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The principles

More than two thirds of national constitutions in the world state the recognition of the right to health and the commitment of the state to promote it. As in the global context mentioned in the previous chapters, this recognition is too vague in content and in identifying its duty bearer that it seldom translates in a legally-protected right. Most countries have ratified the ICECSR and it's General comment 14 of year 2000, related to the right to health. While it identifies the role of the state in guaranteeing the right to health, this responsibility is to be assumed in a "progressive nature" according to resources, which leaves, again, most situations lacking a clear definition of which health rights can the state be held accountable and may the citizens demands in their right. It does identify, with immediate effect, the responsibility against discrimination, of both, health services and any health-related regulation. The response of the health system should, therefore, aim at universal coverage and through a patient-centered approach and not by addressing only some diseases.

Most countries also signed up to the principles of Declaration of Alma-Ata and its recognition of the key health principle of community participation in every stage of the process of health decisions and actions/services.

In relation to the wide root causes and multi-sectorial influences in health and disease dynamics, most countries have also referred to the Ottawa charter and the health-in-all policy approach.

In summary, health systems should base their actions, as global health policies and actions as defined in chapter 1, in the principles of health for all (persons and health problems), health in all policies and health by all actors and communities. These principles were reflected in 2009 world health report and it's subsequent resolution of the World Health Assembly 62.12 on Primary Health Care and Strengthening Health Systems, which identified the mentioned principles of any health system: inclusive leadership (health by all, led by the representative government), multi sectorial nature (health in all policies) and towards universal coverage (through equitable health services and a patient-centered approach).

Table 4 : Principles of health systems

	Health systems

	Principles
	Inclusive leadership
	Health in all policies
	Equitable and universal coverage
	patient-centered approach


The above mentioned principles should guide all the structure, organization, functions and monitoring of health systems. The principles should not remain vague, aspirational and based on good intentions, but concrete, binding and with persons able to demand those on their right and governments meant to be accountable for their compliance.

As at the global level, these principles require targets and indicators of progress. 

Inclusive leadership

Inclusive leadership requires the capacity and willingness of democratic governments, through their institutions, to lead a participatory process and involve actors to enrich the democratic, technical and assessment of their responsibility in guaranteeing the right to health.

i. Democratic representation

 The democratic dimension may be measured by the participation in all stages of policy, programming and implementation of the health strategy, of representatives of all persons living in the country (citizens may only be interpreted as those with legal status, and would be discriminatory against those without it, often more vulnerable to ill health). A well functioning democracy would ensure that voice through its democratic representatives in the local councils and regional and national parliaments. When such representation is disconnected with their communities' needs and requests, it will require additional participatory initiatives to, both, enhance the parliamentary awareness and involvement in the policy and programming processes, as well as complementary mechanisms of direct participation.

 The democratic representation can be measured, therefore, by the proportion of the community, through their elected representative and/or through assembly-based associations focused in unmet health needs. Careful analysis is required to assess how this "complementary democratic mechanisms" are, indeed, aimed, at universal representation and advocacy of the universal right to health, or, on the contrary, represent in a biased way, only part of the community and only some of its problems, risking positive and negative discriminations.

Technical contribution

The technical contribution must incorporate adequate know-how to assess the health needs, plan it's most pertinent response, design and implement efficient interventions and services and objectively monitor its performance. Again, in an ideal democracy, the government, accountable to provide pertinent and efficient health services, would employ or contract-out qualified professionals for those tasks. Many countries in the world will not be able to attract all required competences, especially given the competition of private services aimed at profits and often offering better economic conditions to professionals. 

The design of mechanisms to incorporate inputs from experts from society's development, academic and private sectors, will not only strengthen the technical aspects of the public health system, but also enable and encourage the participation or at least coordination with the wide scope of actors related to health in society. Given the potential interests of the private-for-profit sectors in shaping public services of any nature, adequate attention must be given to prevent, identify and deal with conflicts of interest.

Neutral assessment

Who is to keep the duty bearers and the right holders accountable to their responsibilities? This neutral assessment function cannot be carried out by the government and neither by the communities served, as in both cases the assessment could be biased so as to reduce their responsibilities and expand their rights. A neutral body equipped to gather data, analyze and report on the compliance of responsibilities, both by government and communities should exist. In some countries, such role is played by independent court of auditors, which may analyze and report on the institutions’ compliance with their responsibilities and analyze factors undermining that compliance. But the same must apply to communities: can communities avoiding fair fiscal contributions simply demand their rights and avoid any assessment of their failed responsibility? But beyond fiscal obligations, communities may be also bear  responsibilities such as adhering to public health services such as vaccinations, use of bed nets or screening procedures including confidential HIV testing, and to contribute to household hygienic norms.

Table 5 : Components of inclusive leadership

	Inclusive leadership

	Measurement
	Proportion of persons represented through democratic processes (% of society)
	Proportion of scientists and academics represented (% of academia –wieghed by their peer-reviewed production- involved)
	Neutrality from community

	Boundaries
	prevent positive and negative discriminations by partial representation
	Prevent conflicts of interest by private-for-profits groups
	Prevent biased assessment of rights/responsibilities of all parties

	Preconditions

Additional inputs from civil society



Government structures
	

	
	assembly-based / public-interest organizations
	Technically sound organizations
	Neutral and legal/technical capacities

	
	elected members of parliament
	Ministries, institutions and contracted services
	Legal services and courts of auditors

	Dimensions
	Democratic representation
	Technical inputs
	Neutral assessment


People-centered services:

This principle is in close relation with the one on inclusive leadership and community participation, contributing to identify priority felt needs and not merely evidence-based decisions taken by actors far from the communities, often far from their countries even.
People-centered health care include aspects related to individuals, patients and their families:, to health practitioners and to health care organizations and systems.

ii.  Individuals and communities

For individuals and communities, people-centered care implies access to health information and education that increase health literacy; equitable access to comprehensive health systems responsive to their felt needs and demands and development of personal skills which allow engagement with health care systems.

For health practitioners: 

Health professionals need to develop capacities towards a holistic approach to the delivery of health care; respect for patients and their decisions and recognition of the needs of people seeking health care. These capacities require professional skills in the fields of technical competence, empathy and communication and responsible use of public resources 

In health care organizations and systems: 

The only indications to plan and implement specific disease-programs are those of eradication or emergency. Eradication requires coordinated and often synchronized in time and content, programs specific to one disease. Emergencies also require a positive discrimination in order to tackle their trend and longer term effects. In both cases, the health sector is overwhelmed by the longer-term consequences of eradication, which justified targeted and additional funds and actions, and by the urgent needs concentrated in a short period, which also require targeted and additional funds and actions. Besides these exceptions, which in normal circumstances should not mean more than one percent of the burden of disease, health systems need to develop patient-centered services. At the community level this means that health promotion and disease prevention require collective approaches so that they target groups of health conditions or diseases, and aimed at the community as a whole.  At the individual, patient level, the patient centered approach means that patients are seen in the holistic approach mentioned above, in their community and family context, their life cycle, their socio-economic causes and consequences in their health need or ill-health. As regards their specific ill-health demand, patients are seen through a syndromic approach considering all options, and treating the condition or specific disease when diagnosed, as well as the conditions causing it and the often collateral and related ill health effect or diseases.

Table 6 : Components of patient-centered care

	Patient centered care

	Measurement
	Involvement in the definition of health plans and priorities representing health felt needs. (See democratic representation above)
	Proportion of patients treated by primary levels (community, health center and district hospital), adherence to syndromic management.
	Proportion of programs and budgets which are not vertical and based on common health system pillars (see blow)

	Boundaries
	Distortion of priorities by partial interest groups.
	Specialized levels of care treating specific conditions. (normally < 10% of patients and , 20% of resources)
	Exceptional vertical approach in health emergencies and eradications.

	Preconditions
	Empowerment through health education, health rights and capacity to represent and engage

(see above democratic participation)
	Training in fields of technical competence (syndromic management), empathy and communication.


	Health promotion, disease prevention and patient care through collective/ syndromic approach

	Dimensions
	Individuals and communities
	Health professionals and care givers
	 Health system


Health in all policies / all for equity and ecology

Since all policy areas are related to the conditions in which people are born, grow and develop, study, work, rest and relate with others and with the environment, they are all relevant to health. The previous chapter defined the relations between the foundations of moral and social values, their translation in frameworks of rights and responsibilities, and those in areas of economic, social and ecological governance. 

The health sector should advocate for the best health conditions to maximize the "health potential" and best response to the un-prevented or unpreventable effects on ill health. However, on fair grounds, is there any area or dimension of society, especially social policy areas, which is not "multi-sectoral"? If so, how complex and effective could be a multi-multi-sectoral governance?

iii. Defining governance

According to UNDP, governance is the exercise of economic, political, and administrative authority to manage a country’s affairs at all levels.  It comprises mechanisms, processes, and institutions through which citizens and groups articulate their interests, exercise their legal rights, meet their obligations, and mediate their differences. Good governance is related to, by UNDP, the attributes of being participatory, transparent, accountable, effective and equitable, and promote the rule of law. 

A simplified definition would be that of the democratic and legal-based system (institutions: hardware, processes: software, and resources: running costs) of rules and services, managed in a participatory, transparent, equitable, efficient (rather than effective) and sustainable way, whereby persons (rather than citizens), can exercise their civil and social rights, meet their obligations and articulate their interests, and governments can be made accountable to their responsibilities.

Health in all versus equity and ecology for all

How can health effectively influence -and be influenced by other relevant sectors- the large scope of institutions, processes and mechanisms in almost every policy area of society? The complexity would overwhelm any administration. If health impact assessments were to be carried out in all other policy decisions, they would mean significant time and resources. And if, in the same right, similar assessments were carried out by other social policy areas with also a wide scope of their causes and consequences (environment, education, gender, justice, transport and infrastructures, science and technology, agriculture and food security, water and sanitation, housing, labor, urban planning, trade, foreign policy, etc.), the complexity would undermine the efficiency of the system. Should health be given this priority or privilege? And life not, or dared with others, how could the interconnecting relations of many policy areas be best tackled? As presented in the previous chapter, the translation of the rights framework in rules and services, should lead to adequate levels and fair distribution of resources, of knowledge and of natural resources.

The health sector should be responsible of the safety needs (through regulations minimizing risks) and the response to ill health needs (through equitable health services). 

All sectors (including the health sector) should aim at ensuring adequate levels and fair distribution of income and knowledge, in a sustainable equilibrium with natural resources, so as to ensure that basic needs are covered and to enable   the satisfaction of fulfillment needs. This approach would be better defined as "all for equity and ecology", rather than the "health in all" concept.

Priority targeted sectors 

The main sectors affecting health conditions and outcomes are those influencing in a major way the level and distribution of income and assets, the access to other relevant social services and the sustainability of natural resources.  

a. Economic governance

Economic governance requires market regulation to enhance innovation and productivity aimed at human wellbeing, linked to its fair distribution and sustainability in balance with preserved natural resources. It requires regulation of production, trade benefits, labour standards including the basic floor and ceilings of maximum and minimum income levels and redistribution through fiscal policies.

Social governance

Social governance requires pooling of resources to invest in public goods which include coverage of basic services protecting human rights. Such rights include the civil and political rights protected by security and justice, as well as the social rights for minimum conditions for survival, development and fulfilment of capacities, mainly though housing, nutrition and water, health and education services, protected as well by justice.

Ecological governance

Ecological governance requires regulation of all economic and social activities so as to preserve the balance with the natural resources so that land, air and water potentials are maintained in its biological levels and diversity, and avoid contamination. Ecological governance should promote eco-healthy activities such as routine walking, cycling, local community or family vegetable gardening, low use of solid fuel energy and low rates of carbon emission/low efficient diets (vegetarian).
Priority targeted actions

In a transitional approach, health should be especially "interactive" with those sectors or issues more closely related to its needs. The diagram of attributable risks due to unmet basic, safety or fulfilment needs may help identify priority areas for targeted action. In low income countries, the priority unmet needs may relate to the basic needs of nutrition and water and sanitation. In some middle income countries key sectors may be those related to safety needs in the housing, labour and the environment policies. In some high income countries, basic and safety needs may be secured to a fair level, but fulfilment needs may be high in terms of adequate physical activity, healthy diets and psychosocial satisfaction (e.g. loneliness), therefore giving higher pertinence to targeted links with urban planning, communication or social cohesion policies. Education and specific gender/children rights are common priority areas in most contexts.
Table 7 : Components of health in all policies

	equity/ecology for/in all

	Measurement


	Income disparities (GINI index and ration of higher/lower quintiles), fiscal redistributive rate, ration fiscal redistribution/GINI index.
	Effective coverage (not nominal insurance) of social protection, education and health services. Legal protection of social rights and rate of litigations in neglected or abused cases.
	Carbon foot print/capita. Maintenance or growth of biodiversity, lack or minimum rates of land, air and water contamination (see chapter 2 safety needs), rate of renewable energies and eco-healthy behaviors  (walk, cycle, diets, local community and family gardening)

	Boundaries
	Disincentives to innovation and production.
	Insufficient national resources in some low income countries, requiring international redistribution.
	International impacts (as climate change) and certain limited ecosystems (extreme temperatures and rainfalls)

	Preconditions
	Production and trade regulations on margins, investments and speculations, fiscal redistributive policies.
	Social protection guaranteeing minimum basic health needs (minimum wages, pensions, unemployment and other subsidies), unified services for all in the fields of health (see below), education and justice.
	Regulations on industrial and agricultural activities, transport, energy and housing, water collection and distribution, social activities, 

	Dimensions
	Economic governance
	Social governance
	Ecological governance


Universal coverage / health for all

Besides a principle of health systems, it is their main objective, and that of global health. As a principle and as an objective, it is based on the universality of the right to health. 

iv. Operationalizing the right to health
The rights' basis, requires three conditions to be operational: clear definition of "what, who and how”: This means concrete definitions of what health-related securities and services are all persons entitled to, who is the duty bearer (given the universality if the right, the right holders are all persons, who should also have a set of responsibilities) and how can these rights be exercised and legally protected.

Equity across variables

Once the content, actors and legal procedures of the right to health are clear, it will require health policies that are equitable and aim at universal coverage across health conditions, age and gender groups, income levels and geographical regions. 

The latter relates to the concept of patient-centered health services –see below-, as opposed to disease specific programs which, by nature, discriminate against other diseases and duplicate resources in comparison with the patient-centered services. 

Progress towards universal coverage requires equitable access to services or protections, that is, positive discrimination for those in greatest need.

Equity vs. equality

Universal coverage does not mean equal health conditions or status for all. Equality is a theoretical concept. Equal rights should translate in equitable conditions to meet needs and equitable access to health services to respond to the unmet needs. However, the variety of factors beyond the control of duty bearers, influencing health dynamics, will always translate in a certain level of health inequality (mathematical dispersion). These factors include those of genetic nature, individual moral and social values, family environments, personality traits, etc. What needs to be defined, as explained in the next chapter, is a target of maximum inequality, or a minimum (fair) level of equality: that is, equity.

	Universal coverage/health for all

	Measurement


	e.g. Coverage for all diseases > 75% of  the average use of health services
	e.g. Coverage for all groups > 75% of privileged groups  by variables.
	e.g. Coverage for all groups < 75% of upper quintile and geographic privileged area.

	Boundaries
	Emergencies and eradication (see above)
	Specific risk groups of certain conditions.
	Distortion of budgets for remote services.

	Preconditions
	Patient-centered care: (see above)
	Priority to more vulnerable /affected groups
	Priority to lower income groups and most neglected geographical areas

	Dimensions
	For all health conditions 
	For all ages, ethnic and gender groups
	For all income levels and geographic locations.


Health pillars

WHO defined six "building blocks" which should be essential parts of health systems. however, they mix different categories (as in WHO analysis of health attributable risks assessed in previous chapters) : health pillars as human resources, health products and  financing schemes, health principles as leadership and governance, and health system dynamics such as the design of services by level of care and the monitoring and information systems. on the other side, this mix of elements of health systems lacks one essential component : that of infrastructure and logistics. WHO guidance is further confusing given the four principles earlier mentioned of primary health care and strengthening health systems and the five sections of the tool named Joint Assessment of National health Strategies (JANS), under the process of the International Health Partnership (IHP), which include situation analysis, process and design of strategies, financing/auditing, implementation and monitoring. These different concepts of health system elements overlap and mix categories.

considering the previous section on principles and the following ones on health services and dynamics of the health system, we may identify are four essential components or ‘health pillars’ which health systems require in order to provide universal coverage of the services agreed: human resources, essential medicines and other fungibles, infrastructure, equipment and logistics, and decentralized management and financing. Together, they should provide an integrated response to the goal of universal coverage. In some developing countries these pillars suffer from serious structural weaknesses: a shortage of human resources, low availability and affordability of essential medicines, inadequate infrastructure and referral capacity (one clear example is in obstetric emergencies) and financing schemes which, in most countries, still require direct payments at the point of delivery.

Table 8 : health system pillars

	Health systems

	Pillars
	Human resources for health
	Medicines and other fungible medical products
	Logistics and infrastructure
	decentralized management and financing


Human resources for health

Health professionals are the basis of any health service delivery. They need to be available in number and distribution according to the geo-demography of the population. They require adequate training skills according to the epidemiology of unmet needs and  scope of health deficits/diseases. And they need to deliver their service in empathy with the communities and patients they serve.

v. Number and distribution

The minimum number of health professionals / population, has been estimated by WHO to be in the range of 3 health workers per 1000 persons covered. This analysis, however, was based on the estimates required to progress towards the health MDGs, which only represent some 60% of the burden of health inequity worldwide. 

The following calculation is based on an average health district of 100,000 population. Health districts include primary (where there is no doctor) and district level of care (where there is no specialist). 

Over 90% of the health services take place at t the district level. WHO also estimated that the minimum level of use of health services should be least one new consultation per person and year.  Considering that on average there are two other repeated consultations for every new one, the total minimum number of consultations in a population of 100,000 persons, would be some 300,000, 270,000 of them taking place at the district level.  The admission rates also vary greatly but on average are in the region of one in every 50 consultations, that is, some 5,400 per year, with an average duration of 10: 54,000 hospital-days.  If half of all deaths take place in the hospital, they would mean some 750 per year. At an average fertility rate of 3, there would be some 2000 deliveries per year. Estimating that consultations require an average of 10 minutes per patient, admissions some 60 minutes per day (including different hospital personnel, analysis and procedures) and pregnancies, delivery and postnatal care some 120 min per case, the total time required for health care services would be some 17,000 working days. 

Ideally, health workers should allocate some 50% of their time to health care services, some 30% to health promotion and disease prevention activities, 10% to continued learning and research and 10% to administration, management and coordination. The total working days required m therefore, for district health activities would be 34,000 working days, that is -at average 200 working days per year after holidays and sick-leaves- 170 health workers, some 1,7 per thousand persons (one for every 600). These estimates do not include the shared need with other districts for care in referral levels (some 20% more, for the 10% of patients needing that level of care) and the contribution to health promotion and prevention activities, of primary health care workers in the community (some additional 20% of time). In total, the required health workforce would be around 2,5 per thousand, on for every 400 persons. This figure will vary according to the demographic structure (higher for higher fertility and for aging populations), to the geographical distribution (higher for more scattered population) and to the epidemiological pattern of diseases (higher for higher burden of disease, for example due to higher HIV prevalence rates).

Mix of expertise

The mix of expertise required will depend on the organization of service delivery by levels of care. The traditional responsibilities of medical doctors and nurses in high income countries may be adapted to greater therapeutic responsibilities with nurses or middle cadres such as medical assistants or paramedics. Normally the ratio of doctors to nurses is of 1:5 but lower ratios may maintain with adequate supervision of increased responsibilities of nurses and middle cadres, adequate quality of care. Other health professionals are required through nurses' specialization or parallel careers, such as laboratory, radiology, anesthesiology, and pharmacy and rehabilitation technicians, with a ratio of approximately 1:3 nurses. The task of coordination, management and administration, will also requires specialized staff and posts. As a very indicative reference, a district of 100,000 populations should, therefore, count at least on some 30 doctors, 150 nurses, 50 technicians and 25 administrators. 

Whichever the distribution of tasks may be, the skills must include the diagnostic, therapeutic and rehabilitation tasks aimed at universal and quality care of comprehensive health services. Every society will aspire at the best possible technical care, but towards it, protocols need to be adapted to the most efficient use of the limited resources. For instance, how may hypertension be diagnosed and treated, by whom, and at which level of care, will depend on the demographic, geographic, epidemiological and economic contexts. While in high income countries the diagnosis and treatment is made by general doctors and the third or even second line treatment by specialists in referral levels of care, in countries with lower levels of human and economic resources, the diagnosis and first line treatment may be done by nurses, with supervision, and the second and third line treatments by the district doctor. This adjustment of "task shifting" will be essential to ensure universal quality care with the highest efficiency as measured in cost/DALY. (See later).

Spirit of service

One aspect which is often missing from the overall planning of the health workforce is their level of empathy (feeling with the other) with the communities and patients they serve. Health professionals, especially the medical doctors, are often trained in preventing any mutual transfer if emotions. However, the sensitivity to feel, understand, respect and commit to, of communities and patients' perceived needs, risks, health aspirations and effects of disease, is essential, both, for the well being and sense of care of communities, and the sense of belonging and satisfaction of health professionals. The effect of empathy in the perceived quality of service, is also directly related to the retention rates, and to the efficiency of preventive, therapeutic and care activities. This level of empathy and service requires knowledge and certain degree of involvement of health professionals in the local ways of life, language, culture, traditions and beliefs. It also requires involvement of communities and health professionals in joint analysis, decisions and implementation of programs and services, as mentioned above under the principle of inclusive leadership.

The table below depicts the relation to needs, enabling factors, features and adequate levels in the number and distribution, skills and empathy and service spirit of health professionals.

One essential aspect of the availability of health professionals is the working and living conditions they have. The conditions relate to the overall capacity of the health service to respect the health system principles, finance the other health system pillar components, enable effective treatments of the prevalent health problems in the community and keep the health system in motion and adjusting to needs and performance. Salary and living conditions of health workers will also influence their quality of service and their distribution and retention in posts where they are most needed. Given the fact that health workers are a "global commodity" (often valued across countries and in demand at global level), they are subject to global market dynamics. 

The level of salaries and living conditions -besides working conditions- will influence the national and international distribution of health workers. When basic working conditions are not met, health workers will tend to avoid or leave service. If working conditions are met decently but living conditions are limited, there will also be an outflow of health workers. This is related to both, living conditions for health workers and their families such as housing, education and communication. Even if working and living conditions are adequate, a proportion of health workers will follow the gradient of higher salaries from the public to the private sector and from lower income to higher income countries. 

As a general indication, health workers require salaries in the range of at least 75% of the average salaries for equivalent grades in the neighboring countries, 50% of those in the region and 25% of distant countries but sharing the same language. In Africa, for instance, the highest public salaries for doctors are in South Africa (some 2000 $/month) and English and French high income countries may offer salaries twice that range. While there is no threshold effect, salaries below 1000 $/month will tend to enable brain drain and undermine the availability of health workers. 

Given the ratios of health professionals estimated above, and the fact that doctors may earn some average 50% higher salaries than nurses, technicians and middle-cadres, the payroll of the health district should be at least of 1,7 million $ per year, that is 17 $ per person and year, in order to provide quality care and retain health workers where they are needed.

Table 9 : Components of human resources for health

	human resources for health

	Adequate levels
	WHO rec. : 3/1000 persons
	Ratios doctors / nurses / middle cadres
	Impact on global health equity

	Features
	Number and distribution
	Qualification and skills
	Spirit of service and empathy with communities

	Enabling factors
	Medical , nursing and technical schools
	Training schools and continued education, technical  and equipment mea
	Socially-oriented syllabus, salaries and living conditions, community participation

	Relation to health needs
	Population demographic and geographic  distribution
	Epidemiological pattern and comprehensive health package
	Cultural and socio-economic factors


Management and coordination
Every organization requires a proportion of resources and time allocated to planning, management and coordination, to financing, budgeting and accounting, and to monitoring and evaluation of its activities.  Some analysts estimate that these functions should take some 10% of resources and time. The content of these activities will be detailed in section iv. The analysis below outlines the contexts, capacities and levels required for such functions.

vi. Planning and coordination

This function requires periodic thorough information of the health situation,  coverage of health needs (basic, safety and fulfillment), ill-health and its effects and the coverage and effectiveness of health services. It also requires more frequent updates of information of health conditions and the performance of health systems. This process needs to be participatory and inform the planning process. Planning will require prioritization of needs and their most efficient services defining a basic health care package and its delivery by levels of care. This essential element will inform the needs and strategies of the pillars of human resources, medicines and medical products and logistics and infrastructures. Once in place, the strategy requires management of activities, teams, division of duties, allocation of resources, continued training and supervision and adjustment to the information and to emergencies through contingency plans. The district level must be equipped with full time managers (at least 1 in 50 staff) responsible for planning, management and coordination, and also training of all health workers and rotation in their involvement in part-time functions related to planning, coordination and management.

Budgeting, financing and accounting:

This function requires a precise definition of the demographic and geographic characteristics of the population, and the comprehensive health package (CHP) agreed to be made universal and rights-based. It should prevent at least 90% of disability and premature deaths. Such package of services will enable the estimation of the numbers and distribution of human resources, medicines and medical products and infrastructures and logistics. The overall budgeting should be in the region of 48 $/ person and year for the district level of care ( 17 for human resources, 20 for medicines and medical products, 3 for infrastructures and logistics, 8 for decentralized management), which should mean some 80% of the health budget (absorbing 90% of health care). The total cost would therefore be in the region of minimum 60 $ (PPPs). This budget should be structured in budget envelopes related to the health pillars hereby described, with sub-elements by level of care and item. It should include projections over time, ideally four years, as well as contingency plans. Its accounting of entries, exits and balances, should be transparent to all persons covered by the health system. These features should ne planned by health economists and require the full time dedication of at least 1 in 100 staff but also  training of all health workers and rotation in their involvement in part-time functions related to budgeting and accountability.  At higher levels, budgeting musty coordinate and supervise the district decentralized budget and accounting functions and avoid disparities and distortions.

Monitoring and evaluation:

This function requires a neutral involvement (see inclusive leadership) and an objective tudy of the progress in agreed indicators which are pertinent to the needs and the agreed strategy and SMART (specific, measurable, technologically appropriate and timely) to be able to inform, adjust and eventually reform the health policy and strategy. These features should ne planned by health policy specialists with epidemiological, statistical and analytical skills. They should be based in health system analysis but also on community health diagnosis. It requires the full time dedication of at least 1 in 100 staff but also training of all health workers and rotation in their involvement, especially in at least annual community health diagnosis. Such activity should also relate to the national agenda of health research priorities and health system research. 

Table 10 : Components of management and coordination of health systems

	Management and coordination

	Adequate levels
	Full time management of 1:50-100 staff
	Full time 1: 100 staff
	Part-time of 1:10-20 staff

	Features
	Evidence based and strategic planning, leadership, management skills
	Health economy, accountability, modeling and projections
	Clinical, scientific, communication, statistics

	Enabling factors
	Structured planning cycle -see below-, district management team, level of decentralized decision-making
	Budgeting according to needs, balance by cost types and levels of care
	Supervision of protocol adherence, support and continued training

	Relation to health needs
	Planning and coordination
	Budgeting / Financing / accountability
	Supervision / monitoring


Access to medicines and other fungible commodities

Health workers require essential medicines and other fungible medical products, to provide health services. WHO has identified Xxx essential medicines, required to treat the Xxxx diseases classified under the IEXXXX. 

The availability of essential medicines will influence the quality and efficiency of health care services. They need to be available in number and distribution according to the geo-epi-demography of the population and the definition if the comprehensive health care package. Their quality must be ascertained by certified institutions. They also require being used through the most efficient protocols through the adherence of health workers to then and the compliance of patients to the treatments prescribed. Such use requires training and supervision of health workers and health education of patients.

vii. Scope and levels

The essential list of medicines recommended by WHO is updated according to the evidence of the efficacy of new medicines for common health conditions. However, there is no guidance as to which is the quantity required of each of the essential medicines or groups of them, according to different demographic and epidemiological scenarios.  

According to the burden of disease, and the excess burden of disease when analyzed on equity grounds, the main causes of burden of disease vary across income regions, with decreasing share of the burden by infectious diseases with time and with levels of income, in favor of a growing burden of non-communicable, often chronic conditions.   Another group of disease where growing evidence reflects its significant share of the burden of disease is the one related to mental health. When estimating the quantity of essential medicines, we should count in the incidence of acute health problems and the prevalence of chronic conditions, as well as other factors as the resistance patterns of infectious diseases. The table in annex X shows the average incidence rates of the main infectious diseases, and the prevalence rates if the main chronic conditions, by income regions. It also shows the essential medicines WHO guides for those conditions and their most affordable reference price.

As estimated with human resources for health, we may look at the average health district of 100,000 persons. Health districts include primary (where most first line treatments are given based on clinical criteria) and district level of care (where second line treatments are given based on clinical and basic laboratory and imaging techniques). The scope and number of medicines required in the district will depend on the protocols by level of care and the related task shifting adjustments on the health workforce. given the interval of incidence and prevalence of main diseases and the reference most affordable prices form table x,  the average spending per capita , at district level, would be in the range of xx-xx $/ person and year. The main variations of this range would relate to the demographic distribution, influencing the need of medicines for chronic conditions, and the HIV prevalence, influencing the needs of antiretrovirals. Of course all other rates of different conditions also influence needs but at a lower scale. 

There is no WHO reference to the expected needs of other fungible medicinal products, (such as diagnostics, hospital care, laboratory, anesthesia, obstetric, orthopedics and surgical devices).

In the absence of these references, there is a lower-than-required planning, availability and use of medicines and medical products, but also, especially as resources mount, an abuse of them, linked to non-rational diagnostic and therapeutic decisions. A clear case is the high rate of cesarean section in many countries.

Even if well planned for, the number and scope of medicines and medicinal products requires a good distribution in time and space, so that health facilities and their professionals dispose of the diagnostic and treatment means when and where needed. This should be carefully planned by stocks and distribution channels to prevent out-of-stocks on one hand and expiry overdue dates on the other. This need is linked to the area of logistics and infrastructures, mentioned below.

Priority should be given to preventive products such as vaccines, micronutrients and vitamins, insecticide-treated nets, contraceptives, HIV tests and other as relevant (e.g. PSA for prostate cancer).

Quality

Once the scope, level and distribution of medicines and medical products is ensured, there needs to be mechanisms in place so as to ensure quality control. This requires assessment of the production source by good manufacturing practices, pre qualification of the final product as the process carried out by WHO (or local ones such as the US FDA or the EU EMEA), market approval by national or regional authorities and quality control once it's available in the country. all the steps require institutional capacities and resources. pooling regional resources is cost-effective and can also be linked -se below- to in saved capacities in price negotiation. The quality of the products goes hand un hand with the quality of use, which involves adherence to protocols and compliance with treatments. the latter features requires effective health systems in the public sector including continued education and supervision of health professionals and patients, and adequate regulation and supervision of the private sector.

Affordability

The third element of the adequate availability and use of medicines and medical products, is that of affordability. This is influenced by the use of TRIPS provisions when ,as The Doha declaration sets out, public health needs should overrule the benefits of patent monopolies. The last two decades have proven the imbalance between low or null affordability of some patent-protected medicines in low income countries, with massive benefits of any pharmaceutical company whose medicine is under patent and in the essential drug list. The use of compulsory licensing and parallel imports, under the Cancun procedure, should be maximize to increase the affordability of medicines in low and middle income countries, by generic production or by encouraging voluntary licensing agreements. These venues are further facilitated by increasing local production capacities when proven competitive in the generic global market. Affordability is further influenced by the purchasing identifying and negotiating capacity of the most affordable quality products. This is , as mentioned above, another reason for regional joint plans and actions in the field of access to medicines.

Table 11 : Components of access to medicines and other medical products

	Medicines and other medical products

	Adequate scope and levels
	Availability (inverse stock out rate) of WHO List of essential medicines and distribution by level of care
	Compliance rate with quality by international standards
	Affordability, Ratio to lowest priced quality essential medicines

	Features
	National list and distribution by levels of care, estimated needs
	GMPs, prequalification, market approval, quality control, adherence and compliance to rational use.
	Use of TRIPS provisions, negotiated prices

	Enabling factors
	Health system' pharmaceutical policies, planning and logistics in distribution channels,  drugs
	Institutional assessment capacities and supervision
	Legal and trade capacities, impact assessments of trade agreements, regional purchasing arrangements

	Relation to health needs
	Epidemiological data
	Applied health system research, relevant local research
	national economic and fiscal capacities, international equitable aid


Infrastructure and logistics

viii. Buildings: 

Geographic access to health services is a prerequisite for the overall access and use of health services and the operationalization of the right to health. the ICESCRs defines access ti health services, although it does not set the minimum geographic and/or economic accessibility. In most cases, a distance of 20 kilometers to the nearest health center, which may take less than one hour of transport and mean less than 10% of the monthly household income (for non urgent consultations) may enable geographical access for the majority of the population.  However, those same 20 kilometers to the nearest health emergency care service may mean a ten minute comfortable drive of an ambulance to the home of the patient or a private or public transport from the home to the health facility for persons with sufficient means living in countries with good transport infrastructure and health systems with continued casualty care and emergency medicalized transport means. That same distance may men, for a woman with a complicated delivery, needing an emergency caesarean section, an insurmountable distance (and risk two lives) in the absence of means (or money to pay for them), adequate roads and/or health systems with continued care and emergency medicalized transport. 

In order to effectively plan for adequate health infrastructure, the first step is to count on updated geographic, demographic and epidemiological distribution and trend of the population. Secondly, the planning of infrastructure requires as well how that information of health needs translates in a definition of a comprehensive health service package and the distribution of services by levels of care.  Thirdly, as mentioned in the section of human resources, the mentioned information should inform their numbers and distribution, should guide the investment long term plans of developing, maintaining and updating the health infrastructure and related facilities. 

Such information would define the number of health centers, in which locations and with which size of outpatient, delivery, inpatient and auxiliary services. It would also inform of the size of the first referral hospital ( approximately 1,5 beds/ 1000 persons ), it's best location (so as to serve all the coverage population in -approximately- less than 100 km/ 5 hour and/or 50% of monthly income), services and equipment required. In each health facility, attention must be given to it's ecological impact and the use of clean energy. The infrastructure plans should also consider, in remote situations, the pertinence of counting on residential facilities for health professionals where their origin is predominantly not from the serviced area.

The investment plans to develop or update the adequate physical infrastructure of health facilities, need to take into account that o, in average, an investment in any facility will be equaled by its maintenance cost during its lifetime Building materials and construction costs vary greatly accords countries. Measured in PPPs, a 2000 square meter hospital and ten 200 square meter health centers may cost on average one million Euros, which would be doubled if maintenance costs are planned for. If the lifetime of buildings, before major renovation/rebuilding, is of approximately 20 years, than the annual cost would be 100,000 $, that is, 1$/person and year.

Equipment: 

Health infrastructures will require a minimum level equipment to enable adequate diagnosis and treatment of the conditions identified in the comprehensive health care package. Although it may vary according to the organization of health services by level of care, and by the task shifting arrangements, it should count on minimum beds, cots, stretchers, surgical and delivery beds, wheelchairs and adequate furniture. For a district of 100,000, these needs may be in the region of 50,000 $.   Quality medical care will require equipment for diagnostics (physical examination, imaging techniques and laboratory means) and treatment (minor and major surgical procedures, their anesthetic and monitoring of vitals, intensive care and delivery care). The use of appropriate technology may reduce investment costs, maintenance cost and dependency. Simplified technology at low cost may mean X-ray equipments for < 100,000 $, basic intensive care including oxygen generators < 100,000 $, multi-purpose ultrasound imaging techniques for < 10,000, surgical and anesthetic equipment for < 50,000 $, delivery care monitoring and assistance equipment <50,000 $ and basic microscopy, centrifuge, suture and serology equipment < 20,000 $. The life saving equipment in obstetric, some degree of intensive care and surgical procedures, will need to be planned at health center level, while some of the imaging and laboratory techniques, even in remote centers lacking energy supply, may be adequate and useful in early diagnosis and management/referrals of cases.  As a very indicative estimate, some 500,000 $ of investment of equipment may be required for the district level and lower levels of care, in a population of some 100,000 persons.  As mentioned above, a similar amount for maintenance and recurrent costs (reagents, energy, medical products )needs to be estimated for the same period.  Since, on average, such equipment may last some 10 years under adequate maintenance, the average investment per year is of 100,000 $, that is, 1 $/ person and year.

Logistics and communication

As for logistics and communication, these needs are more common to the scope of arrangements of service delivery by levels of care, and the task shifting set up. Transport is required for the maintenance and supply functions, for supervision and coordination, and for the emergency referrals of patients from health centers to the district/ frontline level hospital, and from the latter to the referral hospital. Depending on the density and how scattered is the population, such transport means may be in the region of 150 to 200,000 $ with similar lifespan and maintenance costs as refers to in equipment, therefore some 0,2/ person and year. An essential element for the functioning of the health systems is the area of communication. The development of communication technologies allows, in the majority of cases, the use of cellular telephones fir oral communication and of computers for transfer of data and images. The costs of counting on cell phones and computers for each center and department of the district hospital, would mean for a district of 100,000 persons, some 25,000 $, with similar implications of lifetime and maintenance as mentioned above with equipment and transport, therefore meaning some 0,5 $/person and day. 

The above very general estimates point at a very indicative figure of around 3 $/ person and year in the very minimum needs of infrastructure and logistics at the frontline health center and strict level of care.

Table 12 : Components of logistics and infrastructures

	Infrastructure and logistics

	Adequate scope and levels
	Proportion of the population with adequate access to health care services. Hospital beds / population. 
	Rate of equipment available vs. quality care needs, by levels of care.
	Availability and average time of emergency referrals between levels of care.  Availability of mobile telephones and internet connections, and use for referrals’ support, reporting and coordination.

	Features
	Health center < 20 km/1 hour/10% of monthly income. District hospital of 1,5-2 beds/1000 persons,. 
	Laboratory, imaging, surgical, anesthesia and basic intensive care/oxygen, at the district hospital level. Related equipment at tertiary level (though < 20% of investment and recurrent costs) 
	Cellular/satellite telephones, ambulances for emergency and critical referrals.

	Enabling factors
	Investment plans, maintenance Minimum budget of 1$/person and day.
	Investment plans, training, supplies, maintenance. Minimum budget of 1$/person and day.
	investment plans, training, maintenance and updates. Minimum budget of 0,5$/person and day.

	Relation to health needs
	Infrastructure : Population geo-demography
	Equipment : Epidemiology, levels of care/task shifting
	Communication : Referrals, supplies, continued education/supervision, PAL-HIS



Health priorities covered

Table 13 : Main health services by the life cycle
	Health priorities covered 
	Reproductive health services
	Child health care & nutrition
	Endemic communicable diseases /emerging threats*  vs. Acute conditions.
	Prevalent non-communicable diseases vs. chronic conditions.


Health services need to cover population needs. These vary according to many variables, demographic, geo-epidemiological and socioeconomic. What is most constant across countries and contexts are the demographic differences. They can be classified, following the life cycle, as those needs related to reproductive health, childhood and adult age. The epidemiological scope varies with geo-epidemiological - e.g. malaria endemic its- and socioeconomic contexts -with lower rates of infectious diseases with affluence-, but, in general, infectious diseases are more common in children , together with nutritional disorders, while the rates of non communicable diseases increases with age, especially above 60 years. a very simplistic and imperfect framework is that of reproductive health service needs before (family planning), during (antenatal) and after (postnatal) pregnancy and during delivery (safe delivery and peri-natal care),  child health services following nutrition, immunization and other preventive services such as insecticide treated bed nets, and access to treatment (where most prevalent conditions are infectious diseases), and prevention, treatment and care services for adults, with a gradual increase of non communicable diseases with age and with sedentary lifestyles. The split, however, of infectious diseases and non-communicable diseases does not correspond to the types of health services offered, especially in treatment services. Patients seek care through symptoms which overlap across communicable and non communicable conditions. What is more relevant to the type of services required is their acute or chronic nature. Many infectious diseases are acute in nature and require acute and shirt time treatment and care, but others are recurrent (e.g. malaria), sub chronic (tuberculosis, leprosy) or chronic/lifelong (HIV/AIDS) in terms of the treatment required. On the other side non communicable diseases are often chronic and require lifelong treatment or follow-up (e.g. diabetes, hypertension), others may be sub chronic (e.g. cancer), recurrent (asthma, some mental health disorders) or acute (trauma). As for health promotion and disease prevention, infectious diseases may share some approaches and have externalities (treating or preventing one case has positive consequences for all the community), but also pose a very wide scope of strategies (from vaccinations for some childhood infections, to bed nets for malaria or lifestyle education for HIV/AIDS). Non communicable diseases are also related to a wide scope of public health promotion and disease prevention strategies from diet and lifestyle to cancer and cardiovascular screening and from road traffic regulations to tobacco legislation. In summary, the differentiation of communicable and non communicable diseases, is theoretical and does not relate to the provision of patient-centered preventive or curative services. This section looks therefore at the main elements of four differentiated types of health conditions, reproductive health, child health, acute conditions and emergencies, and chronic conditions.

Reproductive health
Sexual and reproductive health services are an essential component of every health service.  Safe delivery is the most important health service any health system should be providing. The impact of a safe delivery, or the negative impact of an unsafe delivery, is of major relevance to the health of the mother and the child. in the case of the mother, ill health consequences from an unsafe delivery have indirect consequences in the family, especially in other children in the household, given her pivotal role in nutrition, hygiene and overall care. In the case of the child, besides the peri-natal deaths with highest life years lost, it will often cause lifelong consequences. While the act of a safe delivery is crucial to the health of mothers and children, it is as important and inter-related to be preceded by adequate antenatal care and followed by adequate postnatal care.

ix. Family planning services

Women should be empowered and enabled to decide on their reproductive life. This requires a legal base that recognizes, protects and enforces the rights of women to decide freely on their sexual and reproductive life, according to national legislation.  besides the legal argument, family planning services are crucial to keep an adequate family size to the family capacities and , at community level, to the equilibrium with the ecosystem and natural resources. The myth that sustainable reductions of fertility rates require reduced infant mortality and improved living conditions has rendered many communities into demographic entrapments with catastrophic consequences. All improved living conditions, rights and access to public health and curative services need to be promoted in balance and in an integrated way.

Access to modern contraceptives needs to be unrestricted, free or affordable, and available at community level (for instance, delivered with simple protocols by primary health workers and/or traditional midwives) so as to increase it's coverage.

The coverage of modern contraceptives should be monitored so as to estimate the free choice and access to them. The outcome indicators measuring the effectiveness of this essential health service would be the (low) rate of unwanted pregnancies and the fertility rate (ecologically at global level ideally < 2).

Ante and post natal care services
The health quality of life during pregnancy is a sign of the values of one society in protecting its most precious source of life. it requires legislation protecting that period of life so as to avoid inadequate living and working conditions. It also requires legislation and social protection policies that protect the postnatal and breastfeeding period, including paid maternity leave.

In terms of specific health system and service conditions, antenatal and postnatal care require geographic, economic (ideally free at the point of delivery as all essential health services) and cultural access so as to maximize its coverage, which should aim (as recommended by WHO) at 3 visits during pregnancy and 2 after delivery, for all women, with higher frequencies for women with I'll health or risk factors for complicated deliveries. Access will also rely on the availability of health professionals. The role of community level health care workers or -so called- traditional midwives, is important promote community healthy lifestyles with a focus on pregnant women and encourage their attendance to ante and port natal visits at the health center. adequate ante and post natal care will also require a clear definition of the package of heath care during this period specifying pertinent protocols in examinations (e.g. blood pressure, weight, ultrasound), screening (e.g. HIV, syphilis, trachoma, hemoglobin, glucose and glicoxilated hemoglobin), prophylactic treatments (e.g. malaria, iron, frolic acid, other micronutrients), assessments of risks and health promotion (e.g. insecticide treated nets where pertinent.

Adequate ante and postnatal are will have an effect on maternal and child health, reducing maternal and neonatal mortality. Adequate nutrition and malaria prophylaxis where pertinent, will also influence Lowe rates of low birth weight and it's effects in I'll greatly during child hood and the overall child development and its effects on lifelong health.

Delivery care
As with family planning and ante/postnatal care, the coverage of safe delivery care will depend on the situation of women in the community, their rights, and their burden of responsibilities and freedom of choice. The right of access to a safe delivery, as other essential health services, should have a legal base allowing its protection, promotion, enforcement for adequate conditions and access, and venues for litigation and compensation where absent. 

The enabling conditions for a safe delivery are those of a functioning health system: it requires geographic, economic and cultural access to adequate care. Such access means continued care day and night, and adequate referral conditions and time for adequate emergency obstetric care. This is why safe delivery care is considered "the litmus test" of effective health systems. In most cases, an obstetric emergency requires adequate care and emergency treatment such as an emergency caesarean section within an hour of identifying the need. If the accessibility to emergency obstetric care is not in reach if one hour of the community or health center where skilled delivery attendants are assisting the woman, then the option of waiting mothers' shelters by the first level of care with such material and human capacities for emergency obstetric care. This strategy also allows women in their last two weeks of pregnancy to rest, to get some information and enhance some skills, and to network with peers. In some countries, careful task shifting may enable middle cadres and even nurses to perform the emergency obstetric procedures, including caesarean sections. However, the need of surgical and anesthetic conditions, limits this procedure often to the district level care, so that referral logistics or waiting mother shelters are a cornerstone of safe delivery care. 

Besides the logistics and skills aspects, safe deliveries must be adequately monitored following an evidence based protocol. The use of the pantograph, monitoring the delivery dynamics and the vital signs of mother and child, is an essential tool to detect in time the need for emergency procedures, and it's records to investigate inadequate care.

When those conditions are met, the process indicator of the rate of coverage of safe delivery may be monitored towards the ideal 100% target. However, the definition of safe delivery must be clear. The indicator off "skilled delivery attendance", may be misleading as even if skilled professionals are to assist the delivery, if complications are detected and the reach of emergency obstetric procedures is beyond one hour, then it cannot effectively reduce maternal and neonatal mortality.

The impact indicator would be measured in reduced maternal and neonatal mortality. However, the longer term effects of complicated deliveries reducing the cerebral flow of oxygen beyond its critical point, have consequences in the physical and mental development during childhood and may have sequel ate during lifetime, including the academic performance and intellectual capacities.

Table 14 : Sexual and Reproductive health

	Reproductive health

	outcome indicators
	Fertility rates
	Maternal mortality and morbidity, child nutrition and child health
	maternal and neonatal mortality, lifelong mental/neurological health

	Process indicators
	Contraceptive coverage
	Ante and post natal coverage
	Skilled and institutional (EOC) delivery care

	Preconditions for adequate service
	Women's rights, contraceptive supplies

Human resources
	access to health services, human resources
	Access/referral to health services/emergency obstetrics care (EOC), human resources

	population needs
	Family planning
	Ante and post natal care
	safe delivery care


Child health
Health systems must prioritize their attention to child health as its effects are greater in their longer potential lifespan and in their physical, psychological and social development needs. Each of the Maslow's pyramid adapted health needs' is more critical to children and requires adequate attention through public health services.

x. Basic health needs

Health services must promote and facilitate the access to adequate nutrition, especially from birth until the fifth year of life. This includes the recommendation by WHO of exclusive breastfeeding during six months. It should, continue with weaning practices of adequate (see minimum requirements in chapter 2) and safe foods. Growth and weight monitoring will help early detection of malnutrition. In certain contexts or risk groups, micronutrient supplements of iron, zinc, vitamin A or iodine may be required. the cornerstone of adequate nutrition is the right of access to sufficient and adequate food. This is ensured by food sovereignty and agro-ecology where the basic nutrients are guaranteed by local production, with traditional means maintaining the soil and water cycles, with cooperative schemes for farmers and local trade enabling access to fresh and safe food products.

The access to safe water and sanitation must also be an essential priority for health services through a multiuser oral approach. As with nutrition, this requires water sovereignty by the country and its communities, to guarantee the right of access to sufficient and safe water and sanitation as recognized by the human rights council 2010. 

The same applies to clean air and where children, especially in low income countries, are most often challenged in households where the combustion of solid fuels is used for heating or cooking. This practice pollutes the air with physical and chemical particles (see chapter 2) which induce respiratory disorders (as acute and chronic obstructive disorders) and infections. the promotion of the use of clean energies in the household is, therefore, a priority where indoor smoke is common. It has mutual effects in mitigation of carbon emissions as it reduces deforestation, and in improved health.

Programs aimed at meeting each of these essential needs will require multi-sectoral arrangements, process indicators in terms of access to safe and sufficient nutrition and water, adequate sanitation and air quality, and outcome indicators in their effects on rates of stunting and wasting malnutrition, and of diarrheal and respiratory conditions.

Safety needs
Besides the safety considerations of basic nutrition, water and air mentioned above, the prevention of infectious diseases, to which children in their developing immunities are more vulnerable, is another essential element of health services. One of the most effective ways is through safe immunizations which are pertinent to local epidemiological contexts and which preserve a balance with natural immunity. To the traditional trivalent (DPT), polio, measles and tuberculosis, recent additional effectuate vaccines such as hepatitis B and haemophillus are added (pentavalent) and there are prospects of effective use of pneumococcal and rotavirus vaccines as well, while others are still in the research pipeline. Another effective intervention is the use of insecticide (long lasting) impregnated bed nets to reduce malaria transmission, and the hygienic preventive programs to reduce dengue transmission

Immunization programs, bed net use and other strategies of vector control require community awareness, mobilization and participation. They also require coordination at the district level so as to keep a balance between patient-centered services in the health centers and district hospitals, and outreach activities in conjunction with wider public health strategies towards health promotion and disease prevention. 

Child health safety interventions may be monitored by coverage of vaccinations and micronutrients where pertinent. The expected outcomes relate to child morbidity and mortality of vaccine preventable diseases or those targeted through vector control interventions.
Access to integrated management of childhood illnesses
Child morbidity and mortality is reduced by early detection of ill health and consultation to health services which would follow evidence-based treatment protocols and referrals by levels of care. This will require availability of human resources at each level of care, availability of essential medicines and adherence to diagnostic protocols and compliance of treatment by patients.

The integrated management of childhood illnesses offers a rational protocol, adjusted to local epidemiological contexts, to increase the efficiency in treatments by levels of care and avoid excess use of medications, especially antibiotics, with the subsequent development of resistances.

This dimension of child health care may be measured by the use of health services, and, through surveys, the accessibility to them and quality of care as through patient and mothers' satisfaction.

The expected outcomes would relate to under-one and under five morbidity and mortality rates.
Table 15 : Child health

	Child health

	outcome indicators
	stunting and wasting malnutrition, rates of diarrheal and respiratory conditions
	Rates of vaccin-preventable diseases

Rates of malaria morbidity and mortality
	Under-five and under five mortality rates

	Process indicators
	Access to safe water, rate of indoor smoke from solid fuels, access to adequate nutrients
	Vaccination coverage, ITN coverage
	Access to health care services, use of health services, adherence to protocols, compliance with treatments

	Preconditions for adequate service
	Multi-sectorial strategies in water, sanitation and food sovereignty, household clean energy.

Micronutrient strategies.
	Community health promotion and participation, availability of effective vaccines, IT bed nets
	Integrated management of childhood illnesses, including protocols for treatment and referrals.

	population needs
	Safe water , nutrition and air
	safety from infectious diseases (vaccinations and ITNets)
	Adequate treatment services


Acute conditions / communicable diseases in adults

As mentioned above, there is more health system/health service logic in addressing acute vs. chronic health conditions than communicate and non-communicable diseases. 

Acute conditions may be basically divided in acute health episodes, most often of infectious nature, especially in younger ages, but also acute episodes from underlying chronic conditions and non communicable diseases, health needs related to trauma or violence, and epidemics from emergent or re-emergent diseases.

xi. Acute health episodes

All development of ill health starts from an acute or sub-acute onset of symptoms which trigger different health care seeking patterns. After childhood, the spectrum of diseases that may affect adults varies greatly across countries and regions, as will be discussed in chapter VI. They may be communicable or non communicable conditions, including mental health and trauma. Leaving aside the cases of trauma and violence, when patients develop an acute or sub-acute ill condition, it will be most often due to an unmet security health need.  Lack of adequate nutrition or water, or lack of fulfillment needs related to exercise and psycho social needs will most often cause sub-acute or chronic conditions.

Besides the physical trauma, elaborated in the following section, unmet safety needs will expose persons to chemical and biological hazards and lead to intoxications or infections. The scope of either two will depend on the local epidemiology and will not be discussed here. The global picture will be described in chapter VI. 

In any event, acute health episodes require geographical, economic and cultural/administrative access to health services which are able to provide continued care in time and across levels of care. Emergency services outside consultation hours, at the center and through home visits, will be required from the frontline level of care.  Emergency care requires trained and dedicated health professionals, agreed and evidence based protocols including advanced cardiac life support, and adequate diagnostic and therapeutic equipment and medicines. It will also require clear protocols in identifying symptoms and signs of severity and referral to the following level of care through adequate, medicalized when needed,  transport means. 

The main process indicators measuring the performance of health systems tackling acute health episodes will be the average time of access and the quality of emergency care. This may only be assessed by population surveys and KAP studies.  On average WHO estimated the need of one new consultation per person and year. The use of health services in comparison with that reference may be used as an indication of access and utilization, and its response to emergency health needs. 

The effectiveness of consultation services and emergency treatment by levels of care will have an impact in reducing adult mortality and morbidity rates.

Trauma and violence

Trauma may derive from accidental physical damage at home, at work or during transport, of from violence from others or self-inflicted. Accidents at home or at work relate to how safety from physical hazards is prevented, as mentioned in chapter II. When un-avoided, trauma will result in acute injuries and require urgent attention at the point of the event, adequate first aid, transport to a health facility and adequate diagnosis, treatment and rehabilitation. Road traffic accidents are also related to unmet safety needs, and are a source of high burden of disease. They require specialized emergency health care services able to reach the accident site and provide the first level of care and transfer to health facilities. In all cases, the advanced trauma life support in the first level of care, for severely injured patients, is a critical life saving procedure. As with acute health episodes the availability of trained and dedicated professionals covering emergency calls in continued care, the evidence-based protocols by levels of care and the availability of adequate diagnostic (often requiring imaging techniques) and therapeutic means, will be critical to prevent premature deaths and disability.

The performance of a health system providing trauma health care services may be measured in the average time of first aid, its quality, including the capacity to deliver advanced trauma life support , the referral means and time, and the quality of care in the health care facility,

The outcome indicators will reflect the degree of reduction of adult morbidity and mortality related to trauma.
Emergent and re-emergent diseases

Infectious diseases may be endemic and cause acute ill health episodes (e.g. diarrhea), recurrent (e.g. malaria) or chronic processes (e.g. leprosy and HIV/AIDS). When an infection finds conditions to expand in frequency and in a limited time, it causes epidemic effects in the community. This may be due to the exacerbation of endemic conditions (e.g. malaria epidemics due to climate conditions) or by the re-emergence of low level or vanished infections or the emergence of previously non-present infections.  When ecological conditions allow the water, food, air or vectors to increase transmission, the community’s immunity is caught unprepared and the number of cases increases beyond the normal rate or cycle, causing epidemics. 

Health emergencies may also be related to non-infectious hazards such as through the effects of massive intoxications or through man-made or natural disasters.

Health services must have early warning and detection systems in place to react promptly to the contingency plans for this type of emergencies. These early warning and detection systems need to trigger emergency plans whereby they reallocate health professionals and means to deal with the increased demand in a limited time. Again, evidence-based protocols of diagnosis, treatment and care by levels of care, are essential to increase the effectiveness of the response.

The times from onset of the emergency to the detection and response of the health system, will measure its capacity and performance. The treatment and cure rates will measure its quality of acre. 

Incidence and attack rates, and mortality and case-fatality rates will measure the effectiveness of the response.

Table 16 : Acute conditions

	Acute Conditions

	Outcome indicators
	Adult mortality rates
	Adult mortality rate from A&E
	Population mortality rates due to epidemics.

	process indicators
	Access to health services, first consultation rates
	Access to emergency services, and timing of medical emergency transport
	Times from onset to detection and to response

	preconditions for adequate service
	Access to health services, on call services
	Emergency First aid and transport
	Early warning and response to epidemics and other health threats,

	Population needs
	Acute conditions (communicable and non communicable)
	Trauma and violence
	Emergent and re-emergent diseases, and other health emergencies.


Chronic conditions / non communicable disease in adults
xii. Chronic medical conditions

Chronic conditions are often non communicable diseases but may also be chronic infectious diseases (such as leprosy or HIV/AIDS). The rate of non communicable chronic conditions is increasing due to sedentary lifestyles that bring an imbalance of nutrition and physical activity and also introduce processed foods with ill effects on the metabolism, the cardiovascular and gastrointestinal system or leading to oncogenesis. Exposure to unsafe air at the household, work or in polluted urban areas also has effects on chronic respiratory conditions and also cancer.

When unmet needs lead to chronic conditions, they require early detection through awareness and screening programs and management, often during long periods of time or even lifelong. This requires registries and periodic follow up with protocols which combine medical treatments and counseling on lifestyle changes related to diet, physical activity, and family life and avoid exposure toxic agents (alcohol, tobacco, drugs, certain foods, unsafe sex, etc). This also applies to chronic infections such as leprosy or HIV/AIDS.  As with most health needs, this requires availability of skilled and dedicated professionals, evidence based protocols by levels of care and adequate diagnostic and treatment means. 

The performance of the health system to deal with these conditions will be measured in the capacity of prompt diagnosis and in the frequency of treatment and follow up, and the compliance of treatment and lifestyle prescriptions.

The effects will be measured in the adult morbidity and mortality rates from these conditions.

Mental health disorders

Mental health disorders are the result of unfulfilled psychosocial needs, although multi-factorial, including genetic predisposition, elements play a role. 

They require early detection, diagnosis and treatment. Treatments will include psychological support and social reintegration and support, with medical treatments as options of last resort. While the link with social protection services is relevant in all medical conditions, it becomes especially relevant in mental health disorders, often aggravated or perpetuated by social exclusion.

The health system may be measured against its effective management of mental health by the coverage of diagnosis and management, including social support, and its effects in overall mental and neurologically-related morbidity.

Disability

Health services should not just b e limited to diagnosis and treatment but also deal with care and rehabilitation, especially in disabling conditions. From birth complications (e.g. peri-natal hypoxia) to the effects of severe yet non-lethal infectious diseases (e.g. meningitis), non communicable conditions affecting the physical and /or sensorial capacities (e.g. diabetes and eye disease) , degenerative disorders (e.g. cataracts) or the sequelae from trauma, all require rehabilitation services, sometimes lifelong support.

In order to effectively detect and manage effectively disabilities through rehabilitation and , if not possible, adaptation and social reintegration, health services need to link treatment services with rehabilitation and social protection, which should also detect disability at community level and refer for rehabilitation and care. 

The process indicators of health system performance in tackling with disability would be the coverage of care and rehabilitation and the reduction of burden of disability.

Table 17 : Chronic conditions

	Chronic Conditions

	Outcome indicators
	Adult morbidity and mortality from main chronic conditions. Including cancer.
	Adult morbidity and self-inflicted violence from mental health disorders. 
	Adult morbidity from disability.

	process indicators
	Coverage and frequency of care.
	Coverage, frequency of care, level of integration in society.
	Coverage of care of disability. Level of integration in society.

	Preconditions for adequate service
	Early detection and chronic management services.
	Early detection and chronic management and social support.
	Continuum of care from trauma and other acute medical conditions and congenital or perinatal disorders (including eye, ear. Links to social support.

	Population needs
	Chronic medical  conditions, including cancer
	Mental health disorders
	Disability-related needs


Health system dynamics

As important as principles, pillars and domains, is the dimension of the cycle of the health system so it continues to adapt and respond to needs (pertinence), according to the best use of available resources (efficiency).

Most health systems are planned either with limited and incomplete information on population needs and/or insufficient information on the financing needs and the budgeting capacities in the mid term. As a result, health systems are often fragmented by isolated approaches on some of the health domains, or, at best, some of the health pillars. It is, therefore, essential to ensure that the four following cycles of keeping health systems pertinent and efficient, are clear in the running if the health system and services  : situation analysis identifying health needs, design of the scope of health services by levels of care covering health domains aimed at outcome targets and informing health pillars' needs, mid term regulatory framework by legal/administrative reforms required and expenditure framework by health pillars and contingency plans and by years and levels of decentralized financing and management; and monitoring of inputs(by auditing regulatory and financing plans) outputs and outcomes (through participatory and action-led health information system and complementary surveys' data) linked to health system research and a essential national health research approach.

Table 18 : Dynamics of the health system

	Dynamics : 
	Situation analysis   
	Definition of BHCP/organization of services/health system pillars   
	Costing and budgeting scenarios 
	Monitoring HIS/applied research 


Situation analysis

The main components of the information required to design health services in pertinence to needs relate to the distribution of health needs and the consequence of unmet needs in burden of disease, the knowledge, attitudes and practices of the population related to their perception of health needs and unmet priority causes and consequences of ill health, and the response of the health systems to those needs and it's relation to health system and health priority research.

xiii. -Health needs

In order to assess the level and distribution of health needs and the consequences of having their unmet and leading to ill health, they need to be studies across the main determining variables. A proposed list of key variables generally influencing health distribution is PROGRESS : This is an acronym, with each letter standing for one of the several dimensions of health inequality that Evans et al consider important: inequality by place of residence, by race, by occupation, by gender, by religion, by education, by socio-economic status, and by social capital. The estimated variation across variables, it's multi-stage sampling framework and the precision required of levels of unmet needs and burden of disease by variable categories, will influence the required sample size. it would normally require a 5 digit number of persons and household assessed, and logistics of transport and communication, through a participatory approach in the design, data collection, analysis and interpretation. The degree of participation is not only essential to enable ownership of the consequent design of health services, but also  to reduce the cost and allow more frequent assessments.

As outlined in the table below, adequate situation analysis will require the skilled resources, community willingness to participate and logistics to develop population survey design (including pilot surveys), implementation, statistical analysis and group discussion and interpretation of results.

It would lead to adequate confidence intervals to allow sensitive changes, preferably on an annual basis, of the main degrees of coverage of basic, safety and fulfillment needs, and the main scope of forms of ill health, and stratified in the main categories of the above mentioned PROGRESS variables.

-Health knowledge, attitudes and practices

An essential component of the understanding of health needs allowing pertinent prioritization is the analysis of the perception of health, of their needs and the priority consequences of ill health of the population. The scientifically and quantitative analysis of the health factors and state and their distribution in the population, require a sociological and anthropological component, to equate the main needs and most feasible strategies. 

Two main areas of knowledge will be important in this domain : the information and understanding of knowledge, attitudes and practices (KAP) related to health, its aspirations and deficits as felt by the population, and the translation in self health promotion and recovery dynamics within the family and the community, including traditional practices, and health care seeking patterns through the local, informal and formal health sectors.

This information will be crucial to prioritize health needs and to design the health promotion and disease prevention strategies which may be owned and welcomed by the population.

-Health system performance

The above mentioned components of the situation analysis  pertaining to observed and perceived health needs, will enable matching them against the capacity and performance of the health system in responding to those needs. the latter will need to be measured by information from the structural and functional information of the health system itself (information on its pillars -infrastructures and logistics, human resources, medical products and equipment, management and financing schemes) and its functioning in terms of activities (consultations, admissions, public health programs, etc.).

The ICESCRs depicts clearly the dimensions of access to health services that should be guaranteed by any state taking seriously and responsibly the right to health of its citizens. These dimensions of access to health services relate to the geographical access, the economic access and the cultural and organizational access. 

In the section of health pillars and subsection of infrastructures and logistics, and in the absence of WHO guidance in this respect, we propose certain references of access measured in time for acute conditions and for non-urgent needs. 

This geographical accessibility needs to be combined with economic accessibility. the is neither any guidance in this respect, given it's complexity and political and socioeconomic sensitivity. The cost of accessing health services includes the loss of income during the health care seeking process, the transport costs, the consultation or admission fee, the payment for medicines or other medical products, the rehabilitation costs and consequences on income loss, and the economic consequences of any effects in time of disability. This complex equation should relate then to the level of income and it's equilibrium with basic  living needs of basic health needs (nutrition, water), and housing -including energy costs- but also basic education and communication costs. This minimum basket of basic needs will greatly differ from country to country and even within countries. There needs to be a relation between the ratio of income to basic needs, and the maximum capacity to contribute, in addition to the fiscal tax scheme, to the costs derived from health care or health promotion services. Ideally, all those costs should be covered by the widest and most equitable pooling of resources. That public funding should derive from a progressive fiscal system. the latter, should be able to provide for off-duty compensations from and/for public or private employers, subsidized transport costs or public service for those, free treatment, medication and rehabilitation at the point of delivery and compensation and social support for disability-related needs. That requires a public-oriented and tax-financed health system linked with a scope of social protection rights (as opposed to "benefits"). If the level of public financing cannot provide for that composite of health-related costs, it should preserve the free treatment at the point of delivery from those whose ratio between income and minimum basket needs is lower than 1,5 (50% allowing for contingencies and investments for improved well being), and gradually cut subsidies by cost components (form more to less vital or adjustable) -off-duty and disability compensations, transport, medication, admission or consultation- and by income quintile -naturally starting from the higher income quintiles-. 

Another area difficult to measure of the accessibility of health systems is that of cultural and organizational accessibility, related to the sensitivities of health workers to the  language and beliefs of communities, and to the waiting time for care or other services.

Besides attempting an accurate assessment of the different dimensions of accessibility, the final effect of them will be reflected in the health care seeking patterns and in the coverage of health services. While here there is guidance from WHO on the expected number of new consultations per person and year (around 1), the wide variety of burden of disease questions this flat target for all contexts. he situation analysis should provide information of incidence of the main acute conditions and prevalence of the main chronic conditions, which together with estimated requirements for reproductive health services and with health promotion and disease early detection through screening services and vaccination and nutrition services, should be able to revise the minimum level of services delivered. The final figure will be that from population surveys of estimates of coverage of key services.

Another fundamental aspect of the situation analysis and it's components of access and performance of health systems is that of the quality of care, as perceived from the objective assessment of adherence to protocols, and from the perceived satisfaction of the patients themselves. This will require targeted surveys to health workers, medical records and patients.

Table 19 : Situation analysis
	Situation analysis

	information
	Distribution by key variables of burden of disease and unmet health needs
	felt priority health needs, health care seeking patterns,
	geographic, economic and cultural accessibility, analysis of bottlenecks/barriers, coverage of essential health services by health domains

	Tools
	Participatory population survey, epidemiological studies, community forum
	Participatory population survey, Qualitative research, community forum
	Health system performance analysis against needs, quality of care

	Preconditions
	Community participation, random and adequate sample size, health information and key variables (PROGRESS)
	community participation, qualitative surveys (life stories, group discussions, structures interviews..)
	reliable institutional health records,health workers and patients' participation, matched against population surveys

	components
	Geo/demo/socio/epidemiological situation
	health Knowledge attitudes and practices
	access to and coverage of health services


-Definition of the scope of services by levels of care

This is the cornerstone of any health system. It requires the information of the situation analysis. based on that evidence, it designs the pertinent and most efficient use of the minimum level required of public resources by defining the Comprehensive and Efficient Health Promotion and Care Package (CEHPCP). This definition is not only the cornerstone foundation of the design of a health system, but also the most controversial one. it deserves, therefore, a more detailed and careful analysis hereby proposed.

Schools of thought on this definition vary from the radical health rights approach to the orthodox  economic pragmatism.

The radical rights approach aims at "all and best services for all" based on the moral dimension of the universality of the right to health and the WHO objective of the enjoyment of the best standard of health by all people. This approach, while essential to drive an international agenda that enables such distribution of resources required for its aim, may distort the use of the available resources at the short and mid term so that it may have a low efficiency and an opportunity cost translated in burden of disease and premature deaths. One example would be the right based and legally enabled request of sophisticated cancer diagnosis and treatments at a cost-utility of >1000 $/DALY or over three times, for instance, the average ratio of available resources to overall Burden of disease (total DALY). limited resources implies that a use of resources at cost-utility far above the average feasible level, would translate in reduced resources for preventive or clinical interventions of a lower cost-utility. This is the value and tragedy as well, of the wise sue of limited resources, the essence of political fairness. But it should not undermine the demand for a fairer distribution of resources across countries to move towards the common WHO constitutional objective.

On the other side, the more economic-pragmatic approach restricts services in several ways, but mainly through two arguments : on the one hand it guides (often with much influence and de facto pressure through  conditionalities to release required loans) to   limit the share, of GDP or national budgets, of public spending for health and social services to ceilings believed to promote growth and eventual increased public and household living conditions and purchasing power. When the overall GDP, fiscal space, international opportunities for growth and best scenarios of international support are all limited, the share of low resources may be insufficient to guarantee the minimum levels of health workers or essential medicines required for the basic health promotion and care services. On the other hand, based on the premise of restricted resources, econometric recipes for greatest efficiency tend to focus and restrict the attention on interventions with economic externalities (eg control of communicable diseases) -also linked with global health security concerns- and lowest cost/DALY (eg some vaccines).

The mix of the most "efficient" rights' lobbies (eg HIV/AIDS activists), the most "influential/conditioning" economic institutions (eg World Bank) and the most security-concerned partners (eg DAC donors) results in an international scenario with choices of priorities that disregard the universality of the right to health and access to health services ( eg diabetic patients with no access to diagnosis and treatment in rural areas) and that distort the allocation of services by vertically targeted interventions for conditions at a high cost-utility and therefore high opportunity-cost ( eg vertical antiretroviral programs ).

A mix of respecting the  universality of the right to health and access to health care services, and a wise and fair use of resources, is feasible, logical and possibly ethical. As the next section on health budgeting will show, the equity targets (see next chapter) of best regional average health indicators, are reached by a group of "most-efficient-models", with GDPs lower than half of the world's average and public spending for health lower than five times the world's average public spending for health. Not only those levels are morally undeniable but in the short term a more pertinent allocation of international solidarity (vs justice, see last chapter) combined with prevention of tax evasion by national elites and by global speculative corporations, would enable sufficient resources to aim at the universality of adequate health services to enable "the enjoyment of best attainable (proven) stab traded of health, BY ALL. This argument would base the rational for the dimension of "comprehensive" health care services. However, how comprehensive health services are delivered with that minimum threshold of public resources for health, will require an efficient use, as the ones demonstrated in the reference "most-efficient-models". This translates in the choice of the best cost-utility clinical protocols (for all conditions : comprehensive) and the most efficient health promotion and disease prevention interventions (selected : pertinent), and by the  best cost-utility (ensuring minimum quality) pattern of tasks by professional cadres (and design if task shifting strategies). The following three sections aim at guiding in the definition of this, the cornerstone of health systems : the Comprehensive and Efficient Health Promotion and Care Package (CEHPCP),

xiv. -Defining the Comprehensive and Efficient health promotion and Care Protocols

With the information gathered by the situation analysis regarding the burden of loss of health life by diseases, and the expected level of public resources for health (at east at the minimum threshold mentioned above and elaborated in the next section), we can estimate an average -to be seen as a reference- cost-utility per capita (cost/DALY). In the most critical scenarios for comprehensive health care, the level would be of some 80 $ (minimum threshold )/ 0,2 DALYs per capita, that is 400 $/DALY. Since health services are meant to be patient-centered and only exceptionally (erradication or emergencies) vertically delivered (with specific human resources, logistics, management)' the only specific cost per disease or condition is the cost of diagnostic and medicines and medical products. Considering that, on average in low income countries (lower share as income and health spending rise, with growing share of specialized health professional salaries), the cost of medical products is 50 % of the overall health spending, the specific diagnostic and medicine cost per specific DALY should consider an average reference of around 200 $/DALY.  For instance, if hypertension has a prevalence of 10 % and causes 0,02 DALY  per capita in general and 0,2 DALY per untreated case, in  a context of "minimum threshold resources" (reference efficiency of medical products sage at 100 $/DALY), the average cost per annual treatment should be in the region of 20$/case, and that includes the rational use of non medical treatments (usually half of al cases can be controlled by diet and healthy lifestyles), and the several lines of treatment, leading, for instance to 30$/ first line treatments (40% of cases) and 80$/second line treatment. The protocol with this level of efficiency should be able to prevent most of the ill health caused by hypertension. The same analysis would be done for acute conditions ( eg pneumonia) or public health interventions ( eg hepatitis B vaccination). 

Public health or clinical care protocols will show a wide scope of cost/DALY, with many interventions (to be prioritized) costing less than the average reference medical cost/ utility and leaving space for interventions or protocols with higher medical prioritization The prioritization from lower to higher cost will translate in cumulative average medical cost/DALY above which interventions at the higher side of the spectrum will require adjustments  to lower cost-utility interventions or adjusting the selection of protocols by case. These are the hard choices in public health : for instance, would renal dyalisis in Malawi be justified for all cases or renal failure with the same criteria as in the UK? In an ideal world of far more equal health resources for all we should continue to advocate for, yes, in the mean time, applying that protocol of high cost/DALY  would mean that the budget of essential medical products would need to be cut on other spendings of higher efficiency (lower cost/utility), hence translating this decision in an opportunity cost of net life years lost. Adjusting the protocol to peritoneal dialysis for a proportion of cases could bring the interventions within the efficiency limit, and offer comprehensive yet efficient health care.

This exercise should be attempted to decide the protocols for as many specific medical products for health promotion, disease prevention, unhealthy conditions and disease prevention as required to respond  to the scope of health needs and causes of I'll health. For example, the AUGE program in Chile identified over 800 protocols for different conditions and specific diagnosis.

-Health professionals by level of care (see II.a in this chapter)

While the prioritization and selection of protocols by disease or line treatment requires an analysis of efficiency, the allocation of health professional cadres by level of care requires and adjustment of skills and competences for the level and sophistication of care required.

Once the package is defined and the levels of care decided, the availability of health professionals should be based on the level of resources in relation to the required working and living conditions to enable high retention rates,  the present scope of skills and competences by cadre and the potential for training and task shifting. In many countries, the distribution of tasks by health professional cadre, will also have legal and insurance implications, and is often subject to negotiation and agreements by health professional associations.

The scope of distribution of tasks is ample and adjusting some competences between nurses, midwives, medical officers and medical doctors, has been proven , in many cases, safe and efficient. For example, while in most high income countries deliveries are only performed by obstetric specialists, in others nurses have that responsibility and even perform caesarean sections with comparable complication rates and higher adherence to protocol and surgical indications.

-List and levels of medicines and medical products (see II.c in this chapter)

The selection of protocols by levels of care and to be delivered by different health professional cadres, combined with the incidence and prevalence estimated in the situation analysis, would enable the estimates of the list and quantities of medicines, medical protocols and specific diagnostic or surgical interventions.

As explained in section ...., is list requires adjustment and careful planning to timely supply quality medicines at affordable prices. One of the spaces to increase the efficiency of health systems is the affordability of medicines through national or regional negotiating capacity but also, when eligible, by the use of TRIPS provisions enabling generic competition with patent monopolies. Such space for increased affordability would enable adjustments of protocols of greater effectiveness allowing some lesser degrees of efficiency.

This analysis is not only critical to plan the adequate levels and cost of medical products, but even more importantly, to define the CEHPCP and allow a concrete approach to the right of access to health services, legally guaranteed, enforceable and accountable to.
Table 20 : Scope of services by levels of care

	Scope of services by levels of care

	Information
	Package of health promotion and disease prevention/early detection services. Syndromic management and specific protocols for all needs and conditions
	Short, mid and long term strategy on allocation/training of available/desirable levels of health professionals by level of care
	design of list and quantities of essential medicines, medical products and equipment by level of care

	Tools
	prioritization by unmet needs and burden of disease
	Analysis of levels of health workers and their public health and clinical present and potential capacities
	Analysis of  diagnostic, treatment and preventive effectiveness of the essential medicines, diagnostics and public health interventions in the local epidemiological context.

	Preconditions
	Information from situation analysis of observed and perceived needs
	definition of priority public health and public care interventions
	definition of priority public health and public care interventions

	Components
	comprehensive and efficient health promotion and care protocols/package (CEHPCP)
	Required health workers by level of care
	required medicines, medical products by level of care


Mid -term regulatory and expenditure framework

xv. -Level of funding and financing sources

Health expenditure may come from direct payments of the patient to the health service provider at the point of delivery, from pooled private funding to provide health services  restricted to one population group, and from pooled public funding aimed at providing universal and equitable health services.

The concept of private and public is often blurred and overlapping. 

What really defines public-oriented health services (according to the role of the state as defined in the ICECSR, general comment 14) is the universality (compulsory : taxes) of the contribution according to capacities to pay (progressive : tax justice ) and the universality (unified system) of the access to health services according to needs (equitable, aimed at narrowing inequalities through target setting). Besides the "for all" principle, the public-oriented health service is based on the principles described in chapter 1 and in section 1 of this chapter (by all and in all policies). In this approach of universal and equitable public funding and access, the public service delivery vs. contracting out of some of the delivery of care to private for profit or non-for-profit, if adequately regulated and with a proven quality and efficiency, is irrelevant to the public orientation (universal and equitable).

On the other hand, what defines private-orientated health services is the restricted financial contribution to one population group and the selective (leading to fragmented health services) access to health services according to the capacity to pay (through a private pooling scheme or through direct payments at the point of delivery). In this approach of restrictive funding and selective access (according to the capacity to pay), the public administration (social security, other partial insurance schemes) vs. the private management (eg through non-for-profit or via private insurances or private companies' agreements with private insurances and/or service providers), is irrelevant to the private orientation (fragmented, selective to population groups or diseases) and contravening the principle (universality, equity) of the right to health.

Given its restrictive nature to a fundamental right and public good, health,(as for example the access to the seaside, to drinking water or to clean air), the private-oriented health systems are prohibited in some countries (eg Canada) or highly regulated (publicizing it by subsidizing those with lower capacity to pay, regulating equal package of services and protocols than the public-oriented ) and taxed in others, to minimize their distorting effect on the universal right to health without discrimination.

The only health financing scheme which is coherent and instrumental to the global health objective ("best attainable health for all") and the principle and global commitment to the right to health (universal with no discrimination) is the public-oriented health system. We will therefore limit the analysis here under to the public-oriented health service (with public or regulated private provision).

The adequate level of funding of the public-oriented health system has been estimated through three approaches: unit costs towards coverage or health outcome targets, health pillar components or reference to best efficiency health systems achieving the highest attainable standard.

Isolated vertical program and/or unit costs have been used by the WHO commission on macroeconomics and health in 2001 and since then by the UN (health MDG costing exercises of WHO, marginal bottleneck budgeting of UNICEF, AIDS costing scenarios by UNAIDS )the selective (hence private-oriented) global initiatives, the bilateral donors (especially the US but also the UK in "appropriation exercises"), internationalminitiatives (as the high level task force on health financing )and the G8 ( eg Muskoka initiative). This exercise, while appealing to donors and public opinion as it theoretically (fictitious ) or in practice (through vertical and parallel interventions) relates resources to effects and enables visibility and (shirt sighted given its dramatic effects of inequity and opportunity-cost) pretended credibility. It either relies on fictitious assumptions impossible to ascertain ( eg how much of a time and salary of a midwife can be allocated to delivery, to antenatal, to newborn care, etc., even more artificial and Israel with other health workers ), or in real parallel interventions which do not apply to the public-oriented principles.

Estimates of the minimum threshold of public financing of public-oriented health systems by budget envelopes. As mentioned in section 2, health systems require funding of the health pillars that enable patient-centered services in all, by all and for all. As estimated in section 2, the minimum number of health professionals to deliver comprehensive and universal health care and level of salaries to ensure an adequate retention rate can be estimated in XX $ per person and year. In section 2 we also estimate in a very general and indicative way the scope and quantities of medicine and medical products ( informed by the CEHPCP ) and it's minimum recurrent cost at best  affordable prices. The overall envelope of recurrent costs should also include the component of management and supervision. The adequate balance of investments to recurrent costs ( 1:5 ) and the additional contingency plans to respond to unforeseen and emergency needs ( indicative 10%) totals some 80-100 $ annual pc. This figure, while following the logic of the principles of health systems, is subject to wide variations in terms of epidemiological, demographic and geographic factors.

The third approach to estimate the minimum level of health financing relates to the comparison of health systems across countries so as to identify the group of the 10 (to allow representation from all epidemiological regions and demographic structures) countries with best performance reaching highest standards of health ( within the confidence intake if the high income region -see chapter 5- ) with the lowest level of public finding for health. This group of countries, represented in graph xx, is led by Vietnam, with the lowest public financing for health (80 $/ pc annual) and indicators (life expectancy,under five mortality, adult mortality) among the confidence interval of best health standards. The average public spending of this group is XX and its confidence interval xx-xx. Interestingly, this figure correlates to the estimates by health pillar minimum requirements.

In terms of share of the public spending, the figure of 15% is close to the average in OECD countries, and has been agreed by the African Union and the ACO countries as a reference target. However, this share may be insufficient when it translates in net amounts lower than the above mentioned minimum threshold, and may be unnecessarily high when much higher than that threshold. In fact, increased levels of health spending may perpetuate and increase health demands and discourage from health promotion, disease prevention and healthy lifestyles. 

The funding sources of public-oriented health systems and services, should be tax-based at national level (compulsory/universal and progressive/equitable) and aligned and predictable if from external support (adhering to aid effectiveness).

The domestic tax revenue should be progressive according to the capacity to pay following fairness (contribution rates according to the ability to pay : higher as further from the minimum basket needs) but also in order to mitigate or reverse the market effect on income disparities, together with economic governance regulating for floors and ceilings on incomes and profits. Tax justice,as will be seen with detail in chapter 8, is a fundamental factor in both, reducing income disparities and their effect on health inequities and overall worse health, and in pooling adequate levels of resources in a fair/just way. Ideally and on an ethical basis of equal rights and opportunities, the GINI index or the higher to lower quintile ratio, should define the slope of progressive taxing, so as to limit disparities to a on equitable, that is , fair/just, level.

The external support should follow the same principle of public orientation to advance on the universality of the right to health : pooling of resources by countries (and multinational corporations and investors ) according to the capacity to pay ( higher rates the further from the minimum threshold of public financing for health ) and external level of support per capita according to the needs ( higher to countries with lower GDP, fiscal space and growth prospects, while economic capacities are enhanced through greater sustainable productivity and fairer trade rules).

- Health budget distribution

As explained above, a public-oriented health system finances the health pillars, and is organized in a way that respects health principles, cover health domains and follows the cycle of stages hereby explained. 

This rationale is due to several reasons  :

If some of the other "non-pillar" elements of health system (eg reproductive health or health information systems ) is targeted for earmarked funding, it will create distortion and imbalances with the rest, and disrupt the principle of patient-centered health care.  80% of the budget needs to remain with the district and sub-district levels which absorb (or should) > 90% of the use of health services. At district and subdistrict level there is no specialization of the health workforce by health domains or diseases, with the exception of nurse-midwives who in many cases also carry out general nurses' roles or at least deal both with mother and child health. 

he only health pillar that may be fragmented by diseases or health domains is the one funding medicines and medical products. However, this can only be done to a limited extent, as many diagnostics, symptomatic medicines, antibiotics, antiseptics, anesthetics and other medical products serve many diseases and various health domains. Even if some may have an specific use ( antiretrovirals, contraceptives, TB drugs, antimalarials, insulin, etc), earmarking their support withal have serious disrupting effects : it may cause positive discrimination vs. other diseases or health needs undermining the principle of universality and it will create parallel procurement channels duplicating the links of the access chain described in chapter 2, with an opportunity cost.

Therefore, the budget envelopes of a health system should follow two variables: the four health pillars and the levels of care (district and referral), as outlined in the table below , with the indicative share/balance of resources by envelope.

Table 21 : Indicative health budget breakdown
	
	district level
	Referral level

	Human resources
	~ 25%
	~ 6%

	Medical products
	~ 25%
	~ 6%

	Infrastructure, logistics and communications
	~ 15%
	~ 4%

	Management and supervision
	~ 5%
	~ 1%

	Contingency plans
	10%


-Decentralized management, public financing and transparency 

There is a tendency in many countries to decentralize at regional, provincial or district level the various stages of the health service dynamics. This has advantages and disadvantages.

Given the smaller scale of health workers and population and their representatives and social fiber groups, the participatory approach is more logical if organized bottom-up. on the other side, it might be the case that health needs vary across geographical regions and require different prioritization and protocols. Budgeting at regional, provincial or even district level, maintaining equitable funding per capita and only adjusted per special needs ( poverty levels, rural scattered population, HIV prevalence, fertility rates, demographic structures ), may also grant a higher level of responsibility and accountability to the allocated funds, it's expenditure and it's impact.  there are, however, certain risks in the decentralization process that need to be taken into account : it may lead to uneven scope of health promotion and health care services across the country, creating or enhancing health inequities and overall inefficiencies ( especially from the heterogeneity of public health promotion or disease prevention strategies ), it may lead to uneven per capita budgeting if it is demand-driven,   it may create imbalances of human resources with internal brain drain if human resources' policies are decided and managed independently and it may unnecessarily duplicate and desynchronize certain functions such as medical supplies, budget cycles and information systems, undermining efficiency and potentially equity. On the other side, there would be a potential conflict of interest if the management and supervision, and especially the monitoring and evaluation functions would remain with the decentralized level of design,budgeting and implementation. For all stated above, the ideal balance of decentralized management should relate to limited adjustments of the health care services  and its relations with the allocations of medicines and specific skills and tasks of health workers based on epidemiological specificities and autonomous functions on the participatory processes of analysis,decision and management and accountability, but maintain central and synchronized common CEHPCP, unified procurement and supply of medical products, unified human resource policy, unified and synchronized budget cycle and capitation and centralized, objective and comparable monitoring and evaluation.

Public financing requires certain attributes of planning, accounting, disbursement, auditing and transparency which need apply to health public budget processes.
Xxxxx

The result of adequate planning and flow of funds results in adequate execution rates xxxxxx

Contingency plans should serve unforeseen needs due to macroeconomic effects. ( eg inflation ), epidemics and natural or man-made disasters and emergencies. When unspent, they may be used to increase the capacities of early warning, detection and response systems, or to top up investment plans of infrastructures, logistics and communications.

	Expenditure framework

	Information
	Level and sources
	Balance recurrent/investment, balance primary/referrals
	Execution rates, Transparency

	Tools
	Fiscal revenues -tax justice, aid levels and predictability
	Forecast of recurrent costs, Investment plans, aid effectiveness (program based support)
	Decentralized management, PEFAs, aid effectiveness (use of country systems)

	Preconditions
	minimum threshold, predictable resources 
	Pooling of resources for unified health system,
	Procurement and other regulation, PFM system, auditing

	Components
	Level of public funding, and financing components
	Distribution of the budget by envelopes and levels of care
	Public Financing Management and transparency 


Health information system research/essential national health research
Health systems require constant "fine-tuning" : even if the situation analysis informs the decision of a basic comprehensive and efficient package of universal services and it informs the planning of each pillar and the delivery of services by level of care, it will require constant monitoring to detect deviations in pertinence or efficiency. It's like driving a car (heath system), towards a goal (universal coverage) and following the shortest route (health strategy around based on the CEHP&HCP) : it will require constant fine tuning (hands in the wheel and feet on the power and the break) to adjust the direction (pertinence) and the speed (efficiency). 

The function of monitoring the pertinence and efficiency of the health system is carried out by the Health Information System. It will require analysis of the records of the health institutions (Health Facility Information System -HFIS-), but will also need periodic community health diagnosis  -CHD- at the community and district level. The situation analysis done on a large sample size and at national level every 4-5 years, the constant monitoring of the Health Information System and the periodic local or district community health diagnosis, will provide the mapping of health priorities and the basis to develop a national health strategy which is pertinent to the national and local needs.

There are three characteristics a HIS needs to have:

1. -HIS need to collect information which is pertinent to the needs identified in the wider situation analysis : (nation-wide, larger sample size) and less frequent (given the available resources, time required to do it and time needed to show the effect on indicators and demonstrate changes). The information collected needs to be precise enough so as to assess progress, performance, bottlenecks and so inform policy and strategy adjustments.

2. -HIS need to be participatory : they need (as in the less frequent situation analysis) to involve the community and health workers in the collection of information, their analysis and the interpretation. This approach will not only enable more efficient data collection, but will also be help assess the deficits of the system, the mutual understanding of the effort of health workers and the demands of communities and patients, and will facilitate that the adjustments of the strategy are understood and owned by all.

3. -HIS need to be "action-led" : they require an adequate planning so that the collection and analysis of HFIS and of CHD, can be consolidated and inform A participatory annual review aimed at assessing progress and the adjustments needed to enhance it.
xvi. -Health Facilities'Information System (HFIS)
HIS need to monitor the information of the most pertinent needs. Ideally, they should monitor the main health outcomes related to each of the  main health domains, the output of services related to them, and the inputs required to enable those services. the table below gives a very general indication of them :
Table 22 : Indicative framework of indicators

	Indicators
	Inputs
	Outputs
	Outcomes

	Reproductive health
	Access to delivery staffed and equipped services

Availability and access to contraceptives
	Save delivery rate

Contraceptive rate
	Maternal mortality

Fertility rates

	Child health
	Access to child health services, 

Adherence to IMCI protocols, availability of medicines, vaccines, bed nets and micronutrients
	Coverage of IMCIs services

Immunization and IT-LLNs coverage

Coverage of child growth monitoring
	Under one mortality rates

Under five mortality rates

Malnutrition rates

	Acute / communicable diseases
	Access to emergency services and outpatient services,

Skills on IMAIS, adherence to protocols, ALCS, ALTS,

Road safety measures 
	Coverage of IMAIs services,

Time of access and waiting time,

TB DOTS coverage,

Other (according to local epidemiology)
	Adult mortality rates

	Chronic / non communicable diseases
	Access to outpatient services, Presence and adherence to screening, treatment, rehabilitation and palliative care services.
	Coverage and frequency of screening and treatment of main chronic conditions (HT, HIV, Diabetes, Cancer, cardiovascular conditions, chronic respiratory conditions, disability, mental health.
	Adult mortality rate

Adult morbidity rate

Prevalence of Obesity,smoking, alcohol and other relevant risk factors


Input and some of the output indicators may be estimated by the health records collected in the Healy institutions. The inout indicators related to access, and the outcome indicators, need to combine the information from health registers with community surveys described below. In any case, some of the health outcomes may not be measurable with the precision required (sample size) or their annual timing may not provide enough time to have a measurable effect with the given sample size.

In any case, the indicators chosen need to be based on availability of available and reliable data and allow in the annual frequency to detect significant changes. They should ideally be the most pertinent for the main causes of burden of disease identified in the situation analysis. An acronym that helps remember the main attributes they should have is "SMART" : Specific to the main objectives, Measurable with the available equipment or skills, Appropriate to the local technology, Resourced by the available means and Timely so as to inform decisions. The data informing the input conditions, the output services and their effect on outcomes, should be collected regularly by health workers registering all their activities or a random sample of them. Collecting and tallying this data, and reporting on them, should never mean more than 10% of the working time of health workers.

-Community Health Diagnosis: 
CHD are local or at most district level surveys which can complement the information from the HFIS. They combine quantitative and qualitative  data from questionnaires, epidemiological prevalence surveys (clinical and laboratory), structured interviews and group discussions. They should complement the information of HFIS with information on access and use of clinical and preventive services (immunization, bed nets, etc), on prevalence of main risks (eg. Nutrition, in door smoke, access to safe water and sanitation, tobacco, alcohol)  and main endemic diseases or syndromes (eg malaria by spleen index and parasitology index, intestinal parasites by stool tests, bilharzia by urine tests or onchocerciasis by skin tests, hypertension, hyperglycemia, hypercholesterolemia, VEMS, SPA, mini mental, disability, etc), specific analysis of mortality rates through vital registries and , when needed, complementary information from reported death events, and dedicated studies on the quality of health services.

CHD can be carried out by a small team in a limited time and with limited budget of logistics, or even using the current logistics of health facilities of the district health team, for outreach activities. It does not only complement the information of the HFIS but also enables health professionals to get closer to the communities they serve, to understand them better , to contrast the information and perception from the health facilities with those from the community, to work in a team with other health workers and community actors and to learn or master some essential epidemiological tools as estimating required sample sizes, estimating prevalence, retrospective incidences, mortality rates, odds ratios and interpreting the qualitative information. Fir these reasons, all health workers should regularly be involved in designing, doing the field work and analyzing the information of CHD.

-National health research
All health systems should have a national health research agenda of priorities. Most often the research activities originate from academic/intellectual interest in certain knowledge challenges, or from private sector interest in developing or improving tools that can render benefits. Some non-for-profit organizations may decide in research areas which are not market-driven and reflect some needs of the population, but they will often be biased by the information or sensitivity of certain population groups or disease conditions. The concept of Essential National Health Research (ENHR), applies the Alma-area principles to research so as to make it participatory, pertinent to the main health needs of the population and leading to acceptable and affordable or feasible behavioral change, preventive strategies, clinical protocols or new medicines or medical products.

This agenda should be the basis for contribution of all actors in a collaborative and non distortionary way, as the national health strategy should be the basis for the  implementation of health services in the same spirit

Table 23 : Monitrouing and research
	Monitoring and research

	Information
	health system activicity,quality   of care, coverage, progress towards health outcomes/targets
	Access to health services, prevalence of health needs and health conditions
	Pertinence, affordability, impact

	Tools
	target-setting, pertinent, SMART  indicators, functional registries
	Epidemiological cross-prevalence surveys, community questionnaires on KAP and HCSP, patients' questionnaires on quality of care
	ENHR

	Preconditions
	Agreed objetives, indicators and targets, participatory, action-led
	Planning for health workers and community involvement every year
	Participatory, national health priorities, capacity building (ENHR)

	Components
	health information system
	Community health diagnosis
	national health research


Table 24 : Components of health systems

	Dynamics : 
	Situation analysis   
	Definition of BHCP/organization of services/health system pillars   
	Costing and budgeting scenarios 
	Monitoring HIS/applied research 

	Health priorities covered 
	Reproductive health services
	Child health care & nutrition
	Endemic communicable diseases /emerging threats*  vs. Acute conditions.
	Prevalent non-communicable diseases vs. chronic conditions.

	Health pillars 
	Human resources for health * 
	Infrastructures and logistics 
	Access to medicines and fungible health products* 
	Health fair financing schemes 

	Health system principles

(WHA 62.12) 
	Inclusive leadership 
	Universal Coverage 
	Patient centered 
	Health in all 
 


� PAL-HIS : Participatory and Action-led Health Information System





