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Providing Health Services in the Philippines
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Abgstract:

10-YEAR REVIEW OF ECONOMIC EVALUATIONS AND THEIR IMPACT ON
HEALTH POLICY IN THE PHILIPPRPINES. T Tan-Torres, Clinical
Epidemiology Unit, University of the Philippines College of
Medicine Manila.

OBJECTIVES: To ‘inventory, critically appraise and describe
the impact on health policy of economic evaluations in the

country.

METHODS : 1. Electronic and manual search for relevant
studies, mail survey of researchers and interview of key
informants. Inclusion criteria: comparison of two or more

alternatives in terms of costs and outcomes and
completed/published from September 1984 to March 199%4. 2.
Critical appraisal using guidelines published by Drummond,

et.al. 3. mail survey of investigators re: source of
funding, dissemination of results and impact on policy.

RESULTS: There were a tétal of 20 economic evaluations, of
which 2 were cost-outcome descriptions, 14 cost-effectiveness
analysis, and 4, cost-benefit analysis. 60% were on public

health issues and the remaining 40% were on hospital concerns.
The median quality score was 8 out of a perfect score of 10.
All evaluations were investigator initiated, with a single

unit carrying out 60% of the evaluations. 80% received
funding, half from local sources. Seven were published with

five appearing in international journals. All were presented
in scientific conferences. Only 5 influenced health policy, 2
influenced the research agenda 5 supported pre-existing polic
and 8 had no impact. :

CONCLUSIONS: There is Ilimited expertise in the country
regarding economic evaluations. The few studies done were
methodologically sound. Despite good dissemination, only 25%
had impact on policy.

RECOMMENDATIONS : 1, Capacity building for expertise in
economic evaluations 2. Dissemination of standards for
carrying out and reporting of economic evaluations to enhance
comparability and generalizability 3. Awareness-raising
among policy makers re: value of economic evaluations 4.
More interaction with other disciplines, including economics,
social sciences and media to enhance impact on policy.



INTRODUCTION:

Need for Economic Evaluations:

Health care expenditures constituted not more than 2% of the
gross national product of the Philippines in 1991. This was
lower than the 3-5% spent by the other countries in Asia and
the 5% recommended by the World Health Organization for
middle income countries (1) . There may be a case for
increasing investments in health 1locally but the World
Development Report 1993 shows that this will not automatically
guarantee a directly proportional increase in health status as

manifested by a longer life expectancy (2). The essential
requirement, at whatever level of funding in health care, 1is
efficiency. "Are limited resources used in the best ways

possible? Is value for money achieved in their use (3)?"

Economic evaluations have been used as a guide for attaining
technical efficiency in the health care sector. A sound
economic - evaluation systematically = identifies relevant
alternatives, measures and values inputs and outputs (costs
and consequences) from a specific perspective and determines
the cost-effective choice (4). The comparison of alternatives
and the inclusion of both costs and consequences in the
analysis define a full economic evaluation. Other studies may
limit themselves to costs (costing studies) or consequences
(clinical trials) or simply describe both the costs and
consequences of a single program (see Annex 1). Although they
provide valuable information, the absence of any of the two
characteristics precludes the ability to recommend the more
‘cost-effective option.

- Types of Economic Evaluations:

Full economic evaluations may be classified into four types:
cost-minimization, cost-effectiveness, cost-utility and cost-
benefit analysis (5). All of them consider costs in the
inputs but express the outcomes differently. Cost-
minimization analysis provides evidence that the alternatives
attain equal outcomes or consequences, and in the process,
justifies a pure costing study. The rational choice would
simply be the less expensive option. In the medical field,
there are few interventions which can produce equal outcomes.
Therefore, there i1s limited scope for cost-minimization
analysis.
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Cost-effectiveness analysis expresses outcomes in natural
units like cost/death prevented (impact measure) or cost/child
immunized (process measure). As such, this is the analysis to
which clinicians can easily relate. The incremental cost-

effectiveness ratio describes the extra cost per extra outcome
achieved. This type of analysis is excellent for comparison
of interventions which have a single dominating effect. Cost-

utility analysis is a special form of cost-effectiveness

analysis where the unit of outcome, quality-adjusted life
years, combines both morbidity and mortality. This measure
also incorporates patient's preference or utility as a weight.

The presence of a single global measure of outcome, QALYs,

enables comparison across different programs.

Lastly, cost-benefit analysis expresses outputs in monetary
terms . It is the only one among the types of economic
evaluations which can explicitly determine the. worth of a
program, e.g. a program with a net benefit or that which gives
more output than the input received. All the other types of
analysis assume implicitly that the outcomes are worth

achieving. Cost-benefit analysis, having a single measure
expressed in monetary terms, also allows comparison of
programs with different outcomes. However, conceptual

difficulties may arise when putting a monetary value to
outcomes like a death or disability prevented (see Annex 2).

Current Uses of Economic Evaluations:

The different types of economic evaluations provide useful
data which can aid decision-makers in prioritizing, financing
and implementing programs. Specifically, economic evaluations
"can inform policy issues on:

1. planning of specialist facilities or specific technologies;
2. excluding technologies from public reimbursement;

3. reforming payment schemes for health care institutions
(especially hospitals);

4. encouraging budgetary reform within institutions;

5. changing payment systems for health care professionals;

6 developing medical audit and utilization review schemes;

7 introducing co-payment for service users; and

8 encouraging competitive arrangements in the health care
system (6) . '
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The Health Care Financing Administration considers cost-
effectiveness in approving coverage of medical technologies
(7). The 1991 Oregon Medicaid Plan (8) and the World
Development Report 1993 (2) used economic evaluations
extensively to define a basic set of services to be made
available to everyone and to rank medical interventions for
financing purposes.

The Australian Pharmaceutical Benefits Advisory Committee has
required economic evaluations for new drugs to be considered
for reimbursement = since January 1993. Several health
maintenance organizations in the United States also require
economic data before putting a drug on their formulary (from
Economic Assessment and New Technologies: Focusing on
Pharmaceuticals; presented at INCLEN meeting in Cairo, January
1993 by H. Glick, U. of Pennsylvania, unpublished).

OBJECTIVES:
The demand for economic evaluations has led to-an increase in
published economic literature (9,10). However, most of these

studies were carried out in industrialized countries with
different health care delivery systems. A critical appraisal
of these studies also shows that there was only fair adherence
to methodological standards and that there is a need to ensure
more appropriate use of methods of economic analysis (11,12).

Economic evaluations have also been carried out in the
Philippines. This study seeks to inventory the body of
literature on economic evaluations in health care available
locally and critically appraise them with the end in view of
providing recommendations for future studies.

In addition, this study aims to examine the research process
which has generated the economic evaluations, from the
funding, conduct, dissemination to implementation as health
policy.

MATERIALS AND METHODS:

I. Search Strategy: ,

Four possible sources of studies were investigated - the
funders, the researchers, the users (Department of Health,
DOH) and the archivists. The following methods were used to
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access them: electronic and manual searches, mail survey, key
informant interview.

Electronic Database:

Two major electronic databases on health, MEDLINE and HERDIN,
were searched for economic evaluations in the health sector in
the Philippines. MEDLINE is an international database housed
in the National Library of Medicine in the United States. It
includes complete references to articles from more than 3,200
biomedical journals. The CD-ROM version searched includes
citations back to 1982.

HERDIN (Health Research and Development Information Network)
is the local database of studies in health. It is operated by
the Philippine Council for Health Research and Development
(PCHRD) and there are two other nodes located in the DOH and
the University of the Philippines Manila. The specific HERDIN
databases searched were the Philippine Health Projects and the

Bibliographic Database. The Philippine Health Projects
include reports (published or unpublished) of studies carried
out in the Philippines. The Bibliographic Database includes
articles from Philippine publications on health, including
local studies published in international journals. It
includes over 65 journal titles and over 1500 issues. The
search strategy used was:

1. Cost* (to capture cost, costs, cost-effectiveness, cost-

benefit, cost-utility)
2. AND pPhilippines (for Medline).

Print Database:

The files of the Essential National Health Research Program
" (ENHRP) of the DOH containing the researches carried out by
the different services were manually searched. ’

Mail Survey:

* Researchers:

Names of university-based researchers were obtained from the
Inventory of Health Researches, 1990-91 of PCHRD (annex 3).

All entries under “traditional areas of concern’”
classification were reviewed and their primary authors were
sent a questionnaire (annex 4). Excluded were authors of

entries which were clearly basic science in orilentation.



* Funders:

A list of funding agencies was obtained from the ENHRP of DOH
(annex 5). The questionnaire was sent to the heads of the
agencies. Information was also obtained from the heads of the
regional committees of the Philippine Council for Health
Research and Development.

* Librarians:

A list of the academic members of the inter-library network in
health 'was obtained from the library of the University of the
Philippinesg College of Medicine (annex 6). A copy of the
guestionnaire used in the mail survey was sent to them and to
the library of the University of the Philippines School of
Economics which offers an M.Sc. Health Economics.

Upon receipt of responses, an additional round of letters was
sent to people who were recommended and had not been surveyed
in the first round. If a number was available, non-responders
were followed up on the phone. i

Key Informant Interview (annex 7):

The different services of the vertical programs in the
Department of Health were visited and the personnel were
interviewed as to the possible existence of economic
evaluations in their services. Health economists from the
University of the Philippines and the De La Salle University
and health experts in the Asian Development Bank and the
College of Public Health were also interviewed.

II. Selection of Articles:

Of the citations retrieved, abstracts were reviewed and only
" full economic evaluations, defined as those studies which
include a comparison of two or more alternatives, based on
both their costs and outcomes, were included. The economic
evaluation should be the main focus of the article
(operationally: both quantification of peso costs as absolute
value or percentage and reporting of outcomes for the
alternatives being compared are present in the abstract).
These articles were retrieved, if available and readily
accessible. Only those studies published or reported during
the past ten years, September 1984 to March 1994, were
included in the inventory.



Exclusion criteria:

1. standard financial reports/budgets of health projects

2. any study with incidental cost data (operationalized to
mean . that. the. cost data and/or its implications on the
interventions is/are not discussed in the report).

IIT. Collection of Data on the Research Process:

Once the article was retrieved and assessed as meeting the
- inclusion criteria, another questionnaire (annex 8) was sent
to the author. These data were requested:

* person/agency ~commissioning/conceiving the research
(researcher, decision-maker or funding agency)

* - pergon/agency funding the research

* person/agency performing the research (include
curriculum vitae if possible);

* resources expended in performing the research (duration
of the study and amount of funding)

* results of the study presented to whom (beneficiaries,
press, academe, medical community, DOH, other decision-makers,
internaticonal community) and how (briefing, scientific
conference, letter, etc.)

* influence on policy.

A hard copy of their complete paper was obtained. As for non-
responders, they were followed up at least three times
through telephone calls or visits.

IV. C(Critical Appraisal:

~The manuscripts were critically appraised using reader's
guides on wmethodological standards for sound economic
evaluations (13). The 10 guestions can be grouped into the
following parameters (see Appendix 9): .

1. research question, including perspective of the evaluation
and description of alternatives being compared;

The perspective of the analysis should be stated explicitly as
this defines the scope of the costs and consequences to be
included in the analysis. Ideally, the societal . viewpoint,
composed of the provider, payer and patient, should be adopted
in the analysis. The relevant alternatives to be included as
choices in the analysis should include the alternatives which
can address the problem. It should also include the current
standard of medical practice or if this is an entirely new
program, a '"do-nothing" alternative. Alternatives should be
adequately described (who did what to whom, when, where .and
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how) to allow readers to decide on the feasibility of the
intervention in their own setting and if feasible, to
replicate the intervention. Readers can also determine 1if
some costs or consequences have been missed.

2. evidence on effectiveness;

Economic evaluations are based on data on effectiveness. The
data should be valid and for medical interventions, randomized
controlled trials present the most bias-free results.
Prospective cohort, case-control, before and after studies
provide evidence in decreasing order of rigor.

3. identification, measurement and valuation of costs and
consequences;

Once the perspective has been defined, all relevant costs
should be identified, measured and <valued. ~Examples of
different categories of costs and consequences which can be
included in the analysis are direct medical and non-medical,

indirect (productivity losses or gains), intangible or
psychic costs and consequences (see Annex 10). In measurement
and valuation, care should be taken to input costs of actual
resource consumption rather than charges (14). Charges may

reflect, in addition to the profit motive, presence of cross-
subsidies, replacements, expansion, bad debts, inaccuracies in
allocation and annuitization and the current list prices in
the area (charging by consensus) .

4. adjustment for differential timing or discounting;

The future stream of costs and consequences of the programs
being compared should be discounted to the present year. This
method enables costs used in the analysis to incorporate. the
‘time preference of individuals or society who prefer to
postpone costs to the future and enjoy benefits immediately.
Discounting is particularly important for prevention programs
where the expected benefits may occur Zar into the future,
e.g. hepatitis B immunization.

5. incremental analysis;

Incremental analysis is very important as it gives the extra
cost needed to pay for the extra benefit. The guaiac stool
test for detecting colon cancer dramatically showed that the
extra cost for a routine sixth test to detsct an extra case of
colon cancer as compared to 5 tests is $47 million (15).
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6. sensitivity analysis;
In economic analysis, assumptions are made or some of the
figures used may be imprecise. Sensitivity analysis or
varying the figures, then reanalyzing and reassessing the
impact of the new numbers on the conclusion of the study can
be used to test the robustness of the conclusion. If the
results are sensitive to a change in numbers used, the
analysis will have delineated areas where more effort has to
be exerted to obtain precise estimates.

7. discussion on  major issues of concern including
generalizability of findings to other settings:

The results of an economic analysis are not intended to be

mechanically applied. There may be flaws or weaknesses in the
analysis which will 1limit its usefulness. .An economic
analysis also does not routinely address equlty 1ssues, e.qg.

20 life years gained may be 20 years of one young person or 2
life years of 10 elderly people. :

IV. Abstracting and Indexing (annex 11):

Papers which werxe not previously indexed in the HERDIN data
base were abstracted to conform to its technical requirements
(16) and submitted for indexing with the primary author’s
consent.

ANALYSIS:

Each study is classified as follows:

* type of intervention being studied hospital or community-
based  (including primary health care)

* type of economic evaluation: The proportion of studies
satisfying each of the criteria and the median number of
criteria fulfilled are reported. The research process 1is
qualitatively described.

RESULTS :

Yield of Search Strategies (Table 1):

Of the 65 citations retrieved in the search on MEDLINE, only
five articles (17-21) satisfied the criteria. Of the 30
citations in the Philippine Health Projects Database ‘and 72
citations in the Bibliographic Database, 14 (17-22, 1A-8A in
appendix 5) satisfied the criteria. These include the five
picked up in the MEDLINE search.
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The manual search of the files of the ENHRP yielded one
study (9A). The survey was sent to 161 researchers, of whom
19 were dead or had moved to a different address. Response
rate was 49.3%. Seventeen responded positively in that they:
had a study or knew a person with a study. However, further
inquiry revealed that only one of these papers (13A) could
fulfill the criteria.

Of the 21 representatives of funding agencies sent
questionnaires, nine (43%) responded. Similarly, 52% of the
23 librarians responded. - Both these search strategies did
not yield a study fulfilling the inclusion critexia. Search
of the UP School of Economics library yielded two
undergraduate thesis which were economic evaluations (11A
and 12A). The interview of 21 key informants yielded two
studies (23, 10A). S Co -

Thus, there were 20 -studies found (abstracts. in appendix
12).

Critical Appraisal of the Studies (See Table 2):

Subject Areas:

Of the 20 studies, 11 dealt with public health concerns,
i.e., vitamin A supplementation (17), hepatitis B screening
(18), canine rabies eradication through immunization (19),
expanded programme On immunization (21,12A7A), breast cancer
gcreening (23), WHO algorithm for management of acute
respiratory infections (34), triple versus quadruple
chemotherapy in pulmonary tuberculosis (5A), control of
schistosomiasis through chemotherapy (9A), HIV screening
with pooled blood (10A), and family planning (11A).

The remaining nine were hospital-based studies dealing with
antibiotic prophylaxis of meconium-stained newborns (1A),
establishment of a perinatal center (22), modes of delivery
for pregnant women infected with the human papilloma or
herpes viruses (6A), different regimens of immunosuppression
in kidney transplant patients (20), management in diarrhea
treatment units (7A, 8A), rooming-in (13A), different modes
of ventilatory support (2A) and x-ray diagnosis of sinusitis
(4A) .There were four diagnostic test studies (18,23,4A,10A).

‘Types of Economic Evaluations:
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Twelve studies were undertaken for the primary purpose of
economic analysis. The eight remaining studies (17,18,1A-
47, 9A,10A) sought to establish the effectiveness of the
interventions and included an economic analysis as well.
Only four studies were cost-benefit analysis (17,19,9A,
127) . Three studies -- Vitamin A deficiency eradication,
rabies elimination, and schistosomiasis control -- adopted
the societal perspective and used the human capital approach
to value the human lives saved. The other study on National
Immunization Day used a process measure as its outcome .
Economists were the lead investigators in three of these
cost benefit analyses.

The rest of the studies used cost-effectiveness analysis or
stopped at cost-outcome descriptions. They had doctors as
the main authors except for one undergraduate economics .
thesis (114).

perspective and Alternatives Considered in the Research
Question:

The perspective adopted in these studies was the provider of
services (Department of Health) or the payer and thus, the
costs covered in the analysis included only the direct
medical and in only two studies, (6A, 23), non-medical
costs. :

The studies which covered the public health area tackled
problems typical of a developing country, e.g., acute

respiratofy infections, rabies, vitamin A deficiency. The
hospital-based studies covered problems which could be
encountered in developing or developed countries but in some
- of the studies, specifically, immunosuppression in kidney-
transplant patients (16), ventilatory support in critically .
ill patients (2A) and radiographic diagnosis of sinusitis
(4n), the alternatives considered were novel and in response
to the acute lack of resources in the country.

Efficacy Research Design and Choice of Outcomes:

The data on efficacy of the alternatives or interventions
being considered came from predominantly local studies.
However, only one of the studies used a randomized
controlled trial to generate efficacy estimates (1A) and

this study had a sample size with inadequate power to show a

significant difference. The study on radiographic diagnosis
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also used a rigorous study design, validity study, but also
suffered from small sample size. This was not an issue with
the HIV screening.

The other studies used epidemiological designs of lower
rigor. Majority of the local designs on efficacy had small
sample sizes and limited follow-up. Exceptions to this are
two foreign-funded, community-based studies on vitamin A
deficiency (17) and on acute respiratory infections (3A).
Three of the studies employed decision tree analysis
(18,6A,23) to determine efficacy, using local and foreign
sources of data.

The consequences considered were final outcomes like
mortality or infections which directly showed the 1mpact on

the patients. Three studies used intermediate outcomes,
i.e.,. hepatitis B Ag carrier state (18), arterial blood
gases (2A). Four studies (7A,8A,11A,12A) used process

measures  like family planning acceptors, - fully immunized
child and % correctly hydrated.

Costing:

As delimited by the perspective taken, most of the costs
included only direct medical costs. Measurement was based on
actual resource use and market prices were used in valuation
except for a few (17, 2A, 23) where charges were exclusively
used. Due to the nature of the interventions studied and
the short follow-up to determine outcomes, no discounting
was done except for the three cost-benefit analyses (17,19,
123) which included deaths prevented as part of their
outcomes. Discount rates used ranged from 2-19%.

Methods of Economic Analysis:

Seven studies (17-19,23,4A,5A,94) extensively used
sensitivity analysis and the studies on rabies elimination
(15) and chemotherapy of tuberculosis (5A) showed robustness
of the conclusions derived from the analysis despite changes
in assumptions. Only three studies did not employ
incremental analysis (18,1A, 13A) ' -

Summary of Critical Appraisal:

An appraisal based on a 1liberal appllcatlon of the nine
methodological criteria (discounting was dropped because of .
applicability only to three of the studies) gave a median
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score of 8 for the studies (see table 3). The deficiencies
were mostly in valid evidence of efficacy (67%), valuation
(67%), sensitivity (44%) and incremental analysis (78%).

Description of the Research Process (Table 4):

Development of Proposal:

All of the studies were investigator-initiated except for
the study on acute respiratory infections (3A) which was
commissioned by the funder. ‘ '

Conduct of Study:

‘Eleven studies (18,20,22,23,1A,3A-8A) were done by or with
the technical assistance of the Clinical Epidemiology Unit
of the University of the Philippines Manila. Two studies
were undergraduate economics theses (11a, 12Aa). Four
studies (17,19,21,10A) had foreign experts providing
technical input.

Funding: , . : o S :
gix studies (20,22,4A-7A) were locally funded by the
Philippine Council for Health Research and Development while
eight were funded by foreign agencies, i.e., two Dby United
States Agency for International Development (17,8a), two by
Rockefeller Foundation (23, 1A) and one each by the
Australian International Development Assistance Bureau (3A),
BOSTID (18) and Centers for Disease Control (19). Depending
on the comprehensiveness of the study, the time and funds
expended varied from 1-12 months and from nil to $150, 000~
200,000 (1975 pesos), respectively.

Dissemination of Results:

Five were published in international journals (17-21) and’
two in local journals (22,23) not indexed in MEDLINE. The
other 13 are unpublished. All of the studies except two
(17,21) were reported in literature in the latter years
between 1989 and the present. Except for one thesis report,
the most popular forum for dissemination was a scientific
conference with an academic and/or international scientific
audience. Twelve of the studies also had people from the
Department of Health in the audience when results were
presented. ' '

_Influence on Policy:
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There were no responses on the survey from two authors (21,
2A). Only five of the authors claimed that their study had
an influence on health policy. These studies were on
Vitamin A supplementation (17), hepatitis B screening (18),
rabies control (19), schistosomiasis control (9A) and
antimicrobial prophylaxis in meconium stained babies (1A).
An additional two studies on tuberculosis (5A) and breast
cancer screening (23) influenced the research agenda and
definitive studies are now being undertaken to answer issues
raised by the economic evaluation. Five of the studies
provided data in support of a pre-existing policy. These
were the studies on algorithm for the management of acute
respiratory infections (3A), establishment of a perinatal
unit (22) and of diarrhea treatment units (7A,83), and
rooming in of newborn babies (134).

DISCUSSION:

Doctors as Analysts. ,

Most of the studies were cost-effectiveness -analysis or
cost-outcome descriptions which were initiated and carried
out by doctors interested in economic analysis in their
clinical areas of expertise. Therefore, the choice of the
topics reflects more the interest of the investigator
rather than the urgent need to craft policy in a certain
area.

The clinical bias of the investigators is revealed not only
in their choice of topics but also in the type of analysis
being done, the perspective adopted and the scope of costs
considered. As previously mentioned, the main type of
economic analysis done is the cost-effectiveness analysis
probably because doctors .are more comfortable with the
outcomes expressed in natural units than monetary terms.

Secondly, cost-effectiveness analysis is the natural choice
for many of the problems in the hospital area because the
policy-making setting frequently involves crafting policy
for a specific group of patients. It rarely involves making
choices ©between different interventions for different
patients; e.g. . oral rehydration therapy for diarrhea
patients versus immunosuppression for kidney transplant
‘patients. The interest of the doctors is more on technical
‘efficiency rather than on allocative efficiency.
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The perspective adopted usually is the hospital or the payer
and the scope of costs and effects considered are restricted
to the direct medical costs, again reflecting the clinical
expertise of the doctor-analyst.

There is however, a need to expand choices of types of
analysis, perspectives and costs beyond strictly medical
considerations because decisions are in actuality being made
in terms of allocation between programs, even in hospitals.
For example, when the decision is being made whether to buy
ventilators for the intensive care unit, any purchase will
affect the ability of the hospital to make available a
fourth drug £for tuberculosis patients. However, the
discussion regarding the purchasing decision rarely goes
beyond the specific need for ventilators and does not
explicitly include a consideration of the opportunity cost
or that which will have to be waived in place of the
ventilators.

For decisions involving choices between different programs,
cost-effectiveness analysis may be inadequate and cost-
benefit or cost-utility analysis will have to be done to

allow comparison using a common unit of outcome. This also
needs a wider perspective, preferably societal, as it
involves different sectors of people. This will in turn

necessitate a wider consideration of costs. In these cases,
interaction with economists may enrich the analysis.

Adherence to Methodological Criteria:

The median score of 8 out of a possible 9 in terms of
adherence to methodological standards may be misleading as
not all the standards should be assigned equal weights. For
example, the wvalidity of evidence on efficacy used in the
analysis should be a minimum requirement and 1if not
fulfilled, wmust bring into question the wvalidity of any
conclusion of the economic analysgis. Economic evaluations
build on information derived from epidemiclogical studies
and the credibility of the numbers coming out of the
analysis will depend on the quality of the information used.
In this inventory, eight studies had insufficient basis for
efficacy of the interventions being compared. '
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Most of the methodological standaxds on costing were
fulfilled because the investigators had to carry out de
novo collection of cost data. There is no easily accessible
database on costs unlike in industrialized countries where
databases on reimbursements for specific diseases abound.
However, unlike the big databases with millions of data
bits, the de novo collection usually includes only a small
sample with probably a wide variance. The imprecision of
cost data may affect the results of the analysis.

Because of the paucity of available data, both on efficacy
and costs, one would expect that sensitivity analysis would
be extensively employed to find out if different assumptions
or figures will affect the final conclusion. This technical
tool was not maximized in all of the studies.

Finally, a few studies did not do incremental analysis and
in doing so, failed to exploit the true value of an economic
analysis which is to determine the benefit at the margin or
the extra cost needed to pay for the extra effect.

Lack of Technical Manpower

The summary of the 20 studies provides a glimpse of the
state of literature on economic analysis locally. The large
number of citations included numerous references to cost-
effectiveness. However, on further examination of the list,
this reflects more the prevalent -use of the term cost-
effective in literature in a non-technical sense (24) rather
than a bonanza of economic evaluations.

This survey of literature on economic evaluations show that
the exponential growth in economic evaluations in
industrialized countries (8,9) has not occurred in the local
setting. There is an absolute paucity of studies, although
the recent burst of production of economic analysis in the
early 90's possibly heralds a more productive future.

One of the wmain reasons for this is the scarce availability

of local technical expertise. A major £finding is that
majority of the studies were done with the technical input
provided by one academic unit. It is clear that if more

studies will be carried out, capacity building has to be
undertaken systematically with a careful plan to locate and
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sustain foci of technical expertise in key geographic areas.
The few studies available have shown the applicability of
economic evaluations in the public health and the hospital
settings. Consumption of resources are considerable in both
areas. In the .public health field, although relatively
inexpensive on an individual basis compared to hospital-
based interventions, the sheer number of recipients of the
interventions requires large outlay of resources. The policy
decision frequently facing authorities is: to what extent
should the service be offered? How can the most affected be
targeted for the service? With the available budget, how
can we best use the resources?

In the hospital setting, at the individual patient 1level,
clinical policy is more ‘often concerned about choices
petween different alternatives for the same condition.

- Because of the intensive use of resources, even a few
patients can consume a major part of the budget of a
hospital. For example, a graft rejection in a kidney
transplant patient because of inadequate blood levels of an
immunosuppressive agent is a tremendous waste of resources.
The question in the hospital setting frequently is which
clinical policy is more cost-effective? Because the patient
in need of assistance is actually physically present (an
identified person), clinical policy cannot ethically deny an
intervention to a patient (as compared to public ‘health
where one deals with faceless numbers and the decision can
be made to supply limited amounts of vaccines to certain
areas or certain age groups). It can only recommend which
is the more efficient option.

The 20 studies cover important areas in public health and
hospital-based medicine. However, there are still many
areas where an economic evaluation is needed and will be
useful in decision making. In general, economic evaluations
should be carried out when:

* sizable amounts of scarce resources are at stake;

~ *  responsibility is fragmented; :

x the objectives of the respectiVe parties are at
~variance or are unclear;

x there exist alternatives of a radically different kind;

> the technology underlying each alternative is well
understood ' -

7 T~
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the results of the analysis are not wanted in an
impossibly short time (25) .

The first criteria will ensure that carrying out the
evaluation 1s worthwhile doing. The second criteria
emphasizes the importance of adopting a societal perspective
in doing an analysis as it is able to determine the net
benefit or cost to society as a whole. An example of this
is. the rabies elimination program where responsibility of
animal rabies lies with the Department of Agriculture and
human rabies with the Department of Health. Eradication of
dog rabies will lead to eradication of rabies in humans.

The third criteria is wusually illustrated by home care
versus hospital care for terminally ill patients. Hospital
care might be easier for the family but a greater burden to
the hospital and vice versa. The fourth criteria implies
that radically different alternatives may entail different
use of ‘resources and costs. The fifth criteria will allow a
sound economic analysis to be undertaken as efficacy data
and use of resources are clear for each alternative. The
final criteria emphasizes the importance of economic
evaluations in decision-making and at the same time, implies
that a well-done economic analysis cannot be carried out
easily and requires time and effort and resources too.

The six criteria can be summarized by the first three
ensuring that the potential benefits from the study would be
considerable and the last three ensuring that the individual
would have something worthwhile analyzing.

In the Philippine setting, economic evaluations should be
commissioned before decisions, especially on new programs,
are made by the Department of Health. A case in point is
the preventive nephrology program. Sensationalized reports
of epidemics of hepatitis A have created an artificial
demand for non-selective immunization. - Efficacy of
cholesterol screening for the general adult population is
controversial but is being inadvertently promoted by offers
to do free Dblood examinations during heart month.

. Preventive programs are not necessarily more cost-effective
(26) . '
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In the hospital setting, numerous opportunities for carrying
out economic evaluations exist. Because of the high
prevalence of hepatitis B S antigen carrier state in our
country, should one screen the hospital personnel suffering
a needle stick injury first or give immunoglobulin directly
or do one-time. mass immunization? Should pre-operative
screening be carried out for all patients undergoing
surgery? Should all pregnant women be tested for diabetes?
Many of the entrenched practices in the hospital should be
re-examined for its effectiveness and efficiency.

Generalizability of Studies Done in Other Countries:

Because of the need to undertake economic evaluations in
many areas, the lack of local technical expertise, coupled
with the availability of .studies done in other .countries,
(albeit industrialized), the question arises whether an
economic evaluation done for one country should still be
replicated in the other countries facing the same problem?
Are the results..of. that one study generalizable to other
countries?

When answering this question, one can picture an economic
analysis as consisting of two data sets: efficacy and costs.
Guidelines on generalizability of efficacy data are
relatively straightforward (27,28) and 1if the same set of
patients are to be wused and technology is faithfully
imported, one can reasonably expect that the performance of
the technology will not vary significantly.

However, cost data will depend on the country's economy and
exchange rate, the use of internationally traded goods, and
more importantly, the health care delivery structure. There
have been attempts to standardize methodologies of economic

analysis (29,30,31) primarily to ensure sound
recommendations  but also to facilitate ranking  of
interventions and geographical comparisons. One approach

which has been tried is to calculate purchasing power
parities which reflect the real resources available to
countries (3); however, experience with this has been very
limited.

If there are gross differences between the alternatives
‘being compared, e.g., heart transplant versus measles
-immunization, then minor differences in methodologies,
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efficacy or costs will not change conclusions. This is the
basis for the recommendations of the World Development
Report (WDR) 1993 (2) on the recommended package of
essential services to be offered in countries. The WDR drew
heavily on the Health Sector Priorities Review (32) which
attempted to summarize existing economic literature on
varied interventions for different diseases.

However, beyond the essential package, there still remains
the need to undertake economic evaluations to guide
decision-makers in other areas. The World Development Report
1993 (2) and the Essential National Health Research Program
of the Department of Health (from ENHR Program 5 year plan
document, unpublished) recognize this need as they list
cost-effectiveness and cost-benefit analysis on different
interventions as priorities for research. B

The Research Process and Influence on Policy:

The need for economic analysis is premised on the assumption
rhat the information will guide decision-makers. This was
achieved only in five studies or 25%. Characteristics of
the research process could not be associated with the
probability of influence of health policy because of the
small number of studies. :

An analysis with similar objectives carried out in Europe
suggested that method of dissemination, source of funding
and purpose of the study may be important determinants. The
use of media, government and research organization funding
and an explicit objective to inform gJgovernment policy
favored the adoption of results by policy makers. In
particular, government or public research organization
funding for studies with the explicit purpose of informing
policy achieved a 100% success rate. This means that a
demand for economic evaluations from the policy makers who
provide the funding for these studies will lead to a high
likelihood of the results being used. More importantly, 87%
of their 66 respondents were able to identify instances in
policy-making where an economic evaluations would have been
useful input(33).

This study did not explore if the researchers opted for an
“advocate” role regarding their results. A researcher-
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advocate will have better chances of getting results into
policy if he/she is cognizant of the following:

“1. it must be recognized that decision-makers have a
number of objectives and efficient use of resources being
just one of these;

2. the degree of impact of a study will be greater if the
relevant decision makers are involved in conducting and/or
commissioning the study;

3. a study will only be one of the various pieces of
information available to decision makers;

4. a study will only have an impact if the results can be
produced before the decision it concerns needs to be taken;
5. the greater the number of relevant decision-makers who
are aware of the study, the greater the possibility of
impact (33).” : o

Aside from close contact with decision-makers and producing.
results in a timely fashion, maintaining methodological
standards, increasing-the local validity of the results, -
improving dissemination, and taking note of the availability
of policy instruments while recognizing the myriad
objectives of the decision-maker have Dbeen suggested to
improve the relevance of economic analysis (6).

RECOMMENDATIONS: _

The following are recommended for action:

1. Develop and sustain through a network, foci of technical
expertise in economic evaluations in selected geographic
areas in the country; '

2. Create opportunities for sustained interaction between
economists, clinicians and decision-makers through fora,
research, policy meetings; _

3. Build an on-line database on costs for easy access.

4. Create a demand for economic evaluations among decision
makers and commission studies on interventions for areas,
especially new programs, considered as priority by the
Department of Health (e.g., Morxe in '94); and

5. Disseminate standards to enhance comparability in the

implementation and reporting -stages of the economic
evaluations.
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LIMITATIONS:
Despite ‘“best efforts,” original copies of two of the
evaluations (2A, 133) were not available for examination.
Appraisal was based on the abstracts provided in the
database. A description of the research process was not
available for the EPI study (21). The Philippine author had
retired and could not be reached.

In addition, the author's familiarity with 11 of the studies
may have potentially clouded her critical appraisal skills.
However, the complete manuscripts of these studies are
available from the author and can be obtained by anyone
wishing to do an independent appraisal.
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Table 1.

Yield of Search Methods

[Search Method~ =~ "'~ - Number ' ‘' FPositive vield .
Electronic Search

Medline 65 5

HERDIN 102 14
Manual Search

ENHRP Files 0
Mail Survey (response rate of 50%)

Researchers 142 1

Funders 21 0

Librarians 24 2
Interview _

Key Informants 19 2
TOTAL YIELD 20%

* The 5 studies in tha Medline search also found in the HERDIN search.
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17. Vit A deficlency
8. Hapatiis B scresning

19, Rabiss elimination

. immunosuppression
in Kidney transplant

1, EPI
[22. Perinatal conter
[23. Broast Ca

1A Antiblotic prophyiaxis
In meconlum-stalned
newboms

[2A. Ventlatory suppori

3A, Acuts Resplratory
Infection

4A_ Radlographic dlagnosis
of slnusitis

S5A, Chemothesrapy In
Tubercuosls

6A_ Prognancy and
Herpos Simplex Il virus

7A. Dlasthes Management
in RITM

8A. Diarthea Management
In DOH hospitals

8A. Schisto control

10A. HIV screening with pooled
blood

11A. Family planning
I

112A. Nationad Immunization
day

TOTAL

CLEARLY

DEFINED

QUESTION

19 {100%)

DESCRIPTICN
OF ALTERNATIVES

15 79%)

COMPREHENSNVE EFFECTVENESS
ESTABUSHED

12 (83%) .

RELEVANT COSTS
DENTIFIED

18 (94%)

15 (79%)

_TABLF Z SUMMARY OF STUDIES BASED ON METHODOLOGIC STANDARDS

12 (83%)

COSTS APPRO- COSTSVALUED DISCOUNTING INCREMENTAL

PRIATELY MEASU  CREDIBLY ANALYSIS

15 (78%)

SENSITVITY
ANALYSIS

8 {42%)

DISCUSSION AND
RECOMMENDATION

19 (100%)

TOTAL

10

8 MEDIAN
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#STUDY ;- RESEARCH TITLES: RESEARCH  SOURCES OF
NUMBER - - - INITIATOR FUNDING
17 Bansfil-Cost Analysis In the invesiigator  MSDB - [Phlilppine
Nutrition Asec A Pliot Project govemmant ;
tn the Philippines Comeil Unlverstly :
USAID)
18 CEA of Simpla Micror Ir fe] J05TID
for Hepatltls B Natlonal Acodemy
of Sclencas, USA
18 Rables Coniral In the Republic invesigalor  personol knds of
of the Phlllppines: Beneflis and Or. Dan Fishbein
Costs of Eiminction and some supporn
from tha COC,
Allania, GA.
0 Ketoconarole In Post-Transpiani investigotor PCHRD
Triple Theropy: Comparison of
Cesls ond OQutcomas
r~3 Ctiniccl Oulcomes and Cosis of Investigator  PCHRD
Hospltalization of Inborn and
Qutborn Infants In G Perinaial Unlt
<] Cosl-Etfecilvensss of Breost Exam  Invesiigaler R
as g CA Screening Founcotian

v, Tabk
L1 - te

PEOPLE PERFORMING
THE RESEARCH

Dr. B. Popkin - handiad
the econsmic
evaluation
Or. F, Solon
Or. T. Femande:
Or. M. Latham

Dr. M.A, Lansang

Dr. D. Bshbaln
Dr. M. Mirendo
Or. P, Meniy

D1 I. Gueco
Dr. T. Ton-Torres

Dr. A, Sayao
Or. 1. Tan-Tomes
Dr. 8. Sarcle

Dr. C. Ngelcngel

RESOURCES EXPENDED
IN THE STUDY

money - & 5150000 1o
-$200.000 [1973)

money - NIL tor CEA
fime - <& months

money - £10,000.00 [1788)

DESCRIPTION OF RESEARCH PROCESS OF ECONOMIC EVALUATIONS

PRESENTATION OF RESULTS:
TO WHOM: HOW:

gov'l. heailh policy
personnel DOH
Intamailonal sctanlific
community
cgminisirolionsflunders’

speclal betalings
caonlerenceas

ciantific conlerence

excluding D. F
frovel 1o 1he Phils.

1ime + & monihs

money - P15,000 + {1990}
1ime - 2 months

money - F15.000 {1990}
lime - 4 monihi

money « & 55,000 (1787}
fime - 12 manlhs

academe
Depl. of Heolth publicalions
Intesnaiional scleniific
community
madicol communityf
other heolth peolass-
lonols who Implemants
academe briefings
'S adm fundefs latters
beneficiorles sclantific conference

Depl. of Heolth convantions

- internationol iclanlific

communily

locat medical come
munity/othet healih
profesilanols who
imptement

HEALTH POLICY INFLUENCE

You. Il wos fo d by reglonal proj ut for
complax sel of realons Dr. Solon could explaln,
1t was utilmaiely nol mads nalional poficy and

only now is balng impiemenied ol the natignal
savel.

Yes. Hapalltls 3 mass Immunization, which was
most cost-atieciive evenluolly adopled by DOH.

¥ei, the efforts now being placed on rables
sradication ond control ore parily in responie
lo the dala genercted by ine study.

academe sclantific cor
intsrnational sclentific
communilty
medlcol community!
other heolth prolesi-
tonals who Imgplemaents
acodems scianiific conference
Cap't, of Heallh
muadical communityf
oihes healih profess-
lenals who tmplements

acodems briefings

flunders
Oap'l, of Haolih, PCCP
intesnoilonol scleniinc
community
medlcat community/
olhet heallh profess-
lonals who implamaenis

sclenlific conference
publicotions

Ho. Resulls very dificuit lo Implemant a3 T goes

Ho. 1t only provided suppoiting svidence for
pre~axisling policy.

Yes. the Phillppina Cancer Control Porogrom
hot for its Sreost Ing Frog al
breost exam by healih providers ond BSE:

C Ity wea ore oppr d and funded o doa
rondomited Retd tiat on PE +/- BSE v3.

no oclive Ing In Metro Manfia o slarl 1#95.
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Prophiy
furn-Stained

axit Among

Cost-Eftecliveness Anolysls of
the Acuie Resplatory Infection
Algorhlihm In Bohol

Dalermining the Opllmum Number
of Views In Radlographlc Dlagnosls
of Paranasal Sinushils

Cosi-Minimization Analysls of Triple
Versus Quadruple Regimens In
short Course Chemolherapy for
Pulmenary TB

sangemant of Pregnont Paltenis
wiih Herpes Simplox 1l of

Popliloma Vinvs Infecilons:
Probable Outcomes and Cosls 1971

Comparing Cosls of Hospilalk
Bassd Treaimenis of Dlatheo
at 1he Ressarch Inslitule for
Troplcal Medicine

Cosl-EHectvenast Anatysls of
Dlarthea Case Monogement In the
Department of Heallh Hospltals

Model on Expectotloni In
ths Conlrot of Schistosomilosls
Japonica hvough Chemoiheropy

A Cosi-Etfectiveness Analysls of
ihe family Planning Program

A Cosl-8ensfli Anolyils of the
Maiienal Immunizallon Day
OPLAN: Alls Diseose

Health Economic Studies at the
Dr. Jose Fabella Memartal
Hospkal :

Invasiigator

coemmisioned
by funder

Investigotor

Investigator

Investigotos

Invesiigalor

Invesligstor

Invesiigotor

Investigotor

Investigotor

Investgator

" Rockefelles

'PEOPLE PERFORMING
" THERESEARCH

Dr. G. Gonzales with
conauitant, Or. David
Evans

Foundation
University of the Phils.
Coltage of Medicine
Commiliees on
Research Implement-

ction and Develop-
ment
AIDAB Dr. T. Ten-Tones
PCHRD Dr. G, Vicenle
Dr. T. Tan-Tonas
PCHRD Dr. A, Alera
Or. A, Cabonban
D f.Ton-Tomes
PCHRD Dr. R. Manclosics
Dr. T. Tan-Tores
PCHRD or. L tintag

Or. 1. Ton-Tones
B R. Aploca

-~

Child Survivol Project,  Dr, R. Aplosca
Deporiment of Health Dr. T. Tan-Tores
Dr. C. Corlos |

GOP - Dopartmant
of Heclth
Schistosomlosls
Cenirol Service

trom Invesligoior

pariner’s psrionol

- funding

personal

Dr. A, Santos, &,
Ov. 8. Blas

Or. 7. Velasco
Dr. O. Altoly

Mr. E. Erce

M. 1, Bosos

M. P. Dimatanta

M3 MLAP. Mongohal

M. )8, Rolale

Cr. R. Gonzales

RESOURCES EXPEMDED

N THE STUDY

money - 55,000 + P25.000 [1987)

fime - 3monih:

money
fime

monay - P15.000 [Y990]

Nime - 1 month

money - P15,000 |19¢0)

Iima ~ 1 monih

money - 15,000 [1990]

fima - 1 month

money - P15,000 [19%0)

ilme - § manin

money - P8&1, 740 [1992)

tfime - 4 monihs

money - Sificull 1o quanilly;
oll ore working part-iime

In this study
lime

1ime - £ monihs

money

tima - 3 monih:

time - 1 menth

- oboul 12 months

+ - PRESENTATION OF RESULTS:
TO WHOM: HOW:

medical communiby/ sclaniific conference
other heallh profass-

lonois who Implamants

Deportmenl of Health
Intevnailenal sclionilfic
cammunity

clenlifc conterence

ccodame 3 iclenlific conference
Dapgardmeni of Healih
IntevagHonal sclentific
cammunily
medical carmnmunityf
cther hochih profess-
lonols who implamenly

acodems

Departmeni of Healih

medical community/
oiher neqatih peofess-
lonols who Implements

iclenliiic conference

acadame scleniifc confedance
meglcal communityf

alhef heallh profass-

lonals who Implemanis

.

oacadame sclenliic contesence
med!ical community/

ofhes heallh profes-

lonols who jmplemenis
acodema sclentific conterence
Department of Health
inlernolional sclenlifc

communiry. L
medical community/

other health profess-

lanals who Imaiaments
World Heallh Crganlzation

Depariment cf Heaith briafings
Intesnalionc clenlifc
cormsmunlly
. acaodeme Theds report
academe briefings

vndergroduale siudents

- Dept of Health

presy

HEALTH POLICY INFLUENCE

ves. rascinded palicy on prophylaciic oniiblotics.

Diftcuit to 3oy a3 this just provided addilionol
evidanca In faver of a proctice for which
there wos aready sirong political will,

Na,

o byl It Infuenced 1he research ogendc.

No. | only provided suppoiting svidence fora
policy akeady promuigated bul needing a pust
for sttective iImplemantation.

No. il cnly provided 1upporting evidence tor
pre-exsting poilcy.

Ye3, palicy on coverage. Before POHP 1L 508
coverage; undel We-POHP ! cislstonce - 100%

Ro.

No. As of the moment.

Ma.



A?;Du'mallx
s of health care cvaluations

1 Distinguishing characteristic

ylh costs (inputs) and consequelices {outputs) of the allernalives

Ne |
naxaminar) 7 ]
o NO ' - YES
Examines only Examines only
conseygliences cosls - : '
e e e e N | ey - — I
MO | 1A PARITIAL EVALUATION 18 |1 2 PARTIAL EVALUATION '
there .
b mpatison Ouleome Cosl Cosl-oulcome description
Miwo - Jasecriplion descriplion
i more — :~—:—"'~-—“——'-1——_____—-—_'——_—‘—""“’-“ T |
‘Mlernatives? |yes| A PARTIAL EVALUATION 3B |} 4 FULL ECONOMIC EVALUATION
Fificacy af Cust analysis (:osl-minimimliunnnnlysis
pllecliveness Cost-ellecliveness analysis
evalualion Cosl-ulility analysis
J Cos!-benelil analysis
— J e i e ——— _.__q__—-—-‘_"—— - - sl



Az

»analysis

multiple effects,
not necessatily
common to both
alternatives, and
common effects
may be dc,lm.vcd (PN
different degrees by
the alternatives

Appord)¥ . . :
°7. Measurement of costs and Consequences 1 economic
evaluations '
Type of Measutement/  Identification Measurement/
study valuation of of consequences valuation of
costs in both consequences
alternatives
Cost-minimization  Dollars Identical in all None
analysis relevant respects
Cost-effectiveness  Dollars Single effect of Natural units
analysis interest, common (e life-
to both years l,(uncd
alternatives, disability-
“‘hut achieved (0 days saved,
different degrees points of
' ~ 7 Dblood pressure
‘reduction, ete.)
Cost-henefil Dollars Single or Dollars
“analysis multiple cifects,
nol necessatily
common to both
alternatives, and
common clfects
may be achieved
to different
degrees by the
o alternatives
Cost-utility Dollars Single or Healthy days

or (more
olten) qualily-
adjusted
lile-years



LIST OF MAIL SURVEY:

g

Annex 3t
' PCHRD Directory — University Baced Researches
UNIVERSITY
1. ABAGUIN, Carmencita M. UFM C Nurs
2. ACEVEDO, Eustaquia T., M.D. FLM CM
3. ALBA, Mllaqros 0. UFM C Nurs
4. ALFILER Ma. Concepcion, FPh.D. UrFD C Pub Adm
5. ALMEDA, Leonardo A., M,D. UERMMMC
4. ANASTACIO, Antonio L., M.D. UERMMMC _
7. ANDANAR, Agnes C., M.D. - Chong Hua CM Cebu
8. ANGELO, Priscilla FEllpE. M.D. FLM CM- -
9. ANONUEVO, Susan P. _Im Con Ceol Cebu
10, AQUINO, Romme 1 M., M.D. ‘ UERMMMC
11. ARCELLA, Crisostomo A., M.D. UERMMMC
i2. AVENTURA, Avenilo FP., M.D. - UST STUH
"13. BACLAYON, Melvina T. M.D. _ CHH Cebu-Pedia
14. BAJA-PANLILIO, Herminia, M.D. UERMMMC
15. BARBA, Corazon V.C. UPLR CHE IHNF
16. BASA, Antonia Cruz, M.D. MCU FDTSM
17. BASA, Generoso F., M.D. UST Med & Surg
18. RAUTISTA, Victoria A., Ph.D. UFD Pub Adm
19. EEATO, Napoleon Enrico T., M.D. UERMMMC
20. BERINGUELA, Adela, Ph.D. UFM CAS
21. BONGALA, Domingo,Jdr., M.D.° UERMMMC .
22. BONGGA, Demetria C., Fh.D. UPD C Home Econ
23. BUEMNVIAJE, Mirriam B., M.D, UST STUH
24, CABUGUIT,Vicente 5., M.D. UERMMMC
23. CAJIA, Teresita R., M.D. FLM
26, CAMACHO, Angelita .C., M.D. FEU NRMF
27. CANELA, Ma. Delta A., M.D. UERMMMC
28. CANTORIA, Magdalena C., Fh.D. UFM Pharm
29. CARPIO, Ramon E., M.D. UST Med & Surg
30, CASILLAN-GARCIA, Fe, Fh.D. UPD-C Ed
31. CATILLO, Amorita V. - UPM C Fharm
32. CASTILLO, Fatima A., Ph.D. UFM CAS
33, CASTRO, Troadio B., M.D. UST Med & Surg -
34. CLAVERIA, Florencia G. DLLSU Bio/ Reseach
32. €O, Leonardo L., PM.D. UST STUH
3&6. CONCEFCION, Mercedes B., Fh.D. UFD
37. CONSIGNADO, Godiosa 0., M.D. UERMMMC
38. CORCEGA, Thelma F. UFM C Nurs -~
39. CORDER(O, Rosa R. , UFD C Fub Adm
40, CUYEGKENG, Trinidad C., Fh.D. FHU UNICOR
41. DE CASTRO-BERNAS, Gloria, Fh.D. UST RENSG Biochem
2. DE GUZMAN, Eliseo A. UFD Pop'n Inst
4%, DE GUZMAN, Ludivino G., M.D. VERMMME
K44. DE LECON, Agnes Rosario A. UFM C Nurs
43, DE LEOM-FORRAS, Elizabeth, M.D. FEU NRMF
46. -DE LA LLANA, Ma. Reina Paz A, UDF CSSP Fsyc
47. DE LA PENA, Marisa Rhodora 0. Fliu
548. DE LOS REYES, Josefina J. UFM CAS
A9. DE LOS REYES, Rey H., M.D.

FEU NRMF 0B-Gyn
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» MONSALUD, Ma.
'+ MONTE, Rebecca M.,
s \MONZON, Orestes F.

«DE LOS SANTOS, Maribeth T., M.

DOMINGO, Lita J.
DOMINGO, Ma. Fe A.
DORIA, Alfonso L.,

M.D.

ENRIQUEZ, Ma. Luisa D. -

ESTRADA, John Vinc

ent O.

» M.D.

D’

ESTRADA, Sarah Luisa T.S., M.D.
A., Ph.D.

FLDRENCID, Cecilia
FONTANILLA, Ma. Al

odia,

GALVEZ-SAMCHEZ, Ma. Fe,
. Ph.D.

GARCIA, Rolando 6.

GASTARDO-CONACO, Ma.
Irma R.

GAVING, Ma.-
GEALOGO, Rufino A.

GERVASIO, Natividad C.,
GONZABGA, Norman Clemente, M.D.

GRECIA, Amelia N.,
GUTIERREZ, Evelyn
HERNANDEZ, Cristin
HERNAMDEZ, Emilio
HERRIN, Aleiandro
ISAAC, Cynthia V.
JOCSOM, Raguel C.,

M.D.
6., M.
a .B.,

A. Jdr.,

Ph.DI
D.D.M.

Cecilia,

Fh.D.

D.D.M.

D:
MIDI'
M.D.

N.. Ph.D.

M.D.

JOVES, Policarpio B. Jr., M.D.

KARGANILLA,

KHO, Stanley U., M.D.

KUAN, Letty G.

LACHICA, Robert R.
LAGO, Leonor C.,
LANTO, Ma. Emma Al
LAO, Luis Mayo, M.

» M.D.

DIDIle'

esna,
D.

ERernard l.eo M.

M.D.

LAO-NARIO, Ma. Brigette T.

LARAYA, Lourna T.,
LAURENTE, Cecilia
LAYOD-DANAO, Leda,
LERMA, Morma V.

‘LIM, Victoriano Y.
LLAMAS, Eusebio E.

MAGFILI, Folicarpi

M.D.
M.
Fh.D.

« M.D.

’ M-D.>A
LLAMAS, Lourdes, M.D.
‘MAGL.AYA, Araceli S.

a

MANANSALA, Ma. Elena J.

‘MASLANG ,” Edith V..
"MEJILLANO, Evelina
MOJICA, Ma. Georgi
Elen

beATIVIDGD, Josefin

Jmse Tey M
HPl@n. M.D.

Fh.D.
A
na D.
a M.,
M.D.
s M.D.

a M.

fNAVﬂL, Cosme Ildefonso N.,
Sandra V..

. M.D.
.D.

03 URDiNAHIO Artenmio T.

M.D.

P

M.D.

M.D.

UERMMMC
UPD Pop'n Inst
UFD CSSP ‘

‘UST STUH

DLSU CS

UERMMMC

‘UERMMMC

UrFD DFoodSCL&Nutn
UFD C Ed ‘

UFD C Ed

UFD CS .

UFD CSSF Psyc

UST € Nurs

UPD ‘Pop’n Inst
UPM C Dent

UST Med & Surg .
Wt Vis Stt U Ilo.
PLM C Med

Perp Help CHM Blnan
-UST STUH '

Ma’am UPD Econ
UFPM CAMP
PLM ,
FEU NRMF

‘UFM Dept Boc Sci
- UERMMMC

UFM C Nurs

UFD Health Service
UFM C Dent

CHH Cebu

UST Med & Surg
UPM C Nurs o
St. Paul Col. Mla
UPM C Nure =~
UFM C Nurs

UST Pharm

UST STUH .- {
UST Med .& Surg
UST Med & Surg
UPM C Nurs -

UFM CAMF - _

UST Med: & Surg
UFPD CSWCD o
UFD C.Ed.

UFM CAMP

FEU NRMF

FEU NRMF

UST STUH

UFD CSSP

Ust Fled & Surg
UST STUH

UST STUH

FEU NRMF

UST STUH

A4



104.PARLO, Ignacio S., Sc.D.
103.FACIFICO, Jaime L.

106.PAHL , George

107 .PAJE-VILLAR, Estrella, M.D.
108.PALACIOS, Concordia G., D.D.M.
1072.PEREZ, Aurora E., Fh.D.
110.FEREZ, Jesus Y., M.D.

111 .PEREZ, Esmeralda, Fh.D.
L12.FOLLOSO, Tomas M. Jr., M.D.

113, FRODIGALIDAD, Abelardo Pl., PF.D.

114 . FUNZALGN, Fene, PLD.

1L PURLGGANAR, llermogenes B., MH.D.

116.FAMIREZ , Jose S., LD,

L17 .RAMIRD, Lawrie S., Fh.D.
L18. RANS, HHH”PI Moa Jro, HLL.
AT RAYMUNDD, Corazon M., Fh.DJ
L20  RETUNL LDA, Ma. Lourdes

2L .REGAL,  Flermogenes R., Jrrl, M.D.

22 BEYES, Ofelia .., M.D.

CEELRIGDR, Eustacia, H.0.

124 .R1IVERG, Feperanca o, H.D.

VRGOROMEROQ, Foel A0, LD,

L& M0 . Feanewy BEdgerrdu, HaD.

27 U0, Corazon ., HOD.
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Dear E

- The PhlllppJnE Inetitute for Developnental Studies has

commigsioned 24 baseline studies to provide information Lo assist
in developing policy on health financing reform. Among these
studies is a review of research on the cost of providing health
services in  the Fhilippines for the pericd October 1984 -
September 93. This review seeks to identify, critically appraise
and summarize available data on  the costs of health
interventions done in the country. All reports on the data should
have been completed during the period October 1, 1984 to
September 30, 1993. The inclusion criteria are the following:

1. economic evaluation (cost-minimization, cost-effectiveness,
cost-utility or cost—bene fil analysis) as a primary focus or as a
major component ol a biguyer study: OR _
2. studies that include collection of costs for a health

intervention in Lhe objectives and/or methodoloqy of collectingy -’

costs is explicilly stated. .

The study will exclude standard * financial reports of health
projects or studies where the cost data and/or its implications
on the intervention are not discussed at all in the report.

Fart of the process of identifyinag the studies is a mail
survey of t{he researchers in the field of health who are based
in wniversities. May we requeslt you to spend a  few wmninutes
answering the following:

1. Have you or anyone you know/heard about carried out any of
ithe studies which can  be included in  the review (see abaove
dAnclusion triteria)?

. _YES MO

?; If yes, please write the name of the contact person with his
address and telephone numbers:

NQML-
Addresa. -
ffel. No. ) el
Thank you very much for your cooperation. A copy of the

Eport will be sent to anyone contributing a study in . the review.
weasw 5end back this sheet as 00N as possible.
EU Fay 4 &£52) BRR-32-30

RE%ﬁEctfqlly yours,

ﬂ@ﬁéﬁ l.. Tan-Torres, M.D., M.Sc.

At
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Andres Soriano Corporation
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CLINICAL EPIDEMIOLOGY UNIT
PHILIPPINE GENERAL HOSPITAL
COLLEGE OF MEDICINE
UNIVERSITY OF THE PHILIPPINES MANILA

Dear

The  Philippine Institute for Developmental Studies has
commisioned 24 baseline studies to provide information to assist
in developing poliey on health financing reform. Among these
studies is a review of research on the cost of providing health
services in the Philippines. for the period October 1984 -

September 1993. This review seeks to identify, eritically
"appraise and summarize available data on the costs of health
interventions done in the country. Part of the. process of

identifying the studies is a survey of researchers in the field
of health. We came across your study entitled L

In connection with this, may we request you to
spend a few minutes answering our questionnaire:

1. Who thought about doing/initiating the research?
investigator (personal interest)

__ commissioned by funder
on demand by users
Others, please specify

2. What was/were the sources of funding of the research?

3. Who were the people performing this research?
(specifically the technical part on costing/economic
evaluation)

(send curriculum vitae if possible)

4. What resources were expended on the study?

money, specify amount in pesos at the time of the
study

time, specify duration of the study (economic

evaluation/costing part) in months ‘

5. To whom were the results presented to? (check @s many are
applicable)

academe administraton/funders .

beneficiaries e Department Of Health

international scientific community

medical community/ other health professionals who

implements press

Others, please specify

X




And how was this presented?
briefings

scientifie conference
Otherg, please specify

letters
conventions

6. Did it have any influence on health policy?
YES _ HO If yes, please give details

Please mail back this sheet together with a hard COPY of
your study as soon as possible. Rest assured that proper
acknowledgement will be done. .

Thank you. vefy much.  He hope for your favorable

~consideration . of this request. For any questions please [eel-
free to contact the undersigned at the numbers listed.

Respectfully vours,.

Tessa |,. Tan -Torres, H.D.. H.S5c.
Tel. Nos. (B32)580H526; Fax No.(B32)5H221235
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., . » A SUGGESTED CHECKLIST FOR
APttt § o SSESSING ECONOMIC
- EVALUATIONS

1. Was a well-defined question posed in answerable form?
L]

1.1 Did the study examine both costs and effects of the service(s)
or programme(s)?

1.2 Did the study involve a comparison of alternatives?

1.3 Was 2 viewpoint for the analysis stated and was the study
placed in any particular decision-making context?

2. Was a comprehensive description of the competing alternatives
given? (i.e., can you tell who? did what? to whdm? where?
and how often?)

2.1 Were any important alternatives omitted?
2.2 Was (Should) a do-nothing altemative (be) considercd?

3. Was there evidence that the programmes’ effectiveness had been
established? '

3.1 Has this been done through a randomized, controlled clinical
trial? If not, how strong was the evidence of effectiveness?

4, Were all the important and relevant costs and conscquences for
cach alternative identified?

4.1 Was the range widc enough for the research question at hand?

4.2 Did it cover all relevant viewpoints? (Possible viewpoints
include the community or social viewpoint, and those of
patients and third party payers. Other viewpoints may also
be relevant depending upon the particular analysis.)

4.3 Were capital costs, as well as operating costs, included?

5. Were costs and consequences measured accurately in appropriate
physical units? (e.g., hours of nursing time, number of
physician visits, lost workdays, gained lifc-years)

5.1 Were any of the identificd items omitted from measurement?
If s0, does this mean that they carried no weight in the sub-
sequent analysis?

5.2 Were there any special circumstances (e.g. joint use of
resources) that made measurement difficult? Were these
circumstances handled appropriately?

6. Were costs and consequences valued credibly?

6.1 Were the sources of all values clearly identilied? (Possible
sources include market values, patient or client preferences
and views, policy-makers’ views and health professionais’
judgements.)

6.2 Were market values employed for changes involving resources
gained or depleted?

6.3 Where market values were absent (e.g., volunteer labour), or

MF kol , MShoola fou € conrenree E polivoleon odf/m.,w\. CQM/_U:\W._,w‘;



market values did not reflect actual values, (such as clinic
space donated at a reduced rate), were adjustments made to
approximate market values?

6.4 Was the valuation of consequences appropriate for the
question posed? (i.e., Has the appropriate type or types of
analysis-~cost-cffectiveness, cost-benefit, cost-utility—
been selected?)

7. Were costs and consequences adjusted for difTerential timing?

7.1 Were costs and consequences which occur in the future
‘discounted’ to their present values?
7.2 Was any justification given for the discount rate used?

8. Was an incremental analysis of costs and consequences of alter-
natives performed?

8.1 Were the additional (incremental) costs generated by one
alternative over another compared to the additional effects,
benelits or utilities generated?

9. Was a sensitivity analysis performed?

9.1 Was justification provided for the ranges of values (for key
study parameters) employed in the sensitivity analysis?

9.2 Were study results sensitive to changes in the values (within
the assumed range)?

10. Did the presentation and discussion of study results include all
issues of concern to users?

10.1 Were the conclusions of the analysis based on some overall
index or ratio of costs to consequences (e.g., cost-effective-
ness ratio)? If so, was the index interpreted intelligently or in
a mechanistic fashion? _

10.2 Were the results compared with those of others who have
investigated the same question? .

143 Did the study discuss the generalizability of the results to other
settings and patient/client groups? = -

10.4 Did the study allude to, or take account of, other important
factors in the choice or decision under consideration
(e.g. distribution of costs and consequences, or relevant
ethical issues)?

10.5 Did the study discuss issues of implementation, such as the
feasibility of adopting the ‘preferred’ programme given
existing financial or other constraints, and whether any
freed resources could be redeployed to other worthwhile
programmes?
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COSTS

Organizing and cperating costs within
the health sector {e.g. health
professtonals’ time, supplies, equipment,
power, capital costs)

. Costs borne by patients and therr

families

- out-of-pocket expenses

- patient and family input into
treatment

—~ time lgst from work} Indirect costs

— psychic costs

Costs borne externally to the health
sector. patients. and their
tfamiiies .

Aopendix

" Direct
costs

1.9 Types of costs and

CONSEQUENCES

I. Changesinphysical. soc:al, and
emotional functioning (effects)

1. Changesinresource
use {benefits)”

a. for organizing and
operating services
within the health
sector
- for the original

condition
— for unrelated
conditions

b. relating 1o activities

of patients and their

tamilies

- savings in expenditure
or le:sure_timemput
- savings in lost work

time

itl. Changes in the quality
of life of patients
anc their families
{utility)

Direct benefits

}Direcr benefits

} Indirec! benefits

consequences of health services and programmes.
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ABSTRACT':

DEVELOPMENT OF A SELF-INSTRUCTIONAL MANUAL ON COST-
EFFECTIVENESS FOR HEALTH CENTER PHYSICIANS. T Tan-Torres,
Clinical Epidemiology Unit, University of the Philippines
College of Medicine

JUSTIFICATION: The passage of the Local Government Code of
1990 required devolved local government units to plan, monitor
and evaluate services, including health care.. For decision-
makers, an assessment of the safety, effectiveness and in
addition, efficiency of services to be provided is essential.
Expertise in carrying out economic evaluations will provide
the needed information. '

OBJECTIVE: To develop a self-instructional manual (SIM) on
cost-effectiveness analysis for health center physicians
METHODS : 1. Review and critique of existing manuals on
economic evaluations; 2. Development of an SIM; 3. Review
of SIM by experts; 3. pre-test of SIM on 3 health programs in
different health centers with process documentation; 4.
Revision -of SIM based on comments from the experts, feedback
from physicians who participated in the pre-test, process
documentation report, critical appraisal of the cost-
effectiveness analysis completed in the pre-test. ‘
RESULTS: A total of 8 different manuals on cost-effectiveness
analysis were published in the past 10 years. Based on the
perceived needs of the target learners, a new manual for self-
instruction was developed. This was pre-tested by health
center physicians on 3 different programs: expanded programme
on ijmmunization, family planning and national ° tuberculosis
control. The cost -effectiveness analyses were completed
within 18-28 working man-hours. In terms of quality, the
analyses were graded 6-7 out of a possible perfect. grade of 9
points. The manual was subsequently revised.

RECOMMENDATIONS : The self-instructional manual on cost-
effectiveness analysis, as pre-tested in urban health centers,
was comprehensible and enabled the physicians to undertake
analysis on their own. The SIM-must also be pre-tested in the
rural areas where the information needed may be difficult to
obtain. More importantly, incentives and support must be
given for health center physicians to undertake cost-
effectiveness analysis which will allow for more informed
decision-making. '



INTRODUCTION:

Assessment of Learning Needs:

The Local Government Code of 1990 devolved government
services, including health, to the local government units.
With decentralization came an influx of new opportunities
together with new responsibilities and roles. Among these are
the planning, monitoring and evaluation of health services to
be provided locally and the allocation of funds in budgets to
cover these services.

A prerequisite skill to planning and decision-making is being
able to assess the cost-effectiveness of the different
services being provided and those being planned on being
provided. Since cost-effectiveness data are best generated
locally, the physicians will have to learn to carry out
economic evaluations to generate data themselves.

Criteria for Evaluation of Learning Materials on Economic

Evaluations: _
There are several references available on the methods of

economic evaluations. However, not all may be of help for
local health center physicians. Preferably, the references
should be:

1. readable (visually attractive and utilize non-technical
language) ; '

2. self-instructional (for user’s independent study done at
his or her own pace with built-in feedback to - assess
progress) ; :

3. adapted to enable maximum use of locally available data;
and

4., generic to allow comparison of costs and effects of
different health programs.

Survey of Locally Available Learning Materials on Economic
Evaluations: :

A survey of locally available references on methods of
economic evaluations revealed eight different manuals
published in the last 10 years.

The World Health Organization manual on control of diarrheal
disease and the Panel of Experts on Enviromental Management
for Vector Control manual are specific to programs on control
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of their target diseases (1,2). Although these manuals are
laid out in a self-instructional format, they modify formulae,
offer examples and discuss issues specific to the disease and
its interventions. This exclusive focus on the disease
implies that the reader will have to take an extra step to
extrapolate the techniques to other areas.

Two others are geared more for the academe, very rigorous in
its data and analytic requirements and are probably not
designed for use at the health center level (3,4). These are
the Data for Decision Making Manual and Drummond's Methods
for Economic Evaluation. Cost analysis is the main focus of
the manuals by the Primary Health Care Management Advancement
Program and the Asia-Near East Bureau of US Agency for
International Aid (5,6). The PHCMAP manual is designed
primarily for administrators and where computers = are
available. The ANEB of USAID is a very detailed presentation
of costing methodology. Both ‘manuals, however, do not
discuss choice of measures of effectiveness. Although cost
analysis per se can be used to improve planning and management
(7.8) at the health center level, the evaluation function
inherent in cost-effectiveness analysis is not emphasized,

The WHO and PRICOR have each produced two comprehensive
manuals (9,10) on economic evaluations. These are generic,
self-instructional, non-technical in language and intended for
use in the health center level. However, because of an attempt
to cover extensively the many different programs, the manuals
are thick (138 and 94 pages, respectively) and may dauht a
beginning reader. There is a need to develop an introductory
text for beginners. The PRICOR and WHO manuals may serve as
references, when needed.

OBJECTIVE OF THE STUDY:

This project was conceived to prepare an introductory text on
cost-effectiveness analysis in a self-instructional format for
local health center physicians. The focus of the project is on
the acquisition of skills rather than the actual generation of

data.



Assumptions of the Study:

The following are assumptions made in this study:

1. There is a need for health center physicians to acquire
skills in undertaking economic evaluations.

2. The health center physician is capable of carrying out an
economic evaluation, using a self-instructional manual.

3. The results of a cost-effectiveness analysis will be
useful in deciding which recommendations to make in improving
the efficiency of a program.

4. The health center physician will be able to apply the
skills learned in this project to other programs in the
future.

METHODOLOGY :

The self-instructional manual (SIM) was developed in several
stages. = First, a review of the references on the methods of
economic evaluations in the primary health care setting was
carried out. The first draft of the SIM was produced,
attempting to incorporate the strong points and address the
weak points uncovered in the review (11).

The SIM was critiqued by a content expert from the University
of the Philippines School of Economics and a faculty member on
development of self-instructional manuals from the National
Teacher Training Center for the Health Professions, University
of the Philippines Manila.

Three local health centers were selected to pilot test the
SIMs on different programs. These were the Expanded Program
on Immunization, the National Tuberculosis Control Program and
the Family Planning Program. A questionnaire (Annex 1) was
provided to the local health center physicians to assess their
extent of participation in decision-making and their need for
learning about undertaking economic evaluations.

With the self-instructional manual (Annex 2), the local health
center physician carried out an economic evaluation with
minimum of supervision from the project research associate.
During the process, they were observed by the research
associate who noted any questions they asked and who then
provided answers/technical assistance as needed. A written
report on the cost-effectiveness analysis was submitted by the.
health center physicians. They also gave feedback on the
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process and their plans regarding the study they made carried
out (see annex 3).

The accuracy of the data was verified by the research
associate. The submissions were then evaluated using the
criteria of Drummond (Annex 4).

The SIM was subsequently revised based on the following:

1. comments from the economist and the SIM expert;

1. feedback from the health center physicians;

2. process documentation report of the research associate

3. accuracy of the completed reports on cost-effectiveness
analysis of the health programs.

RESULTS:

Pre-SIM Survey:: , : :

The participating physicians are medical officers IV who come
from the Tatalon, Old Balara and Commonwealth health centers.
The initial survey showed that the local government code has
not radically affected their day-to-day functioning. The
physicians expect decisions and policies to emanate from a
higher authority . and view themselves more as implementors.
Current scope of the decisions they make 1is limited to
division of labor, facilitating patient flow, use of CHWs and
other similar “small” decisions. They realize the importance
of considering costs in making decisions and view many
decisions as requiring additional logistic support which, at
present, is difficult to obtain (Annex 5).

Post-SIM Survey

The physicians carried out the evaluations in 12-20 working
man-hours each. This estimate covers only the work done in
the health center and excludes the time spent by the project
research associate who collected data from the city health
department and provided the data (Annex 6) upon request
(another 6-8 hours). They were reasonably confident (78-90%)
of the accuracy of their results and intended to apply the
results in their health centers. The part the physicians
found easy to understand was that on the decision whether to
carry out a cost-effectiveness analysis. The step-by-step
approach also was cited as helpful. What they considered
difficult was the technical discussion on costing and they
suggested making it simpler, outlining it and providing more
examples of the computations.



7

Brief reviews or summaries in the text were also suggested
(annex 7).

Observations of the Project Research Associate:

The physicians knew the -community very well. Identification
of the problems was easy due to the availability of statistics
and data routinely collected by the health center. This is
also what they chose as the outcome or measure of success for
the alternatives to be considered.

Selection of the alternatives to be considered was difficult.
They understood what efficacious, ' acceptable and feasible
meant but the actual search for alternatives to be 1ncluded in
the cost- effectlveness analy51s tock time.

Most of the time was .spent on costing.Although recurrent costs
were easy. to obtain, congiderable amount of - time had to be
spent on treatment of capital costs, allocation of joint costs
(e.g., personnel time) and discounting. The final analysis or
putting the costs and effects together in an incremental cost-
effectiveness ratio was accomplished with ease (Annex 8).

Comments from the Experts:

The economist suggested that:

1. the different levels of decision- -making, e.g. day-to-day,
annual and long-term, be detailed so that the contribution of
economic evaluations in each level can be clearly delineated;
2. efficiency be added as another criterion in making
decisions versus and not simply effectiveness (technical) as
the main criterion;

3. a precautionary statement be made that the limitation of
the analysis to the perspective of the Department of Health
will -make it unable to identify phenomenon 1like shifting of
costs when shortening clinic hours;

4. a discussion on the typology of health center activities
be included.

The SIM expert suggested that:

1. more exercises be provided with the correct answers being
made available for feedback;

2. stated objectives match with the content ;

3. some of the annex/tables be included in the text proper

4. more examples be given;

5 a few editorial changes be made.
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Critical Appraisal of Cost-Effectiveness Analysis:
The physiciang’ objective was to improve performance of their
respective programs by increasing coverage. Thus, for the two
programs on family planning and tuberculosis control, a number
of community health volunteers would be trained to substitute
for the standard personnel in the health center. For the
immunization program, the question was whether to increase
from two to three outreach activities in a week.

Efficacy was assumed based on current experience; i.e.
substitution of personnel meant that the quality of work would
be the same and that addition of one more outreach activity in
a week would be able to catch the same number of
children/activity as before.

Costing was based on current expérience. Thus, for the two
programs where CHVs would substitute for standard personnel,
the cost of supervision was not identified and costed. 1In one
of them, no incentives were provided to the CHVs which might
jeopardize the sustainability of the program. Purchase prices
were used to value the inputs.

Incremental cost-effectiveness analysis was carried out by all
three projects but only one did sensitivity analysis (efficacy
rate varied by 5%). As assumptions were the basis for the
efficacy rates, sensitivity analysis should have been done.

The incremental cost-effectiveness ratios were extra 12/extra
acceptor, extra P886.50/extra TB patient completed treatment
and- P486/extra fully immunized child. A major part of the
extra costs in the tuberculosis and immunization programmes is
due to the additional cost of drugs and vaccines consumed.

Not one of the papers did a full discussion of results. It is
only in the post SIM interview where the phy51c1ans state that
they will implement the alternatives, implying that they found
the alternatives to be cost-effective or worth paying for to
get the extra outcome.

The scores based on the application of methodological criteria
are 6-7 out of a possible score of 9. See tables 1 and 2 for
summaries and annexes 9-11 for the full reports of the
projects.
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DISCUSSION AND RECOMMENDATIONS:
Considering the amount of time spent on conducting the cost-
effectiveness analysis and the absence of previous experience
in conducting these studies, the physicians were able to
produce reports which, though simple, are accurate and useful
to them.

With modification, the self-instructional manual may be
improved to enable the learner to acquire the skills by
himself. The rev1sed SIM must "be tested on a wider scale,
particularly with- the participation of rural physicians who
may not have as easy access to data and technical assistance
compared to the urban doctors.

In this project, the physicians completed the projects because
of externally imposed deadlines and the persistent follow-up
of a research associate. Outside the research setting, it is
important to create incentives for the health center
physicians to start undertaking these types of studies so that
they will fulfil their potential as direct planners for the
health of their communities,

Incentives may include freeing up time for the physicians to
engage in these types of efforts, providing technical
assistance as needed, delegating authority and responsibility
to make decisions, and disseminating results to other center
physicians through newsletters/ communications. Unless these
are done, physicians in the health centers will continue
relying on national directives to provide guidance for new
activities.

The ultimate test of success of the SIM is whether decisions
are being made to offer new services or apply new strategies
based on cost-effectiveness analysis.
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Perspective
Alternatives

Research Design
Outcomes

Identify Costs
Measure Costs
Value Costs
Discounting
Sensitivity Analysis

Incremental Analysls

Results

Description of C'ost—Effecﬁveness' Analyses

Family Planning
DOH

1. 6 community health
volunteers to be trained
as POPCOM-FP
coordinator 2xAvk :
2. Standard: midwife
as POPCOM-FP
coordinator 2x/wk

assumed 25% acceptance

. rate '

. # new accseptors

based on resource use

and expert oplnlon

based on resource use
and expert opinion
purchase price

none

none

yes

Extra P12/extra acceptor

Tuberculosls
DOH

1. community heatth
volunteers to monitor
patients at 1:8
CHV:patient ratio

2. standard: defaulters
visited at home by med
techs and lab aides

assumed 100% efficacy
for both altematives

patients who complete
freatment

based on resource use
and expert opinion

" based on resource use

and expert opinion

purchase price
none
on efficacy rate

yes

Extra P886.50/extra

- patlent completed

freatment

1Z

Immunization
DOH

1. Ixweek
outreach activity

2. 2x /week
outreach activity

assumed 1 FIC per
100 immunizations
fully immunized child
based on resource us
and expert opinlon

based on resource us
and expert opinion

purchase price

none

.hone

yes

Extra P486/extra FIC



TABE 2+

CLEARLY
DEFINED
QUESTION

COMPREHENSIVE
DESCRIPTION
OF ALTERNATIVES

EFFECTVENESS
ESTABLISHED

RELEVANT COSTS
IDENTIFIED

" COSTS APPRO-
“PRIATELY MEASURED

COSTS VALUED
CREDIBLY

DISCOUNTING

INCREMENTAL
ANALYSIS

SENSITMITY
ANALYSIS

DISCUSSION AND
RECOMMENDATION

TOTAL

SUMMARY OF STUDIES BASED ON METHODOLOGIC STANDARDS

| Famity Planning-  Tuberculosis Control

/ /
/ /
X . X
/ ‘ /
/ /
! /
/ /
X /
X X
8 7

Expanded Progran
on Immunization



(4

SIM Project Annex 1: Start of Project Questionnaire for Health
Center Physicians

1. Under the 1local government code, do you observe any
differences in the way the health center operates? If none,
do you expect any difference?

2. Let's look specifically at planning and decision-making at
the health center level.

A. What types of decision-making or planning do you do? Give
examples as needed. '

B. If there are changes that you wish to institute in the
services being provided by the local health center, at what
level are these changes decided - health center or city health
department or central Department of health level?

C. What kind of information do you need to study and present
to the decision-maker?

D. Wwhat do you know about cost-effectiveness analysis?

E. Do you anticipate any difficulties if you carried out an
economic evaluation with the aid of a self-instructional
manual? If yes, please list the anticipated difficulties.

Thank you very much.

Name/Date



o ANNEX 3
End of Project Questionnaire for Health Center Physiciansg

1. Overall, how much time did you spend in carrying out the
economic evaluation (including reading the manual, collecting
and analyzing the data, doing the write-up)?

2. From a scale of 0-100%, how confident do you feel about the
accuracy of your economic evaluation?

3. What do you intend to do with your cost-effectiveness
analysis?

4. What part/s did you find difficult to understand in the
SIM?

5. What part/s did you find easy to understand_in the SIM?

6. How can we revise the SIM to be better able to serve you?

Name/Date



ANNEX 4 A SUGGESTED CHECKLIST FOR
" ASSESSING ECONOMIC
EVALUATIONS

1. Was a well-defined question posed in answerable form?

1.1 Did the study examine both costs and effects of the service(s)
or programme(s)?

1.2 Did the study involve a comparison of alternatives?

1.3 Was a viewpoint for the analysis stated and was the study
placed in any particular decision-making context?

2. Was a comprehensive description of the competing alternatives
given? (i.e., can you tell who? did what? to whém? where?
and how olten?)

2.1 Were any important alternatives omitted?
2.2 Was (Should) a do-nothing aliernative (be) considered?

3. Was there evidence that the programmes’ effectiveness had been
established? :

3.1 Has this been done through a randomized, controlled clinical
nial? Il not, how strong was the evidence of effectiveness?

4. Were all the important and relevant costs and consequences for
each alternative identified?

4.1 Was the range wide enough for the research yuestion at hand?

4.2 Did it cover all relevant viewpoints? (Possible viewpoints
include the community or social viewpoint, and those of
patients and third party payers. Other viewpoints may also
be relevant depending upon the particular analysis.)

4.3 Were capital costs, as well as operating costs, included?

5. Were costs and consequences measured accurately in appropriate
physical units? (e.g., hours of nursing time, number of
physician visits, lost workdays, gained life-years)

5.1 Were any of the identified items omitted from measurement?
If s0, does this mcan that they carried no weight in the sub-
sequent analysis?

5.2 Were there any special circumstances (Cg.joimt use of
resources) that made measurement difflicult? Were these
circumstances handled apptopriately?

6. Were costs and consequences valued credibly?

6.1 Were the sources of all valyes clearly identified? (Possible
sources include market values, patient or client preferences
and views, policy-makers' views and health professionals’
judgements.)

6.2 Were market values employed for changes involving rexourges
gained or depleted?

6.3 Where market values were absent {e.g.. volunteer tabow), o

{ MF ol | fhaels o Eeonremie £ uodicalion of M LaLTA (&A(/DM»C“,'\-(\MJL_ 1990




market values did not reflect actual values, (such as clinic
space donated at a reduced rate), were adjustments made 1o
approximate market values?

6.4 Was the valuation of consequences appropriate for (he
question posed? (i.e., Has the appropriate type or lypes of
analysis—cost-effectiveness, cost-benefit,  cost-utility—
been selected?)

7. Were costs and consequences adjusted for dilferentjal liming?

7.1 Were costs and consequences which occur in (he future
‘discounted’ o thejr present values?
7.2 Was any justification given for the discount rate used?

8. Was an incremental analysis of costs and consequences of alfer-
natives performed?

8.1 Were the additional (incrementaly costs generated by one
alternative over another campared 1o the additional elfects,
benelits or uiilities generated? - -

9. Was asensitivity analysis performed?

9.1 Was justification provided for the ranges of values (for key
stucly parameters) employed in the sensitivity analysis?

9.2 Were study results sensitive to changes in the valyes {within
the assumed range)?

10. Did the presentation and discussion of study results include all
issues of concern (o users?

10.1 Were the conclusions of the analysis based on some overal]
index or ratio of costs 1o consequences (c.g., cost-clfective-
ness ratio)? 1f so, was the index interpreted intelligently or in
a mechanistic fashion?

" 10.2 Were the resulis compared with those of others who have

investigated the same question?

103 Didhe study discuss the generalizability of the results (o other
scttings and patient/client groups?

10.4 Did the study allyde 10, or take account of, other important
factors in the choice or decision under consideration
(c.g.. distribution of costs and consequences, or relevant
cethicali es)?

10.5 Did the study discuss issues of implemcnmlion, such as the
feasibility of adopting (he ‘preferred’ programme given
existing financial or other constraints, and whether any
freed resources could be redeployed 10 other worthwhile
programmes?

I+



Annex D:

FRE-SIM SURVEY FOR LOCAL HEALTH CENTER PHYSICIANS

1. Under the Local Government Code, do you observe an
difference/s in the way the health center operates? If none
do you espect any difference?

RESPONSE A =
So far, only "perceived" changes are felt, though as

former IMHO uwnder DOH (NMational) +to QCHD then under HC ,
observed & great difference in the implementation of services
e.g. training for new programs takes almost two years or as muc
as four years (from DOH to MMC to QCHD to HC) to take effect, a
programs and training have to pass through others (for training,
too) before they cam come down to us. Thus, provinces are . far -
-more advanced in implementation than cities are.

I perceived the same thing happening as
~have to pass the local gov't. from which has no previous
background in Health and Health Care Delivery. They will have tc
train first. Allocation of funds may be a subject of dispute.
Men—-political alignment between mayors and CHO's may become a
problem. Add to this, "political appointees”" who are non—civil-
services. And consequently delivery of services may be affected

all program:

RESFPONSE B

There were no differences in the programs and of"
course, we have achieved gains most especially in EPI, NTP, and
leprosy. The only difference now is in logistics since funding is
devolved now to local government. Health workers, most especially
in the rural areas, don’'t receive their stipends on time and some
of their compensation have not been given ‘yet. '

. .

RESFONSE C @

I am not in a good position to answer this as I joined
the Health Department after passage of the devolution law. My
team mates, however, agree that there hardly has been any '
change. Maybe in the future, there will be
the way health centers operate, depending on
priorities of the local government.

differences in
the policies and
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2. Let’'s look specificaliy at planning and decision-making at
the health center level. '

a. What type.of decision-making/planning do you do?
( Please give examples.

RESFONSE A :

Health Center planning is confined to a one-year
(short~term) Action Plan for Targets and . Euxpected
Accomplishments for each year based on population. Fersonnel has
no say as to how-much, as percentages are already dictated.

Decision—-making is confined +to "small decisions" made
at the health center e.g. flow of patients, compartmentalizing
work due to so many patients (which is not done in “other health
centers), use of community health volunteers and sharing of daily
'wbrkloadS etc., etc. Mo shattering, landmark decisions as these

.are  "pre-made" from up to down, though we.can aonly recommend
after stating problems of importance. Whether these affects final
decisions from up, is rarely felt. : )

Strategies may, of course, be purely our own, as far as
proper implementatipn may go.

RESFOMSE B :

For example, I just encountered a diarrhea outbreak in
my area. 1 went to verify the presence of epidemic, diagnose the
health of the community and give health education. I reported to
the QC Heal th Department and the epidemiologist came in to help
us.

RESFOMSE C

L. Coordination with barangay officials.
2. Giving assignments to UHNF personnel.
3. Division of labor among personnel.

.

b. If there are changes that vyou wish to institute in the
services being provided by the health center, how are these
changes decided - health center or city health office or
.central DOH level? '

RESFONSE A . _
Changes, can’t just be made outright at the health
center level when it concerns policies, rules and regulations. -

RESPONSE K : |

Since I am only one month old in the City Health
Department and I'm in the process o6f adjustments — I 'héye not -
made any changes on the services we rendered. EBut as I observe in
the community I would' like that .the nutrition’ program - be
prioritized especially the food supply and the micronutrients
that we are giving. I saw a second degree malnourished child
become third degree malnourished. There was no gain of weight
inspite of feeding. o ' '
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RESPDNSE C : . :
Changes are decided at the city health, office "level.
Health center personnel can only propose changes. ’

€. What kind of information do you need to study/present to
make these decisions? )

RESPONSE A : _ ) .
"Great changes" can only be proposed UP, If accepted,
great! But when it will become "final" is the question. Policies
from UP center maybe based on our experiences and findings.

RESFONSE B : i
"It's thru papers after establishing the facts.

RESFONSE C : ,
_ Basically, we need to look at the effect of ditrerent
alternatives, benefits and advantages vs. disadvantages.

d. What about costs? Do you need to know how much the.
changes will cost? If yes, how ~do vyou go about getting
the costs?

RESFONSE A :

About costing, yes, we are interested to know the cost
of everything— from paper to medicines, to whatever changes we
would like +to have, like additional personnel, modernization of
equipments etc., can the gov't. ‘afford them? '

In costing, we get the smallest detail from materials
to personnél, (how many cotton buds is used per- patient in EPI1)
and then summarize cost, per day, per ‘month, total/year.

RESFONSE B @
Any program you wouwld like top implement may involve
money, and we have to determine needs and reguirements for
logistic support and present this to the national level.

RESGPONSE C - :

It is also important to consider the costs of the
proposed changes/projects since even excellent projects may not
e approved due  to budget limitations. Costs are  usuxlly
estimated by canvassing and summing up the costs of all resources
needed. -
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e. What difficulties do you anticipate?

RESPONSE A ¢ )
No funds available, or it takes several years before we
get them, when prices are already higher. '

RESPONSE B :
First, financial - programs like these would require
priority allocations of budgeting resources. : _
Second, manpower - we need adequate manpower in health
and health~related sectors in order to implement this program.

RESFPONSE © @ .
Some items may be hard to cost. Information on prices
of commodities may not be readily available.
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Annex 6: QUEZON CITY HEALTH DEPARTMENT COSTS

Number of Health Districts in Quezon City:
District # of health centers

1 13

2 8

2a 11

3 9

4 10
Total health centers 51
Number of Personnel in QCHD: # Personnel/health center
Type # Salary/month* Type #
Doctors 2  P7,308 Doctor 1
Nurses 66 P6,024 Nurse 1
Midwives 98 PS5, 020 Midwife
Dentists 52 P6,275 Dentist 1
Nursing Aide 9 P3,263 Nursing Aide (1)
Dental Aide 25 P3,263 Dental Aide (1)
Utility Aide 54 ° P3,012 Utility Aide (1)
Med Technologist P6,024 - Med Technologist (1)
Data Sources: Dr. Domingo, Chief for Field Operations

Atty.AlexAbila, Chief for Administrative
Department.

* Excluding 13 month pay, additional benefits under Magnal
Carta.

Training:
for QCHD, almost all training seminars are held at Bernardo
Health Center. Rent for other venue is P400-500/day.

Expenditures:

P120 - food (lunch, 2 snacks)

P 80 - materials, registration

P200 - total expenses per trainee per day

Data Source: Dr. Novera, Training Officer, QCHD




Supplies.

Expanded Programme on Immunization

Vaccines Cost/vial Doses/vial Cost /Dose
BCG P172 .80 20 P8.64

DPT b 28.50 10 P2.85

OPV P 17.20 10 P1.72
Measles P 56.20 . 10 P5.62

Hep B P432.00 10 P43 .20

Tetanus Toxoigd P552.00 20 P27.60
Family Planning

Condoms - P61.44 /box of 100 = P0.60/condom
Oral Contraceptive Pills - P6.84/cycle
Intra-uterine Device - P48.38/1UD

Tuberculosig Control

Medicine Cost/tab
INH 300 mg P3.24

Rifampicin 450 mg P44 00

300 mg P29.00
Ethambutol 409 mg P38.70
Pyrazinamide - not bProvided by poy
SCC Kit ~ P39.00

Other Supplies:

Item P Cost/Unit
Gloves at P284/doz 23.72/g9love
Glass slides at P224/box of 77 3.12/slide

Vaginal antiseptic at P331.20/box of 19 33.10/bot
Lubricants '

233.28/tube
Cotton Pledgets at P39.60/box of 10 0.40/pledger
Fixatives 100.80/tin
Povidone Iodine 1029.60/ga1
Cotton roll 82.36/rol1

Gauze pads at P237.60/box of 50 4.75/gauze pad
Pregnancy test kit at P633.60/box of 10 63.35/unit
Basal Body Temperature Ehermometer

108/piece
Albothyl 172 /bot
Rubbing alcohol 230.40/gal

Data Source: Dr. Domingo, QCHD Fielq Operationg




Infrastructure:
Cost of Construction per m2 of a health center is P10,000-

11, 000.

Health Center . Area (m2)

Balara 118.32

Tatalon 140

Commonwealth 48 (housed within-the barangay center)
Data Source: Engr. Corpuz, Engineering Dept., Planning

Section, QC Hall
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Annexd .. End of Project gquestionnaire for Health Center®
Physicians

1. Overall, how much time did you spend in carrying out the
economic evaluation( including reading the manual, collecting and

analyzing the data, doiné the write—up?

BALARA: 20 HOURS

C'WEALTH: about 2 hours daily for more than 1 week

TAfALDNi Total of 14 hours |

2. From a scale of 0-100% how confident do you feei about the
accuracy of your economic evaluation?

BALARA: F0%

C'WEALTH: 787%

TATALOM: 8374

= " what do vyou intend to do with your cost—effectiveness

analysis?

EALARA: We will use it in our community. I have already met
with the community health volunteers to discuss my proposal. ’

C’'WEALTH: We can test it in our barangay.

. TATALON: Apply it in the bealth center.

.

4. what parts did you find difficult to understand-in the S5IM?

BRALARA: The details of the costing were hard to grasp at first
but when tried even once were reasonably easy to understand.

C'WEALTH: The costing part was most difficult.

 TATALON: Determine the effects of the alternatives
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3. What parts did you find easy to understand in the SIM?

BALARA: Deciding whether to do or not to do a cost effectiveness
analysis: choosing alternatives, the step-by-step approach

L WEALTH: The other steps aside from the costing were relatively
easy.

TATALOM: Decision whether a cost effectiveness analysis should
be underitaken.

6. How can we revise the SIM to able to serve you?

EBALARA: If you can simplify it further, maybe by making it more
outlined and by giving examples of the computations, reviews or
summaries in the text. Include some appendices in test.

C'WEALTH: Honestly, I did not spend much quality time for the
SIM. I don't think I'min a good position to evaluate it as a

whole.

TATALON:  More examples may help specially in the computations.

¢



ANNEX €. OBSERVATIONS ON THE PERFORMANCE OF AND ON THE ANALYSES DONE
BY HEALTH CENTER PERSONNEL

Step 1."Decide whether or not a .cost-effective analysis should
be undertaken."

This step was easy for all 3 respondents as they were
aware of problems in their health centers which need
much attention. Efficiency (less input, more output)
was always considered: hence, this portion seemed to
have aroused interest in the manual among the
respondents.

Step 2. "Determine alternatives ...

Understanding the guidelines for choosing alteérnative
was easy for the respondents. The words efficacious,
feasible, and acceptable are very popular among public
health care deliverers. The difficulty is in their
actual search for alternatives which would fit these
descriptions and for combinations of alternatives which
wonld need/ fit a cost-effectiveness analysis. Much
time was spent on this step. One respondent initially
had alternatives which seemed efficacious but were very
expensive to be feasible nor acceptable to higher
officials. Another respondent had alternatives which
would fit a cost minimization study (same effects but
one obviously needed more input).

Step 3."Determine the main outcome ...

No problem was encountered in this step as it was clear
to all respondents which statistics need improvement.
Alternatives offered by each respondent had a common
and easily measurable outcome sought.

Step 4."Identify, measure and value inputs.”

This is probably the most difficult portion as most
time was spent on this. Detailed identification of
inputs itself is. time~-consuming and requires one to be
meticulous, imaginative and thorough. All respondents
initially were at a loss on how and where to start
identification of inputs alone. The step~by-step
approach in this portion and the example ldentlflcation
of steps on page 12 helped them get going.

Determlnlng the costs of inputs was more difficult for
everybody. Recurrent inputs were easy to cost (except
personnel). Costing capital inputs was guite a puzzle
for all. One respondent did not attempt to read the
portion more than once and instead opted to wait for
his appointment with the oberver whom he ashked for
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explanations ano exampies. Anpnualization and
discounting were initially vague but were easily
understood with examples. FPFersonnel costing wa$also a
common waterloo; e.g. costs were not in proportion to
the time spent by health personnel for a certain
activity. At least 2 respondents also asked for
differentiation between building and building operating
cost and the like.

Step S5."Data analysis"

ICER and its significance was eaily understood.
"Sensitivity analysis" needed minimal clarification.

As a whole, the respondents’ pre—-occupation with other concerns
probably also affected their performances. 0One respondent was
almost always unavailable and hence ran out of time to complete
the analysis unhurriedly. All three concentrated on the . main
tert only and admittedly did not bother to read meticulously the
several pages of appendices. The respondents also felt they
needed more time to come up with better gquality analyses.

ARNOLD V. AGAPITO, M.D.
Research Assistant
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ANNEXA G

Froject Title:

"ALTERNATIVE PERSONNEL FOR FAMILY PLANNING COUNSELLING"

PROFPONENT = 0O1ld ERalara Health Center, Tandang Sora,
Diliman, Guezon City
c/oc Josephine N. Borreo, M.D.
Medical Officer IV - PIC

ORJECTIVE : To complement existing family planning delivery
system by developing health workers through training and proper
supervision. :

Owiieme - Acerphods
.PROBLEMS IDENTIFIED :

GENERAL : L. Very low family planning acceptors. (Only 8 for
first 6 months of 1994) mostly results of one-
on-one counselling vs. mass education.

+5

Foor family planning counsellor ratio to
potential targetted users. ( Only 1 POPCOM
personnel for 38,000 people of which 154 are
women in the reproductive age.)

04

FPoor recording systeh for evaluation 'of
acceptors (new and continuing) . both at the
health center and outreach autlets.

FARTICULAR SUE~FROBLEMS : - . .
: 1. Lack of FP room or space for FOPCOM workers in
the health' center or in sub-station which are

conducive to counselling sessions.

[N

l.ack of record books for keeping statisties and
other information. :

3. Lack of incentives for BSPOS/community health
valunteerse to sustain their interest. Not even
a sack of rice on Christmas ., nor
transportation allowance for better mobility.
Lack of uniforms,. even just a t—-shirt or bla:zer
‘to  identify themselves in the community . for
recognition and respect by their neighbors.
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ALTERNATIVES OFFERED :

1. Recruit 6 community health volunteers (CHV's) who will
undergo a FFP seminar workshop. Each CHV will act as the POPCOM-FF
personnel/coordinator in each of the &6 areas of 0ld Ralara. This
will result in a ratio of 1 CHV: 930 women  in child-bearing age.
If each CHVY is able to counsel to 8 clients per day and uses 2

days of the week for FF alone, the 6 FP's will be able to counsel
to 4,608 clients or 81%Z of the §,700 target clients in 1 year.

Advantage : , more ' personnel/counselors

Disadvantage : cost of training, needs little training,
incentives/al lowances for 6 people
already in the areas T

2. Employ 1 midwife who will help in the FF program and
conduct FF outreach activities 2% weekly in the different areas
of 0ld Balara.’ , .

- Advantage : lower personnel cost, needs little
training (if any) in FF

Disadvaniage : less nunber of target population
treached; midwife, not a resident of the
commun i by

EXFECTED EFFECTS OF THE ALTERMNATIVES:
Increased FF Acceptors

——» high percentage of continuing users
In Lhe past 3 years, an average of about 334 of

clients counselled (one-on—one) to become acceptors and
comntinuing users, very few target clients who attend mass
education campaigns were motivated to practice family

planning.

¥ Assuming 25% E%ficacy Rate 1,150 of the 4,600 that
can be reached by CHV's will become acceptors. ‘

> Our POPCOM personnel counsells to an  average of 12
clients per day for the past 3 years. If she uses a total of
2 days of the week for FP, she will counsell to 1,150 in &
vear, 288 of whom will probably be acceptors.

NOTE : Outreach activities are usually done for 1/2 day

at a time.
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For CHV's, steps are :

For

1. Preparation of lesson plan (Note: QCHD has prepared
lesson plans for different topics.) ‘ o

'

. Preparation of visual aids.

l'A

. Training of CHV's includes, S
= different kinds of FFP  methods, their
advantages and disadvantages

— proper ways of counselling, includes a touch of
‘pPsychology, respect on individual religions,
beliefs and preferences

- recording and reporting

4. Production of teaching materials

2. Delivery of actual FP counselling x | vear

6. Provisions for recording materials and actual
rpcxnrd1(1g.

)

7. Monitoring.

midwife — FOFCOM outreach steps are :

1. Flannlnq and scheduling activity with barangay
officials

Z. Promotion of activity
Z. Outreach activity

4. Recording and monitoring the results.
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FHASE .

l.Freparation of lesson plan
and visuwal aids/teaching
materials. ’

Trainer

Teaching materials
manila paper
hand-outs

pentel pens

6 ballpens

notebooks

2. Intensive training seminar
workshop for 6 CHV's

Trainer and trainees:
honoraria

projector

rent for venue % 2 days

snacks and lunch

certificates (64)

blazers and t-shirts

PHASE I1.

1. Frovision of teaching
materials and recording
materials.

record books
visual aids

2. Actual Fp counselling

trained CHV's;
allowances/incentives

STEFS FOR FOFPCOM OUTREACH :

1. Planning and scheduling

2., Promotion of activity

3. Outreach activity

4. Recarding

FP personnel

transportation and allowances
(very minimal, if any)

teaching materials

leaflgts and posters
FF personnel
visual aids

FF materialsg

record books




FHASE 1.

TRAINING

3%

IMFUTS:

Recurrents:
Fersonnel

Supplies

CHV s

trainers

driver

notebooks, &
pentel pens .
whiteboard pens
2 red, 2 black

ball point pens, &

bond papers
l rim

vyellow pad
1 pad

manila paper, 10
stapler,1

étaple wires
paste, 2 tubes

certificates, 20

COST:

training/meals
P200 % &6 = )
F1,200.00
honoraria
FPlOO/day % 2 days
M = P1,200,00
honoraria )
P300O/day % 2 days
N 2 = P2,000.00

PLOO » 2 = P200.00
P&6.23 % & = P37.50
P40.50 x 4 =
P162.00
F2.33 % & = PL18,350

P33.00

P16.350

F2.25 ¥

[
<
ti
0
rJ
1
an
<

PZ&.75

P4.2
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P2.00

FL20.00

Equipment operating
cost

Building operating
cast

venue rental

P400 x» 2 'days =
PEOO . Q0

Vehicle operating
cost

fuel of rented
vehicle

F100.00 for 2 days




Capital:
Building
Vehicle
Equipment

all rented

PHASE II. FP COUNSELLING

Personnel

CHV’'s Allowances

P1,000.00 % & « 12
mos = P72,000

since only 2 days
in a week are for
FP and the rest far
other activitiesg

Suppliesg

Pentel Pens (6)
Record Rooks (&)
Manila Paper (12)
Rlazers,s6
(sleeveless)

J-Shirts

P28,800 .
6 % P25 = P150

& %Pl6.75=P100. 50
12 »P2.25 = p27
P200 %6 = P1200

P30 » & = 300

Building operating
cost

vehicle operating
cost

equipment operating
costs

capital costs

Total Cost F36,947

FOFCOM QUTRENACH
FF Counselling '

Fersonnel

Supplies

Midwife % Fopcom

Manila Paper » 2
Fentel Fens w2
Record Books u &

salary of PS0O20

12 = P60 ,240

since only a total
of 2 days used for
FP promotion

P24 ,090 |

uniform allowance
F1,000

F4.30
F30Q.00

P10O0.50



Building operating
cost
Vehicle aperating tricycle transport P200,00
cost ) fare
Equipment operating | -~
.cost
CAPITAL:

Building -

Vehicle ' -—
. Equipment . -

P25,431

TOTAL ADVANTABES OF TRA;NING ALTERNATIVE CHV'S VS. MIDWIFE ALONE

1. Eetter one—on~one counselling ratio by CHV's. They are,
always in cgontact with their neighbors/targets. ' o

2. Salaries not subject to increases within § years unless
congress enact a law similar to that of "housemaid law".

3. Those trained intensively can later act‘'as trainors in
"Re-echo" seminars or can informally train their “alalays" or

companions in the community.

4. Unit cost CHV's vs., unit cost of Popcom alone

P36,547 P25,451
~~~~~~~~~~ = PIZ per. acceptor ~e—~———— = P88 per

1182 whbn 288 acceptor

————————————————— = moeee—e--— = P12 extra cost
11352 - 228 924 paid to achieve
extra effect

Intangibles :

Reverberation to the communities - CHE's working .in their
own home area will be indirectly influencing their neighbors on
FF and therefore train new community FP counsellors.
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ANNEX 1D
Tatalon Health Center
Dr. Castillo.
Medical Officer-in— Charge

Problem ldentified: Low percent of patients who complete anti-TE
treatment.

1993 data:r Total enrolled to SCC course = 133
Total who completed treatment = 81 (61%4)
‘Drop—out rate - = 52 (39%)

FFroblem is 'probably due to lack of motivation and education
on impértance of completion of treatment, periodic physical exam
and sputum exam. Poverty also . causes some to be diglocated,
hence be lost to follow—up. Others are forced to sell some of
" their medicines to.-be able to buy food and other needs for the
family. Supply of medicines are also sometimes delayed.

Objective: To increase the number and percentage of patients who
would complete treatment course

Main Qutcome: LOW\?\LS&\U) —\f_mKA ?oi(\a-.\\’x

Alternatives:

1. Home visits by med. techs and lab aides. Thig has been
done for. aome year now. REcords are checked and

‘defaulters are visited by health personnel.

Disadvantage: Some patients become lazier and
depend more on home visits,

2. Siunteen (16) CHVs to monitor patients personally and
ensure compliance. Target enrollees for 1994 is 128.
Each CHV would have 8 patients to monitor in a year.,
until their completion of treatment and conversion of
" sputum exam to negative.

Steps
Home visit by Health Center personnel
1. ' Review of records ’
2. Home visits — 10 per week x 4 = 60 monthly
: (same patients);
120 patienfs year'ly
3. Monitoring

CHY Home Visit

1. Training of CHVYs on TR education and manitoring
2. Aswsignment of patients to CHVs
3. Actual home visitation and monitoring

- 8 c¢lients per CHV per year



INPUTS

——— e e o 4 b oy b

Health Center
Personnel

— e ot s o e v et o

book

A S S e et % e e i e

s Tt ot ot Ak o

Building 0Q.C.
of
health center

e 8 — s e e — —

Euilding
of
health center

—— e o 8 e B e e v o
e — ko " ——rat o —

A ek b — s s — e b —

Personnel
Supplies
Equipment 0.C.
Vehicle 0.C.
Building 0.C.
Equipment
Building
Vehicle

Total Cost

—— e ol . e i Ay e e

—— i — .t ke o o b ok ey et

e Y e e et e e et e

e e e e e e e —

e e e e e e e e

S T A . e et s . e s e e g P e

T et e e e e ey s e e

3%

T e Pl iy i et TR g o S i s

e ey e T . ot e . . b s v et

Lab.Aide and
" Med. Tech

g Tt et et ke e i it e

T — Y . it . L — . — . —

COST BREAKDOWN FOR HOME VISITS

arer
(S B ]

112,

2,227.60

6.00

o e sk Y e ke e Bt o Bk e Y e v e

8]

116,50
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treatment

b F U N C T I 0] N S
------------- | et e | e e e — —————
CHVs v Training ' Visgits H Monitoring
Fersonnel 'CHVs Honoraria; CHVs o CHVs

' ' i : Med. Tech.
""""""""""""" e . ___"""""'"'"""""""""""____"‘A: e e e e e e
Supplies '"Training Ma— | Drug ! Record bpook

! terials , ' ‘Notebooks

Equip. 0O.C. . ' !
Building 0.C. | ' i Electricity
Vehicle 0.C. | T ranspao Al 1l owance
Building ! [ , Health Center
COST BREAKDOWN FOR CHVs
Personnel CHYs Foo1,600,.00
Speaker S0 .00
Mer. tech. 4L, 00
Supplies fraining 150,00
Nrugs 119,808.00
Record books/ 176 .00
notebooks
Equipment 0.C.
vehicle O.C. 384.00
Building Q.C. S6.00
Equipment
Building 468 .00
Vehicle
Total Cost F 123,594,
_Incremental Cost Effective Ratio (ICER)
123,594 -~ P 116,502 .
———————————————————————— = P 884.20/extra
128 - 120 patient completed
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jensitivity Analysis
Assuming only 95% efficacy of alternative A

P 123,594 - P 116,502

]

F %,546

lost per completely treated patient
A. P 116,502 / 120 = P 971

P 966

B, P 123,594 / 128
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ANNEX 1) |
Brgy. Commnnwealth, Quezon City
Dr. Ruth Alagano
Medical Officer—ipn- Charge

Problem Identified

1.
2.

EFI Fully Immunized child (FIC) of about 947 of target
Defaulters, drop-outs of about &% On an’ average of 136
per year over the past 3 years. '

Commonwealth is a relativ]y large barangay subdivided into s

areas.

There is only one health center serving it, and thig

health center is considered inaccessible by several inhabitants
or at least hardly accessible.

Objective: To increase.the FICs in & year

Main Outcome: FICs

Alternatives:

1.

Additional outreach activities - increasing the number
of outreach activities from 2 to 3 per week to be able
Lo immunize more clients and hopefully include
potential defaulters. Fifty clients per day (average)
would result in 2400 immunizatiqns pedr year and
approximately 240 more FICs for the year (usual ratio
of 1 FIC per 10 immunizations done).

Advantage: Higher absolute no. of FICs

"Disadvantage: Expensive; does not address drop-out

rate

Stick to the usual 2 outreach activities per week.
Five CHVs can take care of the job of following up
drop out. Some 140 drop-outs per year (actual rate
L36) is equivalent to 11-12 per month. Records can

be checked and meetings can be held monthly with the 5
CHVs, each of whom can visit 2-3 drop outs monthly and
inform them of immunization schedules (homebase and
outreach). ‘

Advantage: Inexpensive; addresses drop-outs
Disadvantage - Lower absclute no. of FICs gained
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Steps
Outreach
1. Coordination with barangay officials and area

leaders regarding additional outreach schedule
{Dome during the usual 2 outreaches.)

2. Coordination with QCHD for additional supplies
(vacecines, etc.)

Z. Fromotion of additional outreach

4, Actual outreach '

9. Recording and monitoring results

CHQ Follow—up

—— e s e e mam e e = N i e et e i ——_—————

1. Monthly meeting with CHVs
2. Home visits conducted by CHVs «
3. Monitoring of. results
INPUTS H F U N [ T I o} N S
QUTREACH , Brgy.  QCHD | Promo | DutreachiMonitoring
! . ' Meeting! ; H
FPersonnel : MD bMD : Health | MD ! Nurse
H i ‘Personnel! Nurse. |
: : e ! Nrs.Aide!
' : ' ' Midwife!
Supplies : ' v 3 Manila, Vaccines; N’ book
: H ! Paper | Alcohol |
H ' 1 2 Pentel! Syringes)
H : , FPens | Cotton !
H ' : ¢ Ice !
Equip. opera- .| : ' { Electri-
ting cost ' : ' : city |
—————————————— | e e e e i | e e
Vehicle 0.C. ' i Transpo | v Transpo..
' i fare H : fare .
Fuilding 0.C. ! : ! ; :
Building H L : H v
Vehicle ) ] ' . :
Equipment ' : " v Icebox |
f \ 1 y refrige—]
H : . H tor H



l%l_'
Cost Breakdown for Qutreach

A e e e s o
e it e e 1 ey ke s e e e

Persannel MD ' F 8,770 ‘
Murse 74,229 P 25,939
. . (4 personnel
N.Aide 3,916 » 1 year)
Midwife 6,024 '
Supplies RCG P 2,073.60
DTP 2,325.60
DPV 1,403,850
Hepa B ' 11,404.80
Measles - 1,483.70
Syringes 3,760.00 P 25,406.95
Alcohol 115.00
Cottonballs 736.00
Ice 48,00
Manila paper 6.73
Fentel pen - 520 .00
Vehicle 0.C. Transpo fare ~ 4 personnel
w P (4 weeks x 12 months) p 768.00
Building Q.C.
Building
Equipment Icebos '
' P 60,00
Vehicle

P 52,174.00

Cost per FlC: p 92,174 /4 240 = p 271.39



.....

INPUTS : N S
CHUs i Mesting '"BS;";"GZ;E;"";“"Q';;EZ;ZLI;"
Personnel ; NMurse ; ______ E;;; hhhhhhhh ; ______ ;;:;;“—_
H CHVs ! '
Supplics | 5 notebooks | T Record noor
i S5 pens H :
Equip. 0.c. i . T
______________ l___________n__-_*q_h___ﬁ___*_h“___u___uﬁ____‘____
Building 0O.C. ; Total of 24 éours meeting and reéord reviews
' ' (use of Health Center facilities)
vehicle 0.C. © T ranape A1 aa LTI
Fuilding  HWealin  cenmio T
COST BREAKDOWN FOR CHVs
Personnel ) F75.30 (nurse only)
Supplies 75.00
Equipment 0.C.
Vehicle 0O.C. FEO L OO
Building O.C. 5.81
Equiphent
Building . 481.45
Vehicle
TDtal‘CD;;_*I;Q;-Sb
Cost per FIC = P 1597.56/.136 =.p 11.75
Incremental Caost Effective Ratio (ICER)
Fo52,174 - P 159756
—————————————————— = P 486
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ABSTRACT:

QUALITY AND COST OF PRIMARY CARE SERVICES IN THE HEALTH CENTER
AND THE HOSPITAL. T Tan-Torres, Clinical Epidemiology Unit,
University of the Philippines College of Medicine, Manila

OBJECTIVE: To compare the quality and costs of primary care
services delivered at the health center and hospital

SAMPLE: consecutive patient-practitioner encounters under the
following programs: Expanded Programme on Immunization (EPI),
National Tuberculosis Control Program (NTP), Family Planning
(FP) Program at the health centers and referral hospitals in
an urban area

' METHODS: For Quality of care: 1.Observation of 100 patient-.
practitioner encounters/ program/level 2. Patient feedback
through in-depth interviews of 30 patients/program/ level and
focus group discussions of 4 groups /program/level. For Cost:
1. health center - annual expenditures of the program
including overhead and operating costs 2. hospital -
provision by a clinican of estimates of units and costs of
resources consumed by the programs.

RESULTS: Median score of 7 out of a possible 9 indicators
observed for EPI. Median score of less than 50% attained in
the FP and NTP programs. Patient satisfaction was high in all
three programs. There was no difference in quality of care
between the health center and the hospital based on the
indicators observed and patient feedback. Costs in the health .
center and the hospital were P273 and P1689 / fully immunized
child, P1,588 and P1890 / patient completed TB treatment and
p135 and P772 per family planning acceptor respectively.
CONCLUSIONS: Based on the indicators observed, the quality of
care was excellent in the EPI but needs improvement in the FP
and NTP programs. However, patient satisfaction is uniformly
high in the three programs. There is no difference in the
quality of care delivered at the health center and hospital
levels. The average cost per outcome in the 3 programs is
lower in the health center than in the hospital.
RECOMMENDATIONS: 1. Specific feedback to be provided to the
study sites 2. Training and supervision be in accordance with
the quality of care indicators 3. Encourage delivery of
services of the three programs at the health center 4.
Require a referral letter or impose a user’s fee in the
absence of a referral letter for patients demanding primary -
care services from the hospital.



INTRODUCTION:

The Philippines was one of the first countries to adopt the
philosophy of primary health care. Primary health care is
defined as ‘"essential health care based on practical,
scientifically sound, and socially acceptable methods and
technology, made universally available to individuals and
families in the community, through their full participation,
and at a cost that the community and the country can afford
and maintain at every stage of their development in the spirit
of self-reliance and self-determination (1)."

Primary health care is expected to be provided at the first
level of contact, where the people live and work. In the
Philippines, the first level of contact is at the health
center where services, including medical care and patient
education,are provided. Out-patient departments of secondary
and tertiary care level facilities (hospitals) also provide
the same services, intended specifically to address the needs
of the people living in the hospital's immediate catchment

area.

At present, there is no attempt to restrict access to higher
level facilities by requiring either a referral letter from a
lower level facility or payment of user's fees. The patient-
client may choose to go to any facility providing the services
and he/she can expect to receive some form of care. However,
for the service provider and financier, it will be more
efficient if the same service was availed of at a lower level
facility.

In developed countries, there have been a few experiments to

lower costs of the health care system by strengthening the

primary health care units to attract patients and draw them
away from hospitals. A successful example recently reported in
scientific literature was the experiment in Almere,

Netherlands which resulted in lower referral rates to medical
specialists and lower prescription rates compared to the
national average rates (2).

The initial choice of facility by the patient-client may be
influenced by several factors including accessibility,"
reputation, etc, However, the most important factor
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influencing continued patronage of a fac111ty is the
satisfaction of the patient with the care belng received.
Quallty of care provided at the health center level can be
assessed using a technical perspective, e.g., . standards of
care from the practltloner 8 point of view or u51ng the
patient's ' perspective- (BUDJECthE assessment, of patient
satisfaction) . Most of the ' ' quality assurance studies done
locally have remained '.as internal reports with limited
circulation in the Department of Health.

A systemg analysls of the tubercu1051s control program in
Quezon carried out in 1990 by Valeza, et.al., showed that
history-taking, sputum collection: and analysis, and patient
counsélling to promote compllance could be improved. Drug and
laboratory supplies were inadequate(3). In 1991, Solter, et.
al., assessed the qual;ty of care in family'planning in four
regions in the country. ,.The study showed that if basic
equipment, current IEC materlals and contraceptives are in
short supply, it is’ dlfflCULt to provide a full range of
services. Other areas need;ng improvement were supervision,

recording, sterilization procedures, follow-up and provision
of other reproductlve health serv1ces(4)

A systems analysis on' services related to child survival was
carried out by PRICOR 'in Bulacan in 1988. Results of the
studies on the expanded program on immunization - showed that
the service delivery, component was relatlvely trouble-free
except for re-use of. syrlnges and/or needles in 7% of
immunizations provided.  This was attributed to lack of
supplies. Aside from-lack of' syringes and needles, 20% of the
facilities reported -vaccine shortages at some point in the
previous year. Inventory 1095 wWere present and updated only in
a third of the centers: visited. ' Active supervision .by the
public health nurse during- immunization activities was rarely
observed (5).

OBJECTIVES:. o o
This study compared three public health programs delivered at
different levels'of care in an ﬁrban area based on:
a. effectiveness as meaeurEd by quallty assurance scores and
patient feedback; and
b. eff1c1ency AS ‘measured by average cost- effectlvenes33
ratios. -

[



METHODOLOGY :

Choice of Programs: ,
Three programs of the Department of Health were chosen based

on the different types of clientele being serviced. The three
programs chosen were the expanded program on immunization
(EPI), serxvicing infants and children; the family planning
program (FP), servicing mostly women in the reproductive age;
and the National Tuberculosis Control Program (NTP) , serving
adults, majority of whom are men.

Choice of Facilities:
Three levels of care were chosen to be studied in the Quezon

city area. These levels were: health center (primary), Quezon
City General Hospital (district or city) and the East Avenue
Medical Center or EAMC (referral). A letter addressed to the
Quezon City Health Department asked for the participation of
three health centers, namely Tatalon, Balara and Commonwealth.

These were purposively sampled because they were large and
had a big enough clientele to allow fast recruitment of
patients. In addition, letters were sent to the directors of
the hospitals inviting them to participate in the study.

Recruitment of sample:
During the recruitment period, consecutive patients availing
of the services chosen were observed in the designated

centers/hospitals.

Quality Assurance Indicators:

* (Qbservation:

The PRICOR thesaurus (6) was the source of checklists for the
quality assurance evaluation of the three programs selected.
The relevant checklists were provided to the heads of the
different services to get their input in terms of local
standards of care expected of Department of Health personnel .
The checklists (annex 1) were subsequently revised based on
the feedback received. '

[

Through role-playing, research assistants were trained on the

details to be observed. After training, one research
agsistant per program was assigned to each health center
(total of nine observers). They were assigned to observe 100

patient-practitioner interactions per program per level.



* Interview:

Immediately after availing of the service, a third of the
patients (n=first 30/program/level) were interviewed to obtain
their subjective assessment of the quality of care received.
They were asked to provide grades for specific parameters
(e.g. length of time given by the practitioner, clarity of
explanations, etc.) and to provide a global satisfaction
score. A questionnaire (annex 2) was used to elicit the

patients’ feedback.

*  Focus Group Discussion:

The research assistants practised as facilitators and
rapporteurs for focus group discussions after reading an
instructional manual on focus group discussions (7). Four
focus groups of 3-5 individuals were constituted to discuss
~their perception of the quality of service received for the
disease per level (see annex 3). A fan was given as an
incentive for the patients to participate in the focus group
discussions.

Collection of costs:
Refer to the self-instructional manual developed in another
part of the study which gave details on collection of cost
data in the health center. Average cost in the hospital was
obtained from estimates provided by a clinician.

Revision of Protocol:
After one week of observation at the Quezon City General
Hospital, recruitment was terminated because there were too

few consultations. For the same reason, patients in the
family planning clinic of the Philippine General Hospital
(PGH) were observed instead of those in (EAMC). These

revisions in protocol resulted in only two levels of care,
health center and referral hospital, available for comparison,

ANALYSIS:

Descriptive statistics using means, medians and proportions
were used to describe each task observed in the facility,
Results were reported by program, by facility and by data
Collection method. -
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Reliability or internal consistency of patient/client’s
feedback was checked using the Spearman rank correlation. The
sum of the grades given by a patient/client for each
individual task was correlated with his global satisfaction
rating expressed in percentage. To check validity, the
patient‘s global satisfaction rating was also correlated with
a figure [(number of tasks correctly accomplished/ number of
tasks to be correctly accomplished) x 100) summarizing the
technical assessment by the research assistant of the observed
patient-practitioner encounter.

An average cost (1993 peso) per service provided (per fully
immunized child, per family planning acceptor and per patient
completing TB treatment) was obtained at each level of care,

RESULTS:

The number of practitioner-patient interactions observed per
level of care is shown in Table 1. For EPI, all interactions
at the health center level consisted of actual immunization
sessions. At EAMC, 38 observations of practitioner-patient
interactions were censored because immunization could not be
accomplished due to lack of vaccines.

For NTP and FP, majority of the interactions observed were of
the “case-holding type,” 1i.e., patients come to the health
facility primarily for replenishment of their stock of
medications or supplies.

Table 2 shows the number of patients interviewed regarding
their assessment of the service that they received from the
center or hospital. There were eight focus group discussions
for EPI, seven for tuberculosis control and five for family
planning,

Reliability and Validity of Measures:

Patients’ satisfaction ratings were inversely correlated with
their global scores (r=0.33, p=0.002). A lower global score
and a higher rating are both indicators of patients’
perceptions of good service. Thus, there is internal
consistency in the patients’ expressed statements of
satisfaction.
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For wvalidity, patients’ satisfaction rating did not
significantly correlate with the technical assessments of the
research assistant,

Expanded Programme on Immunization:

The EPI performed very well in almost all observed indicators
of quality assurance. However, approximately less than 50% of
the practitioners took time to explain to the caregiver about
the possibility of side-effects and what to do in case these
occur. About 20-30% of the interactions observed did not
satisfy the indicator for informing the caregiver about what
vaccine had been given. This was true in all the facilities
observed except for the Tatalon Health Center which performed
well on this indicator. -

There was no difference between centers or between levels in
terms of quality of performance (table 3) except that the
EAMC, during the period of observation, ran out of BCG
vaccines.

During the in-depth interview,'caregivers gave the service an
average global rating of at least 85%. Only 0-2 caregivers
per center gave a failing score for a specific parameter, e.g,
time given by the doctor, clarity of explanation, bedside
manners, etc. Again, no difference in quality was seen
between centers and between levels {table 4) .

In the focus group discussion, the most common complaint was
the long waiting period. Some suggestions included adding
more doctors and enforcing a “first come, first sgerved”
policy. The lack of vaccines in EAMC was mentioned (table 5).

The cost per fully immunized child in the health center level
was P273 (annex 4) while in the hospital, it was P1,689 (annex
5).

National Tuberculosis Control Program:

In the health centers, 0-30% of patients observed were newly
diagnosed cases of tuberculosis while in the EAMC, over 70%
were newly diagnosed. At the health center level, low scores
Oof 50% or less were obtained for history-taking. Less than
10% underwent an adequate pPhysical examination. In both
areas, physicians performed better at the hospital level. ’



9
FOor sputum AFB examination, the health center physician
performed better (but still with low Scores) in counselling on
the importance and method of production of sputum sample than
his hospital counterpart. At EAMC, sputum Samples were not
taken. The physicians relied on chest examination and X-rays
to diagnose tuberculosis (table 6).

Follow-up patients came to the health center to be given their
medications except for EAMC ~where they were issued
prescriptions. In general, over 50% of the physicians
emphasized the importance of maintaining contact and verifying
that the patient knew his appointments. No one at the health
center and a low 10% at EAMC inquired about adverse
effects(table 7).

The in-depth interview with the patients revealed high ratings
of 88% or higher for the service received at the health center
Versus an average score of 74% for EAMC. Very few patients,
0-2 per éenter, rated specific parameters of care as
unsatisfactory (table 8).

The focus group discussion emphasized the importance of having
the medicines readily available (table 9).

The cost per completely treated patient (annex 4-5) at the
health center level was P1,587.80 (only P1,086 worth of
medications provided versus expected retail cost of 6208.80)
while in the hospital, the cost was P1,850 (no medications
provided) .

Family Planning:

Majority of the patients in the health center were follow-up
cases versus the 70% new cases at the Philippine General
Hospital. Among the new patients, history-taking was
‘inadequate particularly the medical history. Much of the
a@cceptable performance centered on reproductive and menstrual
history-taking.

Very few patients underwent a Physical examination in the
health center and neither was a pap smear taken. The health
cténters and the PGH administered a family planning method in
majority of the cases but only the PGH offered bilateral tubal
ligation (table 10).
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For follow-up patients, PGH physicians asked about occurrence
of side effects whereas this was not frequently done in the
health centers. Among the health centers, Tatalon provided
exceptional counselling. Very few physicians in the health
centers or in PGH asked the patient to echo the messages
provided (table 11).

In the in-depth interview, Tatalon and PGH received high
rating of over 90% compared to 80% for the two other health
centers. Very few or none gave a failing score for individual
parameters of patient care (table 12).

The focus group discussion suggested later cut-off times for
receiving patients in the center (table 13).

The cost per acceptor in the health center was P135.40
compared to P772 in the hospital (annex 4-5) .

Comparison of Programs by Level Based on Observation and
Patients’ Satisfaction Ratings:

Based on a strict interpretation of the indicators, only the
expanded program of immunization achieved passing scores. The
NTP program, specifically care extended to new patients, and
the FP program, at both levels, need much improvement as shown
by the median summary scores (Table 14).

The perception of good quality of care in the three programs
was evident in the patients’ ratings and global scores. There
was no difference in patient satisfaction with services at the
centers and the hospitals (Tables 15-16) .

DISCUSSION:
Ideally, effectiveness of care provided should be reflected in
patient outcomes. Although this was one of the stated

objectives, a proximate measure, in terms of quality of care
provided, was chosen as the outcome with the practitioner-
bPatient interaction as the unit of analysis. The available
time and budget allowed only for a cross-sectional research
design with a one-time slice of observation. Thus, patient
Outcomes could not be determined as follow-up is necessary to
determine if the patient’s tuberculosis got cured or if the
child got sick of measles or if the woman became pregnant.
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A quality assurance (QA) study is an evaluation with findings
specific to the area of concern. Rarely are results of an
evaluation generalizable to other areas, unless the area
studied is “representative” of other areas. A QA study looks
at the process of implementation itself, including the
performance of detailed steps. The PRICOR indicators used in
this study are very detailed and their primary use is to
provide feedback to the persons in the areas studied.

The process measures used are a combination of technical and
subjective ratings. The same practitioner-patient interaction
is evaluated using observations on technical parameters by a
research assistant and the patient’s  expression of
satisfaction with the service  received. There wag some
correlation between the two but this was not statistically
significant. A possible explanation for this is that the
technical assessment may be made on parameters different from
what the patient was evaluating (e.g., did the physician
inquire about side-effects versus bedside manners of the
physician) . Supporting evidence is provided by the
statistically significant consistency between what the patient
said regarding individual parameters of quality (e.qg.
physician’s bedside manners) and the global satisfaction
rating.

In general, there was no difference in the services being
provided by the hospital and the health centers in the three
programs evaluated. Quality services as defined by PRICOR
indicators are being provided by the EPI. However, failing
scores were obtained in the other two programs of FP and NTP.
This does not necessarily mean that the services being
provided are substandard, only that they can be improved,

The costs of providing the services were much lower in the
health center, primarily because the fixed costs of
consultation are lower 1in the health center than in the
hospital. The patient will also receive more benefits in the
center where they can get a sputum examination and be provided
medications/supplies. For health centres to attract and hold
patients, they must be assured of continuocus supplies and easy
access to the hospital upon referral.
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Because of their high fixed cost component, hospital out-
patient departments may continue to provide services in these
programs but should be encouraged to preferentially treat
those who can benefit more from their specialized equipment
and personnel (e.g., difficult to treat tuberculosis). This
can be attempted by requiring ‘patients to show referral
letters from the lower level facility or, if they insist to be
treated, to impose a user’s fee in lieu of the referral
letter.

CONCLUSIONS AND RECOMMENDATIONS:

This study demonstrates that in the health centres and
hospitals studied, there is no marked difference in the
quality of services provided and that it is more costly to
provide such services from the hospital setting. It is
recommended that: _

1. results of this study be relayed back to the centers and
hospitals studied; . :

2. trainers and supervisors be taught how to use the PRICOR
indicators for primary health care in their work;

3. guidelines be circulated that all consultations for EPI,
FP and NTP be initially handled at the local health center
level and only referred to the hospital if there is a need for
the use of higher technology or in the case of complications;
4. a system of incentives and disincentives be established to
support the functioning of a referral network.

LIMITATIONS:

The process of observation may sometimes affect the persons
being observed such that they will modify their performance.
Therefore, what is being observed is not routine or usual but
instead is better or improved (Hawthorne effect). The effect
will wane with time as the observed individuals will get used
to the presence of the observers. Unfortunately, the
observation period was too short for the individuals being
observed to revert to “usual” behavior. Thus, it is possible
that the programs may actually be worse than what is reported
here.

The second limitation is the use of different methods to
collect costs. Ideally, one should undertake full costing as.
was done in the health centers. Unfortunately, this was not
possible in the hospitals. Thus, the average costs obtained
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in the health centers and the hospitals were merely contrasted

and not - subjected té an incremental cost analysis.
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Table 1. Number of Practitioner-Patient Interactions Observed
N (New : Follow-Up)

Tuberculosis  Family Planning  Expanded Program TOTAL
Program Program of Immunization
Balara , 32 (7:25) 30 @:21) 60 | 122
Commonwaalth 31 (10:21) 30 (10:20) 37 98
Tatelon 36 (0:36) 48 (14:34) 36 120"
East Avenue Medical 100 (44 :56) 100° (72 28) 59 259
Center
TOTAL 199 208 192 _ 599

* Philippine General Hospital



Table 2. Number of Patients for ln-DeptH Interviews -

Tuberculosis  Family Planning Expanded Program TOTAL

Program Program
Balara ' 13 21
Commonwealth 15 13
Tatalon _ 13 12
East Avenue Medical 34 35*
Center a
TOTAL 75 81

* Philippine General Hospital

of Immunization

27
12
13
39

91

61
40
38

108

247

1o



Table 3. Quality Assurance. lndicators for Patients in
Expanded Program of Immunization

MMVMUNLZATION SERVICE INDICATORS Balara cbmmomealh Tatahn East Avenue
Actual Immunization Session Observations . Medical Center
_ n=60 n=37 n=236 n=59
Does the heakh worker _ '
1. examine vaccination cards or question mothers to | 59° 38 a8 - 59
determine Immunrizations needed :
2. administer all vaccines with sterile needles. 59° K 35 | 58
3. protect BCG, polio and measles vaccines from heat 60 38 " 38 59
during use, '
4. record required information on vaccines admlmstered 58 35 36 57 |
on vaccination cards?
5.tel the mother what vaccines were administered. ' 43 2 - 3 46
6. advise the mother regarding possible side efiects. ' 5 20 13 22
7. advise the mother what to do In case of side effects. B 20 12 19
8. tell the mother of the child(ren) about the next requlrad AT 32 34 48
Immunizations. |
9. Immunize the chikd? 4 60 37 k3 59

* virtualy perfect score - child missing received oral poio vaccine
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Table 4, Summary of in-Depth Interviews for Expended Progrem of Immunizetion

Mean Age

‘... B kayo dito nagtungo?

' malapit

malaph ot Ubre ang gamot
repersi (referred from outsids)
gumagsiing ang pasyents
maganda and serblsyo

mga iba pang sagot

Ano po ang ginawa sa inyo?
wela

binlgyan ng gamot -
- Ineksarmin (PE, History)-
niresetshan

" Ano po eng sinabl?
. wals
inumintuloy ang gamot
Knaialabasan/peyndings (diaghosis)
magpe-iab eksam ; ¢ aot APDI A4 GY
bumallk L
pagbabago sa pamumuhay [ 4T %Wﬁa J
mga Iba pang sagot

;'"Slnibl ba kung kallan babalik
Hindl
Oo

Kllng blblgyan ng marka ang serbisyong binibigay sa Inyo
il_mng 33an ang 0 2y hindl kayo nasisiyahen kahit kont at ang 100
&Y maseyang-massya kayo, &nong marka ang ibibigay ninyo?

Average grade;

ﬁ_t_gs na‘lbinigay ng doktor? (hindi kasali ang paghihintay)
* katamtaman ang bills
masyadong mablils
‘Masyadong matagal

j ketamtaman
K& hind! maganda

4ging may gamoinec/gamit
R-1Y08 na mga gamitiserbisyo
9% ba pang gagot

Balara Commonwealth

n=27

28.07

8783

N
owahn

R
N W W w

n=12

24

-

coon

—

88.58

N (=L m N O @

= I P

C—-O0Onbam

DCowamwln

Tatalon
n=13

© 28,23

-t

—
oo ocwo

O—~NnO

D NO W L -

East Avenue
Medical Center
n=39

28.91

[
“rRnaoouo

19

18
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Table 5. Summary of Focus Group Discussions on
Expanded Immunization Program

Center # of Previous  Grades Best Worst Suggestions

"af'(# of FGD) Consultations (average) Experience Experience
it|palara 221 86.67 good reception, waiting for a long time,  walang singitan,
[FGD = 1) ’ safe vaccination masungit ang doktor, more doctors, medicines
#]commonwealth 11122 89 outreach program  masungit ang health
"lFeb =2) of health center worker
mothers need not masyadong matagal dapat sundan ang numero .
go to the health dahil hindi nasusunod
-centers ang number,
hirap,
mahal ang singil ng huwag magpilit ng presyo
donasyon, ng donasyon
lacking in facilities, have their own health center
tardy health workers, in their area
Tatalon 3,1,1,6,3.4, 90.83  binigyan kaagad dati masungit
FGD = 2) ng gamot,
maasikaso

. Avenue 32,1122, 74.09 OKlang, nauubusan ng bakuna, sana palaging may bakuna,

i A Medical Hospital 3,3,3,5.2 maganda ang pinabalik-balik lalo na bigyan ng BCG kapag

< * (FGD = 3) pagtanggap, sa mga taong malalayo  panganak,

maayos palagi kung  ang tirahan,
pupunta, hindi tinatanggap agad, maging mas maasikaso ang
marami siyang matagal maghintay mga health workers,

natutunan sa poster na nagsasabi ng
estudyanteng schedule ng bakuna
nag-asikaso sa
baby

inaasikaso kaagad



I. DIAGNOSIS

A. History
Does the health worker ask about:

1. cough > x weeks
2. fever > x weeks
3. weight loss
- 4, dy*sphea @ifﬂculty breathing)
5. chest pain
_ 6. hemoptysis (coughl.ng blood)
1. family history
8. previous treatment for TB

B. PE _
Does the health worker examine fo

9, Iymphadenopathy (enlarged
~lymph nodes)

“10. chest sign abnormallties
I1. hepatosplenomegaly
Il. COUNSELLING
Does the health worker counse! about
12, importance of sputum exam
E3 Importance of returning for resuits

14. caurse of events If sputum Is found
;Positive

Table 6. Quality Assurance Indicators for New Patlents in

. Balara Comnionwealth-

n=7

- Tuberculosis Control

n=10

10

Program

Tatalon  East Avenue
Medical Cente
ns 0. : n=44

41

23
29
2

24

18

10

42



Hl. TAKING SPUTUM SAMPLE

A. Multl-Sample Approach
Does the health worker

15. explaln why

16. provide materials for overnight
(take-home) sample

17. tell when to return with overnight:

sample

B. Instruct Re: Sputum Production
Does the health worker

18. explain spitting vs. deep cough

19. describe differences between
saliva and sputum (consistency,

clarity)

10

&l



FOLLOW-UP FORMFOR TB -

A. Begin Therapy
Does the health worker

- 1. provide drugs

2. {ell when fo retum, emphasizing
Importance of maintaining contact

" B. Minimize Defaults

Does the health worker

3. complete active therapy register

4. set appointments, verify thal patient
‘understands

C. Continue Therapy

" Does the health worker

9. ask adverse reactions, reassure
" patient (or change drugs)

6. repeat Iniponanco of completing
regimen

% qmm(’* 1o

!
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Table 7. Quelity Assurance Indicators for Follow-Up Patients
in Tuberculosis Control Program *

Belara. Commonwealth

n=25

22

16

26

17

1

14
10

Tatalon East Avenue

32

29

18

Medical Center

n=56

19
39

37

29

22



Table 8. Summary of in-Daptn Intarviews for Tubsrcuiosis Control Progrem

Balara Commonweaith Tatalon. ' East Avenue

- NOM~N@

.. Madical Center
n=13 n=1% n=13. n=34
Mean Age ' 413 414 48 | 428715
Bakt keyo dito nagtungo? ‘ :
malsp ' 8 8 8 1
- malepit 2t libre ang gamot 4 6 ‘4’
reperal (referred from outside) 0 1 1
gumagaling ang pasyente ! 0 0
maganda ang serbisyo - 0 0 0
mga Iba pang sagot 0 0 0
Ano po ang ginawa sa inyo?
wela 0. i 0 .0
binigyan ng gamot (vaccines, plila Injections, contraceptives) 5 7 8 7
ineksamin (PE, History, sputum, x-rey) 8 6 5 24
nlrosetah_ln : 0 1 0 .3
Ano po ang sinabi?
0 wala 2 4 1 2
1 Inuminftuloy ang garnot 7 3 8 1"
2 Knalglabasar/peyndings (dlagnosis) 0 o i 6
3 magpa-leb eksam (sputumvx-ray/dugo,etc) 2 8 3 14
4 burnalik 1 2 2 2
5 pagbsbago sa pamumuhey (Ifestyle changea)v 1 0 0 0
Sinabl ba kung kallan babalik?
0 Hindl 2 3 1 .2
' 1 Oo 1 12 12 32
- Kung biblgyan ng marka ang serblsyong binlblgay sa Inyo
. kung s2an ang 0 ay hindl kayo nasislyahan kahit konti at ang 100
. 3y masaysng-maseya kayo, 8nong marka ang Iblblgey ninyo?
_ Average Grade: 91.92 8953  88.86 74.12
Oras na ibinigay ng dokdor? (hindl kasall'ang paghlhintay) :
, 1 kstarntaman ang bilis 10 10 10 25
2 masyadong mabliis 2 4 3 4
3 masyadong matagal ‘ 1 1 0 5
 Pekidtungo ng doktor?
P | maganda 8 g - 13 24
2 katarmtaman 6 6 0 9
3 " hindi maganda 0 1 0 1
"Serbisyo? : .
T magyos 10 14 12 -28
2 katarmtaman 3 0 { . 6
3 hindl masyos 0 1 0 1
Pagpapaiiwanag? _‘
¢ nalintindlhan 10 1 12 32
2 nalintindlhan ng kaunti 2 0 1 2
3 hind! nalintindihan « 1 0 0 0
iR'komondasyon { Suhestiyon:
0 waly 4 8 g 17
1 palaging may gamotAac/gamit 7 2 3 3
g ' magyos na mga gemit/serbisyo 1 7 0 1"
0 0 1

mga iba pang sagot



Center
(# of FGD)

Balara
(FGD = 2)

Commonwealth
(FGD = 1)

Tatalon
(FGD =2)

East Avenue
. Medical Hospital
:(FGD = 2)

Table 9. Summary of Focus Group Discussions on
Tuberculosis Control Program

# of Previous

121,23

21

422322

1,2,4,43,2

-Grades
Consultations (average)

94

100

85.83

83.33

Best
Experience

free medicines for TB,
gumagaling kami,
maayos ang serbisyo

free medicines for TB,

gumagaling kami,

maayos ang serbisyo,

iniistima naman ng
maayos at saka
tinuturuan

inaasikaso kaagad
ang nais kumuha
ng gamot’

mabilis ang serbisyo

maganda ang
workmanship ng
doktor,

libre sa konsulta,

mababait

Worst
Experience

pinabalik-balik kasi
walang gamot,

hindi nakakuha ng
gamot dahil may
Xmas party,

walang doktor kasi
nagkasakit ang
kanyang pamangkin

kulang sa gamit
katulad ng walang
bakanteng wheel-
chair,

wala pang binibigay
na reseta kahit
ilang balik na

Suggestions

kapag araw ng
pagkuha ng gamot
dapat meron agad

other sources of free
medicine not offered
by health center
(prescription drugs),

libreng x-ray,

have own laboratory

dagdagan ang
empleyado para
dadami ang titingin
at sana huwag
magsasawa sa
pagserbisyo

hindi pa nakikita ang
kahulugan ng
serbisyo,

sana ang mga doktor
ay talagang hasa na
sa kanilang trabaho



Table 10. Quality Assurance Indicators for News Patients in

Family Planning Program

FAMILY PLANNING SERVICE DELIVERY INDICATORS:
A_History. Does the heakh worker )

1. ask women 1544 about’ reproductive history and intentions
ask appropriate reproductive history quosllonsr

2, about previous use of chikd spacing methods

3. about reasens for stopping or swithching methods

4. about number, spacing and outcome of pregnancies

ask.appropriate questions regarding personal and family
considerations of child spacing clent .

5. if and when client/partner would iike to have children
6. about other personal and famﬁy factors affecting a method
~ selection (personal preferences, partner/ famlly approval,
privacy) )
take adequate medical histories from child spacing patients

7. about breast umps, cancer

8. about history of heart disease, iver disease or high
blood pressure

9. about history of pekic inflammatory disease

10. about history of confirmed or suspected venereal
disease :

11. about history of blood clots or thrombosmbo§
12, about occursnce of severe headaches

13. about regularity of menstrual periods

14, about current breast feeding

15. current reproductive status (dates of last menses and
most recent intercourse)

Zk

Balara Commorwealh Tatalon. Phil. Genera

n=8

NN

n=10

n=14

12

13

10

10

10

Hospital
n= 72

5t

3

28

_'45

14

30

7

35
18
s7



B. Physical Examination. Does the health worker

. conduct physical examination of child spacing client.
18. {ake the bloo_d pfessure

17. examine breasts for _Iumpé

~ 18. perform pelvic exam |

19. examine patlent for signs of anemia

* C.Laboratory Tests. Does the health worker

20. take pap smear

D. Administering Child Spacing Methods

- 21. Does the health worker administer child spacing mothod.

af yes choose one of the followlng)

Prascribe or distribute condom, plils or foam

Insert lUD |

Measure clled and prescribe or distribute diaphragm
Presgcribe or distribute recommended supplies for
1atural child spacing

Administer injec;able contraceptive-or implant
Schadule BTL 3

2. Does the health worker counsel client about how to use
1elhod

* 2 patients.were administered 2 forms of contraception

8 0 3
0 1 1
0 0 0
1 o 0
0 0 1
5 . 8 13
4 7 g

3
1 2 2*

1v
6 10- 13

simultaneously. -

48
14
67

27

19

10

25

36



Table 11. Quality Assurance Indicators for Follow-Up Patients &

In Family Planning Program
Balara Commonweadlth Tatalon Phil. Generz
n= 22 n=20 n=34 | n=28
Follow Up. Does the health worker
1. ask users about side effects : 8 4 3 26
2. explain the correct use of - spacing methods 8 7 29 6
3. explain the possible side -effects of selected methods 3 2 2 13
4, explaln when and wh‘erg to go for resupplies and checkup 3 4 31 22
5. ask the patient to repeat key messages and/or - 0 0 0 0
demonslrate raquired skﬂls
6. ask the pahem to repeat common side effects of 1 - 0 1 1
his/her selectad child spaclng method
7. ask patient to repeat when and where to retumn for ‘ 0 0 5 - 3
supplies and checkups :
8. ask the patient if there are questions on the use 2 2 5 1

of child spacing method.
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Table 12. Summary of in-Depth Interviews for Femily Planning Progrem

Balara" Commonwsalth ~ Tetalon Philippine General

Hospltat
n=21 n=13 n=12 . - n=35
Mean Age: 20.05 27 20.83 31.0;

Baldt kayo dito nagtungo? :
malapit 18 ] 10 10

malapit at libre ang gamot 2 3 .2 .
ropersl (refarred from outside) 3 1 0 1:
gumagaling ang pssyents 0 0 0 C
maganda and sarbisyo 0 0 0 11

ANo po BNY ginawa sa inyo? .
wala ) . 1 0 0 (
binigyan ng gamot {vaccines, pills,injections, contraceptivas) 1 12 a 7
Ineksamin (PE, History, sputum, x-ray) o 13 1 4 26
niresetahan » 0 0 0 ¢

Ano po ang sinabi?
wala 1 7 8 0

Inumin/ituloy ang gamot 8 4 3 5
kinatalabasernvpayndings (diagnosis) 8 2 0 2%
magpsa-lab aksam (sputumvx-ray/dugo,etc) 0 0 1 2
bumalik : . 1 0 0 2
" pagbabago sa pamumuhay (lifestyle changes) 0 0 0 0
mgs Iba pang sagot : 3 0 0 0

Sinabi ba kung kailan babalik?

Hindl i3 9 3 4
Qo : 8 4 g k]|

Kung hibigysn ng marka ang serbisyong binibigay sa inyo

kung saan ang 0 gy hindi kayo nasisiyahan kahit konti at ang 100

- 8y masayang-masaya kayn, anong marka ang iblbligay ninyo?

Average grade: 01.18 83.46 92.67 91,14

Oras na ibinigay ng doktor? (hindi kasali ang paghihintay)

katamtaman ang bilis 17 6 12 32
masyadong mabilis 4 7 0 2
masyadong matagal 0 -0 0 3

Pekikitungo ng doktor?

' magenda ) 18 10 1N R
katamtaman 3 3 1 3
hindi maganda 0 ‘ 0 0 0

- Serblsyn?
esayos - 1B 1 12’ "33

katamtaman . 2 1 0 1
" hindi masyos 0 1 0 1

+ Pagpapaliwanag?
nalintindihan 20 12 11 kY]
naiintindihan ng launti 1 0 1 1
hindi naiintindihen 0 1 0 0

rEé,}g_k!:imsmdas\mn / Suhestiyon: _

7 walg 12 8 8 20
Pelaging may gamotteo/gemit 1 1 3 1

Maayos na mga gemit/serbisyo 7 6 1 4
‘mga tha pang sagot 1 0 0 1



Center .
(#of FGD)

Tatalon
(FGD = 3)

Philippine General
Hospital
(FGD = 2)

9

Table 13. Summary of Focus Group Discussions on
Family Planning Program

# of Previous Grades Best Worst Suggestions
Consultations (average) Experience Experience
1.1 ,3,-1,3,3 9767 OK, hindi madisiplina,  sana ang cut-off time
hindi nabuntis, matapang, ay 1100 at hindi 10:00

maasikaso palagi  pinapagalitan kapag
maraming tao

1,1,1,1,1 88.83 OK lang,
maganda ang
serbisyo,
maganda mag-
explain ang doktor,
mabait,
inaasikaso kaagad



TACLE 14
PERCENTILE DISTRIBUTION OF SUMMARY SCORES
.FOR QUALITY ASSURANCE PER PROGRAM PER CENTER
Expanded Program of Immunization
Balara Commonwealth Tatalon East Avenue
Medical Center

Min 4 3 8 5
26th %lle 6 6 7 6
50th %lle 7 T 7 7
75th %lle 7 8 9 8.5
Max - 9 8 8 9
perfect score = §

Tuberculosis Control Program: New Patlents

Min 3 3 ha 3
25th %lle 7 6 na 5
50th %lle 7 8.5 ha 6
75th %lle 8 9 na 7
Max 12 14 na 9
perfect score = 19

Tuberculosls Control Program: Follow-up Patients

Min 2 0 0 0
25th %lle 2 0 3 1
o0th %lle 3 1 4 2
75th %lle 4 3 4 4
Max 5 4 8 6
perfect score = 6

Family Planning Program: New Patlents

Min 3 8 4 *5
26th %lle 6.75 6.25 7 7.5
50th %lle 7.5 8 7.5 10
75th %lle 9 9 8.75 12
Max 10 12 10 20
perfect score = 22

Famlly Planning Program: Follow-up Patients

Min: 0 0 0 *0
25th %ile 0 0 2 1
50th %lle 1 0 2 2
75th %lle 2 1 2.75 3
Max 4 9 6 7
perfect score = 8 '

*patlents from Reproductive Health Center, UP-PGH



TABLE 5

PERCENTILE DISTRIBUTION OF PATIENT RATINGS

FOR IN-DEPTH INTERVIEW PER PROGRAM PER CENTER*

Expanded Program of Immunization

Minimum
25th %lle
50th %lle
75th %lle
Maximum

Balara Commonwealth Tatalon

Tuberculosis Control Program

Minlmum
265th %lle
50th %lle
75th %lle
Maximum

Famlly Planning Program

Minimum
25th %lle
50th %lle
75th %lle
Maximum

50 60 50
80 80 85
90 89.5 100
100 100 100
100 100 100
20 60 50
95 80 - 80
100 90 100
100 100 100
100 100 100
50 0 80
65 65 89
85 a0 925
100 95 a9
100 100 100

East Avenue
Medlcal Center
10
80
80
100
100

0
75
80
80
100

80**
85
90

100

100

* Posslble scores range from 0 (worst) to 100 (best)
** Patlents from Reproductive Health Center, UP-PGH



. TABLE Iz :
PERCENTILE DISTRIBUTION OF GLOBAL SCORES
- FOR IN-DEPTH INTERVIEW PER PROGRAM PER CENTER*

Expanded Program of Immunization
Balara Commoanwealth Tatalon Fast Avenue
, Medleal Center

Best 4 4 4 4
26th %lle 4 4.75 4 4
50th %lle 5 5 4 4
75th %lle 5 8 5 5
Worst 7 6 7 7
Tuberculosls Contral Program

Best 4 4 4 4
25th %lle 4 4 4 4
50th %lle 5 5 4 4.5
75th %lle 6 5 5 5.75
Worst 7 8 ] 8
Famlly Planning Program .

Best 4 4 4 4™
25th %lle 4 4 4 4
50th %lle 4 5 4 4
75th %lle 5 5 4 4
Worst 7 10 5 7

* Possible scores range from 4 (best) to 11 (worst)
** Patlents from Reproductive Health Center, UP-PGH



ANMEX 1.

IMMUNIZATION SERVICE INDICATORS
Actual Immunization Session Observations

1 for YES.
O for NO

1. Does the health yarker'examine
vaccination cards or question mothers to

determine immunizations needed?

2. Does the health worker administer all
vaccines with sterile needles. (for aral
vaccines, place 9)

3. Does the health worker protect BCG,
polio and measles vaccines from heat

during use.

4. Does health workers record required
information on vacecines administered on
vaccination cards?

5. Does the health worker tell the mother
what vaccines were administered.

6. Does the health worker advise the

mother regarding possible side effects.

7. Does the health worker advise the
mother what to do in case of side
effects.

8. Does the health worker tell the mother
of the child(ren) for the next required
immunizatiaqs.

Name of Health Care Provider{
Health Center:
Date: _ Time:

Name of Data Collector:




AnNwex [

TUBERCULOSIS PROGRAM QUALITY ASQURANCE INDICATORS

I. DIAGNOSIS

A. History. Does the health worker

1. cough > x weeks

2. fever > x weeks

3. weight loss

4. dyspnea (difficulty breathing)

S. chest pain

&. hemoptysis (coughing biood)
7. family histnry. |

B. previous treatment for TB.

,B} PE. Does the health worker examine for

1. lymphadenopéthy (enlarged lymph nodes)

|12. chest sign abnormalities

3. hepatosplenomegaly

II. COUNSELLING

Does the health worker counsel about

1. importance of sputum exam

2. importance of returning for results

3. course of events if sputum is found positive

III. TAKING SPUTUM SAMPLE

A. Multi~-Sample Approach

Does the health warker

1. explain why

2. provide materials for overnight (take-home)
sample ’ '

3. tell when to return with overnight sample

B. Instruct Re=‘Sputum Production

Does the ﬁealth'warker-

1. explain spitting vs. deep cough

2. describe differences between saliva and sputum
(consistency, clarity) - . —
¥




FOLLOW-UP FORM FOR TB

1 for YEY

A. Select Regimen

O for NO

1. Daoes the health worker select the
treatment regimen according to patient
category

B. Counsel Patient
Does the worker

1. tell the patient he/she has TB

2. explain infectious nature

3. explain treatability

4. describe treatment regimen, emphasizing
the need to complete

5. tell about possible side effects

C. Begin Therapy

Does the health worker

1. provide drugs

2. explain how .to take

3. tell when to return, emphasizing
importance of maintaining contact

4

D. Minimize Defaults
Does the health worker

l. complete active therapy register

2. set appointments, verify that patient
understands

E. Continue Therapy'
Does’ the health worker

1. ask adverse reactions, reassure pafient
(or change drugs)

2. repeat importance of completing
regimen

3. perform smear examination

a. at the end of initial phése

b. at the end of continuation phase

4. Follow policy on changing drugs if
resistance is demonstrated or patient has
adverse reaction

Mame of Health Care Pfuvider:
Health Center: - Date:
Name of Data Collector:

Time:



AVNEX )

FAMILY PLANNING SERVICE DELIVERY INDICATORS:
A. History ' '

1. Does the health worker ask women 15-44 about
reproductive history and intentions.

2. Does the health worker direct the patient to sources of
child spaclng services.

3. Does the health worker ask approprlate reproductive
history questlons

a. about previous use of child spabing_methods

b. about reasons for stopping or swithching methodé

c. about number, spacing and outcome of pregpancies

4. Does the health worker ask appropriate questions
regarding personal-and family considerations of child
spacing client

a. if and when client/partner would like to have
children

b. about other personal and family factors affecting
a method selection (personal preferences, .partner/
family approval, privacy)

5. Does the health worker take adequate. medical histories
from child spaecing patients?

a. about breast lumps, cancer

b. about history of heart disease, liver disease or
high blood pressure

c. about history of pelvic inflammatory disesase

d. about history of confirmed or suspected venereal
disease

about history of blood elots or thromboemboli

about occurence of severe headaches

e

f

g. about regularity of menstrual periods
h

about current breast feeding

i. current reproductive status (dates of last menses
and most recent intercourse) )

B. Physical Examination

1. Does the health worker conduct physical exam1nat10n of
child spacing client. Does the. health worker




a. take-the blood pressure

b. examine breasts for lumps

¢. perform pelvic exanm

d. examine patient for signs of anemia

C. Laboratory Tests

1.Does the health worker

a. Ltake pap smear

b. exam pap smear

D. Administering Child Spacing Hethods

Does the health worker administer child: spac1ng method
(If yes, choose one of the following)

1. Prescribe or dlstrlbute condom, plllS or foam

2. Insert IUD

3. Measure client and prescribe or distribute diaphragn

4. Prescribe or distribute recommended supplies for
natural child spacing

5. Administer injectsble contraceptive or implant

E. Does the health workef counsel client about how to use
nethod

F. Follow Up

1.. Does the health worker schedule home or service
delivery facility visits for new acceptors and method
switchers (where applicable)

‘2. Does the health worker ask users about side effects-

3. Does ihe health worker assists patients who wish to
drop selected methods

4 Does the health worker refer clients with severe side
effects, ectoplc pregnancies, pelvic inflammstory
diseases, cases of infertility and sterilization
candidates (where applicable)

5. Does the health worker explain the correct use of
spacing methods : :

6. Does the health worker explain the-possible side
effects of selected methods

7. Does the health worker explain when and where to go for
resupplies and checkups




8 Does the health worker demonstrate liow to use child
spacing methods

a. how to correctly insert and remove diaphragm

b. how to correctly place vaginal foam tablets

c. how to check IUD strings to ensure proper position

d. how to correctly use pill pockets

8. Does the health worker ask the patient to repeat key
nessages and/or demonstrate required skills

a. ask the patient to repeat common side effects of"
his/her selected child spacing method _

supplies and checkups '

b. ask patient: to repeat when and where to return for:'.

10. Does the health worker ask the patlent 1f there are.
questions on the use of child spacing method

Name of Health Care Provider:
Health Center:
Date: Time:

Name of Data Collector:
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- AMNEX 2 , o A
| GQUESTIONNAIRE FOR IN-DEPTH INTERVIEW '

G.#l.lﬁgo éndfdahilan ng pagtungo niﬁyo dito?
Q #2.‘Bakit kayo dito nagtungo?

Q@ #3. Ano po ang ginawa sa inya?

Q@ #4. Ano po ang sinabi?

Q@ #5. Sinabi ba kung kailan babalik?
Q #6. Kung bibigyan ng marka ang serbisyong binibigay sa inyc

kung saan ang O ay hindi kayo nasisiyahan kahit konti at ang 10¢
ay masayang-masaya kayo, anong marka ang ibibigay ninyo? o

grado: YA

QG #7. Oras na ibimigay ng doktor? (hindi kasali ang paghihintay)

katamtaman ang bilis
masyadong mabilis
masyadong matagal
walang sagot

N NN -

Q #8- Pakikitungo ng doktor?

maganda
katamtaman
hindi maganda
walang sagot

O W N

Q #9. Serbisyon?

maayos
katamtaman
hindi maayos
walang sagot

AN

@ #10. Pagpapaliwanag?

1 naiintindihan



NUWN

naiintindihan ng kaunti

" hindi naiintindihan

walang sagot

g #11. Rekomendasyon / Suhestiyon:

HN = O

wala :
palaging may gamot/tao/gamit
maayos na mga gamit/serbisyo
mga iba pang sagot

p



AVNEX 3.
FOCUS GROUF DISCUSSION:

1., Ilang beses na kayong pumunta dito sa huling tatlong buwan?

2. kKung 100% ang plnaka“maganda at O ang pinaka- pangit anong
gradn ang ibibigay ninyoe sa serblsyong nakukuha ninyo dito?

R Ano ang pinaka-magandang karanasan dito sa health center?

4. Ano ang pinaka—-pangit na karanasan dito sa healih center?

9. ERakit ninyo sinabi iyon? |

6. Anu-ano ang mga suhestiyon para mapabuti ang Serblsyn dito sa
health center?

Maraming salamat po.

Name of Health Center:

Date: ' Time:

Name of Data Collector:




ANNEK 4

1993 Data

FICs

Expencditures:
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en Immunizalton
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Supplies
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Syringes
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Slides
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Buil L‘H.Iu_)
Vehicle
Equipment
Ferstne

e i |

Cosl per complotely

P 1, S87.80

gl
W7 00
L0040
lol ., o0
L3, 00

ry-r
[ 2

11 4,00

L. 91,00

g, 611,88

Lrealted patient

L

Faponed i b s for )
Condem (27,792 anits) P17,075

{ICF s (392 cycles)
I peceonnel
Bullding &
operating enpenses

FaQ, 304
P24, 096

18,9849

=PLQ0, 461 / 742 acceptors in. 1993
=i 135.40 per’ acceplor




Annex 5: Hospital Costs

Expanded Program on Immunization: -

The average cost per immunized child was computed at an
average outpatient consultation visit cost of P300 with 5
visits and a direct cost of P189 (from health center costs of
consummables, e.g. vaccines, syringes, cotton balls and

alcohol) .

National Tuberculosis Control Program:

The average cost per patient completed treatment is P1890
computed at 6 visits at pP300/visit and one chest x-ray costing
pso. If the medications were included, one complete course
would cost: '

SCC kit (P39) x 60 days = ' P2340

_INH (P3.24) x 120 days = P 388.80
Rifampicin 300 mg (P29) x 120 days =P3480°
 TOTAL | P6208.80

Family Planning:

‘Average cost per acceptor is P772, computed at two visits for
the year at P300/visit, P100 for one pap smear and P72 for FP
method supplies (same as in health center).
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Cost- Eﬁectivénéss
| - Analysis:
A Seif-Instructional Nianual_ |

For health center physicians |

~ Prepared by:
Tessa L. Tan-Torres, M.D.
Clinical Epidemiology Unit
. April 30, 1995
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Scenarlo

The advent of decentralization has given you new and exciting
responsibilities. You are now preparing your budget for the
coming fiscal year. In anticipation of the local board
|meeting where you are expected to defend your budget proposal,
you are reviewing the planned activities for the year.

* What ig the better way to increase immunization coverage:
outreach activities or an intensive promotion of the center's
DAILY immunization services?

" |* Should standard treatment for tuberculosis patients
(streptomycin and Isoniazid for a year) still be given or
Ishould all patients be shifted to triple drug chemotherapy?

* Depot anPCthHS of contraceptlve agents will ensure better
compliance. Is it better to reallocate part of the budget to
‘|purchase the depot medications or continue with just IUD and
oral contraceptive pills?

|ITo be able to answer these huestions (and other questions on
efficiency and resource allocation), you will have to know
about. ‘the cost-effectiveness of the alternatives being
considered before rational decisions can be taken.

‘What is the purpose of this self-

instructional manual?

Wwith the implementation of the local government code, local
government officials are now responsible for planning and
decision-making in response,.to the health needs and concerns
of the people in the community. This self-instructional manual
will assist you, the health’' center physician, to learn about
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economic evaluations and, based on these evaluations, make
.more informed decisions. ' :

" An economic evaluation is a systematic consideration of costs
and effects of proposed programs or activities.
Traditionally, decisions on health interventions have been
" made based on the grounds of .safety and effectiveness. In
increasing recognition of the reality that the: system cannot
provide for all health needs, an additional criterion is the
cost-effectiveness of the interventions being considered for
implementation. This criterion answers the question, “given
the resources available, where can these be spent which will
give more benefits relative to the other interventions also
being considered as possible choices?”

As. an introductory text on economic evaluations, this manual
will concentrate on helping you-learn how to carry out a cost-
effectiveness analysis. Other resources are available for the
other methods (See References).

Specifically, this manual will help you:
1. 1identify when a cost-effectiveness analysis is
needed in deciding between different alternatives;
2. determine the effects. of the different
alternatives;
3. define the range of costs to be 1dent1fled
measured and valued per alternative;
4, perform an incremental cost- effectlveness analysis;
5. undertake a sensitivity analysis to determine the
strength of the conclusions of the analysis;
6. Incorporate the conclusions of the cost-
effectiveness analysis into decision-making.

In addition, due to objective number 3, you can undertake a
simple cost analysis which vcan provide you with data on
distribution of expenditures among the major cost categories
like personnel, supplies, utilities, transportation, etc. The
same data can be used to determine the cost per service
provided. Knowing the precise costs can help in monitoring,
analyzing priorities and planning your health center's -
activities. -
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To .ensure your.  best . chances.. of . achieving, -the::stated
objectives, it is: suggested that . you start: from:the beglnnlng
and complete each step before proceedlng to the next.

STEP 1: DECIDE WHETHER A COST-
EFFECTIVENESS ANALYSIS SHOULD BE
UNDERTAKEN |

‘Formulate the question |
For purposes of a cost-effectiveness analysis, the question
should be formulated in the way a decision-maker would ask it.-

Therefore, in this case, the perspective being taken is that
of thé decision-maker. This will limit the alternatives to be
considered, the effects and the costs to be collected to those
that are relevant to the decision-maker.

The'question may arise from three general areas:

Area 1: a problem (an objective of the center is not being
achieved satlsfactorlly, e.g., target coverage, or a new
problem crops up); _ Y

Area.2: fresh funds become available for spendlng and the

-deC151on has to be made on how to spend them, e. g., to expand
‘'or strengthen existing programs or invest in new programs,‘

Area _3: a new - approach to a . problem has been developed

elsewhere and may be ‘a better alternative to ‘the current
practice in your communlty, e.g., depot contraceptlves vs.
other methods. -

"Areas 1 and 3 will illustrate the most common type of
questions faced by the decision-maker in the health center,
that is, at the operational level of day-to-day activities.

If the target immunization coverage is not being reached, then
you can mount reach-out eoperations, immunization “days,
intensive health education or extension of clinic hours to
include Saturdays. These decisions are usually made with the
limitation of working within the resources available.

Area 2 illustrates the type of decisions that is done at the
planning level. Such a decision point arises regularly,f
during the preparation of the budget or unexpectedly, if the
center is made the beneficiary of a fund-raising activity or
if a donor or non-governmental organization takes a suden
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interest in the area. In both levels of decision-making, you
"will have a pivotal role in- adv151ng or helping make the
decision. o P

Suggestlons to refine the questlon :
1. Spend time to talk dlrectly with the concerned sectors,

particularly the consumers. " Approach them in the health
center, the city hall or where people congregate to talk. Try
talking to them individually and in groups. Both approaches
may provide valuable insights. TIP: Extend the discussions to

uncover their proposed solutions to the question. Use this
time also to determine their reactions to your proposed
-solutions.

2. Go to available records and log books. Tabulate the data.
_Analyze trends and patterns. Do the figures vary across time
or across different areas? Is there a trend? Talk to the
staff about their reactions to the data you collected. Talk
~to personnel from the other health centers or from the
province or the region. Seek technical assistance as needed.

3. Do a mini-survey. Someone from every third or fifth house
along . a street can be 1nterv1ewed regardlng the problem or
situation, PR . :

The, number of people to talk to will depend on how varled the

~ responses you are getting. You will feel comfortable stopping
.once you are getting proportionately wmore" ‘confirmation than
new information. At other times, a communication comes from
‘the central department of health requesting for your
participation in a program. Or your attention may be drawn to
the, problem by a local board member or a concerned citizen.
Verification of the problem ox the need identified is still an
essential  step to ensure that- the resources of. the community
.will' bhe ‘'spent on the major health problems affectlng a
‘Slgnlflcant part of the communlty

NOW, think about the problem you want to address and wrlte ic
down in the space prov1ded : nE R




Identify alternatives to be tonsidered:
After a clear delineation of the problem, alternatives which
' can, provide solutions or improve .the situation can be
identified. The process for generating alternatives has been
alluded to in the earlier step where discussions are held with
the ‘people concerned. Their proposed solutions can be
- solicited and their reactions to these can also be gauged.
Other fruitful sources of potential solutions are reference
materials. including documents .from the Department of Health ox
~publications from .the World Health Organization.

In narrowing the many choices to the few to be scrutinized
clesely, the following criteria can be used:

| _the alternative should have o
been proven to be' efficacious or |A] ternatives

has ' ' been demonstrated in
- comparable.” areas to imprové ene (Should be:
- situvation; : . .
_ Lior @
_’_2‘. . the ,cost/technology of the efficacious
,‘=“i5' - within the | o feasible and
cope .. of available '

‘and  is  sustainable | sus tainable-" -
e’ expected lifespan of [, aCC'.eptable |
3. " the' alternative must be |

lacbeptable to the policymakers,
the ‘implementors and the consuners.

In ' addition, you must make sure that the following
alternatives are also included among those to be studied:
* the standarxd approach or that which is currently practlsed
by the majority (if there is such a standard)
vk the pollg;cally popular alternatlve {even 1if 1mplaus1ble
because one has te carefu¢ly document the implausibility to
use as gvidenge),
- * the "do nothing" approach (if this is ethically acceptable).

'\
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The "do nothing" alternative may also wean lettlng the current
state of affairs with the existing level of service prov151on
‘remain as is. In this case, the more approprlate term is "do
nothing (new)” and usually this is the alternative to be
considered together with a proposal to expand the scope or
scale of the activities currently being provided, 1i.e.
marginal changes.

An example would be increasing immunization coverage from 85
to 95% for measles (marginal change in scale) or adding
hepatitis B immunization to the EPI program (marginal change
in scope).

Remember also to eliminate those alternatives which are
clearly less efficient than others based on a quick and
informal weighing of costs and effects.

Now list the alternatives you will include in the analysis:

Alternative 1:

Alternative 2:

Consider: is an economic evaluation needed?

All dec151ons will entail expending resources and thus, at
every decision-making point, a weighing of costs and
effects/benefits is warranted. The actual economic evaluation
can range from a quick mental weighing of "guesstimates" to
a formal written report with documents cited as references and
data sources, The validity  and precision of the economic
evaluation will depend on which method was used.

Formal economic evaluations are best carried out under the
following conditions (1):




|YES ' NO

Evaluate each condition for your problem:

a. when sizeable amounts of scarce resolurces are at stake;

f

YES NO

b. when responsibility for decision-making is fragmented (a
very good example is the rabies control program- where the
post-exposure treatment to prevent rabies in a persgon bitten
by a dog is the responsibility of the Department of Health and
the prevention of spread of rabies among dogs 1is the
resporisibility of the Department of Agriculture. Which
department should bear primary responsibility for the rabies
problem?) ;

[}

YES . NO

¢. the objectives of the respective parties are at variance
or unclear (an example would be home visits by paramedical
personnel versus center-based dispensing of anti-tuberculosis

drugs) ;

YES NO.

d. there exist acceptable alternativés'.of a. radically
different kind (alternatives very similar to each other will
|probably not differ very much in terms of effects and costs);

—_— —

e. the ' technology -uﬁderlying' each alternétive_.is well
Junderstood (you have to know what it is you will be studying
and how well it performs);

YES NO

:(‘

E. ‘the results of .the.fanalysiS“iarE- not . wanﬁea}:in.“an
impossibly short time. - e _ S L




9

Consider: is a cost-effectiveness analysis the
appropriate form of economic evaluation for
the problem? L

Cost-effectiveness analysis is a method of evaluating the
costs and effects of different alternatives in achieving an
objective or solving a problem. Aside from costs in pesos,
the analysis wmeasures in natural units the output or impact
of each alternative. For example, if you 'were comparing
different alternatives for measles immunization, the cost-
~effectiveness analysis would describe each alternative in
terms of cost per case of measles infection prevented.

Cost-effectiveness analysis "is only one of the different
methods of economic evaluation. The other methods are cost-
minimization, cost-utility and cost-benefit analysis. All of
the analysis consider the peséd costs of the alternatives. It
is in the expression of effects that they differ.

A cost-minimization analysis will provide evidence that the
alternatives are equally effective and thus, the rational
choice would be simply the cheaper alternative. Both cost-
effectiveness and cost-minimization analysis are best suited
when comparing alternatives which have a common objective or a
single major outcome. The two other methods, cost-utility
analysis and cost-benefit analysis, can.also be used for this
purpose. However, their advantage is that they can also be
used to compare alternatives which have different outcomes or
to compare different programs.

‘For example, 1if you had extra resources, would you put it in
an immunization outreach activity or purchase co-trimoxazole
for the control of acute respiratory infections program? To
answar this question, you can do a cost-benefit analysis and
determine both the costs and effects of each program in
monetary terma. You will then get a net benefit (final
summing-up shows a net gain for you) or a net cost (the
opposite} . The appropriate valuation of benefite is difficult
Lo accomplish especially if the outcome is lives saved (e.g.,
‘how much does a human life cost?).
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A cost-utility analysis expresses outcomee in quallty adjusted
life years which represent a weighted galn in -time due to

averted morbidity and morxtality. The weights used are the
explicitly measured preferences (society's or the patients')
for the averted morbidity and mortality. This analysis is

particularly suited for alternatives producing effects which
are important but traditionally acknowledged as being
difficult to measure, e.g., suffering, anxiety, pain.Refer to
Table 1 for summary. E :

1If cost- effectlveness analysis: will . prov1de ‘thesuinformation
you need, please proceed to-.step2.:..If i a..cost=b
cost-utility analysis is to-:be " done,3 thlS manua
intended to provide 1nstructron for these types ofg_naly81s'
Please go to the References. - 3

STEP 2.  DETERMINE THE EFFECTS OF
THE ALTERNATIVES

Choose the main outcome

what . single indicator would. show that the problem has been___

gsolved or that. the situation has’ 1mproved7 This is the main
outcome to be selected for analysis. ~Such an outcome usually

directly reflects the impact on the health of the populatlon
being served. _

Another type of outcome is what is termed as an operational
.. outcome. . Examples of this would be the number of fully
immunized children or the number of tuberculosis chemotherapy
regimens dispensed or the number of family planning acceptors.

If you use operational outcomes, the assumption is that any
1mprovement in the outcomes will directly and proportionately
result in a change in the population's health status.

In, another example, if you -were comparing dlfferent health
educatlon programs for encouraging newly delivered mothers to
practice contraception, a very proximal operational outcome,
~would be the number "of mothers who attended the health
education sessions (OUTPUT). . A more action-oriented
operational outcome would be the number of family planning



~ |{Now, identify your main outcome:

o . | 11
acdeptors (EFFECT). The IMPACT would be the number of women
who have not become pregnant within two years of delivering
their last baby. See table 2 for e#amples of commonly used

outcomes.

OUTPUT | --»> | EFFECT | --> |[IMPACT

Because. of the relative ease in collecting operational
outcomes, many health service researchers use these types of
_outcomes. To the extent possible, however, use impact
‘outcomes which reflect directly the health status of the
population or use the qperatlonal outcomes closest in sequence
to the expected 1mpact :

Measure the outcome produced by ' each

,alternatlve et

.'The general approach is to imaglne a hypothetical cohort of
1nd1vxduals ‘to which . the different -alternatives would be
appllgd The number of individuals in ‘that hypothetical
cohort could be an arbitrary number like 1000 or 100 but for
‘realism in costing (and for ease in determining feasibility
budgetwise), it would be best to have the number approximate
the aexpected people who will be utilizing or benefiting from
the service for a period of one fiscal year.

' t

Measures of efficacy can be obtained from:

a. research studies (ideally randomized

., controlled trials of . the alternatives to be

‘studied in the cost-effectiveness analysis)

‘published in journals or cited in reference '
materials;
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However, as these interventions are carried out under very
controlled conditions,. their estimates of efficacy may not be
achievable  in the field. Because of the less-than-ideal
conditions in the field, the effectivéneds may be lower than
the published estimate. If no randomized controlled trials are
‘available, you can look for efficacy data from other types of
studies including case reports, before and after studies, etc.
The important thing is to make sure that their settings are
similar to yours. (See annex ‘1 for estimates of efficacy of
dlfferent interventions publlshed in llterature) :

b. the recorded experience of “other centers which are already
implementing the alternatives being studied. Again, you will
have to carefully search for centers which are similar to your
center. This is to help ensure that differences .in costs or
effects between the alternatives are real dlfferences and are
not due to differences in patient characteristics or sexvice
. delivery patterns in the sites being compared. '

c. your own center. Carefully document the existing practice

in terms of effects (and costs). Then, carry out the
alternative intervention on a pilot project basis in your
center., -Determine the effects (and costs) of the new

alternative and compare with the old. To the extent that it
is.within your control, try to keep all other factors constant
in the center except for the new intervention being plloted
'This is essentially a before- and after study.

, It is easiest to ‘use proportlan as the prlmary measure of

efflcacy and apply this proportlon to the hypothetical cohort
to get the actual numbers .of individuals benefited by the
different alternatives being studied.

For example, the stated efflcacy of a new intervention is 85%.
If there is a pre- exlstlng service, you can get the number of
expected clients by reviewing the logbooks and noting down the
number of patients who used the service in the past year
(e.g., 3,500), Or you can use-an arbitrary number like 1,000,
Just multlply the measure of effectiveness (in proportion) of
each alternative with the number of expected patients. The
answer would be 2,975 (if N=3, -500) or 850 (if N=1,000).

COllec;ing efficacy data is the most difficult part in a cost-_
effectiveness analysis because you are looking for studies
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'which are preferably randomized controlled trials. There are

only a few randomized controlled trials on primary health care
. level interventions. The next best choice is to collect data
from other types of studies or -from centers with experience or
.do a before and after study in your own. center (which will
take some time). '

'STEP 3. IDENTIFY, MEASURE AND VALUE
THE  INPUTS OF ‘' THE ALTERNATIVES
(COSTING)

There are three main steps in costing: identification,
‘measurement and valuation of inputs.  You have -already
described the alternatives beimg compared in step 1. For each
alternative, identify each step in the proper sequence. Then
consider all the inputs for each step and the amount of the
inputs used. A value ({fipesos per unit of input) will then be
multiplied with the number of units used. Simply stated, the
total cost is the sum of all’ (# of units x cost/ unit of
input) identified in each step. S
Identlfy Steps . SRR .
Example Identifying steps and inputs in a health education
campaign versus outreach act1v1tles to 1ncrease\ummunlzat10n
coverage. : :

For a health education campaign, the following steps are
vsually taken: - '
1. identification of the audlence, their characteristics and
needs
‘design of a training session "lesson plan n
. pilot testing of the "lesson plan;"
.revision of the “lesson plan;”
training of trainers;
production of teaching materials;
announcing the scheduled act1v1ty on health education;
delivering the health education activity;
monitoring the impact of the intervention.

VOO R W
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Similarly, ‘an outreach activity will ientail the following
steps: '
1. - planning the act1v1ty including cooralnatlon with local
barangay ' officials and procurement of Ssupplies and other
lOngthS (e.g., transportation);
2., publicizing and community organizing;
3. outreach activity (medical mission):
4., wmonitoring the impact of the activity.

' ¥

. If the types of'steps vary every year, then 1t is good to list
the steps also by the year it ig carried out.

Identify direct costs or inputs/steps

. For each:of the steps listed in . the two alternatives, you will
have' to visualize (or observe) how it actually occurs and list
down ‘the different  types and amounts of inputs. ' To ensure
that a comprehensive scope of -costs will be considered, you
can run through the different kinds of costs for each step.
The different types of costs are generally grouped as direct,
indirect and intangible costs. Direct costs are, as the name
implies, directly related to the intervention, whether medical
or non-medical. Examples of ‘direct costs are nurses' time,
doctor's time, . medicines/vaccines, transportatlon in an
outreach program, health educatlon materlals, syrlnges, use of
the center, etc : : Lo

Indirect costs are those due to losses of productivity. For
example, to get anti-tubexrculosis medications every week from
‘the’ center, the patient would have to spend half a day
(including travel and waiting ‘time) which would constitute a
" loss of income if the patient was employed. Finally, the
intangible costs are the pain, suffering, anxiety suffered by

. the patients and their relatives.

Fdr'pu:poses of the analysis which is being carried out from
the7'perspective of ' the decision-maker, the costs to be
considered are the direct costs. For those who intend to
~adopt a broader perspective which considers indirect and
‘intangible costs, please go to the references. .
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Now £ill in the table for: alternatlve i1y (use additional forms
for succeedmg years 1f the steps w:Lll_ ary per year) '

,.',..

STEPS D:Lrect Costs or Inputs

1 ’ _'._. T e T T e

IR

i - X

-

“£i111 in.‘the: t'able"""for""al'ternativ'5 ‘Use* additional

NowA .
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Measure direct costs or inputs

)

After 115ting_doWn all the steps and the inputs in each step,
you will then measure the amount of inputs used. Different
methods of measuring include:

1. direct observation (this is ideal);

2. If not feasible, -interview of key informants (persons
involved in the activity or trainers or experts) at the

center (e.g., oral  contraceptive pills dispensed in one
month) .

3. For supplles, perusal of the inventory 1lists of the
health : ' '

For example, to measure nurse's time in a health education
‘campaign in family plannlng, you can choose to observe a
sample of different sessions of family planning counselling
and get the mean time (sum of number of minutes per session
. observed/number of sessions observed). The other option which
is easier but may not be very precise would be to ask the
nurse how much time it takes to counsel a patient on family
planning. ; :
' The method to be used depends on the impact of the input being
measured on the overall costs. In the previously cited
example, nurse's time would be a a major part of the inputs in
a family planning counselling program and it would be
: important to get an accurate measure of the time spent. Thus,
you ‘would expend extra effort to .observe several counselling
 sessions. C

-

It is.to be remembered that not all inputs are "consumables”
or recurrent costs. There are other inputs like clinic space,

- use of vehicle and equipment (e.g., refrigerator for the cold
*chain in EPI). These are considered as capital inputs. In

accounting convention, capital. goods are those inputs with a
life span of more than a year. . Capital inputs should not only
be included in the analysis and should be costed as well.
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Now, refer to the prevmous steprand:list: howg”off 1l'fmeasure

1nformat10n

A sample of inputs in a diarrheal disease.control program is
‘seen in annex 2.

Value the inputs )

The ‘concept of opportunity cost is the guldlng principle in
. costing. Opportunity cost is the value of the Cforegone
. benefits because the regource is not available for its best
alternative use.. Thus, ‘even when there is no expenditure

(volunteer time), there is a cost (the volunteer could have
worked in some other program, in his farm or helped his
nelghbor) .

In practice, many of the values used for inputs are market
prices. Market prices can be used for cost of medicine,
vaccines, supplies.

The value for capital goods can be calculated in two ways:
1. Compute for the annuallzed allocated present value,

The steps are: -
*  DETERMINATION OF PRESENT. VALUE: Obtain the purchase’ .
(construction) cost and date of purchase. (construction) of the




18

equipment (building). Apply the consumer price index (annex
3) to determine the present value.

‘For example, a 150 sq.m, health center was constructed at the
~cost of P4,000/sqg. meter in 1988, glVlnq a total of P600,000.
In 1990, the present value would be P747,681.

Note: CPIALL 1988 401
CPIALL 1990 = 499.7
Value in 1988 = P600,000
Value in 1990 = ?

N
o
=
I

PG00, 000

)
]
o
o
o
o
o
o
o
»
B
O
v
~J

pP747, 681

-J
1l

* ANNUALIZATION: Determine the useful life of the equipment.

i For a building - 20 years, for motorized equipment - 5 years

and for electronic equipment - 7 years (as a gulde) Select
the annuallzatlon factor from Annex 4

The building would last for 20 years and the annualization
-factor, at 5%, is 12.4622 (you can choose a higher or lower
rate.)

Spread the present value of acquisition over the expected life
span of the project. The cost has now been annualized.

P747,681/12.4622= P59,996

¥ 'ALLOCATION: -Determine the number of users of the capital
good in a year. For .clinic space, how many services use the
space and what would be the distribution of use. For example,
family planning uses 20 square meters half day 5x a week, If
'the entire center was 150 square meters and operated 8 hours,
5 days a week, the share of family planning in clinic space
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would be 6.6% (20 square meters X 4 hours x 5 days)/150 square

meters X 8 hours x5 days). < 2
. i . _

Multiply this proportion to the annualized cost of the space

or equipment (allocated costs).

'0.066 x P59,996 = P3,960.

This amount represents the yearly cost of the famlly planning
‘serv1ce in terms of clinic space.

NOTE : The other method is to use current rentel rates for
the equipment or the space as the value. :

* OBTAIN TOTAL COST AND AVERAGE COST

To obtain the total cost of the program for the year, add the
allocated costs of the capital inputs and the costs of the
consumables (purchase price). . For the unit cost of the

program, divide the total cost Wlth the number you obtained

when measuring the outcome.

For example, if the total cost of the family planning program
was P80,000 and there were 360 acceptors, the average cost
would be P80,000/360 = P222/acceptor.

Finally, it is important to remember that costs which occur in
the future will have to be discounted using a rate of 6% or

higher depending on. the time preference of society.. The

discount rate to use is the current NEDA discount rate. If not
easily availble, a rate of 6-8% can be used. :

For more detail on costing, see. annex 5.

STEP 4: PERFORM INCREMENTAL COST-
EFEECTIVENESS ANALYSIS

This type of analysis will put together the data you collected
on costs and effects of the alternatives being compared. Get
the total cost of the alternative as obtained above. I1If there
axe more than two alternatives® (A,B and C), designate one as
‘the base alternative (usually the standard or existing
practice) with which the others will be compared (e.g., if A
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is the base alternative, the A vs. B, A vsg.. C). Compute the
incremental cost-effectiveness ratio
using this formula:

Costs A - Cost B . ;

Effects A-Effects B. : "ﬁchqx;* \ RN

There can be four different, kinds of
ratios if there are . two alternatives
being compared, A and B. If the costs _
of A are less than B and the effects of A are more than B,
then you will clearly choose A and vice versa. . It becomes
difficult to ' S

decide once an alternative is more expensive but, at the same
time, provides more effect. The resulting cost-effectiveness
ratio will tell you the extra cost to be paid to achieve the
extra effect. The question to be answered by the decision
maker then is: Am I willing to pay the extra cost to get the

extra effect?

W ow ATk a W ek
a.a .I._i.‘t.\_.!_.l._

.‘.. BT

For . example, the effectiveness of outreach programs in
immunization is 75% (being able to reach 75% of all eligible
subjects) . With this effectiveness, compared to the 65% of
waiting for walk-in patients at the center, a gain of 10% is
expected and if the expected number of eligibles is 1,000,
then an additional 100 would have been immunized. The
'difference in costs of the two programs is P24,000/year. Thus

the ICER for the incremental cost-effectiveness analysis is:

p24,000 ' Extra P240/ extra child immunized

The question to be answered by the decision-maker is “am I
willing to spend an extra DP240 to get an extra. child
- immunized?” ' g _ C

STEPS : UNDERTAKE SENSITIVITY
- ANALYSIS

As not all the figures used in the analysis are precise,hyou
can substitute other figures which are also plausible in the
analysis and recompute the ratio again. .To do this, you will
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have .to identify. the figures to be substituted (the costs or
effects where you are not very certain-about their precision),
the actual number to be wuged as a bubstitute and then-
recompute. ' ' C

An example would be, if in the base case analysis, alternative
‘A was more effective and less costly, would substitution of a
"lower (by a tenth) efficacy rate for alternative A still not
change the results?

If it does not, then the analysis is robust and you can have

- éonfidence in your conclusions. ‘If the conclusions change in |

- the sensitivity analysis, themn, this means that you will have
"to exert more effort to make your figure wmore precise by.
gatlhiering more data or using actual ohservalion.

In sensitivity anlysis, one would play with the range of
figures provided, Using the previously cited example, what' if
the  effectiveness of outreach is just 68% of the eligible
populat ion? - What would Be the new incremental  cosl

affectiveness ratio?

P24, 000 : v

e - Fxltra PROO/ extra child immunized.
680-650
Would you still be willing to pay an extra P800 to get -one
extra child immunized? Or can the wmoney be spent in a better

way? What if it was an extra P2000 for the extra child
immuni zed?

You should play around with a feasible range of figures and if
the dacision does not change, - then you can be reasonably sure
. of your conclusion. -

REMEMBER THAT SENSITIVITY ANALYSIS IS A VERY POWERFUL TOOL
WHICH CAN DEMONSTRATE HOW STRONG OR HOW WEAK YOUR CONCLUSIONS
ARE.- IT SHOULD BE USED WHEN THE DATA IN THE ANALYSIS ARE NOT
PRECISE (OR ARE GUESSTIMATES) :AND THE CONCLUSION HINGES ON THE
USE OF THESE DATA. | \



Now : Complete the follow1ng table

Varlable : Base Flgure Substltute Flgure New ICER.ﬂ
1. :

2.
3.

4,

5.

STEP 6: INCORPORATE THE CONCLUSIONS
OF THE COST-EFFECTIVENESS ANALYSIS
INTO DECISION- -MAKING

Cost—effectlveness analysis is very important as it quantifies
the costs and effects of alternatives you are considering and
summarizes their relative value in a cost-effectiveness ratio.
However, the confidence that you can put on the results is
directly proportional to the quality of the data collected
Thus,. exert every effort to collect good data. :
The information _from_ a cost-
effectiveness analysis is only one of
the many pieces of information which
enters , into decision-making. Its
influence on the decision will depend on
how you can pregsent and explain the
figures so that the decision-makers can
understand and appreciate the wealth of
information contained in the ratio.

AR Also, . to ensure that the cost-
-effectlvenees analy51s will have some impact on the decision,
the results have to be ready in a timely manner. The

information should be available when the decision is to be

. made.
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Finally, it is important to remember that the perspective
adopted is that of the decision-maker, ~in this case, the
health officials. In certain instances, decisions made based
on the cost-effectiveness analysis may be at variance with the
perspective of other groups, e.g., the decision to shorten
clinie hours for wore in-serviee training. In these cases,
one should also carefully consider the pergpective of the
other groups in making the final decision.

- END -
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Basic types of economic evaluation

TABRLE 1 Mcasurement of custs and consequences iy cconomic

evaluations

Type of
study

Measurement/
valuation of
costs in both
alternatives

ldentification
of cuonsequences

© Measurcment/

valuation of

consequences

Cost-minintization

analysis

Cost-elfectivencss

analysis

Cost-benefit ™ -

analysis

" Cost-utility
analysis

Dollars

Dollars

Dollars

Lollars

ldentical in all
relevant respects

Single effect of
interest, common
tu both
afiernatives,

but achieved 1o
different degrees

Single or

-~ multiple effects,

not necessarily -
commori to both
alternatives, and
conunaon effeets
may be achieved
to diflerent
degrees by the
alternatives

Single or
multiple effects,
nol necessarily

comunon to both

alternatives, and
conmaon effects

may be achieved to
different degrees by

ihe alternatives

None

Natural units
(e.g. lile-
years gained,
disability-
days saved,
points of
blood pressure
reduction, etc.)

Dollars

Healthy days
or (more
often) quality-~

- adjusted

life-years

F-('C.o/Y'\

(ranavae acd

(".f\‘ .



Suggestéd Measures of Primary Health dare Effectiveness

TAAE Z-
' L Feeymn PRV B2 }1 vaend )
L _ .EFFECTS
OUTPUTS (On knowledge,-attitudes, IMPACTS
_ (Of goods and services) | behavior) (On health)
Mggjg Knowle_g__ v ' I_niqntlmortalitz )
No. deaths under one year of

' Total number of contacts
No., % Individuals contacted
No., % target population contacted

Its

Total number of visits

No., % Individuals visited

. No., % target population visited
No., % initial (tirst time) visits
No. [nitial visits/No. follow-up

visits
' No., % follow-up vialts

’Y_

oferrals
Total number of referrals
' No,, % Indlviduals referred
No., % target population referred

[' ppointments : )
* Total number of appointments kapt

No., % Individuals appts. kept
No., % targat population appts. kept

'_usaholds sened
Total number of househalds sarvad
No., % target households sarved

nd(vlduals served
Total number of Individuals served

Ro., % target population served

sommodities distrlbuted
No., % indlviduals served
No., % target population served

ixaminations
“Yotal number of examinations
No., % Individuals examined

: No., % target population examined

reatments
Total number of treatments
No., % individuals treatad
No., % target population treated

rescriptions :
Total number of prescrlptlons
No., % Individuals served

No., % target population served
asslon

Total number sesslons held

No., % group seasions held

No., % Individuals reached

No., % target population reached

-~

~No., % who can recognize symptoms '

of disease
No., % who know treatment protoco!
for (therapy) .

- Skitls

“"No., % able to carry out (proventlve,‘
dlagnpstlc, treatment) protocol

titudes
No 0.; % who ara In favor of (PHC
servicas, activity, policy)

Moatlvation

"No., % willing to support (PHC
sarvlca, actlvity, pollcy)

Behavlor
* No., % Individuals enrollad
No., % target group enrolled

Actlves ‘
" Total number actlve cases
No., % actlve households
" No., % target population active
No., % using (PHC service,
Intervention)

Dropouts

Total number dropouts
No., % household dropouts
No., % target population dropouts

agel1,000 live births

Child mortality
"o, deaths under 5 years of
age/1,000 children under 5 years

Neonatal mortallty
No, infant deaths In first 26
. days of 1ife/1,000 live births

Perinatal mortality
No. Jate fetal and infant deaths . -
In first 7 days of 1ife/1,000 live
births -

Fatal Mortality
" No. sbortions/1,000 women aged
15-44 years

\NaIght at blrth )
Averaga waight (kg) at blrth

Growth and davalopment :
Average wolght by helght and nge
(1-4 years)
No., % chlldren growlng ‘normally
Average upper arm clrcumference (em})
by age (1~4 years)

Malnutrition
"“No. mainourlshed children by lavel of
malnutrition (1, 11, 111)/1,000
chlldren
Marblidity

No. cases of diseasa

Maternal mortallty -
~No. matarnal deaths/1,000 live blrths

Cruds birth rate
No. ilva births/1,000 population

Excess parlty
mﬁﬂ'}s aged 35~44 yoars of parlty
§ or more/no. females aged 16-44

No. pregnancles among females 10-14
yearg/no. females 10-14 years of
age

Total fartllity rate
Total no, births ta women In thelr
litatimes/1,000 women

g_[_h Interval

Averaga no. months between pregnanoy
terminations
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Measures of Behavioral Effects.
of Primary Health Care lnterventmns

PHC INTERVENTION

BEHAVIORAL EFFECT

4

NUTRITION
Breastfeeding

Malnourished children using
feeding packets : '

Diagnosed cases of malnutrition

Growth monitoring charts used

QA___REHYDRATION THERAPY
RT use _

OO .

Diagnosed cases of dehydrzition

‘MALAHIA
Maiaria p prophylaxls

Diagnosed cases treated

Total no. breastfeeding

No., % mothers breastfeeding infants
Na., % target group breastfeeding
Yinfants

Total no., % children using packets
No., % households using packets
No., % target population using packets

Total no., % treated (by level of treated

severlty)
No., % individuals treated
No., % targst group treated

Total no. % children using charts
regularly ‘

No., % households using charts

No., % target population using charts

:Total no. children immunized agai'n'st

(disease)
No % children ful!y Immunized

_ No % housgholds with Immunized

chlldren

" No., % target population immunlzed

J Total no. users of ORT

No., % Individuals using ORT

- No., % target population using ORT

T‘otal no. treated
- No., % individuals treated
No., % target group treated

Total no. using malaria prophylaxis
" No., % households using malaria prophylaxis
- No., % target group using malaria prophylaxis

Average length of use (in days,
weeks, or months)

. Total no. treated

No., % individuals treated

'No., % target group treated
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Measures of Behavioral Effects

of Primary Health Care Interventions (continued)

PHC INTERVENTION

BEHAVIORAL EFFECT

' INFANT ACUTE RESPIRATORY
INFECTIONS

Diagnosed cases of acute resplratory
infections treated

FAMILY PLANNING
New famlly planning acceptors

Current I‘amily planning users |

Mgnths of continuous use of
family planning (Prevalence)

WATER AND SANITATION
| Wells

- Latrines

MATERNAL CARE
Pregnant women receiving prenatal care

Supervised deliveries

Mothers receiving post-partum care

Total no. treated

- No., % individual treated -

/

No., % target group treated

Tota'l no. acceptors "
% target group acceptors - .

Total no. users

No., % target group users

Average months of use all users
Average months of use target
population

Total no. wells by type (shallow,
deep, protected, unprotected)

No., % households with wells

No., % households using wells

Total no, latrines by type
No., % households with latrines
No., % households using latrines

Tétal no. women receiving care -

No., % target population
recelvmg care

Average no. antenatal visits/
pregnancy

Total no. supervised dellverles

No., % supervised dellverles In

target group

Total no. women receiving care

No., % target population recelving

. care
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! . ) I'Rl'VI'.N'I IVE AND QURATIVE HEALTU INTE I.RVU"I TONS . . .
FRoM Brenz2el ,et.al. : :
Dixcrme Group ) Interventiona E|fﬂ"i\'ru-.‘hflulllnrl
- - T = Y ;
Avute Rexpiratary lafection Pertussis llm;.l.'unb.nlioﬁ. . . 50:% - 90% vaccing efflcay

Preumovoves! limmunization SOfi‘ - BO% vaccine elficaey;

) o i| 50% mortality reduction . A
! V ' . ] . . . ' . t i .
. . ' Meavles Iununization *© " . o 90‘;‘ to 96% vaceine efficacy

o 0% - 90F vaceine eflicacy

it Inllucnzlmilmuunim!lnn 't
. , Nuwitian Supplementation .- unknown : "
. “Vitnmin A Supplemcntation ‘ P unknuwn
o } . Cure Mmu\gr;mn! ' ‘ : 11.5% - 407 D e :
D.i;mhcnl Discrwe | . ) ~ ] Rotavius Inmg:\mlzulhm R ! o 0% \.mu-.'ine tlﬂ::m.y! 3% mm!n_lil): reduction
a ) . Cholein Tniunization ‘ .'-" i . 70'.l$ vacine e”';cm.'y‘. !.IS% maottality Iﬂ'll}.‘“ﬂl"\.
' " v . " Meniles Iinmunization ' S0% + 95 .'.I‘ voceine eflivovy : - ‘
'- o R . Bmmfeeding . ) . X
. . Water and Snﬁunlmn . . 30% !
Pevaonal Hygiene ) 14% - 8% n'nc&lrm'e. teduction . '
Ol Rehydintion Salts ' ‘ -70% ’ .
. ‘ i Cl\el;lllll|evn|l; . - ‘ limited ‘ .
Tetmn - ' . ) . Tetanus Toxold ond DPThnnmmn!mn - 1% - 957 ﬁcuiu-: 2ithuncy )
- Hoa‘nlnl Delwﬂy ’ . CT -t ' . .!5% A . l '
Trnm«lTBA - 33.% » v o s '-.
' Cone Mmmg.e.llm'nl L ' L ' up to 10% S ’ .

. wnknown .. |

 Injury Contrel *

Poliomyelitin - R - Ol Polia V:\ccillt;.‘ 9% - 5% vncclhe.'tfﬁcncy
fnjeclnblc Polio Vaceine (DPTP) 90% - 96 vnccine clﬁc;wy
Tnproved Snniln.(ion . . - unknown
, Relmlsiliwim;_ T ’ unknown .
Tubﬂcu‘l.o_nin L . _ BCco hmuuni.'znﬁon ot birth ; , 40% - 70% vaccing -tlﬁcuey
; Chﬂnoprophyl;:xil ‘L lexs llln; 100% depcndingl upoa colnplilnncu
* micy . .
o ) | Cose Deleeli;i;l mihenry i $0% eennitivity .
Cnxe Detection: Xemy  + . 87% sennitivity
‘ ' Trentinent: ll:'l;ulllﬂl course o leas than 30#
- Treounent: Iliéll ¢cotire . . fexs than 60 %

L
Nutiition/Sm '!nlirm unknown
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IR

Injury

PR A

of Product Deuign: roods
ryehicles

*a

Allemnation

27% mortality reduction
unknown

. Usa of Sen'l- Dol

43% 'Mmtnlily ielucting: 40% - 70% injury

reduction ,

Taxntion on aléehol

teas than 75 % reduction in deaths forn 5005 nx

79% reduction in cor pecidents in Brazit

Lepisintion .l;

Use of helinews

-
- .

T2% reduction in fatalities: 20% reduction in ¢
1

injurica

_Adequnts emergeney fncilities and referml

33% reduction in deatha |

. L

Eduention '

Hepalitin B

f-(epnlilin B linmunization |

T ol PR P
. v ]

.

unknown i
e S C N e

75% - 95% vaceine elficacy

FomllAlrol\oi

§ L
01% ~ 70% reduction tn enncers related to diet

Reduction Ovcupational Exposure

Onchocervinain

S;v\nkillp Censntion
e S =T e T

. Veclor control: imecli\:ﬁ.lu .

lexs than 10%
high S .

W S o A Yy PN -
% - L

[

unknown ,

)
o -
Hebninthie Infectiona

haproved Hygieno

Nodulcclmu;' ' . ! 66.1% :

Cheinotherpy: ivem.lev:(vln AN ' unknown
S S S e eI 230 i K P il

Chemothernpy: pmzi : 1 rc;r Schist is 58% - SSZ" ' '

Chemotherapy: tvermectin for Nenatode 5%

Infection : . . '

benzinidiols for Nemntole infection 3%

Chrm;)Ulcmjly for An‘cm.is ‘ N 100% !

.C‘hmmllmmly foe lookwotin 0%

. ' .
Veclor control: water fillering

30% for dimcunculinsia,

Matennl and Pecinnind Health Problema

llygiene and Sanltatlon

i TN S

Training o.r‘\:lnh altendnnty

29% for Ascaris

78% for Quinea Wonn

4% for Hookwonn

71% for Schistosouttanle |
s e e I ST
less than 65% inatemal inorintity reduction;

30% - 40% reduction In perinatal mortntity

aver a tereyear period

Nuliition Supplementation

unknown

Family Planing Services

TS TS ST AT T

L
Leprory

BCA Invnunization

see below

w

30°% 1o R0% vaceine clficney

Snnintion/Nypgiene/roclo-economicdevelopment

Trentment with dapaone, 0%

Tlenlmenlwid\ llfnlupi\-:iu . 50%

Trentment \l{iUI daily pl.cdulmlonc ' 5% h
unknown e




MY Infection oud Sexuully Tinnamitted
Disensea’ :

Relinbilitation wikpown .
Rr\:nu.-hwﬁvv‘amg-wy- ) ! unknown
A —— T
Condoma . ' P leas duan lOOj;
E).'e prophynxis fae infants - 95!% - 9]_'& .l '
Tlenlth educhtlon " \:-';uknwi.\
Scm:ni.ng of ﬁrcguml Iwomc'u far STDA | . \juknowfh'

e

.(..'lmlmlhnnp-y for STDs tedeept HIY) .

ippc;;_a_‘l;nnlrly fo0%

Chemathcrnpy for AIDS

pl'nkm;..l fite for 2 yemn

Irtiproved blowd supply

approxiuately 100% elfective in preventing
tintistniisslon

Micranutrient Defilency

S.A.. Potash, J., Robesws, L., and Shill, C.,

Supplemenistion
:

AIDS pn(in;( care ' unknown ' !
L et T A B e i
Mesln ., Measles loupwmiztlon "] 0% - 9% vaceineelliony
hopinved hyglene nul snnnitntion ! wikpowy | v I
AT
’ 4 . . - H . : ' » H
Farily Plapning Birth Control inethoda Abintion w {00 ‘ )
: ) . : t . Tubal ligaton = 99%
. ’, ) b Vasectomy = 99% . ’
Injectable progestin = 99% . '
. . * ' Bivth control pills = 97% - 995
; ' : D ~ 96% ‘
, - Condoin = 0% : .
. Dinplingm = $7% . )
vt Breantfeeding for 6 monthd = 8% ) .
Birth Spacldg v . 60% 7 '

P T N R ST e
75% ' )

in(ewmllan and henlls benelita bre aanvinied 1o exil,
. r +

' Fortification 75%
Brentfeeding © tnknown
Nuteitlon Educatlon unknown
5
Calaract Mnas qurgeny N 35% - 91%
X )

Sunglames ! * Blocks B6% - 94 % of UV light

: ’ Nuteltlon Supplementmifon ’ uitknown
—— R L e S
‘ o X
Oral Health Fluorination of water uknow,t
Eduestion | ' urknown
N . .
. Nutrition v . unknown
J Tooth brushing - , 34% reduetion In dental caries
m——_—__—f———-—_d
T
NOTES' Effectivencs of drug thempien depends upon the frequeney of lrenunenr. doverage of o pnpulnllon (whether « (nrgmd oF msas sistegy i
uned), e type of drog, il the dosage lavel, Ay B . :
AR K . s !

Vaceine ellicocy iguren represent tiare atained vmler Henl vomditinlu, Caverngo rotes aro likely to h\'lluenco total health im.w:\'.

Unkaawa elfectivences mensuren refer ta caaca where llma Ia an nbmwu of quqnlllnllve lufnnnnlmn. though quulnnuvely. relntionshipa bctween the,

Saurces: Jmmwn. D.T., and Mmley WL, eds. Disenne Control Prioritis ln Dcvclonh:g Couu!mn Oxflond Unlvemly Preis, New York, 1993 Esrey,
walysls of the Literature og

enlth Benefily from linproveients in Woter Supply mud Sanitation: Survey an
Selected Dinenses, Techuical Repart Number 6, Water amd Sunitation for Health (WASH) Project, Arlington, VA, 1991,

.
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ANNEX 2 Inputs For Prograime [Functions
' CIEVEL - Health Centre ol
L} [] ] t
: o FFUNCITONS
INPUTS e
Diarrhoci Diarrhoea Supervision/ Maintenance
Arcalment cdueation ‘Management
Recu‘r_re;m
PPersonnel health stall health stalf supervisors/ cleancrs
‘ : L . . o
- Supplies ORS, cups, Leaching housekeeping,
S spoons, 1V, maletials supplics
! TR Lo
R antibiotics
Equipment upcfﬂlihp, COsts - R -
. . : 13
nuilding‘upcrming costs water & - -
' . b “electricity '
v oo AR I LR R
Vehicle operaling costs ' - | I = -
: i o 1" S I i
Other recurrent cosls - - -
‘ ! - .5 » ‘h '
Cal’i’{]l _-' PP R ” “‘3 : ] ;‘ '.“‘ 1 [ ‘,‘_.."',!I‘“I.' .
'liq.uipmcm ~ - - -
b pes e HRTRITE
Buildings spaccused v - -
I for diur‘huca Y ;_;.lic. 0 .
Vi Ltreatment &. s fr gt
cducation - B
Vehicles - P . vehicles . -
. olligs M, Shepard D ebifad i
rom i b P o .



ANNEX 3 CONSUMER PRICE INDEX OR CPI OF PRIVATE MEDICAL SERVICES
(CPIMED), PHARMACEUTICAL AND MEDICAL SUPPLIES (CPIPMS)
~ AND ALL ITEMS (GPIALL), PHILIPPINES, 19811990 (1978=100)

—

Private
Medical . Pharmaceulical &
YEAR Services Medical Supplies All ltems
i mq? ,H h
1881 ' 161.6 : 143.5 . 157.1
1082 186.0 ’ 158.2_ 173.2
1983 ' 203.2 177.4 190.5
1984 264.7 263.5 286.3
1985 314.2 326.2. 352.6
1986 335.4 .- 365.3, 355.3
1987 355.4 394.3 368.7
1988 376.8 420.2 401.0
1989 395.1 451.7 443.5
1990 440.4 ‘ 492.1 499.7
1

Source: National Census and Stalistics Ollice _ . o



AMNLX, ¢  DISCOUNT RATES

%]

Bﬂ’,'\Zo/l, L Lk O‘X-

What | Case in Year 1 Would Be in the Present Wit | Case Every Year from t 1o the Present Would De
DV ORI TIRIG (Present Worth of Amity Factor)  ANAUAL 2/ 1oy
YEAR | 3% 5% 10% 15% YEAR I% 5% 10% 15%
I I 0.9709 0.9524 0.909]1 0.8696 ; 1 0.9709 0.9524 0.909] | 0.8696
"2 | 0.9426 | 0.9070 | 0.8264 ‘| 0.7561 2 19135 | 1.8594 | L7355 | 1.6257"
3 | 09151 | 0.8638 | 0.7513 | 0.6575 3 2,8286 | 27232 | 2.4869 | 2.2832
4 | 0.8885 | 0.8227 | 0.6830 | 0.5718.. 4 3.7 3.5460 | 3.1699 | 2.8550
5 | 0.8626 | 0.7835 | 0.6209 '} 0.4972, 5 4.5797 43295 | 3.7908 | 3.3522
. % .
6 | 0.8375 | 0.7462 -| 0.5645 | 0.4323 " 6 54172 | 5.0757 | 4.3553 | 3.7845
7 | 0.8131 | 0.7107 | 0.5132 | 0.3759 | 6.2303 5.7864 | 4.8684 | 4.1604
8 | 0.7894 | 0.6768 | 0.4665 | 0.3269% "8 7.0197 6.4632 | 5.3349 | 4.4873
9 |.0.7664 | 0.6446 | 0.4241 | 0.2843" 9 | 7.7861 7.1078 | 5.75%0 | 4.7716
10 '} 0.7441 | 0.6139 | 03855 | 0.2472- 10 8.5302 77217 | 6.1446 | 5.0188
11 | 0.7224 | 0.5847 | 03505 | 0.2149. 1t |'9.2526 | .83064 - 6.4951'| 5.2337
12 | 07014 | 0.5568 | 03186 | 0.1869; 12 |- 9.9540 | 8.8633 | 6.8137 | 5.4206
13 | 06810 | 0.5303 | 0.2897 | 0.1625" 13 | 10.6350 | 93936 | 7.1034 | 5.5831
14 | 0.661t .| 0.5051 | 0.2633 | 0.1413" 14 | 11,2961 | 9.8986 { 7.3667 | 5.7245
15 | 0.6419 | 0.4810 | 0.2394 0.1229_" - 15 |, 10,9379 | 103797 | 7.6061 | -5.8474
16 | 0.6232 | 0.4581 | 0.2176- | 0.1069, 16 | 12,5611 | .10.8378 | 72,8237 | 5.9542
17 | 0.6050 | 0.4363 | 0.1978 | 0,0929. . 17 | 13.1661 .| 11.2741 | 8.0216 | 6.0472
18, | 0.5874 | 0.4155 |.0.1799 | 0.0808 v 18 | 13,7535 | 11.6896 | 8.2014 | 6.1280
19 | 05703 | 03957 | 0.1635 | 0.0703 “. 19 | 143238 | 12.0853 | 83649 | 6.1982
20 | 0.5537| 03769 | 0.1486 | 0.0611 20 | 14.8775 |- 124622 | 8.5136 | 6.2593
21 [ 053157] 03589 | 01351 | 0.0531-. J21 (1154150 | 12,8212 | 8.6487 | 63125
22 | 05219 | 0.3418 | 0.1228 | 0.0462 22 | 159369 [ 13.1630 | 87715 | 6.3587
© 23 | 0.5067 | 03256 | 0.1117 | 0.0402: 23 | 16.4436 | 13.4886 | 8.8832 | 6.3988
24 1 0.4949 | 0.3101 | 0.1015 | 0.0349, 24 | 16,9355 | 13.7986 | 8.9847 | 6.4338
25 | 0.4776 | 0.2953 [ 0.0923 | 0.0304 | '25 |. 17,4131 | 14.0939 | 9.0770 | 6.4641
126 ) 04637 |-0.2812 | 0.0839 | 0.0264; o260 ] 178768 143752 | 9.16097 | - 6.4906 ;
27 | 0.4502 | 0.2678 | 0.0763.| 0.0230,-]" ;27 183270 | 14.6430 | 92372 | 6.5135
28. [ 0.4371 | 0.2551 | 0.0693 .| 0.0200. 28 |. 18,7641 | 14.8981° |'9.3066 | 6.5335
29 | '0.4243 | 0.2429. | 0.0630 |.0.0174". 29 ' 19.1885 | "15.1411 '] . 9.3696 |  6:5509
30 | 04120 | '0.2314 | 0.0573 | 0.0151)" 30 | 19.6004 | '15.3725 | 9.4269 | 6.5660
. . 1 v - S
-31 | 0.4000 | 0.2204 [ 0,0521 | 0.013})" 31 | 20.0004 | 15.5928 |’ 9.4790 | 6.5791
327 03883 | 0.2099° | 0.0474 | 0.0114" 32 | 20,3888 | 15.8027 | 9.5264 | .6.5905 .
33 | 03770 ( 0.1999 | 0.0431 | 0.0099 . G033, 20,7658 | 16,0025 | 9.5694 | 6.6005
34 | 0.3660 | 0.(904 | 0.0391 | 0.0086, -34° 172121318 | 16.1929 | 9.6086 | 6.6091,
35 | 0.3554 | 0.1813 | 0.0356 | 0.0075" 351, 214872 | '16.3742 | 9.6442. | 6.6166
36 | 03450 | 0.1727 | 0.0323 | 0.0065: | . - 36 (21,8323~ 165469 | 9.6765' | 6.6231
37 | 03350 | 0.1644 | 0.0294 | 0.0057" | Yo7 ) 220612 | 167113 | 9059 | 6.6288 .
38 | 03252 | 0.1566 | 0.0267 '| 0.0049 " 38 | 224925 | 168679 | 9.7327 | 6.6338_ |*
39 | 03158 | 0.1491 | 0.0243 | 0.0043" . 39 |.22.8082 | 170170 | 27570 | 6.6380.
40 | 03066 | 0.1420 | 0.0221 | 0.0037 .40 1230048 | 170591 | 97791 | 6.6418
frem




41 | 02976 | 0.1353 | 0.0201 | 0.0032 |’ © 41 | 234124 | 17.2944 | 9.7991 | 6.6450
42 | 0.2890 | 0.1288 | 0.0183 | 0.0028 - 42| 23,7014 | 17.4232 | 9.8174 | 6.6478
43 | 0.2805 | 0.1227 | 0.0166 | 0.0025 |- .43 ]| 23.9819 | 17.5459 | 9.8340 | 6.6503
44 | 0.2724 | 0.1169 | 0.015! | 0.0021 . ' 44 | 242543 | 17.6628 | 9.8491 | 6.6524
a5 | 0.2644 | 00113 | 00137 | 0.0019 | . 45 | 245187 | 17,7741 | 9.8628 | 6.6543
46 | 0.2567 | 0060 [ 0.0125 [ 00016 | | . 46 | 247754 | 17.8801 | 9.3753 | 6.6559
47 | 0.2493 | 0.1009 | 0.0113 | 0.0014 |. L. 47 | 25,0247 | 17.9810 | 9.8866 | 6.6573
48 | 0.2420 | 0.0961 .| 0.0103 | 0.0012 | .48 | 252667 | 18.0772 | §.8Y6Y [’ 6.6S8S
49 | 0.2350 | 0.0916 | 0.0094 | 0.0011.9f . |« 49 | 255017 | 18.1687 | 99063 | 6.6596
50 | 0.228t { 0.0872 | 0.0085 | 0.0009 | | 50 | 25.7298 | 18.2559 | 9.0148 | 6.6605
.51 {02215 | 0.0831 | 00077 | 0.0008 .| |- . 51 | 259512 | 183390 | 9.9226 | 6.6613
52 | 0.2150 | 0.0791 | 0.0070 | 0.0007 52 | 26.1662 | 18.4181 | 9.9206 | 6.6620
53 | 0.2088 | 0.0753 [ 0,0064 | 0.0006 | , - . 53 | 263750 | 18,4934 | 9.9360 | 6.6626
54 | 02027 | 0.0717 | 0.0058 | 0.0005 | 54 | 265777 | 185651 | e.01z | 6.6631
55 | 0.1968 | 0.0683 | 0.0053 | 0.0005 -] 55 | 26.7744 | 18.6335 | 9.9471 | 6.6636
56 | 0.1910 | v.0651 | 0.0048 | 0.0004 | 56 | 26.9655 | 18.6985 | w.0%1¢ | 6.6640
57 | 0.1855 | 0.0620 | 0.004¢ | 0.0003 . 57 | 27.1509 | 18.7605 | Y.9543 | 6.6:644
58 | 0.1801 | 0.0590 | 0.0040 | 0.0003 ‘ 58 | 27.3310 | I8.8195 | 9.5603 | 6.6647
59 | 0.1748 | 0.0562 | 0.0036 | 0.0003 |° | 59 | 27.5058 | 18.8758 | 9.2619 | 6.G649
60 | 0.1697 | 0.0535 | 0.0033 | 0.0002 { | 60 | 27.6756 | 18.9293 | 9.2672 | 6.665)
6) | 0.1648 | 0.0510 | 0.0030 | 0.0002 61 | 27.8404 | 18.9803 | 9.9701 | 6.6653
62 | 0.1600 | 0.0486 | 0.0027 | 0.0002 o+ .62 | 28.0003 | 19.0288 | ©.8729 | 6.6655
- 63 | 0.1553 | 0.0462 | 0.0025 | 0.0001 .|' 63 | 28.1557 | 19.0751 | 9.9753 | 6.6657
64 | 0.1508 | 0.0440 | 0.0022 | 0.000) 64 | 283065 |.19.1191 | 9.9776 | 6.6658
65 | 0.1464 [ 0.0419 | 0.0020 | 0.0001 | | 65 | 28.4523 | 19.1611 | 9.9796 | 6.6659
66 | 0.1421 | 0.0399 | 0.0019 | 0.0001 ° . 66, | 285950 | 19.2010 | 9.9815 | 6.6660
67 | 0.1380 | 0.0380 { 0.0017 | 0.000] . 67 | 28.7330 | 19.2391 | 9.9831 | 6,666l
68 .| 0.1340 | 0.0362 | 0.0015 | 0.0001 | v | 68 |.28.8670 | 19.2753 | 9.9847 | 6.6662
69 | 0.1301 | 0.0345 | 0.0014 | 0.0001 |- | . 69 | 28.997) | 193098 | 9.9861 | 6.6662
70 | 0.1263 | 0.0329 | 0.0013 | 0.0001 | © 70 | 29.1234 |- 193427 | 99873 | 6.6663
71 | 01226 | 0.0313 | 0.0012 | 0.0000 J | 70 | 29.2460, | 193740 | 9.9885 | 6.6663
72 { 0.1190 | 0.0298 | 0.0010 | 0.0000 * : 72 | 29.3651 | 19.4038 | 9.9895 | 6.6664
73 ] 0.1156 | 0.0284 | 00010 | 0.0000;] .| 73 | 29.4807 | 19.4322 | 9.9905 | 6.6664
74 | o.1122 | 0.0270 | 0.0009 | 0.0000 .} | 74| 29.5929 [ 19.4592 - 9.9914 | 6.6665
75 | 0.1089 | 0.0258 | 0.0008 | 0.0000 +| .75 | 297018 | 19.4850 | 9.9921 | 6.6665
76 | 0.1058 | 0,0245 | 0.0007 | 0.0000 |, 76 | 29.8076 | 19.5095 | 9.9929 | 6.6665
77 | 0.1027 | 0.0234 | 0.0006 | 0.0000 4 77| 29.9103 | 19.5329 | 9.9935 | 6.6665
78 | 0.0997 | 0.0222 | 0.0006 | 0.0000 | 78 |°30.0100 | 19.5551° | 9.9241 | 6.6665
79 | 0.0968 .| 0.0212 | 0.0005 | 0.0000 |- Y79 | 30068 | 19.5763 | 9.9946 | 6.6666
80 | 0.0940 | 0.020z | 0.0005 | 0.0000 | - 80 | 30.2008 - 19.5965 | 9.951 | 6.6666 °



| Detanlethhodology for Lalculatmg Costs

[l

This annex describes in some detail the procedure for cstimaiing the costs
of cachmajor category ol input. Itdoes notdeal with methods of allocat-
ing shared costs which will be different depending on the activity being
costed. Section 3.3 and the case studies explain techniques for alloca-
tion.

‘The following input categorics are discussed;
o '

Recurrent

~ Personnel
- Supplleaj,
operating costs't ©
Building operating costs
Vehicle operating costs
Other recurrent costs

Capital

Equipment
Buildings
Vehicles

‘The general procedure for caleulating the annual value of capital costs is
cxplained in the section on capital costs,

RECURRENT COST - PERSONNEL
Sularics and wages are frequently the l:lrgcs'l'singlcvcos-( item in health
progrimmes. Care should be taken in calculating their value.

The cost to use

You need to know the full cost of personnel, The relevant figure is the
gross salary (i.c., before tax and fringe benefits such as health insurance,
social seeurity, and pension plans have been deducted). You do not want
the net or "take home" salary. Include any special Incentive, overtime
or hardship bonuses, hollday pay, sick leave, unifonn, and housing al-
lowanees and the estimated value of any commodities, housing, or other
Hon monetary hlcnclils that might be provided to the worker.

: . : . f ! l
l'ces or honoratia for shont-tesm services ol experts, advisers, and others
involved in the activity who are not employees should also be included.

o
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Voluntary labor (such as voluniteer commumity health workers swho dis.

tibute ORS and educate mothers bn g nse) should be vatued. There are
several possible ways to dothis. Forthose who receive salaries or wapes
clsewhere (¢4, volunfeer nurses), use hat salary. For those wha do not,
use the wage rates paid to wotkers who do equivalent work (e.g., com-

munity health workers) or the national minimum wage or the average

agricultural wape in the aea,

Salary costs are usually piven as annaal rates, but may be expressed as
monthly, weekly or even daily rates, To convert to a yearly figure, mul-
tiply a monthly ligute by 12, a weekly lipue by 52, a daily figore by 200)
(5 day work week x 52 weeks per year = 260), and an howly ligure by
2,080 (8 hour wotk day x 260 work days per year = 2,080).

Per diems and public transpoit expenses will usually Ixe recorded inex-
penditure recordsunder "allowances”™ or "per diem”, 1 travel allowan-
ces are grouped topether with gencral allowances it may be easier 1o
include atl of these wnder the saliy component, unless you need Lo
separitely identify tanspoit costs for aspecitic teason, 1 you e focus-
ing on taining you may, need w identily the transport cosls associated
witlparticular individuals. They shoulidl be interviewed toobiain details,

Sowurce of cost data

Obtain salinies from payrol orexpenditae records. 1 you wist o know
the salivy of individual stadl, ask statl or their supervisor what satan
grade they are o This can later be convented 1o actual salirics using
salary scales that are ysually availabic centrally. In (act it is best (o ge
a copy of these scales lirst so that you know how much detail to ask con
ceming particular positions. 1t is gencrally preferable to ask about th
position rather than the satary of anindividual for two reasons: first, in
dividuals e vsually more reticent o reveal camings than positior
sccond, it may be unclear what the ligure you are given relers to (gros
o niet, for exaniple). {

Sometimes f1inge benelits are included insalarics or wages, Someling

~hey are recorded separately. 15 you argymeasuring the cost olindividul

stafCand are simiply asking them the salary of their position, one way |
estinate the exira allowances they arg getting is to calculate the pro:
iclationship between such salaries and allowances for the whole ingtit
tion and apply this to the individual salary. For example, you may fir
from district level expendilure data that allowances are ou an averay
about 12% ol salaries, You therefore add anextra 12% tothe individual
salary you are measuting, N
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Example

The inventory of ORS puckets was 12 500 at the beginning of

the year and 7 500 at the end of the year. 10,000 packets were

received during the year, Therefore, 15,000 packets of ORS
were conswmed during the year (12,500 + 10,000 - 7,500 = -
15000).

It is impartant o study inventory records betl as close W the original
source as possible and at the point ol use. Forexample, if you are study-
ing the CLD progiamme inadistiict, itis bestio measure both how nuch
ORS issupplied fron the district tevel and how much isused at the health
centres, sinee there may be loss between the district oftice and the healt
cenlres, '

- With respeet to treatment and the use of drugs, the total quantity of dings

is not necessarily the same as the quantity used by children with diar-
thoci. They may be used by both adults and children and for clinical
conditions othier than dianhoea, 10 the phanmacy maining a dispensing
log that specilies the age and Blness of the patient, then the quantity used
by children with dintthoea may be determined relatively simply, 1t a
detailed dispensing log is notavailable, ask adoctor, nutse, or phannacist
al the health centre who should be able to pive you areasonably accwate
estimiale.

Price. Find out the governmment purchase prices. Use supply invoices,
ovder forus, price lists or catalopues, [ purchases have been subsidised
by donars orathers, you need 1o detenmine the full price (including sub-
sidy). 1 the costs of shipping and trausporting, these materials have not
been included elsewhere (e, under "vehicle-operating costs™), they
should be included inthe price. ‘

 Example

[
RS and tetracycline syrup are the svo drups used o treat diar-
rhoea in children at a health centre, The doctor extimaies that
213 af the 15.000 ORS packets and 80% of the 63 bottles of
tetracycline syrup dispensed last year went o children with
diarrhoca (15,000x213 = 10,000; 63 x0.80 = 50). Therewas. -
a 20% luss of bath drugs so that the government had to buy
12,500 ORS packets w supply 10,000 to children with diar-
rhoea (10,0004(1-0.2)=12,500) and 63 bottles of tetracycline
to have 50 for treaunént of children with diarrhoea (50+(1 -
0.2) = 63). The ORS packets cost $0.10 cach and the
tetracycline syrup cost $1.00 per boule, including shipping.
Thus, the cost of ORS was $1,250 per year ($.10 x 12,500 =" .
$1.250) and the cost of tetracycline sgrup.ovas $63 per year -
($1.00x63 = 863} foratoral of $1,313 per year ($1,.250 + $63
=$1.313). '



RECURNENT COST -5

]

JPPLIES

Thiscatepory istormmerinds uaed upirohie comse ofthe year vl specili

cilly used for the activity wlich you de costing, For the iieatment of
diarehoaitwould inclode ORS packets, intravenous ftuids, intusion sets
and needles, special gspoons and cups, antibiptics, and drugs; Tor ORS
production it wonld inclode chemical inpredients and paclaging
meaterialsy and tor teaching activities, teaching materials,

firmost cases it will be quite clear what kinds of materials and supplics
are used Jor the actlvity you are costing. One example where this may
not be sois that ol drugs used to teat diathoca, 1 you simply ask healdth
stall about the drugs usdally presciibed or given for cases of childhood
dianhoca, they may give answers which reflect what the staff think they
should do rsther than what they actually do. A Letter approach 1o iden-
tilying commonly used drugs is (o consult the medical registration ook
of the healih centre or hospital, identily 20 diarthoca cases and note the

~uehtnent given to-them. “There is no need 1o do this strictly randomly

but it s best to scleet cases throughout the year to make sure that there
is a reasonable representation of the main health staff who provide treat-

mern,

’

1

The cost lu use

You nced o find out the cost of the materials used including the amount
that is wasted. Loss can take place duc 10 misplaced shipments, damage
from water and rodents; pilfering and materlals becoming out-of-date.
‘This Toss has (o be p.ud for vut of the programme and has to be muludud

it the estimales.,
Souree of cost data

Unless expenditure recaeds are very detailed, they arc unlikely to be use-
ful for estimating the costs of most of the materials specilic to the ac-
livity that you are costing.  Instead you will probably nccd information
on quantities used and piices.

Quanrities. lnventory recotds are usually available in the store of the in-
stitution uapu.mblc for dispensing the malumls . I'hc;:tﬂuamily' con-

sumed during e year will bc equalio: ¢ ! ' "

the invendory at the + quantity received  —  the inventory at
heginning of the year ’ during the year cnd of the year
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.« Ifthe vehicle log book is properly kept, an aliernative is to caleulate
"the annual mileage (AM) of the vehicle, find out from the driver the
average petrol consumption per mile (APC) for that vehicle and cal-
culate annual petrol consumplxon (AM x APC =PC). This can then
be used as m the previous cx'unplc 0 csum'\tc runnmg COSS.

& I you know lhc annual milcage (AM), an altemative is to use the
govemment vehicle allowance rate (say $Z per mile) employed
calculate reimbursciments for the use of privale vehicles un govem-
ment business, (Annual vehicle running costs = AM x Z). It may,
however, .be oul-of-date or inappropdaie for the kinds of vehicles

you arc costing,.

OTHER RECURRENT COSTS

This category of mpul may include .my items not covered elsewhere,
such as photocopying and printing, general stanncry. or patients’ sup-
plics. Do not include ilems Uiat are exclusively used for purposes other
than the activity you are interested in (c.g., non-diarthoea drugs if you

- are looking at diarrhoca treatment, or chemical ingredicnts which are not
used for ORS il you are looking at ORS production). In some situations
you ity wish fo c!n;,"sify "training" as a separate recurrent cost, unless it
has been adeqguately considered under the categorics of personnel, sup-
plics, cte. Below is one way t mieasur: the costs of training,

The ¢ost to use

Strickly speaking, trining is a capital cost becausce its effects Jast beyond
oue year. Regular in-service training is s recurient cost. However, this
distinction is‘often not casy to maintain, paticulagly as it is hequestly
difficult to détennine the length of time trained people are likely to
reHain active in the aea, '

. .
I training is done ona u,mnn.th!y regular b.:sn one nppm.u.h wonld be
to look at the cost of trainiug given over the lifetime of the programme
or the pievious three years (whichever is the shorter) and average it to
ubtain an mnual estimate,

r

Tuition fees Tor any particular training course can serve as an approxima-
tion of the cost of the course per person. 10 no wition is charped, orif
tuition fees do notapproximate true costs for the course, is cost must he
estimatec taking into account fees or honogasia for speakers, iental of the
mecting rooms mud audiovisual equipment, and the cost of producing a
syllabus, slides or handouts, “To the cost ol providing the comse must be
scdded the cost of the individual's sptary, food and lodging, OF per diem
atowance; and roundhip u.mqmnauon «

.

-
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Although dmnhm.a casc management lralning courses may deal with
treatment for adults ag well as children, the niain cmphasss islikelyto be
on children, It would gencerally be appropriate 10 atttibute the entire cost
of the training to treatment of young children.

Source of cost data

1eis usually easier 1o treat (r.\fhing a8  cost incurred at the level where
., itisprovided (e.g.. districtor regional) rather thanihe level it npmwdx.d
e for (.., health centres). Expenditure records of training institutions or
SR units should be able w provide records at the district or regional lwcl
and then allocate these costs to tower fevels,

CAPITAL COSTS "
Because capital gdods fagt longer than dng ycpfq‘mspuctpl procedure (an-
- nualisation) is required to estimate their annbal costs, ' ‘The general
~method is described below; further details are provided later for each
category of capital good, -, : S '
1) Estimate the current value of the capital item, i.e., the amount ybu
o would have to pay pti_n:hasc a similar ftcan at the present ime
(or for the year for which the costing is being done if this is dif-
l'cn:nt). Do not use the oxiginal price.

2) Estimate Uu. cxpcucd uscful lnfc of the item from uncrv»cws with
staff who use it, N : :

'.
'

3) Find out the discount raw used for cconomic appmsals by the
_economic plax}nlng office or flnance mlmsqy Ouwnvlﬁ: calcu- !
late the real rate of interest (the average of thic most favorable :
bank rates of interest that could be obtained by deposiling moncy
minug the rate of inflation). ‘Thesc rates can be obtained from the
finance department, I the cconomy is unstable and inflation rates
are very high, they mdy actually be greater than interest rates in
the short tenn. In this situation, use 10% as the discount rate,

4y Dedive the "annualisation factor.” ‘This factor takes into account
the fact that if you invest in an item (such as a vehicle) then you
are forfeiting the interest you would othierwise accumulate, Itisa
complicated concept but easy to calculate, Consult the table in

. Annex C and locate the number where the discount rate column
and expected useful lfe row intersect. The annualisation factor is
also available in many calculators and clectronic spreadshects,
For example, in Lotus 1-2-3 the funcdon }s @!‘V(l] discount%,
expected usclul life), where "discoumt% " denotes the discount rate
and percent sign (c.g. 10%).

5)C nlwl.uc. the annual cost by dividing the item's current valuc by
the annuatisation factor,



EXAMPLE

A health centre cost $8,000 when it l_ivn.v built 10 years ago, but
areview of recent government contracts sugpests thar it would
cost $25,000 1o build-one like it today. The Planning Offive
uses a discount rale nf 0% in its evaluations, The annualisa-
tion factor for 20 years and a disconnt rate of 6% is 11,470,
daccording 1o the table in Annex C. The annual capital cost for
, the health centre u therefore $2,180 (325,000-+11.470 =
’ o ‘ 52,180). -

Is is'usualty not worth g()ing through this procedure for capital items of
snadl value (say fess than $100). Such items should be regarded as recur-
el costs,

- CAPITAL COST - BUILDINGS

Building space is required for most activities. - You may feel reluctant to
include estimates of building space costs in your overall estimates,
However, evenif you are not paying anything for the use of the building -
you should still estimate its value. Space for the CDD programme Tunc-
tions is usually at the expense ol some other aclivity, Furthetnore, you
nay inthe fufure wantio apply your resulis to a situation where space is
not available and will have to be pmdmml

‘ Slep 1 « Neinize the b_ullu'lngs you need {o value
' }
‘The Kinds of buildings you ueed te value will depaid on the Kind of ac-
tivily you are costing. ‘They may include those used for diarihoea treat-
ment, . cducation, and storage and distribution of drugs and supplics.
“Ihese will probably take the form of health centres \ hospitals, outpatient
“¢linics, storage sheds, ORS production plants, or space within the village
health worker's owit louse, -

' . " . L . . .

,Slep 2 - Estlmale the bullding’s total cost -

. ' Co ) N

“The cost o use R NI ot ,
Use the current construction cost for a similar building, nor the original
construction price. If this total cost is not available, you may be able to
¢ oblain estimates of the cost of constniction per uit area (¢, per square
“metre) for different categories of building (e.p.. single or double storey)
from which you can uummc total construction costs for any particular
building, : .



1t is best 1o find out about available cost information before you go into
the ficld. Then you will know, what details:you need to collect in the
lickl, For example, do you need W know just thé category of building
(such as health centre) or do you need 1o know ith dimensions and type

of construction?
Source of cost data

Reeent govcmmcm contracts ror similar buildings arc a useful source of
hmldmg cost information, The planning or tendering scction of the
health department should have this infornation for health facilitics. For
other buildings, for example a plmnnaccudcal pmducUon plant, the
works depantment or equivatent should be able 10 supply the informa-

tiofn,
Step 3 - Estlmate the life of the building

Even though some buildings may last for a longer time, 20 years should
be uscd as the expected uselul life of most buildings unless they are very
femporary structurcs wnh amuch shorer cxpected life.

. Slep 4- Ca!culalo the annua! cost of tha buildmg

.

"I'ie construction cos( together with the cxpccu:d life of lhc building and
the discounl rate are used 1o caleulate the annual cost of Lhe building.

Note: IT construction costs dre unavailable, xuual charges pc.r yc.u' area
satisfactory alicmative, E xpc.ndmm records or budgus may have this

mlommuon

"Step 5 - Calculate the cost of furnishings and add them
to lha bulldlng cosf

e cost of fumislu’ng and cquipping Buildilxgs should be :i_ddcd 10 the

“cost of construction of the building to obtain the capital cost of the
facility, Listing and pricing all the picces of fumiturc and equipment in

a building can be a formidable task. Instead, take 8% of the costof the

building as a rcasonnblc approximation of the gost of the fumiture and
cquipment, Assume an average Jifc of 10 ycazp 'for the fumishings. Use
these estimates of furnishing costs and average life together with the dis-
count rate 10 calculate annual costs as described on page 75. Sometimes’
the building cost estimate will include fumishings in which case you do
not need 1o add & scparate estimate for furnishings,

EXAMPLE
Ihe replacement cast of one health centre (525,000 x 1 =

£25.000) und four subcensres (87,500 x 4 = $30,000} 1otals
35000, The cost of furniture and equipment is estimated s

e
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Cand using expected tives of 20 years for Indildings and 10 years
Jor furniture and equipment, the reipective annualisation fuc-
tors are 11,470 and 7.300, ace mdm,q ter the table in Annex (.
The annualised cost of buildings is 34,795 per year
($55,000+ 11470 = $4.795) and the ammalised cost of furni-
ture and equipment is $598 per year ($:1,4004-7 360 = $598).
The total annualised cost of fucilivdes is $5,393, the sum of the
W curnpunun!s’(ﬂ 795 + $598 = $5,393).

CAPITAL COST VEHICLES AND EQUIPMENT
-, Step 1-llemize (he velilcles and equlpment youheedto vnlue

Vuluclcs inay include ambulances, vis, cus, motoreyeles, nnd hicycles.
Equipment refers to those itemns that are used specifically inthe activities
L \ Cyou are anabysing (such as.nachinery involved in ORS production),
‘ ' © o Other general cquiﬁmcnl and fumishings are estimated elsewhere and do
~ notneed to be inclbded here. (See "Capital Cost-Buildings.") .

. Step 2 - Estimale the vehlicle/equipment total cost
Use the ctirrent cost for 4 similar vehicle or picce of cquipment, not t
original purchase price. Recent govemmeni contracts, supply reconds o
donors (who {requently donate vehicles and cqmpmcnl) or Jocal deale
estimates are uselul sources of information.

Step 3 - Estimate the Nie of the vehicles/equipment

‘The expected uséful life of a vehicle will vary cousiderably, dependin
on the type, lerrain, use and maintenance,, Consequently, you shoul
determine the expected uselul life of cach type of vehicle by local coy
sehsus, Ask several people who use, drive or service the vehicles for a
estimate of how long these type of vehicles have lasted in the past. (Thre
or five ycars is a common length ol' uscfu! life for vehicles),

.Sum!.nr (.onmn.ms apply to cquapmcm You may find that the supphu
. _of equipment also provide some guidance on cxpu,u,d uscfullife; periog
uﬁ,uumnlcc ll_\dl(,dl(, a hkcly nnmmum ;x.nod of uscful hﬁ, '
H ' .
i
qlep 4- Calculale lhe annual cosf of the- vehlcles/equ.'pme
Use lhc-currcnl rcplnccmcm cost together with the cxpcclcd life of
vehicles/equipment and the discount rate to calculate the annual cost
the'vehiclefequipment (as described in page 75).



EXAMPLE

A health centre has one ambulance ($7,000), one four wheel
drive vehicle ($8,000) and twelve bicycles ($70 x 12 = 3840).
" The expected useful life, and the corresponding annualisation
Jactor (assuming a disgount rate of 6%)is ten years (7,360) for
'the ambulance, elght years (6.210) for,the foilr wheel drive
vehicle, and two years (1.833) for the bicycles. Divide the cost
Jor vehicles of each type by the annualisation factor: am-
bulance ($7,000+7.360 = 3951 per year); four wheel drive

vehicle (38,00046.210 = 31,288 per year), and bicycles .

($840+-1.833 = 3458 per year). The total cost of health cenire
wvehicles is $2,697 per year (3951 + $1,288 + $458 = $2,697).

46





