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EXPLANATORY NOTE

The Directing Council of the Pan American Health Organiza-
tion at its XXI Meeting adopted Resolution XIII in which it requested
the Director to convene a working group of personnel responsible for
planning and information and of health economists, with a view to
designing a method of evaluating the Ten-Year Health Plan for the
Americas drawn up by the III Special Meeting of Ministers of Health
held at Santiago, Chile, in October 1972.

In compliance with Resolution XITI, the Direccor convened
a Working Group on Evaluation of the Ten-Year Health Plan for the
Americas, consisting of eitht planning and information specialists
and health economists from various countries of the continent, which
met at the Headquarters of the Organization in Washington from 4 to 8
June 1973. The deliberations of the Group culminated in the drafting
of a report to the Director (attached) in which, following general
remarks on the overall framework for evaluation of the Ten-Year Plan,
the Group makes recommendations concerning the desirable character-
istics of a method of evaluation, whether at continental or at country
level. It also makes recommendations on the organization of country
evaluation systems and their harmonization with a view to constitu-
ting a continental system.

In the course of its deliberations, and in its recommen~
dations, the Group emphasized the definition and adjustment of
country health policies as an indispensable condition together with
information requirements; the difference in focus of evaluation at
continental and national levels; the on-going nature of the evaluation
process and feedback into the regular health activities; the role of
planning units and participation of the health system at all levels;
the training of personmnel in evaluation methods and practices, etc.
With regard to the role of the Organization, the Group not only urges
that it be assigned the responsibility for carrying out the eva-
luation of the Ten-Year Plan at the continental level; it also points
out the need for the Orgamization to promote the adoption of the
evaluation processes in the various countries, advising them and
cooperating with them in all relevanft matters,

The Group recommends that the evaluation of the Ten-Year
Plan should be carried out at three points in time: initigl eva-
luation in 1974, intermediate evaluation in 1977, and final eva-
luation in 1981. At the same time it expresses the wish to see the
countries ultimately make annual evaluations of all their programs
Finally, it suggests that the Organization work out the method to
be used at the continental level, selecting the indicators most
suitable for the purpose and defining them operatively to avoid
ambiguity.



Pursuant to the recommendations of the Working Group, the
Organization has prepared the attached Scheme for the Evaluation of
the Ten-Year Health Plan for the Americas, consisting of a set of
forms for obtaining from the countries the information necessary
to establish indicators for each of the areas included in the Ten-
Year Plan with a view to carrying out an initial evaluation at
continental level in 1974. The set of forms is accompanied by guide~
lines or instructions for completing them, giving a series of defi-

nitions of each of the indicators used, their main features and the )
way to obtain and handle them.
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2. INTRODUCTION

In helping to formulate national programs and projects, the
Ten-Year Public Health Plan of the Charter of Punta del Este (adopted in
1961) was successful in promoting a consensus among the countries of the
Region on the role played by health and the health sector in the process
of economic and social development, in promoting joint efforts, and in
demonstrating that the countries derive far greater benefits, visible as
solid improvements in the peoples’ health conditions, when these condi-
tions of consensus and joint action prevail.

The Ten-Year Plan was examined at the first two special meet-
ings of the Continent's ministers of health. It was evaluated on three
occasions by the simple process of comparing goals with achievements, as
revealed by the information furnished by the countries themselves.

The Third Special Meeting of Minister of Health, held at
Santiago, Chile i1n October 1972, conclused its deliberations by proposing
a second Ten-Year Health Plan for the Americas, based on the role to be
played by the health sector in the activities envisioned for the Second
United Nations Development Decade. The second Ten-Year Plan, along with
other recommendations of the III Special Meeting of Mimisters, was incor-
porated 1n the Organization's policies by resolution of the Governing
Council.

When one examines the contents of the Ten-Year Plan with a
knowledge of the process which led to its formulation, one notes the evo-
lution and the progress that have taken place in the conceptual struc-
ture now guiding health activities in the countries of the Continent.

For example, the Plan clearly establishes the need to view the health
sector as a whole, with its internal and external relationships, but with
this global view not engendering neglect of consideration of the subsys-
tems within the sector. There 1s also a clear concern both for the ob-
jectives in the health field and for the tools needed to achieve them
while maintaining equilibrium between efficiency and social justice.
Profiting from each country's greater knowledge, information, and expe-
rience, acquired over the last decade, on its problems and means of solv-
ing them, the new Plan 1s significantly more precise in 1ts objectives
and 1n the strategies it proposes for meeting them.

The Ten-Year Plan drawn up by the Ministers and their tech-
nical staffs serves as a guide for orienting the programs and activities
of the countries which conceived it and of the Organization. It pro-
poses general objectives and strategies relating to practically all major
aspects of national health systems and health problems, in the framework
of a national health policy consistent with the level of economic and so-
cial development. Defining such a policy, welghing the possibilities for



action in each country, and selecting priorities for achievement of the

established goals, are prerequisites for the formulation and fulfillment
of national plans.

The intense activity of the countries in drawing up the Ten-
Year Plan for the Americas 1s continuing with the formulation of national
policies, the establishment of goals, the selection of priorities, and

the designing of strategies. The next steps, therefore, are implementa-
tion and evaluation.

On the latter subject -evaluation- the Organization's
Governing Council, at 1ts XXI Meeting, adopted Resolution XIII, a perti-
nent part of which reads as follows:

"Request the Director of the PASB to call together, as scon
as possible, a work group composed of planning and information authorities
and health economists to design an evaluation system adaptable to the
conditions of the various countries and sufficiently flexable to provide

comparable results, making possible a continent-wide evaluation of accom-
plishments during the decade."

Pursuant to this mandate, the Director called a meeting of
eight specialists in health planning, information, and economics from
various countries of the Continent. The group met at the Organization's
headquarters in Washington from June 4-8, 1973, to discuss, and to make
recommendations upon, the method to be used and systems to be established
by the countries and by the Organization.

Several preliminary studies prepared by PAHO staff for the
meeting were used as reference documents. The "Dascussion Guide," pre-
sented as a suggestion to the group, was accepted and, after amndment,
included in the group's final report. The "Guide for Analysis and Incor-
poration of the Goals of the Ten-Year Health Plan for the Americas in
National Health Policies and Adjustment of Quadrennial Country-PAHO Pro-
jections" (Appendix I) was also available to the group and 1s being used
by the countries. The Organization's preliminary study on "Classifica-
tion and Analysis of the Goals of the Ten-Year Health Plan for the
Americas" (Appendix II) was also offered for the group's consideration,
as was '"Considerations relating to the Selection of Priorities as a Com-
ponent of the Decision-Making Process" (Appendix III). Other documents
used were the "Basic Reference Document of the ITI Special Meeting of Mi-
nisters of Health for the Americas'" and the "Ten-Year Health Plan for
the Americas," which had been approved by that ministerial meeting.

The group opened 1ts deliberations after being welcomed by
the Director of the PASB, who pointed out the importance of evaluating
the Ten-Year Plan and the need for a simple method, easily applicable in




the various countries, and for a system that could be effectively used
by existing facilities both i1n the countries and in the Organization.

Mr. Allen Pond was chosen as Moderator and Dr. Himbad Gartner
as Rapporteur of the group. Discussion centered upon the three subjects
suggested by the Organization's Secretariat and according to the agenda it
had proposed, which the work group accepted. Item I, "Purposes and Cha-
racteristics of Evaluation of the Ten-Year Plan for the Americas," was
discussed for three hours on the first day of the meeting. More time was
devoted to Item II, "Recommendations on Elaboration of a Method of Eva-
luation," which was discussed during the latter part of the first day and
during the second and third days. In view of the length of time spent on
this subject, a subgroup was appointed to draft a resolution for the
group's consideration; and editing committee, which worked outside the
meeting hours, was also appointed. Six hours were devoted to Item III,
"Recommendations on the Organization and Operation of the Evaluation
System;" a special drafting subgroup was appointed for this item as well.

A draft of the final report was prepared by a drafting com-
mittee which met in the afternoon and evening of the next-to-the-last
day. It was discussed and approved with minor modification in the morning
of the last day. After the Moderator reviewed the meeting orally for the
Director of the PASB, the Director gave his closing words of thanks, and
the meeting was adjourned.

3. WORK GROUP REPORT

3.1 OVERALL FRAMEWORK FOR EVALUATION OF THE TEN-YEAR PLAN

The members of the Work Group made a series of observations
on the status of the countries' decision-making and planning processes,
evaluation practices, and the role of information systems in evaluation.
This discussion led to the identification of factors that should be taken
into account in organizing systems for evaluating the Ten-Year Health
Plan for the Americas:

-As the Ten-Year Plan makes clear, its execution requires
that each country establish policies, or adjust existing policies, so as
to incorporate the goals in each pertinent section of the Plan, to pro-
vide for the i1dentification of priority areas, and to state the strate-
gies for achieving the proposed goals. In evaluating progress toward
these goals at the national level, indicators based on information that
15 both simple and homogeneous in nature must be used. In most areas,



the Plan suggests i1ndicators for evaluating i1ts implementation. In
other areas, however, criteria for making qualitative or quantitative
comparisons will have to be found; this applies particularly to the
development of admimistrative, planning, and information processes in
the national health sectors.

~Despite the shortcomings in the information systems of the
national health sectors, they may be able to provide sufficient infor-
mation to assess the implementation of national and continental goals
and strategles in the terms in which the Ten-Year Plan expresses them.
It is possible and advisable to seek the greatest development of those
systems, so as to improve the processes of evaluation and control, and,
hence, the establishment and adjustment of policies and the processes
of decision-making at all levels.

-In decidaing how to evaluate the Plan, the current availa-
bility of information in the countries, as well as the 1nformation which
will become available as national information systems are improved,
should be considered. It is important to improve the use of available
information on mortality, in-hospital morbidity, resources (availability,
preparation, and use), and production and productivity, as well as in-
formation on health services organization, so as to improve the systems
of decision-msaking, planning, and control.

~-The same area categories should be used 1in evaluation as
those into whach the Ten-Year Health Plan for the Americas is divided.

In light of these and other considerations, the group adopted
the following recommendations on the purposes and characteristics of
evaluation of the Ten-Year Health Plan for the Americas:

-The evaluation system should focus on estimating the effort
applied and change achieved i1n each country, as regards the resources,
process, and production of the health system, as well as 1ts effects in
bringing about a higher level of health and a positive attitude on the
part of participants in the process. The information obtained through
the evaluation should be fed back into the system and serve as a founda-
tion for the adjustments needed for planning and devising strategies to

pursue the goals and purposes of the Ten-Year Plan at the continental
level.

-The goals and purposes of the Ten-Year Health Plan for the
Anmericas should be considered a point of reference and guidance for the
goals and purposes selected for each government's health plan. The con-
sistency and interrelationship of national and continental goals should
be examined. To facilitate this examination, the goals and purposes
should be studied and classified, bearing in mind that some of them can

be measured and assessed only 1f certain operational criteria exaist in
advance.



-Achievement of the Ten-Year Health Plan for the Americas
should be evaluated as a function of the number of countries and propor-
tion of the population of the Americas which has achieved or surpassed
the goals and carried out the stipulations of the Plan.

-Given the structure and concept of the Ten-Year Health Plan
for the Americas, the evaluation must include an analysis of the nation-
al strategies formulated to implement the goals and targets of the Plan,
as well as the analysis of the extent to which they are in fact imple-
mented. Hence, the design of the system for evaluating the Ten-Year
Plan should facilitate the evaluation by each country of the progress
toward i1ts goals and of implementation of its programs and strategies,
with the comparability necessary to permit assessment of achievements at
the continental level in the 1971-1980 period. In addition, the final
evaluation of the Plan should mszke it possible to draw up recommendations
on areas of continental priority at lines of strategy for modifying the
situation in those areas during the following decade.

-At the national level, the evaluation system should also
serve to improve the information systems that feed the processes of po-
licy-meking, planning, scheduling, and budgeting, as well as the super-
vision of implementation.

-It 1s deemed advisable for the countries to define the cri-
tical, high-prioritiy programs in each problem area and to focus available
resources on those programs, thus promoting accomplishment of their objec-
tives and assuring the effort necessary to improve their administration
and programming and the information system for their evaluation and
control,

3.2 RECOMMENDATIONS ON ELABORATION OF A METHOD OF EVALUATION

The method of evaluation is affected by the very purposes of
the evaluation, already stated; by the structure and form of expression
of the goals of the Ten-Year Plan, which cannot be evaluated in terms dif-
ferent from those in which it is expressed; by the manner in which the
various countries incorporate the goals of the Ten-Year Plan in their own
policies and plans; by the time available for the initial and subsequent
evaluations; and by the information available to the countries for each
area of the Plan.

For evaluation purposed, it is suggested that PAHO urge the
countries to define their health policies and to 1ncorporate in them the
goals and provisions of the Ten-Year Plan before the first evaluation ef-
fort takes place, which, according to the recommendation, would be 197h.



The evaluation proposed for 1974 is to be the start of the
process, assessing the situation of the countries and of the Continent
as of 1971 in relation to the goals of the Ten-Year Plan. Further, 1t
is to verify the inclusion of these goals and purposes in their health

policies and plans, indicating the national strategies adopted to achieve
them.

The way in which the countries incorporate the goals of the
Ten-Year Plan in their policies will determine the evaluation system at
the continental level. It is therefore recommended:

~That the countries incorporate these goals prior to the
date set for the first continent-wide evaluation.

-Evaluation should be considered a constantly on-going pro-
cess within the countries and a process taking place at defined periods
at the continental level, for the purpose of comparing the observed si-
tuation with the planned situation, of explaining the differences found,
and of using these data to reformulate and adjust the plans.

Consequently, it is recommended that annual evaluations,
coinciding with the budget cycle, be conducted i1n the countries. It will
then be possible to make timely corrections in the implementation of the
plans, to have feedback into the planning process and to improve 1t, and
to evaluate the impact on the level and structure of community health.

-To practice and apply the evaluation method proposed, and
to obtain the information needed for the initial evaluation, it would be
useful to make use of the system of Quadrennial Country-PAHO Projections.
It would also be advisable for the countries to adjust their Quadrennial
Projections, or to draw them up if they have not yet done so, as they in-
corporate the goals and provisions of the Ten-Year Plan.

~-So that all countries may have the same understanding of the
proposed evaluation method, it is suggested that PAHO prepare a glossary
of operating definitions of the terms used.

-In order to develop homogeneous, well-defined channels of
information at the continental level, 1t is recommended that the atten-

tion of the countries be directed at obtaining information in the follow-
ing areas:

-People exposed to the risk of illness and death, with par-
ticular attention to avoidable risks.

-Coverage of services




-Program areas:

Services to persons
Environmental sanitation programs

-Complementary services
-Infrastructure development:

Sector organization and administration:

Organization
Planning
Information
Research

Resources:

Human
Physical
Financial
Technological
Legal aspects

These areas should be examined in relation to intra-sector
and extra-sector limitations.

3.2.1. Characteristics of the Analytical Method at the Continental Level*

-It is recommended that the following broad guidelines be
considered in preparing the definitive, detailed design of an evaluation
method.

-The continental analysis should focus on the progress of each
country, using the goals proposed in the Ten-Year Health Plan for the
Americas as the point of reference.

-Since the analysis of the state of the Continent as a result
of the Ten-Year Plan will be based on an analysis of each country's effort
to promote the desired national change, the evaluation should include a
study of national strategies, so that operationally valid conclusions and
recommendations may be drawn.

*The national efforts should follow the guidelines adopted for the conti-
nental level so that analysis at that level is feasible; but this should
not prevent each country from designing an analytical plan appropriate
to its needs.



-In view of the short time available for each evaluation, the
rigidity of the evaluation deadlines, and the need to reduce operating
costs, the analysis should be based on information that i1s already avail-
able and common to all or the great majority of the countries. Special
research to obtain information should be kept to an absolute minimum.

~The shortage of resources and the limitations of technology
and time make it necessary that simple, easily conducted procedures,
feasible in all the countries, be selected and recommended. Further, it
1s recommended that the countries and PAHO apply new methods facilitating
the procurement of the basic information needed to nourish the processes
of decision-making, planning, evaluation, and supervision.

3,2.1.1 Time and Content of Bvaluation at the Continental Level
~Initial Bvaluation (1974)*

The basic purpose of this evaluation is to examine the gap
between the situation in the countries in 1971 (considered to be the
initial year of the period covered by the Ten-Year Health Plan for the
Americas) and that which is sought for 1980.

This evaluation should look at the level and structure of
health and the organization, resources, and operation of the countries!'
health systems in 1971, and at the changes which each country hopes to
achieve in these areas by 1980. Additionally, it should determine how
the countries are incorporating the goals and provisions of the Ten-Year
Health Plan for the Americas in their own health policies. Examination
of the latter aspect is vital, for it will permit adjustment of the system
and method of continent-wide evaluation to the limitations initially
imposed by the form and content of national health policies.

Therefore, the contents of the initial evaluation should
include:

~-The number and percentage of countries that have examined
the goals and provisions of the Ten-Year Plan for the Continent and for-
mally incorporated them in their national health policies.

*Evaluation of the 1971 situation will be made in 1974 because it is
assumed that all the countries will be in possession of the necessary
information by that time.



-The number and percentage of countries that have made expli-
cit their natiopnal health strategies for achieving the proposed goals and
purposes.

-The number and percentage of countries that have established
intermediate goals for the 1971-1977 period.

-The number and percentage of countries (and of the population
involved) that have set goals lesser than, equal to, or greater than those
indicated in the Ten~Year Plan:

-Identification of the goals and purposes;

~Quantification and ordering of these goals in relation to
the Ten~Year Plan;

-Analysis and categorization of the discrepancies.

-Analysis of the distance between the initial (1971) situa-
tion and the national goal or objective proposed for 1980. This analy-
sis should be conducted by goal or objective and by country, specifying
the percentage of the total population of the Americas involved.

-Analysis by country of the consistency between each estab-
lished goal or objective and the strategy set for achieving it.

-Summary of the situation of the health sectors in the
Americas in 1971. Number and percentage of the population affected, by
goal and by country.

-Outline of the conomic and social situation of the countries
of the Americas in 1971.

-Intermediate Evaluation (1977)

The purpose of the evaluation at this intermediate point is
to obtain some indication of the pace at which it is hoped to achieve the
goals set, as well as of the sequence and intensity of the strategies
designed to achieve them.

The major elements of this evaluation will be analyses of
progress toward the goals set for 1977 (in countries which set such
goals) and of the performance of the strategies designed for the 1971-
1977 period.

-Final Evaluation (1981)

The fundamental aim of this evaluation is to examine progress
toward the goals and objectives established by the countries for 1980,
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which is considered the last year of the period covered by the Ten-Year
Health Plan for the Americas.

This evaluation should focus on the changes achieved in each
country by the efforts it has made. Change will be measured between the
starting point in 1971 and the situation as of 1980, in relation to the
objective established by the country for the latter year. Examination
of the strategies initially set to pursue the objectives of change and
of the modifications made during the period is also regarded as fundamen-
tal.

On the basis of the final evaluation in 1981, it should be
possible to draw up recommendations on priority areas for the Continent
and lines of strategy for modifying conditions in those areas in the
following decade.

Therefore, the following should be among the components of
this evaluation:

-The number and percentage of countries (and the percentage
of the population of the Americas involved) that have achieved the na-
tional goals and purposes set for 1980.

-The number and percentage of countries (and the percentage
of the population of the Americas involved) that have achieved or sur-

passed the goals and objectives of the Ten-Year Health Plan for the
Americas,

-Analysis and categorization of the limitations internal and
external to the national health sectors which affected the chances of
achieving the goals proposed.

-Analysis by goal and country of the changes achieved during
the 1971-1980 period (number and percentage of the Continent's population
affected by the change).

-Analysis of variations in the strategies initially set, by
goal or objective and by country.

-Review of the situation in the national health sectors in
1980. Number and percentage of the population affected, by goal and by
country, and a comparison of the situation in 1980 with what existed in

1971,

-0Qutline of the economic and social situation of the countries
of the Americas in 1980, comparing it with the 1971 situation.




3.2.1.2

Item No.

(1)
(2)
(3)

(4)

(5)
(6)
7
(8
(9)

(10)
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-Comparative description of the evolution of indicators in
the health sector and of the countries' socio-economic indicators in the
1971-1980 period.

-Suggestion for defining objectives and lines of strategy for
the 1981-1990 period.

Work Sheet Components for the Analysis at the Continental Level

To facilitate the work of evaluation, the group suggests a list
of items for inclusion in the basic work sheets for conducting the analy-
sis at the continental level, along with a chart summarizing the compa-
risons which might be made,.

Item

Country
Population (number)

Population (percentage of total
population of the Americas)

Goal of the Ten-Year Health Plan
for the Americas

Situation of the cowntry in 1971
National goal for 1977
National goal for 1980
Change desired by 1977
Change desired by 1980

Change desired if the country had
accepted the goal of the Ten-Year
Plan

Remarks

As of the year of the

evaluation

*
*

*

Based on (6) and (5)

Based on (7) and (5)
May be the same as the
entry for (7)

Based on (4) and (5)
May be the same as the
entry for (4)

*Based on the information provided by the countries when they incorporate
the goals of the Ten-Year Health Plan for the Americas in their national
health policies and adjustment of the Quadrennial Projections.



Item No.

(11)
(12)

(13)
(14)
(15)

(16)
(17)
(18)
(19)
(20)

(21)

(22)

(23)
(24)
(25)
(26)
(27)
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Ttem

Discrepancy between goals of the Ten-
Year and national plans for 1980

Explanation of discrepancy indicated
in (11)

Situation observed in 1980
Change observed in 1980

Discrepancy between the national goal
for 1980 and the actual situation then

Explanation of discrepancy indicated
in (15)

Discrepancy between desired and
actual change in 1980

Explanation of discrepancy indicated
in (17)

Discrepancy between goal of Ten-Year
Plan and national situation in 1980

Explanation of discrepancy indicated
in (19)

Discrepancy between the change desired
if the country had accepted the goal
of the Ten-Year Plan and the change
observed 1n 1980

Explanation of discrepancy indicated
in (21)

National strategy proposed for 1977
National strategy proposed for 1980
National strategy observed in 1977
National strategy observed in 1980

Explanation of discrepancies between

(24) and (26)

Remarks

Based on (4) and (7)
Logical analysis

Data to be collected
Based on (13) and (5)
Based on (7) and (13)

Logical analysis
Based on (9) and (1h4)
Logical analysis
Based on (4) and (13)
Logical analysis

Data from (10) and (14)

Logical analysis

*

*
Data to be collected
Data to be collected

Logical analysis

*Based on the information provided by the countries when they incorporate
the goals of the Ten-Year Health Plan for the Americas in their national
health policies and adjustment of the Quadrennial Projections,



COMPONENTS OF ANALYSIS FOR EVALUATION AT THE CONTINENTAL LEVEL
(Fanal Evaluation - 1980)

National goal, 1980

Explanation of the
discrepancy

Discrepancy between
the goals

Explanation of the
discrepancy

Gogl of the
Ten-Year
Plan

Discrepancy

Hipotheticael change
desired

Explanation of the
discrepancy

Discrepancy from
the goal

Situation
- observed
(1980)

-¢T -

Explanation of the
discrepancy

Situation observed
(1971)

(1980)
Change Change
proposed 3 17 achieved
(1380) \_/ (1980)

Dascrepancy from
the change
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There are two formulations of different origin for each
goal or purpose. They may or may not coincide:

-That expressed in the Ten~Year Health Plan for the Americas.
~-That established by each country.
They must both be examined to determine:

-The discrepancies between the situations (and/or changes)
desired and those observed.

-The explanation for those discrepancies.
The examination may be by means of comparisons between abso-
lute or relative numbers or between rigorously defined qualitative fac-

tors. The type of examination decided upon will depend basically on the
way in which each goal is expressed.

3.2.1.3 Items for the Continental Analyses by Country

-Level and structure of health and the health sector situation

(1) Initial situation (1971)

(2) Situation observed in 1980

(3) Situation desired in 1980

(4) Analysis of discrepancies between (2) and (3)

-Socio-economic situation

(1) 1Initial situation (1971)
(2) Situation observed in 1980

As an example, the group offers a tentative list of socio-eco-
nomic indicators which fulfill the requirements of being available in most
countries of the Americas and which have demonstrated their relevance to
the definition of socio-economic profiles:

OVERALL INDICATOR
(1) Iive expectancy at birth

HEALTH INDICATORS

(2) Mortality rate, age 1-4
(3) Percentage of death from infectious and parasitic
diseases




(&)
(5)
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Inhabitants per physician
Inhabitants per hospital bed

ENVIRONMENTAL INDICATORS

(6)
(7)
(8)
(9)

Percentage of population in localities of over 20,000
Percentage of population supplied with water

Calories per capita

Grams per day of protein per capita

EDUCATIONAL INDICATORS (level and structure)

(10)
(1)

(12)

(13)

Percentage of literates

Percentage of primary school enrollment, population
aged 5-14

Percentage of secondary and vocational school enroll-~
ment, population aged 15-19

Percentage of university enrollment, population aged
20-29

ECONOMIC INDICATORS (level and structure)

(14)
(15)
(16)
(17)

GNP per capita

Percentage of GNP generated by secondary sector
Population employed in the sector

Sectoral productivity

DEMOGRAPHIC INDICATORS (structure)

(18)
(19)
(20)
(21)

Percentage of population under 15 years old
Percentage of population over 55

Rate of population growth

Rate of fertility

OTHER FACTORS

-Population (in thousands)

-Territorial area (including interior waters) (in thousands
of square kilometers)

-Land farmed (in thousands of square kilometers)

~Population density per square kilometer

-Ratio of farmed area to total area

~Population per farmed square kilometer

-Percentage of surface that is arable
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3.2.2 Characteristics of Analytical Method at the Country Level

The method of evaluation designed by each country should be
capable of supplying the continent-wide evaluation method and meeting all
its conditions.

At the national level, it is recommended that the contents
of the evaluation in each country be such as to permit:

~Analysis of problem areas, critical programs, and priorities.

—-Analysis of the activities conducted, with a view to utiliz-
ing the information gathered to adjust national goals and strategies,
considering the funds and other resources available.

-Explanation of discrepancies and progress in relation to the
goals set.

In evaluating the progress toward a goal, one should keep the
following steps in mind:

-Compare the goal with the situation achieved.
-Explain why the goal was or was not achieved.

-Feed this information back into the system and start another
cycle.

It is recommended that PAHO suggest to the countries that
the explanation of discrepancies and achievements should be based on an
analysis of the nature of the goal and of the strategies used to pursue
it. Hence, the countries should consider both the procedure by which it
was adopted and the factors of feasibility, viability, degree of defini-

tion, degree of consistency, and degree of dependence on the achievement
of other goals.

The operational treatment of the goals and purposes of the
Ten-Year Health Plan for the Americas should follow the classification
given on page 7. This would facilitate an examination of the consisten—

cy and interrelationships of the goals and purposes established by each
country.

For certain goals and purposes of the Ten-Year Health Plan
for the Americas, the countries will have to identify additional operation-
al criteria by which to measure or estimate their fulfillment.



- 17 -

Though each country must retain the flexibility 1t needs in
working through the process of incorporating the goals of the continental
Ten-Year Plan in its health policies, the Group deems it advisable for
each country to follow, to the extent it may consider appropriate, the
procedure suggested for this purpose in the Guide furnished by PAHO* in
order to facilitate the process and assure the comparability necessary
to the continent-wide evaluation.

3.3 ORGANIZATION OF THE EVALUATION SYSTEM

In the spirit of the Recommendations of the Third Special
Meeting of Ministers of Health of the Americas and the Resolutions of the
Governing Council of the Organization, the chief purpose of the evaluation
system is to strengthen the national mechanisms for continously observing
and assessing efforts to achieve the goals established by the countries
themselves in their health plans. It is designed also to produce results
which can be made uniform at the continental level so as to permit evalua-
tion of the progress made during the decade.

Organization of the systems should be based on the principle
that evaluation is an essential component of the planning process. As
such, it cannot be divorced from the process. Whatever structure the
countries may have to conduct the process, evaluation must be an integral
part of the administrative and planning process.

The conduct of evaluation has been deficient in the countries:
the methods used have been inadequate, there has been a shortage of
trained personnel, and feedback of the results into the process has been
inadequate.

On these grounds, and considering the current state of eva-
luation in the countries and the resources which they and PAHO may have
available for the development of evaluation systems on the Continent, the
Group makes the following recommendations:

3.3.1 At the Country Level

-Develop and strengthen the evaluation function as a compo-
nent of the informatiom, evaluation, supervision, and decision-making
systems which are required by national administrative and planning pro-
cesses,

*"Guide for Analysis and Incorporation of the Goals of the Ten-Year
Health Plan for the Americas in National Health Policies and Adjustment
of Quadrennial Country-~-PAHO Projections".
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-To this end, maximize the use of currently available re-
sources, improve their organization and, if necessary, create addition-
al resources consistent with the country's abilities and capacity.

-The evaluation function should be coordinated and advised
by the planning units, making certain that all levels of the health
system's structure participate.

-Despite the individual characteristics reflecting the pe-
culiarities and needs of each country, the national evaluation systems
should have certain common characteristics, stemming from the use of
basically shared methods and procedures, so that their results may be
made compatible for continental purposes.

-The training of persomnel in the methods, organization, and
operation of evaluation systems 1s an urgent need 1f the process is to
become widely and effectively used beginning in 197%, The organization
of short courses essentially operational in nature, is deemed advisable.
Within the limits of its capacity, PAHO should participate in these ini-
tial efforts when requested by the countries.

-Similarly, in the basic courses in health services adminis-
tration, and particularly the planning courses, that are conducted in
the countries, special stress must be placed on the concepts and methods
of evaluation, viewed as an integral part of the information, evaluation,
decision-making, and supervision process.

%.3,2 At the Continental Level

PAHO has an important role to play in the continental eva-
luation system. It is therefore recommended:

~That 1t serves as a clearing house for information from all
countries and coordinate the establishment and development of the conti-
nental evaluation system at 1ts central point.

-That its field officials participate in the processes of col-
laboration, consultation, and coordination between the national planning
system and Headquarters.

-That it plan the implementation of the evaluation system,
bearing in mind the need to conduct the following activities:

~Informing the governments and other interested institu-
tions of the characteristics of the evaluation system that i1s proposed.



~-Drawing up an instruction manual succinctly describing
the purpose and manner of organizing the evaluation system. Drawing up
a glossary of the terms used in the manual.

-Creating the patterns of computation, forms of presen-
tation, printed forms, etc., for the proper functioning of the continen-
tal evaluation system.

~Drawing a schedule for establishment of the systemn.

-Maintaining contact with the countries so as to consult
as needed while their systems are being established.

-Analysing the information supplied by the countries to
the continental level, and publishing the results.

-Developing and advising on training programs in the
subject.

-Promote, assist, and conduct research on methods in the
field of evaluation.



ANNEX

GUIDELINES FOR THE ANALYSIS AND INCORPORATION OF THE GOALS
OF THE TEN-YEAR HEALTH PLAN FOR THE AMERICAS IN THE

NATIONAL HEALTH POLICIES AND ADJUSTMENT OF THE
COUNTRY-PAHO QUADRENNIAL, PROJECTIONS




1T.

III.

Iv.

Index

Page
NATTONAL HEALTH POLICY suvevevscesee sescacsacens eeeeesssses L
1. BACKGROUND «vseececcesvrosccencansasssossascaasossssocs L
2. SOME ELEMENTS TO BE CONSIDERED WHEN FORMULATING
A NATIONAL HEALTH POLICY vveerecoaes cecsennans cesees 1
3. PURPOSES AND CONSTRAINTS veeseeesccvcesscescncans ees 3
SCHEME, FOR THE ANALYSIS AND INCORPORATION OF THE GOALS OF
THE TEN-YEAR HEALTH PLAN FOR THE AMERICAS IN THE NATIONAL
HEALTH POLICTES veeeeconossan ceernens ceeesseanae vesseaesssss 5
1. BASTC CONVENTIONS AND ASSUMPTIONS eveseescescens eess 5
2. GENERAL STRUCTURE OF THE SCHEME ....cceesee cessseers b
3. SEQUENCE OF THE ANALYSIS AND ADJUSTMENT SCHEME ..... &8
3.1 First Approximation sceeeceescees S <
3.2 Second Approximation c.seeeceses ceesesnennns 13
3.3 Final Adjustment veeceeeeceesescoconscnaasns 13
3.4 Results Expected vecvececneccaassasncncas eee 13
PROCEDURE ceceescsacncesnsaancsoscccocconnoncacencsccansane 16
PARTS
PART I GOALS OF THE TEN-YEAR HEALTH PLAN FOR THE

AMERICAS FOR THE PERIOD 1971-80

PART II CLASSIFICATION AND ANALYSIS OF THE GOALS OF
THE TEN-YEAR HEALTH PLAN FOR THE AMERICAS

(Prepared by the Pan American Center for Health
Planning)

PART III RESOLUTION XIII OF THE XXI MEETING OF THE PAHO
DIRECTING COUNCIL

PART IV SELECTION OF PRIORITIES AS AN ELEMENT IN THE
DECISION-MAKING PROCESS



I. NATIONAL HEALTH POLICY

1. BACKGROUND

The Third Special Meeting of Ministers of Health of the
Americas (Santiago, Chile, October 1972), the basic purpose of which
was to draw up the Ten-Year Health Plan for the Americas for the period
1971-80 (see Anexx I) resolved "To consider, as a basic requirement

1/

for achieving the goals under the plan,=’ the definition in each indi-
vidual country of the health policy, in the light of its economic and
social development, specifying clearly the objectives and structural

changes necessary to achieve them'".

The decision to perfect the national health policies as
effective instruments for the implementation of the Ten-Year Health
Plan for the Americas and its corollary of evaluating the common
efforts and measuring their results, generate in their turn the need
to establish a procedure for analysis and reformulation of those
policies which 1s common for all the countries, yet sufficiently flex
ible to take into account the characteristics and needs peculiar to

each one.

2. SOME ELEMENTS TO BE CONSIDERED WHEN FORMULATING A NATIONAL
HEALTH POLICY

To facilitate understanding of these guidelines an opera-

tional definition of policy is adopted and certain of its components

}/ The Ten-Year Health Plan for the Americas
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are enumerated. Thus, a POLICY is considered as an:
Ordered and coherent set of aims of a general nature, which
orient the carrying out of actions or the creation of favor-
able situvations for the solving of the problems which have
to be overcome in the light of a desired situation for a

given period.

Such general aims as arise from analysis of the differences
between the present situation and the situation desired for a given

future are set forth.

In the case of a sectoral policy, the analysis of the discre
pancies between the present and the desired situation will be condai-
tioned by the goals of the overall national development policy (explicit
or implicit) and will lead to identification of the sector's problems.
Once the problems are identified, those considered to have priority

will be selected, which will entail analysis of the possible solutions

for each of them. The analysis of the possible solutions --which in-

cludes that of the technological alternatives-- constitutes a link

between the policy and the formulation of the strategies needed for
its application.

Study of the internal and external constraints which affect

the health system 1is essential for evaluation of the viability and
feasibility of the proposed changes and their subsequent solutions

The precise definition of the situation which it is desired

to achieve within a given time, the identification and ranking in order

of importance of the problems and the selection of the possible solu-~

tions constitute the very essence of policy formulation. They therefore

form the initial and essential stage of a process which triggers off a

sequence of decisions which concludes with the programming of the
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specific activities and investments required for bringing about the
desired change. In other words, the clear and precise definition of
a National Health Policy 1s a vital prerequisite for setting in motion
a process of sectoral planning and its formal embodiment in a Health
Plan.

3. PURPOSES AND CONSTRAINTS

3.1 The specific purposes of these guidelines can be summed up

as follows:

- To facilitate the analysis of the goals of the Ten-Year Health Plan
for the Americas and review of the national health policies in the

light of that analysis and of the national development policies.

- To facilitate estimation of the contribution expected from each
country for the fulfillment of the Ten-Year Health Plan for the

Americas.

- To facilitate the systematic evaluation of the Ten-Year Health

Plan for the Americas.

- To facilitate the adjustment of the Country/PAHO Quadrennial

Projections to the national health policies.

3.2 From these goals is derived the need for establish a common
procedure for the analysis, as well as a common basis with that of
the Ten-Year Plan for the definition of categories, indicators, etc.,

to be used in each country.

3.3 The following criteria condition and the preparation of these

guidelines:
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Time available for completing the analysis of the goals of the Ten-
Year Health Plan for the Americas and updating of the national

policies:

Completion of this process is a matter of urgency, as 1t 1s an essen
tial prerequisite for the practical application of the changes
envisaged which, according to the approved Ten-Year Plan, have

to produce the expected results within the period ending in 1980.
Present availability of information and resources:

The evaluation of the availability of resources and information
for this process, bearing in mind the urgency as noted, means that

the setting up of complex procedures and research in depth will
not be possible.

Because of their form, application of these guidelines is

restricted exclusively to certain operational aspects of the ana-

lysis of the goals of the Ten-Year Plan, their incorporation into

the national health policies, and to the subsequent adjustment of

the Quadrennial Projections to the joint Country and PAHO activities.




IT. SCHEME FOR THE ANALYSIS OF NATIONAL HEALTH POLICIES
AND THEIR ADJUSTMENT IN THE LIGHT OF
THE TEN-YEAR PLAN FOR THE AMERICAS

1. BASIC CONVENTIONS AND ASSUMPTIONS

1.1 At the Third Meeting of Ministers (Santiago, Chile, October
1972) the governments undertook to carry out the Ten-Year Health
Plan agreed upon at that meeting, and to evaluate 1t at regular
intervals. (See Annex I and Annex III, under 3).

1.2 All the countries possess a national health policy, either
expressed explicitly in a health plan, the Quadrennial Projections
or in some other set of documents, or simply being implemented on

a de facto basis.

1.3 The tools for analysis (categories, definitions, indicators,
goals, etc.) and adjustment currently used for the updating or re-
formulation of the national policies must be the same as those set
forth in the Ten-Year Plan for the Americas. Nevertheless, indivi
ual countries may split up the categories and indicators used 1in
the Plan and/or include other items, as dictated by their require-

ments, for the formulation of their particular health policies.

1.4 The targets which each government fixes for the ten-year
period must be expressed in national averages, but both the analysis
and the adjustment of the national health policy can be performed
and expressed in regional terms, in accordance with the character-
istics of the country and with the requirements imposed by its

national development plan.



-6 -

1.5 The level or depth of the analysis and the extent of the
adjustment will extend, at least, to the general goals for the
solving of the country's health problems and their classification

by order of priority and will include the main strategic elements.
2. GENERAL STRUCTURE OF THE SCHEME (See Chart 1,page 15)

This scheme was based on the i1tems making up the Ten-Year
Health Plan for the Americas and those included in the Quadrennial
Projections prepared for 22 countries and territories of the Americas.

In line with the Ten-Year Plan, these components were grouped in the

following areas:

Area 1: General Goal
1 Life expectancy at birth (see Annex I, point III, pp. 8)

Area 2: Main Goal

Coverage of services (see Annex I, Goals I.1l, pp. 2)

Area 3: Program Areas
3.1 Services to individuals (see Annex I, Goals I.l.1 through
I.1.4, pp. 2 and 3)

3.2 Environmental sanitation (see Annex I, I.2.1 through I.2.11,
pp 4 through 5)

Area k4: Supporting Services (see Annex III, Goals I.3, pp. 5)

Area 5: Infrastructure Development -
5.1 Development of the organization and sectoral administration

(see Annex I, II.1l through II.4, pp. 6) -

5.2 Development of resources (see Annex I, II.5 through II.9, pp.
6 through 8)
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Once the Plan components were grouped in the above areas,
the chief (or primary) interrelationships between them were defined,

as shown by the vectors in the Scheme (see Table 1).

The constraints (or factors) which condition the areas and

their interrelationships were grouped into two large areas:

Area 6: Internal health sector or intrasectoral constraints g/.

2/

Area 7: Constraints that are external to the sector or extrasectoral - .

2/ Intrasectoral (or 1nternal) constraints are considered to be those

over which the Health Sector has control, within certain limits,

as regards removing or overcoming the obstacles involved and the

achievement of the purposes or goals the Sector sets itself.

Extrasectoral (or external) constraints are considered to be those

over which the Health Sector does not have control, as their remo-

val requires decisions which come under the competence of other

sectors or of the social system as a whole.

Analysis of the internal and external constraints i1s the key for

the evaluation of the feasibility and viability of the proposed
changes which comprise a policy and are the essence of the

strategies which have to be formulated to implement it.
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3. SEQUENCE OF THE ANALYSIS AND ADJUSTMENT SCHEME (Table 1)

The analysis of the above-described components is based
fundamentally on the play between the objectives and goals which
the country wishes to achieve ~-compared with the aims of the Ten-
Year Health Plan for the Americas and the present situation of the
country making the analysis~- and the requirements in terms of re~
sources and organization which those aims presume. DBoth the goals
and the requirements for achieving them are conditioned or limited

by the intermal and external constraints peculiar to the Health

Sectors of the indavidual countries.

The carrying out of the analysis also presumes that use
will be made of the method of successive approximations, with a final

adjustment stage to achieve the necessary consistency between the

aims.
3.1 First Approximation:
3.1.1 Life expectancy at birth (Table 1, Area 1)

The goals proposed by the Ten-Year Health Plan for the
Americas will be compared with the present situation of the
country and with the previously defined proposed change. It
will be estimated what level life expectancy at birth could
reach in 1980 if 1t is decided to change certain components
of the mortality structure with an intensity and at a rate
considered feasible. Such a decision conditions, as a first

approximation, the priorities and goals of certain of the

components of Area 3.

2.1.2 Coverage of Services (Table 1, Area 2)

For analysis of this area it 1s first necessary to pre-

pare definitions of the levels of service (minimum, basic and
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specialized), '1n terms of installations, characteristics of the
main human resources, functions or types of care tc be produced
by these units, and potential coverage of each type of service,
depending on the national definition of the accessibility of the

communities.

Once the above definitions have been prepared, the present
position of the country, in terms of national coverage, will be
compared with the Ten-Year Plan goals, according to the levels
defined. In the first instance priorities will be fixed for
coverage goals by level of service: minimum, basic and specialized.
A rough estimate will be made of the requirements implied by these

goals as regards direct services (Table 1, Area 5.2), demand for

supplementary services (Table 1, Area 6) and exigencies in the

sectoral organization and administration (Table 1, Area 5.1)

At this stage the first analysis of the internal (Table 1,
Area 6) and external (Table 1, Area 7) constraints will be made
with a view to obtaining a preliminary estimate of the feasibilaty

and viability of the goals fixed in this first approximation.

%.1.3 Program Areas

The analysis of these areas will be based fundamentally on
comparison of the present position of the country with the goals
of the Ten-Year Plan for the Americas and the position 1t wants
to reach. The goals as regards services to individuals will be
expressed i1n terms of level and structure of mortality and morb-
111ty and population coverage; those relating mainly to environ-
mental improvement will be defined mainly in terms of coverage.

In certain countries of given levels of development the require

ments in terms of change in specific mor%éllty derived from the

general goal set forth (life expectancy), can be effective means
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for determining the order of priority of the specific program areas.

In this first approximation the possible solutions for the
specific problems considered to have priority must be analyzed
and the infrastructure requirements these solutions set must be
estimated. An initial evaluation of the internal and external
constraints these set for the feasibility and viability of the
solutions proposed will also have to be made at this juncture.
One of the fundamental constraints for the definition of prior-
ities and goals in Area 3 is formed by the priorities and goals
already fixed for Area 2. In this first approximation, the
constraints determined for Areas 2 and 5 (mainly 5.2) will make
1t possible to orient the preliminary selection of alternative

technologies for the possible solving of the specific problems

considered to have priority.

3.1 b Complementary Services

The analysis of this area must be centered on the estimat-
ing of the feasibility of meeting the requirements, or demands,
presumed, in terms of supplementary resources, by the coverage
goals for final services and the specific program areas consider

to have priority in a first approximation.

3.1.5 Infrastructure Development

In this area the analysis has to be made in three different

but necessarily complementary levels:

- In the first level the present position of the country must
be analyzed in each of the categories making up the area and
it must be compared with the exigencies (or requirements 1in
terms of resources and their organization) arising from the

priorities and goals fixed as a first approximation for Areas
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2 and 3. It will be endeavored to estimate the critical re-
sources (human, financial, economic, technological) and the
sectoral and institutional organization that will be most
suitable, in the light of the coverage goals, the program
area goals and the supplementary services and production
functions (combination of resources according to a given tech
nology) already defined on a first approximation basis. In
essence, the aim will be to evaluate the possibility of form
ing additional resources and/or reorienting the use and com-
bination of resources presently available. The purpose will
be to estimate the feasibility of the goals proposed and/or
to obtain data to guide decisions on changing the order of
priority, the intensity and rate of change, or regarding

the selection of other alternatives.

In the second level the requirements in terms of resources

imposed by the decisions taken concerning development of the
sectoral organization and its administration will have to be
analyzed. Then, in their turn, the organization and adminis
trative requirements arising from the need for efficiency in
the use and formation of the resources necessary for achieve

ment of the goals will have to be analyzed.

In the third level the analysis will be focused on compar-

ison of:

(1) The manpower training and availability goals and the aims
for development and perfecting of the Sector's orgeniz-
ation and administration as derived from the national

priorities and goals for Areas 2 and 3, with

(2) the manpower training and availability goals and the aims

of the organization and administration as set forth 1in

Ten-Year Health Plan for the Americas.
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In the first two levels referred to, the analysis of the
sectoral constraints is particularly important because they
are determining factors for the feasibility and viability
of the goals adopted. In this area, as in that of the
complementary services, a selection of priorities is not
required as for the coverage areas (2) or the program areas

(3.1 and 3.2), since they constitute requirements for the

achievement of the purposes and goals in those areas.

In
to

terms of very rough estimates, this analysis makes 1t possible

obtain sufficient data for preliminary decisions to be taken

regarding:

ol'

Life expectancy at birth which 1t is desired to reach in 1980.

Coverage goals for integral services for the period, class-

ified by type of service and technology.
Order of priority and goals for specific program areas.

Goals for reorganization of supplementary services to meet

the requirements deriving from 1, 2 and 3.

Changes and improvement of the sectoral and institutional

organization and administration necessary for achieving the

goals adopted.

Goals in terms of training of additional manpower for the

achievement of 1, 2, 3, 4, and 5.

Strategy lines for achieving the goals set.
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2.2 Second Approximation

Analysis of this second approximation must center around study of:

3.2.1 Consistency between the goals set for each area of analysis

and consistency between these areas.

3.2.2 Feasibility and viability of those goals in the light of the

internal and external constraints.

3.2.3 Overall and specific consistency of the goals with the na-

tional development policy.

3.3 Final Adjustment

These are the factors to be considered in proceeding to the
final adjustment of the goals in each of the areas and the def-
inition of the general considerations which condition formulation
of the strategies for achievement of the purposes and changes
decided upon.

3.4 Results Expected

It 1s considered that this analysis scheme should make 1t

possible to obtain:

z.4.1 Consistency in the adjustment of the national health policy
in terms of changes envisaged and national priorities with the
national development policy and the Ten-Year Health Plan for the

Americas as regards:

~ Level and structure of health
- Supply of services
-~ Training of national manpower

- Organization and national administration of the sector's resources
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~ Guidelines for definition of strategies and their trans-

lation into programs of activities.

z.h.2 Determination of the contribution toward the implementation
of the Ten-Year Health Plan for the Americas expected from each

country.

2.4,3 Determination of the national data necessary for systematic

evaluation of the Ten~Year Plan for the Americas.

244 Adjustment of the Country/PAHO Quadrennial Projections to
the national health policies and subsequent reprogramming of the

joint Country/PAHO activities.
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ITI. PROCEDURE

1. SOME PRELIMINARY CLARTFICATTIONS

With a view to facilitating systematic application of the
analysis scheme proposed under II, a set of work tables and some ins

tructions for their use are given below.

The procedure suggested is based on the assumption that
the Quadrennial Projections drawn up by the countries of the Americas
Region and adjusted in 1971 will be used. This will allow the harmon
ization of these projections with the decisions taken regarding adjust
ment of the national health policies in the light of the Ten-Year
Health Plan for the Americas.*

Presentation of the procedure in table form was adopted to
facilitate description and understanding of 1ts components, and also
of the national and regional analysis needed for the evaluation of the

Regional Health Plan for the Americas, tTo which the governments have

committed themselves.

The countries which have not prepared Quadrennial Projections (1971
Revision) will have to produce the information needed for columns 2
and 3 of the procedure from the data available in various official

documents and/or by estimating those not obtainable from such

sources.
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2. DESCRIPTION OF THE PROCEDURE
2.1 Table 1

Area 1: GENERAL GOAL: LIFE EXPECTANCY AT BIRTH (See Annexes
I and II).
This table will have to be the first to be made up, and will have to

be adjusted if necessary in a second approximation.

Column 1l: The life expectancy at birth proposed by the Ten-Year Health
Plan for the Americas, for the area corresponding to the

particular country, is to be entered here.

Column 2: The estimated life expectancy for the country at the time of
the revision of the Quadrennial Projections (1971) is to be
entered here. Those countries which have not prepared Quadren
nial Projections should enter the figure closest to 1971 that
they have available.

Column %: The life expectancy at birth fixed as the goal for 1980 in
the Change Hypothesis Section of the Quadrennial Projections
(1100 Series) is to be entered here. Countries which have
not fixed this estimate in either their national plans or in
the Quadrennial Projections or any other official document

should do so on this occasion.

Column 4: The national goal for 1980 resulting from analysis of the
likelihood of the country achieving or exceeding the goals
proposed in the Ten-Year Health Plan for the Americas should
go here. Countries which have already exceeded this goal
should estimate the higher goal which they consider they

could achieve.
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Column 5: Any discrepancy, either way, between the goal proposed
in the Ten-Year Plan and that adopted by the country
should be explained here. This explanation can be given
in terms of observed national trends, expected changes in

overall and/or sectoral socio-economic development, etc.

Column 6: In this column it should be stated how the country expects
to achieve the goal fixed, and in which age groups and
through control of which specific causes of mortality it
is expected to obtain the increase in life expectancy at
birth. It as particularly important that this strategy
be set out explicitly, as it can command the priorities
and intensity of action in the specific program areas
directly connected with the strategy, and fix requirements
as regards coverage and infrastructure, especially in

countries with less developed health structures.

2.2 TABLE 2

AREA 2: COVERAGE OF MINIMUM, BASIC AND SPECIALIZED SERVICES

This table should be completed after Table 1, in the first approx
imation.

Column 1: The goals of the Ten-Year Health Plan for the Americas as
regards coverage of minimum, basic and specialized services

(see Annexes I and II) should be copied here.

Column 2: A summary should be given here of the present national

sltuation regarding coverage for each of the types of services
,in which the goals of the Ten-Year Plan are expressed

(column 1). The data defining this situation should be
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the closest to 1971, if available. It 1s vitally important
that explicit details be given concerning existing obstacles
which determine the present coverage, both those intrins:ic
to the health sector and those due to the particular level
of socio-economic development of the country concerned

{internal and external constraints).

This information corresponds to that given in the Quadren-
nial Projections under the analysis by areas chapter, Sec-

tions 1, 2 and 3.

The salient features of the policy, objectives and goals
fixed for the period 1970-80, regarding expansion of the
coverage of services (as set out in Section 4 of the Quadren
nial Projections for 1971) should be stated here. Also, the
aims, objectives or goals designed to minimize the obstacles
to expansion of the coverage, as described in column 2, 1in
relation to internal and external constraints, should be

entered here.

The goals in terms of coverage of minimum, basic and special
ized services which the government thinks it can achieve by
1980 (column 5) should be entered here, together with the
priorities decided upon in terms of quantity and time for
each of these types of services. In column 4 the proportion
which it is expected to achieve by 1977 of the goals fixed
for 1980 should be included. The purpose of column 4 1s to
present data prior to the analysis of the progress toward
the goals fixed for 1980 with regard to starting point
(coverages observed in 1971 ~-- column 2) for the preliminary

appraisal proposed for 1978.
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The data required in columns 4 and 5 require prior defin-
ition: type of services and accessibility, as expressed
in the "analysis scheme" (Chapter II, page 8, 3.1.2)
together with a very thorough analysis of the requirements

for removing the internal and external restrictions.
Column 6: The same considerations as under column 5, Area 1 (Table 1).

Columns 7 In these columns explicit details must be given regarding
2nd © how it is expected to achieve the national goals given under
colums 4 and 5. It 1s essential to state the main lines of
action designed to overcome the internal and external cons-
traints indicated in column 2. The strategy will have to

be spelled out for each analysis period: 1971-77 and 1978-80.

It is important to take into account that both the priorities and
the goals fixed for 1980 and the estimates for 1977 as regards

coverage of minimum, basic and specialized services, together with
the strategy fixed for reaching a certain life expectancy, commit

or condition the goals and strategies of the other areas included in

the analysis.
2.3 TABLE 3
AREA 3: PROGRAM AREAS

The layout of Tables 3.1 and 3.2 is identical, so the instruc
tions given apply equally to both of them.

Column l: As in Table 2, the goals of the Ten-Year Health Plan for the
Americas are to be copied here, following the classification
and order as ain Annex IT (columns 1 and 2). All the goals

included in the Plan are to be entered here. Those which
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are not considered to have priority on account of the charac
teristics of the country, and which are accordingly disre-

garded, must also be entered.

Columns 2 The same considerations as for Areas 1 and 2.
and 3:

Columns 4 The same considerations as for Areas 1 and 2. In the partic
and o ular case of the goals for the program areas 3.l and 3.2,
special account must be taken of the conditions or requirment
both as regards priorities and the scope of the specific
goals, i1mposed on these by the decisions taken in Areas 1 and
2. In their turn, the goals decided upon will impose require

ments on Areas 4, 5.1 and 5.2.

Column 6: The same considerations as for Tables 1 and 2. It should
1nclude an explanation of why the country does not assign

priority to the goals excluded.

Columng 7 The same considerations as for Tables 1 and 2. It must be
and o borne in maind that, as with the goals proposed, these strat-

egles laid down in Tables 1 and 2.
2.4 TABLE &
AREA 4: COMPLEMENTARY SERVICES COVERAGE

This table should be completed after Tables 2, 3.1 and 3.2 1n the

first approximation.

Column 1l: As in the preceding tables, the goals of the Ten-Year Health
Plan for the Americas are to be copied here, following the

order given in Annex II (columns 1 and 2).
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Columns 2 Same instructions as for the preceding tables.
and 3:

Columns 4 The goals 1n terms of coverage of complementary services are

5231;2: to be entered here.

Their essential nature as support to the final services, which
1s their function by definition, makes it necessary that the
national goals fixed for the complementary services be con~
sistent with those decided upon for Areas 2, 3.1 and 3.Z2.

Any factor which may become apparent, in the first approxi-
mation, that would make 1t 1mpossible to maintain this con-
sistency will render it essential to revise the goals fixed
for Areas 2, 3.1 and 3.2, or else to modify, in a second
approximation, the requirements of these as regards the type

of supplementary services required.

Column 6: Any discrepancies between the national goals adopted (columns
4 and 5) and those proposed in the Ten-Year Plan (column 1)
must be explained in the laght not only of columns 2 and 3
but also, and fundamentally, in that of the estimated re-
quirements which Areas 2, 3.1 and 3.2 (coverage of minimum,
basic and specialized services, services to individuals and

environmental sanitation) impose on the supplementary services.

Columns 7 The same instructions as for Areas 2, 3.1 and 3.2. In the
2nd o particular case of complementary services it must be taken
into consideration that the strategies defined are conditioned
as regards content and time of application by the strategies
fixed in Tables 2, 3.1 and 3.2. The analysis of the possible

solutions for the restrictions noted in the area of supple-

mentary services could lead, 1in a second approximation, to
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revision and adjustment of the strategies selected for Areas

2, 3.1 and 3.2.

AREA 5: DEVELOPMENT OF THE INFRASTRUCTURE

TABLE 5.1: SECTORAL ORGANIZATION AND ADMINISTRATION

This table should be completed after Tables 2, 3.1, 3.2 and 4, in

the first approximation.

Column 1:

Column 2:

Column 3:

Columns 4

and 5:

As for Tables 3.1 and 3.2.

A summary of the present national position for each of the
items included in column 1 should be given here. It is par-
ticular important that explicit details be given regarding
the existing obstacles, both those intrinsic to the sector
(internal constraints) and those connected with the partic-
ular national organization and administration, especially

in the public sector (external constraints).

The salient features should be stated here of the polaicy,
objectives and goals fixed for the period 1970-80, as given
in Section 4 of the 1971 revision of the Quadrennial Pro-
jections, referring to the items in column 1, including

the plans and actions designed to help remove the con-

straints noted in column 2.

In these columns should be marked the change goals that
it is hoped to achieve Dby 1980 and 1977. The fixing of
these goals makes it necessary to estimate carefully the

type of organization and administration required by the

goals and strategy set for Areas 2, 3.1, 3.2 and 4. Special
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attention should also be given to the possibility of
removing the constraints noted in column 2. The form in
which the goals of the Ten-Year Health Plan for the Ame-
ricas are expressed 1n this area (5.1) also renders essen
t1al additional defanitions, for each of them, that will
provide specific details concerning the requirements or
conditions to be satisfied in order that these goals may
be considered achieved. Precise definition of these

criteria is indispensable for evaluation of the goals

fixed.

The explanation of any discrepancy must be based mainly
in the analysis of the requirements imposed by the deci-

sions adopted in regard to Areas 2, 3.1, 3.2 and k.

Columns 7 Definition of the strategies for removing the internal

and o:

Column 1:

and external constraints is fundamental for the complet-

ing of this column.
TABLE 5.2: DEVELOPMENT OF RESOURCES

This table has to be made up after the others because the
data to go in it depend on the requirements in terms of
resources which result from the proposals set out in the
other areas. Analysis of the extent to which these re-
quirements can be satisfied 1s the first approximation

toward evaluation of the feasibility of those proposals.

Same instructions as for Tables %.1 and 3.2.

Columns 2 Same instructions as for Table 2.

and 3:
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Columns 4 The setting of goals depends entirely on the requirements

and 5:

Column 6:

in terms of resources imposed by the national goals set
for Areas 2, 3.1, 3.2, 4 and 5.1. Analysis of whether or
not it is possible to meet these requirements is a major
factor for the possible adjustment of goals and strategies

in those areas, to be effected in a second approximation.

The explanation of any discrepancy must be based mainly
on the analysis of the requirements imposed by the deci-

sions adopted 1n regard to Areas 2, 3.1, 3.2, 4 and 5.1.

Columns 7 Defination of strategies 1s also conditioned as to content

and O:

and time of application by the resources required in Areas

2, 3.1, 3.2, 4 and 5.

Once the first approximation is completed the tables will
be analyzed and such adjustments as are necessary to ensure
the internal consistency of the proposals in each area and
also that the proposals for all the areas are consistent

among themselves will be made.



Table 1

AREA 1: GENERAL GOAL: LIFE EXPECTANCY AT BIRTH

Ten-Year Health Plan
for the Americas

QUADRENNTAL- PROFECTIONS
1971 REVISION
COUNTRY ¢

ADJUSTHENT TO NATIONAL GOAL

(column 3), in light of the
"Pen-Year Health Plan for the

EXPLANATION OF

thg_gi§crepaqpiés;’

between columns

STRATEGY FOR ACHIEVING

the national goal set

in column &4

GENERAL. GOAL
HYPOTHESIS OF CHANGE . .
(1100 Series) Americas for 1980 4 and 3
LIFE EXPECTANCY
AT BIRTH Present Goal fixed (Column 1)
position for 1980
(1) (2) (3 (L) (5) (6)




AREA 2:

Table 2

COVERAGE OF MINIMUM, BASIC AND SPECIALIZED SERVICES

Ten-Year Health Plan
for the Americas
COVERAGE GOALS FOR
MINIMUM, BASIC AND

_ QUADRENNIAL PROJECTIONS
197 FEVISION
COUNTRY ¢
ANALYSIS BY AREAS

SELECTION OF PRIORITIES *
AND ADJUSTMENT OF THE
NATIONAL GOALS(column 3)

in the light of the pre-
sent position {column 2)
and the goals of the Ten-
Year Health Plan for the

EXPLANATION OF THE
DISCREPANCIES
between Columns
1 and 5

take into consider-
ation that stated in

This analysis should .

NATIONAL STRATEGY FOR
achieving the objectives
and targets stated in
columns & and 5 in the
light of the internal
and external constraints.

*»

SPECIALIZED SERVICES Sections 1, 2, 3 Section 4 Americas for 1980 columns 2 and 3
Column 1)
. OBJECTIVES AND GOALS
Present Policy, aims

PO T 1977 1580

position and goals set Estimate 1980
for 1970-80 1377 &

1) (2) (3 ) ¢-)) (6) @]

(*) See "Some Considerations on the Selection of Priorities as a Factor in Decision-Making

n




Table 3.1

AREA 3: PROGRAM AREAS
3.1: SERVICES TO INDIVIDUALS

QUADRENNIAL PROJECTIONS SELECTION OF PRIORITTES * EXPLANATION OF THE NATIONAL STRATEGY FOR
AND ADJUSTMENT OF THE DISCREPANCIES achieving the objectives
Ten-Year Health Plan 1371 REVISION NATTONAL GOALS (column 3) || between Columns and targets stated in
for the Americas COUNTRY in the laght of the present 1l and 5 ;iéhuimsfht;:diztiﬁnze
PROGRAM AREAS ANATYSIS BY AREAS position {column 2) and the

. . N *
goale and strategies set tmalt: ﬁﬁyizzsi:ﬂd and external constraints,
GOALS FOR SERVICES for Coverage of Services

. X ation that stated id
i E ®
TO INDIVIDUALS Sections 1, 2, 3 Section & | and Life Bxpectancy colums 2 and 3

OBJECTIVES AND GOALS

Present Policy, aims X
position and goals set Es{;‘;‘gte 1980 1977 1980
for 1970-80
(1) 2) (3 () (5 (6) (7) (8)

(*) See "Some Considerations on the Selection of Priorities as a Factor in Decision-Making".



AREA 3:

Table 3.2

PROGRAM AREAS

3.2:

—————

Environmental SANITATION

*
QUADRENNIAL PROJECTIONS SELECTION OF PRIORITIES EXPLANATION OF THE NATIONAL STRATEGY FOR
REVIS AND ADJUSTMENT OF THE DISCREPANCIES s s .
Ten-Year Health Plan 1971 TON NATIONAL GOALS (column 3) between Columns acg:{i*nngtthe obj d“ 1ves
) COUNTRY 1 and 5 and targets stated in
for the Americas in the light of the present columns L and 5 in the
ANALYSTS BY AREAS pésition (column 2) and the light of the internal
PROGRAM AREAS goals and strategies set Egi: Qﬁiiy:;zsfgggi( and external constraints.#*
ENVIRONMENTAL SANITATION for Soverage of Services ation that stated
GOALS Sections 1, 2, 3 Section L and Lile &xpectancy in colunns 2 and 3
OBJECTIVES AND GOALS
Present Policy, aims Estimate
position and goals set stima 1980 1977 1980
for 1970-80 1977
) 2 (3 (4) (5) (6) (7 (8)
(*) See "Some Considerations on tHe Selection of Priorities as a Factor in Decision-Making".




Table 4

AREA 4: SUPPORTING SERVICES COVERAGE

Ten-Year Health Plan

for the Americas

QUADRENNIAL PROJECTIONS
1971 REVISION
COUNTRY :
ANALYSIS BY AREAS

Sections 1, 2, 3

Section b

ADJUSTMENT OF THE GOALS
(column 3) in the light
of the national goals set
for Services Coverage
(Area 2) and Priority
Program Areas (Areas 3.1

EXPLANATION OF THE
DISCREPANCIES
between Columns
1 and 5

This analysis should
take into consider-

NATIONAL. STRATEGY FOR
achieving the objectives
and goals stated in col-

umns &4 and 5

and 3.2) lation that stated in
OBJECTIVES AND GOALS lcolumns 2 and 3
Present Policy, aims -
position and goals set Esg.]é%%te 1980 1977 1580
for 1970-80
(1) 2) (3) ) (5) (6) N (8




Table 5.1
AREA 5: DEVELOPMENT OF THE INFRASTRUCTURE
S5.1: SECTORAL ORGANIZATION AND ADMINISTRATION

ADJUSTMENT OF THE NATTIONAL

QUADRENNIAL PROJECTIONS GOALS (column 3) in the light] EXPLANATION OF THE NATIONAL STRATEGY FOR

Ten-Year Health Plan 1971 REVISION ' 'of the present position DISCREPANCIES achieving the objectives
for the Americas {column 2) and the goals and | between Columns and targets stated in
COUNTRY : 1 strategies set for Services 1 and 5 columns & and 5 in the
INFRASTRUCTURE DEVEL-~ Coverage, Program Areas and light of the internal

ANALYSIS BY AREAS

OPMENT GOALS Supporting Services This analysis should and external constraints.*
ake into consider~
SECTORAL ORGANIZATION Sections 1, 2, 3 Section b tion that stated in
AND ADMINISTRATION OBJECTIVES AND GOALs  [folvmns 2 and 3 x
Present Policy, aims
position and goals set Estimate 1980 1977 1980
for 1970-80 1977 [
(1) (2) (3 (€] ¢)) (6) (D] 8

(*) See "Some Considerations on the Selection of Priorities as a Factor in Decision-Making'.
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Table 5.2

5e2:

DEVELOPMENT OF THE INFRASTRUCTURE
DEVELOPMENT OF RESOURCES

Ten-Year Health Plan
for the Americas
INFRASTRUCTURE
DEVELOPMENT GOALS
RESOURCES AND LEGAL

QUADRENNIAL PROJECTIONS
1971 REVISION
COUNTRY :
ANALYSIS BY AREAS

ADJUSTMENT OF THE NATIONAL
GOALS (column3) in the 2light
of the present position (col-
umn 2) and the goals and
strategies set for Services
Coverage, Program Areas,
Bupporting Services and Sece.
toral Organization and Admini

EXPLANATION OF THE
DISCREPANCIES
between Columns
1l and 5

This analysis should
ake into consider-

NATIONAL STRATEGY FOR
achieving the objectives
and targets stated in
columns 4 and 5 in the
light of the internal
and external constraints,*

Selections 1, 2, 3 Section 4 tration ation that stated an
ASPECTS columns 2 and 3
Present Policy, aims OBJECTIVES AND GOALS
position apd goals set Estimate 1377 1580
for 1970-80 1977 1380
6D 2) 3 (&) (5) (e) &) (8)

(*) See "Some Considerations on the Selection of Priorities as a Factor in Decision-Makaing




PART 1

GOALS OF THE TEN-YEAR HEALTH PLAN FOR THE
AMERICAS FOR THE PERIOD 1971-80
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The III Special Meeting of Ministers of Health of the Americas:

BEARING IN MIND:

That the General Assembly proclaimed the 1970's as the Second United
Nations Development Decade, beginning on 1 January 1971, and simultaneously
adopted an International Development Strategy for the Decade;

That the objectives of the Ten-Year Health Plan contai-ed in the Charter
of Punta del Este have been achieved to a considerable extent, and that the
1960's yielded valuable experience on the ways and means for the solution of
health problems, as well as a better knowledge of the dynamics of health ana
disease in the Americas;

That "the mutual relationship between health, economic development, liv-
ing standards, and well being" has been more ¢€learly recognized;

That the ecological concept of health has been generally accepted as a
continuing process of adaptation of human beings to their environment, which
they can either damage or enhance;

Bearing in mind also the expected trends in socioeconomic development
and in the planning processes in the Hemispherej

CONSIDERING:

That the general view of the problems in the light of the experience
gained indicates that major health efforts must be devoted to the consolidation
of the existing services and to their extension so as to ensure the provision
of comprehensive health care to communities not yet covered, in both rural and
urban areas;

That programming for the decade should bear in mind that the increase in
the population by 15980 is estimated at 24% in the Hemisphere and 33% in Latin
America and the Caribbean area;

That some of the health problems contributing most to mortality and
morbidity can be prevented or controlled by simple and economical techniques
applied through the organization and operation of effective health systems
endowed with adequate funds;

That there is an awareness of the need for plans and programs to be
formulated not for lsolated problems but on the basis of a careful selection of
priorities, a clear definition of objectives, the application of efficient
standards and techniques and the development of evaluation and information

schemes within a single system of program articulation and institutional
coordinations

) That there should be close association between Ministries of Health and
universities for the reform of teaching in the health sciences, designed to
bring it more into line with the situation of the countries of the Continent.
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That the imbalance between needs and human, physical, and financial re-
sources makes it imperative to obtain the highest possible yield from existing
resources, and at the same time to seek new patterns for the delivery of health
services and sectoral financingj

That in order to provide comprehensive medical care, investment of
national funds and external capital must inevitably be incressed;

That health planning must be integrated into economic and social dev lop-
ment planning from the preinvestment stage, particular attention being paid to
regional development, whether national or international;

That as in the past decade the attainment of the objectives established
will depend in each country on its particular characteristics, possibilities
and experience, and that health progress in the Region will therefore appear
as a great mosaic of national achievements in accordance with each country's
economic and social development policies;

RESOLVES :

To recommend to the Governments the following goals for the Ten-Year
Health Plan covering the period 1971-1980:

To consider, as a basic requirement for achieving the goals under the
plan, the definition in each individual country of the health policy, in the
light of 1ts economic and social development, specifying clearly the objectives
and structural changes necessary to achieve them.

I. PROGRAM OF SERVICES

1. SERVICES TO INDIVIDUALS

EXTENSION OF COVERAGE, INCLUDING MINIMUM COMPREHENSIVE SERVICES, TO ALL
THE POPULATION LIVING IN ACCESIBLE COMMUNITIES OF LESS THAN 2,000 IN-
B et e T Ty s e Bt ikl et el Bt S RSl iA=L\
HABITANTS, AND PROVISION OF BASTIC AND SPECIALIZED SERVICES TO THE REST

OF THE POPULATION, BY MEANS OF A REGIONALIZED HEALTH SYSTEM, PRIORITY
BEING GIVEN TO THE FOLLOWING:

1.1 Communicable Diseases:

- Maintain smallpox eradication;

Reduce mortality from measles, whooping cough and tetanus to 1.0, 1.C
and 0.5 respectively per 100,000 inhabitants;

Reduce morbility from diphtheria and poliomyelitis to rates of 1.0 and
0.1 respectively per 100,000 inhabitants;

~ Reduce mortality from tuberculosis by not less than 50%;
- Reduce the rates of mortality from enteric diseases by 50%;

- Cut down the incidence of venereal diseases, especially gonorrhea and
syphilis, and eradicate yaws and pinta;



REMSA3/30 (Eng.:
Page 3

- Cut down the incidence of leprosy, typhus, schistosomiasis, on oncocer-
cosis, Chagas'disease and jungle yellow fever, and keep plague under
control;

- Eradicate malaria in areas where there are good prospects of reaching
this goal, involving a population of approximately 75 million in-
habitants. Maintain eradication where it has already been achieved.
Apply in the "problem areas"™ the new techniques derived from research,
and give intensive stimulus to research activities.

- Eradicate Aedes aegyptli in the countries and territories still infested,
and prevent the penetration of the vector into areas from which it has
been eliminated.

1e2 Maternal and child ..ealth and family welfare:

- Develop sectoral and promote intersectoral programs with a range of 30-50%.

- Reducing mortality in children under one year of age by 40%, with a
range of 30 to 50%.

- Reducing mortality in children from one to four years of age by 60%,
with a range of 50 to 70%.

- Reducing maternal mortality by 40%, with a range of 30 to 50%,

. ~ Offering families the opportunity - provided this is not at variance
with national policy - to obtain adequate information and services on
problems related to fertility and sterility.

1.3 Nutrition:

- Reduce grade III protein-calorie malnutrition in children under five
years of age, on a regional average, by 85% and grade II by 30%. In
countries where it is feasible, these goals will be separated for
children under one year and from cne to four years.

- Reduce by 30% the prevalence of nutritional anemias in pregnant women,
and that of endemic goiter to less than 10%, eliminating cretinism and
hypovitaminosis A in vulnerable groups at an average regional rate of
30%.

1.4 Other areas: N

~ As far as the availability of resources permits and in accordance with
national policies, it is suggested that each country should establish
priorities and tarqgets corresponding to chronic diseases, cancer,
mental health, dental health, and rehabilitation.

- Pay special attention to the medico-social effects of the growing
dissemination in some countries of the use of alcchol and dependency-
inducing drugs, and the increase in mental health problems caused inter
alia by urbanization and industrialization.



2e

2.3

REMSA3/30 (Eng.)
Page 4

ENVIRONMENTAL SANITATION PROGRAMS

Water Supply and excreta disposal services:

- Provide water services with house connections for 80% of the urban
population, or as a minimum, supply half the population at present
without services.

- Provide water for 50% of the rural population, or as a minimum, supply
30% of the population at present without gervices.

-~ Install sewerage for 70% of the urban population, or as a minimum,
reduce by 30% the proportion of the population at present lacking such
services.

- Install sewerage systems and other sanitary facilities for the disposal
of excreta for 50% of the rural population, or as a minimum, reduce by
30% the number of inhabitants not possessing any adequate facilities.

Solid waste:

- Establish adequate systems for the collection, transport, treatment
and disposal of solid wastes in at least 70% of cities with 20,000
population or more,

Environmental pollution:

- Establish policies and carry out programs for the control of water,
air and soil pollution, noise abatement, etc., in line with basic
environmental sanitation and industrial development and urbanization.

Regional development:

- Ensure the active and systematic participation of the health sector in
the formulation and execution of regional, national and multinational
development planse.

Occupational health:

~ Ensure protection for 70% of workers exposed to presumed or recognized
occupational hazards in countries already having programs fully operat-
ing, and 50% in countries which still have not developed programs
adequatelye.

Animal health and veterinary public health:

~ Help to control and eventually eradicate foot-and-mouth disease in
South America and prevent the introduction of the disease intoc the
countries free of it.

- Help to reduce the incidence of the most common zoonoses, with special
emphasis on rabies, brucellosis, bovine tuberculosis, hydatidosis and
equine encephalitis.
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Biologically based food policys

-Increase the availability and consumption of food through a food
and nutrition policy, priority being given to the biological needs of
the population.

Quality control of foodstuffs:

- Reduce human diseases and the economic losses caused by biological,
physical and chemical pollution of food and by-products, at the
same time maintaining their quality.

Quality control of drugs:

- Carry out progrzm: in all the countries for the quality control of
both nationally produced and imported drugs.

Control of the use of pesticides:

~ Reduce morbidity and mortality caused by the undue use of pe<ticides.

Accidents:

- Reduce the proportion of traffic and industrial accidents and of tho:ze
occurring in the home and in places of recreation and tourist resorts,
and thereby reduce the number of deaths and disability cases.

SUPPORTING SERVICES:

Nursing:

- Organize nursing in at least 60% of countries, as a system in w ...
the level of nursing zare and the staffing required to meet the nexlt .
goal of each country are defined.

Laboratories:

- Extend coverage and organhize as "systems" the laboratories responuib'e
for diagnosis, production of biologicals for human and animal use,
and maintenance of blood banks needed to support health programs.

Epidemiological surveillance systems:

- Creation and maintenance of epidemiological surveillance units 1in
accordance with the national organization and regionalization
structure of each country, so as to ensure a continuous supply of
information on the epidemiological characteristics of health problems
and the factors governing them, and thus enable timely action to be
taken.
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Health education:

- Organize health education as part of the process of active and informed
participation of communities in all action for the prevention and cure
of disease,

DEVELOPMENT OF THE INFRASTRUCTURE

To ensure the achievement of the proposals under the plan, it is

essential:

le

2

3s

4,

To install and develop in each country a health system adapted tc :ts
national peculiarities and determined in the light of the sectoral
pelicys.

To establish and expand in each country the health planning process as
an integral part of the socioceconomic development plan. To organize
systems of information, eve uation and control. To improve health
statistics.

To undertake research with a view to determining the effects of various
alternatives within the sectoral policy and defining methods or technigues
calculated to increase the productivity and effectiveness of services.

To develop systematic studies on costs and financing.

To increase operational capacity at the institutional and sectoral level
throughs

Coordination or integration of the State, para-State and private
institutions which together make up the health sector.

Initiation or strengthening of the processes of administrative, sectoral
and institutional reform.

Formulation and execution of programs for services, infrastructure,
external assistance and preinvestment studies

To promote the proper communication among the infrastructures of the
various sectors in order to achieve, through coordinated programs, the
concentration of intersectoral resources to the high risk population,
with the aim of preventing illnesses and deaths.

DEVELOPMENT OF HUMAN RESOURCES

Achieve a regional average of B doctors, 2 dentists and 2.2 dental
auxiliaries, 4.5 nurses and 14.5 nursing auxiliaries per 10,000 ain-
habitants, and improve their geographical and institutional distribution.

Train in the course of the decade a minimum of 18,000 veterinary surgeons
and 30,000 animal health auxiliarles.

Train in the course of the decade a minimum of 360,000 nursing auxiliaries
and produce 125,000 nurse graduates, especially at the intermediate level.

Train 3,200 professionals in the course of the decade 1n postgraduate
programs and 30,000 professionals and technicians in short courses in
sanitary engineering and other environmental sciences.
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Train during the decade 300 professional level statisticlans; 2130 pro-
fessional medical records officers; 4,000 intermediate~level med.cal
records officers; 250 intermediate-level statisticians and 40,000
statistical auxiliaries.

Train during the decade 3,000 planners and 3,000 administrators at the
professional level; train 1,000 professionals in health information
systems,

Promote development of general medical practice to the extent requirel
by the organization of the services and the goals proposed in

the present plan. To promote the necessary changes in order to provide
better training on this matter, in accordance with each couuntries’
priorities.

Set up in at least 11 countries national systems of scientific document-
ation in the health sciences, linked together among themselves and with
the Regional Library of Medicine (BIREME).

Provide textbooks t¢f high scientific and instructional quality for
students af medicine, nursing and other disciplines, in a program tc
cover 75% of students by 1980.

PHYSICAL RESQURCES

Create within the regionalization systems a series of minimum compreher -
sive health service units, until a coverage is achieved of one unit per
5,000 inhabitants in localities with less than 2,000 inhabitants; health
centers with comprehensive basic minimum services for localities witl osetuwee-
2,000 and 20,000 inhabitants; and institutions with comprehensive basic

and specialized services to communities with more than 20,000 inhabitants.

Increase the installed capacity by 106,000 beds in general hosgpitals oy
reorganizing and converting long-stay beds when this is feasible.

Gradually incorporate specialized medical care services into gernerzl
hospitals in accordance with levels of care within a regionalization
scheme

Establish systems for maintenance of installations and equipment.

FINANCIAL RESOURCES

Develop financing systems for providing the sector with new souzces of
funds and ensuring wider collaboration by the community and participation
by the health sector in key national development projects.

TECHNOLOGICAL RESQURCES

Develop and utilize health technologies in keeping with the conditions
obtaining in each country with a view to increasing the couverage and
productivity of the services;

Organize multinational programs of scientific and technological research.
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9. LEGAL ASPECTS

Submit for consideration to the competent bodies of each country the
systematization, regulation and adaptation of the legal provisions ia
force in line with the processes of administrative improvement.

III. LIFE EXPECTANCY AT BIRTH

Establish as a general goal for the decade the following increases in
life expectancy at birth:

To develop the sectoral and promote the intersectoral programs ir
order to:

1. Increase life expectancy at birth by five years in those countries whers
the present figure 1is under 65 years.

2 Increase life expectancy at birth by two years in those countries wrere
the present figure is betwc n 65 and 69 years.

In order to obtain a reliablce estimation of life expectancy and the
progress to be achieved:

1le Improve registration of births and deaths, adopting measures to ensure
completeness and more realistic estimates.

2 Develop alternative methods of estimating life expectancy in countries
where registration of births and deaths is inadequate.

Iv. GENERAL

1l The goals and strategiles appearing among the recommendations adop=ed z:
the III Special Meeting of Ministers of Health will be regarded as an integral
part of the present Ten-Year Health Plan for the Americas, even though they are
not specifically included in it.

2 In the light of the studies to be carried out and of the economic and
social situation in the countries, each Government will evaluate 1ts possi-
bilaities and determine the priorities to be set for attaining the goals of
the present Ten-Year Health Plan.

3. To request the Member Governments ta quantify the targets incluzad ain
thic document which have not been identified numerically and ask them to
transmit information to PAHO in order to establish averages for the Americas.
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INITIAL EVALUATION (1974)
ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS CRITERTA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS AND EVALUATION OF Z0ALS
) (2) (3 &) (5) (6)
This 1s an overall goal reflect-{1. Lafe expectancy at 1. Number and percentage
Increase life expectancy |]ing the mortality level. It 1s birth on initiation of of countries that have
at birth by 5 years for established for each country, program. established their
those countries where the | on the basis of the anticipated goals. The qualaty of vital statistics
1. LIFE present level s less feasibility and effectiveness 2. Goal established by 2. Number and percentage and the degree of consistency
EXPECTANCY than 65 years, and by of programs to reduce mortality. the country. * pe a8 between strategies those of the
ST RToET of countries that have
AT BIRTH 2 yezrs in trose countrie s Among those playing an important] formulated their program areas and of the overall
where the level 1s between| part are programs directed to 3. Strategy to achieve strategles development, in helping to reduce
65 and 69 years. the most vulnerable population the goal. gres. mortality, should be kept in mind
groups and to attack on 3. Consistency with Criteria for analysis and achieve
diseases that are reducible L. Reasons for variance regronal goal. ment of the goals are needed.
hrougl'xdte;h::v,g::snof preven- f;om regional goal, L. Gap between 1nitial
1on and protection. ihoany. situation in 1971 and
proposed national goal
for 1980
Definition of overall
The goals i1n this regard are minimum, basic and speciall Achievement of goals for popu-
designed to initiate, during 1ze services, their con- lation coverage by systems of
the decade, the installation sistency wath i1deas ex- services 1s closely related to
of mechanisms that will make pressed in the Basic certain prerequisites that render
2.  COVERAGE 1t possible for the health Reference Document, Meet- the goals viable and feasible,
OF services to achieve maximum 1ng of Mimisters, pp.1l-14 such as*
SERVICES coverage of the populations Definition of "accessibil-
in all countries of the Region. | 1ty" criterion adopted by = Defimtaion of policy for devel-
opment of health services
each country.
systems.
- Planning and programming of
1. Population and number |1, Number and percentage activaties,
of localities with of countries that have] - Programming and implementing
g;:dlzli Eg;lltf‘}::; zznls less than 2,000 established their programs for education, train-
establish, and ome that seeks 1nhab:tants. goals. i1ng and utilization of manpower
to deliver at least a minimum 2. Accessible population 2. Numb l £ - Formulation and implementation
Expand coverage with of medical care to rural popu- 1n such localities, N \;'m er :.n pe;‘}cle: :ge of plans for plant investment.
minimum integrated ser~ lations not now covered. The according to accessi- ?‘ ciluntr;e:h at have Research and rimentation am
2.1, MINIMUM vices to all inhabitants |goal 1s limited by the criterior bility defimition ‘t’"'t ated thear - hezlz;"t a;‘ ;"'Pe lmentatio
SERVICES of accessible communities |of accessibility of the said adopted. strategies. € eclnology .«
of less than 2,000 popu~ |populations. The goal 1implies - Improvement of systems of
lation. coverage of the population in 3. Populatien accessable | 3. Consistency with administration and their legel
to delivery of minimum regional goal.
each country and consolidation bases.
services.
of the totals at the Regional
L. Gap between 1nitial - Bxploration and incorporation
level. L, Goal established for
srtuation 1n 1971 and of new funding sources national
4 1980.
proposed national goal and international.
5. Strategies for such for 1980.
purpose. - Increasing productivity and
It 15 also anticapated that L. Number and percentage efficiency of services through
Extend coverage in lo- this goal can be set for all 1. Localities of 2,000 - of countries that have sectoral systematization, func-
bas countries, seeking to provide 100,000 population, a established their tional regionalization, decen-
calities of 2,000 to
some type of coverage to all according to size. goals. tralization, intersectorial
20,000 population with 1nhabitants 1n localities of coordination, especially with
minimum integrated health 2,000 to 100,000 2. Number of minimum and f2. Number and percentage social security institutions
lementin, ' o ’ populataon, basic ser n the f countries that have| v !
2.2. BASIC services, comp & A minimum unit of services 1s asic services L ° & etc.
SERVICES such services with deliv- ted f h 5 000 1nhab. these localities. formulated their
ery of basic services, and] suggeste 4 or eac ! 1nhab- 3. G strategies. ~ Establashing efficient infor-
extend basic services 1t.antsfa.n one cl)of basic ser- . oal established for mation, decision-making and
coverages 1n localities ::;e:nortiach% ,000 to ISiOOO 1980. 3. Consxste{ncyalmth cortrol systems.
of 20,000 to 100,000 cov:r eano}.the 1; E’?::l;:po;les L, Strategies formulated. regronal go
population to gll inhabi- ag popul 4. Gar between 1mitial

tants not as yet receivin
such services. &’I

each country a i concol dation
of totals at the Reg.onal level

sitiation 1n 1971 and

proposed national gaal
for 1980.
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ASPECT TO WHICH GOALS FOR THE CHARACTERTSTICS INITIAL EVALUTATION (1870 CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS AND EVALUATION OF GOALS
Information needed Indicators
from each country to be employed
1) (2) (3 () (5) (6)
1. Number aud percentage
f
Extend basic services This goal 1s designed to provide] 1. Localities of more ;av:c’:l;g!l:iis;::ctheu
coverage to all of the basic services coverage to the than 10,000 inhabit- als.
population 1n localities | entire population in localities ants, in ord:r ~7 size goats.
with more than 100,000 with more than 100,000 inhub- 2. Number and jercentage
2.3. SPECIALIZED population, and expand 1tants and to organize the 2. Number of basic and of countries that havd Other measures for developing the
SERVICES the field of specialized | specialized services. The goal specialized services formulated their infrastructure and technical and
activities that are de- also implies coverage of the in such localitaes. strategies. administrative operating standards
manded by new problems of | population in each country and
urbanization. 1ts consolidation at the regiond 3. Established goals for 3. Consmtci:-ncy;lth
al level. 19a0. regional goal.
L. Gap between initial
L. Strategies for achiev- situation 11 1971 and
ing such goals proposed national
goal for 1980.
3. PROGRAM AREAS
3.1. SERVICE TO With exception cf the goal of
INDIVIDUALS eradication, which 1s an absclute
by definition, all other goals in
3.1.1 G 1 communicable diseases do not have
ole fmb_?_ definable deadlines and must be
Ziseases taken only as indicators of the
desired level. Hence 1t 1s es-
sential to estatlish criteria for
the evaluation of achieverent of
3.1.1.1 Smallpox Maintenance of eradication 1. Current status of 1. Number and percertagej the goal. For example, 1f the
the problem. morbidity of countries  hat country establishes as 1ts goal
Red and mortality rates, 1ave the problem, and} the reduction of mortality rate
eduction of mortality ratq All goals related to the problem eracdicated, in that have established| of measles to 1.0 per 100,000
3,1.1.2 Measles to 1.0 per 100,000 inhab- | communicable diseases are
attack phase, main- their geals. inhabitants, could 1t be said
1tants. Regaional averages and could
tenance, etc. that the goal 15 achieved if a
be adopted by each of the
2. Number and percentage] rate of 1.1 per 100,000 1s attain-|
Reduction of mortality countries 1n the terms set - >
3,1.1.3 Whooping 2. Programs currently 1in of countries that ed by 1980”7 What 1s the permis-
rate to 1.0 per 100,000 forth, whenever the problem N
Cough process of development. have formulated their] sible deviation and how can ap~
inhabitants. exists. However, i1t 1s to be
strategies. propriate weight be given to
hoped that those ccuntries in 3. Goal tablished for rojection of the indicator curve
Reduction of mortality positior to exceed the proposed * th es : * 1988 3. Numbe a . pr ?:1 o ca
3.1.1.4 Tetanus rate to 0.5 per 100,000 goals will set more ambitious € country in : "ot coinglege:}iz;“age b me
inhabifants. fagures for this purpose. L. Strategies fer at- have adopted tbe reg-y Note also that there are goals
Reduction of incidence to taining the goal. 1:11;\1 goa,;l, 0{ higher} that :od:ot hak\;e anun.ndicail'onrof
3.1.1.5 Diphtheria | 1.0 per 100,000 ishab- or Lower levels. pogratude, such as comtrol ©
Jtants. 5. Variance from region- reduction" of incidence. It 1s
al goal and reasons 4. Gap between the necessary, therefore, that crie
therefor. inatiel situation in | teria for evaluation be studied
Reduction of incidence to
3.1.1.6 Poliomye- 1971 and proposed and established.
. 100,0
latas 0.5 per 100,000 1phabitant national goals for
1980. It 1s recommended that criteria
3.1.1.7 - contained in Chapter IV, (pp.
' fz:;‘cu 3;:?;;0;30; mortality 116-160) of the Basic Reference
Document and the recommendations
. in the Final Report of the
3.1.1.8 Buteric 5::0;10'51009“ mortality Meeting of Ministers, pp, 29-34
Infections v be reviewed,
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3.1.1.10. Leprosy,
typhus, schis-
tosomiasis, on-

chocerciasis, Reduction of incidence
Chagas!Di1sease
and jungle yellow]
fever
3.1.1.11. Plague Control

3.1.1.12. Malaria

Eradicate malaria in areas|
where the outlook for suc-
cess 15 favorable, maain-
tain eradication where 1t
has been attained, encourw-
age research and applica-
tion of resulting teche-

niques 1n "problem areas"

3.1.1.13, Aedes
aegypt1

Ersdication in countries
where infestation persists]
and prevent reintroduction
of the vector where eradi-
cation has been achieved.

ASPECT TO WHICH GOALS FOR THE CHARACTERTSTICS INITIAL EVALUATION (1974) R T4 FOR ANALZSTS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS
Informagtion needed Indicators AND EVALUATION OF GOALS
from each country to be employed
1) 2 3 (L) (5) (6)
3,1.1.9. Yaws and
pinta Eradication

Develop sectoral programs
and foster intersectoral
programs necessary to:

-Reduce mortality in in-
fants under 1 year by

4O¥, within a range of (J
to S¥.

3.1.2. Maternal

and chald

~Reduce mortality ain the
1-4 age group by 60%,
within a range of 50 to
70%.

health and
family
welfare

-Reduce maternal mortali-
ty by 40%, within a ran-~
ge of 30 to 50%.

These are goals for all coun-
tries and for each one of the
countries.

5

Current infant mortali-
ty rates for the 1-4
year age group, and
maternal mortality.
Programs currently in
operation.

Goals established for
19a80.

Reason for variance,
1f any exist, from
reglonal goals.

Strategies for achieve-|
ment of such goals.

w
v

Number and percentage
of countries that
have established goalsg

Number and percentage
of countries that havel
formulated their
strategies.

Consistency with
regional goal.

Gap between the in-
i1taal situation in
1971 and the proposed
national goal for
1980.

-Provide families with thg
opportunity to obtain adj
equate information and

services on problems re-
lated to fertility and

sterility, provided such
programs are not contra-
ry to established policy

This goal 1s delamited by con-
ditions of the prior exastence
of a policy definition an the
countries that adoptit.

1n each country.

£
.

National policy with
regard to family plan-
ning.

Programs currently in
operation.

Goals established for
1980.

Strategies formulated.

Number and percentage
of countries that have
adopted a policy. j

Number of countries
that have established
goals.

Number of countries
that have formulated

their strategies.

The degree of compatibality
between the goals established in
this field and those related to
reduction of mortality for com-
wmunicable diseases or those in
other program areas including
medrcal care must be kept in
mind.

They must have been incorporated
in the strategy.

See Basic Reference Document,
pps 162-172 and recommendations
of the Meeting of Ministers,
pp. 39-42.
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ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS INITIAL EVALUATION (1974 CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Irdzcators AND EVALUATION OF GOALS
from each country to be employed
a ) (3 ) (5) (6)
1. Level of protein- 1, Number and percentage
3.1.3 Nutrition calory malmutrition of countries that have
and prevalence of nu- established their
Reduce the third-grade tritional anemlas 1n goals.
3.1.3.1 Protein~ protein calory malnutri- pregnant women.
calory mal- | t1on in children under 5 These are goals for all 2, Number and percentage
nutrition years, by an average of countries, and for each 2. Programs currently in of countries that have
85% and second~grade mal- country. The country operation. formulated strategies.
nutrition by an avexage goal may not coincide
of 30% over the region. with the percentages for 3, Goals established for {3. Consistency with
reduction mentioned for 1980. Regronal goals.
Reduce the prevalence of the Region.
3,1,3.2 Nutritional | nutritional anemias 1in 4, Strategres for achiev~ 4, Gap between tne 1mi-
anemias in | pregnant women by 30%. 1ng the goals. tial situation in 1971
pregnant and proposed national
women goal for 1980.
1. Number axd percentage
of countries with
1. Prevalence of endemic endemic goiter as a
goiter. problem, that have
established goals.
This 15 a goal for the en
Reduce the prevalence of entire Region which should {2, Programs in operation {2, Number of these coun-
341433 Endemic endemic goiter to less be achieved by those coun- tries that have formue-|
goiter than 10%, eliminating tries in whaich goiter 1s a lated strategres.
cretinism. health problem. 3. Goals established for
1980. 3. Consistency wath re- See Chapter VIII, pp. 173-180
gional goal. of the Basic Reference Docu-
ment, Meeting of Mimisters,
4, Proposed strategy. . Gap between inltial and recowmmendations on program
situatior and proposed areas in the Final Report of
pala the said meeting, pp. 42-46
to suggest criteria for
1. Present situiation of « Number and percentage analysis and evaluation of
the problem. r of countries that havel goals achiavement in the
established their field of nutraition.
goals.
Reduce the imcidence of This goal 1s expressed as }|2. Programs in operation.
hypovitaminosis-A 1n a regional average, which 2, Number and percentage
3,1,3.4 Hipovita- vulnerable groups by an may be established by each of countries that have]
minoesis average of 30% throughout one of the countries, after|3. Goals established for formulated their
A the Region a study of 1ts feasibility. 1980. strategres,
[3. Consistency wath
4. Proposed strategy. regional goal.
. Gap between 1nitial
situation in 1571 and
national goal proposed
for 1980,
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INITIAL EVALUATION (1974
ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indicators AND EVALUATION OF GOALS
from each country to be employed
) (2) (3) (%) (5) (6)
3.1.4.  Other areas} 1. Number and percentage
1. Current status of these of countries that have
3,1.4.1, Chronic Establishment of priorie problems. established priorities
for dealing with each
digeases, can-} tles and goals according 2. Pol that b be b1
cer, mental to the availability of . stliie:h da ave been prodiem.
health, dentgl] funds and in consonance establisned.
health, reha- | with national policies. 2. Number and percentage
balitation It can be seen that these goals| 3. Specific programs in of countries that havej See chapters V, IX and X of the
are established more 1n the process. established goals. Basic Reference Document,
nature of recommendstions for Heeting of Minmisters, and recom—
Give atteantion to the med4 all countries than as goals 4. Proposed goels for 19804 3. Number and percentage mendations of the Fainal Report
3.1.4.2. Use of al-| i1cal and social aspects that will have impact on the of countries that for-] of the same meeting, pp. 37-38
cohol and arising from the increase | population with regard to 5. Assigned priorities. mulated strategies. and LB-48,
drugs, pro- 1n alcoholism and drug morbidity.
blems of ur- { dependance, and 1ncreasing 6. Strategies for achieving 4. Gap between the ini-
banization mental heglth problems the goals. tial situation in
and caused by urbanization and 1971 and the proposed
1ﬂdustrlallqﬁ 1ndustrialization, among pational goal for 1980
tion. other factors.
3.2. ENVIRONMENTAL
SANITATION
3.2.1. Water supply
and sewage
disposal
services
1. Provide water supply 1. Urban population with
services to the homes and without service,
of 80¥ of the urban with and without house
gﬁsxlzzigrczﬁdt:“pgly connections. 1. Number and percentage
least half of theaentlre 2. Programs in progress; of countries that have
3.2.1.1. For urban populataon now without | A11 goals relating to water and propo:ed :ndlapproved ZS:TZIIShed thear
popula~- such service. sewage disposal are goals for investment plans.
tion 2. Install sewerage sys- population coverage - urban or |3. Goals establighed for 2. Number and percentage
tems to serve 0% of rural. 1580. of countries that have
th ban ulat formulated their
ase ur Population or They are designed to be adoptedft. Strategies. a See chapter XTI, pp. 191-205, of
a minimum, reduce by strategies. the B Ref. D t of
by all countries and each coun- e Basic Reference Document o
30% that portion of the t dividuall d th the Meeting of Minmisters.
population now without | t¥¥ individually and the re- 3. Consistency with the
such services. gional goal 15 consistent with regional goal.
this purpose.
. Provide potable water 4. Gap between the 1n1t1aﬂ
to 50% of the rural 1. Rural population with situation 1n 1971 and
population or, as g mind and without service. proposed national goal
imum, supply 30% of the for 1960.
population without such 2. Programs in progress.
service.
2. Install sewerage sys- 3. gggés established for
3.2.1.2. For rural tems and ?the:hsagltary
ula measures for the dis- . 5.
s:zn & posal of human waste L. Strateg.es

for 50% of the rural
population, or as a
minimum, reduce by 30%
the number of inhabi-
tants that do not now
have adequate facilities
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ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS INITIAL EVALUATION (1974
CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indicators
from each country to be employed AND EVALUATION OF GOALS
(1) (2) (3) (4) (5) (6)
1. Citres of 20,000 and }1° Number and percentage
more iphabitants, with of countries that have
Establish adequate and without adequate established their A series of techmcal craiteria
systems for the collec- systems. goals. should be set up to define
tion, transportation, The goal 1s coverage of the 2. Number and percentage when and "adequate' system has
3,2.,2 Solid treatment and final dis- cities, a goal for the Region| 2. Projects in operation of countries that have] been attained, See pp. 200-205
Waste posal of solid waste in that may be adopted by each or approved for im- formulated their of the Basic Reference Document
at least 70% of the country. plementation in the strategies. Meeting of Ministers.
c1ties of 20,000 or more future.
inhabitants. 3. Consistency wito reg-
3. Goal established for 1onal goal.
the country. 4, Gap between the 1nm1-
tral situation in 1971
4, Strategy for its and tue proposed na-
achievement. tional goal for 1980.
—_— N . 1. Existing policies and
ablish policies and he goal has no implication programs. 3
carry out programs to of population coverage and 13 - ee Basic Reference Document
control water, air and wore En the nature 2? o recomd 2. i:iz:fec“ral coordinriy, NI:.mber and ;_)ercentage pp. 206-212 and recommendations
3.2.3 Environ- solid pollution and for mendation that each country of countries that have] on program areas in the Final
mental noise abatement, compati-| gave priority attention to 3, Ievel of participation| established policies Report of the said meeting,
pollution ble with environmental the problem. by the health sector. and proposed programs.i Pp.43-52.
sanitation and industrial 4, REatahlished goals.
development and irbami-
zat1on, 5. Strategies.
Assure active and system—| Goal for each country, that 1. Regional development {l. Number and percentage See Basic Reference Document
atic participation of the] 1s more a recommendation and plans in process of of countries with re- BPe 243-249 and recommendations
health sector in formu- recognition of the need for formulation or in gional development in the Final Report of the said
3.2.4 Reglonal lating regional, national] participation by the health operation. plans. meeting, pp. S54-55. Criteria
development and multinational develo, sector 1h regional develop- should be established for eval-
ment plans. ment plans. 2. i‘:ﬁtglgzztgﬂ ?_ﬁ :’2?‘— 2. Number and percentage uation of this goal that would
mulation or operation of countries that have] 1ncorporate an assessment of the
of such plans. formulated strategies "degree of participation' of the
3. Strategy for partici- for health sector par-| health sector.
pation 1n such plams. ticipation 1n euch plans,
1. Number and percentage
1, Labor force and risks of countries that have] It would also be appropriate
Obtain protection for 70% to which 1t 1s exposed established their for this goal to set up some
of the estimated or known goalse. evaluation craiteria to include
workers exposed to occupa Goal for each country, 2. Programs in operation a description of the present
tionsl riske in countries| individually adjusted to and populations or 2. Number and percentage stage of development of these
that already have pros- the current level of develop-~ risks covered by such of countries that have| programs, the level of "protec-
3.2.5 Occupational | grams in operation, and ment of their occupational programs. formulated their tion" afforded, etc. See Basic
Health 50% of such workers in health programs. strategles. Reference Document, pp, 224-22§
countries that have not %, Goals established for and the Finel Report of the
yet sufficiently develop- 1980. . Consastency with Meeting of Mimisters, recom-
ed their programs. regional goal. mendations on program areas,
e i;z:zeg:i st-;o achieve 4, Gap between the 1mi~ pp. 535
tial eltuation in 1971
and the proposed na-
tional goal for 1980.

{
\
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INITIAL EVALUATION (1974)
ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indicators AND EVALUATION OF GOALS
from each country to be employed
[¢9] 2) (3) ) (5) (6)
Help to control and even- 1. Current status of foot-] 1. Number and percentage
tually to eradicate foot- and-mouth disease, and of countries that have These goals also require the ea
tablishment of criteria that will
and-mouth disease 1in South of the zoonoses. established their def the d to which h
America and to prevent 1td goals. efine ¢ degree to which ead
country contributes to control of
introduction into present.d 2. Programs currently in
3.2.6 Animal 1y disease-free areas operation 2. Number and percentage foot-and-mouth disease or reduc-
e heoiih ond ol a e : pera : of countries that have | tion of incidence of the zoonoses
veterinary Help to reduce the inci- Goals for each country 3. Goals proposed for f:mulated their stratg See Basic Reference Document
publac dence of the most frequent 19a0. gies. pp. 250-262 and recommendations
health ly occurring zoonoses, 3. Consistency with region] on program areas, Final Report
with particular attention 4, Strategles to achieve al goal. of the Meeting of Ministers,
tt’o rabies, Brucellosas, these goals. L. Gap between the situa- pp. 55-58.
ovine tuberculosis,
tion in 1971 and pro-
hydatidosis and equine
encephalitis posed national goal for]
N 1960,
Obtain in each country the; 1. Food policy now in ef- |1, Number and percentage
formulation and implements] fect and degree to of countries that do
tion of a biologically o- which 1t meets require-| not have an adequate
riented food and nutrition| ments of the regional policy, and propose
policy that will make 1t goal. to develop such policy.
3.2.7. Food and
———— possible to attain the Criteria must be defined to
nLir—l't-]"gE approved nutrifion goals, 2. Degree of participation 2. Number and percentage determine when a health policy
policy assuring the availability Goals for each country K gimﬁiaﬁgnszitzﬁ of countries that have | may be considered formulated,
and consumption of food 1 a 8 formulated their strate] and when such a policy 1s being
that meets the nutrition- poticy. gles. implemented.
al needs of all population 3. Strategy to obtain suchj
groups. policy formulation.
Reduce human disease and 1. Programs currently in }1. Number and percentage
economlc losses caused by operation. of countries proposing
3.2.8. gQuality biological, physical and to develop activities.
control of chemical contamination of 2. Programs being proposed
food food and food products, Goal for each country 2. Number and percentage See Basic Reference Document,
at the same time preserv- 3. Strategies. of countries that have } pp. 225-230.
ing the quality of such formulated strategies.
foods.
1. Number and percentage
1. Programs currently
of countries that have | See Basic Reference Document,
3.2.5 alit S:zz;{r::z ?:)‘:grimaful;; :irll- being developed. established their goals} pp. 231-233 and recommendations
<2.9. GQualaty q Goals for all countries and 2. Goals established for of the Final Report, Meeting of
control trol of drugs, whether
——— for each country. 19a0. 2. Number and percentage Ministers, pp. GL-66.
of drugs nationally produced or im- h
orted. 3. Strategie of countries that have
P . gles. formulated their
strategies.
1. Estimate of morbidaty {1l. Number and percentage
and mortality atribu- of countries that have
table to use of pesti- established their goals
3.2.10. Control Reduce morbidity and mor- cides. 2. Number and percentage
of the tality resulting from the N See Basic Reference Document,
use of indiscriminate use of Goal for all countries 2. Goal established for of countries that have pp. 248-251 and recommendations
v rweerng formulated their strate
pesticides pesticides. 1980. ={ 1in the Final Report, Meeting of
gies. Ministers, pp. 61-62.
3, Strategy. 3. Gap between the initial

situation in 13971 and
proposed national goal
for 1380.
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ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS INITIAL EVALUATION (19714
CRITERIA FOR ANALYSIS
THE GOALS REFER TEN~-YEAR PLAN OF THE GOALS Information needed Indicators
from each country to be employed AND EVALUATION OF GOALS
(1) (2) - (3) ) () 6)

3.2+11 Accident
Prevention

Reduce the percentage of
traffic and industrial
accldents as well as
thoge that occur in the
home and in recreational
and tourist areas, and
thus reduce deaths and
disability.

@oal for all countries,

1. Current status of the
accadent problem.

2. Control program cur-
reantly in operation.

3. Establashed goals for
1980.

4, Strategies.

S

Number and percentage
of countries that have
established their
goals.

Number and percentage
of countries that have
formulated strategies.

Gap between the 1nitial
situation in 1971 and
¥roposed national goal

or 1980.

See Basic Reference Document,
pps 227-230 and recommendations
in Fipal Report of Meeting of
Ministers, pps 64-65.

4,  COMPLEMENTARY

Organrze the nursing
profeasion 1n 60% of the
countries, as a minioum,
with a system in which
the level of nursing care
and staffing needs to
achieve the health goals
of the country are
defined.

The goal 1mplires coverage
of the countraies.

1. Status of the nursing
system at the begin-
ning of the period.

2. BExistang development
programs in the nurs-
ing field.

3. Definition of levels
of mursing care to be
attained.

4, Established goals for
the decade.

5. Strategies formulated.

Number and percentage
of countries that have
defined their levels of
nursing care and adopted
a development plan 1m
this field.

Evaluation of this goal requares
that criteria be established to
define what 1s understood by a
"nursing system."

Study Basac Reference Document,
PPe 271-277 =nd recommendations
on program areas of the Ten-
Year Health Plan for the Americag
pp. 65-66.

SERVICES
4,1. NURSING
4.2, LABORATORIES

Expand coverage and organd
1ze laboratories as sys-
tems with diagnostic fung
tions, production of bio-
logocals for humen and
animal use and blood
banks essential to support
the health programs.

This 25 a goal for all
countries and for each
country indivaidually.

1, Status of the system
in 1971.

- Mimimum and basic care
services, with or waith-
out laboratory.

- Regionalization and
reference system.

2. Status of blood bank.

3. Plans curreatly being
implemented.

4. Established goals for
1980.

Number and percentage
of countries that have
formulated their plans
for development of
laboratory systems.

Final evaluation of achievement
of this goal requires that
operational criteria and defim-
tions be established for what
1s meant by a "laboratory
system."

See Basic Reference Document,
Meeting of Ministers, pp. 266-
270 and recommendarions on
Program areas in the Ten-Year
Health Plan for the Americas,
pp. 66-67.
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INITIAL EVALUATION {(197¢t)
ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indicators AND EVALUATION OF GOALS
from each country to be employed
(1) 2) (3 (&) 5 (6)
1. Current status of epi-
Create and maintain epi- demiological surveillan
demiological surveillance ce system = Evaluation of this goal also re-
unmits, according to the Y ° quires establishment of operation
national organization and 1 b 1 Number and percentage of al criteria and definitions for
regional structure of This goal must be established 2. " ::sd"?.:r :;ng Lmp i; countries that have for- the organization and functions
each country, in order to g s ¢ estably ente e organiza mulated plans for the of epidemiological surveillance
4.3 for all and each one of the tion and development of
o3 EPIDEMIOLO- | obtain continuing informa countries the " development of their units.
GICAL tion on the epidemiolo- * system. epidemrological surveil-

SURVEILLANCE | gical characteristics of lance systems. See Basic Reference Document,
health problems, and 3. ggglus established for Meeting of Ministers, pp. 263 .
factors that condation ‘
them, for the purpose of
taking timely action. b 221?5235;:{‘15“ thear

1. Current status of the Consideration of this goal re-
heglth education ser- quires operational criteria and
Organize health education vice. de‘f";n:;tﬁnsdof :hat canstlt}:tes
£ th a "he education service" 1n
a5 a part o © process 2. Plans currently in pro- order to devise mechanisms for
of active and informed for organization
bk HEAL This goal 1s also proposed cess gani.za Number and percentage of evaluating 1ts achievement.
aba ALTH participation of the com- for all and each one of th and development of the & that b o
EDUCATION munities in all of the each one ot the countries that have Ior-

activities designed for
the prevention and cure of
disease.

countries.

service.
3. Goals established for
1980

L, Strategy for achiev-
ing such goals.

mulated plans to develop
their health education
services.

See Basic Reference Document,
pp. 278-281 and recommendations
in the Ten-Year Plan, pp. 69-70.

5. DEVELOPMENT OF
INFRASTRUCTURE
5.1, SECTCRAL OR-
GANIZATION
AND
ADMINISTRA-
TION

S.1.1. Health

Systems

Install and develop a
health system in each
country, appropriate to
the nationgl needs.

Goal for each country, that
implies a decision with
regard to the structure and

operation of the most effec~

tive system.

1. Current status of the
health system; institu-
tional composition,
coverage, productivity,
policies to which 1t 1s
subject, directing
agency.

2. Plans for organization
and development.

3. Proposed strategy.

Number and percentage
of countries that pro-
pose to organize and

develop their systems.

Evaluation of achievement of thasd]
goal requires establishment of
criteria of "exaistencd" of such
& system, and 1ts concordance
with the policy directives that
set 1t upe.

See Basic Reference Document
pp. 1-15 and recommendations
in the Final Report, Meeting of
Ministers, pp. 72-77.
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ASPECT TO WHICH G0ALS FOR THE CHARACTERISTICS INITIAL EVALUATION (97 W) CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indrcators AND ZVALUATION OF GOALS
from each country to be employed
(1) (2) (3) () (%) (6)

1. Status of the health
Establish and expand in planning processe

5.1.2 Plapning each country the health

planning process, 1ncor-
porating 1t into social
and economic development
plans.

Plans for the expan-
sion and improvement
of the process and its
goals.

Number and percentage
of countries that formu-
lated strategies for
development and improve-

Evalustion of this goal requires
criteria for determining the
status of the planting process
and the information, evaluation

and control systems, as well as
the degree of efficiency of the
latter as tools leading to the
implementation of the establizhed
policy.

ment of:
3. Proposed strategies.

l. The planning processd

1l. Current status of the
systems. 2. Information, evalua-

tion and control

systems, and

Goals for all and for each

one of the countries, leading |2. See Basic Reference Document,

Plans for their mprov_eJ
pps 27=56 and recommendations

541.3 Information, | Organize information, to the development and refine- ment and proposed goalsd
evaluation evaluation and control ment of the planming process, 3. Health statistics of the Final Report of the
and control | systems. of information, evaluation 3. Strategies for achiev- systems, Meeting of Mimsters, pp. 77-81l.
systems and control systems, and of ing such goals.
health statistics.
1. Current status of
statistical systems,
Sel.4 Statistical | Improve health 2. Goals for their orgami-
systems statistics. zation and development.
3. Proposed strategiess
- Make studies to deter- 1. Existence of a research| 1. Number and percentagd

of countries that
have formulated a
research policy.

program, and subjects
to be studied.

mine the effects of
various alternatives in

sectoral policy.
Goals for all countries and

- Develop methods and for each country, designed 2. Plan to promote and 2. Number and percentage Establishment of criteria for
$e1.5 Research techniques to obtain to provide the bases for 1mplement the proposed of countries that determining priorities in areas
an increase in the formulating adequate health research. have set up research | to be studied i1s needed.
productavity and effi- policies and developing the programs on:
cacy of services. required infrastructure for See Basic Reference Document,
their implementation, 3, Strategy for completing] - sectoral policy pp. 60-64 and recommendations of

the Final Report of the Meeting

such studies.
of Mimisters, pp. 81-82.

Make systematic studies
of expendrtures and
financing.

~  techniques
- methodologres, and

-  financing.
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INITIAL EVALUATION (1974)
ASPECT TO WHICH GOALS FOR THE CHARACTERTSTICS CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indicators AND EVALUATION OF GOALS
from each country to be employed
1) 2) (3) (€] (5) (6)
S.1.6. Qperating
capacity
Coordination or integra- 1. g:z;;zgm:o:;glzi‘i:g
tion of the state, para-
Jd.6.1. s
5.1.6 Ci§§§::i governmental end private level of efficiency.
tion institutions that togeth- 2. p1 for the decad
er constitute the health - Flans for the decade.
sector. 3. Strategies.
1. Description of the
existing programs for
Initiate or strengthen administrative reform.
5.1.6.2. Adminis- | the processes of admin- 2. Goals for the decad
trative 1strative, sectoral and - Goals lor the decade. Establishment of criteria for
reform instutional reform. 3. Proposed strategies. the evaluation of the level of
operating capacity, with indica-
tors of the efficiency, the
(';Zill:ni;;r 211):?‘;:21;1?::& ad- 1. Characteristics of Number and percentage of coordination mechanisms, pro-
current programs in countries that have es- gramming of services and invest~
Formulate and carry out ministrative pracesses, and relation to policies tablished their goals ments, administrative systems,
programs for services, overall direction of health
and plans. Levels. and strategies. etc. (See reference listed under
5.1.6.3. Program- | infrastructure, foreign systems. 1tem 5.1.2. Planning)
ming a1d and pre-investment 2. Future plans with re- e 8.
studies. gard to programming
mechanisms.
3. Proposed strategy.
Promote communication 1. Current communication
among infrastructures of mechanisms and exist-
the various sectors, ing coordinated pro-
5.1.6.4. Inter- designed to bring about, grams.
by menas of coordinated
sectoral
programs, intersectoral 2. Mechanisms proposed to
communica-
t concentration of re-~ attain such communica-
100
sources to those popula=~ tion.
tion groups most exposed
to preventable risks of 3. Proposed strategy.

1llness and death.
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ASPECT TO WHICH
THE UOALS REFER

GOALS FOR ‘IHk

[CEN-YEAR FLAN

GIARACI'ERISPICS

Of I[HB GLOALS

IN:P{AL

EVALUATION

(197%)

Informatian needed
form vach country

Indicators
to be erployed

CRITERIA FOR ANALYSIS

AND EVALUATION OF GOALS

(1)

(<)

()

(4)

(5)

(6)

5.2  RLSJURCES
DEVELOPMENT

Se2ad Numan
Busources

9424141 rersonnel
in 1980

- physici was
- dentist

~ dental
auxiliarie

- nur s

~ nuroing
nuxiliari eJ

attdn o+ ropronal wvery e
per 10,000 inhabitwntn >f

3,0

20

hy

1,y

Yo +1.2 distribu-

Llaprave minpgower distri-
butlon, growrapiical nd

tisn wnatitutionil,
Ferronncl to Lo trined
Secels  Irmining in the decd

- veterinary
doctors

- anigal health
auxili waeg

- nur e

- nuroing
auxiliarieg

t

ganitary
englineers

- othur pro-
feasional.
in sani-
tataon

- statistical
profec—
alonal

- medical
records prg

1. 1310nals

~ medisal
recoprdn
auxiliaried

- statinti-
cians, in-
termediate
level

~ auxiliaried
in statis-
tica

~ profession
alp in
planning

rrofession
als in ad-
ministra-
tion

professions
als in an-
formation
systems,

ALY

0,000

15,000

0,000

100

i, 000

250

40,000

ALl m mpower poals arc
aver yte goanls for the
Ko ion that should
worve 13 lndicitor
for the eatibliohmont
of «gh country gvals

1t should bu kopt in
nind that in A1l ca e
the nompor r ol e
le yml Lo attdn n
pooal itlon cover ¢
lricl,

Current number, and
institutional and
freographioal distra-
bution (1971).

Ectablished goal for
1480,

Variance from repional
;011 and reasons
therefor,

Strategles tor achieve|
ng the ponls

B

Current number nd
witimated deficit
(1971).

woal for 1980.

Variance from regional
103l and reasons
therefor.

Curriat triimng
programs

Proposed training
program o

Strategies for
implementing the
programs.

1.

24

3

Number and parcentage
ol countries that
have establiched
their goala.

Number and percantage
of countries that
have formulated
ctrategies.

Consastency with
regional goal.

Gap between initial
situation 1n 1971

and proposed national)
goal for 1980,
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INITIAL EVALUATION (137¢4)
ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS CRITERIA FOR ANALYSIS
Information needed Indicators
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS from each country to be employed AND EVALUATION QF GOALS
(69 2) (3 ) (5) (6)
1. Relat:onships at the
decision~making level
Strengthen development of of the sector with the
general medical practice | Goal for each country designed medical profession,
5.2.1,L. Practice | to the extent required to make the practice of the
of by the organization of medical profession more satis- 2. Mechaniems for informa~| Number and percentage of
Medicine the services and the fying in relation to the goals tion and participation | countries that have for-
goals proposed 1n the of the Ten-Year Plan. in dec1s10ns. mulated strategies.
Ten-Year Plan.
3. Strategies to encourage
and develop the prac-
tice of medicine.
1. Priorities assigned.
2. Coordination with the
5:?::,:12 tzepgzsiszaym— Goal for each country, designed Schools of Medacine.
9.2.1.5. Teaching mum training in this to raise the guality of medical Number and percentage of
of field, sccording to the manpower and 1ts adjustment to | 3. Flans for changes in countries that have for-
Medircine ) & g the health needs of each country, medical education.

priorities set forth for
each country.

Strategies for achieve-
ment of such goals.

mulated strategies.

5.2.1.6. Scientific
Documenta-
tion

Create national systems
for scientific documenta-
tion in the health sci-
ences,in at least 11 counf
ries, interrelated among
these countries and with
the Regional Library of
Medicine (BIREME).

Regional goal.

w

Existing systems.

Outlook and plans for
organization.

Proposed goal.

Strategy adopted.

Number and percentage of
countries that have de-
cided to set up documen-
tation systems.

5.2.1.7, Textbooks

Supply high-quality sci-
entific and pedagogical
textbooks to students of
medicine, nursing, and
other disciplines, so as
to cover with this pro-
gram 7% of the students
an 1980.

Regional goal.

N
.

o~
Y

Number of students
expected.

Existing program and
outlook for its develop
ment.

Proposed goal.

Strategy for 1its

achievement.

Number and percentage of
countries that have for-
mulated programs for the
period, 1971-1980.
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ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS INITIAL EVALUATION (1974 CRITERIA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE GOALS Information needed Indacators AND EVALDATION OF GOALS
from each country to be employed
1) (2 (3) (&) (5 (6)
5.2.2. ngslcal
Resources 1. Localities, according R
Within the systems of to population and
regionalazation, create number of mimamum,
minimum integrated health basic and specialized
service units, designed units operating in
Se2.2.1 to attain coverage of one Regional goal of population each. This gcal 1o an expressicn in
unat for each 5,000 in- coverage that canr be adopted concrete terms of investment
habitants 1n towns of less by each country. The goal 1n plent constructior for
than 2,000 population, refers to construction and 2. Investment plan ap~ delivery of service to which
health centers with inte- equipment of installed proved projects and tre coverage goals mentioned
grated minimum and basic capacity. projects in operation. in 2. "coverage of services',
services for towns of refer.
2,000 to 20,000 popula-
tion, and nstitutions 3, Established goal for |l. Number and percentage
with integrated basic and the country and its of countries that
specialized services to consistency with have established
communities of more than regional goale their goals.
20,000 inhabitants.
4. Strategies. 2. Number and percentage
of countries that
have formulated their
strategies.
Increase the installed 1. Number of general and
5024242 capacaty by 106,000 gen- long-stay hospital
eral hospital beds, by Goal for the entire Region. beds. 3. Consistency with
remodeling, and conver- Breakdown for each country regional goal.
sion of long-stay beds required. 2. Planned investment.
whenever possible.
3, Goal estavlished for |4, Gap betueen wmtaal See Basit Reference Document,
the country. situation in 1971 ppe 1522,
and proposed natioral
4, Strategy. goal for 1980.
1. Country policy applicyg
Gradually incorporate ble to this topic and/
specialized medical care progress made in 1ts
5424243 services 1nto the general implementation.
hospitals, in consonance
with the health care 2. Nataonal goal estab-
level and within the lished for 1980.
regionalization system.
3. Strategy.
Establieh systems for the Goal applicable to each 1. Status of the systems.
maintenance of installa- country, for coverage of
5,242, 4 tions and equipment. establishments. 2. Goal establashed for See Basic Reference Document,

3.

1980.

Strategy.

pps 23-264
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ASPECT TO WHICH GOALS FOR THE CHARACTERISTICS INITIAL EVALUATION (1374) CRITERTA FOR ANALYSIS
THE GOALS REFER TEN-YEAR PLAN OF THE 30ALS Irformatior needed Incicators AND EVALUATION CF GOALS
from each country to be employed
[O9)] (2) (3 (L) (5 (&)
1, Number and percentage
1. ﬁ:gi:tfﬁf‘:::z of of countries that have
Develop financial systers . * established goals.
zgi:czzlifsi‘iidzu:‘o?e:he 2. Fanmancial policy now 2. Nurber ané percentage
sector ana ensure fuller in effect, of courtries that have
5.2.3. Financial cooperation of the commu-| Goal to be adopted 1n each 7. Boal <th a forruiated strategies.
resources nity and participation country for 1398C. v Jo8is wilh Tegar te 2. Consistency with re-
—_— total amount, sources,
of the health sector in origir ard allotment gional goal.
l;igj::::fnal development of furds. 4, Gap betweer initial
s.tuatior ir 1971 and
L. Strategies. proposed national
goal (198C).
Develop and utilize tech- 1. Yurber and rercentage
niques adapted to condi- Goal for each coantry. This ie Regearch orograre in of countries that have
tions in each country, to refers in essence to the need progress. formulates grograms.
lncrease coverage and to study and experiment with
productivity of the ser- such techniques. 2. Proposed plans. 2. Number ard percentage
5.2.4. Technolog- | vices. of countries that have
ical formulated strategies
resources 1. Programs in which the for development of
Organize multinational country 1s now partici such programs.
scientific and techno- Regional goal. pating.
logical research programs 2. Topics in which the
country would be in-
terested.
1. Curre»t status of 1. Number and perceuntage
iubml‘c thelsystem?t;za- health legislation. of countries that have
on, reguiatior ar formulated programs.
adequacy of legal pro- 2. Programs now 1n opera- See Basic Reference Document,
5.2.5. Legal Z;:l::usm H:Zntn Efiiziezo Goals for each count tion in this area. 2. Number and percentage | pp. 56-80 and recommendations in
aspects of hpe N ag & . 3. Established goals. of countries that ha e| the Final Report of the Meeting
:acf country, ?5 a 4. Strat formulated strategies | of Ministers, pp. 95-36.
part of process of improy| . ategy. for development of
ing administration. such programs.




PART III

RESOLUTION XITT OF THE XXI MEETING OF
THE PAHO DIRECTING COUNCIL




RESOLUTION XIII

REPORT ON THE III SPECIAL MEETING OF MINISTERS OF
HEALTH AND STEPS NECESSARY TO IMPLEMENT THE
DECISIONS ADOPTED

THE DIRECTING COUNCIL,

Having heard the statement by the Director of PASB on the
III Meeting of Ministers of Health of the Americas, held in Santiago,
Chile, 2-9 October 1972; and

Considering that the recommendations made by the III Meeting
of Ministers of Health of the Americas constitute valuable guide-
lines on the direction to be taken by the programs of the countries
during the next decade,

RESOLVES :

1. To incorporate into the Organization's policy the recommen-
dations of the III Meeting of Ministers of Health of the Americas,
held in Santiago, 2-9 October 1972,

2. To request the Director of PASB to study the implications
of the recommendations of the III Meeting of Ministers of Health,
and the consequent modifications of objectives and priorities in
the program of the Organization, and to report thereon to the XXII
Meeting of the Directing Council.

3. To recommend to the countries that, within their planning
process, they identify the priority health problems and establish
objectives for each of them in accordance with the manpower, physical,
and financial resources available, taking into account the regional
health goals.

4, To request the Director of PASB to convene as soon as possible
a working group of personnel responsible for planning and information
and of health economists, with a view to designing an evaluation
system that can be adapted to the unique conditions of the countries
and still be flexible enough to give comparable results, which in
turn will make possible a continent-wide evaluation of the achieve-
ments of the decade.



5. To recommend to PAHO that, in consultation with experts of
the countries, general guidelines be drawn up for determining the
present financing of health investments and the changes required

to carry out the plans and programs envisaged in the Ten-Year Health
Plan for the Americas, 1971-1980.

6. To suggest to the health authorities of the countries that
they initiate cost studies of their health services and, when they
deem it possible, cost-benefit studies, particularly in areas with
the largest investment.

70 To recommend to PAHO that it prepare the necessary designs
to ensure comparability of the cost studies.

8. To recommend that PASB furnish advisory services to countries
requesting them, in all matter relating to the financing of the
health sector, for example: the financial analysis of the sector,
analysis of health expenditures, programming of investments, manage-
ment and financing of specific projects and of external credits,

so that the countries will gradually come to know what financial

resources are earmarked for health and how they are velated to the
benefits obtained.

(Approved at the sixth plenary
session, 12 October 1972)




PART 1V

SELECTION OF PRICRITIES AS AN ELEMENT IN THE
DECISION-MAKING PROCESS



PURPOSE

The purpose of this paper is to present some thoughts on
the nature of the decision-making process in the health sector, a
process in which the establishment of priorities plays a fundamental
role, 1t was deliberately decided not to include an in-depth
analysis of the procedures and techniques for establishing priorities,
but rather to present a very general but systematlic discussion of the
underlying assumptions and implicit criteria which may be regarded as
having substantive importance in this stage of the decision-making

»
processe.



1. THE SELECTION OF PRIORITIES AS AN ELEMENT OF THE DECISION-
MAKING PROCESS

The identification and selection of the problems to be solved
in order to achieve an overall objective are the very essence of the
work involved in defining a policy and therefore constitute the initial
stage of a process which triggers off the sequence of necessary decisions
to attain the desired objective. This sequence includes decision-making
with regard to selecting the best solution to the problem, the program-
ming of the activities and investments which these solutions imply and
their implementation.

The initial decisions are based on a system of values and
cultural norms, on an ideoclogy, and on the requirements of the politi-
cal, technical and operational systems.

The study of the decision-making process goes back to the
beginning of recorded history. However, it was only two decades ago
that the analysis of the process of administration and the development
of logically constructed mathematical,instruments applicable to this
process linked again in a forwmal way the decision-making process with
administration. This development had - and continues to have - greater
influence on business administration than on public administration.
Moreover, in the analysis and development of instruments the primary
emphasis continues to be placed on operational aspects rather than on
the formulation of policies and of guidelines for their application.
During the 1960's a concern with analyzing the decision-making process
in the area of public administration began to emerge. Many of the
conceptual, methodological and instrumental efforts in this field were
in essence merely direct application of decisional techniques in use
in private industry to particular cases arising in public administration.
This approach poses a number of problems that cannot easily be solved
because of the differences in nature of public administration and busi-
ness administration. In business the processes to be analyzed are
relatively simple, the aims and results are easily identifiable and
quantifiable, and the inter-relations are less complex and numerous.
Public administration, on the other hand, especially in the social
sectors, operates in the context of a complex and ill-defined system
involving a vast number of inter-relations.

Quantitative instruments proved inadequate for the analysis
of processes aimed at achieving higher levels of social well-being,
an objective which is difficult to reduce to quantifiable variables
and which presupposes cultural values expressed in ldeclogies,

The realization of this fact 1s leading to the development
of instruments appropriate for the treatment of problems of this type,
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the solution of which depends essentially on being able to perform
qualitative analyses. The tools of quantitative analysis should be
utilized mainly in support of qualitative analysis, in the taking

of decisions at the operational level, and in certain aspects of the
definition of guidelines.,

2. GUALITATIVE AND QUANTITATIVE ANALYSIS

It is proposed that the health sector be defined as a
"system composed of a large number of complex elements interrelated
in many ways, an ill-defined system in which the relationships among
the various components cannot be represented in only one way, but in
as many ways as there are points of .view and in which each peoint of
view depends on the philosophical and political prism through which
the relationship is seen. And that very context in which the svstem
evolves and wnich stipulates the relationships is itself variable, and
its inter-relations with the system are little known."(+) If this
definition is accepted, the conclusion is valid that gquantitative
approaches, used alone, are not effective tools for measuring the
realities of the system and do not provide-a basis for decision-gaking
at the stage of defining a poclicy and the guidelines required for its
implementation. It is therefore necessary to resort to a type of sys-
tematical analysis, other than quantitative analysis that will bring
the elements into a more logical arrangement as a basis for decision.

Figure 1 (see next page) depicts the process for a systematic
selection of priorities under this approach.

2.1, Desired versus present situation

A process or a decision to bring about a change can be
represented in terms of the distance from a present situation considered
unsatisfactory to a situation which it is desired to attain.(++)

In the case of public health it is obvious that both situations
are conditioned by the overall frame of reference in a country.

Although the images of the desired situations, overall and
sectoral, are not always formally defined, they are always necessarily
utilized, either implicitly or explicitly, in evaluating the need for a
change from existing situationse

(+) Latin American Center for Medical Care Administration (CLAM).
Program for the Development of Models for Medical Experimentation,
Buenos Aires, Argentina, 1972.

(++)By desired situation it is meant the type of society, defined in
terms of its economic, social and cultural intervelated character-
istics which a country proposes to achieve within a given period
through a given growth and structural change.
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2¢2. Identification of problems through analysis of the gap
between the desired situation and the present situation
in a sector

A comparison of the present situation in a sector with
that which it is desired to attain is the basis for determining the
existing gap between one and the other. This analysis should permit
in an initial approximation the identification of problem situations
through the estimation of the gap and the systematic analysis of
the obstacles that 1t would be necessary to overcome in order to
attain the desired situation.

The analysis of the sectoral gap must be done in such a way
that a very careful account is taken of the overall national framework
that shapes the sectoral situation,or at least conditions it within
certain parameters.

This analysis 1is the methodclogical path leading to the
identification of the problem~situations that have to be solved in
order to bring about the desired change.



2636 Selectior of problems

The ide:+.fication of problems is but one of the necessary
elements in the deci:ion-making process, since the health sector,
like all other sectors of society, faces the classic economic problem
of multiple needs versus a scarcity of resources available for
possible application to each need. Due to this imbalance between fev
and relatively unchangeable resources and multiple needs, it is
necessary to arrive at an order of priorities in which the problems
may be solved through the allocation of combinations of resources.
That is, it is necessary to establish priorities among problems.

For many years the efforts of research workers and adminis-
trators in the health sector were aimed at finding out a "summary"
element w.th "economic" connotations and "technically rational"
characteristics that would enable them to establish priorities,

The experience gained and the progress achieved in the
understanding of the nature and the interrelations of social
vhenomena support the assertion that priorities in the health sector
cannot accurately be determined on the basis of a single summary
indicator. Health problems have a social connotation as well as economic
characteristics, since their solution is a substantive factor in the
degree of well-=being that a community can. achieve.

Recent analyses would seem to provide rather clear evidence that
three types of rationality - political, technical and operational -
play a part in the decision-making process, the relative influence of
each depending on the stage of the process.

If it is accepted that establishing priorities among problems
is one of the fundamental aspects in the definition of a policy, it is
logical to conclude that political rationality should prevail at this
stage over the other two types of rationality, whichshould support and
complement the former (see Figure 2, next page). This conclusion
presupposes the need to define political, technical and operational
criteria to govern the selection among problems and make it possible
to systematize them in some way that will facilitate the decision-making
process.

It is proposed that the "political criteria" be regarded as
consisting of the entire series of variables which are of concern at
the political level of the administrative apparatus responsible for
deciding on priorities between problems and among alternative solutions;
that "technical criteria™ be regerded as referring to these variables
that concern the technical level of the administrative apparatus
responsible for the programming of decisions, the principal purpose of
which is to assure maximum efficiency through efficient solutions; and
that "operational criteria" be considered as being the variables which
are the responsability of those who carry out the decisions aimed
primarily at obtaining the most productive use of resources.
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On this basis it would be possible to construct for each
of these types of criteria a subclassification that would facilitate
the determination of the weight to be given to each variable in the
decision-making process. It is obvious that this subclassification
of relevant varilables for the decision-making process, in acccrdance
to the types of criteria we have proposed,will differ with the
characteristics of the health sector in each country and that,
therefore, each decision-planning-implementation system would have
to draw up its own classification in the light of national and
sectoral characteristics. However, it would seem possible and
desirable to establish, by way of illustration, certain sets of
variables into broad categories which are sufficiently universal to
lend themselves to general use, such as the categories proposed in
Figure 3.

It is important to emphasize that the definition and
selection of criteria such as these is essentially a matter of value
judgments, regardless of the degree of sophistication involved in its
formalization and use., These value judgments reflect the political
and professional ideologies of those partigipating in the decision-
making process,; as well as the cultural patterns influencing the
situation in each countrye.

This proposition is not always at¢cepted as valid. There is
still a tendency to speak in terms of a supposed "rationality" as
opposed to the "subjectivity" inherent in all value judgment. However,
when we call a decision "rational" or "irrational," we are doing so
from the standpoint of a given system of values. It is important to
recognize that the concept of "rationality" or "irrationality" in
decision-making is relative and is based on values and ideologies,

None of the present techniques of quantitative analysis
contain the "magic" that will solve all "value" problems inherent to
a soclety and therefore in its health sector. It is therefore neces-
sary to recognize and make explicit the presence of these "values" that
influence the establishment of priorities, in order that we may
evaluate them and thus bring the necessary realism to decisions.

A system of values is the result of a complex process of
relations between cultural patterns and the processes of professional
and political socialization. It is hardly necessary to emphasize that
in high level political decisions these values are strongly present,
but even though less is known of what might be termed "professional
ideologies,” the analysis of reality shows that these, toco, strongly
influence the decision-making process.



Public health problems, like those in other social sectors,
must be analyzed and evaluated in terms of values and soclal patterns
because these values and patterns, observed or desired, are the point
of departure in all social planning.

It would seem important to stress the influence of the
political component in the decision-making process because this
component is responsive to an ideology or a concept of society that
could be closer to:  reality than the fragmentary vision usually
offered by highly specialized technicians. But it is also important
to keep in mind that the more criteria are brought to bear on the
analysis leading to a decision, the greater is the likelihood that
the decision will be correct. This explains the tremendous importance
of including technical and operational criteria in the analysis of
problem situations at the political level,

Definition of political, technical and operational criteria,
regardless of the subclassification adopted, is a necessary prerequi-
site for the selection of problems (priorities), but it is also essen-
tial to confront these criteria with a careful analysis of the extra-
sector~l restrictions, presumably beyond ¢the control of the decision-
making level in the sector. This type of 1ogical analysis may be
sufficient for arriving, in a first attempt, at an initial arrangement
of problems, However, this arrangemen{ should be reviewed after the
possible solutions are analyzed, in order to introduce whatever changes
seem advisable in the light of this analysis.

To sum up: the establishment of priorities 1s one of the
fundamental stages in the definitlon of a policy. At this stage the
political criteria predominate and the technical and operational cri-
teria are secondary, although necessary supporting elements. Its
analysis is strongly influenced by value judgments which should be
made explicit, and it is essentially of a logical and qualitative nature.

2+4 Selection of feasible sgsolutions

In viewof the fact there can be several feasible solutions to
a problem, it will be necessary to choose one of those possible
solutions as part of the process of decision-making.

It is propocsed that the term "solutions" be understood to
refer to the possible ways or paths for obtaining a given result. This
definition implies that there are a number of possible options. The
problem is to decide which of the options are feasible and of these,
which is the most useful, This judgment on feasibility includes the
category of desirability. "A dimension of purpcse which cannot be
ignored is thus introduced. Useful for what and for whom?" (+)

(+) L, A, de Souza, “"Los insumos politicos para una estrategia para
el desarrollo, ™ ILPES, ECLA, draft, 1971,




It is evident that we are again faced with the question of a value
judgement on which a decision at the political level is based.

Moreover, "feasibility is not only a problem in the short-term; it

must be analyzed over a certain period of time and within the

context of a specific experience. The feasibility of a solution is
therefore not to be determined solely on the basis of present
possibilities” (+) but must be viewed from the perspective of change
over the time required to achleve the desired image of a future national
society. therwise the decision-making process will be confined within
the limits of the status quo.

In the selectien of feasible solutions, as in the selection
of priorities, the political, technical and operational "rationalities"
also play a role, but the technical criteria of effectiveness, effi-
ciency and social cost are more influential (see Figure 2, page 6,
and Figure 3, next page) and thus technical rationality carries more
weight. Here the technical considerations assume equal importance with
political ones and it becomes possible to add to the indispensable
qualitative analysis the use of some type of instruments of quantitative
analysis, provided sufficient information is available on effectiveness,
efficiency and soclal cost.

The selection of feasible solutions is one of the fundamental
aspects in the definition of guidelines to be followed in implementing
a policy.

As in the case of the selection of problems, the determination
of political, technical and operational criteria for selecting solutions
must be complemented by analysis of extra-sectoral restrictions over
which the sector has no contrel. Equally important and essential is the
analysis of restrictions within the sector, restrictions representing
obstacles that can and should be solved throujh the various solutions
offered for the problem, since in this case the sector does have control
over them,

It should be kept in mind that the analysis of feasible

solutions may lead to a modification of the scheme of priorities between
problems as it was determined in the first attempt.

2654 Selection of technological alternatives

Just as it is possible that there may be a number of solutions
to a given problem, it is equally possible that there are various
technological alternatives for a given solution and that it will, there-
fore, be necessary to decide which of the latter is the most efficient
for the solution chosen,

(+) Le.A. de Souza, "Los insumos politicos para una estrategia para el
desarrollo," ILPES, ECLA, draft, 1971,
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In the selection of the most efficilent technical alternatives,
althouch political criteria are present, the most relevant criterias are
the technical and, even more, the operational (see Figure 2, page 6
and Figqure 3, page 10),

The nature of a technical alternative is generally such that
it lends itself to and indeed requires cuantitative analysis, since it
frenquently involves sitiations that are well~defined, quantifiable and
structured accordira to relatively simple inter~relations, In this
instance of ara’vsis for decision-making, the tools of "operational
research" are a valuable adjunct, especially cost-benefit analysis and
its by-products, as well as optimizing mathematical models.

It is in this area, which belongs to what might be called the
operational sphere, that the investigation and desi~n of instruments
is today centered., Most of this methodological arsenal has been
specially conceived and designed for the overational microsphere of
modern busiress admi-istration.

Owing to the differences between business and public
administration, the application of these instrumrnts to the selection
of technical alternatives for the health sector will be possible only
if they are sultably adapted,

3. DISCUSSION OF CERTAIN METHODS TKAT CAN BE USED IN THE
DECISION-MAKING PROCESS

The following discussion deals with certain methods which
can be used for measuring qualitative variables and which, judging
from experience to date, would seem to constitute highly useful
methodological approaches, These methods, if furtter developed
throuch application, offer excellent prospects for improvement of
the decision-making and planning processes,

The discussion will be limited to two methods that we
regard as having the greatest potential relevance: Numerical
Experimentation Models and the DELPHI Method with its variations.(+)

(+) It is not considered necessary to comrent in detail on the
quantitative met+hods, since they are sufficiently well~-known
and there is abundant literature on them,
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NUMSRICAL EXPERIMENTATION MODELS(+)

If it is accepted that the health system is open, poorly
defined and complex, it would appear valid to apply the following
comments to it: (++)

«",00e Description of a complex system requires the use
of an appropriate lanquage. Verbal lanquage is insufficlent because
it does not permit a description of the full complexity of the
relationship among the components of the system. This requires the
formalization of an overall view or model that makes it possible to
describe the behavior of those components and their inter-relationse.

«"The type of formalization or model selected should be
adapted as far as possible to the characteristics we have described
in reference to poorly defined systems.

~"Models are appropriate instruments for investigating and
describing reality and testing possible changes, By utilizing them
it is possible to introduce a greater element of rationality into
the management or operation of a systeémees

-"For a single system there are as many models as there
are parameters that can be handled endogeneously, All these models
will have a basic common scheme reflecting the undeniable relation-
ship among the variables defining the system.

-"The models thus prepared are not intended to be a tool
for arriving at precise quantitative predictions, They are desiqgned
to be used in taking ocualitative decisions involving a choice among
various action alternatives the effects of which can be compared by
using the model,

«-"At an initial stage it is possible that the greatest
usefulness of models of this kind will lie in indicating previously
unanticipated pitfalls, This would be done in the following way:
one would begin by testing policies similar to those already in use,
The results obtained may be used as a basis for comparison. As a
second step, new experiments with innovative policies are desicned.
Some of these policies may yield undesirable results, By comparing i
a basic experiment with the one yielding the undesirable results, it
is possible to arrive at conclusions as to the causes of those results

(+) Since 1968 the Pan American Health Planning Center has been
carrying out a research program on the formulation of numerical
experimentation models, for the use of the Health Sector.

(++) Latin American Center for Medical Administration (CLAM), Program
for the Development of Numerical Experimentation Models, Buenos
Aires, 1972, and Research Program of the Pan American Center
for Health Planning, Santiago, Chile, 1971,
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and, consequently, to make a special effort (in reality) so that those
results that one wishes to avoid will not come about.

-"However, although these models will not permit a prediction
in the traditional sense of a determination, subject to a certain
margin of error, of the guantities of each of the variables making
up the system, it is still possible to arrive at some type of
prediction. For example if various policy experiments lead to
results which are approximately the same, 1t may be considered that
the model is predictive in a qualitative sense and even in certain
semi-quantitative respects, as when a certain arrangement is con-
sistently predicted.,

"Usefulness of the Model

"A model having the characteristics described makes it
possible to:

« Select a suitable alternative from among various policies
or various strategles for a single policy, by comparing
the probable results of applying them,

- Detect, in relation to flelds of knowledge which have not
been studied in depth thus far:

(a) Areas whose behavior is not relevant to an explan-
ation of the operation of the system under study;

{(b) Priority areas in which further investigation is
needed,

- Predict bottlenecks in the behavior of the system, under
given conditions.

- Test, correct and adjust the existing hypothesis on the
system, and analyze the characteristics, interrelations
and operation of the relevant components thereof,

- Check the formal consistency of hypotheses,

-~ FPacilitate the application of existing methods of plan-
ning and programming in the field, by permitting the
above possibilities to be brought to bear on such specific
fields as financing, investments, human resources, etc.,”

These models have the drawback that great experience and
skill is required in order to formalize them and adapt them to large
computers, However, they offer the advantage of facilitating a
combination of qualitative with ouantitative analysis, a combi~ation
which, as noted above, is necessary throughout the decision-making
process,
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The participation of the various persons composing the
decisional levels, technical and operational, of the sectoral
system will lead to a number of secondary results which are of
fundamental importance for achieving an improved knowledge of
health phenomen:im and the administration of the sector. These
by~products, once formulated, are highly effective tools for
checking the probable consequences of policies and strategies and
determining key areas in the operation of the system.

The application of these models presupposes a definition
of the health system to be analyzed, A clear delimitation of its
components ard structures is the basic substratum for arriving at
an approximation of the qualitative and quantitative relationships
between them, Utilization of instruments of this kind makes it
possible to identify the major areas in which the system must be
adjusted in order to increase its effectiveness and efficiency.

THE DELPHI METHOD

One of the qualitative methods whose use opens up tremen-
dous possibilities for the setting of objectives and the prediction
of economjc, social and cultural change under different levels of

uncertainty and different degrees of sophistication is the Delphi
method.(+)

It is designed to make possible the formulation of a
group opinion on matters regarding which no precise and adeacuate
information is available.

The Delphi method operates as follows: A group of
experts is formed: The group must be composed of persons elther
directly or indirectly concerned with the problems to be investig-
ated, Each person receives a questionnaire which he must £ill out
within a given time., The content of the replies is used to modify
the original cuestionnaire and draw up a second one and a summary
guide, w ich are sent to the experts. This system is repeated
many times, and anonymity is maintained in each of the events, In
this way each participant receives feedback from the ideas of the
others and feels free to accept or reject those ideas or to modify
or adjust his earlier opinions.

This is a way of averting the rigidity of behavior
created by the use of panels of experts faced with the need to
provide group opinions.

(+) This method was developed at the Rand Corporation, Santa Monica,

California, early in the 1950's and has been extensively used
in recent years.
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In this way the reply obtained will not be based primag-
ily on an extrapolation of the past. A number of innovative elem-
ents will have been generated through the exchange of opiniong that
comes about each time a new gquestionnaire is szent,

This method offers the following advantages in the taking
of decisions on formulation of policies and strategles:

-~ It permits the inclusion and treatment of key quale
jitative variables,

- It fills the gaps in the "formal" information available,

- It requires the participation of a large number of
persons from the various decisional levels, technical
and operational, so that, by drawing on the experience
acouired by them it contributes to the realism of the
decision and fosters a pesitive attitude on the part
of the various participants.

- It has great flexibility in terms of the resources and
time required,

The method can therefore he adapted readily to the various
operative capabilities of the national health systems and to the
political requirements of the decisional levels, as far as time
is concerned,

However, it calls for considerable imaaination and
extreme prudence on the part of the analysts responsible for
drawing conclusions; and like the numerical experimentatlon models,
it is specific, that is to say, once the exercise is carried out for
a given problem in a given space and time, the results cannot be
generalized to otner similar situationsg,

The chief drawback in this type of instrument is the basic
underlying assumption that the experience and present opinion of the
"axperts" is valid for a definition of a future change and an assess-~
ment of the possibility of bringing it about. This poses the risk
that the material on which the judgment at the decisional level is
based may be slanted toward a non-change., Nonetheless, instruments
such as these may constitute excellent reference material for
gauging the possible action-reaction of putting a proposition
into effect. In spite of this risk and the relatively brief
experience with its use in the health sector, the nature of this
sector and the analysis of the possibilities offered by this type
of instrument warrant the assumption that the method, if system-
atically applied, can make a contribution to a gradual improvement
of the decision-making process and to sectoral planning in the
countries,
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Shortage of operational capacity and the pressing demands
of politics in the health sectors of the country may make it neces=-
sary, at an initial stage, to resort to extreme simplification, but
it is to be expected that systematic use of approaches of this type
will, through a sustained process of repetition, help to improve
not only the decisional and planning process but also the knowledge
of the complex sectoral integrelations in health itself and in the
administration of resources assigned to the health sector., Important
by-products may alsoc be expected in the form of a definition of
substantive problems meriting investigation through other metheds,
The mere fact t-at the use of these instruments makes it necessary
to explicitize, and possible to examine, behavioral variables
strongly i-fluencing the possibilities of behavioral change that
cannot be weighed through quantitative methods would be sufficient
reason for using them svstematically.

It should be emphasized once again, however, that regard-
less of how excellent the available information is, how sensitive
and sophisticated are the instruments used, and how expert are the
specialists in the handling of these instruments, in the taking of
decisions nothing can replace sound judgment and a genuine will to
develop a procaess of change with the object of achieving a clearly
defined situation which it 1s desired to bring into being,.
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2.1, INTRODUCTION




SCHEME FOR THE EVALUATION OF THE TEN-YEAR

HEALTH PLAN FOR THE AMERICAS

The Ten-Year Health Plan for the Americas, drawn up by the
III Special Meeting of Ministers of Health of the Americas held at
Santiago, Chile, in October 1972, was the final outcome of hard work
done by the various countries with a view to coordinating approaches
and efforts for the improvement of health in the continent as a whole,
This notion of comprehensiveness in regard to the implementation of
the Plan is also evident in the content of the proposals it embodies,
which include practically all the relevant aspects of health within
a framework which indicates clearly the consensus arrived at by the
countries in regard to the nature of their health systems, the problems
affecting them, and ways and means of solving those problems.

The efforts made by the countries in drawing up the Ten-Year
Plan have not stopped. Once the Plan had been formalized and incor-
porated into the policy of the Pan American Health Organization by a
resolution of its Directing Council, the countries took steps to im-
plement the recommendations contained in the Plan, beginning with the
formulation or adjustment of their health policies. To this end, many
countries found useful, and indeed have made use of, the "Guidelines
for the Analysis and Incorporation of the Goals of the Ten~-Year Health
Plan for the Americas in National Health Policies", prepared by the
Organization. A number of countries, in addition to drawing up and
adjusting their policies, have adapted the Goals of the Ten-Year Plan
as an expression of their own objectives and goals, and have gone on to
formulate national strategies to achieve them; and in some cases they
have actually programmed the strategies and action over the medium term,
and implementation over the short term.

At its Meeting, the Directing Council of the Pan American
Health Organization indicated its concern for the need to follow the
progress of the Ten-Year Plan and the manner in which its proposals,
objectives and goals were to be achieved in the course of time, This
concern was expressed in Resolution XIII which requested the Director
of PASB to convene a working group "with a view to designing an evalua-
tion system that can be adapted to the unique conditions of the countries
and still be flexible enough to give comparable results, which in turn
will make possible a continent-wide evaluation of the achievements of
the decade'". To comply with this mandate, the Director convened such a
working group, which met in Washington in June 1973 and produced a report
to the Director indicating all the steps necessary for organizing a
system and adopting a method of evaluating the Plan at the continental
level, as well as making suggestions to the countries for the organiza-
tion of their own national evaluation systems.
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On the basis of the guidelines laid down by the Directing
Council and the approach suggested by the Working Group on Evaluation,
a methodological scheme was prepared, its general features being as
follows:

1. The idea of the scheme is to evaluate the development of
the Ten-Year Plan at the countinental level, It does not propose to
evaluate the national plans, this obviously being the responsibility
of the individual countries. However, both the information which will
be requested from countries on the basis of the forms drawn up, and
many of the concepts, definitions and procedures to be used in the
evaluation of the Plan at the continental level, will be useful in
organizing national evaluation systems suitably adapted to meet the
circumstances of each individual country.

2. In designing the scheme, account was taken of the recom-
mendation of the Working Group on Evaluation of the Ten-Year Plan that
it should "facilitate the evaluation by each country of the progress
toward its goals and of implementation of its programs and strategies,
with the comparability necessary to permit assessment of achievements
at the continental level in the 1971-1980 period."  When eventually
the countries succeed in organizing their national evaluation systems
on the basis of uniform concepts, definitions and methods, this will
not merely facilitate evaluation at the continental level, it will also
provide a feed-back for improving the national systems, at any rate
in all areas of the Plan in which the concepts being evaluated apply
also at the national level,

3. In accordance with the recommendation of the Working Group
on Evaluation of the Ten-Year Health Plan, evaluation will be carried
out at three points in time:; initial evaluation (scheduled to be made
in 1974), intermediate evaluation (1977) and final evaluation (1981).

No attempt will be made in any of these phases to weigh the efforts made
by each individual country to achieve the goals of the continental Plan;
what will be weighed are the efforts made to fulfill those country goals
for whose study and establishment the goals of the continental Plan have
been used as a point of reference,

4. The purpose of the initial evaluation will be to determine
the status or situation of each of the areas embraced by the Ten-Year
Plan at the beginning of the period of operation and the degree of par-
ticipation by countries in implementing it by applying the recommenda-
tions on the formulation and adjustment of their health policies and the
definition of their own goals and strategies.

5. Intermediate evaluation will be based on the status or situa-
tion at that time, but it will also include an assessment of the extent
to which the intermediate goals have been achieved and the likelihood of
achievement of the final goals of the Ten-Year Plan.
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6. The final evaluation will be a typical rounding-off
operation, comprising an analysis and explanation of the extent to
which it has been possible to achieve the objectives and to reach
the goals proposed in the Plan, with a view to securing criteria

for making recommendations concerning areas of action for new conti-
nental strategies in the forthcoming Ten-Year period,

7. The information to be provided by each of the countries
before embarking on the initial evaluation is embodied in a set of
forms drawn up for this purpose. Slight changes may be found neces-
sary so that the same set can be used for subsequent evaluatinons,
Any such changes will be introduced once experience has been gained
with the initial evaluation.

8. The concepts contained in the forms - except in the case
of certain quantitative goals of the Plan - are of a fairly general
character reflected in qualitative indicators, The explanation for
this is that it is not proposed to evaluate the results of the programs
which the countries are carrying out, since this would call for much

more specific indicators not relevant for the level of analysis in-
tended.

The Ten-Year Plan covers virtually all the health action
areas and hence it might be expected that the volume of information
required for its evaluation would be very great., However, the volume
has been reduced to the indispensable minimum, It is recommended
that the persons who were responsible for the adaptation of the goals
of the Ten-Year Plan to national policies should be the same as those
detailed to record the information requested of each country. This
will smooth out any difficulty likely to arise in the interpretation
of the concepts and the scope of the forms. As the Working Group on
Evaluation expressed it: The evaluation functions should be coordi-

nated and advised by the planning units, making certain that all levels
of the health system's structure participate'.

For each of the areas included in the Ten-Year Plan, the indi-
cators chosen are the simplest ones, those which best show, where this
is pertinent, the final results achieved on the basis of the action
taken, the operational results and in a certain measure the effort made.
The definition of such indicators and the method of obtaining them can
be found in the instructions accompanying the set of forms and designed
to make the significance of the indicators and the way in which they are
expressed. It is therefore recommended that the instructions should be
read carefully before information is entered on the forms.

Whether the process of evaluating the Ten-Year Plan accomplished
its purposes, and a steady improvement is achieved in the continental
system, providing a feed-back to the national evaluation systems will
depend in large measure on the effort made by the countries themselves
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to ensure that uniform information of the highest possible quality

is received by the Pan American Sanitary Bureau in good time. In this
connection, the Working Group on Evaluation stated that "despite the
shortcomings in the information systems of the national health sectors,
they may be able to provide sufficient information to assess the im-
plementation of national and continental goals and strategies in the
terms in which the Ten-Year Plan expresses them. It is possible and
advisable to seek the greatest development of those systems, so as to
improve the processes of evaluation and control, and hence, the estab-
lishment and adjustment of policies and the processes of decision-~
making at all levels."”

The scheme presented includes a set of forms designed to
gather information from the countrles regarding indicators used te
establish the states of each area of the Ten-Year Health Plan at the
moment of initiating its Implementation, as well as the determination
of goals adopted by the countries for the decade. This set of forms
is acompanied by a guideline with instructions for its completion, so
as to obtain uniformity of information received from the countries.

Once the feasibility for obtaining the information needed
is examined, the method of evaluation will be completed with the descrip-
tion of procedures to be used for the analysis of the indicators at a
continental level as well as with the preparation of the final scheme
of the continental evaluation system, as recommended by‘%he Working
Group on Evaluation of the Ten-Year Health Plan for the Americas.

It is to be hoped that during the second half of 1974, the Pan
American Sanitary Bureau will have in its possession information from
all the countries so that it can proceed to consolidate it, to make
the necessary analyses and to disseminate its findings and thus comply
with the Directing Council's mandate.



2.2 COMPILATION OF INFORMATION




2.2.1 FORMS



0. LIFE EXPECTANCY AT BIRTH

Country:

Overall goal: life expectancy at birth

Year 1970:

Goal for 1980:

Specify the strategies designed to increase life expectancy
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I. SERVICES TO INDIVIDUALS

A, COVERAGE

1.

MINIMUM SERVICES

1.1 National definition of "minimum services" [::}th defined

[::] Yes (specify)

1.2 Definition of "elementary care units"

Not .
{::] defined [::] Yes (specify)

Potential capacity of the elementary care units

persons

1.3 National definition of 'accessibility" [:j Not defined [ | Yes(specify)

1.4

1.5

1.6

1.7

1.8

1.9

Local population in areas with less
than 2000 inhabitants, estimated by
the middle of each year

Population actually or potentially
accessible to services

Number of elementary care units
(existing or planned)

Population served by the elementary
care units

Population served by each
elementary unit (average)

Accessible population served (%)

1971

:

1974

1977

1980




- 10 -

A. COVERAGE (continued)

MINIMUM SERVICES (continuation)

1.10 Population in areas with more than
2000 inhabitants, which does not
have coverage of any service.

1.11 Elementary units planned and po-
pulation of the localities to be

served by them

1.12 Population in areas with more than
2000 inhabitants only covered
by the minimum services

1.13 Number of elementary units
serving this population

Year 1974:

NS of
units

Year 1974:

Year 1974:

Year 1980:

Population
to be served

Year 1980;

Year 1980:

Observations and comments

2.

BASIC SERVICES

2.1 National definition of '"basic services"[::] Not defined

Yes (specify)

2.2 Definition of "basic care units"

[::@bt defined

{::] Yes (specify)

Potential capacity of the basic care units:
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A, COVERAGE (continued)

2. BASIC SERVICES (continuation)

2.3 Areas from 2,000 to 20,000 inhabitants

2.3.1

2.3.2

2.3.3

2.3.4

2.3.5

2'3.6

2.4 Areas

Total population of the
locality

N?¢ of basic care_units
serving the population

Percentage of the population
served by the units

N? of beds of all kinds in
the locality

N? of beds per 10,000
inhabitants

N? of specialized beds per
100 beds of all kinds

from 20,000 to 100,000 in-

habitants.

2.4.1
2.4.2

2.4.3.

2.4.4

2.4.5

2.4.6

2.5 Areas
2.5.1

2.5.2

2.5.3

2.5.4

2.5.5
2.5.6

Total population of the
locality

NS¢ of basic care units
serving the population

Percentage of the population
served by the units

N? of beds of all kinds in
the locality

N2 of beds per 10,000
inhabitants

N¢ of specialized beds per
100 beds of all kinds

from 10,000 inhabitants and more
Total population of the
locality

N? of basic care units
serving the population

Percentage of the population
served by the units

N? of beds of all kinds in
the locality

N? of beds per 10,000 inhab.

N? of specialized beds per
100 beds of all kinds

1971

1974

1977 1980

Observations and comments




B. COMMUNICABLE DISEASES

*

DISEASE INDICATOR REGTONAL SBTATUS PLANNED PLANNED GOAL
GOAL N 1971 FOR 197k FOR 1977 FOR 1980
(1) (2) (3) (4) (5) (6) (7)
1. SMALLPOX 1.1 Cases for 100,000 (errad-
It is considered a problem inhabitants ication)
(incidence)
1.2 Primary vaccinations

Ej Yes No

per 1000 inhabitants

2. MEASLES
It is considered a problem

[:] Yes [:j No

2.1

Deaths per 100,000
inhabitants

Not more than
1 x 100,000

inhabitants

22

Children under 5
years vaccinated (%)

¥, WHOOPING COUGH
It is considered a

problem.
D Yes E:'No

3.1 Deaths per 100,000 Not more tharn
- inhabitants 1 x 100,000
3,2 Children under 5 yrs.
80%

immunized with comple
plete doses of vaccing

(%)

P

3.3

Concentration: doses
of vaccines administ-
ered per child under
5 years (average)

L, TETANUS
It is considered a
problem

[:j Yes D No

4,1 Deaths per 100,000 Not more thai
inhabitants 1 x 100,000
L.2 Children under 5
years immunized with 80%

complete doses of

vaccine

—Z'[-




B. COMMUNICABLE DISEASES (continued)

total beds in the country)

REGIONAL PLANNED [ PLANNED GOAL FOR
DISEASE INDICATOR GOAL FOR FOR 1980
(1) (2) (3) 1974(5) 1977 (6) ()
1.  TETANUS (cont.) 4.3 Concentration: doses of vaccine
administered per child under
5 vyears (average)
5. DIPHTHERIA 5.1 Cases per 100,000 inhabitants Not more than
It is considered (incidence) 1 x 100,000
a problem 5.2 Children under 5 years immunized o
with complete doses of vaccine 80%
[ |Yes [ |No 5.3 Concentration: doses of vaccine
' administered per child under
5 vears (average)
6, POLIOMYELITIS 6.1 Cases per 100,000 inhabitants Not more than
It is considered (incidence) 1 x 100,000
a problem 6.2 Children under 5 years immunized
with the complete series of doses 80%
[::lYés [::]No 6.3 Concentration: doses of vaccine
administered per child under
5 vears (average)
7. TUBERCULOSIS 7.1 Deaths per 100,000 inhabitants 50~65%
It is considered reduction
a problem 7.2 Incidence: new cases confirmed
bacteriologically, per 100,000
[] Yes [ Mo inhabitants
7.3 Percentage of children under
5 vears vaccinated with BCG 80%
7.4 Known cases undergoing treatment 100%
7.5 Known cases undergoing ambulatory
treatment 90%
7.6 Bacilloscopies for the diagnosis
of tuberculosis, per 100 first
consultations
7.7 Tuberculosis hospital beds(% of

—s'[..




B, COMMUNICABLE DISEASES (continued)

REGIONAL STATUS PLANNED PLANNED | GOAL FOR
DISEASE INDICATOR COAL IN FOR FOR 80
1 @) (3) 19714 | 1975(s) | 1977(6) | 19
8. ENTERIC
INFECTIONS 8.1 Deaths per 100,800 inhabitants Reduction
It is considered by 50%
a problem 8.2 Deaths due to diarrheal diseases
) per 100,000 children under 5 years
[ ]Yes[ _|No §8.3 Cases of typhoid and paratyphoid
per 100,000 inhabitants
9, VENEREAL DISEASES§9.l1 Cases of syphilis per 100,000
It is considered inhabitants Reduction
a problem 9.2 Cases of gonorrhea per 100,000
inhabitants Reduction
[:] Yes [::]No 9.3 Contacts investigated per 100
' contacts declared
10.  YAWS Cases per 100,000 inhabitants
It is considered (incidence) Eradication
a problem
[::] Yes [::] No
[L1. PINTA Cases per 100,000 inhabitants
It is considered (incidence) Eradication
a problem
[::] Yes [::] No
12. LEPROSY 12,1 New cases per 1000 inhabitants
It is considered (incidence) Diminution
a problem 12,2 Sick people per 100,000
inhabitants (incidence) Diminution
I::j Yes [ | No 12.3 Percentage of infected cases
under treatment 100%

_17'[..



B, COMMUNICABLE DISEASES (continued)

It is considered
a problem

[::] Yes [::J No

habitants (prevalence)

REGIONAL [STATUS  JPLANNED |PLANNED GOAL FOR
DISEASE INDICATOR GOAL IN FOR FOR 1980
(1) 2) (3) 1971(4) 1974(5) 1977 (6) D)
12. LEPROSY(cont.) 12.4 Percentage of contacts under At least
surveillance and treatment 75%

13. LOUSE-BORNE New cases per 100,000 inhabitants| Diminution

TYPHUS (incidence)

It is considered

a problem

I ] Yes [::] No
14. SCHISTOSOMIASIS Sick people per 100,000 in- Diminution

It is considered habitants

a problem (prevalence)

[::1'Yes ] l No
15, ONCHOCERCIASIS New cases per 100,000 in- Diminution

It is considered habitants (incidence)

a problem

[ Yes [ ] Mo
16, CHAGAS' DISEASE Sick people per 100,000 in- Diminution

-.g'[—



B, COMMUNICABLE DISEASES (continued)

REGIONAL STATUS PLANNED PLANNED GOAL FOR
DISEASE INDICATOR GOAL IN FOR FOR 1980
(1) (2) (3) 1971(4) |1974(5) 1977(6) (1)
17. JUNGLE YELLOW 17.1 Cases per 100,000 inhabitants Reduction to
FEVER (incidence) a wminimum
It is considered |17.2 Existence of vaccination programs
a problem to the exposed population Constant
[::]Yés [:] No
18. PLAGUE Cases per 100,000 inhabitants Reduction or
It is considered (incidence) elimination
a problem
[::j Yes [::j No
19, MALARIA 19.1 Cases per 100,000 inhabitants Eradication
It is considered (incidence)
a problem 19.2 Percentage of the originally
malarious area, that is in its 100%
[::j Yes [::] No maintenance phase
19.3 Percentage of the originally
malarious area, that is in its 0%
consolidation phase
19.4 Percentage of the originally
malarious area that is in its 0%
attack phase
19.5 Percentage of the originally

malarious area in which no
action has been initiated

0%

—9'[._



B. COMMUNICABLE DISEASES (continued)

under supervision

REGIONAL STATUS PLANNED PLANNED GOAL FOR
DISEASE INDICATOR GOAL IN 1971 FOR 1974 |FOR 1977 1980
€9) (2) 3 (4) (3) (6) ()
20. AEDES AEGYPTI Phase of eradication program:
It is considered (1) it is not considered; (2)under
a problem study; (3) under the attack phase;|Maintenance
(4) under the consolidation pha-
[ Yes L___J No se; (5) under the maintenance
phase.
C. MATERNAL AND CHILD HEALTH AND FAMILY WELFARE
REGIONAT, STATUS PLANNED PLANNED GOAL FOR
AREA INDICATOR GOAL IN 1971 FOR 1974 |FOR 1977 1980
€] (2) 3 (&) (5) () (D
1., Mortality 1.1 Child mortality:deaths of children| Reduction by
under one vear per 1000 live hirths 40%
1.2 Mortality, children 1-4 years: Reduction by
deaths per 1000 children of 60%
1-4 years
1.3 Maternal mortality: maternal Reduction by
deaths per 1000 live births 40%
2. GCoverage of 2,1 Percentage of pregnant women 60%
services undergoing prenatal care
2.2 Childbirths with hospital 60-90%
attendance (%)
2.3 Puerpera under control 60%
2.4 Percentage of children of less 907%
than one vear under supervision
2.5 Percentage of children l-4 years 50-70%

-.L'[_



C.

MATERNAL AND CHILD HEALTH AND FAMILY WELFARE

(continued)

3. Intersectoral policy of family, Und onsideration
maternity and infant protection [j Defined [:]Not well defined [:]None tg gz ge??ied before
1980
4, Intersectoral coordination for
carrying out specific programs D Adequate D Partial D Poor
5. Information and services on
problems related to fertility and e i
sterility (where not at variance [:j Provided [:j Not provided %gtgéigéggagzon
with national policy) planned
D, NUTIRITION
REGIONAL STATUS PLANNED PLANNED GOAL FOR
AREA INDICATOR GOAL IN 1971 FOR 1974 |FOR 1977 1980
1. Protein-talorie |l.1 Percentage of children under Reduction by
malnutrition 5 years suffering from grade 30%(range
II protein-calorie malnutrition 10-50%)
1.2 Percentage of children under Reduction by
5 years suffering from grade III 85% (range
protein-calorie malnutrition 75-95%)
2., Nutritional ane- Percentage of pregnant women Reduction by
mias in pregnant suffering from nutritional anemias 30%
women
3. Endemic goiter 3.1 Prevalence of goiter (%) Reduction to
under 107
3.2 Prevalence of cretinism Elimination
Reduction by
4, Hypovitaminosis A Prevalence of hypovitaminosis A 30% (range

10-50%)

..8'[-.
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D. NUTRITION (continued)

5. National food and nutrition policy,
biologically oriented [j Exists lj None Egg‘;{derat,-_on D ggpiged as a goal
6. Supplementary feeding programs. Co~ Y
. es Yes, but Proposed as a goal
verage of the most vulnerable groups D sufticient D insafficient D No forP19__ &
7. Todized sal a4 iodi . Under Proposed as a goal
» lodized salt and iodized oil programs Yes D No consideration for 19
8. Technical nutrition At central le e]E]E ist D N Need D froposed as a goal
. v x1is one . or 19
units strengthening £ —_—
At intermediate Exist at all .
A Some Need expanding and Proposed as a
levels D interm,levels D exist D None l:l strengthening D goal for 19 _

-6'[..
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E., OTHER AREAS

1. CHRONIC DISEASES

Has the country established goals in this area? [:] No [_] Yes(specify)

2. CANCER

Has the country established goals in this area? [] No [:BYES(specify)

2.1 Programs for the detection of
uterine cancer D Exist D None D Planned

Annual cytological examinations

per 100 women over 20 years of age: 1971: %
Envisaged for: 1974 % 1977: % 1980: %
2.2 Programs for the detection of
breast cancer [:] Exist [:} None [:] Planned
Examinations carried out each year
per 100 women of 20 years or over: 1971: yA
Envisaged for: 1974: % 1977: % 1980: %

amnt—" tr— —

2.3 Percentage of specialized and general hospitals with more than 200 beds
which keep a register of tumors

In 1971: 7%  Envisaged for 1974: % 1977: % 1980: %

-
— ——s —re— ——————

3. MENTAL HEALTH

Y
Has the country established goals in respect of these diseasesi:}m)[:](;g%cifyp
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E. OTHER AREAS (continued)

3. MENTAL HEALTH
3.1 Psychiatric beds per 1000 inhabitants: In 1971: x 1000
Envisaged for 1974:_____ x 1000 1977:___ x 1000 1980: __ x 1000
3.2 Percentage of psychiatric beds in general hospitals: 1In 1971: __ 7%
Envisaged for 1974:_ 7 1977:_ % 1980:__ %
4. ALCOHOLISM

Has the country established goals for the treatment
of this problem? D No D Yes (specify)

5.

USE OF DEPENDENCY INDUCING DRUGS

Has the country established goals for the treatment
of this problem? D No D Yes (specify)

DENTAL HEALTH

Has the country established goals in this field? [j No [:I Yes (specify)
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E. OTHER AREAS (continued)

6. DENTAL HEALTH(cont.)
6.1 Programs for the integration of dental health in the light of the

various levels of care

[:iDefined [:]Not well defined [j Planned for the period

6.2 Expansion of coverage, priority being given to the care of children

[:j None planned [:] Planned
6.3 TFluoridation of water in towns of 50,000 inhabitants or more
Number of cities of 50,000 inhabitants or more: In 1971 In 1980

Number of cities with water fluoridation: 1In 1971 In 1980
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II. ENVIROMMENTAL SANITATION PROGRAMS

1. NATIONAL POLICY OF THE ENVIRONMENTAIL PRESERVATION AND IMPROVEMENT
1.1 Definition of the policy
Clvesinee [ 3aebissins ©F [ voc derines [ SERoPE, 200"
Participation by the health sector in the definition of the policy:

D Substantial D Slight D None

1.2 Formalization of the policy

D By declaration I:I By law [:' Not formalized

Organ(s) or institution(s) responsible for conducting the policy:

1.3 Coverage of the policy

1.3.1 Geographic area
Entire Part of . .
country [:I country D Mixed D Not defined
1.3.2 Institutional
D All institutions D Some institutions D Not defined

1.3.3 Program areas

D All areas D Certain areas D Not defined

Observations and comments:
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2. NATIONAL PLAN OF THE ENVIRONMENTAL PRESERVATION AND DEVELOPMENT

2.1 Formulation of strategies

] Formulated [} %grg;‘]’_gﬁgn"f [ ot formulated ] ;ngﬁned for

2.2 Areas of coverage of strategies (specify)

2.3 Programming of strategies

Partially programmed Not pro- Planned for
[] Programmed or in process O grammed year

2.4 Intersectoral coordination

Assignment of duties and responsibilities to sectors and institutions

Not pro- Planned for
D Yes D Partial or in process D gram%]éd year

Is there formal mechanism of coordination? D No D Yes (specify)

Observations and comments: (including comments on the functioning of the
coordination mechanisms)
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3.

WATER SUPPLY AND SEWERAGE

3.1 Sub-system diagnosis
3.1.1 Legal and administrative frame
[j Studied giig%ed [:]Study planned for 19__
3.1.2 Pre-investwent and financing study
giiried . ggger [] Planned for 19
3.2 Definition of sectoral and institutional jurisdiction

3.2.1 Over the supply of drinking water to urban localities

D Defined D Not defined D In process of definition,
planned for 19 _
Responsibility of the health sector

3.2.2 Over the provision of drinking water to rural areas

[] pefined [ ] Mot defined [ ] ggagggge;grfJ{gdefmitif’m

Responsibility of the health sector

3.2.3 Over the sewerage services for urban localities

[:lDefined [] Not defined [] ;?aggggezgrofgdeflnltlon

Responsibility of the health sector

3.2.4 Over the sewerage disposal services in rural areas

E] Defined [] Not defined [:l;gag;:gezirofgdeflnltlon

Responsibility of the health sector
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3.

WATER SUPPLY AND SEWERAGE (continued)

3.3 Have goals been established in consonance with the goals of the Ten-Year
Health Plan for the Americas?

[:] Yes

E] Partial

fj No

Did the sectors or institutions responsible for the services participate

in establishing these goals?

[:] Yes

[l partial

[] No

3.4 Estimates, forecasts and goals

 REGIONAL { STATUS | PLANNED | PLANNED | NAT 'L,
INDICATORS GOAL IN 71 {FOR 74 |FOR 77 |GOAL
(€5) (2) 3) &) (3) 1380
Estimated population: Urban
Rural
a) Urban population supplied
with water by house connec- 80%
3.4.1 tions (%)
b) Urban population without Reduction
drinking water services(%) by 50%
a) Rural population provided
34,2 with drinking water(%) 50%
b) Rural population without Reduction
water supply services(%) by 30%
a) Urban population with sewer-
3e4.3 age services(%) 70%
b) Urban population without Redwtion
sewerage services (%) by 30%
a) Rural population with sewage
B3.4.4 disposal services (%) 50%
b) Rural population without Reduction
sewage disposal services(%) by 30%
3.5 Programming of investments
Done \ggger [] Yot done [ ] Planned for 19__
3.6 Administrative-institutional improvement and development
National [:] Regional Institutional Local Planned for
level level level level 19
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3.

WATER SUPPLY AND SEWERAGE (comntinued)

3.7 Are the goals and programming contained in the overall and/or regional

development plans?

D Yes D Partial D No

Observations and comments

COLLECTION AND DISPOSAL OF SOLID WASTE

4.1 Diagnosis of the subsystem

4.1.1 Legal and administrative framework

[:] Studied D Being studied D Study planned for 19

4,1.2 Preinvestment and financing studies

D Carried out D Under way D Planned for 19
4.2 Goals adopted by the country
Number of cities with 20,000 inhabitants and over: in 1971:
in 1980:
Number of cities with adequate systems of collection and disposal
of solid waste
Number: in 1971: in 1980:
Percentage: in 1971: % in 1980: %
Other goals adopted by the country
4.3 Have the goals and plans been incorporated in the Overall Department

Plan and/or in regional development plans?

D Yes E] Partial D No

Observations and comments
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5. AIR, WATER AND SOIL POLLUTION
5,1 Programs for water pollution control (in operation or planned)
In river In costal In other .
D basins waters D waters [] po not exist
5.2 Programs for air pollution control
D In operation D Planned [:l Do not exist
Cities with air sampling stations(N¢)1971 1974 1977 1980
Number of air sampling stations: 1971 1974 1977 1980
Number of these stations that belong
to the Pan American Network for the
Measurement of Alr Contamination 1971 1974 1977 1980
5.3 Programs for soil pollution control
D In operation D Planned D Do not exist
Observations and comments
6. NOISE CONTROL
Is there any technical guidelines and regulations for noise abatement?
Exist and Bein, — .
] adequate [] tncomplete [] deve%oped Do not exist
7. REGIONAL DEVELOPMENT PROJECTS

7.1 Does the National Development Plan envisage regionalization?

D Yes U No l:] Number of regions:

7.2 Are there plans for regional development?

D In progress(Number ) D Planned (Number )
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7. REGIONAIL. DEVELOPMENT PROJECTS (continued)

7.3 Participation by the health sector in regional development plans
(specify whether active, integrated, at the formulation stage, etc.)

In projects under way:

In projects planned:

Observations and comments:

8. OCCUPATIONAL HEALTH AND INDUSTRIAL HYGIENE:

8.1 1Is there any policy governing the protection of the labor force
at risk?

[:! ¥Yes [:] No D Being studied

8.2 Sectoral and institutional responsibility over the occupational health
and industrial hygiene(specify)

Are the mechanisms of coordination working out between these sectors?

D Yes U Poor D Non~-existent

D Non Planned for

8.3 Programs of occupational health D Exist existent vear 19

8.4 FEvaluation of the occupational risks and of the exposed population

D Done I:] Partial D Not done D Planned for the year 19__

8.5 Goals and previsions: Population exposed to risk

1971 % 1974 % 1977 o 1980 %




9, ANIMAL HEALTH AND VETERINARY PUBLIC HEALTH,

L_j No D Yes

Has the country proposed goals in this field?

9.1 Zoonoses control

(%)

STATUS PLANNED PLANNED GOAL FOR
DISEASE INDIGATOR REGIONAL GOAL IN 1971 |FOR 1974 |FoR 1977 | 1980
9.1.1 CANINE a. Prevalence Eradication in large towns
RABIES
b. Percentage of dogs 80%
vaccinated
¢. Percentage of stray 0%
dogs
9.1.2 BRUCELLOSIS Prevalence Eradication in countries
having 1% or less. Reduction
to under 2% in other coun=-
tries
2.1.3 BOVINE Prevalence Eradication in countries
TUBERCULOSIS having 1% or less. Reduction
to under 1% in the rest
9.1.4 HYDATIDOSIS a. Prevalence Reduction
b. Abattoirs under o
supervision 100%
9.1.5 LEPTOSPI-
ROSIS Prevalence Reduction
9.1.6 EQUINE a, Incidence Reduction
ENCEPHALITIS |b. Equines vaccinated 80%

—08—



. | | . .

9. ANIMAL HEALTH AND VETERINARY PUBLIC HEALTH (continued)

STATUS PLANNED | PLANNED |GOAL FOR
DISEASE INDICATOR REGIONAL GOAL IN 1971 |FOR 1974 |FOR 1977 | 1980
9.1.7 FOOT~AND~ a. Incidence Control and eradication
MOUTH DISEASE|b, Phase of the .
Evaluation
program
c, % of disease~free
areas 100%
9.2 Veterina¥®y public health unit in the Ministry of Health, with programs
E_] National level E] Regional level D Local level [j Non existent D Criation planned for 19
9.3 Zoonoses control programs in the Ministry of Health D Exist gg?stent D Planned for 19
Funds destinated to these programs by the Ministry of Health(thousand of dollars)
Investment of other sectors for the zoonoses control (thousand of dollars)
9,4 Coordination between the ministries of health and agriculture in zoomoses control and foot-and-mouth disease
programs
D Adequate [:] Room for improvement D None
9.5 Programs of epidemiological surveillance of zoonoses

D Adequate D Room for improvement D Inadequate [:] Improvement planned

_'{E—
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10. CONTROL OF THE USE OF PESTICIDES
Has the country proposed goals in this field? m No D Yes

Annual volume of produced or imported pesticides(ton.)

10.1 WNational legislation on control of the use of pesticides -

D Adequate D Inadequate D g?gtelflegorflg;digatlon;

10.2 Laboratories for the analysis of pesticides

[] Adequate Room for improvement [ ] Planned for 19

10.3 Control programs

] vnder way U Non-existent [] Planned for 19 __

1l. QUALITY CONTIROL OF FOOD

Have goals been proposed in this field? D No D Yes

11.1 DNational legislation governing quality control of food

D Adequate D Inadequate D Planned for 19__

11.2 Bromatological laboratory

D Adequate D Inadequate D Planned for 19 _

11.3 Food control programs
Food products that are registered and controlled by year(N?2)

D Under way D Non-existent (] Pranned for 19__

12, QUALITY CONTROL OF DRUGS

Have goals been proposed? Eﬂ No U Yes
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12, QUALITY CONTROL OF DRUGS (continued)
12.1 Central body for drug control
D Exist D Non-existent D Planned for 19__
12,2 Legislation
D Adequate D Insufficient [:I Planned for 19 _
12,3 Laboratories for drug analysis and evaluation
[:] Sufficient [:] Insufficient [:] Planned for 19 _
12.4 Drug evaluation and registration system
D Adequate D Inadequate D Planned for 19 _
13. ACCIDENT CONTROL

13.1 Deaths from accidents of all kinds, per 100,000 inhabitants

In 1971: per 100,000 Estimated for 1974: per 100,000

Forecast for 1977: per 100,000 For 1980: per 100,000

13.2 Deaths from traffic accidents per 100,000 inhabitants

In 1971: per 100,000 Estimated for 1974: per 100,000

Forecast for 1977: per 100,000 For 1980: per 100,000

13.3 National traffic accident control program

D Exist D Non-existent D Planned for 19__

13.4 1Intersectoral coordination for accident prevention

D Adequate D Insufficient I:l Planned for 19__
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ITI, COMPLEMENTARY SERVICES

A, NURSING

Have national goals been established in connection with nursing, standards for
the quality of nursing care, coverage of services, etc,?

D No D Yes (specify below)

1. NURSING SYSTEM

1.1 Definition of the functions of nursing for different levels of care
U Defined B}?artially defined D Not defined D Planned for 19__
1.2 Definition of technical standards for different levels of care
Defined DPartially defined D Not defined L—_l Planned for 19__
1.3 Definition of the type and numbers of nursing staff required
D Defined DPartially defined D Not defined r_—] Planned for 19 __
1.4

Identification and design of the control information system

]:] Complete D Partial D None D Planned for 19__

2. QUALITY OF NURSING CARE

2.1 Definition of standards of nursing care

2.1.1 In nursing institutions or units

Partially

D Defined D defined D Not defined D Planned for 19

2.1.2 In community services

Partiall
D Defined D dzé.i:lzd Y [ ] ot defined D Planned for 19__
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A. NURSING (continued)

2. QUALITY OF NURSING CARE (cont.)
2.2 Administrative structuring of nursing services
2.2.1 1In nursing institutions or units

Partiall Not
D Structured D structuer l:l structured D Planned for 19 __

2.2.,2 In commmity services
Partially Not
D Structured D structured D structured [j Planned for 19 _

3. COVERAGE OF NURSING SERVICES

3.1 Preparation of technical-administrative handbooks for the use of
auxiliaries

Incomplete or D Non~-

E] Already exist [] in progress existent Planned for 19

3.2 Percentage of auxiliaries who have had training(estimated or forecast)

Goal for
1971: % 1974: % 1977 % 1980: P

———

3.3 Supervisory activities structured or in operation

D Yes D Partial or deficient D None D Planned for 19 _

B. LABORATORIES

Have national goals been established in relation to the organization, function-
ing and improvement of a system of laboratories and blood banks?

[] No [j Yes (specify below)

1. Definition of types of examinations to be undertaken by the different
levels of health care

[] pone D Not done [] Planned for 19 _
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B. LABORATORIES (continued)

2. Elaboration of standards for equipment, personnel and operations for
laboratories according to levels of health care

D Done Not done E] Planned for 19__

3. Operational rules for regional and natiomal consultation and reference
networks

D Exist D Do not exist D Planned for 19__

4. Units with a doctor on call permanently which have laboratory services (%)

Goal for
1971: % 1974 % 1977: % 1980: %

5. Organization of networks of blood banks, by levels of care, with central
reference banks and in keeping with regionalization of services

In partial
D In operation D opegation D None D Planned for 19

6. Development of facilities for the preparation and control of biologicals
for human and animal use

D Plans in operation U No plans D Planned for the year 19 _

Is it plenned to supply bioloricals to other countries? [:] Yes D No

C. REHABILITATION

Have goals for the decade been set in regard to medical rehabilitation?

D No U Yes (specify below)

1. 1Inclusion of basic rehabilitation services in medical care programs

D Included To a slight extent D None D Expansion planned
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D, HEALTH EDUCATION

Have goals been established for the development of health education services?

D No D Yes (specify below)

E. EPIDEMIOLOGICAL SURVEILLANCE

Have goals been fixed for the organization, operation and development of
epidemiological surveillance systems?

D No D Yes (specify below)

1. NATIONAL SYSTEM OF SURVEILLANCE

1.1 Surveillance unit at central level, within the administrative
structure

. Bein . ;
I:ﬂ Exist orgaﬁized D Do not exist Planned for 19

1.2 Regional units

D In all regioms D In some regions D None D Planned for 19__

1.3 Technical standards of functioning

D Adequate D Deficient D Being revised D Planned for 19 _

1.4 Information system

[ eficient [] peficient D Being revised [ | Planned for 19__
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E. EPIDEMIOLOGICAL SURVEILLANCE (continued)

1.5 Geographical coverage

D All the country D Part of the country

1.6 Morbidity coverage. Specify only those with surveillance programs
in operation.

1.6.1 Communicable diseases

1.6,2 Non communicable diseases

2. HUMAN RESOURCES

D Sufficient D Insufficient D Being trained

3. PARTICIPATION OF THE COMMUNITY

D Effective Poor D Do not exist
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1V. PLANNING AND DEVELOPMENT OF THE INFRASTRUCTURE

1. HEALTH SYSTEM

Have goals been established in regard to the structure and functioning of the

health service system?

[:lYés

[:]No

1.1 Definition of the system

. In process of
[] Defined definition

D Not defined

Probable year of
[] definition 19 __

1.2 Components of the system

Entire Entire public
sector subsector

Part of the
E] public sub-
sector

[] Not defined

1.3 Type of system

D Single [] coordinated

D Not defined

1.4 Legal formalization

Forma~ In process of
lized formalization

Not
[:] formalized

Probable year of
[:] formalization 19

Observations and comments:
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2., HEALTH POLICY

Have goals been established in respect of the formulation, formalization,
implementation, etc. of the health policy?

[j Yes [] No

2.1 Definition of the policy

. In process of . Probable year of
[] pefined definition [ vot defined [ gefinition 19__

2.2 Formalization of the policy

Formalized: [:IDeclaratory [] By law
In £
fom%g%igesiglgn: D Declaratory D By law
Probable year of
formalized 1 formallzazlgn [] vo goals

2.3 Priorities

Does the policy establish priorities? [] Yes [:]No [] ggétgzdnot

2.4 Period covered by the policy: From 19 to 19 __

2.5 Coverage of the policy

2.5.1 Political and administrative

D Entire country D Egﬁf,tgf, the [ mixed D Not defined

2.5.2 Institutional

All ingtitutions s . .
in the sector [:]Some insgtitutions

2.5.3 Program coverage

[:].All program areas {:] Some program areas
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2. HEALTH POLICY (continued)

2.5

Coverage of the policy (cont.)
2.5.4 ©Population

[:] No priority groups E] Priority groups

Observations and comments:

3. STRATEGIES

Have goals been established in respect of the formulation and implementation
of strategies:

[:] Yes [:] No

3.1 Formulation of strategies
In process of Not Probable year of
[] Formulated [] formulation formulated formulation 19__
3.2 CGCoverage of strategies
[:] All policy areas [:] Some policy areas
3.3 Programming of strategies
Partial or Not Probable year of
DProgrammed D under way D programmed D programming 19__
3.4 Components of strategy programming

3.4.1 Analysis of feasibility

B
Already made: D For all strategies D s‘éf»aigré?es D None

Planned: D For all strategies D §%§a§g‘§$es D None
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3. STRATEGIES(continued)

3.4 (cont.)

3.4.2

Analysis of internal consistency

Done: D Yes [:] No

Planned: [:] Yes

3.4.3

Analysis of consistency with the policy

Done: D Yes D No

Planned: [:] Yes

3.4.4

Adjustment of strategies

Done: D Yes D No

Planned: D Yes

D No

3.4.5

Consolidation of strategies and initiation of programs

Done: D Yes D No

Planned: D Yes

D No

3.4.6

Formulat ion of technical and administrative rules

Done: D Yes D No

Planned: [:] Yes

D No

3.4.7

Adjustment with executive levels

Done: D Yes D No Planned: D Yes

3.5

Content of programming of strategies

3.5.1 Programming of services to persons

Done: D Yes D No Planned: D Yes D No Year 19 _
3.5.2 Programming of envirommental services

Done: D Yes D No Planned: D Yes D No Year 19__
3.5.3 Programming of community participation

Done: D Yes D No Planned: D Yes D No Year 19__
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3. STRATEGIES (continued)

3.5 (cont.)
3.5.4 Programming of investments

Done: D Yes D No Planned: D Yes D No Year 19

3.5.5 Programming of human resources

Done: D Yes D No Planned: D Yes r__] No  Year 19 _

3.5.6 Programming of administrative adequation

Domne: D Yes D No Planned: D Yes D No  Year 19

3.5.7 Programming of financing

Done: D Yes D No Planned: D Yes D No  Year 19

3.5.8 Programming of the information-evaluation-control system

Done: D Yes D No Planned: D Yes D No  Year 19

3.5.2 Research programming

Done: [ | Yes ]:] No Plammed: [ _| Yes l:] No  Year 19

3.5.10 Programming of other areas (specify)

3.6 Short Term Programming

Done: D Yes D No Planned: D Yes D No Year 19___

Participation at local levels: D Yes D No D Partial
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4. ADMINISTRATION

Have goals been set for adequating the administration and the functioning of
the administrative services?

D Yes D No

4,1 Administrative reform

Is there a process of administrative reform of the public sector?

D Yes E_] No D Planned

Does the health sector participate in this process?
D Yes D No

Is there a process of administrative reform of the health sector?

D Yes D No D Planned, to begin in 19__

4.2 Administrative macro~- adequation
Have a sectoral diagnosis and an institutional analysis been made?

[] Yes [] vo [[] Planned to take effect in 19 _
Administrative macro-adequation

] ves D No [ ] Under way [ ] El]iaiugled’ to begin

4.3 Adequation of the sectoral administration

4.3.1 Intra-institutional restructuring of the Ministry(Secretariat)

[ Yes (1w [ under way [ E}laxfged’ to begin
Restructuring of other major institutions of the sector
[ ] Yes [(vo [ under way [ | E}lai“geds to begin

4,3.2 Organization of administrative services by operational levels
(central, regiomal, local, etc.)

D Yes []¥o []under way [ | ﬂarllged’ to begin
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4., ADMINISTRATION(continued)

4.3 (cont.)
4.3.3 Regulations
(a) Organic institutional regulations (study and adaptation)
D Yes D No D Under way [:l Planned,to begin in 19__

(b) Other regulations for internal management (study and
adaptation)

D Yes D No [:] Under way D Planned, to begin in 19

4.3.4 Restructuring and adequation of administrative services
(a) Personnel
D Yes D No D Under way D Planned, to begin in 19
(b) Budget
[:J Yes D No D Under way D Planned, to begin in 19
(¢) Accounts
D Yes D No D Under way D Planned, to begin in 19
(d) Supply
D Yes D No D Under way D Planned, to begin in 19 _
(e) Communications
D Yes D No D Under way D Planned, to begin in 19
(£) Transport
D Yes D No D Under way D Planned, to begin in 19
(g) General services

D Yes D No D Under way D Planned, to begin in 19
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4, ADMINISTRATION (continued)

4.3 (cont,)

4.3,5 Preparation and issue of administrative procedure manuals for
use at all levels of administration

[] Yes [1mo [] Under way E] Planned for the year 19__

Observations and comments:
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5. INFORMATION SYSTEMS

Have goals been established in connection with the organization and function-

ing of information systems?

D Yes l:] No

5.1 Organization of an information system

1:] Organized D Under way D Planned for 19 _ D No plans
5.2 Coverage of the system

Political-administrative [[] National [] partial [:]Mixed

Entire Some ins- .

Sectoral sector [ ] titutions [ Mixed

Program areas [] All programs [:]Some programs
5.3 Coordination of information systems

Intersectoral D Yes D Partial D No

Interinstitutional [] Yes E] Partial E] No

Between program areas [j Yes [] Partial [:]No
5.4 Establishment of information units

i nsti .

[] At sectoral level [j ?gvégiwﬁggﬁ%gnal [] At program level

5.5 Areas of information covered by the system

In oper-
ation

In process of
organization
5.5.1 Human resources

(a) Availability [ ]

[
L]

L]
Il
[

(b) Training

(c) Utilization

Goal of
the plan

None

[
[
[]

[
O
L]
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5. INFORMATION SYSTEMS (continued)

5.5 (cont.)

5.5.2 Material resources
(a) Availability
(b) Training

(c¢) Utilization

In oper~
ation

O
[
[

5.5.3 Financial resources

(a) Availability
(b) Utilization

5.5.4 Production of
Services

5.5.5 Epidemiological
surveillance

5.5.6 Environmental
sanitation

5.5.7 Programming and
administrative
control

5.5.8 Evaluation and
control of
specific
programs
(enumerate)

O 0O o g godg

aoooitd

In process of
organization

O 0O o o oo oodd

Oooood

Goal of
the plan

[
[
[

O 0O o of

L]

Oo0Oo0ooo o

None

[
[]
]

O O 0o oo

L]

HRERNENREEE
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5. INFORMATION SYSTEMS (continued)

5.5 (cont.)
In oper-
ation
5.5.9 Other areas
(specify)

Uoog

In process of Goal of
organization the plan None

0o

oot
00O O

5.6 Is there a system of regular phased reports for the activities and

control of the care units?

D Yes [:] No

[] Planned for 19 __

5.7 Does the information system use electronic computation for data

processing?

E] Yes [] No

] Planned for 19__

Observations and comments:
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6. HEALTH STATISTICS

and publishing the following statistics?

Type
a) Vital and population
b) Communicable diseases
¢) Health resources
Human
Establishments
d) Services and care
Hospitals
Other establishments
e) Envirommental health
£) Health investments (financial)
g) Administrative

h) Other

00 5

Oooooo oo

10l s

ODoooono oo

6.1 1Is there a system for registering, collecting, processing, analyzing

Planned (year)
U
o

(D19
[J19__

1o
] 1o
1o
19
[J19__
1o

6.2

Is there staff trained to collect, process and analyze the following

statistics?

Type

a) Vital and population
Professional
Technical

Auxiliary

Number
Satis~- Unsatis
factory factory

]
[
O

[]
[
[

Training
- planned
for:

19

——

19

19
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6. HEALTH STATISTICS (continued)

6.2

{cont.)

b)

d)

Communicable diseases
Professional
Technical
Auxiliary

Health resources

Human
Professional
Technical

Establishments
Professional
Technical
Auxiliary

Services and care

Hospitals
Professional
Technical
Auxiliary

Other establishments
Professional
Technical

Auxiliary

Number
Satis-~ Unsatis~
factory factory

]
]
[

HENEN oo g

oo

0
1
L1

L1

L OO

o oOogiu

Training
planned
for:

19

19

19

19

19

19
19

19

19
19

19__

19
19

19
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6. HEALTH STATISTICS (continued)

6.2 (cont.)

Number Training
Satis- Unsatis- planned

factory factory for:

e) Environmental health

Professional [j E] 19

Technical [] [] 19

Auxiliary Ej [] 19

f) Health investment

Professional ] ] 19

Technical ] ] 19

Auxiliary ] ] 19
g) Administrative

Professional ] ] 19

Technical ] ] 19

Auxiliary ] ] 19
h) Other

Professional ] A 19

Technical ] ] 19

Auxiliary ] ] 19

6.3 Availability of data

Type Yes No Planned

a) Vital and population Jw_ [ L1 19
b) Communicable diseases M [ ] 19 _
c) Health resources 11 [ ] 19_
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6. HEALTH STATISTICS (continued)

6.3 (cont.)
Type Yes No Planned
d) Services and care D 19 D D 19
e) Envirommental health [:] 19 E] [j 19
£f) Health investments [:] 19 [] [] 19
g) Administrative [:] 19 [] [] 19
h) Other 1w O ] 19
6.4 Coverage of the system Percentage Estimated
1971 1980

a)

b)

c)

d)
e)
)

g)
h)

Civil registers

Births

Deaths
Communicable diseases
Health resources

Personnel

Establishments
Morbidity (hospitalization)
Morbidity (outpatient treatment)
Services and care

Hospitals

Other establishments
Environmental health

Other
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6. HEALTH STATISTICS (continued)

6.5 TUtilization at national level
Improved use
Good Fair Poor planned
a) Civil registers
Births L] ] [] ]
Deaths ] ] [] [
b) Communicable diseases ] ] ] ]
¢) Health resources
Human U N A [
Establishments ] ] [l ]
d) Morbidity (hospitalization) ] ] [] 1
e) Morbidity (outpatient treat-
ment) ) ] ] L] []
£f) Services and care
Hospitals D D [l [:]
Other establishments ] ] ] ]
g) Envirommental health ] ] [] ]
h) Other D D D D
6.6

Coordination of information produced by public and private institutions

Good

a) Vital statistics
b) Communicable diseases
¢) Health resources

d) Services and care

OoOooOoguu

e) Environmental health

Fair

O O0nd

Poor

OO004dn
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7. DEVELOPMENT OF HUMAN RESOURCES

Have goals been established for developing human resources
under the Ten-Year Health Plan? [:]Yes

[] No

7.1 Manpower planning process

7.1.1 Integration with the health planning process
Goal of the
[] Yes [] Partial [:}Nb Ten-Year Plan [j Yes

7.1.2 Manpower development plan
Form- o Goal of the

In N
[] operation | |ulated [ |plan Ten-Year Plan [] Yes

7.1.3 Coordination with the national manpower development plan
Is there a national plan? [:]Yes [] No

Is there coordination? [] Yes [:lPartial

[] No

[] No

[] No

7.1.4 Participation by the universities in health manpower planning

Goal of the

|_—_-J Yes D Insufficient [:[ No Ten-Year Plan D Yes D No

7.2 Manpower training program

7.2.1 Updated inventory of human resources (type, numbers, distribu-

tion, and employment)

[] Exists [] Does not exist [] Under way'[]Planned for 19

7.2.2, Projection of manpower requirements for the expansion of the

objectives of the heaith pilam -

E] Made D Not made D Under way D Planned for 19 __

7.2.3 Design and utilization of personnel modules to miximize the

efficiency of services

Design [] Yes [j No [] Planned for 19___

Utilization: D Yes D No D Planned for 19 _

7.2.4 Creation of new categories of personnel

Under

J:] Yes [:]No [:] Consideration [] Planned for 19

7.2.5 Determination of the productive capacity of personnel training

institutions
Under

[] pone D Not done D consideration D Planned for 19
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7. DEVELOPMENT OF HUMAN RESOURCES (continued)

7.2 (cont.)

7.2.6 Determination of the capacity of the country's health services
to absorb manpower
Under
f_—_[ Done D Not done D consideration D Planned for 19

7.3 Determination of personnel training goals

Type of Goal Country
Resources Indicator Regional {8tatus {Plannedlcoal
Plan in in for
1971 | 1974 |1980
Professionals
Medicine Physicians per 10,000 inhab. 8
Dentistxy Dentists per 10,000 inhab. 2
Nursing Nurses per 10,000 inhab. 4.5
Veterinary Number to be trained 18,000
Sanitary
Engineering " won " 3,200
Statistics " non " 300
Medical Register " "won " 100
Planning " non " 3,000
Administration " mon " 3,000
Information " won " 1,000
Epidemiology -
Psyquiatry -
Psyquiatric
Nursing -
Occupational
Therapy -
Nutrition -
Laboratories -
Health Education -
Radiology -
Others (specify)
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7.

DEVELOPMENT OF HUMAN RESOURCES {(continued)

7.3 (cont.)

Type of Goal Country
Resources Indicator Regional |StatusPlanned] Goal
Plan in for for
1971 } 1974 | 1980
Intermediate level
Nursing -
Sanitation -
Medical registers | Number to be trained 4,000
Statistics " "won " 250
Laboratories -
Radiology -
Other (specify)
Auxiliares
Nursing Auxiliares per 10,000 inhgb. 14.5
Animal healfh Number to be trained 30,000
Statistics " wow o on 40,000
Laboratories - ;
Radiology -
Dentistry Auxiliares per 10,000 inhab. 2.2

Other (specify)




- 58 -

8. DEVELOFPMENT OF PHYSICAL RESOURCES

Have goals been established for the installation, maintenance, replacement,
conversion, etc. of physical resources?

[j No E] Yes (specify)

8.1 Inventory of premises and installations for public health care

[:]None E] Not up-to-date [] up dated [] Planned for 19

8.2 1Installed capacity development plan

[] Exists [] Does not exist [] Planned for 19

8.2.1 Investment plan

Does not Series of Planned for
[] Exists [] exist E] isolated plans [:}the year 19__

8.2.2 Outcome of services plan

D Yes D Partially D No D Planned for 19 __

8.2.3 Content

Rehabilitation of Expansion and
[:]NEW constructions [j installed capacity [:]conversion

8.3 1Installation of premises for the functioning of elementary units
Number of premises functioning in 1971: (100%)

1974: ( %) 1977: C % 1980: ¢ %
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8. DEVELOPMENT OF PHYSICAL RESOURCES (continued)

8.4 Installation of beds
8.4.1 General hospital beds. Number available in 1971 (100%)
1974 (% 1977: _ (%) 1980: ( %)
8.4.2 Specialized hospital beds.
Number available in 1971: __  (100%) 1974: (%)
1977: « % 1980: « %
8.5 Beds for chronic cases used for acute cases
Number of beds for chronic cases in 1971: (100%)
Used for acute cases, up to: 1974: ¢ %
1977: C %
1980: C %
8.6 Maintenance systems

Specialist maintenance staff per 100 beds in hospitals with more than
100 beds

1971 1974 1977 1980
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9. FINANCING

9.1 Programs for the analysis of financing and expenditure
D In operation L—_[ Non-existent ] Planned for 19 __
9.2 Analysis of production functions
For certain For certain
D For the sector D institutions I___] establishments D None
[ ] Planned for 19 __ (specify)
9.3 Budget of current public sector expenditure assigned to the health
sector (%)
In 1971: % In 1974: % Planned for 1977: % 1980: %
9.4 Community self-help programs

D Exist D Do not exist D Are planned for 19
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10. LEGISLATION

Have bills for legislation been drawn up as goals for the Health Plan?

D Yes D No

10.1 Compilation and analysis of existing legislation

[] Yes [] No [] Under way [] Planned for the year 19

10.2 Has legislation been introduced?

[] Yes [] No [] Planned for the year 19

Observations and comments:
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11. RESEARCH

Have proposals been put forward which could be regarded as goals for the
Ten-Year Plan in the research area?

[:]‘Yes [:] No

11.1

Definition of a research policy for the health sector, in keeping with
the health policy and with the national policy for scientific and
technological development (if any)

Does not Under __ Goal of
L] Exists [ ] exist ] consideration || the Plan

11.2

Inventory of development research (basic, clinical, epidemiological,
administrative and methodological)

E] Exists E] Does not exist [] Goal of the Plan

11.3

Design and development of research programs in the defined priority
areas of the health policy

[] Being developed [] Non-existent [ ] Goals of the Plan

11.4

Coordination between the various research units and the health service
system

[j Exists [:]Does not exist E] Goals of the Plan
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2.2.2 GUIDELINES FOR THE COLLECTION OF INFORMATION
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0. LIFE EXPECTANCY AT BIRTH: Overall goals

Life expectancy at birth is the average number of years a
newborn child is expected to live, assuming that the population to which
the child belongs maintains during the course of his/her life the age-
specific mortality situation prevailing at the time of birth. Although
expressed in terms of years of life, life expectancy is the resultant of
the incidence of mortality in the various age groups within the population.
It is calculated on the basis of the age-specific mortality rates. Which
like other population variables are closely bound up with virtually all the
components of social life within the health ecosystem. Hence life expec-
tancy at birth is regarded as a useful general indicator of development
and in particular of the health status of the population, enabling the

health sector to concentrate its efforts on reducing the risk of mortality
at certain ages from certain diseases.

The strategies for reducing child mortality and malnutrition and
the incidence of infectious and parasitic diseases mainly affecting certain

age groups can have an appreciable influence in increasing life expectancy
at birth.

The regional goal for the ten-year period is to achieve an in-
crease of five years in countries where at the beginning of the period

life expectancy was under 65 years and an increase of two years in countries
where it was between 65 and 69 years. .

Life expectancy at birth should be calculated for 1970, and the
figure laid down as a goal for 1980 should be indicated also. 1In addition,

the strategies proposed for achieving the increase should be briefly
outlined.
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I. SERVICES TO INDIVIDUALS

A, COVERAGE

Coverage of any service means the number of persons who receive
or potentially may receive the service if they need it, either in the
establishment in which the care unit providing the service usually func-
tions, i.e. by persons going to the unit, or at home or in any other
place, i.e. by the unit going to the persons.

The estimation of the coverage of a service may prove very com-
plicated especially if the aim is to obtain very precise figures. Since
there is no need for great precision, the Ten-Year Plan uses indirect
methods of estimation through the so-called "potential care capacity"
which is the number of persons which a care unit can cover in normal
circumstances, providing them with the services fixed by existing
standards.

One of the most important targets of the Ten-Year Plan is the
extension of the coverage of all types of health services. With a view
to dealing with this problem in a systematic manner and on the basis
of the situation observed in the countries of the region, this target
has been broken down into three broad categories of services: minimum,
basic, and specialized. These categories reflect a certain growing
scale of complexity both of the activities which constitute the service
and of the human and technological resources employed to provide it.
They also reflect the increasing size of the localities served, follow-
ing a concept of regionalization of care which facilitates patient
referral, supervision and so on.

Many countries have systems organized in this way and also
classify their establishments according to definite levels of complex-
ity. Even though the names "minimum'', "basic" and "specialized" may
not actually be used, the concepts are easily translatable so as to
conform to the definitions of the Ten-Year Plan.

Minimum services of integral health care are provided by
ELEMENTARY UNITS which are able to provide: out-patient care in cases
of emergency to mothers and children under five, including food, nutri-
tion, family and community education for hygienic living; vaccinations;
basic envirommental sanitation services; primary registration of sta-
tistical data; and the referral of patients to more complex units. Such
elementary units are manned by auxiliary personnel trained and supervised
by higher-level staff., Their maximum capacity is 5,000 inhabitants.

At the moment, the Americas region coverage with minimum ser-
vices of this kind is close to 90% of the population living in local-
ities between 2,000 and 20,000 inhabitants and less than 20% in local-
ities with under 2,000 inhabitants., It 18 estimated that localities of
more than 20,000 inhabitants are already covered by these services
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or other more advanced services, The Ten-Year Health Plan proposes as

a regional target to extend the coverage with minimum services to 100%

of the population living in localities of between 2,000 and 20,000 in-

habitants and to 100% of the accessible population living in localities
of less than 2,000 inhabitants.

Basic services are provided by care units which are more complex
than the elementary units. They comprise:

- For localities between 2,000 and 20,000 inhabitants, general
care of the sick, mostly out-patients; school health; research,
diagnosis, treatment and control of communicable diseases; gen-
eral epidemiological vigilance; laboratory services; community
nursing services; registration of statistical information;
supervision of smaller units; and referral of patients to more
specialized units. The environmental sanitation activities are
more complex than in the elementary units. Health units carry-
ing out basic activities have greater installed capacity and
more advanced human resources. They have transport facilities
and a number of hospital beds for general purposes. They have
a capacity for dealing with 10-15,000 inhabitants.

-~ For localities between 20,000 and 100,000 inhabitanis, basic
services are the same as those for localities between 2,000 .
and 20,000 with the added feature of a greater diversification
of hospital beds and a greater complexity of health units;
they have more extensive facilities for providing environmental
sanitation services (water, sewage, food inspection, occupa~-
tional health, etc.) The localities in which these basic units
are situated can also perform administrative health functions
as major towns of health areas or regions. The potential
coverage of each basic unit of this kind is 15~20,000 persons.

-~ For localities of more than 100,000 inhabitants the health
units fulfill the same functions as those already mentioned,
but they also provide additional specialized services and a
greater differentiation between out-patient and in-hospital
treatment. These units have installations similar to those
at the intermediate level (covering 15-20,000 inhabitants)
but they also have more advanced supplementary and final ser-
vices so as to fulfill the functions assigned to them by the
central administration. These comprise: central diagnostic
lgboratories; production and control of biologicals and drugs;
training centers for health personnel; specialized centers or
institutes for investigation and referral, etc.

It is estimated that at the moment there are 16 countries in the
region which have a health center for each 10,000 persons serving local=-
ities between 2,000 and 20,000 inhabitants. On the other hand, in another .
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ten countries there are only 2,200 health centers serving these numbers
and they would need 1,000 more centers to attain the coverage of 10,000
persons per center, 1In localities of more than 20,000 inhabitants it

is estimated that at present a potential coverage of 100% has been at-
tained by means of existing health units. It remains merely to achieve

a greater rationalization in the siting of these units and in their
productivity, and also to extend the coverage of specialized services,
according to the needs of each country. For this reason, the regional
target is to cover 1007 of the population living in localiiies of between
2,000 and 20,000 inhabitants.

Specialized services are in practice incorporated in the basic
care units and they provide a greater variety of treatment according
to the type of specific pathology they serve or the type of support
activity they perform in the final-care stage. As may be seen from the
description of basic services, as the population to be served increases
in size, the basic services become more complex and can provide more
varied and more specialized treatment.

1. MINIMUM SERVICES

The target of the Ten-Year Plan is to attain a coverage with
minimum services of 100% of the accessible population living in local-
ities of less than 2,000 inhabitants. The natural indicator should be
the percentage of this population covered by minimum services or a
quotient whose calculation requires the determination of (a) the numer-
ator of the population covered and (b) the denominator as the accessible
population. The numerator may be obtained by adding the populations of
the localities of less than 2,000 inhabitants which have elementary health
units, or, if the potential care capacity of the elementary units is
known, by the number of elementary units. For the denominator, on the
other hand, we need a definition of "accessibility'". This may vary
considerable from country to country, although general agreement should
be possible on the criterion of physical accessibility to a given ser-
vice. For example, we can take the material possibility, within a given
period of time¥*, of persons needing care gaining access to the unit
providing it or for the staff of the mnit to bring the care to their
home.

This criterion is very useful when it applies to already estab-
lished units but it canmmot be used easily in the case of non-existent
units. The installation of a new unit, whatever its location in a rural
area, becomes immediately accessible to the population it is designed

* For example, two hours by the normal means of transport in the area.
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to serve, a population which, according to the criterion mentioned,

was not accessible previously. These considerations make it desirable
to distinguish between (2) the population served #nd automatically ac-
cessible; (b) the population not served and potentially accessible through
the installation of care units, provided they conform to standards of
efficiency previously laid down for such units (for example, whether the
minimum population to be covered is 1,000, 500 or 800 persons); and (c)
the inaccessible population (considered as such by a decision of the
policy-making health body concerned) to which the services cannot be
provided without an effort not compatible with the criteria of efficien-
cy or feasibility established.

The estimation of the accessible population i.e. the sum of (a)
and (b), requires an analysis of the geographical distribution of the
population and the establishment of criteria for determining the acces-
sible population.

To obviate differences between countries as regards the defini-
tion of accessibility that may be adopted, another indicator will be
used in addition to that based on accessibility. This will be "pop-
ulation served by the elementary unit" and will provide a quick and
practical view of the manner in which efforts are being made to achieve
greater coverage,

The form must be filled out as follows:

1.1. Definition of "minimum services"

Put an "x" in the appropriate box if a national definition of
minimum services exists (or not). If a definition exists, give a brief
summary of it. It is possible that the concept of minimum services
used in the Ten-Year Plan and described above differs from the national
definition. Tt must be borne in mind that services of this kind are
designed mainly for the rural population of a country and hence in all
probability they are provided essentially by the State, which is likely
to have a clear definition of them (Example: out-patient care of urgent
cases, vaccinations, care of pregnant women, etc.)

1.2. Definition of "elementary units"

Put an "x" in the appropriate box if a national definition of
"elementary unit'' exists (or not). Give a brief indication of the
definition and include the number and type of persomnel employed in
the unit and its most important resources. Indicate also, if the figure
has been determined, the number of persons assigned for coverage by the
unit. This is known in the Ten-Year Plan as ''potential care capacity"
and for the elementary unit and the minimum services under the Plan
has a maximum of 5,000 persons.
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1.3. Definition of "accessibility"

Put an "x" in the appropriate box if a definition of "accesible
population' or "inaccessible population” has been adopted (or not).
Then state what the definition is.

1.4, Estimated population of localities of less than 2,000
inhgbitants

Most of the coumtries have recent census data, Estimates will
have to be made for the years 1971, 1974, 1977 and 1980 (in mid-year).
The scattered population must be included if it does not appear in the
figures for localities.

1.5. Actual or potential accessible population

If it has been determined that an inaccessible population exists
and if it has been defined, it will be possible to subtract the total
inaccessible population from the total estimated population (1.4).
Estimates will be required for 1971, 1974, 1977 and 1980.

1.6. Number of elementary care units

This is the number of units that were operating in 1971 and
in 1974 and the number planned to be operating in 1977 and 1980. 1In
order to determine this number, a list of localities will be necessary,
with indication of the size of the population where the elementary units
are operating, and a list of localities which will have such units in
operation in 1977 and 1980, If a locality has a unit of greater com-~
plexity than that defined as an elementary unit, it must be counted as
an elementary unit.

1.7. Population served

This is the total population of all the localities where an
elementary unit is operating. It is obtained by adding together the
populations of the list of localities mentioned in (1.6) and this will
give the actual population served in 1971 and 1974 and the population
it is plammed to serve in 1977 and 1980.

1.8. Population served by each elementary unit

This is an average figure obtained by dividing the population
served (1.7) by the number of elementary care units (1.6). This is
an indicator of coverage: the smaller the coverage the greater the
indicator and vice-versa. The analysis of this indicator must envisage
the possibility of determining values situated between 'normal" or
"optimum" limits, since very high values may indicate low-quality care
or a population actually not served whereas very low values may indicate
low yields.
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1.9. Accessible served population (%)

This is the population served (1.7) divided by the real or

potential accessible population (1.5), multiplied by 100. The regional
target is to achieve 100%.

2. BASIC AND SPECTALIZED SERVICES

The regional target for coverage with basic services is 100%
of the population living in localities with more than 2,000 inhabitants.
Generally spegking, it is considered that the population living in lo-
calities of more than 20,000 inhabitants has already attained this target
coverage; hence, the target relates mainly to the population living in
localities of between 2,000 and 20,000 inhabitants.

2.1, Definition of "basic services"

As already mentioned, basic services are defined as being in-
creasingly complex as the size of the localities in which they are
situated also increases. Many countries have definitions of the wvarious
types of service which its health centers, hospital, etc., provide for

the population. It is hereby requested that if such definitions exist
they sould be briefly stated.

2.2, Definition of “care units"

Care units providing basic services are establishments of dif-
ferent degrees of complexity which in many countries are described
according to their functions. For example, they may be called '"Health
Center type A, B, C', etc., minumum-care hospitals, general hospitals,
regional hospitals, speciallzed hospitals, etc. It is requested that,
if a definition of the different kinds of unit exists, it be given as
briefly as possible. A note should also be made of the care capacity
of each basic-care unit, if it has been determined.

2.3. Localities of 2,000-20,000 inhabitants

For these localities the following information must be obtained:

2.3.1, Total population living in these localities

This is an estimated which must be obtained for 1971
and 1980,

2.3.2, Number of basic-care units

A note will be made of the number of units as defined
in (2.2.).
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Percentage of the population served by these units

The total population served will have to be determined
first., For 1971 and 1974 this information may be obtained
by taking a list of the localities having these units and
adding their populations. If a locality has a population
greater than the potential care capacity of the unit or
units situated in it, only these potential capacities
should be added and not the total population of the local-
ity. For 1977 and 1980 the potential capdacity of the new
units being plamned will be added to the population, or,
if the infcrmation is available, the estimated population
of the localities themselves.

Number of beds of all types in these localities

This is the simple total of all the existing hespital
beds available in all the care units in 1971 and 1974
and those planned for 1977 and 1980,

Beds per 10,000 inhabitants

This is the ratio between the number of beds (2.3.4.)
and the population estimated in (2.3.1.), per 10,000.

Percentage of "specialized" beds

This is an indicator which seeks to give an idea of the
degree of specialization of services. It is not easy

to measure this degree of specialization without resort

to somewhat more complicated techniques than those we
wish to use in this evaluation. Hence, we have chosen
this rough indicator which is relatively easy to obtain.
"Specialized" beds will include all those which are not
undifferentiated general beds (such as those in small
hospitals) nor beds used for the so-called basic special-
ties (medicine, surgery, pediatrics and obstetrics) in
general hospitals. On the other hand, all beds assigned
to clearly defined hospital services such as traumatology,
cardiology, urology, opthalmology, etc. will be considered
specialized. 1In hospitals specializing in obstetrics and
pediatrics, only the beds that can be identified as belong-
ing to specialized services will be comnsidered as special-
ized beds.

Localities of 20,000-100,000 inhabitants

For these localities the following information must be obtained:
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2.4.1, Total pupulation living in these localities

This is an estimate that must be obtained for the years
1971, 1974, 1977 and 1980.

2.4.2, Number of basic~care units

A note will be made of the units existing in 1971 and
1974 and those plamned for 1977 and 1980.

2.4,3. Percentage of the population served by these units

(See the explanations in (2.3.3.).

2.4.4., Number of beds of all types in these localities

These are the beds available for hospitalization in
1971 and 1974, with the addition of those projected
for 1977 and 1980,

2.4,5, Beds per 10,000 inhabitants

This is the ratio between the number of beds (2.4.4.)
and the population estimated in (2.4.1.).

2.4,6, Number of specialized beds per 100 beds of all types

This is calculated in the same form as (2.3.6.).

Localities of 100,000 inhabitants and up

For these localities the following information must be obtained:

2.5.1. Total population living in these localiliies

This is an estimate which must be obtained for 1971,
1974, 1977 and 1980,

2.5.2. Number of basic-care units

A note will be made of the units existing in 1971 and
1974 and those projected for 1977 and 1980,

2.5.3. Percentage of the population served by these units

The same calculation for (2.3.3.) and (2.4.3.). In

general, it is hoped that these populations are 100%
covered by basic services.
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2.5.4, Number of beds of all types

This is the sum of all the available hospital beds in
all the care units existing in these localities in 1971
and 1974 and those projected for 1977 amd 1970,

2.5.5. Beds per 10,000 inhabitants

This is the ratio between the number of beds (2.5.4.)
and the population estimated in (2.5.1.) per 10,000,

2.5.6. Percentage of "specialized" beds

Calculated in the same way as (2.3.6.).

B. COMMUNICABLE DISEASES

The reduction of morbidity and mortality through the control
and eradication of communicable diseases is a major target of the Ten-
Year Health Plan for the Americas. The achievement of this target
depends on the achievement of other intermediate targets of a general
nature, such as the operation of epidemiological surveillance units, the
training of human resources, research, the formulation of strategies,
programming and so on, These targets are dealt with separately in the
areas of infrastructure and general intermediate services of health
systems. The overall target also is related to the specific targets
for each one of the communicable diseases.

The targets are regional because all the diseases considered
constitute risks of some kind in all or some of the countries. Each
country must set its own targets for the diseases which are prevalente
or which entail rigks for its population. For each one of the diseases
indicators are proposed. They are not designed as a means of evaluating
the specific disease campaigns but of giving a general picture of the
projected levels of morbidity and mortality and of the effort planned
to attain them. For this purpose minimum indicators for each disease
have been chosen. They seek to establish what final results are sought,
what operational means are to be used to achieve these results and what
the total effort will be. For example, in the case of a disease such as
smallpox preventable by vaccination, the target of the Ten-Year Plan is
to reduce mortality to a rate of less than 1 per 100,000 inhabitants.
This would be a final result. To achieve this target, it is considered
necessary to give three doses of DPT vaccine to 807 of children under
five, This would be one of the operational means employed. Finally,
in order to give three doses to 80% of the children, a total of "x"
doses will be required, which is expressed in terms of concentration
or as the average number of doses for each child under five.
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For each one of the diseases considered, after the name appearing
in colum (1), there are two boxes where an "x'" must be placed depending
on whether or not the country has set targets within the Ten-Year Plan
either as a result of a health policy decision or because the disease
does mnot exist or does not represent a problem for the country.

Columm (2) includes the indicators selected for evaluation and
explained below. Columm (3) gives the agreed target for the region under
the Ten-Year Plan. Of course, there are some indicators for which there
are no specific targets under the plan but which are considered necessary
for evaluation. Colum (4) gives the position of the indicator in 1971,
the initial year of the decade covered by the Plan, Probably, all the
statistics and information necessary to fill this columm are now available.

The last colum, (7), will show the target which has been fixed
for each omne of the indicators in 1980 and which will be the subject of
the final evaluation of the Ten-Year Plan. The intermediate columms (5)
and (6) are forecasts at intermediate points during the period. These
will allow, where necessary, the effort made during the two last three~
year stages to be measured.

1. SMALLPOX

The smallpox eradication program initiated in 1967 yielded the
results expected because since April 1971 no new cases have been reported
in the countries of the continent. The attack phase seems to have been
successful but the maintenance phase varies widely, depending on the
way in which the national health services are organized and the emphasis
each one places on this problem.

1.1. Incidence

The regional target is the maintenance of eradication, i.e. the
non~-recurrence of smallpox cases. It is assumed that this minimum target
will be adopted by each country.

1.2, First vaccinations per 1,000 inhabitants

This is an indicator of the operational results for the mainte-
nance phase of an eradication program. The vaccination programs carried
out had a certain coverage, there remaining about 20% non-vaccinated
persons, although it is not known whether all this group may not have
been vaccinated before. If it is assumed that most of them were not
vaccinated and if the children being incorporated into the population
are added to them, the number of mon-vaccinated persons may be roughly
estimated. A maintenance program of eradication would imply mainly the
vaccination of this group of the population and hence a useful indicator
would be the annual number of first vaccinations per 1,000 inhabitants
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which each year must be greater than the birth rate if the aim is to
cover not only the population which is added each year but also the
older persons who have not been vaccinated.

2, MEASLES

2,1, Deaths per 100,000 inhabitants

The regional target is the reduction of the rate of mortality
to not more than 1 per 100,000 inhabitants. Each country will decide
on the target for 1980 and will note it down in terms of the rate it
expects to achieve. Similarly, each country will obtain the informa~
tion for 1971, noting it in colum (&4). If they exist, forecasts of
this rate in 1974 and 1977 will be noted in colums (5) and (6) respec-
tively. It is important to point out that the statistics of mortality
from measles may be inaccurate in some countries where the medical reg-
istration of causes of death 1s deficient in coverage or quality, Care
must be taken to make the necessary corrections to these rates.

2.2, Percentage of children under five vaccinated

The regional target is to vaccinate 80% of the children under
five and to maintain this percentage each year. The national target
percentage of children vaccinated according to mational vaccination
standards will be noted in colum (7). Columm (4) will show how many
of these children were vaccinated in 1971, The forecasts for 1974 and
1977, 1f they exist, will be noted in columms (5) and (6).

3. WHOOPING COUGH

3.1. Death per 100,000 inhabitants

The regional target is to achieve a mortality rate of less than
1 per 100,000 inhabitants. The national mortality rate must be noted
in colum (7). The rate observed in 1971 will be noted in columm (4).
If there are forecasts of these rates for 1974 and 1977, these will be
noted in columns (5) and (6).

3.2. Percentage of children under five vaccinated with
complete doses

The regional target is to vaccinate 80% of children under five
and to maintain this percentage every year. Column (7) will show the
national target, i.e. the percentage of children under five vaccinated
with complete doses according to the mational standard and those receiv-
ing booster shots. The percentage achieved in 1971 will be shown in
colum (4) and the forecasts for 1974 and 1977 - if they exist - will
be given in colums (4) and (5).
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given by the number of children.
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Concentration

This is the average number of doses given to each child under

This indicator is obtained by dividing the total number of doses
In certain circumstances this indicator

is easier to obtain than (3.2) since it only requires a knowledge of the
total doses of vaccine given, whereas indicator (3.2) requires the main-
tenance of a good vaccination register, which is not always the case.

4.2.

4.3-

5-

5.1.

case per 100,000 inhabitants.
must be noted in column (7).

TETANUS

Deaths per 100,000 inhabitants

The same directions as for whooping cough. See (3.1).

Percentage of children under five wvaccinated with

complete doses

The same directions as for whooping cough. See (3.2).

Concentration

The same directions as for whooping cough. See (3.3).

DIPTHERIA

Incidence: cases per 100,000 inhabitants

The regional target is to achieve an incidence of less than 1
The national target, if it has been fixed,
The incidence of diptheria in 1971 will be

annotated in colum (4) and forecasts for 1974 and 1977 in colummns (5)
and (6) respectively.

5.2.

5.3.

6.1.

Percentage of children under five vaccinated with complete
doses

The same directions as for whooping cough. See (3.2).

Concentration

The same directions as for whooping cough. See (3.3).

POLIOMYELITIS

Incidence: cases per 100,000 inhabitants

The regional target is to bring the level of incidence to below
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1 case per 100,000 inhabitants., Directions are the same as those for
diphtheria. See (5.1).

6.2. Percentage of children under five vaccinated with complete
doses

Same directions as for whooping cough. See (3.2).

6.3. Concentration

Same directions as for whooping cough. See (3.3).

7. TUBERCULOSIS

Generally speaking, tuberculosis is declining. However, the
size of this problem can be estimated more accurately only on the basis
of mortality data, since there are no reliable data on morbidity or the
extent of the infection. For this reason, the Ten-Year Plan has adopted
the mortality rate as an indicator of results and has chosen certain other
indicators of operational results and of the effort put forward. These
may provide a general view of the tuberculosis situation and of the fight
against it on the continent based on the consolidation of that situation
and activities in each country.

7.1. Deaths per 100,000 inhabitants

The regional target is for each country to reduce the rate of
mortality from tuberculosis by percentages between 50% and 65%. Columm
(4) will show the 1971 rate of mortality from tuberculosis per 100,000
inhabitants., Columm (7) will show the target rate for 1980 and the per-
centage this represents of the 1971 rate.

7.2, Incidence: mnew cases confirmed bacteriologically
per 100,000 inhabitants

There are no regional targets for incidence. However, countries
should consider the use of this indicator of morbidity whose greater ac-
curacy will depend on the effort made to carry forward an organized and
coordinated program and a good system of surveillance and notification.
The 1971 rate will be given in column (4) and the target rate in columm
(8). Columns (5) and (6) will show the 1974 and 1977 forecasts, if they
exist.

7.3. Percentage of minors under 15 vaccinated with BCG

The regional target is a level of 807 of children under 15 vac-
cinated with BCG and the maintenance of this level one year after it has
been attained by vaccination of one~year olds and the high-risk population.
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The percentage achieved in 1971 will be noted in column (4), the target

for 1980 in column (7) and the 1974 and 1977 estimates, if any, in columms
(5) and (6).

7.4, Percentage of known cases under treatment

The regional target is to provide treatment for all known cases
of tuberculosis. This target implies the existence of a case register
for determining whether patients are under treatment or not. This in-
dicator is an excellent one for revealing operational resulcs since the
scope of treatment may be expected to have positive effects on the reduc-
tion of the problem. It is also an excellent indicator of the efforts
made, because the greater the proportion of cases under treatment, the
greater the effort being made to detect and treat them; this indicator
is always combined with the indicator reflecting efforts to detect new
cases. Put in columm (4) the percentage observed or the best possible
estimate. The target for 1980 will go in columm (7) and the forecasts,
if any, for 1974 and 1977 in columms (5) and (6).

7.5. Percentage of known out-patients

The regional target (90%) reflects the aim of changing the em~
phasis from hospital to out-patient treatment. Note the 1971 position,

the 1980 target and the 1974 and 1977 forecasts in the appropriate
colums.

7.6. Bacilloscopic examinations for the diagnosis of tuberculosis
per 100 consultations

This is also an indicator of effort. The target of the Ten-Year
Plan is to give one bacilloscopic examination to 60-75% of persons with
respiratory symptoms of more than four weeks' duration. The statistics
for hospital morbidity do not easily reveal this information., Hence this
indicator has been replaced by another less revealing but easier to obtain:
this is the simple total of the bacilloscopies as a percentage of the total
number of first-time consultations. This indicator may be obtained more
easily when there is an ldea of the proportion of consultations for res-
piratory infections. Countries with more information may study this in-
dicator with a view to a better formulation of their target for 1980,
The figure observed in 1971 will be noted in columm (4) and the forecasts
for 1974 and 1977, if any, in columms (5) and (6).

7.7. Beds in tuberculosis hospitals

This is the proportion (%) which these beds represent of the
total beds in the country. The general trend is towards the reduction
of the number of beds in these hospitals. Preference is given to out-
patient treatment of cases or to their treatment in general hospitals.
There is also a tendency to use for general medical care beds formerly
set aside for the specialist treatment of tuberculosis, Note the
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percentage observed in 1971 in column (4) and any possibility of change

as the target for 1980 in column (7). TForecasts for 1974 and 1977 will

be noted in columms (5) and (6). The calculation of the target for 1980
and the forecasts for 1974 and 1977 must take into account not only the

possibility of reducing the number of beds in tuberculosis hospitals but
also the forecasts of new general beds for those years.

8. ENTERIC INFECTIONS

This group of diseases is of great importance for Latin America:
they are the main cause of mortality among the infectious and parasitic
diseases, This group includes the typhoid and paratyphoid infections
and a large number of other types of infection which cause the greatest
ravages among children under the general heading of diarrhea. 1In spite
of their importance, the indicators are solely based on the reduction of
mortality rates, since the efforts to combat enteric infections are in-
cluded in targets to be achieved in a series of other fields such as med-
ical care, epidemiological surveillance, water supply and excreta disposal,
feeding and nutrition, etc.

8.1. Deaths per 100,000 inhabitants

The regional target is the reduction of mortality from all en-
teric infections to a rate 507% lower than the 1971 rate. The mnational
target for 1980, the 1971 position and the forecasts for the intermediate
vears must be noted in the respective columms,

8.2. Deaths from diarrhetic infections among children

No specific regional target has been set for this type of mortal-
ity. However, since deaths from this cause are the most frequent of all
those originating from enteric diseases, the regional target is no less
than a 507 reduction in the mortality rate per 100,000 children under
five. Countries will fix the target for 1980 and note it in the appro-
priate columm. The 1971 position and the forecasts for 1974 and 1977,
if any, will be noted in the appropriate columms.

8.3. Cases of typhoid and paratyphoid per 100,000 inhabitants

The regional target is also the reduction of the mortality rate
by 50%. The target and the national estimates must be noted in the
appropriate columms.

9. VENERAL DISEASES

The regional targets are to reduce the incidence of veneral
diseases, in particular syphilis and blennorrhagia. This entails plans
for developing and improving control programs, epidemiological surveil-
lance, improved laboratory services, health and sexual education and
research into control methods. The indicators chosen are as follows:
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9.1. Incidence: cases of syphilis per 100,000 inhabitants

The rate observed in 1971, the target proposed for 1980 and

forecasts for the intermediate years will be shown in the appropriate
columns.

9.2, Incidence: cases of blennorrhagia per 100,000 inhabitants

Same as for syphilis. See (9.1).

9.3. Contacts investigated per 100 contacts declared

This is an indicator of the effort made by the control programs.
The figure may be obtained only if there are programs for registering
this information or if there are reliable estimates which can be used
to establish efficiency targets in the detection of cases among contacts.

The estimate of the percentages and the target proposed must be noted in
the appropriate columms.

10. YAWS

There are few countries in the region where this disease is still
prevalente., The regional target is to eradicate it. The indicator is
the incidence or the number of cases per 100,000 inhabitants. Countries
having this problem will fix their own targeti.

11, PINTA

Although the incidence of this disease is decreasing, it still
exists, mainly in two countries of the Americas. The regional target
is its eradication. The countries where it is still endemic must fix

their own targets, in terms of incidence or the number of new cases per
100,000 inhabitants.

12, LEPROSY

Leprosy still persists as a problem in the Americas although in -
some countries the disease seems to be under control, The recommendations
of the Ten-Year Plan stress the improvement and organization of control
programs, the development of clinical and rehabilitation services, research -
and epidemiological vigilance. Besides these general activities, the tar-

gets established relate to the following fields in which indicators have
been fixed:
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12.1. Prevalence: number of sick per 100,000 inhabitants

The regional target is the reduction of prevalence. The coum~
tries where this disease is a problem must fix their own targets.

12.2. Incidence: mnew cases per 100,000 inhabitants

The regional target is also reduction., Each country must fix
its own targets.

12.3. Percentage of infectious cases under treatment

The regional target is to provide treatment for 100% of the in-
fectious cases (lepromatoses, dimorphes and indeterminate cases). The
calculation of this indicator requires case registration which can
provide this type of information in order to establish the base line
in 1971 and the target for 1980.

12.4, Percentage of contacts subject to surveillance and treatment

The proposed regional target is to keep under surveillance and
treatment at least 75% of the contacts. Each country will fix its own
target. Emphasis is again laid on the need for proper registers of
patients and active programs for the location and investigation of
contacts.

13, LOUSE-~-BORNE TYPHUS

Louse~borne typhus continues to be an endemic disease in various
countries of the Americas. The Ten-Year Plan proposes activities related
to epidemiological surveillance in the affected countries, the develop-
ment of research on vaccines and the registance of wvectors to insecti-
cides and the improvement of laboratory services for the diagnosis of
rickets. The only indicator chosen for this disease is the incidence
(number of new cases per 100,000 inhabitants) and countries may fix their
own targets for reduction.

14, SCHISTOSOMIASIS

There are various countries in the region where this disease is
endemic., The recommendations of the Ten-Year Plan stress the need for
research to determine more accurately the incidence of this disease,
to find drugs to combat it and to establish methods of control and eval-
uation. The only target proposed is the reduction of its prevalence.
The countries affected must fix their own targets in terms of prevalence
per 100,000 inhabitants.
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15. ONCHOCERCTASIS

This disease is endemic in three countries of the region. The
recommendations of the Ten-Year Plan are concerned mainly with better
research into control methods and particularly the reduction of sandfly
density to levels which preclude trasmsmission. The target proposed is
the reduction of incidence (new cases per 100,000 inhabitants).

16. CHAGAS' DISEASE

This disease is widespread in extensive rural areas of the
Americas. The recommendations of the Ten-Year Plan stress the organiza-
tion of control programs and the investigation of methods and procedures
for the study of its epidemiological characteristics, the standardization
of laboratory techniques and the real evaluation of the problem. The only
indicator proposed in that of incidence (new cases per 100,000 inhabitants)
and the regional target is reduction of the disease, The countries affected
will fix their own targets.

17. JUNGLE YELLOW FEVER

The targets of the Ten-Year Plan relate to the reduction of mor-
bidity and mortality rates by intensifying immunization programs among
populations most exposed to risk, i.e. those living in the jungle areas
of the enzootic zone and persons entering it. The only indicator adopted
is the incidence and the aim is to reduce it to the minimum possible.

18. PLAGUE

The recommendations of the Ten-Year Plan concern epidemiological
surveillance in the enzootic areas, the maintenance of control over vec-
tors and rodents and the promotion of research. The only indicator chosen

is the incidence and the target is to reduce it and, if possible, eliminate
it.

19. MALARTA

The recommendations of the Ten-Year Plan are aimed at avoiding
the reintroduction of malaria into areas from which it has been eradi-
cated, eradicating it in areas where there are good prospects of doing
so, interrupting transmission in areas where progress has been retarded
by financial problems and reducing transmission to a lower level in areas
where progress depends on the solution of serious operational and tech-
nical problems. The suggested indicators are as follows:
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Proportion (%) of malarious area in phases of attack,

consolidation and maintenance

The regional target is to achieve eradication over an area
containing 90.77% of the population living in the originally malarious
zone of the continent and to try to solve the problem for the remain-
ing 9.3% who live in areas where final success depends on the use of
better techniques for breaking the chain of transmission and on the
satisfactory conclusion of the projected research activities.

20, AEDES AEGYPTI

The Ten-Year Plan aims to eradicate the Aedes aegypti with a
view to the efficient prevention and possible elimination of the diseases
transmitted by it. The indicator chosen is the state of the campaign.
There are five possibilities: not contemplated, under study, attack phase,
consolidation phase and maintenance phase. These must be noted in the
appropriate column depending on the 1971 situation, the 1974 and 1977
forecasts and the 1980 target.

C. MATERNAL AND CHILD HEALTH AND FAMILY WELFARE

Activities in this area concern mostly medical care for indi-
viduals or environmental sanitation measures aimed at preventing sickness
and death and promoting health. These are covered by other general pro-
grams such as nutrition, control of communicable diseases, envirommental
sanitation, medical care, immmization, etc. Hence most of the indicators
belong to these other areas of activity. However, certain indicators have
been chosen as expressing the target of the Ten-Year Plan in terms of country
targets. They are contained in form C which must be filled out as follows:

1. MORTALITY

These are indicators of child and maternal mortality i.e. the
groups of the population to which the program activities are directed.
Their calculation requires for 1971 the vital statistics and the popu-

lation estimates for children of 1-4 vears for that vear.

1.1. Infant mortality

The indicator is the rate of infant mortality which is too well
known to require emphasis. It is the number of deaths of children under
one per 1,000 1live births., The only point that needs stressing here is
the care which must be employed in tagking into account an established but
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not adequately quantified fact, namely, that there are serious omissions
in the registration of deaths of children under one, especially new-born
children, and also in the registration of live births. The accuracy of
the registers must therefore be checked, since they have an important
influence on the quality of the indicator.

The regional target is a reduction of 407 in the mortality rate.
It is suggested that countries should adopt reductions of between 30% and
607 depending on their present level. It is assumed that it will be harder
to reduce already low levels and easier to achieve larger reductions in
rates that are high. The appropriate columns will show the figure for
1971 which is taken as the base, the rates expected for 1974 and 1977,

and the target proposed for 1980, both in terms of mortality rates and
percentages of reduction.

1.2, Mortality rate for children aged 1-4

The indicator is the specific mortality rate of this age~group,
i.e. the number of deaths of children between 1 and 4 per 1,000 children
of this age-group. Establishment of this indicator requires a knowledge
of the number of deaths in 1971 of children aged 1-4 and of the estimated
population in that age-group. The quality of the registration of deaths
and of the population estimates must also be checked.

The regional target is a reduction of 60% by the end of the Plan
period, with reductions suggested for countries varying between 507 and
70%. Tt i1s considered that the mortality rates for children in this age~

group are high throughout the region and can be reduced by strenuous
action,

The appropriate columms will show the figure for 1971, the figures
expected in 1974 and 1977, and the 1980 target expressed in terms of mor-
tality rates and percentages.

1.3, Maternal mortality

The indicator is the maternal mortality rate i.e. the number of
deaths from maternal causes (pregnancy, birth and puerperium) for each
thousand live births. A check must be made of the quality of the numer-
ator, i.e. of the maternal deaths which may be affected by the coverage
and quality of the medical certification of causes of death.

The regional target is a 40% reduction in the mortality rate,
with country targets ranging from 30% to 50%.

As in previous cases, the appropriate columms will show the
figure observed for 1971, the base year, the rates expected for 1974
and 1977 and the 1980 target, expressed in terms of the mortality rate
itself and the percentage reduction this signifies over the base year.
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2. COVERAGE OF SERVICES

The Ten-Year Plan proposes certain operational targets relating
to pre-natal, natal, post-natal and child care. These services must be
programmed and provided by care units according to technical standards
for medical treatment, health education, family protection, nutrition
and so on. The coverage indicators and the targets for each one of them
are as follows:

2.1. Prenatal care

The indicator for the coverage of prenatal care is the number
of pregnant women receiving care (according to a definition of "care')
for each 100 live births. The basic for this percentage is roughly
equal to the number of pregnant women who completed their pregnancy
with a 1live birth. It is not the total number of pregnant women, which
would have to include dead births as well as live births, Sometimes it
includes only the number of late fetal deaths; but, for the sake of sim-
plicity of calculation, it is better to take the number of live births
which is more accurately recorded.

The regional target is 60% of prenatal care. The 1971 figure,
the 1974 and 1977 forecasts and the 1980 national target will go into
the appropriate columms.

2.2, Natal care

The regional recommendation is a level of between 60% and 907%
of adequate care during birth; adequate care means care in hospitals or
clinic, i.e. "institutionalized" care. The indicator entailed in this
target 1s the percentage of births with institutionalized care. Again,
the number of births refers only to live births which is much easier
to obtain, as was seen in (2.1).

The percentage of births which occurred in hospitals in 1971
must be noted in the appropriate column together with the estimates
for 1974 and 1977 and the national target for 1980.

2.3. Post-natal care

The regional recommendation is to achieve a coverage of 60% of
post-natal care. Each country must formulate its own target and its
own definition of "post-natal care'. The suggested indicator is the
percentage of mothers who gave birth to live children and who received
post-natal care (post-natal care per 100 live births.)

The figures observed in 1971, the forecasts, if any, for 1974
and 1977, and the national target must be given in the appropriate columms.
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2.4, Care of children under one

The Ten-Year Plan recommends that 90% of the infant population
should be under care. The indicator is the percentage of the population
under one year under care. Again, each country must define what a child
"under care'" is and include them in their registers of infant care.

The denominator is the population of children under one year at
mid-year. This population should be calculated by a demographer (who
in any case will have to calculate it in order to construct the life
tables). A rough estimate may be obtained as follows: in order to
estimate the population under one year as of 1 July 1971, add the births
which occured in 1970 and 1971 (corrected for underregistration as far
as possible); divide this total by two; and subtract 75% of the infant

deaths in 1971 and 25% of those in 1970 (also corrected for underregis-
tration as far as possible).

Note the position observed in 1971, the figures expected for
1974 and 1977, and the national target in the appropriate columms,

2.5. Care of children between one and four

The Ten-Year Plan recommends a coverage of 50-707 of this age-
group. The indicator is the percentage of children between one and
four with coverage of services, Each country must define the type of
services it considers pertinent (immunizations, medical care, care of
healthy children etc.) and record in its registers the number of chil-
dren receiving care. The denominator is the population between one and
four estimated as of the middle of the year in question.

Each country will fix its targets for 1980, noting the position

observed and the expected positions for 1974 and 1977 in the appropriate
colums,

3. INTERSECTORAL POLICY

Activities in the field of maternity, child and family welfare
require a national policy which necessarily must be intersectoral, This
policy must include guarantees of the legal and civil rights of the
family, of mothers and children; their economic, social and working
protection; their general advancement towards a better life; and their
integral medical and health protection. The formulation of such a policy
is a recommendation contained in the Ten-Year Plan. An "x" should be
marked on the form:

1. 1If such a policy is already defined, i.e. if it has been
formulated and is appropriate for the purposes mentioned;
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2. If such a policy is not well defined, i.e. if it covers
only certain aspects and not others, or if its formulation
is not sufficiently clear to allow its implementation by
the interested sectors.

3. 1If such a policy does not exist,

4L, 1If it is under study and is to be formulated during the
Plan period. This eventuality is compatible with those
in (2) and (3): in other words, it is possible to have an
" in columms (4), (2) and (3) at the same time.

4, INTERSECTORAL COORDINATION

As stated before, the activities in this field require an inter-
sectoral policy. However, even if such a policy exists, there remains the

problem of its implementation. The more closely coordinated the interested
sectors within the framework of specific programs, the more efficient this
implementation will be., Even if a national policy has not been clearly
formulated, intersectoral coordination of this kind can achieve important
results. Typical cases for such coordination are: supplementary feeding
programs; child care for working mothers; labor legislation for the pro-
tection of mothers and children; health and sexual education and so on.

The form has three boxes in which an "x" will be placed:

1. If existing coordination is adequate (in the opinion of the
group supplying the informatiom).

2. Partially adequate, i.e. when there is coordination in cer-
tain areas or programs and not in others,

3. Rare, i.e. when such coordination hardly exists.
5. INFORMATION AND SERVICES CONCERNING PROBLEMS OF

FERTILITY AND STERILITY

This information is to be supplied by those countries where
national policy is not opposed to activities in the field or family
planning. An "x" will be marked:

1, If such services are offered.

2, 1If they are not offered.

3., If their initiation is plamned (if they are not now offered)

or if they are to be intensified (if they are already of-
fered). An "x" in (3) is compatible with an "x" in (1) or (2).
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D. NUTRITION

Indicators of the nutfitional state of the population are gener-
ally not easy to obtain without resort to special studies or surveys.
However, the seriousness of the problem in the region has increasingly
revealed the need for a better knowledge of the magnitude of the dif-
ficulties and the prospects of solving them. Accordingly, many countries
already have a certain general picture of the situation and are taking
steps to improve it. In the light of information recently accumulated
and studied, the Ten-Year Plan fixed clearly defined targets in wvarious

aspects of nutrition. Form D contains the following areas in which in-
formation is requested:

1. PROTEIN-CALORIE MALNUTRITION
The targets of the Ten-Year Plan are as follows:

1.1, Second grade protein-calorie malnutrition

This refers only to children under five among whom it is proposed
to reduce this malnutrition by 30%, with country reductions varying between
10% and 507 depending on their present position and the progress which is
feasible, The indicator is the percentage of children suffering from
second grade malnutrition. Countries are requested to estimate second
grade protein-calorie malnutrition among children under five for the vyear

1971, to give their estimates for 1974 and 1977, and to state the target
for 1980.

1.2. Third-grade protein-calorie malnutrition

This also refers to children under five among whom it is proposed
to reduce this grade of malnutrition to 85% with country reductions sug-
gested between 75% and 95%. The indicator is the percentage of children
under five with third-grade protein-calorie malnutrition. We request an

estimate of this indicator for 1971, national forecasts for 1974 and 1977,
and the 1980 target.

2. NUTRITIONAL ANEMIAS IN PREGNANT WOMEN

The regiomnal target proposed is an 80% reduction in the number
of women with nutritional anemias. The indicator is the percentage of
pregnant women with nutritional anemias. Countries are requested to
give the information available for 1971, the 1974 and 1977 forecasts,
and the 1980 target.
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3. ENDEMIC GOITER

3.1. Prevalence of goiter

The regional target is reduction to a prevalence below 10%.
Each country affected by this problem will fix its own targets. Infor-
mation is requested concerning the endemic position in 1971, the fore-
casts for 1974 and 1977 and the target fixed for 1980,

3.2. Cretinism

The regional target is the elimination of cretinism., The indi-
cator is "prevalence'" or the number of cretins per 100,000 inhabitants.
This information is requested for 1971, with estimates for 1974 and 1977
and the national target for 1980. This target, if it is to be coordinated
with that of the Ten-Year Plan, should also be elimination.

4, HYPOVITAMINOSIS "A™

The regional target 1is a2 307 reduction and country targets range
from 107% to 50%. The indicator is prevalence on the proportion (%) of
cases of hypovitaminosis "A", TInformation is requested on the position
in 1971, the forecasts for 1974 and 1977, and the target fixed for 1980.

5. NATIONAL FEEDING AND NUTRITION POLICY

The Ten-Year Plan recommends the adoption in each country of
a biologically oriented national feeding and nutrition policy and,
within this framework, the development of coordinated intersectoral
programs which can alleviate to some extent the situation in which those
countries may find themselves if the slow trends in agricultural develop-
ment persist as commared with the rate of urbanization and demographic
growth.

Information is requested from countries concerning their nation-
al feeding and nutrition policy. An "x' should be placed in the appro-
priate boxes if:

1. There 1is a policy and it is adequate for the aims set.

2. There is no policy or it is inadequate.

3. It is under study.

4., It is estimated that the policy will be formulated in
19 ....

Responses in boxes (3) and (4) do not exclude responses in any
of the others,.
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6. SUPPLEMENTARY FEEDING PROGRAMS

Information is requested concerning the existence of these pro-

grams to supplement the feeding of the most vulnerable groups. Put an

"¢" in the boxes:

1. 1If they exist and are adequate.
2. 1If they exist but are inadequate in coverage.
3. If they do not exist

4, 1f they are proposed as a target for 19 .....

7. TODIZED SALT AND IODIZED OIL PROGRAMS

Information is requested only concerning the existence or non-
existence of these programs. An "x'" must be placed in the appropriate

box if such programs exist, do not exist, are under study or are expected
to be initiated in 19

8. TECHNICAL NUTRITION UNITS

The existence of nutrition units in health services is an indi-
cator of the importance of the nutrition sector within the country's
projected activities. According to the Ten-Year Plan, these units must
as far as possible be located not only centrally at the ministerial level
but also at the intermediate or regional level. 1If these units exist, an

"x" must be placed in the appropriate boxes.

E. OTHER AREAS

1. CHRONIC DISEASES

Information is requested concerning the targets that may have
been fixed in this general field. The Ten-Year Plan has fixed only the
targets of epidemiological surveillance and research, apart from the
satisfaction of the demand for medical care. It must be stated briefly
whether the country has fixed targets.

2. CANCER

Information is also sought as to whether the country has fixed
targets other than epidemiological surveillance and research and the
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satisfaction of the demand for medical care. Under this heading, however,
the Ten~-Year Plan stresses certain special aspects of the disease which
may call for programs of early detection and treatment to reduce their
lethality,

2.1. Uterine cancer

Information is requested concerning the existence of regular
programs for detecting uterine cancer and the number of cytological
examinations carried out per 100 women over 20 in 1971, together with
estimates for 1974, 1977 and 1980.

2.2, Breast cancer

Information is also requested concerning the existence of programs
for detecting breast cancer and the number of women examined per 100 women
over 20 in 1971, together with estimates for 1974, 1977 and 1980.

2.3. Registration of tumors

The existence of tumor registers indicates a genuine interest
in the investigation of cancer treatment and epidemiological research.
Information is requested concerning the existence of these registers on
the basis of the proportion (%) of hospitals specializing in oncology
and general hospitals of more than 200 beds which had a tumors register
in 1971; also, whether organizational plans exist and whether it is planned
to increase the proportion in 1974, 1977 and 1980.

3. MENTAL HEALTH

Information is requested concerning the national targets that
may have been fixed, with a brief description of them.

3.1. Psychiatric beds per 1,000 inhabitants

Note the number of psychiatric beds per 1,000 inhabitants in
1971 and the forecasts for 1974, 1977 and 1980.

3.2, Psvychiatric beds in general hospitals

Information is requested concerning the percentage of beds in
general hospitals assigned to psychiatry im 1971 and the percentage fore-
seen for 1974, 1977 and 1980, This is an indicator of the trend in
psychiatric care in general hospitals.

4. AL.COHOLISM

Brief indications are requested of targets that may have been
fixed,



- 92 -

5. USE OF DRUGS

Brief indications are also requested of possible national targets
concerning the use of dependency-causing drugs.

6. DENTAL HEALTH

Please state briefly whether the country has fixed targets in the
field of dental health.

6.1. Integrated programs

We wish to know whether dental health has been integrated in health
programs at the various levels of care established by the country. Put an
" if:

1. The programs are well defined.

2., They are not well defined.

3. They are to be integrated within the Plan period.

6.2. Priority child care

We wish to know whether the extension of dental coverage is planned
so as to give priority to children.

6.3. Fluoridization of water

One recommendation of the Plan is to fluoridize the water in towns
of 50,000 inhabitants or more, and, where possible, to develop other fluo-
ridization systems in other areas. Please state the number of towns with
more than 50,000 inhabitants in 1971 and 1980 and the number of them which
had or will have fluoridized water in those years,

II1. ENVIRONMENTAL SANITATION PROGRAMS

The Ten-Year Plan considered environmental sanitation programs
within the broader context of the preservation and improvement of the
enviromnment in general and did not confine them to the traditional activ-
ities usually included within the health sector. Besides objectives and
targets within these traditional areas, the Plan advocated national pol-
icies which involve intersectoral areas where the objectives and targets
represent proposals for coordinated action between the various sectors
of national activity. The following are the areas in which the Ten-Year
Plan has established proposals and targets.
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1. NATTIONAL POLICY FOR THE PRESERVATION AND IMPROVEMENT
OF THE ENVIRONMENT

The formulation of a national policy which orients activities
and shapes decisions in environmental matters is considered essential,
This policy must form part of the country's general development policy
and the information requested in the forms is designed solely to deter-
mine whether such a policy exists or is in the process of formulation,
Such a policy should contemplate action proposals for all environmental
areas but often will only include some of them, thus reflecting the
priorities assigned by Governments,

1.1, Formulation of policy

We wish to know whether a national policy for the preservation
and improvement of the environment has been formulated, whether it is
in the process of formulation, or whether it has not been formulated.
These facts will be established by the insertion of an "x" in the ap-
propriate box. If the policy is in the process of formulation or has
not been formulated,we would like to know in what year it i1s hoped to
formulate the policy.

We would zlso like to know the degree of participation of the
health sector in the formulation of the policy. We request an opinion
as to whether this participation has been considerable, slight or non-
existent, with an "x'" placed in the appropriate box.

1.2, Formalization of the policy

A policy may be considered to be formalized when it is expressed
in clear terms at the levels of Government action or when it is invested
with the legal requirements needed to facilitate the decision to carry
it out. The fact that the policy has been formalized or not is precisely
an indicator of the official decision to implement it. An "x" must be
placed in the appropriate box if the policy has been formalized by an
express decision, if it has been given legal expression, or if it has not
not been formalized, If the policy has not been formulated, this section
will be left blank.

We would also like to know, if the policy has been formalized,
the organ(s) or institution(s) responsible for the activities designed
to implement the policy (Ministry of Health, Office of the Secretary for
Water Resources, etc.)

1.3. Coverage of the policy

The policy may indicate activities which include various types
of coverage. Information is requested concerning three of them:
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1.3.1. Geographical coverage

The policy may relate to envirommental activities which
take place throughout the country or only in some areas
or it (regions, political or administrative divisions
etc.). Alternatively, activities may be fixed; some as-
pects may involve the whole country, others only a part
of it. An "x'" should be placed in the appropriate box
to cover any of these eventualities.

1.3.2. 1Institutional coverage

The policy may involve activities carried out by all

the institutions which make up the sector or only some

of them; alternatively, the institutional coverage may
not be defined. For example, the policy may include
activities by the institutions of the Central Government
(Minisgtries), local governments (municipalities), univer-
sities, the private sector, etc. Place an '"x" in the
appropriate box to indicate these cases.

1.3.3. Program converage

The policy may be comprehensive, i.e. it may include

all the fields of envirommental action or it may be re-
stricted to certain areas. Mark with an "x" the box
which covers these eventualities. TIf the policy relates
only to certain areas, specify which ones. The reference
areas for this objective are those contemplated in the
Ten-Year Plan: water supply; sewage and excreta-disposal
services; solid wastes; water, air and soil contamination;
control of ionizing radiations; regional environmental
development; occupational health and industrial hygiene;
animal health; food inspection; use of pesticides and
drug control., These areas are not restrictive: others
not considered in the Ten-Year Plan may be listed.

2. NATIONAL, PLAN FOR THE PRESERVATION AND DEVELOPMENT OF THE
ENVIRONMENT

The next logical step in dealing with the environment, once the
policy objectives have been formulated, is the preparation of strategies
which constitute the National Plan. This Plan will specify the manner
in which activities will be developed and the initiation of national
programs to implement them. This constitutes a clear indicator of the

decision to carry the policy forward. Information is requested on the
following topics:
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2.1. Formulation of strategies

Place an "x'" in the appropriate box depending on whether the
strategies have been formulated in all the areas covered by the policy,
whether they have been formulated only in certain areas, whether they
have not been formulated,at all, or whether they are in the process of
formulation and will be completed in 19.....

2.2. Areas in which strategies have been formulated

We would 1like & list of the fields or areas for which strategies
have been formulated., 1t is not necessary to specify their contents,
For example, countries may state "urban water supply", "air contamination"
etc,, without specifying the action contemplated in these fields.

2.3. Programming of strategies

Once formulated, the strategies require programming. At this
point "the imitiation of program'' takes place and their acceptance by
the decision-making bodies presupposes the allocation of resources for
their implementation. The programming of strategies in practice cons-
titutes the Plan. Information is requested, by the insertion of an "x"
in the appropriate box, of the state of programming: whether all strat-
egies have been programmed, or only some of them, whether the process
of programming is under way, or whether there has been no programming.

2.4, Intersectoral coordination

The preservation and improvement of the enviromment requires
intersectoral efforts and activities which have to be coordinated.
Firstly, at the top decision-making level, an administrative macrosurvey
must be made of the sectors concerned and functions and responsibilities
must be assigned to the sectors and institutioms. For this purpose, a
diagnosis of the sectoral and institutional situation will be required
so as to establish clearly the formal coordination mechanisms that must
exist in those areas of common interest to the various sectors or
institutions.

Place an "x" in the appropriate box if there is a sectoral and
institutional allocation of functions and responsibilities; if such an
allocation has been made only in some areas of activity; or if the al-
location is not clear. Secondly, indicate if there exist(or not) formal
coordination mechanisms; if such mechanisms exist only in some areas; or
if such mechanisms do not exist. Finally, if such mechanisms exist, state
whether they operate efficiently; whether they can be improved; or whether
they are not operating at all,
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3. WATER SUPPLY AND SEWAGE DISPOSAL SERVICES

The provision of water and sewage disposal services depends on
diverse sectoral and institutional activities. In some coumtries there
is confusion between the responsibilities exercised in this field by
the health sector, the municipalities, the local governments, public
works, the private sector and so on. Investment projects may have many
sources and often there is no basic frame of reference for establishing
a national plan and a national policy for water and sewage services which
incorporates development strategies, defines sectoral and institutional
jurisdications and coordinates the activities of the bodies entrusted
with the administration of specific programs. Efforts to achieve the
formulation of a policy and the preparation of national strategies must
begin with a diagnosis of the subsystem, the proposal of alternatives
and the determination of feasibility by pre~investment and financial
studies, Next follows the formulation and programming of strategies
and the programming of investments and finance.

Certain major indicators of this whole process are sought under
the headings appearing on the appropriate forms.

3.1. Diacnocsis of the subsystem

We would like to know if the legal-administrative framework of
the subsystem has been studied and if pre-investment and financial
studies have been made. The appropriate boxes (3.1.1) should be filled
in to signify whether the legal-administrative framework has been studied,
whether it is under study, or whether it is projected, and in what year.
Similarly, indicate in (3.1.2) whether pre-~investment and financial studies

have been made, whether they are under way, or whether they are projected,
and in what year.

3.2. Definition of sectoral and institutional jurisdictions

Once the situation has been diagnosed, a decision must be taken
to assign responsibilities to sectors and institutions. The jurisdiction
of each of them must be defined. Information is requested as to whether
such a definition of jurisdiction exists or not, or whether it is in the
process of definition. This will be done separately for (3.2.1) water
supply to urban localities; for (3.2,2) water supply to rural populations;
and for (3.2.3) sewage services for rural localities., TIn all these cases

a brief description 1s requested of the responsibilities of the health
sector,

3.3. National targets in relation to the Health Plan

We would like to know ~-if national targets have been adopted
for water supply and sewage services- whether they have been established
with reference to or on the basis of the Ten-Year Plan targets. If they
have been so established, place an '"x" in the appropriate box. If they
have not been so established or so established only partially, reply
accordingly.
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Moreover, we would like information here concerning
the participation in the formulation of national targets of the sectors
or institutions responsible for the implementation of the country's
water supply and sewage programs. This will serve as an indicator of
the operational feasibility of the action taken to achieve the targets.

3.4. Estimates, forecasts and targets

This table has six colums: the first is for the indicator
used; the second is for the indicator adopted as the regional target;
the third is for the situation of this indicator in 1971; the fourth
and fifth are for the 1974 and 1977 forecasts of the indicators; and,
finally, the sixth is for the indicator adopted as the national target
for 1980.

3.4.1.{(a) Percentage of the urban population supplied
with water by house conmections

The regional target adopted for this indicator is
80%. However, if countries decide not to use this
target, an alternative is allowed for 2.4.1.(b). 1In
other words, this line should be left blank if the
second alternative is adopted and vice-versa.

3.4.,1,(b) Percentage of the urban population without
water supply services

The regional target for this indicator, if countries
decide to use it instead of the one above, is to
reduce this proportion by 50%. If countries decide
to use the indicator 374.1.(a), this line should
remain blank, and vice-versa.

3.4.2.(a) Percentage of the rural population with water
supply services

The regional target adopted for this indicator is 50%.
However, if countries decide not to use this target,
the alternative 3.4.2.(b) is available., This line
must be left blank if the second alternative is
adopted and vice-versa.

3.4.2.(b) Percentage of the rural population without
water supply services

The regional target for this indicator, if coumtries
decide to adopt it instead of the one above, is to

reduce the rural population without service by 30%.
If countries decide to use the indicator 3.4.2 (a),
this line should be left blank and vice-versa.
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3.4.3.(a) Percentage of the urban population with
sewage services

The regional target adopted for this indicator is
70%. However, if countries decide not to use it,
the alternmative 3.4.3.(b) is available. 1In this
case, this line should be left blank.,

3.4.3.(b) Percentage of the urban population without
sewage services

The regional target for this indicator is to
reduce it by 30%, However, if countries decide
to use the indicator above, 3.4.3.(a), this line
should remain blank,

3.4.4,(a) Percentage of the rural population with
excreta~-disposal services

The regional target for this indicator is 50%.
Countries have the alternative of using indicator
3.4.4,.(b), in which case this line must be left
blank and vice-versa.

3.4.4.(b) Percentage of the population without excreta-
disposal services

The regional target for this indicator is a 30%
reduction. However, if countries decide to use
the indicator 3.4.4.(a), this line should be
left blank.

3.5. Investment programming

Investments in water-supply and sewage projects must be
programmel in conformity with the programming of the services to be
provided, according to the targets and objectives established,

An "x" must be placed in the appropriate boxes depending on whether
investments have been programmed, are in the process of being
programmed, or have not been programmed. In the latter case, if
programming is planned, state the year when this is to be done.

3.6. Institutional improvement or development

The institutions responsible for providing water and sewage
services often require the adaption and modernization of their
administrative apparatus so as to make them more efficient.
Information is requested concerning action taken or planned for the
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administrative improvement of the entire system, at the national,
regional, institutional and local levels, with the insertion of an
"x'" in the appropriate boxes.

3.7. Relationship with the global development plan or with
regional development plans

Place an "x" in the appropriate box if the targets and plans
adopted are incorporated within the global plan or regional plans,
totally or partially, or not at all.

4, COLLECTION AND DISPOSAL OF SOLID WASTE

The garbage collection and disposal services in the countries
of Latin America and the Caribbean are generally the responsibility
of the municipal administrations of the communities served., For this
reagon, these systems possess adequate legal powers. As the major
town of the Continent have grown in size beyond communal limits, the
problems of garbage disposal have become increasingly acute, especially
in the large metropolitan areas. The services have been expanded and
improved and it is estimated that about 75% of the urban population
has daily garbage collections, although final disposal is very
deficient. It is felt that a satisfactory policy of management,
administration and finance, together with technical planning, could
do much to improve garbage collection and disposal,

The regional target adopted in the Ten-Year Plan is to
establish adequate systems for the collection, transportatiom, treat-
ment and final disposal of solid waste in at least 70% of the towms
with 20,000 inhabitants or more,

4,1. Diagnosis of the subsystem

It is considered that the legal and administrative framework
within which garbage collection and disposal systems operate should
be studied with a view to determining the viability and feasibility
of more efficient systems so as to achieve the target of the Ten-Year
Plan. Moreover, studies of pre-investment and financing are required
to complete the picture and to formulate the strategies necessary to
attain the objectives. Under (4.1.1) place an "x" in the appropriate
box if the legal and administrative framework has been studied or if
it is under study, or indicate the year for which the study is
planned. Similarly, under(4.1.2), place an "x" in the appropriate
box if pre-investment and financial studies have been carried out or
if they are under way, or indicate the year for which they are planned.
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4.2, Targets adopted by the country

Indicate whether the country has adopted targets for the

establishment of adequate systems of solid-waste collection and
disposal.

4.3. Relationship with the global development plan or regional
development plans

Place an '"x"" in the appropriate box if the targets and plans
adopted have been incorporated in the global development plan or in
the regional development plans, if they have been partially incor-
porated, or not incorporated at all,

5. ATR, WATER AND SOIL POLLUTION

5.1, Water contamination

Although the information available is not very abundant, there
is evidence that the problem is growing worse and that insufficient
action has been taken to install sewage treatment plants, especially
considering the notable increase in urbanization and industrialization.

The existence of programs for controlling water contamination
in catchment areas, coastal waters and other bodies of water, where
they are needed because of industrial development and urbanization,
has been taken as a very general indicator of the country's interest
in this problem, besides the enunciation of a policy for the pre-
servation and improvement of the environment already mentioned in
(1.3)., Place an "x" in the appropriate box if there are control
programs of this type in catchment areas, coastal waters or other
bodies of water, or if no such programs have been formulated.

5.2, Air contamination

The problem of air contamination has become increasingly
acute, mainly in the large urban and industrial areas of the
countries. Here, too, it is thought that the existence of contam-
ination control programs is one of the best indicators of the action
which countries can take to combat the problem. The Ten-Year Plan
recommends the establishment of control programs in urban areas of
more than 500,000 inhabitants and in other cities where industrial-
ization makes this necessary.

Indicate in (5.2) whether there are control programs in
operation or projected, or whether there are no programs.
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Moreover, if they exist, indicate the number of cities where air-
contamination measuring stations were operating in 1971 and those
where they are projected for 1974, 1977 and 1980. Also, indicate

the total number of measuring stations in 1971 and the number planned
for 1974, 1977 and 1980, specifying which of them belong to the

Pan American Network for the Measurement of Air Countamination.

5.3. Soil contamination

The soil is becoming increasingly contaminated with chemical,
domestic, commercial and industrial products, including pesticides
and fertilizers used in agriculture. The Ten-Year Plan recommends
the formulation and execution of contamination control programs and,
again, this is the best indicator that can be used to judge the
interest taken in this problem in the various countries. Place an
"x'" in the appropriate box indicating whether programs are in operation,
projected or not in existence.

6. NOISE CONTROL

In this field information is requested only concerning the
existence or not of technical guidelines and regulations for the
control of noise.

7. REGIONAL DEVELOPMENT PROJECTS

This question goes beyond the field of environmental sanitation
but is placed here because the participation of the health sector in
regional development projects began with certain envirommental programs,
particularly those concerned with the contamination and utilization of
water in certain catchment areas. The real importance of this field
lies in the possibility of achieving genuine inter-sectoral integration
in development planning at the regional level.

Under (7.1) indicate whether the National Development Plan
envisages regionalization, and if so, how many regions are involved.
Under (7.2) state in how many of these regions there are regional
development plans in execution, in elaboration or in the process of
formulation. Under (7.3) state whether the health sector has
participated actively, and in an integrated way, with the other
sectors since the formulation of plans or whether it acted passively,
in isolated fashion and/or only in the performance of activities
within its competence, both in the plans in execution and those in
elaboration.
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8. OCCUPATIONAL HEALTH AND INDUSTRIAL HYGIENE

The recommendations of the Ten~Year Plan in this field are
as follows: to protect in 1975 at least 40% of the working population
exposed to risks and 70% in 1980, in countries which already have
occupational health programs in operation; to protect in 1975 at
least 25% of the working population exposed to risks and a minimum of

50% in 1980, in countries now ready to initiate occupational health
programs.

The following information is requested in order to evaluate
the situation in this field:

8.1. Protection policy

A protection policy is needed for the working population
exposed to risks. TIndicate whether such a policy exists, whether it
has not been formulated, or whether it is projected.

8.2. Sectoral and institutional responsibility

Generally, the responsibilities in this field are shared
between the health ministries, and the social security departments
and the wministries of labor. Responsibilities must be clearly assigned
and the coordination machinery between the sectors and institutions
concerned must function smoothly. Indicate the sectors or institutions
which have primary responsibility and state whether coordination
machinery exists and whether it is operating satisfactorily,

8.3. Occupational health programs in operation

Indicate whether occupational health programs are in execution,
whether they do not exist, or whether they are planned for the future.

8.4. Evaluation of risks

Any occupational health program requires the evaluation of
both the type and the gravity of occupational risks, as well as of
the population exposed to them, Indicate in the appropriate box
whether such an evaluation has been made totally or partially,
whether it has not been made, or if and when it is hoped to make it
in the future.

8.5. Targets and forecasts

Indicate the percentage of the working population exposed to
risks who were protected in 1971, the estimate for 1974 and 1977 and
the target fixed for 1980.
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9. ANTMAT HEALTH AND VETERINARY PUBLIC HEALTH

In the first place, information is requested as to whether
the country has fixed targets in this field or not. This will be
taken as an indicator of the importance assigned to the general
problem. TUnder the Ten-Year Plan it was considered important to
establish certain targets, mainly as regards foot-and-mouth disease
and some other zoonoses, particularly those which were important
economically for the country and some which had important human
repercussions. We would also like to know whether the country has
proposed targets or not, by the insertion of an "x" in the appropriate
box.

9.1. Control of zoonoses

The information required for the evaluation of this area is
presented in table 9.1 which has seven colums. The first lists
the diseases subject to control. The second give the indicators in
terms of which the targets have been proposed. The third indicates
the regional targets formulated as recommendations of the Ten-Year
Plan. 1In the fourth insert the situation of the indicator for 1971.
In the fifth and sixth give the forecasts -if they exist- estimated
for each indicator in 1974 and 1977. And, finally, in the seventh
colum give the national targets fixed for 1980.

9,1.1., Canine rabies

a, Prevalence: The regional target is the eradication
of this disease from the biggest cities of the
region. The indicator is the number of rabid dogs
per 100,000 dogs.

b. Percentage of vaccinated dogs: This realtes only
to the biggest cities. The aim is a level of 80%
canine vaccination.

C. Percentage of stray dogs: It is proposed to
eliminate them (%).

9.1.2. Brucellosis

This refers to animal brucellosis. The indicator is
the prevalence (%) of bovine brucellosis. The target
is eradication in countries with less than 1% preva=-
lence, and a reduction to prevalences under 2% in

the countries which have this problem.
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9.1.3. Bovine tuberculosis

The indicator is the prevalence (%) among cattle.
The regional target is eradication in countries
which have a prevalence of 17 or less, and the
reduction to prevalences of less than 2% in the
other countries which face this problem.

9.1.4, Hydatidosis

a. Prevalence: The indicator is the prevalence (%)

among sheep. The regional target is the reduction
of this prevalence.

b. Inspection of slaughter-houses: The indicator
is the percentage of slaughter-houses and public
and private places where animals are killed for
consumption, which are subject to inspectiom.
The regional target is to make 100% of them
subject to inspection.

9,1.5. Leptospirosis

The magnitude of this problem is not accurately known.
Hence the Ten-Year Plan recommends that the nature

of it should be evaluated and that programs should

be carried out for reducing it incidence among human
beings and animals, The indicator is simply the
presence -or absence~ of the disease in animals,

9.1.6. Equine encephalitis

a. Incidence: The indicator is the incidence per
1,000 horses., The regional target is to reduce
this incidence.

b. Vaccination: The indicator is the percentage
of horses vaccinated. The regional target is
to vaccinate 80% of them.

9.1,7. Foot-and-mouth disease

a. Incidence: The indicator is the incidence among °
cattle., The regional target is eradication.

b. Eradication program: The indicator is the phase
reached in the eradication program: attack,
consolidation or evaluation. The regional
target is that all countries should reach the
evaluation phase.
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c. Areas free of foot-and-mouth disease: The
indicator is the percentage of areas free of
foot-and-mouth disease. The regional target
is 100%.

9.2, Public veterinary health units

The Ten-Year Plan indicates that ministries of health should
develop veterinary public health programs which have well-organized
units operating at mnational, regional and local levels. The indicator
is the operation (or not) of such units at these levels. By marking
the appropriate boxes in the form, countries should indicate if such
units exist or if they are projected.

9.3. Programs for the control of zoonoses

The Ten-Year Plan urges ministries of health to develop
programs for the control of zoonoses, coordinated with programs carried
out in other sectors. The appropriate boxes should indicate whether
the national Ministry of Health is developing such programs, whether
they do not exist, or whether they are planned and for what year.

An indicator of the size of these programs is the amount of funds
allocated to them. Countries are requested to indicate the level of
the Ministry of Health's investment in these programs and, as a frame
of reference, the level of investment of other sectors in these
programs.

9.4, Interministerial coordination

Indicate whether adequate coordination machinery exists
between the Ministry of Health and the Ministry of Agriculture for
zoonoses control programs.

9.5. Epidemiological surveillance

Indicate whether adequate programs of epidemiological
surveillance exist and for what diseases.

10. CONTROL OF THE USE OF PESTICIDES

On the basis of the meager information that exists, it is
known that the large quantities of pesticides used, often indiscrimi-
nately, are having dangerous effects on the health of human beings,
animals and plants, either through the ingestion of contaminated
food or through poisoning. The Ten-Year Plan draws attention to the
problem and recommends that countries should develop programs for
controlling the use of pesticides-within their health programs and
in coordination with other sectors.
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The appropriate box should indicate whether the country has
established targets for the action to be taken to combat this problem.
We also request information concerning the volume, in tons, of
pesticides of all kinds imported or produced in 1971 as an indicator
of the scale on which they are used in the country.

Three indicators are considered necessary to reflect the
attention being given to this problem: the existence of adequate
control legislation: the availability of laboratory services for
analysis:; and the organization of specific control programs. These
indicators are grouped in (10.1), (10.2) and (10.3) where the
appropriate boxes must be marked.

11. QUALITY CONTROL OF FOOD

Many countries have problems not only with the amount of food
produced but also with deficiencies in food processing, transportation,
storage and distribution which increase the risks of destructiom,
waste and contamination. Similarly, existing rules and regulations
are inadequate and are not applied because of deficiencies in the
control programs or lack of essential resources.

The Ten-Year Plan indicates as the target the reduction of
the human diseases and economic losses caused by the biological,
physical and chemical contamination of foodstuffs and their by-
products, while at the same time preserving their quality. This
target may be achieved satisfactorily as the countries adopt up-to-
date legislation, have efficient food registration units and food-

analysis laboratories, and develop well-structured registration and
control programs.

Indicate first whether the country has established targets in
this field or mot. Then in (11.1) give an opinion as to whether
existing rules and regulations are adequate or inadequate. In (11.2)
describe the state of laboratory services for analysis. In (11.3)
state whether food control programs exist or not, whether a registration
and control unit exists or not, and give an estimate of the number of
products registered and controlled each year.

12. QUALITY CONTROL OF DRUGS

This is another problem to which the Ten-Year Health Plan
devotes attention and on which it makes recommendations after analyzing
the situation in the countries. Most of the national bodies are unable
to control the growing number of drugs on the market because they lack
the resources to carry forward the necessary microbiological tests and
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biological evaluations. The Ten-Year Plan recommends that all countries
carry out programs for the quality control of drugs, both domestic and
imported. For this purpose, there should be a unified national
organization for the control of drugs. Existing rules and regulations
should be modernized; there should be laboratories for the analysis and
evaluation of drugs; and there should be a dynamic registration system
for the periodic evaluation of products and a system for keeping such
registration up-to-date,

The evaluation form seeks information, firstly, as to whether
the country has established targets or not in this field. Then, in
(12.1) indicate whether a unified drug control organization exists
and operates adequately, inadequately, or not at all, or whether such
an organization does not exist. Indicate also whether such an
organization is planned or will begin operating in the future,

In (12.2) give an opinion as to the existing rules and
regulations: whether they are adequate, mnot up-to-date, inadequate
or insufficient for the conduct of a control program. 1Indicate also
if there are draft laws or regulations being prepared and the vyear
they are likely to enter into force.

In (12.3) state, as appropriate, whether a laboratory exists
or not for the analysis and evaluation of drugs; also whether there
are plans for building, expanding or improving such a laboratory and
the yvear of completion. State also whether the laboratory has
sufficient equipment and technology for the needs of analysis,

In (12.4) indicate whether there exists or not a system for
the registration and periodic evaluation of drugs and whether it
operates satisfactorily or not. Indicate also if there are plans to
organize or improve such a system and the year in which it is expected
to operate,

13. ACCIDENT CONTROL

The problem of accidents in the Americas has been increasing
in recent yvears. This 1s mainly due to the rise in traffic accidents
which are responsible for 407 of accidental deaths and are one of the
primary causes of death in general, The Ten-Year Plan takes account
of this problem and recommends the implementation of programs to
reduce the proportion of traffic and industrial accidents, and also
those that occur in the home and in recreation and tourist areas, and,
consequently, to reduce deaths and disabilities.
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13.1. Mortality from accidents of all kinds

The indicator is the incidence, i.e. the number of annual
deaths per 100,000 inhabitants, This information is requested for
1971 with estimates for 1974, 1977 and 1980.

13.2. Mortality from traffic accidents

This aspect of the problem is the most serious and may be
tackled by means of prevention campaigns and national programs.
The indicator is also the incidence, i.e. the number of annual deaths
from traffic accidents per 100,000 inhabitants. This information is
requested for 1971 with estimates for 1974, 1977 and 1980.

13.3 National control program for traffic accidents

Indicate whether a national program exists, does not exist,
or, if it is being organized, the year in which it will start operating.
Also indicate whether intersectoral machinery exists for this program.

I11. COMPLEMENTARY SERVICES

A, NURSING

The proposals of the Ten-Year Plan in the field of nursing have
three aims: the organization of nursing systems, the improvement of the
quality of care, and the extension of coverage. For this purpose, of course,
emphasis is laid on the preparation and training of human resources (which
are dealt with in the section on the development of infrastructure).

Information is requested as to whether national targets have
been established in the nursing field, together with a brief description
of them.

1. NURSING SYSTEM

The best indicators of a country's efforts to organize the
nursing system are believed to be to those reflecting actions taken
to define the functions of nursing, the technical standards, the type
and numbers of persomnel required, and the information necessary for
the control of the system, if it is to function as such. Please mark
the appropriate box to indicate whether complete partial or no
definitions have been formulated for (1l.1) nursing functions at
different levels of care; (1.2) the technical standards for different
levels of care; (1.3) the type and numbers of personnel required; and
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(1.4) the system of information for control. If these aspects have
not been defined, we would like to know in what year it is planned
to do so.

2. QUALITY OF NURSING CARE

It is comsidered that the quality of nursing care is satis-
factory when the standards of care and the nursing services are well
organized and administratively structured both in the units themselves
and in the services provided for the community,

2.1 Definition of standards of nursing care

Please indicate if such standards have been defined, partially
defined, or not defined, both for care institutions or units such as
hospitals, health centers etc. (2.1.1) and for the services provided
for the community (2.1.2), 1In both cases, if such standards have
not been defined or if they require additions or modificatioms,
indicate if plans exist for this purpose and the year in which they
will probably be implemented.

2.2 Administrative structuring of services

Please indicate if the nursing services have an administrative
structure or if this is only partial, both in the care units (2.2.1)
and in the services they provide for the community (2.1.2). If such
a structure does not exist, indicate whether there is any plan to
build such a structure and the year in which this will probably be done.

3. COVERAGE OF NURSING SERVICES

It is considered that the coverage of nursing services depends
on the numbers and type of existing personnel, the existence of manuals
which clearly indicate the functions of auxiliaries and the implementation
of supervisory programs. Accordingly, information iIs requested on
the following aspects:

3.1. Preparation of technical and administrative manuals
for the use of auxiliaries

Mark the appropriate box if such manuals exist, if they are
incomplete, if they are being prepared, or if they do not exist.
If there are plans to prepare them, state the year in which they
will be available.
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3.2. Percentage of auxiliaries with training

A certain proportion of auxiliaries working in the health
services have not been properly trained. Training programs for such
staff are considered to be of major importance. Hence we request
countries to obtain and note the proportion (%) of auxiliaries who
received adequate training in 1971 ("adequate" being defined on the
basis of the country standard). Also, please estimate the percentage
for 1974 and 1977, as an advance towards the target that may have
been fixed for 1980.

3.3, Supervisorv activities

Supervisory activities, to be effective, must conform to a
certain standard of operation. They must be well structured in all
of their operational components. Please indicate if supervision is
being exercised in a structured way, if supervision is partial or
deficient, or if supervision is not practiced at all, 1In the latter
case, please state if there are any plans for the operation of
supervisory activities and in what year they are expected to start.

B. LABORATORTES

The Ten-Year Plan considered the urgent need to solve the
many problems facing laboratory services in most countries of the
region. The availability of these services is very low for out-
patient care and, although between 70% and 95% of hospitals have some
form of laboratory, these laboratories operate with serious deficiencies.
These arise not only because of faults in their own infrastructure
but because there are no well-organized referral systems which function
as an organic and functional whole.

The Ten~Year Plan has established the target of broadening
the coverage and organizing laboratories as "systems" with diagnostic
functions, production of biologicals for human and animal use and
blood banks necessary to support health programs.

The information requested in the form concerns the establish-
ment of targets for laboratories and blood banks, with a brief
description of these targets.

Below, we set forth certain characteristics which a system
of laboratories should have, with a view to adopting them as in-
dicators of the situation.
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1, DEFINITION OF THE TYPES OF TESTS TO BE CARRIED OUT
FOR DIFFERENT TYPES OF CARE

This definition is essential. It must be formulated by
harmonizing the type of health activity at each level of care with
the laboratory support this care requires., This implies that
laboratory tests will become more and more complex as the level of
medical care becomes more advanced and specialized. Mark the appropriate
box to indicate whether such a definition has been formulated or not,
whether it is projected and, if so, for what year.

2.and 3, ELABORATTION OF STANDARDS OF EQUIPMENT, PERSONNEL AND
OPERATTON OF LABORATORIES ACCORDING TO LEVELS OF CARE

The relationship between the functions which each type of
laboratory must perform with the resources it must have is obvious.
However, this relationship is not always clearly perceived when
it is observed that there are small laboratories with more equipment
than they can handle and laboratories serving complex care units which
lack the resources to carry out special tests. Clearly, the mere
existence of standards of equipment, staff and operation does not
imply that such standards are in fact maintained but in any case
systematization is essential and even more so if investments are
planned. Please state if such standards exist, if they do not exist
or if they are planned, and if so, for what year.

b UNITS STAFFED WITH PERMANENT PHYSICIANS AND ALSO
EQUIPPED WITH LABORATORY SERVICE

One very specific recommendation of the Ten-Year Plan is that
each care unit staffed with a permanent physician should also be
equipped with a minimum laboratory. We request information as to
whether units staffed with a permanent physician had laboratory
service in 1971. Indicate also whether there are plans in this
respect for 1974 and 1977 with estimates of an advance towards the
achievement of the target in 1980.

5. ORGANIZATION OF BLOOD BANK NETWORKS

The Ten-Year Plan recommends that blood banks should be
organized in networks according to levels of care with central referral
banks and regionalized in the same way as the health services. Place
a mark in the appropriate box if such networks exist, if they are
operating partially of if they do not exist., 1In the latter case, state
whether the networks are plammed and for what year.
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6. PRODUCTION AND CONTROL OF BIOLOGICALS

The Ten-Year Plan urged countries to develop facilities for
the production and control of biologicals for human and veterinarian
use, which must be coordinated in order to avoid overlapping. In
particular, there is no point in spending money to build and operate
laboratories for products which are manufactured in other countries
and are easy to obtain., Indicate whether there are plans already in
operation, whether the production of bilologicals has not been
envisaged or, if plans exist, in what year they will be implemented.

Cc. REHABILITATION

In this area there are no specific targets under the Ten-Year
Plan. It merely recommends that basic rehabilitation services should
be included in all medical care programs, Indicate whether targets
in this field have been established and specify them,

D. HEALTH EDUCATTION

The Ten-Year Plan recommends the organization in each country
of health education as part of the process of active and informed
participation of the communities in all of the activities designed
for the prevention and cure of disease. Countries are requested to

state whether they have fixed targets in this field and, if so,
what they are.

E. EPIDEMIOLOGICAL SURVEILLANCE

The target recommended for the Ten-Year Plan is the establish-
ment and maintenance of epidemiological surveillance units, according
to the national organization and regional structure of each country,
in order to obtain continuing information on the epidemiological
characteristics of health problems, and factors that condition them,
for the purpose of taking timely actiom.

The general recommendation for the establishment of an
efficient system of epidemiological surveillance is continually
reinforced when each of the diseases, especially the communicable one,
is considered. TFor every one of these there is an explicit recommenda-
tion that epidemiological surveillance should be maintained, However,
this recommendation is not confined to communicable diseases; it
also applies to chronic nutritional diseases, zoonoses, etc. Here,
too, observation and surveillance are mentioned as being essential
for determining the characteristics of the situation and the factors
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conditioning it, and also for carrying out the epidemiological studies
especially designed for these fields. In some cases -for example,
malaria, smallpox, and other diseases, which have been eradicated

or reduced to very low levels of prevalence or incidence, or diseases
like cholera which may not exist but are potentially dangerous -the
only targets mentioned are epidemiological surveillance.

Indicate the targets which the country has fixed regarding
the organization, operation and development of epidemiological
surveillance systems and specify what they are.

1. SURVEILLANCE SYSTEM

1.1. Central unit

The Ten-Year Plan recommends that countries establish or
organize a central unit that functions efficiently and is responsible
for the organization of the national system, It should lay dowm
standards of operation, support the work of the regional umits and
provide the executive units with the necessary criteria for immediate
action both at the national and local level. Mark the appropriate
box if such a unit exists, if it is being organized or, if it does
not exist, state what plans there are to organize it, and in what
year,

1.2. Regional units

These units are situated very close to the immediate action
and should exist in all the regions. Sometimes, through lack of
human resources and for other reasons, these units only exist in
certain regions or do not exist at all in the regions, especially
if it is a small country in which the 1link between the national
unit and the executive units is immediate., Give the appropriate
response in the appropriate box.

1.3. Technical standards of operation

The sytem must operate according to certain technical
standards, Indicate whether such standards are adequate, deficient
or in the process of revision, and whether there is a plan to
establish new standards or modify existing ones, and, if so, in
what year.

1.4, Information system

An epidemiological surveillance system is essentially a
system consisting of a constant flow of information. Even if the
system has highly sophisticated techniques of analysis and operation,



- 114 -

its efficiency will depend entirely on the efficiency of the
information system. State whether the system is efficient, inefficient
or under review or whether there is a plan to improve or reorganize

it, and when it will be implemented.

1.5. Geographical coverage

State whether the system operates throughout the country or
if it is confined to certain geographical areas. Remember that we

are dealing with the real coverage of the system and not the desired
coverage.

1.6. Morbidity coverage

Again, we wish to know the real operational coverage of the
surveillance programs which will culminate in action to combat
diseases and with a description of the real situation with respect
to them, if no action is required. Indicate the communicable
diseases which, by order of priority, are subject to epidemiological
surveillance. Give this information also for non-communicable
diseases: cardiovascular diseases, cancer, accidents, malnutrition,
etc. Include zoonoses in the list of communicable diseases.

2. HUMAN RESOURCES .

As in all the fields of action of the health sector, human
resources are in short supply. For epidemiological surveillance,
these resources are critical, The epidemiologists and professionals
who must work in this area require very special qualifications that
camnot be easily found. We request information on the availability
of human resources: whether they are adequate, inadequate or in the
procegs of being trained. The targets for training this personnel
must be noted in the section concerning human resources which may be

found further on in the questionnaire in the area concerned with
infrastructure.

3. PARTICIPATION OF THE COMMUNITY

Epidemiological surveillance, especially in the case of
certain infectious diseases, cannot be practised efficiently unless
the community participates in the system of information and in
keeping it up to date. This aspect is closely linked with programs
of health education and often implies a change in people's attitude
towards certain diseases (tuberculosis, leprosy, venereal diseases,
for example). Information is requested concerning the participation
of the commumity; if it is effective, if it is conditioned by the
type of disease or other causes, or if it is slight.
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Iv. THE PROCESS OF PILANNING AND THE DEVELOPMENT OF
THE INFRASTRUCTURE

The process of planning is a process which affects the
health system of a country, changing its present shape to the shape
that is desired in the future. Hence, before determining the
nature of the process, we must define clearly the nature of the
present system, the nature of the system desire in the future and
the actions and strategies necessary to achieve this future system,

The Ten-Year Plan foresaw this and stressed the need to
initiate and develop in each country a health system suited to
national characteristics on the basis of a sectoral policy.

1. HEALTH SYSTEM

This refers to the system which is also called the "health
services system' and which is the combination of resources organized
in a certain way and intended by society to perform actions designed
specifically to provide services to promote, protect and restore
health. It is a very general definition and in no way refers solely
to health services provided by a Ministry or any institution. Include
all the resources assigned to health care, whether public or private.
For operational purposes, as will be seen later, the system could be
described as "system of State health services", "ministerial system',
etc.

We would like to know if countries have established targets
of any kind with regard to the structure and operation of the health
services system and they should indicate in the appropriate box
whether they have done so or not.

1.1. Definition of the system

To define a system means to indicate criteria which make it
possible to determine when an element belongs to the system or not,
For example, it may be defined by stating that the system is made up
of all the institutions which provide medical care or that it includes
all the institutions which depend financially on the State, etc. Whatever
the criterion, the system must be defined prior to the planning process
that is to be incorporated in it. Mark the appropriate box to indicate
whether the system has been defined, is being defined or has not been
defined, 1If this is to be done in the future, state the year.
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1.2. Components of the system

Indicate whether the system is made up of all the sector, of
all the public sector or of part of the public sector. Note that the
definition of "sector" is very similar to that of system, although
generally the definition of sector is given by the State for
administrative purposes. If the components of the system are those of
all the sector, then the latter must be very carefully defined.
Sometimes the system may be defined for operational purposes as made
up only of the public services (including social security, for example)
or sometimes as made up only of the services belonging to the Ministry
of Health., 1In the latter case, remember that some activities of the
system may cover all the sector (planning, epidemiology, statistics,

etc.) while the actual provision of the services concerns only a part
of the system.

1.3. Type of system

Generally speaking, countries may have a '"single" system,
i.e. one depending technically and administratively on a central
command or a ''coordinated" system, i.e. one consisting of the
juxtaposition of different subsystems, obeying decisions adopted in
a coordinated manmer; the subsystems remain free to adopt their own
administration and programming but are directed towards common
objectives without duplication of effort. Indicate if a decision
has been made concerning the type of system defined.

1.4, Formalization

The system is formalized when it is sanctioned by an act of
legal authority or other kind and must be accepted by the community.
Indicate in the appropriate box whether the system has been formalized,
whether it has not been formalized, or whether formalization is
envisaged and for what year.

2. HEALTH POLICY

Indicate if targets have been fixed regarding health policy.

2.1. Definition of policy

Indicate if this has been defined, is being defined or, if
not, for what year the definition is planned.

2.2. Formalization of policy

State whether the policy has been formalized by official
declaration or law or whether it is being formalized in these terms.
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2.3. Priorities

Indicate whether, if the policy has been defined, priorities
have been established.

2.4, Period of the policy

If the policy has been defined, note the period of years for
which it is designed to rum.

2.5. Coverage of the policy

From the administrative point of view, indicate whether the
coverage is of all the country or only part of the country, or
whether in some aspects it covers all the country but in others only
part of the country. From the institutional point of view, indicate
in (2.5.2) if the policy covers all the health institutions of the
country or only some of them (for example, public sector, Ministry
of Health, etc.). In (2.5.3) indicate whether the program coverage
is total, i.e. whether it covers all the areas or only some., For
this purpose, study the Ten-Year Plan which deals with all the
possible areas that the policy can cover. Finally, in (2.5.4)
state whether the coverage is of all the country's population or if
it is of only certain priority groups.

3. STRATEGIES

Strategies mean the activities to be developed or the
situations to be established for the fulfillment of the objectives
laid down by the policy. We would like to know first whether

targets have been established for the formulation of strategies.

3.1. Formulation of strategies

Indicate whether strategies have been formulated, are being
formulated or have not been formulated.

3.2. Coverage of the stragegies

Note whether the strategies cover all the areas of the policy
or whether they have been formulated only with respect to certain
areas. Remember that a policy without strategies remains merely
in the realm of enumciation and that activities which may or may
not culminate in the objectives of the policy cannot be oriented,
evaluated or controlled.
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3.3. Programming of strategies

Once the strategies have been formulated, they must be
programmed; i.e. countries must decide with what, how and when
the actions must be taken. The programming of the strategies, in
the process of health planmning, culminates in the initiation of
large-scale programs, which practically constitute medium-term
planning. This programming includes the general operational
elements of the system (administration, information, training of
human resources, investments, etc.). It does not include the
programming of final activities or services to the population, which

must be carried out by the executive units or at least by the
regional units.

Note whether the strategies have been programmed, are being

programmed or have not been programmed. If programming is planned,
state for what year.

3.4, Components of strategy programming

Indicate for each of the components whether programming has
taken place or not.

3.4.1. Analysis of feasibility

This is to find out whether the technical, material
and administrative means exist for carrying out the
strategies.

3.4.2. Analysis of internal consistency

This is to ensure that the means and ends of the
strategies are not opposed to each other but rather
strengthen and complement each other.

3.4,3. Analysis of consistency with the policy

This is to ascertain whether in the elaboration of
the strategies and their programming there was no
deviation from the objectives of the policy.

3.4.4. Adjustment of strategies

Once the strategies have been formulated and the
analyses conducted, the initial formulation of the
strategies must be adjusted. It is assumed that
after the analysis and once the programming itself
is under way, there will be better criteria than at

the beginning for adjusting the strategies originally
formulated.
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3.4.5. Consolidation of the strategies and initiation
of programs

The separately programmed strategies may have and
usually do have areas of joint action or use joint
resources for their implementation. The strategies
should therefore be consolidated in action programs
which not only guarantee the achievement of the
strategies but also harmonize the means employed so
that they are used to the best advantage.

3.4.6. TFormulation of technical and administrative
standards

A normal component of any program.

3.4.7. Adjustment with executive levels

This is a final adjustment which does not imply
substantive changes in the strategies themselves
but is essential to make them feasible and/or
efficient.

3.5. Content of strategy programming

The strategies programmed may refer to various aspects of
the system of health services, some of the strategies being listed
under (3.5.1) to (3.5.10). It should be specified whether the
programming of these items has been done or not, and if not,
whether it is planmned and for what year.

3.6. Short-term programming

Short-~term programming is the immediately operative programming
done at the executive levelsy; within the framework of strategy
programming (medium and long-term). The final expression of this
programming takes the form of service and activity goals. It should
be indicated whether the programming has been carried out or not,
or if it has been planned, for what year. Information is also
required on whether there was participation at local level or not, or
whether the participation was only partial.

4. ADMINISTRATION

4.1, Administrative reform

Administrative reform in the health sector, designed to
increase its operative capacity and enable the administration to
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meet the requirements of the sectoral development process, is
strongly conditioned by the administrative characteristics of the
public sector. Hence the importance of participation by the health
sector in the processes of administrative reform of the public
sector. Imnformation is therefore requested on the situation of the
country in this respect, the degree of participation in this reform

by the health sector, and whether the process is occurring in the
sector,

The appropriate boxes should be checked to show whether:

a) There is a process of administrative reform of the
public sector;

b) The health sector is or has been participating in
this process either by encouraging it, assuming
leadership in it, backing it, serving as model, etc.;

¢) A process has been defined in the health sector or
it is plammed to institute one.

4.2, Administrative macro-adequation

The diagnoses made of the health sector and its institutional
organization in various countries, whether using the modern techniques
of systems analysis or well-informed and experienced observation,
make it clear that planning efforts and the ordering and systemization
of health services are often rendered sterile or are limited by the
fact that there is fragmentation of the sector, overlapping of the
coverage of the various institutions, wide differences of procedure,
productivity, costs, etc., among institutionms, and so forth, Sectoral
order is a necessary condition which must be achieved before adopting
any formulation indicative of the policy for the sector. A prior
condition is the establishment of a sectoral diagnosis and an
institutional analysis leading to proposals for a policy for
administrative macro-adequation and sectoral order,

It should be indicated whether a sectoral diagnosis and an

institutional analysis have been made or, if it is planned to make
them in what year,

In the event that macro-adequation has been carried out, in
whatever form, or if it is under way, this should be indicated by
checking the relevant box. If this is not the case, or if it is planned,
this should also be indicated, together with the year in which it is
hoped to execute it.
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4.3. Adequation of the sectoral administration

4.3.1. The health sector has a variety of institutions, the
most important being the Ministry or Secretariat of
Health and social security institutions. It is desir-
able to know whether the adequation of the administra-
tion of the Ministry has been done or not, whether it
is under way, or if it is at the planning stage, in
what year it is proposed to carry it out. The same
applies to the other more important insticutions of the
sector.

4,3.2. Regionalization

What is required here is to ascertain whether the admin-
instration of the sector has been organized by levels
of operation in accordance with a regionalization prin-
ciple, involving definition of decision-making centers
of various types and information and control flows at
central, regional and local levels. Regionalization
implies an order based on special distribution of meth-
ods, norms and procedures in line with the techniques

of scientific administrationm.

4.3.3. Organic institutional regulations

Regulations are an important factor in institutional
administrative management. Nevertheless, rules in force
do not always follow the lines of alert, up-to-date admin-
instration. The introduction of modern techniques of
information, administration and control, and the new ap-
proaches to country development policies require the
adoption of regulations in line with needs, envisaging
situations consistent with those of national objectives,
in respect both of the sector and of overall development.
The review of these regulations and the permanent task

of studying them and keeping them up to date constitute
an indicator of the drive which the administrative process
brings to the general process of development of the sector
help achieve the objectives of the policy laid down.

For this reason, information is requested on the status

of the study and adaptation of the administrative regulations
of the institutions in the sector and other internal
management.
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4.3.4, Restructuring and adequation of the administrative
services

The "administrative services" listed under 4.3.4. cover
areas with management techniques and procedures that as
a rule have to follow guidelines and general directives
laid down by the public administration -in the case of
health services, the Ministry of Health or State or para-
State institutions- but that also have peculiarities and
characteristics of their own arising out cf their own
organic regulations and the nature of the functions they
have to fulfill. The techniques and procedures for
handling personnel administration, budgeting, accounts,
supply, etc. are advancing hand in hand with the develop-
ment of new technologies, but in addition, these tech-
niques and procedures must be adapted to the needs of
objectives, goals and the relevant strategies and pro-
grams for achieving them. It is therefore conceivable
that the restructuring and adequation of these adminis-
trative services must develop as a continuing process

of improvement and adjustment which of itself indicates,
as in the case of organic and special regulations, the
existence of administrative drive in keeping with that
of the process of sectoral development.

It should be indicated under (a) to (g) whether the ser-
vices mentioned have been or are the object of restruc-

turing and adequation for the efficient administration
of the sector.

4,3.5. Preparation and issue of manuals

Administrative procedures imply various levels of detail
at different levels of the administration. There should
be manuals of procedure for use at all levels. Their
vary existence is an indicator of sound administrative
practice and of the degree of implementation of programs.
Hence it 1s desirable to have information as to whether
they exist and plans for preparing and issuing them.

5. INFORMATION SYSTEMS ’

The functioning of a health system implies the existence of a
network of decisions on the definition of policies, selection of strat-
egies, programming of strategies and activities and their implementation,
control and evaluation, This network of decisions goes hand in hand with
various systems designed to provide the information necessary for rational
decision-making. These systems will vary in structure according to the
nature of the information they have to provide; and they should be coor-
dinated and made compatible so that they conform to a general system. .
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It should be noted that the information is not confined to data, qualitative
or quantitative, as in the case of health statistics or budgets or accounts
it must extend to the sphere of utilization of the data once they are re-
corded as an expression of a situation or topic. (This is the basic dif-
ference between data and information.)

The planning and introduction of scientific administration into
the health sector calls more and more frequently nowadays for the organi-
zation of information systems, the use of computer techniques and modern
“"informatics" in support of decision-making and control processes.

Information is required concerning the goals which the country
may have laid down in respect of the organization and functioning of health

information systems.

5.1. Organization of an information system

We would like to know whether such a system has been organized,
whether it is in the process of organization, or if it has been planned,
for what year.

5.2. Coverage of the system

a) Political and administrative

Specify whether the system covers the entire country, or only
part of the country, or whether for a given type of information
there is national coverage while other types are confined to
part of the country.

b) Sectoral
Indicate whether the system covers the entire sector or only
certain institutions, or whether on certain points it covers

all institutions and on others only some of them.

c) Program areas

Indicate whether all the health programs are covered, or only
some,

5.3. Coordination of information systems

The information systems frequently give evidence of overlapping
or omissions which can be corrected by means of coordination of systems
at the intersectoral or interinstitutional level, or at the level of the
programs themselves. Check the respective boxes to show whether coordi-
nations appears to exist, whether it is only partial, or whether it does
not exist, eilther at the intersectoral or interinstitutional or program
level.



- 124 -

5.4, Establishment of information units

Indicate whether there are or whether it is hoped to establish
information units at sectoral level, at institutional level (Ministry,
Social Security, etc.) or at the level of specific programs.

5.5. Areas of information

Indicate whether the areas of information as listed in the
form are already in operation, whether they are being organized, or
whether their organization i1s a goal of the health plan.

5.6. Reporting system

Supervision of the activities carried out by the services and
infrastructure production units calls for a system of regular, phased
reports. The reports should mention the goals fixed for the activities
and the results achieved, for the purpose of calculating the gaps and
seeking proper explanations, a rough estimates being made in the report
itself. The system implies the recording of data, elementary analysis,
transmission and a second analysis by the units responsible for control
at the various levels established, as a basis for decision-making.

An indication is requested under this heading as to whether
such a system of reports exists and functions satisfactorily, whether
it exists only for certain activitles, or functions within certain
limitations, or does not exist at all., 1In the last instance, indicate
whether provision has been made for the functioning of such a system
and for what year.

5.7. Computers

Specify whether the system is using electronic computing, and
if not whether it is envisaged and for what year.

6. HEALTH STATISTICS
6.1. Statistical systems
Indicate whether there are systems for registration, collection, .

processing, analysis and publication of the statistic listed under (a)

to (h), and if not, whether there is any plan to organize them, and for
what vyear. ”

6.2. Personnel

Check in appropriate instances whether personnel of the type
mentioned exist in sufficient quantity, or whether there is a shortage.
In the latter case indicate it by what year it is proposed to train
staff or have staff available.
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6.3. Availability of the data

Indicate whether the data for each type of statistics listed
are available and for what year, or if they are not available, in what
vear it is proposed to have them available.

6.4. Coverage of the system

For each of the systems listed, estimate the proportion, as a
percentage, of coverage of the information furnished in 1971 and the
goal expected to be reached by 1980,

6.5. Utilization at national level

Indicate for each of the systems listed the degree of utiliza-
tion estimated within the country, and proposals for promoting more
extensive use,

6.6. Coordination

Coordination among the information-producing bodies in each of
the systems listed is good, fair or poor. Indicate what is the situation
and whether there is any project in hand to improve the existing coor-
dination mechanisms.

7. DEVELOPMENT OF HUMAN RESOURCES

Generally speaking, there is a marked shortage of manpower in
the countries of the region, especially in the light of the changes
being made in the sector, which operates not only with the participation
of the traditional professions (medical practitioners, dentists, phar-
macists) but on the basis of care units made up of persomnel whose diver-
sity increases in proportion to the complexity of these care units, ser-
vices and infrastructure.

No consideration will be given in this section to the area of
utilization of human resources, since it is dealt with in other sections
of the Ten-Year Plan; on the other hand emphasis is laid on the areas of
manpower development, planning and programming and the questions of man-
power training.

What is required first and foremost is information on whether
the country has established goals for the development of human resources
in its health plan.

7.1, Manpower planning process

This process has to develop hand in hand with that of health
planning and in the light of the sectoral plans and programs and of the
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potential of the personnel training institutions and the manpower devel-
opment policies of all kinds within the country.

7.1.1., Integration with the health planning process

The manpower planning process must be consistent through-
out with that of health planning. Indicate whether there
is integration of these processes, whether it is only
partial or does not exist, and whether integration has
been laid down as one of the goals of the country's plan.

7.1.2. Manpower development plan

Indicate whether there is a manpower development plan
in operation, or whether it has merely been formulated,
or if none exists, whether its formulation is regarded
as one of the goals of the country's plan.

7.1.3. Coordination with the national manpower
development plan

Indicate first of all whether there is a national plan
for manpower development, and if so, the level of coor-

dination between it and the health manpower development
plan.

7.1.4. Participation by the universities

The universities are responsible for the training of
health professionals and for the organization of pro-
grams for training other technicians working in the
sector. It seems obvious that the universities need

to participate actively in the planning of human re-
sources required by the sectoral plans. Please indicate
whHether such participation exists or whether it is inad-
equate, and if it does not exist, whether it is contem~
plated as a goal of the national plan.

7.2. Manpower training program

7.2.1. Updated inventory

Indicate whether there is an inventory in which a record
is kept of the type, number, distribution and utiliza-
tion of health manpower, whether it is under way or, if
it does not exist, whether there are plans for it and
for what year.
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Projection of requirements

Indicate whether projections have been made of manpower
requirements to attain with the objectives of the nation-
al health plan, whether they have not been made, or
whether they are under way. 1If they have not been made,
indicate whether there are plans to make them and for
what year.

Design and utilization of personnel modules

The recommendations of the Ten-Year Plan include the
definition of personnel functions and modules in respect
of care, administration and support, with a view to
increasing productivity., Indicate whether such modules
have been designed and whether they have been used or
not or, if it is proposed to formulate them, for what
vear,

Creation of new categories of persomnel

Indicate whether the creation of new categories of per-
sonnel for the health services has been considered, or
whether any thought has been given to it.

Productive capacity of the training institutions

Indicate whether the productive capacity of institutions
for personnel training has been determined, whether it
is under consideration or, if it is plamned, for what
year.

Absorptive capacity of the health service

Indicate whether the capacity of the country's health
service to absorb manpower has been determined, whether
it is under consideration or, if it is planmed, for
what year.

Determination of persommnel training goals

Note in respect of each category, professional, intermediate,

or auxiliary, the number or rate per 10,000 inhabitants (according to the
indicator) existing in 1971, planned for 1974, and as a goal for 1980.

8.

DEVELOPMENT OF PHYSICAL RESOURCES

Indicate whether goals have been laid down for the installation,

replacement, conversion, maintenance, etc. of premises and equipment
constituting the country's installed capacity.
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8.1. Inventory of premises and installations

Indicate whether there is an up-to-date inventory of premises
and installations for public health care, or if there is none, whether
there are plans to produce one and in what year.

8.2. Installed capacity development plan

Indicate as appropriate whether or not there is an installed
capacity development plan. If there is none, indicate whether any is
planned, and for what year.

Indicate under 8.2.1. whether any investment plan has been
structured, whether there is none, or whether it consists only of a
series of isolated projects. 1In the event that there is a project to
draw up a plan, indicate the year in which it is hoped to accomplish it.

In the event that an investment plan has been formulated, in~-
dicate under 8.2.2. if it is the outcome of a services plan, entirely,
or only partially, or if it is planned, for what year. Indicate further
under 8.2.3., if there is an investment plan, whether it incorporates
the construction of new premises, rehabilitation of the installed
capacity, expansion and conversion, equipment and/or maintenance.

8.3. Elementary units

Indicate the number of premises for the functioning of elementary
units in operation in 1971 (index equals 100 per cent), the number of
premises which it is estimated will be in operation in 1974 and 1977
with the relevant percentage, taking the 1971 figure as 100 per cent

the number fixed as a goal for 1980, and the relative percentage in
relation to 1971.

8.4. Installation of beds

8.4,1., General hospital beds

Indicate the number of general hospital beds available
in 1971 and planned for 1974 and 1977, the goal for
1980, and the percentage represented by these estimates
in relation to those existing in 1971 (equals 100 per
cent.)

8.4,2, Specialized hospital beds

Indicate the number of specialized beds available in 1971
and estimated for 1974 and 1977, and the goal for 1980,
plus the percentage which these figures represent in
relation to 1971 (equals 100 per cent.)
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8.5. Conversion of chronic case beds

Indicate the number of beds for chronic cases available in 1971,
the number it is proposed to convert into beds for acute cases in 1974,

1977 and 1980, and the percentage which the figures represent of the number

existing in 1971,

8.6. Maintenance svystems

It is estimated that an efficient indicator of the status of
maintenance systems is the number of persomnel specializing in hospital
maintenance per 100 hospitals with more than 100 beds each. This infor-
mation should be given for the yvear 1971 and the estimated number for
1974 and 1977, and the target for 1980,

9. FINANCING

9.1. Programs for analysis of financing and expenditure

Indicate whether such programs exist and are in operation or,
if they do not exist, whether they are planned and for what year.

9.2. Analyses of production functions

Indicate whether analyses of production functions have been
carried out or are under way, and whether they cover the entire sector,
certain institutions or only certain establishments. If such analyses
have not been made, specify whether it is proposed to made any, in what
yvear and in what fields,

9.3. Budget of current expenditure for the health sector

Indicate what proportion of the current expenditure budget for
the public sector was assigned to the health sgector in 1971 and 1974,
and what is estimated for 1977 and 1980.

9.4. Community self-help programs

Indicate whether such programs exist or, if they do not exist,
whether they are planned and for what year.

10. LEGISLATION

Indicate whether legislative bills have been drawn up as goals
for the country's plan.

10.1. Compilation and analysis

Indicate whether compilation and analysis of the existing
health legislation has been undertaken recently, or whether it is under
way.
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10.2. Legislative bills

Indicate whether any legislative bills have been introduced or

are being processed, or whether it is proposed to formulate any, and in
what year.

11, RESEARCH

The Ten-Year Plan includes a series of areas in which it is
proposed to underitake research in different fields. Information is

required as to the proposals or projects which are research goals under
the country's plan.

11.1, Research policy

Indicate whether a research policy has been defined for the
health sector in keeping with the health policy and with the national
scientific and technological development policy, if any. If no such

policy has been defined, indicate whether it is proposed to define one
as a goal under the plan.

11.2. Inventory or research

Indicate whether there is an inventory or research under con-
gsideration or in operation within the sector, whether concerned with
basic, epidemiological, administrative or methodological research.

11.3. Program design and development

Indicate whether research programs have been designed and/or
are being carried out in the defined priority areas of the health policy.

11.4. Coordination of research

Indicate whether there is coordination between the various re-
search units and the health service system.
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HEALTH HEALTH
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XXII Meeting XXV Meeting

RESOLUTION VI

OBJECTIVES AND PRIORITIES IN THE PROGRAM OF THE ORGANIZATION
IN THE LIGHT OF THE RECOMMENDATIONS OF THE III SPECIAL
MEETING OF MINISTERS OF HEALTH OF THE AMERICAS

THE DIRECTING COUNCIL,

Having heard the report of the Director on the Steps being taken
by the countries and the Organization in compliance with the provisions
of Resolution XIII of the XXI Meeting of the Directing Council of PAHO
(Document CD22/17);

Bearing in mind the position taken by the Ministers of licalth to
the effect that, if the goals of the Ten-Year Health Plan are to be
met, it is essential for each country to define a policy consistent
with its economic and social development, clearly specifying the objec-
tives, strategies, and programs for attaining them; and

Considering that, pursuant to Resolution XIII, the Director con-
vened a Working Group on Evaluation of the Ten-Year Health Plan, whose
report stated that the process of evaluating the Plan will depend on
the way in which the national health policies are defined and that it
should reflect the effort made by the countries and the progress
achieved in solving their priority health problems,

RESOLVES:

1. To urge Governments to continue, and if possible intensify, the
review and formulation of their health policies during the current
year, and to draw up and develop their priority programs.
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2. To recommend to the Director that he continue to render to the
countries the collaboration of PAHO in these activities.

3. To request the Director to put into effect the recommendations
concerning studies of costs and financing of the health sector contaia.c
in Resolution XIII mentioned above, and that he keep the Governments
informed on the results of the programmed activities and on the experience
of the countries.

4, To request the Director to take the necessary steps so that the
documents relating to evaluation, including those resulting from the
experience of the countries until 1 May 1974, be the subject of special
consideration during the 72nd Meeting of the Executive Committee, and
that countries desiring to do so participate in the discussion by
sending observers.

(Approved at the tenth plenary session, neic on
15 Qctober 1973




EXECUTIVE COMMITTEE OF WORKING PARTY OF
THE DIRECTING COUNCIL THE REGIONAL COMMITTEE

PAN AMERICAN WORLD

HEALTH HEALTH
ORGANIZATION ORGANIZATION

70th Meeting 70th Meeting

RESOLUTION y17

REPORT ON THE III SPECIAL MEETING OF MINISTERS OF HEALTH
AND STEPS NECESSARY TO IMPLEMENT THE DECISIONS ADOPTED
THE EXECUTIVE COMMITTEE,

Having heard the preliminary report of the Director (Document CE70/7)
on the steps being taken to implement Resolution XIII of the XXI Meeting of
the Directing Council of the Pan American Health Organization;

Considering that it is primarily the responsibility of the countries
to adopt the necessary measures to formulate or revise their health poli-
cies for the purpose of achieving the goals of the Ten-Year Health Plan for
the Americas; and

Bearing in mind that the objectives and priorities of the Organiza-
tion's program must also reflect the goals of the Ten-Year Health Plan so

that it can most effectively assist the Governments to meet these objectives,
RESOLVES :

1. To take note of the preliminary report of the Director (Document
CE70/7) on the steps the Organization is taking to implement Resolution XIII

of the XXI Meeting of the Directing Council of PAHO.
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2. To urge the countries to review their health policies and adjust
them to the goals of the Ten-Year Plan, in the light of the national
health situation and the resources available, and in line with the re-
quirements of economic and social development.

3. To request the Director to assist the countries in (a) defining
their policies and objectives and in establishing a permanent system and
appropriate methodology for evaluating the results; and (b) carrying out
studies required for the Ten-Year Plan on income, costs, and financing
of health services.

4. To request the Director to report to the XXII Meeting of the

Directing Council on the progress achieved in this important matter.

(Approved at the tenth plenary session,
27 July 1973)




