. Insurance. Who pays? Coverage. Cultural view towards
insurance. Financial viability of programs. Public
versus private.

D. Public Policy, Laws, Allocation of lealth Resources

1. Licensing of Physicians, institutions.
2, Planning institutions.
3. Government funding (Workman's compensation, social

security).
The study team contained three persons, spent 43 working days in-

country, and interviewed 63 people. Interviews are summarized in
an appendix to the report.

Korea - 1973

(Ref: Preliminary Reconnaissance Sector Report, Health
Sector, Korea. Alden, J.; Howard, L.; Dalton, J.
ASIA/TECH/SPP/AID Washington, November 22, 1973.
A.I.D. Library #KS-614.095195-A265.

This two week study by a three person team from A.I.D. Washington
was in response to a proposal by the Korean government for funds
to support construction of county hospitals. USAID/Korea decided
to look at the need for and feasibility of low-cost rural health
delivery systems. The Scope of Work calls for:

A) Examine possibilities for productively extending Korean
Health Services through the introduction of low-cost, integrated
delivery systems,

B) Assess Korean interest in experimental approaches to health
delivery systems, '



C) Identify the principle issues to be resolved, the interme-
diate analysis to be carried out, and the other essential steps
that should be taken to design a project leading to the execution
of a loan agreement,

Prior to the field visit an extensive literature search on
Korea's health sector was undzertaken, and interviews were held
with persons knowledgeable about Korean conditions. Several
excellent reports were available describing the Korean health
sector. In Korea, the study team interviewed widely, jourineying
to 7 of Korea's 9 provinces. During the provincial visits, the
team focused on looking at experiments in health/mecical care
insurance, and on the existing rural health systems.

The study identified and discussed five crucial health policy
issues: (1) the need for a health planning capability that can
achieve relatively quick results; (2) how to achieve country-wide
health care at a cost compatible with other Korean development
objectives; (3) efficient patterns for delivering health care,
vis-a-vis urban and rural, private and public; (4) how can cost
to consumer be reduced; (5) how to reach the ambitious but chal-
lenging family planning goals. It also made a series of nine
recommendations.

In considering these questions, they looked at the following
kinds of data: general health status; condition and utilization
of existing health facilities; existing private and public deli-
very systems, including indigenous and experimental (coverage,
costs, outputs); health policy, policy-making, and planning;
effect of social organization and administration on health deli-
very; government and family budgeting on health; pharmaceuticals;
health insurance; family planning programs, nutrition programs;
potable water; relation to educational system; health research
activities; health data resources.

Pakistan - 1984

(Ref: Pakistan Baseline Health Status Survey, Primary
Health Care Project. Westinghouse Health Systems,
Columbia, MD. October 1983-April 1984.,)

The Pakistan Primary Health Care Project is a joint venture of
the Government of Pakistan (GOP) and U.S.A.I.D. to improve provi-
sion of primary health care services in the rural areas of the
country. It is a 5-year, $20 million project. The Baseline
Health Status survey, undertaken at the beginning of the project,
will be used as the basis against which to measure program
impact.



Data is collected on seven types of variables:

(1) Census/identification variables: province, district, vil-
lage, household number, respondent, and for each respondent,
family size, name, sex, age, marital status, edvcation,
occupation.

(2) Antenatal: perceived need by mothers to see medical person
during pregnancy, perception by mothers of appropriate person to
see for delivery, last delivery (by whom, where, when, TT given
or not).

(3) Immunization: coverage with WHO recommended vaccines, person
administering vaccinations, maternal knowledge of immuniza“ion.
(4) Oral rehydration: knowledge of ORT, did child have diarrhea
in recent past, actual practices and intended practice for
treating diarrhea.

(5) Morbidity/information on Outreach: who has been sick during
reference period, from where care sought, nature of symptoms/
sickness, who treated, nature of treatment, was household visited
by medical personnel, duration zf sickness.

(6) Mortality: children born alive but now dead, age at death,
sex, who was consulted for care, signs/symptoms.

(7) Nutrition: weight, height, knowledge (e.g., breastfeeding,
weaning).

The data is analyzed according to: age and sex, socio-economic
data, household size, literacy, type of potable water and sanita-
ry fecility, electricity, contraceptive usage, type of health
care sought, and cross-tabulated by: education status with num-
ber of cnildren, contraceptive usage, mother's knowledge of ORT,
etc., nutritional status, and ilxmunization; immunization rates
relative to distance from health center; health center utiliza-
tion rates; and nutritional status.

Sri Lanka - 1980

(Ref: Health, Population and Nutrition Sector Review
for Sri Lanka - 1980. Lushman, K. P.; MacCorquodale,
D. W.; Brady, J. R. July, 1980.)

This sector review was performed by three A.I.D. staff persons
during a three week visit. 1Its purpose was to help in resolving
issues raised concerning the proposed A.I.D. Country Development
Strategy Statement for 1982, It attempted to assess: (1)
national health, population and nutrition (HPN) policies and
priorities, (2) current activities and problems, (3) apparent
Japs in meeting HPN needs, and (4) possibilities for U.S.A.I.D.
assistance. Less attention was given to population because a
UNFPA needs assessment team had just visited Sri Lanka.
Similarly, A.I.D. had an ongoing nutrition assessment activity,
but recent controversy over government food subsidies made it
essential to deal with certain nutrition issues.
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The report considers data limitations, current goals and priori-
ties and resource allocation problems. A health profile contains
data on population trends and dynamics, epidemiological patterns,
age, socio-economic status, ethnic ¢group, and most vulnerable
group. The most critical health problems are identified as:
malaria, high-risk pregnancies, diarrheal disorders, and malnu-
trition. It is opinioned that the universal availability of
modern contraception would be the most cost-effective strategy
for improved health.

Gaps in various program areas are discussed at length in relation
to potential U.S.A.I.D. assistance. This is an extensive review
and relates HPN issues in Sri Lanka directly c¢o U.S.A.I.D. and
its potential impact.

Thailand - 1983

(Ref: Thailand Health Sector Assessment. Benjamin,
R.; Donaldson, D.; Piyaratn, P.; Regli, S.; Rogosch,
J.; Valayasevi, A. U.S.A.I.D., Sept. 5-Oct. 5, 1983.)

This A.I.D. sponsored study was aimed at identifying priority
areas wherein future A.,I.D. assistance would have the most
impact.

After a review of general country characteristics, the structure
of the public health system (national policy, community partici-
pation, rural health delivery, and public and private financing),
and trends in fertility, mortality and morbidity (including
degree of data reliability), an extensive review of health,
nutrition and water/sanitation programs is presented. Programs
on primary health care, nutrition, diarrhea and immunization are
discussed in depth, each discussion covering the nature of the
problem, current efforts to solve it, problems and constraints
with those efforts, donor assistance, and recommendations. Water
supply and sanitation is discussed in a separate section, dealing
with piped and non-piped water and sanitation. Constraints on
effective solutions are discussed in each of these areas.

Finally a brief description is given of Thailand's health plan-
ning and management, health financing, and health and medical
research. A variety of recommendations are made in this regard
that would be appropriate for A.I.D. sponsorship.

This is an extensive, detailed, and well-organized report with
ample references.
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DEIDS Reconnaissance Studies

(Ref: Korea - March 1973. A.I.D. Document # PN-AAB-

583, KS-614-A512;

Laos - Oct., 1974. A.I.D. Document #LA-614-
A512;

Pakistan - Aug., 1972. A.I.D. Docu. #PK-614-
AbB12;

Philippines - April, 1973. A.I.D. Docu. #PN-
AAB-568, RP-614-A512;

Thaiis»wd - Jan., 1973. A.I.D. Docu. #PN-AAB-
567.

DIEDS (Development and Evaluation of Integrated Delivery Systems)
is a project which sought to establish through detailed planning,
trial, and evaluation a practical program for the development of
an integrated health delivery system through which maternal and
child health, family planning, and nutrition services could be
made avallable to the majority of a population in a predeflned,
predominantly rural area. DEIDS projects were carried out in
numerous countries and consisted of three phases--reconnaissance,
detailed planning, and pilot project operations--and cculd last
up to 8 years. The program was carried out by the American
Public Health Association under a contract from U.S.A.I.D.

The purpose of the reconnaissance studies was to visit a nomi-
nated country and' to ascertain jointly with that country's offi-
cials the feasibility of a DEIDS project in that country. The
reconnaissance studies gathered information about disease pat-
terns, health services, local resources, cultural aspects, commu-
nity involvement, potential for integration of various parts of
public health, opportunities for innovation, existing and poten-
tial staffing, training, supervision, emphasis on preventive
services, outreach, cost and evaluation. Often, the most impor-
tant criteria for judging feasibility appeared to be the
understanding and commitment of key officials.

Syncrisis: The Dynamics of Health

(Ref: Volume XVII, Bangladesh Loomis, S. A. Office
of International Health, PHS, DHEW. March, 1976,
A.I.D. Document # PN-AAC-135,.

Burma. Liberi, D. M. Dec., 1979 (draft).)

These are two examples of the Syncrisis reports prepared by the
Office of International Health. What 1is unique about the
Syncrisis reports is that they attempt » comprehensive descrip-
tion of the health sector of a country based only on published
information available in Washington D.C., without a trip to the
country itself. The published information is generally
supplemented by interviews with "old hands" familiar with the
country in question.
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As noted in the preface to the Bangladesh study, the Syncrisis
studies "are intended to acquaint the generalist in development
administration with (1) interventions in the health system of the
country which will contribute to socioeconomic development, and
(2) the effects of other developmental activities in health. To
the specialist in comprehensive health planning, they will pro-
vide both a preliminary document for his work, and an indication
of the sources of information available for health planning in
that country. For the specialist in a specific aspect of health
care, Syncrisis studies are intended to provide insight into the
relationship of the subsystem with which he is concerned to the
comprehensive health system and the larger society. For eacih of
these professionals, Syncrisis studies are intended not as a
final definitive document, but rather as a point of departure
from which their own professional skills can be applied to deve-
lop activities that will benefit the country."”

The general organization of the Bangladesh study is: Background
Information (geography, climate, history, government, eccnony,
transportation, communication, education, housing, culture),
Population (distribution, migration, age, sex, ethnic composi-
tion, marital status), Health Status (mortality, morbidity, com-
municable diseases), Nutrition (deficiences, programs), National
Health Policy and Administration, Health Services and Programs
(government, private), Population Programs (fertility, past prog-
rams, existing situation, external assistance), Environmental
Sanitation (sewage, manpower, food-sanitation), Health Sector
Resources (health manpower, health facilities, traditional medi-~
cine), Financing Health Care, Donor Assistance (multilateral,
filateral, non-governmental organizations).

The draft Burma study is similar, but with some differences. For
example, the Background section also contains information on
religion, status of women, and personality; the Health Status
section information on collection and registration of vital sta-
tistics; the Environmental Sanitation section information on
water supply, solid waste, industrial pollution, and land defo-
liation; and the Nutrition section information on diet. There is
no Population section in the Burma draft (it is included in the
Background section), but there is a section on the Burmese
Concept of Health and Illness which includes discussion on
Buddhism and Supernaturalism, and appendices on the History of
Burma and Its Present Political Structure, Economic Factors
Affecting Burma, and the Burmese Personality.

The Syncrisis studies generally took 3 to 4 months of effort, and
often included a more junior person in literature search and
review and a more senior person in analysis and writing. The
cost in the early 1970's was roughly $15,000~20,000 per country
report.
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WHO Rapid Assessments of Water Supply and Sanitation

(Ref: Bangladesh, Burma, Fiji, Indonesia, Nepal,
Pakistan, Philippines, Sri Lanka, Solomon Islands,
Western Samoa.)

These eleven studies were all done by the respective governments
in 1978 and 1979 in response to a WHO request in preparation for
its Decade (1981-90) on International Drinking Water Supply and
Sanitation. All follow the same format.

They provide data on present and projected coverage of the
population (urban and rural) with various types of water and
sanitation systems. (These systems differ from one country to
the next.) The operation of systems is discussed, along with the
performance of various agencies responsible. This generally
includes data on expenditures, personnel, information gaps and
planning. Finally, prospects for accelerated sector development
are discussed along with recommendations. Most of the studies
focus on the types of systems and coverage, rather than on their
effect on health.
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HEALTH SECTOR ASSESSMENT*
Paul I. Ahmed, M.A., L.L.B.

Aliza Kolker, Ph.D.

Introduction

The decades since World War II have witnessed growing concern in developing countries
about upgrading their health services, and a reciprocal desire among developed countries
and international donor agencies to provide technical and financial assistance for that
purpose. A growing recognition of the inefficiency and waste resulting from haphazard
programming and from uncoordinated aid has led to the development of several methodologies
for assessing the health needs of developing countries and for developing rational, inte-
grated health programming.

In this paper we analyze a major methodology for health planning, Health Sector
Assessment (HSA), employed principally by the Unicted States Agency for International
Development (AID). Although health planning techniques have been used by international
agencles and national governnents for at least two decades, the concept of Health Sector
Assessment as a specific methodology is relatively recent (for other methodologies see,
for example, Chasse, 1975a & b; PAHO/WHO, 1965; Ahmed, 1976; Cutierrez, 1975; IBRD, 1975).
The purpose of this paper is to briefly describe the goals and design of the Health Sector
Assessment and to expiore its uses and limitations as a tool for health planning. The
paper is based largely on the author's personal familiarity with this and other health
planning methodologies, on intevnal papers. and memos circulated by the Agency for Inter-
national Development, and on informal interviews with health officials in international
agencies.

Health Sector Assessment is conceptualized as a tool for coordinated and integrated
planning directed toward improving health conditions in developing nations., It involves
a process of gatltering, organizing, and analyzing data on the health policies and resources
of a developing country for the identificstion of possible solutions to its health problems.
The purpose of a health sector assessment i{s to develop a strategy or set of Strategies
for health improvement in developling countries. As mentioned above, the concept of Health
Sector Assessments as a specific methodology is relatively recent; it has only be2n used
in a few Latin American and Middle Eastern countries since 1972. The demand for health
sector assessment arose from the need for long term planning, on part of the donors, in-
ternational financial communities, and the countries themselves.

Several factors have converged to create a need for integrated, long-term planning
in the Third World. These factors include:

. More demand for health services;

. A scarcity of resources;

*
The authors are deeply grateful to Joseph Hacket of FDA who shared a communication on

the description of Health Sector Assessment. They are also grateful to Dr. Joseph Davis
for an internal memo entitled "Guidelines for Health Sector Assessment." Both documents
have been amply used in the development of this paper. In addition, they are grateful to
Nicholas Fusco of Westinghouse Health Systems and to Dr. Kenneth Farr for reviewing and
commenting on earlier drafts of this paper.

The views presented in this paper are those of the authors and not necessarily
those of the instltutions to which they belong.
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. The transfer of new technology, vaccines, snd drugs; and
. Strong donor interest in providing preventive health services.

Congressional and administrative mandates in the United States have reflected these factors
and have created the climate for this new approach. President Carter recently reempha-
sized the U.S. policy in his statement of May 2, 1978, announcing a program to strengthen
U.S. participation in efforts to overcome disease and ill-health. The President stated:
"Our efforts will be based on the following principles: -- a basic minimum level of health,
nutrition and family planning services should be available to the world's poor, whether
they live in rural areas or urban slums. Developing nations can eventually meet their

own needs if we assist them in strengthening their institutions and building their own
health systems. Community-based health care, including the use of community resources

and the training of appropriate health personnel as near as possible to where they deliver
services, is the most effective means of achieving the standard of health we desire for

all people." The above affirmation of goals of U.S. international health policy by the
President has led to active involvement of all of U.S. international health agencies in
long term planning, this interest is also expressed in terms of interest in development

of new methodologies for health planning. Assessment is one of the tools the USAID has
used for long term planning. In order to understand its usefulness to planning, we need

to know its purpose, methodology, and the nature of its final product.

The first section of this paper will describe the goals and design of this method.

The Concept of Health Sector Assessment

Health Sector Assessment, designed for efficiency and comprehensiveness, involves
a team effort. It is important that members of the host country play a large part, since,
ideally, the planning and design of future health programs will evolve out of the HSA.

The ultimate goals of Health Sector Assessment are:
To provide a data base for programming AID support to the healih sector;

To contribute to the improvement of the country's institutional capability

in health planning by (a) structurally analyzing health sector problems and
alternative solutions, (b) assessing the country's health planning require-
ments and developing estimates of the manpower and resource requirements needed
to accomplish those requirements;

. To establish a basis for national and AID investments within the health sector.

In order to accomplish these goals certain incermediate objectives must be met.
Most of these are accomplished in the host country in the process of the assessment. These
are:

1. Clarify the nature of existing health problems within the total social, economic
and political context. (In particular, the political climate and the human and
technological resources of the country appear relevant to the HSA; see Westinghouse,
1978).

2. Place in clear focus the important interrelationships of the health sector with the
social and economic sectors.




3. Choose among several HSA models the one most appropriate to the host country's
situation (more or the various models follows below).

4, Help to elaborate alternative health strategies in a format that coustitutes a
basis for choice and that is useful for decision-makers.

5. Promote and facilitate implementation of health development programs in high-priority
areas.
6. Identify program areas requiring well-managed development projects. Such areas may

include existing programs, possible revisions of those, and areas not yet addressed
by ewxisting or planned programs.

7. Strengthen nutional capabilities in health planning, in project formulation, and
in program evaluation.

8. Identify program areas and projects for which foreign assistance may be rorth-
cominz (e.g., from bilateral agencies, from the Internarional Bank for Reconstruction
and Development, from the United Nations Development Program, from the World Health
Organization, or from the World Food Program).

[t should alsy be noted that the idea of developing and implementing a health sector
progran ctnhat axtends over several years and integrates multiple projects, is another
possible objective of a Healch Sertor Assessment. Ideally, such a program should lead
to more 2fficient utilizaction of Fesources in the service or national health goals. lLong-
term piinning attempts to avoid the pitfalls of uncoordinated, haphazard healch projects
that in the past have sometimes dininished the effectivencss of foreign assistance prozrams,

The [n{g}g}jggliggmgg_Assessmeng

The intricate processes that precede the Assessment offer insight intu both the
function and limitations of the method. What follows is a brief description of these
processes,

The Director of the USAID mission and his technical staff are responsible for the
first step in that it decides to provide assistance to a particular country. The kind

or extent of h n assistance that might be provided is determined on the basis of sug-
gestions formi]~~ed by the Country health Ministries. With the aid of the technical
staff's advice he mission Director develops a plan concept (PID for an aid program).

The PID is then approved in Washington, after which the Mission Director can make a deci-
sion to implement the project on site, provided the cost of the project is below specified
levels. If the costs ecxceed a specified level the project is developed in detail, sub-
mitted to review committees in Washington, and approved again, before implenentation,

It is important to keep in mind that political interests of the Unitad States
Government and thogeof the government uf the receiving country underlie and determine the
total amount of assistance that can be given or absorbed at any time, the nature of the
projects which might be undertaken, and the allocation of resources and sites of pooposed
projects within the receiving country. Following are a few of the factors that must be
considered in determining what health pProjects are suggested:

1. What has the host government formally requested or indicated through informal dis-
cussions? Does it meet the AID legislative mandate of helpiny the poor majority?
Is it in areas of AID priority such as MCH services, intecrated healcth delivery,
envirsn oatal sanitation ere?
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2. What would be the receptiveness of the host government to the idea of any American
influence over its health policies?

3. What is thc attitude of the existing economic leadership toward partial support of
potential projects in the initial stages of growth and full support for maintenance
in future years?

4. What are the political or economic motivations of the central government? Has the
government developed a sincere interest in the health of a segment of the popula-
tion? Does the government believe that improved health conditions of that segment
will be advantageous to the economic development of the entire nation? What pressures
are being brought to bear on the government to solve certain countrywide health
problems? Does the government require help for a specific area of the country per-
ceived as neglected for one reason or another and where the population is believed
to have a disproportionate burden of disease and poor environmental conditions?

5. What countries or organizations are now participating in joint health programs or
are urging that new programs be undertaken? Do they clash with U.S. interests or
use up valuable resources or can they be coordinated to supplement or complement
any U.S. proposals?

6. What sizable existent programs that have demonstrated their benefit to the pojulation
are being phased out because of inadequate support?

7. How many American nationals will be involved in the project? Can che AID mission
provide the necessary support?

8. What obvious budgetary, political, or other constraints would affect the initiation
and continuation of any project?

The process of project selection is multi-faceted. Sometimes projects are selected
without long term planning. Other times, planning aid is requested in the form of health
sector assessment. Prior to the initiation of assessment, the Mission or the Regional
Bureau of AID may request a preliminarv background paper on the country, or a Syncrisis.

The "Syncrisis" is based on secondary research, varying in format and scope. It is designed
to present a summary of k.own geographic, demographic, economic, and health data about

the country, as well as a statement of the major health problems and an estimate of the
resources needed for a full-scale HSA.

The Naturr of a Health Sector Assessment

Several alternatives exist at this point, depending on AID policy considerations,
on the interest and commitment of the host country, and on the constraint of available
time, money and manpower resources. First, it is possible that, for whatever reasons,
no further action will be taken. If a decision is made tc proceed with an HSA, several
alternative models are available, ranging in scope from a very limited effort to a rather
comprehensive one. The following alternative models which a given HSA may adopt were
developed during a recent Westinghouse evaluation of three past HSAs. (For a fuller
discussion, see Westinghouse, 1978):

1. Preparation of an AID program plan only. This plan is the least expensive and
places the minimum burden on the Mission and on the host country's government.
Prepared entirely by AID staff or by consultants, it is tied to the AID funding cycle
and addresses the HSA objectives as discrete projects rather than as components of
the program-planning process.



2, Preparation of an AID program plan with selected additional objectives. This model

is essentially similar to the first, except that a limited number of additional
objectives may be included (Examples of additionai objectives are formal training
or a survey of nutritional conditions). The objectives, as well as the degree of
involvement of the host country's staff, are decided on the basis of detailed

negotiations with the host country's representatives. As in the first model, primary

responsibility for program planning rests with AID.

3. Preparation of an AID program plan, with a parallel multi-objective health planner

effo.t. This model is designed to reconcile AID's need for a program-planning
document tied to its funding cycle with the host country's interests in broader

or longer-range objectives. Such objectives may include extended training or other-

wise expanding the health-planning capability of the country. This model calls

for wuch greater commitment on the part of the host country, and is partly indepen-

dent of the AID funding cycle.

4, Preparation of a national health plan, with other HSA objectives, followed by

preparation of an AID program plan. This model aims primarily at producing "a com-

prehensive national health plan, from which the AID program plan would derive, and
it would be carried out independently of the AID funding cycle" (Westinghouse,
1978: 8). This mcdel require: -iie largest investment in resources and the most
extensive commitment on the part of the host country.

If a decision has been reached to procead with a "full-scale" H3A (model 3), a
multidisciplinary team is put togetier. Team members come from the AID staff, from the
U.S. Public Health Service, from ccisulting firms under contract with ALD, and from the
host country. Strong emphasis is placed on participation of professionals from the
host country, since the concept of a full partnership in development is perceived as a
crucial element of the HSA philuscphy and process. The actual composition of the team
deperds upon the specific cbjectives of the assessment, but may include any or all of
the following professionals (of course, several spe.ialties may be ccabined in the same
person):

1. Public health physician and primary care specialist, who may act as team leader;

2. Mi:ternal and child health physician and family planning specialist:

3. Health manpower and training specialist;

4. Nurse-midwife, nursing education specialist;

5. Epidemiolngist/environmental health specialist;

6. Pharmaceutical, medical supply and logistics specialist;
7. Health development economist/financial analyst;

8. Social anthropologist;
9. Program design specilalist;
10. Vital statistics specialist; and

11. Sanitary engineering specialist.



Although team membars usually have extensive averseas ciperience as sovis:crs to AID mis-
sions, it is desirable that they have two or three wrers to collect und Jicest background
materials before they assemble in Washington for briefi~.s and depar:ur

The team may be aided by methodological and technical tools such us the Guidelines
for Health Sector Analysis, a series of manuals published by AID and the Office of
International Health of the U.S. Public Health Service. These guidelines, which are
also intended for use by the host country's officials as well as by their American
counterparts in planning or administering projects, cover such areas as the following:

. Financing the health sector.

. Economic appraisal of health projects.

. Planning for health manpower.

. Controlling communicable diseases.

. Planning for hcalth services facilities. :

. Cultural, social, and behavioral aspects of health planning.

The assessment team's visit to the host country varies in length, depending on
the scope of the HSA. Typically, it may last three or four weeks. In advance of the
visit, AID officials in the host country make certain preparations to facilitate the
work of the team. These include briefings of officials in the Ministry of Health, in
internaticonal health organizations in the country, and, ideally, in other governmental
ministries relevant to health. Also briefed are staff members who are expected to work
with and to host the visiting team. In addition, logisticel preparations ard work

schecdules are laid out as far in advance as possible,

The Health Sector Assessment

Depending on the nmudel followed, the HSA will vary in length, forrat, and sub-
stance.  The following are examples of elements that may be incliuded.

1. Demogruphic data and forecasts. Information mav typically include the aie structure
oy the population, its rural/urban distribution, crude birth and desth rates and
fertility rates, infant mortality rates, and as many of the vital stutistics as
are available., Existing sources of data are used; usually no new data are collected.
The purpose of assembling demographic data is to preduce the best possible set of
population (and pepulation compnsition) forecasts. ihis is necessary not only for

assistance in setting health targets, but also for developing strateyies,

2. Evonomie data.  The data may include, as a minimum, existing and projected health
budgets and estimares of new program costs. Other data may include projections of
the Gross National Friject or of the growth of revenuves and expenditures in the
public sector. There are many uses for ceononic data of this kind, but the basic
ores are: (a) to tit same boundarios on poteatial growth of the national health
budget, (b) to take into account the likely impact of general development policy
on the setting of health priorities, targets, and strategies, and (¢) to estimate
recurrent cost implications of new Yiewlth investments.

3. Health status data. The data may usefully include a gcod national picture of the
inc:dence and prevalence of dicease by age, sex, location, etc. Pessible tables
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presented may include ones showing mortaliry rates and morbidity rates by disease
class. It is most useful for these tables to include relevant inter-country or
intra-country comparisons. These tables are used by the team to assist in the setting
of health priorities and in the identification of targets for the program period.

4, Health Services and Environmental Health Services. Summary tables are presented
of existing health establishments, environmental health services, and health manpower
categories. The tables, showing the distribution of health services and environmental
health services in different geographic regions, should provide an estimation of
the extent to which the population in rural and urban areas has access to or utilizes

such services.

5, Unit cost data. After determining the appropriate units of output (e.g., vaccina-
tions perforaed, hospi.al bed days, health clinic visits, etc.), an attempt is made
to calculate the cost per unit. These data, if available, are used in a-+alyzing
the feasibility of alternative strategies and orograms.

6 Policy data. The team collects relevant data on a) national development policies,
goals and objectives, b) national health policies, c) the extent of understanding

of health planning and health policy analysis and of commitment to the:.

The Impact oi the HSA on Health Programs

The suizestions resulting from the team's efforts, are discussed within AID and
in negoriations wicth the host country. These negotiations may (it is hoped) lead to the
development or ohxi2ntives and projects agreed upon by all sides, objectives ind projects
arising frun, anl supported by, the HSA. If AID is to partake in future prujects,

it may neec to recruit long-term advisors and/or short-term consultants for assignment

to the pro-2.t,

Ar izportant part of the agreement concerns the organizational framework for carrying
out the project. This framework may be the use of counterparts, the use of a joint
organizition for planning and administration, or the socalled "liaison approach."

The counterpart relationship, the one most frequently encountered in AID overseas
misslons, involves the appointment of local partners from the Ministry of Health to work
with each senior American technician for the purpose of coordinating the work and of
exchanging information. In practice, this system works well only when the counterpart
is actually the head of a department and the American is acting as his advisor.

The joint plan is a small temporary organization composed of "technicians" from
both sides led by "administrators" of equal authority. TIdeally, all work together with
a clear common interest and mutual confidence and make decisions jointly. For this work,
the joint group must have a sizable degree of authority.

The liaison approach implies a separation between the two countries in both technical
and policy-making functions. AID provides the funds, the commodity support, and the
approval of the project. The host government plans and executes the project. This approach,
although inefficient, miy be used out of political necessity when a country does not
desire foreign technicizns, or when AID does not deem it advisable for American technicians
to be directly involved in field operations.



Finally, it should be noted, if only for the sake of completeness, that (ho joint

projects or planning at all result from the HSA). This may be due to reasons explored

below.

Criticisms and Limitations of Health Sector Assessment

Having briefly described the purposes and process of Health Sector Assessment, we

will now discuss a number of problems and issues raised by the implementation of HSA
in several Latin American and Mid-Eastern countries. The following issues were highlighted
by the 1978 report of Westinghouse Health Systems to AID:

1.

Conflicting HSA objectives. The HSA was designed to accomplish multiple objectives
which often may turn out to be incompatible. These include a program planning
document for AID, a comprehensive health plan for the host country, and building

up institutional capabilities in the host country (the latter will be discussed
below). AID requires a program-planning document tied to its funding cycle. This

is a short-term effort which must be met in a timely and efficient matter. The

host country's need for a comprehensive health plan is a long-term goal which requires
considerable resources. An attempt to meet both of these goals impedes the achieve-
ment of both goals and strains resources heavily. Of the alternative models

outlined above, only one addrcsses this dilemma; yet the relative weight zssigned

to the different objectives needs to be further clarified, and the distinct endeavors
more clearly separated.

Inadequate fulfillment of the institution-building goal. If a major objective of
the HSA is to enhance the host country's institutional capabilities in health plan-
ning and management, different resources and commitments are called for. Not only
formal training of personnel, but reorganization of the health sector is required
Yet this 1s rarely achieved. One reason is -he pressure of time; another is the
failure to institutionalize the new skills on a permanent basis, since after the
HSA is completed the host country's participants may return to their previous jobs
or may even be transferred outside the health sector. A further reason is outlined
below.

Inadequate involvement of host country nationals. Whether because of lack of skills,
lack ¢f time for training, scarcity of manpower, or the pressures to produce a

timely and efficient planning document, a discrepancy often arises between the

roles of visiting team members and those of the host country nationals. The latter
commonly contributes little to the endecavor beyond descriptive statistics, while

*he former perform the high-powered analysis and eventually write the document.

This undermines the value of the HSA as an educational or institution-building

tool.

Conflicting AID and host country objectives. While AID is concerned with producing
a program planning document, the host country may have longer-range goals, such as
preparing a comprehensive national health plan or building up institutional cap-
abilities. The host country may view the HSA effort as a "donor project," a
bureaucratic requirement unrelated to its own real needs or duplicating already
existing efforts. The need to withdraw scarce, highly skilled manpower frem

other areas of the already strained health sector presents further problems.

Inadequate follow-up. On several occasions the HSA has turned out to be a one-shot
effort, instead of the hoped-for basis for future planning for cooperative projects.
This has resulted from AID's failure to translate the documents into Sparnish

and, in some cases, from the host government's reluctance to disseminate a document
perceived as harmful to its image.
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6. Policy limitations. The HSA must operate within the framework of AID's changing
policy constraints as well as those of the host country. Consequently, it may
neglect to look at the total health picture from an open-minded point of view and
to offer fresh policy options. One example is the current policy of AID not to
build new hospitals. This policy obviously limits the options that may be considered.
Similarly, current AID priorities do not include several important areas of health,
such as mental health. The HSA will therefore not address itself to these problems.
These constraints limit the utility of the HSA as a comprehensive health planning
document.

7. Cost/effectiveness analysis. HSA's have ranged in effort from two man-years in one
country to several dozen man-years in another. Given rhe limited uses of the
HSA, it is difficult to justify such variations in expended resources. A more
realistic appraisal ~f the different possible outcomes of the HSA may help to
tailor the expenditure of resources more closely to the expected benefits,

As it stands now, the HSA has proved to be more useful as a short-term, program
planning document than as an ongoing, comprehensive effort to reorganize the health sector
of a country. As an educational tool, the HSA has proved more useful in increasing the
awareness of host country's personnel of the siynificance of health problems than in
upgrading institutional capabilities in analvsis and planning, or in significantly re-
directing their health policies. As in the :ase of any attempt to reorganize major
sectors of goverament on 1 more rational and efficient basis, political, economic, and
bureaucratic forces combine to limit the impac. of the change. This is the case not
only in developing countries bur in Western countri=s, too, of course. This does not
call for abandoning the effores to apply scier:ific analysis and planning techniques to
social problems. Bur it should lead uUs to realistizilly appraise both che objectives and
the priorities of such techniques, to conside- the iimitations of resources and of external
factors, and to direct our efforts to where they will oroduce the most good.
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This volume Stresses the lmpact of health and nutrition serv-
ices on health and socio~economic well-being., 1In the breadth of
focus, and in the explicit récognition of the Dediating role of
other §0cio~economic factors, we feel the approach is innovative.

This Paper, however, complements the remainder by treating the
impact of social and economic conditiong op health and nutrition,
Our intent jg to go beyond the collection of intermediate and con-
trol variables described ip other papers. We regard health as a
fundamenta] indicator of the quality of life, ang believe that
health.is affected by the human ecology and by complex social anpd
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ity are frail :ndeed. Impact evaluation in these areas is of para-
mount importance, but should be approached with humility, and re-
sults interpreted with caution and restraint. We suggest that the
major benefit from improved evaluation programs will come as many
investigations contribute information to a growing worldwide under-
standing of health, nutrition, development, and social service pro-
grams.

4 a minimum, professionals involved in evaluating the i-pact
of heai-h and nutrition services should be aware of this larger con-
text of public poliecy. Service evaluations should certainly keep
track of key policies affecting health, and should plan and modify
evaluation activities in the light of major socio-economic policy
shifts.

We .ok forward, however, to a future time in which health and
nutritior status will be among the key indices for the planning and
evaluatior of public policy. If economic, agricultural, education-
al, and oti'2r major policies profoundly affect the survival and
health of ~1e public, is it not reasonable to expect indicators such
as life ex: :ctancy to play as important a role in national planning
as does pe: capita income?

The ¢ ‘lowing discussion is a very modest step in the direc-
tion of s~ lo-economic planning for health. Figure I illustrates
the mod=' hat will be developed. Six major policy areas are dis-
cussed.- : r each, key elements that affect health and nutrition

NATIO! - FAMILY BIOLOGICAL
POLICY IMPACT IMPACT

POPULA T
T STRUCTURE

EDUCATION
SOCIAL COMPETENCE HEALTH
AGRICULTURE
FOOD BEHAVIOR
, E NUTRITIONAL
ECONOIIC STATUS
T————3> RESOURCES
INFRASTRUCTURE
ENVIRONMENT
HOUSING

Fig. I. Comceptucl Linkage of Natiomal Policies (Other than Health)
" and Health and Nutrition.

L2
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olated, and causal paths are Suggested by which the impact is
are 1s The analysis deals wii} the Structure of the family and the
mn:e;ior competence, resources, and environmant of the family and
behavior,

individual.

raphic transition, specifically the lowering of birth rates
Peoes :ving development, results in women with high medical risk
nccompaféwer children. Fewer children per family in typ result in
}mvingamily income and wealth being available for each member, in
ore ; child spacing (allowing more attention per child), and
;::Efly in less interfamilial contact with Communicable disease.
Increasing personal and familial wealth and income allows purchase
of a better diet, of more adequate clothing and shelter, and of
services which contribute to health. Similarly, the infrastructure

water, reducing the incidence of water-borne disease. Education

processes and thereby leads to increzsed capacity to prevent or
treat illness. Finally, housing and urbanization alter the relation-
ships among man, disease agents, and health services. -

BIDIRECTIONAL CAUSAL SYSTEMS AND THEIR ANALYSIS

grams and improvements in health and nutrition have significant im-
pacts on family economics, education, social Competence, family size
and structure, and other socio-economic factors. we also suggest 1in
the following discussion that the latter factors Strongly affect
heglth and nutrition. The argument can obviously be generalized

to the individual apg community levelg, Thus, the causal relation-
ships be:ween these socio-econoric and biological variables are bi-

The obsarvations that the sick are often poor and the poor are
often sick should not cayse great surprise. The difficulty arrives
vhen one trieg to ascribe causality -- people are sick because they
are poor or are Poor becauge they are sick, Impact evaluation tech-
niques must be chosen to answer thesge questions, or rather to iden~-
tify the importance of each of the various causal Processes which

Simple models often incorporate unidirectional Causality, where-
¥ an outcome is determined by the influence of a number of control-
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lable and non-controllable independent variables (1,2,3). Ve are
postulating a more complex situation in which changes in each health
and socio-economic variable tend to depend on all other variables
(i.e., our model has few or no truly "independent" variables, and
highly complex feedback situations exist). Data representing either
a cross-section of communities or a history of one community will
not be equivalent to the outcomes of independent experiments. Rath~
er, they may be thought to represent a set of solutions to complex
systemc of social equations. In theory, this viewpoint suggests
that two or three stage linear regressions are more appropriate than
linear regressions (or to simple analysis of variance techniques com-
pavable to linear regressions) (). '

We stress further the importance of this point. If economic
conditions, educational and social behavior, demographic conditions
and family structure, and health and nutrition are best analyzed as
a set of simultaneously interacting causal systems, then the anal-
ysis will usually be complex, and data will generally be needed for
collateral variables. Behavior of variables may often be non-intu-
itive or counter-intuitive. The task of assuring that communities
or families are really comparable, and should be used as data for
the same system, will not be trivial. Moreover, different hypo-
thetical models may lead to serious divergencies in the estimation
of the importance, or even the direction of key causal relations.
In general, the explication of complex systems of bidirectional
causal relations in social systems is extremely difficult in theory,
and more difficult ‘n practice. However, as the paper by Cherni-
chovsky later in thi volume observes, evaluators of nutrition and
health programs and i1 /n-economist social scientists can learn a
great deal about thesge matters from the theory and methods of eco-
nometrics.

THE IMPACT OF AGRICULTURAL AND FOOD POLICIES
ON HEALTH AND NUTRITIONAL STATUS

In most developing countries, the primary problem of malnutri-
tion is insufficient food consumption. To resolve problems of mal-
nutrition, sufficient amounts of appropriate food must be available,
local taboos or cultural practices must not prevent its consumption,
and individuals and families must have the economic power to ac-
quire that food. 1If there is insuificient food, or if people are
too poor to buy an adequate diet, there will be malnutrition.

.

This simple statement has profound consequences in terms of
nutrition planning. It suggests that an appropriate organization
of major national socio-economic systems is required to assure food
availability. In fact, macroeconomic planning for nutrition is
being actively promulgated by international organizations (5, 6, 7)
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The variable describing food as seen by the consumer, the major
indicators for agricultural apg economic Policy at the nation-

output 1, are key variables for understanding nutrition. Ip Prin-
nl leVeo;e would wish to monitor these nationa] Policies, their
ciple, impacts on key intervening variables, and their further ip-
direct n Eealth and nutrition. Such a conceptual framework for
pacts :1on would be useful for evaluating micro- OT macro-progransg,
;781;gme of the most important variables of thig frame of reference
arc shown in Figure II,

Agricultural production policies are the most obvious ones
dctermining food availability (8): Investments in land ang water

zation of agricultural income, may have profound negative impactg
on food availability when farmlang is devoted to high value, 1low
autrient crops such as coffee or tea, Alternatively, such policieg
may be nutritionally appropriate where comparative advantage favors
purchase of food grains or other nutritionally appropriate fopds

Food processing activities must also be considered, Increasing
'ttention is being directed to the reduction of Post-harvest food
osges in developing countries. Such losses contribute significant—
y to reduction of availability of food grains ang 4re very impor-
ant for more perishable foods. Obviously, food Storage and pre-
ervation is critically important ip the case of Seasonal food
\ortages. Similarly, fortification and the development of new

foods offer significant potential for improving nutrient availg-
bility at 1low cost (8).

tigender almost insuperable obstacles ip moving adequate stocksg
of food. However, evep in hon-critical periods the food distriby-

a _ . : ; '
Ocio economje Policy actions to achieve health and nutrition ob-
Broups uf the society,
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Agricultural
production

{incame, employment,

education and

social competanca)

EHeai th ,

R A A,
L ~ood processing I Family capacity to :1 Cansumction ;{ Nutrition ]
use food 7 -
Food distribution N Food availabiiicy
and pricing [—A Food affar+4atiis .
Fi5. II. Scme Veriables Involved <v oo iz Tuzoi=<in Foliazs,

tion systeam iavolves relatively high :03-
perishable foods, and invariably lead; =o
in per capita amournts and prices of froa.,

Food availability is defined as Lhe GmounC av:llahla 2er oger-
o

son. It is normally measured by nurcien: carsgoriag: talarie:,

proteins, vitamins, minerals, etc. As discusse? i Ioilowing

paper by Habicht and Butz, per capita Zo-d L2732 s tre sube

ject to considerable uncertainty; nevs--helai:, i= 34 - 103ropriaga

to wanstruct a standardized value of 2 2ilakii‘e -, In chis respec:
i

i
denvgrachic information an age structur= and 1ge-3pa:
of the population would pe needed.

Another major concern in evaluartirg fond 12 tabilicy ig rhe
degraz of disaggregation of the dana Itself. he suzzest sha- ar
least three dimensions known to influex ava'iahilicy musc -

used: geograohic, temperal, and econoy |
The affordabilitv of food is derteruine? . <ha
relative to the incume ard wealth of the ing!,
case of the subsistaence farmer, the sos:s of Ffood
be compareu with the rocal resources ne coacroasg,
the poor increasas mora rapidly than inflaeiar, nue-ic. ..3° ELARE
tends to improve 19), Thus, natienzl polisies rhae iniigene L& -

ek
.o@,’.nu
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income and wealth are of key concern. Such policies as employ-
of 1ncinc0me distribution, and land reform are obviously central to’
ent,

in American concerns for food affordability,
Lat:

The capacity of the family.to use its economic resources ap-

iately to acquire a good diet must also be mentioned. Where
?roPr; e or superstition interfere with the family's ability to
lsnorﬂﬂcand prepare the most adequate diet available within its
acquire® means, there is considerable potential for malnutrition,
OO e presence of food availability and affordability. Edo-
;:tgo:nand modernization tend to overcope informational ang cultural

barriers to good nutrition.

Obviously, health and nutrition are also closely interrelated. .
Specific public health Deasures, particulér}y envifo?mental sanita-
tion, are often included in land and.nutrltlon p011c1es_and pro-
grams. Poor health may reduce appetite, reduce abso?pt}o? of food
consumed, and increase the food requirements of the individual,

It has been suggested that national, regional, and local pol-
icies that affect agricultural Productivity, food Processing, food
distribution, per capita income, education and modernization should
be monitored as they relate to food availability, affordability,
and consumption. These in turn can be related to changes in nu-
tritional and health status. Practically, it appears unreasonable
to develop a ccmnrehensive monitoring system for such variables,
except in the .ontext of evaluation of exceptionally ambitious na-
tional, macro-economic, nutrition Programs. However, in evalua-
tion of a health or nutrition service, a record might be maintained
of important changes in food or income policy, and this record used
in interpreting control variables of food Price, local food avail-
ability, and family income.

Food sanitation Practices should also be monitored. Public °
heslth practices normally include monitoring of quality of milk and
milk products, water, meat, and establishments which process or sell
these products. Obviously, as contaminated food causes disease,
and disease in turn influenceg nutritional status, strong direct
influences are Possible. Often in Latin America, input data for
such analyses exist in health ministries but may not be centralized
nor regularly Summarized in reports nor used in evaluations.

to high quality weaning foods. Breast feeding is advised for imp-
Bunologic, food quality, ang sanitary reasong, Food marketing

ilgble Document
Best Available Docum
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THE IMPACT oF POPULATION POLICIES ON HEALTH AND
NUTRITIONAL STATUS

Population policy is an important consideration in designing
Social programs to affect health ang nutritional status (11),
Some of the more important relationships are shown in Figure III,
For instance, effective Population policieg may be directed toward
the provision of family Planning services or motivational and edu-

graphic trends, These would include education and employment pro-
grams, especially those focusing on women and income redistribution,
Generally, it ig Perceived that socio-economic interventions which
increase the Social competence and economjc well-being of the poor
(who have high birth rates) will result in smalle: families (12),

The Principal Macro-economic rationale for reduced populacion
8rowth have obvioug repercussions on family health:

a. Reduced Population growth allows a higher rate of Sustain-
ed growth in GNP, reflected in higher per capita produc-
tion and income growth. This, in turn, should improve the
Poor familjeg' socio-economic Status, Potentially facili-
tating improved health and nutrition.

well-being should increase.

€. As family gize decreases, the number of persons in the
average dwelling eating together and in close pProximity
should decrease. Since the highest rate of transmission
of communicable disease is among proximate individuals,
decreasing crowding of the household should decrease in-
cidence and Prevalence of disease,

d. As the number of births ig reduced, they may be confined
more nearly to the optimal period in the life of the wom-
an, and child spacing may be increased, These effects
reduce biological strain and risk for both the mother and
the child (13, 14, 15, 16). Specifically, the nutritional

Status of mothers and birth weights of offspring should
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Family Family size Health
planning
programs

Child spacing

Women's rights \

Nutrition

Incentives and
disincentives to
procreation

Fig. III. Relationship Betyeen Population Programs, Heaqlth ad
) Nutritional Statys.

increase and infant mortality rateg and birth defects
should decreage (17).

In addition to these mechanisms, changing age, fertility, ..g
5éX structures have profound impacts on health Status indicators,
These demographic characteristics are very strong Predictors of
morbidity, Specifically, as the population becomes older, the

We postulate that family size ig conditioned by a number of
socio~-economic factors, These include such things ag the Prevailing
attitudes of the family toncerning the most desirable number
of children, the availability of information and means for control-
ling fertility, the 20sts of raising children, angd the economic
value of children to the family,

PTene to fatalistic Tréasoning and behavior, g the other hand,
48 economjie incentives outgide the home increase, there may be
8 tendency ¢, Teduce child care. Reduced child care may in turp
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It is obvious that improved health and nutritional statusg may
higher levels of income through a more productive work

jead to 19, 20). The impact of expected illness or mortality on
force | i;vesément decisions 1s not well understood (21). Theoret-
cavings-— avings and investment should be reduced as the investor's
gcally, :on‘decreases that he will be alive and healthy to realize
(1P°Ctatrns from that investment. On the other hand, as survival
:h:,:::ES through better health care, there are complex effects on
n

saving and investment (22).

Hypotheses as to the ways increased incomes can benefit health

d nutrition are found throughout this paper. Increased income
st 1d allow the family to buy a more adequate diet, to use health
'houices more often and more appropriately, to improve the family
.errronment by reducing crowding and improving sanitation, and to
:::e advantage of educational opportunitiss, thereby to improve its
competency to protect its health. Thus, in health as in other
srcas of human welfare, the advantages of increased income appear

slmost self-evident.

Since the initial computations of national accounts, the per
*zrita values of national income, or closely associated magnitudes
::Zh as gross national product or gross domestic product, have been
- vonsidered to be the principal indices of economic development.
lowever, recently this point of view has been undergoing a change.

"There has been a growing realization in the development com-
munity as a whole that 8ross national product per capila alone is
not an adequate measure of development and of its effect on human
selfare” (23, p.24). A logical outcome of thig realization for
:he World Bank and others has been iIncreased attontion to income
l{stribution and to the social sectors (23). This focus includes
| renewed concern with employment (discussed below). An important '
reason for this modification of view was the accumulation of evi-
dence for the 1960's that "many countries experienced rising per
cgpita incomes, but the lives of the people did not improve at all.
Indeed, 1t seems to be the case that in the early stages of per
fapita income growth, the lot of the poor deteriorates", (24, as
cited in 25, pp. 18-19),

Obvious.y, alternative economic measures are needed. One prom-
ising attempr g ap indicator of the level and distribution of wel-
fare based on a combination of current income and current net worth
(sssets minug liabilities), (26, pp. 13-15); with net worth being
converte? into an annual income stream by treating it 1like a lifetime
In;uity 27). Applying this measure to illustrative data for fam-
nh«:l in ‘he Uniteg States, it was found that inequality Increased

net worth yag considered in contrast to income alone.

f
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Whatever the exact selection of the indicators of economic and
welfare status, the problem of analyzing the relationship between
levels of income and of health and nutrition exists,

In the simplest terms, income and wealth are the vehicles
whereby individuals and families implement their consumption de-
cisions. Some changed consumption patterns directly influence
health and nutrition, such as increased yse of health services,
purchase of a better diet, substitution of infant formulas for
breast milk, or drug abuse. Other changed consumption patterns ip-
directly influence health, such as the health effects of improved
watet supplies or of a modified transportation system.

In general, those health conditions most characteristic of
poor populations are the ones expected to change most with increas~
ing levels of family income. Some of them are infant mortality,
childhood mortality, malnutrition, diarrheal disease incidence,
and infectious disease incidence,

To obtain a more precise idea of the relationships being
studied, analysts might wish to attempt to identify the value of
income of other economic level that denotes the cut-off points of
i1l health or malnutrition. ©f course, such a value will depend
upon one's notion of health or nutrition problems, and it probably
will vary among populations. Still, the approximate "poverty line"
for malrutrition, disease or death would have powerful appeal to
many pubiic decisfon marars. In principle, such a poverty line
could be ideatified for i11 health of one sort sr aucther. 1In
Practice, there probanly pas bean a closer approdcihi to application
of the coacepr as it relates to nutritional deficiencies.

Income elasticities or demand for health services, food and
shelter could be used for more detailed analysis. Income elastic-
ity of decand is the expression used to refer to the relationship
between percentage change in income of the demanders in question
and the corresponding percentage change in the quantity of product
demanded, implying ability as well as willingness to buy. An
elasticity coefficient greater than one would denote a greater than
proportionate increase in demand as income rises. Elasticity is
generally greater than one for "luxuries" and less than one for
"necessities".

Thus, for poor populations in Latir America, food grains and
pulses may be expacted to have elasticities less than one. On the
other hand, meat, as a relative luxury for the poor, may have an
elasticity greater than one.

It is far easier to define the concept and to theorize on its
values than it is t¢ estimate it empirically, especially in poore-
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with weaker data bases. There has been enough field re-
countries jndicate income elasticities for various foods, with im-
gcarch €O tritional implications, but the values for health serv-
portant nUOt well established. Among the reasons are the limita-
{cce are 21e1d survey instruments and the high random element in
¢ons of e utilization. A measurement problem that must be ac-
hc.ltthBZ ijg the likelihood that available demand data will be in
knovle ?emonetary expenditures instead of product quantities, as
term? od technically for elasticities. In that case, price move-
‘::::rzan confound apparent income-induced demand variations.
-

Among the diverse items of evidence regarding income elastic-
1ty values, two might be cited to point to additional work in the

health and nutrition fields:

Working with data from 13 well-developed countries,
Newicuse decided that "both cross-nation and time-series
(within nation) data support the conclusion that the in-
come elasticity of national medical care expenditure is
greater than one" (27, p.16). The applicability to
developing countries is open to serious question.

b. A recant review of 1971 cross-sectional consumer expend-
iture data in Colombia yielded no consistent income elas-
ticities for urban or rural areas for a variety of pos-
sible reasons (28, p.38; based on 29). More important
findings of the project were the differences in patterns
of health service utilization by different income classes
in Colombia and in Santo Domingo, Dominican Republic (28,
pp. 42-43).

The research of Swanberg and Shipley (30, pp. 111-125) contains
useful cautions for future irvestigators on the relationship between

incime and health/nutrition. They obtained suggestive data from
two areas within the same rural region of Colombia. We cannot do
full justice to their experiment here, but their conclusions of
chief interest are:

&. Incomes are probably not as important as other factors
(perhaps, disease and unsanitary living conditions) in
affecting overall health status (e.g., height and weight
of preschoolers);

b.  "Protein and calorie intake were found to be more highly
correlated with expenditure (and income) than were cal-
cium, vitamin A or riboflavin" (30, pp. 123-124).
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EMPLOYMENT AND OCCUPATIONAL HEALTH

There are many well-established indicators of employment or
labor activity in a country, including the proportion of the adult
population participating in the labor force, level of employment,
and level or percentage of unemployment. Less settled but poten-
tially important measures exist to estimate job vacancies and also
the degree of underemployment or underuse of human resources.

This section will deal also with occupational health. Here ton.
there are fairly well accepted indices such as industrial accident
rates and time lost from work due to health problems. Admittedly,
data needs remain great, especially in obtaining broad-based infor-
mation on population health status and in separating the effects
of job-related problems from others. Most notable, besides the
obviously positive effect of employment on income, is the perverse
relationship, at least in the short run, between employment oppor-
tunities and health; increased chances for employme 1t might worsen
the health level of the affected population in the near run (e.g.,
several years),

A}

There are two reasons for this strange situation. The first
is that innovations creating employment may also create new health
hazards. Thus, the development of new regions has led to a rise
in certain diseases, like malaria. Development projects, such as
dams, might have aggravated other threats, like schistosomiasis.

The second reason is exposure of more people to occupational
health hazards. The nature of industrial accidents and of job=-
related sicknesses is well known (31). With or withecut good sta-
tistics on these problems, we can note their importance in poorer,
as well as more highly developed, nations. Agriculture -- the
backbone of a typical developing country's economy ~- is notorious-
ly unsafe, especially as mechanization increases. But the bodily
threats multiply as industrialization Proceeds. A body of informa-
tion is accumulating through the efforts of agencies like the In-
ternational Labor Organization and from case studies in developing
countries (32, reviewed in 33; 34).

Health problems related to growing employment opportunities
point to several needs for future work. One is to develop better
data, such as data on industrial illnesses. Another is to devise
pPrograms or interventions to ameliorate the difficulties. By way
of illustrating the challenge here, we point to the fruitful pos-
sibilities for combining market incentives (such as insurance con-
tribution rates for companies) and governmental regulations to
attack occupational health problems. The payoffs to such policies
-~ clarified by better data on health impacts -- can be great in
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of decreased absenteeism, increased productivity, lowered
the fo::rnrver’ lessened disability and mortality, and reduced med-
!a:irservice requirements (35).
ic
Health and nutritional status also have frequent impacts on

e of manpower resources (36). A malnourished or an ill la-
the us results in a different mix of factors of production than

ce . L. -
bor foF he case otherwise. This impact on labor force productiv-

t
::uliab:ery difficult to measure, as it 1s subject to long-term
y

djustments in expected labor force productivity and levels of
ac)

unmployment .

IMPACT OF INFRASTRUCTURE DEVELOPMENT POLICIES
ON HEALTH AND NUTRITION

disease may be considered the result of a
biological, mechanical, or chemical toxic agent and a hosF - fo;
our purposes, man. The influences of the ag§nFs are specific to
them, but their effects on the host are condltloned.both by other
factors in the host's environment and in the host himself.

In a simple model,

The conditioning factors which can exist in the host-agent
cnvironment and confound the measurement of impact are ‘almost
limitless. The causal agents of diarrheal disease are only in-
frequently identified and include factors entirely unrelated to
sanitation (37). The specific host-agent environmentwl changes
produced by utilization of adequate amounts of potable water are
slmos” never identified.

The most impor:iant host factors are physiological and dietary.
Phyaiological conditioning factors include age, body size, immuno-
Jogical competence, level of nutrient intake, and presence of other
debilitating .actors. Among these, the most important factors to
take into account appear to be those associated with the diarrheal-
waloutrition complex, which will be discussed in other papers in
this volume.

The impact measurement problems, therefore, appear to be in-
versely proportional to the directness of the contact between the,
host and the agent. 1In the case of waterborne epidemic disease or
gi;ecg human.conract with toxic materials, impact measurements are
Telatively simple. 1In the case, however, of sanitation measures
thet alter the environment of the host-agent contact, impact meas-
Ugcment and the specification of causality becomes enormously com-
Eb::.uaf:ke tge example of utilization of adequate amounts of pot-
tlon T. ater can influence the environment of food prepara-

» Personal cleanliness, and many other factors. We have little

7
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knowledge concerning the impact of these factors on diarrheal dis-
ease; and all vary markedly with climate as well as social, CUIturaL
economic, and educationa] levels of households involved (38, 39, 40),

Different types of infrastructure mainly influence health, byt
also way affect nutrirional status, modifying the environment within
which the agent and the host interact. 1In a lesser number of in-
Stances, toxic agents are a direct by-product of development invest-
ments,

Two mechanisms for the Influence of water supply can easily be
ldentified. Water can serve as a vehicle for bacteriological or

(41). Despite the attention paid to such incidents, they are rela-
tively infrequent when viewed from the perspective of total water-
related diarrheal casa load. Although waterbome 2pidezics contipue
to be identified (42, 43), currently the most frequert tvpe of
health impact by ingestion of contaminated water supplies 1s that
due to metallic and chemical pollution of the water supply (44, p.
128). '

-The utilization of water as a cleansing and dilutional factor
to diminish contact between the host (man) and biological agents
is the mechanism whereby potable water hag its greates: impace. Sev-
eral studies have indicated that the 2ajor impact of potable water
depends upon itg adequate utilization (45, 46, 47). The utilizacion
of greater amounts of water promotes more frequent bathing, washing
of hands, household cleanliness, cleaner ezting utensils and so fort:

Industrialization and other types of infrastructure developnent
can also lead to air pollution, which in time can have a negative
effect on health. The vatviety of potentially detrimental air pol-
lutants is quite large, but the most lmportant ones from the health
perspective are hydrocarbons, sulphur dioxide and carbon monoxide
(44, p. 228). Rather difficult measurement problems exist when
calculating the lmpact on the environment outside the industrial
plant due to the effect of climatic variation on pollutant density.

Investment in infrastructure for refuse disposal may be useful
for health. This includes investments for garbage disposal and
latrines, as well ag disposal of toxic waste substances. By means
of these, a mechanical separation of disease agents and man is
achieved.

Configuration and components of the transportation system have
very important direct effects on health. 1In many societies .hey

A4
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he largest single cause of death in th? young adu%t popula-
fors ¢ e) Factors like seat belts, speed limits, public buses or
:ioﬁ (4§ .cead ~f private automobiles, and pedestrian overpasses in
trains 10S have significant impacts on accidental injury and death

A second area of potential impact of transportation infrastruc-

;s the alteration of patterns of spread of infectious disease.
gure 1sd transportation systems both increase the probability of
faprov® tion by transportation of a large number of individuals into
;nLroqﬂc from a wider source area outside the region and increase
: reszonuency of contact among individuals (30). The literature
tbe rr:gny examples of the introduction of communicable diseases
Fltc' reviously uncxposed populations (51). These examples are
;:;::Eng less frequent, but they continue to occur in some in-
scances, like the inridence of cutaneous leishmaniasis in workers
on the Trans-Amazonian highway (52). A more fr=quent occurrence at
the current time is the more constant reintroduction of common com-
munjcable diseases into the child population. This frequently im-
glics higher mortality and complication rates than would otherwise

be the case.

Transportation and communication systems have major impacts on
relative prices for foods, health services and nutrient distribution
services. Occasionally, transportation of foodstuffs costs as much
as the food itself, with a resultant marked impact on family diets.
Also, travel costs measured both in real paj..nt for transport and
in time lost due to slow or non-existent transport facilities, im-
pacts on the frequency of utilization of health services. Reduc-
tion of real costs or travel time will be expected to have an impact
on demand for services as effective cost decreases. Although the
existent literature cites many examples of health problems influenc-
ing the construction of transport systems, this aspect presents fewer
problems today (53, 54).

IMPACT OF EDUCATION ON HEALTH AND NUTR1TION

Next we will consider formal and non-formal education in terms
of their impacts on health and nutrition. While recognizing again
that causality is bidirectional, we wish to emphasize here the cases
{n which health and nutrition are dependznt variables.

ocrviZZ: co:t?nued use of traditi9nal (i.e., non-?odern) hgalth

avalyste 22 oo?s.ln ponr co?ntrles SQggests serlous'cautloys for

concioc examlnlng conventional variables and drawing policy
usions from their assessments.
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It 1s often pointed out that education is positively correlata:
with health status. A simplified indication of this is the high -
(negative) coefficient of simple correlation between literacy and.
infant mortality from a world-wide, cross-sectional United Natiops
study (24, as cited in 25, pp. 18-19). While users of such resultg
should be properly cautious about the interpretation of that correla.
tion in the absence of control for other variables (with the know-
ledge that education and income are intercorrelated), they would-be
encouraged by research in the United States that seems to demonst rat;
"a strong positive correlation between health and length of schoel-
ing..... af:er allowing for the effects of such other variables as
income, intelligence, and parents' schooling" (56, p. 46).

The natural question that follows such findings is: "Why?'t .
Unfortunately, surprisingly little is %nown about the causal mecha-
nisms behind theses associations. Speculation over the reasons for
the impact of formal education, via schoolingz and iitarscy, on healr:
and nutrition has included ar leas:z the Jollowing: anaduragamant of
better personal hyglen2; improvement of child rearing; increass in
safety practices; adoption of bettar diets and other living habits;
modernization and proclivity to use modern healch services; and
ability to comprehend lessons from health education (23,25,55,56).
Clearly, the subject is wide open for additional research.

Education, one B2y suggesi, permits closer descriptions of
health deficlencies, diarmuses 27 (certain) causes, and suggestions
of (partial) remedias, Ecuzatizial institutions can play roles be-
sides scrooling the populazion and developing (aven supporting) re--
searchers. In many countries, they fill the addiziona! role of
providing health services. School health progra~ . including {incc-
ulation, screening and first aid are common in La-In America.
Similarly, health personnel ex:tand services as parz of <heir train-
ing in many medical schools. Morz ambitiously, a maedizal school can
operate its own community hea'th and nutritional service prograns
(again linked to educational objectives). oOut of the many examples
which can be found, we mizht cite the widely-publicized experience
of Universidad del Valle, Colonmbia, with its he21th Center-hospital
in Candelaria, along with other outreach activities (57,58,59).

Properly conceivad, education extends to non-formal activicies
that potentially develap a wide range of economic and social skills.
Their breadth is so 3Teat that analysis must be selective in order
to use a few tracrable independent and dependent variables for ap-
plied research. Sustorary manpower training programs and many sys-
tems of extension services resemble formal education in their pos-
sible effects on health and nutrition. They have potaentislitias fof
affecting huzan behawvior - as In the case of usa of nealth gervices:
They can offer exiarna; benefits in the form of dire:t service ac-
tivities as part of the training or related prozesies. They can
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ffect the availability and perhaps deployment of specialized
also ‘e; with important nutritional and health impacts (60,61,62).
TANpOVESy
Non—fOTmal education forms a vital component for changing
nd nutritional status, particularly for those aspects most
health @ change by other sectors. Mass media, education by ex-
subject Lorkers and multi-purpose information dissemination all be-
"“'12:t:zmély important to the amelioration of problems determined
;;a::hcr sectors. ‘
A rather different facet of non-formal education comes ia the

(ors of public campaigns to enlighten would-be users of services.
;lkalgh education”" or "education of consumers in the use of health

{ces” can have important effects on nutritional practices and
-cr:t,lizﬂtion of medical care and environmental and other public
::ult; services. It seems wise at this point to defer to health
education specialists to explore the massive area. We close by
noting that innovative delivery systems -- possibly integrating
tealth, nutritional, and other services -- draw on the training
progracs mentioned above in order to obtain auxiliary health persan-

nel of various skills (61,62,63).

IMPACT OF HOUSING AND URBANIZATION
(% BHEALTH AND NUTRITIONAL STATUS

For more than a century, there has been an active interest in
and study of the relationships among health, urbanization, and hous-
ing. HRistorical perspective indicates that in early industrialized
societies, increased communicable diseases resulted in a marked de-
terforation of health status (52). With advances during this century
{n the technology for prevention and treatment of communicable dis-
eaacs, the magnitude of the health implications of urbanization and
housing has warkedly decreased. Still, there remains a significant
¥£2§1cm related with urbanization in the least developed countries

A variety of potential relationships exist through which hous-
ing and urbanization may Influence health and nutrition. The three
®oat {mportant appear to be: 1) housing and urbanization as envi-
funzental factors in which the relationship between man and disease
:Rc?tl 18 altered; 2) the direct production of certain factors dele-
‘:f ?ua to health such as transportation, accidents and air pollu-

on; and 3) health and nutrition factors which lead to increased

urbanizatf{on gue to increased accessibility to health and nutrition
services (65,66).

hﬂlllzhe gensity and the quality of housing potentially influences
&nd nutritional status in a variety of ways. Density in-

4 \/\
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creases the probability of effective contact with communicable dig-
ease agents (67). Probably the two most important aspects of densi-
ty are, (a) the larger size of the contact pool, and (b) crowding
within the household, school, or neighborhood (68,69,70,71). There
are data on animals and suggestive studies from prisons that crowd-
ing may also have psychosomatic effects on health and nutrition.

Housing, per se, has various aspects other than density of
inhabitants which impacts on health and nutrition. General house-
hold sanitation, secondary to utilization of adequate amounts of
potable water, was discussed in the previous section. Other aspects
are related to safety, such as propensity for accidental falls (the
most frequent accident-causing disability in most countries) and
fire hazards. Other aspects relate to type of flooring and roofing
materials, cooking and food preparation surfaces, and sanitary fa-
cilities.

Urbanization also results in breakdown of traditional cultural
and familial factors. Sors of these changes are beneficial tn health
but some are detrimental, such as increased alcoholism, drug abuse,
and mental illness (72). The major causative factors are probably
the breakdown in familial responsibility patterns and the increased
likelihood of contact with a broader set of behavior patterns in
urban areas. Urbanization is also associated with changes in fer-
tility, which, in turn, has secondary effects on nutrition and dis-
ease (73).

Urban areas are frequently characterized by more readily avail-
able social services of all types. Specifically, health, nutrition,
and water supply services are almost invariably more available to
inhabitants of urban areas. This factor probably accounts for some
of the improved health of urban populaticns and almost certainly
accounts for some decisions by indiv- luals or families to move to
urban areas (50,64).

Lastly, the urban environment introduces nev disease agents
such as infant food alternatives for breast milk, air pollution,
and new hazards from accidental injury or death such as occupation-
al hazards or transportation accidents.

The two major impacts of all those outlined in this section
appear to be those of the new health hazards characteristic of an
urban environment and the tendency towards urbanization produced
by the greater availability of health, nutrition, social, and en-
vironmental services.

Many measurement problems arise with regard to these two prin-
cipal aspects. The health hazards of the urban environment can be
measured directly and compared to hazards implicit in the rural en-



HEALTH AND NUTRITIONAL STATUS 27
MINANTS OF
Q[TER

The extent to which the availability of health services
vtronnenC; decisions of urban migration is very complex, however.
snflucncc erminants effect the urbanization decision, and multi-

val analytical procedures are required to
y inte . N

;J nur.rition ser vices 1mpact. Iatate the he
at alth

CONCLUDING REMARKS

nted very quickly a complex view of a large num-
f national policy instruments and variables which interact
e mselves, and which are thought to impact on health and
hrough a wide variety of direct and indirect mechanisms.
normous quantity of literature deals with these hypotheses but,
An < the complexity of the subject, it appears fragmented and
‘xv::sing (74,75). Not only are we not sure of all the mechanisms
:zn;nclude in a conceptual framework, but we are uncertain of the
magnitude and even the directiQn of t?e major effects. 1In the face
of this complexity, we have tried to identify general references
which will provide the reader with a more extensive and useful under-
otanding of the phenomena than is possible in this paper.

We have prese

be
axnorg the
putrition €

We have also tried to motivate the effort to begin evaluating
the impact of socin-economic policies on health and nutrition. The
effrcts are so strong and pervasive that they must be taken into
account in the evaluation of the impact of health services. More
important, health officials must more effectively monitor the health
impact of these national economic policies if they are to be able
to speak in national councils to protect the health of the public.
Finally, it would be most useful in the future for health officials,
sroed vith a quantitative knowledge of these interrelations, to
plan with leaders from other sectors for national development pro-
grazs that would maximize the health of the people.

Underlving the concern for health and impact evaluation of so-
cial and economic policy instruments is our belief that there are
real differences among socio-economically similar policies in terms
of health impacts. Agricultural policy may find little to choose
hetween two crops in terms of employment generation, income, or
foreign earnings, but there may be major differences nonetheiess in
terms of nutrients produced or occupational safety. Too often we
have seen agricultural policies stressing luxury export products
st the expense of domestic nutrition, or economic investment plans

::::1n8 a legacy of greatly increased prevalence of tropical dis-

tar epf“°11Y. the socio-economic policies of a country have a very
ano: ;mpﬂct on health. Observers contras.ing mortality rates
§ developing countries with similar per capita gross national
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Products suggest health is most affected by the degree countries
attend to the basic human needs of their populations. That is,
health may be more affected by overall socio~economic policy than
by the availability of medical services,

In summary, we have tried to indicate the size and form of a
formidable intellectual problem, and simultaneously we have stresseq
the benefits if solutions were available. The result should be a
fairly high degree of frustration. In the following paragraphs,
we will try to ameliorate that frustration,

This paper does not allow for an in-depth treatment of methods
which could be utilized for impacc evaluation. However, some sug-
gestions are presented below. A first step for a project or pro-
gram evaluation could be simply the maintenance of a record of socio-
economic and other policies and events of potential major importance.
Thoughtful review of socio-economic events and possible health im-
Pacts could be done by an ed hoe committee. Simply relating su-h
events to trends of key health indicators through graphs may be
informative.

A more ambitious approach would involve the formalization of
the best judguweucs and intuition of knowledgeable observers of the
society and its health. It is suggested that a multidisciplinary
group of individuals knowledgeable in health, nutrition, and the
other particular sectors involved could be convened and charged
with the following tasks: 1) identification of potentially im-
portant intersectoral impacts; 2) development of impact measure-
meat criteria; and 3) development of eéxogeneous group process tech-
niques to specify the most important impacts to be measured. Sub-
sequently, variables would have to “e grouped.

Following the stage of variable specification in crujunction
with a health service impact measurement program, programs can be
established to measure complementary socio-economic variabie im-
pacts on health. Given the greater uncertainties of approachine
impact measurement in the way described above, it is preferable to

We suggest that one or more of the major international assist-
ance agencies seriously begin to analyze the relation of socio-
economic policy to health and nutrition. A major study to define
the state-of-the-art and clarify the conceptual framework for fu-
ture analysis is a necessary first step. Useful information for
this purpose is now accruing from a number of sources: evaluation
of the Colombian and other national nutrition programs; population

@'0
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1yses of development programs, and environmental impact
© A hereafter, a careful program of field studies might
ptatements. d. A few extensive studies in developing countries
be CO“SIdeFe i high socio-economic stability and good information
vith relative v Such countries skould obviously be those with

advisable. . .
vpuldn:znts vitally interested in the topic.
sovcr

The utility of information on the health and nutrition impact
: y-economic policy will increave with a zreater understanding

af socio= terrelationships, as well as with the authority of the
of LhCI; ;Zaith official evaluating a relatively small health pro-
escel. ;11 find sueh information most useful in determining how much
jeet U;th status change he can attrihute to his project's efforts.
of hed a national planning office, using an organized body of
"?wcrc;te from many studies in several countries, might significantly
Ln“VO:cbnational plans and programs. Thus, much of the benefit to
;:véuined from such health imPact studies will accrue not.to Fhe
health project or researcher 1nvolved3 but from the contflbutlon to
an international body of knowledge which may eventually be of great
;aportance to a number cf governments.

;::;\JL
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COMMENTS

Héctor Correa, University o7 Pizisturgh
Pittsturgh, Pemnsylvemiq

Daly, Davis, and Robertson deil with three topics: (a) the
environmental and social vari{ablas that influence the level of
health and nurrition in 2 Populacion; (b) the problem of evaluating
the impacts of the specified variahies on health and nutcition;
and ‘z) the bi-direccioniliry 37 the relationships berwaen environ-
mei.cal and social varfakle- 5 the one hand, and health and nutri-
tional status on the otler,

ihe authors have nanaged to cover the main environnental and
social facrors Influencing ha2aith and nutrition, while dealing
with the influence of agricultural and population policies; changes
in the levels of income and employment; and developzenc of infra-
Structure, education, and urbanization. 1In most cases they refer
to relevant research and point out some of its limitations. Despite
differesces of euphasis or detail, I do not think much can be
added to their treatment of these topics.

As mentioned above, the authors, while dealing wit: problems
of evaluation, limit themselves to references about problems of
estimating the impacts of environmental and social variables on
health and nutritional status. However, the subjezt of the Confer-
ence is program evaluation for decision-making; this t/pw of eval-
uation goes far beyond estimating parameters of soma reiationships
amcng variables,

, A flrst point to conmsider in an evaluation for decision-gaking
is that the scale of the evaluation, and even whether it should

e
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d at all, depends upon the benefits likely to be pro-
crform:he program being evaluated. Therefore, evaluations of
vided for hich are not likely to be modified as a result of eval-
prosr‘m8 v not worth the cost, whether the impossibility of modi-
patfon areesults frc.. political pressures or is because infor-
tication T 1d be obtained from the evaluation does not subs-

t cou
aat fon L:Smudify the information that already exists.

(antiall
Algso, evaluation for decision-making 1s likely to change with
iternatives open for consideratior. For instance, an evalua-
the o determine whether "education" or "nutrition" programs should
¢lo t?cmented to improve nutritional conditions in a community is
?:h:f; to be quite different from an evaluation to select among

alternative "nutrition” programs.

The authors frequently remind us of the importance of consider-
ing the bi-directionality of the relationships between environmental
and social variables, on the one hand, and health and nutrition on

<the other. They refer to the fact that the causal relationships
sove in both directions, that is, from environmental and social
veriables to health and nutrition, and vice versa.

paly, Davis, and Robertson clearly state they are intentionally
lJesving out discussion of causal relations that go from health and
nutrition to environmental and social conditions. Their choice, al-
though regrettable, is understandable given the limitations of time
and space. However, they also give the impression that lack of
data and limitations in available methods make it unlikely that a
model Integrating the bilateral relationships could be constructed
ot the present time. For this reason it is worthwhile to mention
that an {integrated model of the relationships among economic, edu-
cational, demographic, health and nutrition v.riables has been
constructed and applied to Mexico (1). In this application, the
aodel {8 vsed to choose among different types of investments in
the sectors previously mentioned in order to maximize the growth
rate of per capita income. According to the results obtained,
:n:estments in population control seem to produce the highest

cturne,

[}
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GENERAL DISCUSSION

-vn!l?gffi°f the discussion concerned the impact of overall food
“1ity upon health. fThe first speaker emphasized the inrfluence
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of food availabiliry upon infant mortality and upot: fecundity. He
and a later speaker stressed the similarity of human and animal
populations in this regard. He further noted that a few years ago,
a ten percent decrease in food availability had led to : ten per-
cent increase in his country's infant mortality rate. Regarding
fecundity, he said that in a community he had studied, the provision
of adequate nutrition caused the average birth interval to drop
from 27 to 17 months, due to a shortened period of post-partum
amenorrhea. Two other speakers agreed that the direct biological
consequences of better nutrition would initially be higher popula-
tion growth rates, but suggested that increased child survival
could eventually lead to lower fertility as a behavioral consequence,

It was also observed that global food shortages, evidenced by
the high prices of recent years, may have impacted more unfavorably
upon the urban poor than upon the rural poor in the Third World,
and that such effects deserve clinical consideration. 4 speaxer
cited one study that showed adverse nutrition effects when faraars
switched production from locally consumed food to export crops in
response to improved export prices. It was also observed that
international development agencies may sometimes exacecrbate nutri-
tional problems by inducing subsistence farmers to adopt cash crops.

* One speaker warned agains: generalizing about the s{tuation in
8 country on the basis of aggregate food availability data, since
not only will rural areas show different response patterans from
urban areas when food availability changes, but also there will he
differential responses (within the rural or urban sectors) decendis:
upon previous levels of progran services in the various areas.
Several speakers stressed a need to look at the general orien:ation
of a nation’'s health policy and at the influence of overall social
and economic development policy upon health and nutritional status.

It was observed that even in cases where one can show adegquat?
food for each family, it is possible to document relatively high )
levels of malnutrition among children due to maldistribution o7s/:"
families. In fact, a survey in a Caribbean country showed a re-
duction in malnutrition of chiidren in 1975, just after the large
increases in world prices of o0il and food. The speaker suggested
the nutritional improvement in this case might have come from bet-
ter household management, even though overall living costs were
increasing.

Citing the strong export perfcrmance of agriculture in many
poor countries, one speaer felt that food production for local
consumption also could be guite efficient aad responsive if demand
were strong, i.e., if crop prices were competitive with prices fof
export crops. This reasoning led him to conclude that nutrition
is especially affected by income distribution, particularly urban
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-g, Another speaker cautioned, however, about the likely con-
: pesween interests of farmers, who need high prices in order
roduce abundantly, and poor urban consumers, who need cheap

_ The consequences of such a conflict may be that nutrition
sently will become a serious political problem,

1t was noted that many countries are seeking to establish
~utgs-sectorial food and nutrition plans that encompass some or
;¥=z of the variables cited by Daly, Davis, and Robertson. This
ynterest in impact evaluat%on is growing as governments attempt

to sclect the most appropriate interventions or programs while also
aencesing which programs are achieving the desired goals. The ex-
plaration of food and nutritional surveillance systems is one part
of this effort. These range from fairly limited data gathering
and intcrpretation efforts tied to specific programs to more ambi-
tious efforts to collate, analize, and interpret data regularly
gathered on a national basis by the many ministries and agencies
working in a given country. Regardless of the scale of each pro-
poncd surveillance system, it is recognized by all, that fairly
alzple and reliable indicators are required for regular monitoring
of clarges in health and nutritional status.
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