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1.0 INTRODUCTION 

For the l a s t  decade the Government and M in i s t r y  o f  Health (MOH) of the 
Central Af r ican Republ i c  (C.A.R. ) have pursued reforms i n  hea l th  care f inanc ing 
f o r  hea l th  services. With the primary goal o f  improving the qual i t y  and coverage 
of hea l th  care services, pol  icymakers have sought t o  increase resources fo r  the 
hea l th  sector. MOH and donor representat ives consider current  expenditures on 
hea l th  i n s u f f i c i e n t  t o  provide adequate care t o  the population. I n  1988 i t  was 
reported t h a t  t o t a l  government and donor funds f o r  hea l th  amounted t o  
approximately 2,400 FCFA per capi ta annually. Shortages o f  basic drugs and 
suppl ies pe rs i s t  i n  urban as wel l  as r u r a l  areas, hampering the  p rov is ion  o f  
qual i t y  hea l th  care services. 

I n  1986 the Combatting Chi 1 dhood Communi cab1 e Di sease (CCCD) Pro jec t  
approached the USAID-funded Resources f o r  Ch i ld  Heal t k  (REACH) pro jec t ,  
requesting i t s  assistance t o  examine the populat ion's p a r t i c i p a t i o n  i n  the 
f inanc ing o f  CCCD programs and other MOH heal th  a c t i v i t i e s .  REACH f i e l d e d  a 
short-term consultant,  and since then numerous REACH and 1 a te r  Health Financing 
and Sustainabi 1 i t y  (HFS) consultants have v i s i t e d  C .A. R. The consultants, and 
t h e i r  MOH counterparts, have conducted over 10 s t i ~ d i e s  and analyses o f  d i f fe rent  
aspects o f  hea l th  care financing. The p r i nc i pa l  focus has been on developing a 
cost  recovery program t h a t  would requ i re  the populat ion t o  pay f o r  a po r t i on  o f  
the cost  o f  government hea l th  care services it receives. 

This document summarizes ten REACH and HFS repor ts  w r i t t e n  by hea l th  
f inance spec ia l i s t s .  They encompass broad assessments o f  the hea l th  care sector, 
descr ip t ions o f  ongoing cost recovery programs and experiments, and r e s u l t s  o f  
a nationwide wi l l ingness t o  pay survey. Exh ib i t  1.1 1 i s t s  the t i t l e s  and authors 
o f  the ten  reports,  by type o f  repor t  and i n  chronological order. To pu t  the 
repor ts  i n  context, Exh ib i t  1.2 provides a chronology o f  events and studies from 
1976-1993. 

The r e s t  o f  t h i s  repor t  comprises s i x  sections. Sections 2 and 3 summarize 
the  f i nd ings  and recommendations, respect ively,  o f  the ten reports.  They are 
organized by t op i c  and i n  chronological order. The remaining sect ions organize 
the  repor ts  i n t o  fou r  categories: Assessments (Section 4), Reviews o f  Cost 
Recovery Programs (Section 5), Analyses o f  A b i l i t y  and Wil l ingness t o  Pay f o r  
Heal th Services (Section 6), and Analyses o f  Costs and Prices o f  Heal th Care 
Services (Section 7). 



EXHIBIT 1.1 
HFS AND REACH REPORTS CONCERNING COST RECOVERY 

PROGRAMS I N  C.A.R. 
(arranged by repor t  sections , and i n  chronological order) 

(1 ASSESSMENTS 

Interim Report on the Analyses of Health Care Financing and Cost Recovery (Leighton, 
March 1990) 

I1 Assessment Report for Central African Republic (Setzer and Weaver, November 1990) 

Draft Trip Report: Central African Republic, April 24-May 1, 1993 (Makinen, April 1993) 

REVIEWS OF COST RECOVERY PROGRAMS 

II Feasibility Study for the Implementation of a System of Household Contribution to Health 
Financing (Pasnik, September 1986) 

Proceedings from the Workshop on Health Care Financing in the Central African Republic 
(Makinen, Graybill, and Percy, April 1989) 

Current Health Care Cost Recovery Systems in the Central African Republic, HFS Technical 
Note No. 15 (C.E.S., February 1992) 

ANALYSES OF ABILITY AND WILLINGNESS TO PAY FOR HEALTH CARE SERVICES 

Cost Recovery in Central African Republic: Results from Two Preliminary Surveys and 
Selected Interviews (Levin and Weaver, October 1987) 

Willingness to Pay for Child Survival: Results of a National Survey in Central African 
Republic, Technical Report (Weaver et at., April 1993) 

A Trip Report: Central African Republic (Barker, February 1992) 

Preliminary Study of Financing the Community Hospital and Proposal for Provisional Fees, 
Technical Note (Weaver and Naueretia. Se~tember 1992) 



EXHIBIT 1.2 
HEALTH FINANCING CHRONOLOGY, CENTRAL AFRICAN REPUBLIC, 1974- 1993 



2.0 SUMMARY OF FINDINGS 



EXHIBIT 2.1 
FINDINGS OF HFS, REACH, AND C.E.S. REPORTS ON HEALTH CARE FINAWCING I N  C.A.R. (1986-1993) 

the drafting of health budgets. 

The possibilities for community participation in health care financing include: (Seminar Plenary: Makinen et at., 

The only social financing program in C.A.R. is the Central African Social Security (Setzer and Weaver, 1990) 
Office (OCSS), which, among its various benefits, covers a iimited number of health 
expenses (50% of maternity care costs, and wages and medical care for affiliated 

Cost recovery has been in practice for several years in private, and some public, 
health facilities. The most common payment method is fee-for-service, followed by 
fee per episode, payment p r  visit, and lastly prepayment for a year of service. 

Pilot Tests of Cost Recovery 

(Levin and Weaver, 1987) 



EXHIBIT 2.1 - FIMIIWGS (continued) 

Legisletion Concerning Hedth Care Financing 

C.A.R. adopted a progressive health financing law (March 1989), which allows 
government facilities to retain and use cost recovery receipts for operating expenses. 

An April 1990 draft law sets fees for certain levels of government health facilities. It 
proposed fixed. per bed day, fees for hospitalization, and fees for outpatient care. 

A series of MOH complementary orders and decrees is needed to operationalize the 
new laws (once they have been signed). 

(Setter and Weaver, 1990) 

(Setzer and Weaver. 1990) 

(Setzer and Weaver, 1990) 



EXHIBIT 2.1 - FIMIIWGS (continued) 

If every National University Hospital (CNHUB) patient paid 1,000 FCFA per day 
(official fees range from 0 to 5,000 FCFA per day), annual receipts would equal 231 
million FCFA. Actual 1985 receipts were only 26 million FCFA. 

cost recovery revenues pay for maintenance, supplies, and some drugs. The 
government pays for the remaining operating expenses. 

(Seminar Plenary: Makinen et al., 

FCFA ($4.39) per capita. 

Total resources for health in C.A.R. are insufficient. (Seminar Plenary: Makinen et al., 

From 1984-1 988 the MOH benefitted from rising health expenditures and rising 
share of total government expenditures. Since 1988 overall government spending on 
health has decreased significantly from 3.5 billion FCFA in 1988 to 2.9 billion FCFA in 
1990. 

Foreign assistance to the health sector averaged $10 million annually from 1984- 
1988. 

The majority of MOH health spending is devoted to personnel: 72% in 1988. Of 
1988 non-salary operating expenses, 72% was allocated to curative care. Ninety % 
of curative care spending was in Bangui. 

Of 26 facilities surveyed (4 private and 22 public), the average % of operating costs 
recovered by user fees ranged from 94% (public urban maternities) to  5% (public 
prefectural hospitals). 

Assuming activity levels similar to CNHUB, Community Hospital user fee revenue is 
astimated at 237.9 million FCFA. This is equal to 34 % of operating costs, or 84 % 
of nonsalary operating costs. 

(Setter and Weaver, 1990) 

(Setter and Weaver, 1990) 

(Setter and Weaver, 19901 

(C.E.S., 1992) . 

(Weaver and Ngueretia, 1992) 



EXHIBIT 2.1 - FINDINGS (continued) 

Group discussions indicated that people are willing to pay 100-500 FCFA for an 
episode of illness, up to 1,000 FCFA for a hospitalization or obstetrical delivery, and 
500-1000 FCFA for a family health card entitling the family to free drugs when 

per capita income; average drug purchases after visiting Mamadou M'Baiki (2,687 
FCFA) represent 3% of annual per capit- income. 

drugs at government facilities (assuming a sufficient supply). 

to pay for health services and drugs. 

for quality improvements at government health centers: 64% are willing to pay for all 
seven proposed quality improvements; 74% are willing to pay for five of the seven 
quality improvements. 

Rural respondents express a higher willingness to pay for quality improvements at (Weaver et al., 1993) 
government health centers than u r k n  respondents. However reported expenditures 
for health care were higher in urban areas than in rural areas. 



EXHIBIT 2.1 - FINDIMS (continued) 

modern care (public and private) was 1,085 FCFA. 

The estimated cost of the most expensive quality improvement (drugs for acute (Weaver et at., 1993) 
respiratory infection) was less than 2.4% of monthly household consumption. The 
amounts respondents reported they were willing to pay ranged from 4.4% to 9.0% of 
median household consumption. 

be less than current median monthly household expenditures for modern health care. 

Health center and hospital fees proposed in government documents appear to be (Makinen, 1993) 
affordable to the great majority of the population. 

ocument is difficult to understand, especially in 

The average cost of drugs to treat common illnesses ranges from 5 FCFA to treat 
malaria to 1,018 FCFA to treat acute respiratory infections. 

diseases. This is less than the price of comparable tests performed at private 

25-50 FCFA per user. 



EXHIBIT 2.1 - FINDIMS (continued) 
4 

I 

A preliminary survey of users at iour health facilities revealed average expenditures (Levin and Weaver, 1987) 
rangir 3 from 10,848 FCFA for hospitalization at Yaloke Hospital to 493 FCFA for a 
consultation (including drugs) at Foyer Charity. 

medical center. Drugs are marked up 63%: 39% for transport, 20% for handling, 
and the remaining 4% for insurance, taxes, and commissions. 

The fees outlined in Decree 91.065 are roughly comparable to  the higher income (Weaver and Ngueretia, 1992) 
category fees at mission facilities. The decree only has one fee category, whereas 
the missions have two or three fee categories (based on income level of patient). 

{Weaver and Ngueretia, 1992) 

(Pasnik, 1986) 

(Pasnik, 1986) 

(Pasnik, 1986) 

(Pasnik, 1986) 

B 

. 

me5 

Most government health services have no fees, however in reality patients pay for all 
or pait of the cost of their care (side payments, drugs at private pharmacies, etc.). 

Government hospitals and maternal and child health centers have fees. The national 
hospital has five classes of patients charged fees ranging from zero to  5,000 FCFA 
per day. 

The population spends between $1 50,000 and $600,000 annually to purchase drugs 
at private pharmacies and at drug depots. 

It is difficult to explain and successfully implement a system of fees for preventive 
services. 



EJUiIBIT 2.1 - FP4(DINGS (continued) 

equipment), whereas public facilities seem to be chosen because of their proximity to  
the user's home. 

Private Sector 

at private facilities only account for 3.5% 

Of the numerous studies and actions to be undertaken in preparation for cost (Makinen, 1993) 
recovery, eight have been completed by MOH and donors; six remain to be 

role of the Health Economics Unit lCellule d'bconomie en sant4 1C.E.S.I) is to  Makinen, 19931 
yze, plan, and formulate recommendations, but not to implement the cost 

also suffer from shortages. 

e health financing situation in C.A.R. is characterized by a lack of financial (Seminar Plenary: Makinen et at., 



3.0 SUMMARY OF RECOMMENDATIONS 



EXHIBIT 3.1 
RECOMMENDATIONS OF HFS, REACH, AND C-E-S- REPORTS ON HEALTH CARE FIWKIWG IW C.A.R. (1986-1993) 

STATUS 

a 

RECOMMENDATIONS 

Glo WlGeneral 

Evaluate the entire health system and the capacity for financial management at each 
level of the public health system. 

Collect baseline financial information on the health system from government ministries 
and donor organizations. 

Consider construction of an outpatient wing at CNHUB to facilitate the collection of 
fees for outpatient services. 

REPORT 

(Leighton, 1990) 

(Leighton, 1990) 

(Pasnik, 1986) 

I Dissemination 

Conduct a workshoplseminar to present cost recovery options for government 
facilities (conducted 1989). 

Expand the seminar (proposed for fall 1993) agenda to disseminate results of recent 
analyses in order to allow decision makers to make necessary policy choices. 

Pilot Test of Cost Recovery 

Implement a pilot test of cost recovery at government health facilities. 

Begin the test at Castors Dispensary or Boy Rabe Dispensary; establish a revolving 
drug fund for chloroquine and ORS under CCCD program; after successful 
implementation of chloroquine and ORS revolving fund, establish a revolving drug and 
operating cost fund for all treatments and medications; charge all inclusive fee of 100 
FCFA for visit, diagnostic exams and tests, and drugs. 

Establish a pilot test management committee within the MOH. 

(Lwin and Weaver, 19871 

(Makinen, 1993) 

(Pasnik, 1986); (Levin and Weaver, 
1987) 

(Pasnik, 1986) 

IPasnik, 1986); l levin and Weaver, 
1987) 



EXHIBIT 3.1 - RECOMENDATIONS (continued) 

3 

resources. 

Conduct socioeconomic studies to determine family incomes (and ability to  pay for (Seminar Plenary: Makinen et al., 
health services). 1989); (Leighton, 1990) 

Conduct a demand study (household incomes and expenditures on health), a lSetzer and Weaver, 1990) 
marketing study (willingness to pay for health care), and a socioeconomic study with 
focus groups (World Bank-planned). 

Conduct additional analyses of the national survey data to: 1) calculate mean and (Makinen, 19931 
median monthly household expenditures, by rural and urban areas, and by health 
region; and 2) calculate ability to pay by median monthly household income, by 

- 
Legislation Concerning Health Care Rnandng 

Review laws and regulations concerning health care financing. 

Health Sector ResourceslFee Revenues 

Conduct a study of health sector fee revenues (current health facility revenues; 
revenue collection over the last 3-4 years; estimated gap between revenue remitted 
to government and potential revenue, given fees and utilization). 

Conduct a study to  estimate resources available to the health system from 
government, the private sector, communities, revenues from drug sales, and foreign 
assistance. 

Conduct a study comparing costs of planned health services to the available 

(Leighton, 1990) 

(Leighton, 1990) 

(Leighton, 1990); (Setzer and Weaver, 
1990) 

(Leighton, 1990) 



EXHIBIT 3.1 - RECoNMMlATIONS (continued) 

(Seminar Plenary: Makinen et al., 
1989); (Leighton, 1990); (Setzer and 
Weaver, 1 9901 

(Makinen, 1993) 

t. 

L 

r 

Cost of ServiceslCost Containment 

Conduct a study of costs of the priority health services; for hospitals the cost study 
should build upon earlier HFS1C.E.S. work by Weaver and Ngueretia, 1992. 

Add a cost-containment study to the priority activities of C.E.S. 



EXHIBIT 3.1 - RECOMENDATIONS (continued) 
b 

Cross-subsidizing of drug costs should be considered; for example, the price for (Barker, 1992) 
parasite treatment might subsidize the price of treatment of sexually transmitted 
diseases (STD). 

Prices should be rounded for administrative ease. 

half-price, for farmers and other nonformal sector workers, and "assistes sociaux," at 
price of zero, for those who are unable to pay anything. 

Consider fees for inpatient procedures and exams; this will increase revenues and (Weaver and Ngueretia, 1992) 
discourage unnecessary hospital admissions when patients wish to  save the price of 
outpatient exams. 

introduce a surcharge for nonreferred patients. Weaver and Ngueretia, 1992) 

Establish a uniform standard for the "lettre clbw for medical and surgical procedures. Weaver and Ngueretia, 1992) 

Rites 

Family health cards can be priced at 525 FCFA ($1.50) to 5250 FCFA ($15.00) based 
on family income; co-payments of 100-500 FCFA (based on income information 
shown en health card) should be charged at time of outpatient consultation. 

The population should participate in the determination of fees. 

Considering the estimated costs of treating these common illnesses, the following 
prices are recommended (and include consultation, drugs, diagnostic tests, and 
building maintenance): 800 FCFA for parasites and sexually transmitted diseases; 
250 FCFA for diarrhea and malaria (plus 250 FCFA for malaria diagnostic test if 
required); and 1,200 FCFA for acute respiratory infections. 

(Pasnik, 1986) 

(Seminar Plenary: Makinen et al., 
1989) 

(Barker, 1992) 



EXHIBIT 3.1 - RECOMENDATIONS (continued) 

(Weaver et al., 1993) 

(Makinen, 1993) 

(Makinen, 1993) 

(Seminar Plenary: Makinen et al., 
1989); (C.E.S., 1992); (Makinen, 1993) 

Prices (continued) 

It may be possible to charge higher fees in rural areas than in urban areas. 

More work is needed on pricing health center and hospital services. Costs should be 
estimated and should be considered (along with other objectives) in the pricing 
strategy. Affordability should also be a pricing criteria. 

Conduct a study analyzing the advantages and disadvantages of the current bonus (Leighton, 1990) 
system for doctors and other health personnel. 

raise the quality of health care and increase coverage. 

Personnel incentives should be incorporated into the cost recovery system; they (Makinen, 1993) 
should be connected to health outcomes rather than the number of procedures 

M a t e  Sector 

Conduct an analysis of the private sector (advantages and disadvantages of private (Leighton, 1990) 
sector care; coverage and methods of financing; incentives for appropriate utilization 
of care; barriers to expansion). 

. 

: 

In addition to a flat hospitalization fee, daily bed fees should be considered to 
eliminate the incentive for patients to extend their hospital stay. 

Fee Exemption Polides 

Fee exemption criteria should be developed for certain population categories. 



EXHIBIT 3.1 - RECOMENDATIONS (continued) 

(Pasnik, 1986) 

(Seminar Plenary: Makinen et at., 
1989) 

(Seminar Plenary: Makinen et al., 
1989); (Leighton, 1990) 

s 

issues. 

term and five in the long term. 

Conduct a study of existing systems of payment for medical care (advantages and (Leighton, 1990) 
disadvantages, amounts paid by patients, incentives to use appropriate level of care, 

Cost Recovery Preparation, Implementation, and Administration 

Families should contribute to curative health services through prepayments and fees- 
f or-service. 

Recommended evaluation criteria for cost recovery systems: equity, access to health 
services, sufficient resources for quality improvements, administrative feasibility, and 
efficiency. 

In preparation for analyses, MOH should strengthen DEPS: nominate a point person for 
health care financing; provide point person with a staff; train the health financing staff 
(short courses); and provide a consultant to work with DEPS on health financing 



EXHIBIT 3.1 - RECOMENDATIONS (continued) 

and the creation of community management committees. 

Conduct analyses of the decree to decentralize the health system, the role of (Seminar Plenary: Makinen et al., 
community management committees, and needed administrative systems. 

Conduct an analysis of community financing and management (evaluate the (Leighton, 1990); 
performance of village pharmacies and village primary health care services; identify (Setzer and Weaver, 1990) 
effective community financing methods for application to other parts of the country). 

Conduct a study of the availability of pharmaceuticals in government and private (Leighton, 1990) 
health facilities (supply and distribution systems). 

Conduct a study of hospital financial management (current systems, shortcomings, (Leighton, 1990) 
and training needs). 

Pharmaceutical accounts should be kept separately from other revenue accounts 
because of the importance of drugs to the treatment of illness and the perception of 

Trdning 

Develop a training plan for MOH health financing staff once they have been named. (Leighton, 19901 



4.0 ASSESSMENTS 

A Interim Report on the Analyses o f  Health Care Financing and Cost 
Recovery (Lei ghton, March 1990) 

A Assessment Report for the Central African Republ i c (Setzer and 
Weaver, November 1990) 

A Draft Tr ip  Report: Central African Republic, Apri l  24-May 1, 1993 
(Maki nen , Apri 1 1993) 



4.1 In te r im Report on the Analyses o f  Health Care Financing and Cost Recovery 
(Leighton, March 1990) 

Leighton traveled t o  C.A.R. f o r  the REACH project  t o  i d e n t i f y  studies t o  be 
conducted t o  provide more information about cost recovery i n  C .A. R. ; t o  develop 
a workplan f o r  the completion o f  the studies; and t o  i den t i f y  t r a in ing  needs o f  
members o f  the MOH finance c e l l .  Leighton i den t i f i ed  seven studies t o  conduct 
i n  the short term, and f i v e  f o r  the long term. The studies examine a var ie ty  o f  
cost recovery and health financing issues, including leg is la t ion ,  the p r iva te  
sector, revenues, costs, and household expenditures. Leighton provided a short- 
term workplan and a plan f o r  a co l lec t ion  o f  baseline data on health care 
f inancing . 
Introduct ion 

REACH consultant Charlotte Leighton t rave l led  t o  Bangui t o  fo l low up on 
recommendations made i n  the 1989 Health Financing Workshop. MOH held a planning 
meeting w i th  Leighton a t  which she was asked to: a) i d e n t i f y  speci f ic  studies 
re la ted t o  health care f inancing i n  C.A.R. t o  be conducted i n  the short- and 
long-term; b) develop a work plan f o r  the studies; and c) assess t ra in ing  needs 
o f  the MOH s t a f f  responsible f o r  health f inancing issues. 

Easel i ne  Studies t o  Conduct i n  the Short Term 

1. Ex is t ing  systems o f  payment f o r  medical care. Analyze advantages and 
disadvantages o f  current systems ; estimate amounts paid by pat ients f o r  
d i f f e r e n t  types o f  care; assess incentives f o r  u t i l i z a t i o n  o f  the 
appropriate leve l  o f  the health system; evaluate current fee systems i n  
terms o f  an equitable and e f f i c i e n t  a l locat ion o f  resources and sound 
management. 

2.  Review o f  Laws and Regulations Relevant t o  Health Care Financing. Review 
the new health f inancing law f o r  requirements o f  addi t ional  decrees before 
i t s  enactment; review parts o f  the law which may require changes i n  
ex i s t i ng  regulations about fee schedules and payment methods; evaluate the 
laws f o r  incentives and disincentives t o  the expansion o f  p r i va te  heal th 
care. 

3. Pr ivate Sector. Analyze advantages and disadvantages o f  p r i va te  sector 
heal th  care (companies, church missions, and pr iva te  pract i t ioners)  ; 
c o l l  ect  information about coverage and methods o f  f inancing ; analyze 
incentives and disincentives for appropriate u t i l  i za t i on  o f  services; 
evaluate opportunit ies and bar r ie rs  t o  the expansion a f  ths p r iva te  
sector. 

4.  Comnuni t y  Financing and Management. Analyze advantages and d i  sadvantages 
o f  v i l l a g e  pharmacies and v i l l a g e  primary heal th care services; i d e n t i f y  
the most e f f ec t i ve  community f inancing and management methods t o  apply t o  
other par ts  o f  the country. 



5. Fee Revenues. Estimate current  heal th f a c i l  i t y  revenues; c o l l e c t  base1 ine 
data on revenue co l l ec t i on  over the l a s t  three t o  fou r  years f o r  d i f f e r e n t  
hea l th  care services; estimate the gap between revenue remi t ted t o  
government (MOH and M in i s t r y  o f  Finance (MOF)) and the po ten t ia l  revenue, 
given current  fee structures and f a c i l i t y  u t i l i z a t i o n  rates.  

6. Provider Bonus (Incentive) System. Analyze the advantages and 
disadvantages o f  the current  bonus system f o r  doctors and other hea l th  
personnel. 

7. Complementary Studies and Ac t i v i t i e s .  a) Avai 1 abi 1 i ty of pharmaceuticals 
(supply and d i s t r i b u t i o n  systems) ; and b) hosp i ta l  f i nanc ia l  management 
(current  systems, shortcomings, and t r a i n i n g  needs). 

Studies t o  Conduct over t h e  Long Term 

1. Estimate costs of provid ing services and meeting p r i o r i t y  hea l th  goals. 

2.  Estimate resources avai 1 able t o  hea l th  from government, p r i va te  sector, 
communities, revenues from drug sales, and fore ign assistance. 

3 .  Compare costs o f  desi red/pl anned hea l th  services t o  avai 1 able resources. 
Evaluate the  r o l e  o f  each f inancing partner. 

4. Conduct a household survey t o  determine incomes and expenditures, w i t h  a 
special focus on hea l th  care expenditures. 

5. Evaluate the  e n t i r e  hea l th  system and the capaci ty f o r  f i nanc ia l  
management a t  each l eve l  o f  the pub l i c  hea l th  system. 

Workplan - Short Term (March t o  Hay 1990) 

1. Co l lec t  base1 ine  f i nanc ia l  information (e.g., from M in i s t r y  o f  Planning 
(MOP), MOF, in te rna t iona l  organizations, etc.  ) . 

2. U t i l i z e  short  term technical  assistance. MOH requested a team of short -  
term consultants (REACH project-USAID) to:  

A Review data cu l lec ted  by MOH (see i tem I., above). 

A Work w i t h  designated MOH s t a f f  t o  conduct two o f  the above-mentioned 
base1 ine  studies f o r  the short  term. 

A Develop a de ta i l ed  workplan t o  complete the  r e s t  o f  the  short-term 
studies by the  end o f  1990. 

3. U t i l  i z e  long-term technical  assistance. MOH has requested a long-term 
hea l th  f inanc ing advisor from USAID. 



4. I den t i f y  MOH s t a f f  responsible f o r  hea l th  care f inanc ing issues. MOH 
should name three people f u l l  t ime t o  work i n  t he  budget sect ion (SAF) o f  
the  D i rec t ion  o f  Administ rat ive A f f a i r s  and Finance (DAAF) . They should 
serve as the  MOH's core group addressing hea l th  care f inanc ing issues. 

5. T ra in  MOH heal th  f inancing staff .  Once f u l l - t i m e  people are named, a 
t r a i n i n g  plan can be developed. 

4.2 Assessment Report for  t h e  Central A f r i can  Republic (Set ter  and Weaver, 
November 1990) 

Sumnary 

The consultants conducted a broad assessment o f  hea l th  f inanc ing a c t i v i t i e s  i n  
C.A.R. and developed a d r a f t  workplan f o r  a long-term advisor (LTA) t o  be placed 
i n  MOH. Topics covered include: l eg i s l a t i on ,  the p r i v a t e  sector, government 
hea l th  expenditures, resource a1 1 ocation, decentral i za t ion ,  and soci a1 f inancing.  

In t roduc t ion  

HFS consul tants Setzer and Weaver t rave led t o  C.A.R. t o  conduct an assessment o f  
the  C.A.R. hea l th  system, w i t h  a special focus on the  s t a te  o f  hea l th  care 
f inancing.  F o l l  owing HFS assessment guide1 ines, they summarized the  s ta tus  o f  
hea l th  care f inancing, and developed a d r a f t  workplan f o r  hea l th  f inanc ing 
reform. 

Findings 

1. Assessment o f  Laws and Po l i c ies  regarding A1 t e rna t i ve  De l i ve ry  and 
Financing Arrangements. 

A ,C.A.R. adopted a progressive hea l th  f inanc ing law, March 1989. It 
al lows f a c i l  i t i e s  t o  r e t a i n  and use rece ip ts  f o r  operat ing expenses. 

A A p r i l  1990 d r a f t  law sets fees f o r  c e r t a i n  l e v e l s  o f  hea l th  
f a c i l i t i e s  and proposes f i xed  fees f o r  hosp i t a l i za t i on  (fees are per 
bed day) and fees f o r  outpat ient  care. 

A MOH must issue a ser ies  o f  complementary orders and decrees t o  make 
the  laws operat ional (once they are signed). 

2. Pr i va te  Heal th Sector, c m p r i  sed o f  Missionary, For-prof  i t , and P r i va te  
Company F a c i l i t i e s .  MOH data (1988) ind ica te  t h a t  the vast ma jo r i t y  o f  
v i s i t s  are made t o  pub l i c  f a c i l i t i e s .  P r i va te  f a c i l i t i e s  account f o r  on ly  
3.5 percent o f  hosp i ta l  admissions and outpat ient  v i s i t s .  



3 .  Trends i n  Government Expenditures on Health Services. MOH bene f i t ted  from 
r i s i n g  expenditures and r i s i n g  share o f  t o t a l  government expenditures f o r  
the years 1984-1988. Since 1988 overa l l  spending has decreased 
s i gn i f i can t l y :  from 3.5 b i l l i o n  FCFA i n  1988 t o  2.9 b i l l i o n  FCFA i n  1990. 
B i l a t e r a l  and m u l t i l a t e r a l  a i d  t o  the hea l th  sector averaged $10 m i l l i o n  
annual ly f o r  the years 1984-1988 (see Exh ib i t  4.1 below). 

EXHIBIT 4.1 
TRENDS IN  C .A. R. GOVERNMENT AND HEALTH BUDGET, 1984- 1990 

( i n  m i l l i o n s  o f  FCFA) 

MOH BUDGET 

4. Resource A l loca t ion  Trends. The ma jo r i t y  o f  MOIi heal th  resources are 
devoted t o  personnel-72% i n  1980, down from 77% i n  1984. O f  1988 non- 
sa la ry  operat ing expenses, 72% was a1 1 ocated t o  cu ra t i ve  care. Curat ive 
care expenditures are l a rge l y  focused on Bangui (90%). 

5. Degree o f  Decentral izat ion. There i s  some commitment by the MOH t o  
decentra l ize,  as seen by the "rr~icroplans" and the  plans f o r  l o ca l  fee 
r e ten t i on  and management. However 1 ocal -1 eve1 hea l th  personnel possess 
1 i ttl e management experience. 

6. Extent o f  Social Financing and Other Health Insurance. The on ly  soc ia l  
f inanc ing program i s  the Central Af r ican Social Secur i ty  O f f i ce  (OCSS) , 
which covers a 1 imi ted number o f  hea l th  care expenses, namely 50% o f  
matern i ty  care, and medical care, drugs, and workers' sa lary  f o r  
d i s a b i l i t y .  



7. Gaps i n  Knowledge. 

A Laws re levant  t o  cost recovery. 

A Extent o f  p r i va te  prov is ion o f  hea l th  care. 

A Household expenditures on heal th.  

A Pharmaceutical sector. 

A Estimates o f  costs o f  de l i ve r y  o f  various types o f  i npa t i en t  and 
outpat ient  services. 

Recomnendati ons (Dra f t  Workpl an) 

1. I d e n t i f i c a t i o n  o f  Data Col lec t ion,  Analysis, and Research Needs. The 
consul tants developed a d r a f t  workplan, based on the  workshop o f  1989. 

2. Role o f  Heal th Finance Partners (Government, Comnunity, Donors, and 
Pr i va te  Sector). 

A Estimate the  cost  o f  hea l th  p r i o r i t i e s  i d e n t i f i e d  i n  the regional  
p l  ans and "micropl ans . " 

A Estimate the capacity o f  partners t o  respond t o  hea l th  needs: 
government data i s  ava i l  able i n  terms o f  annual budgets; community 
data i s  the  subject o f  f u r t h e r  study; donors should be consulted t o  
determine what funding they are w i l l i n g  t o  provide; and the  p r i v a t e  
sector  requires f u r t he r  study. 

3 .  System o f  Comnuni t y  Pa r t i c i pa t i on  (Cost Recovery Methods). 

A Socioeconomic studies t o  help MOH make decis ions about the  
community's capaci ty t o  respond t o  hea l th  needs. 

A Demand Study: Shows the r e l a t i onsh ip  o f  quan t i t y  o f  care 
demanded t o  p r i c e  o f  care and household income; 

A Marketing Study: Answers questions about what services the 
populat ion would 1 i ke and how much they are w i l l i n g  t o  pay; 
and 

A Socioeconomic Study: The World Bank has proposed t h i s  study, 
i nvo lv ing  focus groups, as p a r t  o f  i t s  Socia l  Dimensions o f  
Adjustment Program. 

A Cost o f  Services studies t o  provide in format ion on the  cost  o f  
prov id ing hea l th  services and t he  cost  o f  p o t e n t i a l l y  h igher qua1 i t y  
services. 



4. Manageinent and Implementation o f  the  Cost Recovery System. Need t o  
resolve operat ional issues l i nked  t o  the in t roduct ion o f  a cost  recovery 
system, inc luding:  a) r o l e  o f  v i l l  age-level s t ruc tures i n  management and 
accounting systems ; b) the development o f  appropriate accounting and 
f inanc ia l  informat ion  systems ; and c) development o f  systems t o  moni t o r  
and evaluate the operat ion and impact o f  the  cost  recovery system. 

4.3 D r a f t  T r i p  Report: Central A f r i can  Republic, A p r i l  24-May 1, 1993 
(Maki nen, Apr i  1 1993) 

Summary 

HFS Pro jec t  Technical Director ,  Marty Makinen, v i s i t e d  C .A. R. t o  address 
implementation issues f o r  a nat ional  cost recovery system f o r  government hea l th  
f a c i l  i t i e s .  Makinen met w i t h  MOH pol  icymakers and discussed three issues: 
planned p r i c i n g  structure,  implementation plan, and the r esu l t s  o f  the  recent 
wi l l ingness-to-pay survey. Makinen found the proposed p r i c i n g  s t ruc tu re  t o  be 
af fordable,  given the r esu l t s  o f  the w i l l  ingness-to-pay survey. Other r e s u l t s  
o f  the  t r i p  were tha t  a hosp i ta l  cost-containment study was added t o  C.E.S. 
p r i o r i t y  a c t i v i t i e s ,  and the agenda f o r  the proposed cost  recovery po l  i c y  seminar 
was expanded t o  inc lude a synthesis o f  work done t o  date and an analysis o f  
po l  i c y  choices. 

In t roduc t ion  

HFS Pro jec t  Technical D i rec tor ,  Marty Makinen, v i s i t e d  C.A.R. t o  address issues 
re1 ated t o  the nat ional  implementation o f  a cost  recovery program f o r  government 
hea l th  f a c i l i t i e s ,  and t o  discuss HFS assistance t o  the MOH. Pr inc ipa l  issues 
t o  be addressed were: 

A P l  anned cost  recovery p r i c i n g  structure;  

A Cost recovery implementation plan; 

A Results o f  the recent ly  completed w i l l  ingness-and-abil i ty- to-pay 
survey; and 

A Donated drugs and the  essent ia l  drugs p o l i c y  ( t h i s  issue was 
resolved before Makinen's a r r i v a l  ) . 

Makinen fee ls  t h a t  the p r i c e  s t ruc ture  f o r  hosp i ta l  and ambulatory care i s  
genera l ly  af fordable,  given the r esu l t s  o f  the w i l l  ingness-to-pay survey. He was 
not  i n  a pos i t i on  t o  judge the  p r i ces  i n  r e l a t i o n  t o  costs, as cost  data are 
lacking.  A s ix -s tep process was ou t l i ned  t o  ready the MOH f o r  implementation o f  
the cost  recovery program. 

Findings 

1. Cost Recovery. The A f r i can  Development Bank (ADB) wants imp1 ementat i on o f  
cost  recovery i n i t i a t e d  before i t  commences i t s  pharmaceutical supply 
p ro j ec t  i n  January 1994. 



Some senior MOH o f f i c i a l s  feel  the HFS hospi tal  cost study was not 
extensive enough t o  help MOH wi th  p r ic ing  decisions. Further work was 
recommended i n  t h i s  area t o  complement the analysis a1 ready completed (see 
Recommendat ions) . 
Reorganization occurring w i th in  the MOH w i l l  r e s u l t  i n  the C.E.S. becoming 
a par t  o f  the Planning and Evaluation Uni t  (DEPS) . The MOH made i t  c lear  
t ha t  the r o l e  o f  C.E.S. i s  t o  analyze, plan, and formulate 
recommendations, but not t o  impl ement the cost recovery program. Recent 
modi f i cat ions t o  C. E. S . ' terms o f  reference were: 

A Adding hospital cost-containment study t o  p r i o r i t y  ac t i v i t i es ;  and 

A Expanding the proposed cost recovery po l i cy  seminar t o  include a 
synthesis o f  what has already been accomplished; analyses o f  pol i c y  
choices which need t o  be made; and a plan f o r  completing the 
analyses and moving t o  implementation. 

There i s  in terest  i n  the analysis o f  cost-containment options s im i la r  t o  
diagnostic research groups (DRGs) i n  the United States and other p r i c i ng  
systems which discourage overuse o f  hospi tal  stays. 

A review o f  government documents that  set pr ices and establ ish regulations 
regarding cost recovery produced the f o l l  owing f indings. 

A Prices proposed f o r  health centers and hospi tals appear t o  be 
affordable t o  the great major i ty o f  the population. 

A The hospi tal  p r i c i ng  document i s  d i f f i c u l t  t o  understand, especial ly 
i n  regard t o  the system o f  " l e t t r e  c ld".  

A The described system o f  bonuses f o r  health providers based on number 
o f  procedures performed may cause overut i 1 i zat i on o f  medical 
procedures. 

2.  Plan for  Technical Assistance t o  the MOH. A general plan f o r  technical 
assistance was developed and includes the fol lowing s i x  steps i n  the 
impl ementat i on o f  cost recovery. 

A Synthesis o f  analyses done t o  date, decision making about addi t ional  
analyses t o  conduct and options t o  implemont, and planning f o r  
remaining steps. 

A Conduct the addit ional analyses i den t i f i ed  i n  step 1. 

A P l  anning f o r  implementation, including f i n a l  decisions based on the 
analyses o f  step 2. 

A Imp1 ementation o f  the cost recovery system. 

A Monitoring the performance o f  the cost recovery system. 



A Evaluation and rev i s i on  o f  po l i c ies ,  based on the data gathered 
dur ing monitoring; rev is ion  o f  po l i c i es  where ind icated by the data. 

A more de ta i l ed  1 i s t  of steps t o  be ca r r ied  out by MOH i n  preparat ion f o r  
t i le  implementation of cost recovery i s  provided below. There i s  some 
overlap w i t h  the technical assistance plan out1 ined above. 

3 .  MOH Steps Remaining t o  Prepare f o r  Cost Recovery. 

A Primary hea l th  care f a c i  1 i ti es : 

A Conduct meetings t o  disseminate study resu l t s ;  

A Ensure the avai 1 abi 1 i t y  o f  essent i a1 drugs ; 

A Develop a monitor ing system; 

A Develop a fee exemption/means t es t i ng  system; 

A Conduct a pub1 i c  education campaign; and 

A Develop f i n a l  documents on fees, regulat ion,  and grant ing o f  
autonomy status t o  f a c i l i t i e s .  

A Higher l eve l  f a c i l i t i e s :  

A Develop an improved accounting system and t r a i n  re1 evant s t a f f  
i n  i t s  use; 

A Develop an improved management system and t r a i n  s t a f f ;  and 

A Conduct a study on cost containment. 

Recomnendat i ons 

1. Make use o f  short-term technical  assistance i n  hea l th  economics and 
hosp i ta l  management t o  conduct f i n a l  analyses (e.g . , hosp i ta l  cost  
studies, cost  containment, etc.). 

2. F i e l d t h e l o n g - t e r m a d m i n i s t r a t i o n a n d m ~ n a g e m e n t a d v i s o r i n t i m e t o p l a n  
f o r  imp1 ementat i on  and see the cost  recovery through moni tor ing and 
evaluation. 

3. Expand the proposed pol  i c y  seminar t o  disseminate r e s u l t s  o f  recent 
analyses, a1 lowing decis ion makers t o  make the necessary po l  i c y  choices. 

4. Continue work on p r i c i n g  o f  hea l th  center and hosp i ta l  services. This 
should inc lude est imat ing the costs o f  services, s e t t i n g  p r i ces  t o  r e f l e c t  
costs and other object ives, then reanalyzing p r i ces  i n  terms o f  
a f fordab i  1 i t y  . 



5. Incorporate personnel incent ives i n t o  the cost-recovery system. This w i l l  
have the e f fec t  o f  r a i s i ng  q u a l i t y  o f  care. 

6.  Add a hosp i ta l  cost-containment study t o  the p r i o r i t y  a c t i v i t i e s  of the 
C.E.S. 

7. Conduct add i t iona l  analyses on the nat ional  survey data t o :  a) ca lcu la te  
mean and median monthly household expenditure by r u r a l  and urban areas and 
by the f i v e  hea l th  regions; and b)  ca lcu la te  a b i l i t y  t o  pay by median 
monthly income of households, by income qu in t i l e ,  and by hea l th  region. 

8. Consider act ions concerning government documents t h a t  se t  p r i ces  and 
establ  i sh regul  a t  i on regarding cost  recovery. 

A Although proposed pr ices genera l ly  appear t o  be af fordable,  f o r  the 
poorest segments o f  the populat ion a  fee exemption p o l i c y  w i l l  be 
necessary. 

A Bonuses f o r  hea l th  care providers should be connected t o  heal thy 
outcomes among pa t ien ts  ra the r  than the number o f  procedures 
performed-thi s  should have the e f f e c t  o f  reducing ove ru t i  1  i z a t  i o n  o f  
medical services, and of prov id ing an incent ive  f o r  care g ive rs  t o  
provide h igh qua1 i t y  care. 

A I n  add i t i on  t o  the f l a t  hosp i ta l  fee, d a i l y  bed fees should be 
considered t o  e l iminate  the  incent ive  f o r  pa t ien ts  t o  extend t h e i r  
hosp i ta l  stays 1  onger than necessary. 



5.0 REVIEWS OF COST RECOVERY PROGRAMS 

A Feas ib i l i t y  Study f o r  the Implementation o f  a System o f  Household 
Contribution t o  Health Financing (Pasni k, September 1986) 

A Proceedings from the Workshop on Health Care Financing i n  the 
Central Afr ican Republ i c  (Makinen, Graybi 11, and Percy, Aprl 1 1989) 

A Current Health Care Cost Recovery Systems i n  the Central Af r ican 
Republ ic ,  HFS Technical Note No. 15 (C.E.S., February 1992) 



5.1 F e a s i b i l i t y  Study f o r  t h e  Implementation o f  a Systern o f  Household 
Cont r i  but ton t o  Health Financing (Pasni k, September 1986) 

Summary 

A REACH consul tant  v i s i t e d  C.A.R. t o  help strengthen the  se l f - f i nanc ing  o f  CCCD 
program and other hea l th  a c t i v i t i e s .  She evaluated ongoing cost  recovery e f f o r t s  
i n  pub1 i c  f a c i l i t i e s  and assessed po ten t ia l  f inancing schemes f o r  CCCD services. 
Group discussions were held t o  est imate wi l l ingness t o  pay f o r  services. Fees 
of 100 FCFA f o r  an outpat ient  episode and 1,000 FCFA f o r  de l i ve ry  o r  
hosp i ta l  i z a t i  on were considered acceptable by the discussants . 
In t roduc t ion  

The REACH p ro j ec t  was asked t o  provide technical  assistance t o  CCCD t o  strengthen 
se l f - f i nanc ing  o f  CCCD and other hea l th  a c t i v i t i e s  i n  C.A.R. A REACH consul tant  
v i  s i t e d  t he  C.A.R. t o  evaluate ongoing cost  recovery e f f o r t s  o f  hosp i ta l  s 
(National Un ive rs i t y  Hospi ta l  , Bangui (CNHUB) i n  p a r t i c u l a r )  and d i  spensaries 
(Castors i n  p a r t  i c u l  ar)  , and t o  analyze f inancing schemes f o r  CCCD services. 

Findings 

1. Heal th  Care Financing S i t ua t i on  i n  C.A.R. The Central A f r i can  Republ i c  i s  
a r e l a t i v e l y  poorl country, w i t h  a per cap i t a  annual income o f  
approximately $260. Most government hea l th  serv ices are provided f r e e  
o f  charge, however people o f ten  have t o  purchase prescr ibed drugs a t  a 
p r i v a t e  pharmacy. Budget const ra in ts  are making i t  increas ing ly  d i f f i c u l t  
f o r  the government t o  continue t o  provide f r ee  hea l th  care services. 

Several general const ra in ts  were noted. 

A Much o f  the  populat ion has a very low income, meaning t h a t  fees must 
e i t h e r  be very low o r  on a s l i d i n g  scale. 

A It i s  d i f f i c u l t  t o  exp la in  and successful ly  implement a system o f  
fees f o r  preventive services. 

A There i s  a permanent shortage o f  drugs a t  many r u r a l  hea l th  
f a c i l  i t i es ;  urban f a c i l  i t i e s  a1 so su f f e r  from shortages. 

A D i f f i c u l t i e s  i n  rece iv ing  good qua1 i t y  hea l th  care a t  a l l  l e ve l s  o f  
the system are such t h a t  i n  r e a l i t y  pa t ien ts  pay f o r  a l l  o r  p a r t  o f  
the  cost o f  t h e i r  care (s ide payments, drugs a t  p r i v a t e  pharmacies, 
etc.).  To propose tha t  the  population contr ibute  t o  the  costs o f  
improved hea 1 t h  would u l t imate ly  mean standardizing an a1 ready 
ex is t ing  pr ice .  

' A September 1986 exchange rate of 350 FCFA per $1 .OO is used throughout this report. 
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Ex is t ing  Examples o f  Fees a t  Government Health Faci 1 i ti es. Financing 
schemes i n  which the populat ion pays f o r  some o f  the cost  o f  care a t  
government hea l th  f a c i  1 i t i e s  a1 ready ex i  s t .  Government hosp i ta l  s and 
materni ty  and c h i l d  heal th centers have fees. The nat iona l  hosp i ta l  
(CNHUB) has f i v e  classes o f  pat ients  which are charged fees ranging from 
0 t o  5,000 FCFA. It was estimated that ,  i f  every pa t ien t  pa id  1,000 FCFA 
per day f o r  hosp i ta l i za t ions  a t  CNHUB, annual rece ip ts  would equal 231 
m i l l  i o n  FCFA. I n  f a c t  annual reported rece ip ts  f o r  1985 were 26 m i l l  i on  
FCFA, roughly one-tenth the predicted amount. Expl anat ion:  no t  a1 1 the 
money i s  col lected,  and not  a l l  i s  remi t ted t o  the Treasury. 

I n  add i t i on  t o  expenditures a t  government f a c i  1 i t i  es, the  popul a t  i on  
spends between $150,000 and $600,000 annual ly f o r  drugs a t  the 19 p r i va te  
pharmacies i n  Bangui and a t  drug depots throughout the country, Re ta i l  
p r ices are genera l ly  two t o  three times what i t  costs t o  acquire the drugs 
a t  cent ra l  pharmacies, suggesting t h a t  many government f a c i l  i t i e s  should 
be able t o  provide drugs a t  lower p r i ces  than a t  r e t a i l  pharmacies. 

3 .  Populat ion Wil l ingness and A b i l i t y  t o  Pay f o r  Heal th Care. A c r i t i c a l  
question fac ing the government o f  C.A.R. i s ,  can the populat ion a f f o r d  
payment f o r  hea l th  services? The consultant organized group discussions 
t o  l ea rn  about w i l l ingness t o  pay f o r  hea l th  services. These discussions 
revealed t h a t  people were w i l l i n g  t o  pay: 

A A fee f o r  hea l th  services as long as they were t reated;  

A 100-500 FCFA f o r  an episode o f  i l l n e s s  and up t o  1,000 FCFA f o r  a 
hosp i ta l  i z a t i o n  o r  obs te t r i ca l  del  ivery;  and 

A 500-1,000 FCFA f o r  a fami l y  hea l th  card v a l i d  f o r  one year, 
e n t i  t l  i ng  fami ly  members t o  f r ee  drugs when prescribed. 

Recomnendat i ons 

1. It i s  recommended t h a t  fami l i es  cont r ibute  t o  cu ra t i ve  hea l th  services i n  
government f a c i  1 i t i  es through a system i n  which fami 1 ies  make prepayments 
and pay fees (co-payments) . 
A Prepayment Component: Fami 1 i e s  purchase a hea l th  card, paying 525 

t o  5,250 FCFA per year ($1.50 t o  $15.00), based on t h e i r  income. 
This would generate 575 m i  11 i o n  FCFA ($1.6 m i  11 ion) per year. An 
autonomous cent ra l  committee w i t h i n  the  MOH would be formed t o  
manage the  revenues, which would be used t o  provide cu ra t i ve  and 
prevent ive services. 

A Fee-formservice (Co-paynrent) Component: Payment f o r  each outpat ient  
consul tat ion,  100 FCFA t o  500 FCFA, based on informat ion shown on 
the  hea l th  card. This system would generate approximately 890 
m i l l i o n  FCFA ($2.5 m i l l i o n )  per year. Receipts would remain w i t h  
the  hea l th  f a c i l i t y .  



J o i n t l y  the prepayment and fees would generate 1.5 b i l l i o n  FCFA ($4 .2  
m i l l  ion)  per year. Addi t ional  fees f o r  i npa t ien t  hosp i ta l  care could a lso 
be implemented. It i s  predicted t h a t  the above payment p lan  w i l l  co r rec t  
ex i s t i ng  a r b i t r a r y  and inequi table user fee systems and improve equ i t y  and 
e f f i c iency .  

Consider const ruc t ion o f  an outpat ient  wing a t  CNHUB as a means o f  
charging fees f o r  outpat ient  v i s i t s .  

Implement a P i l o t  Test of the Fee-For-Service System. 

A USAID should provide technical  assistance t o  the MOH t o  ass i s t  w i t h  
a p i l o t  fee system a t  a hea l th  f a c i l i t y .  

A Begin the  t e s t  e i t he r  a t  Castors Dispensary o r  Boy Rabe Dispensary 
(Castors Matern i ty  a1 ready has a v i ab l e  fee- for -serv ice  program). 
Once the  t e s t  i s  operat ing successful ly  a t  one f a c i l i t y ,  es tab l i sh  
i t  i n  the other. 

A Estab l ish  a revo lv ing drug fund f o r  chloroquine and ORS under the  
CCCD program. 

A Estab l ish  a revo lv ing drug and operat ing costs fund f o r  a l l  
treatments and medications ( a f t e r  successful impl ementation o f  CCCD 
revo lv ing drug fund). 100 FCFA i s  proposed; i t  would cover 
consul t a t  i on, examinations, and drugs. 

A Designate a CCCD person t o  coordinate and advise dur ing t he  i n i t i a l  
experiment: monitor i t s  progress and assure revenues are used t o  
rep1 eni  sh drugs and suppl i es . 

A Estab l ish  a Management Committee w i t h i n  the  MOH. I t s  i n i t i a l  tasks 
should be: 

A Act as a review board t o  determine the best cost  recovery 
system; 

A Propose necessary studies t o  c o l l  ec t  background in format ion 
needed t o  establ  i sh cost recovery systems ; 

A Propose i n s t i t u t i o n a l  reform f o r  C.A.R. t o  f a c i l  i t a t e  
impl ementation o f  cost  recovery; and 

A Evaluate the  cost recovery t e s t  i n  the p i l o t  dispensaries 
a f t e r  a per iod o f  operation, and recommend steps t o  extend 
cost  recovery nationwide, and supervise the  operat ion o f  the 
whole system. 



4. Add i t iona l  Constraints t o  the Imp1 ementation o f  Cost Recovery. 

A Leg is la t ion  does not permit f a c i l  i t i e s  t o  r e t a i n  rece ip ts .  

A Up t o  twenty percent o f  the populat ion cannot a f f o rd  fees-a survey 
may be needed t o  v e r i f y  the percentage and def ine who these people 
are. 

A The memory o f  the 1974 heal th card may hamper programs t o  charge 
fees f o r  service. 

A The drug d i s t r i b u t i o n  system i s  i ne f fec t i ve .  

A Uncontrol led s ide payments made t o  hea l th  care providers are 
incompatible w i t h  the standardized fee system being proposed. 

A World Bank agreements i n  the ear l y  1980s resu l ted  i n  a shortage of 
qua1 i f i e d  heal th personnel (due t o  condi t ions o f  the  loan agreement 
which imposed h i r i n g  and wage res t r i c t i ons ) .  

5.2 Proceedings from the  Workshop on Health Care Financing i n  t h e  Central 
A f r i can  Republ i c  (Makinen, Graybi 11, and Percy, Apr i  1 1989) 

Sumnary 

The CCCD Pro jec t  requested the REACH pro jec t  t o  undertake a workshop f o r  C.A.R. 
government o f f i c i a l s  t o  discuss hea l th  care f inancing issues and a proposed 
hea l th  care cost  recovery program. The workshop par t i c ipan ts  i n c l  udsd senior 
pol  icymakers from the National Assembly, M in i s t r i e s  o f  Health, Finance, and 
I n t e r i o r ,  as we l l  as hosp i ta l  d i r ec to r s  and regional  hea l th  ch ie fs .  Par t ic ipants  
agreed t h a t  C.A.R. should move toward a shared responsi b i l  i t y  t o  pay f o r  hea l th  
services among the  population, government, p r i va te  sector, and fo re ign  donors, 

In t roduc t ion  

The REACH Pro jec t  was requested by the  CCCD Pro jec t  t o  undertake a hea l th  care 
f inanc ing workshop f o r  government o f f i c i a l s  i n  C.A.R. The purpose was t o  
f a c i l i t a t e  the  development o f  a proposed cost recovery program f o r  health. The 
workshop was held from A p r i l  24-28, 1989, and was attended by o f f i c i a l s  o f  MOH, 
MOF, MOP, Nat ional  Assembly, and other key actors. 

The hea l th  system i n  C.A.R. su f fe rs  from both i n s u f f i c i e n t  funding and poor 
d i s t r i b u t i o n  o f  resources. Total 1 eve1 o f  government and donor funds (excluding 
p r i v a t e  expenditures) i g  1988 was 3,731 m i l l \ on  FCFA (1'5s 11.8 m i l l i o n ) ,  o r  
approximately 1,382 FCFA (USS4.39) per capi ta.  Despite only 14 percent o f  the 

'The Makinen, Graybill, and Percy repoft contained a typographical error, stating 2,382 FCFA rather than the 
correct 1,382 FCFA shown here. 

a US8 1.00 = approximately 3 1  5 FCFA. 



populat ion 1 i v i  ng i n  the cap i t a l  , Bangui, 85 percent o f  cu ra t i ve  care expenditure 
occurs i n  Bangui. 

Workshop Components 

The workshop addressed the f o l l  owing issues. 

A Current s t a te  o f  hea l th  f inancing i n  C.A.R. 

A C r i t e r i a  f o r  evaluat ion o f  a1 te rna t i ve  methods o f  f inanc ing the 
hea l th  sector. 

A Possible methods o f  community p a r t i c i p a t i o n  through cost  recovery. 

A Presentat ion o f  two case studies from Africa-Heal t h  Zones i n  Zaire, 
and Pro je t  Pik ine i n  Senegal. 

A Admi n i  s t r a t i  ve and management aspects o f  cost  recovery systems. 

A Draf t ing ,  presentation, and discussion o f  workshop conclusions. 

Works hop Concl us i ons Agreed upon by Pl enary 

1. Case studies from other Af r ican countr ies helped pa r t i c i pan t s  formulate 
ideas f o r  hea l th  f inancing i n  C.A.R. 

2. The hea l th  f inanc ing s i t u a t i o n  i n  C.A.R. i s  character ized by: 

A A l ack  o f  f i nanc ia l  in format ion f o r  decis ion making; 

A A l ack  o f  c lose co l labora t ion  between MOH and MOF before budgets are 
draf ted;  

A The recur rent  costs o f  new hosp i ta ls  negat ive ly  e f f e c t  r u r a l  hea l th  
services ; 

A I n s u f f i c i e n t  t o t a l  resources f o r  hea l th  i n  C.A.R. ; and 

A Weak capaci ty f o r  programming and f i nanc i  a1 planning . 
3.  The eva luat ion c r i t e r i a  f o r  cost  recovery systems should be: 

A Equity; 

A Physical and funct iona l  access t o  hea l th  services; 

A S u f f i c i e n t  resources t o  a l low improvements i n  q u a l i t y  o f  services; 

A Admin is t ra t ive  feas i  b i l  i t y ;  and 

A E f f i c iency .  



4 .  Responsi b i l  i t i e s  f o r  f inancing the hea l th  sector should be d iv ided among: 

A Government budget a1 1 oca t i  ons ; 

A Community pa r t i c ipa t ion ;  

A P r i va ts  sector cooperation; and 

A In te rna t iona l  assistance. 

5.  P o s s i b i l i t i e s  f o r  community pa r t i c i pa t i on  i n  hea l th  care f inancing:  

A Consul t a t i ons  ; 

A Drugs ; 

A Hospital  i za t ions;  

A Di  agnostic procedures ; 

A Curat ive care; 

A Preventive care; 

A Prepayments ; and 

A Th i rd  pa r ty  payments. 

There i s  a need f o r  f u r t he r  study o f  l i s t e d  options. It i s  important t h a t  
the  popul a t  i on pa r t i c i pa te  i n  the  determination o f  fees. 

6. C r i t e r i a  need t o  be developed f o r  fee exemptions f o r  ce r t a i n  populat ion 
categories. 

7. Administ rat ive aspects o f  cost  recovery t o  be considered before 
implementing a system include: 

A Need f o r  f i nanc ia l  in format ion systems; 

A Management abi 1 i t y  a t  f a c i  1 i t y  1 eve1 ; and 

A Creation o f  community management committees. 

8. Pro jec ts  should be integrated i n t o  hea l th  sector development plans. 

Next Steps Toward Conmunl t y  Pa r t i c i pa t i on  i n  Heal th Care Financing 

1. The plenary agreed t o  the  e igh t  conclusions 1 i s t e d  above and formulated a 
process f o r  the design o f  a hea l th  f inanc ing system which inc ludes 
community pa r t i c ipa t ion .  Three decisions must be made before proceeding, 
and analyses conducted t o  inform and guide decis ion makers. The decisions 
and analyses are l i s t e d  below. 



The ro l es  t o  be played by each of the partners (government o f  A 
C.A.R., fo re ign  assistance agencies, the p r i va te  sector, and the 
populat ion o f  C.A.R.) i n  the shared r e s p o n s i b i l i t y  f o r  f inanc ing 
hea l th  services. 

Analysis: Studies o f  the costs o f  p r i o r i t y  hea l th  services and the 
capac i t ies  o f  each o f  the partners t o  meet f inanc ing needs. 

A What k ind o f  community p a r t i c i p a t i o n  t o  imp1 ement . 
Analysis: Socioeconomic studies, inc lud ing income o f  populat ion 
( a b i l i t y  t o  pay) and the advantages and disadvantages o f  var ious 
cost  recovery systems. 

A How t o  implement the system. 

Analysis : Degree t o  decentral i ze, r o l e  o f  the commun,i t y  management 
committees, admin is t ra t ive  systems t o  develop, and evaluat ion 
mechanisms t o  i n s t i t u t e .  

The analyses were a l l  assigned t o  DEPS, w i t h  a prov is ion t h a t  MOH 
strengthen DEPS over the  medium- t o  long-term. It was agreed t h a t  t he  MOH 
should : 

A Strengthen DEPS; 

A Nominate a po in t  person f o r  hea l th  care f inancing; 

A Provide the  po in t  person w i t h  a hea l th  f inanc ing s t a f f ;  

A Tra in  hea l th  f inanc ing s t a f f  (short - term courses) ; and 

A Provide a REACH consul tant  t o  work w i t h  DEPS on hea l th  f i nanc ing  
i ssues. 



5.3 Current Health Care Cost Recovery Systems i n  t he  Central A f r i can  Republ i c ,  
HFS Technical Note No. 15 (C.E.S., February 1992) 

Sumnary 

The Health Economics Un i t  (Ce l lu le  d'bconomie en santb, C.E.S.) o f  the M in i s t r y  
o f  Health analyzed cost  recovery systems i n  use i n  C.A.R. i n  1991. The purpose 
of the  study was t o  document the d i f f e r e n t  types o f  cost  recovery being 
pract iced,  t o  assess t h e i r  revenue generation potent ia l ,  and t o  recommend t o  the 
government which system i s  best su i ted t o  the populat ion and condi t ions o f  C.A.R. 
The study examined 28 publ i c  f a c i l i t i e s  and 7 pr iva te .  The study i d e n t i f i e d  four 
types o f  cost  recovery and recommended two f o r  nationwide imp1 ementation: 1) 
Fee-for-serv ice and 2) payment per i l l n e s s  episode. "The study i d e n t i f i e d  several 
main problems needing reso lu t ion:  indigence and i d e n t i f i c a t i o n  o f  the poor; 
misuse of c i v i l  servant p r i v i l e g e  o f  subsidized care; m in i s t r i e s  not  paying f o r  
the care o f  t h e i r  employees; and inadequate management prac t ices i n  publ i c  hea l th  
f a c i l i t i e s .  

In t roduc t ion  

Cost recovery has been i n  p rac t i ce  i n  C.A.R. f o r  several years i n  p r i va te  and 
some publ i c  hea l th  f a c i l i t i e s .  The purpose o f  t h i s  study was t o  document the 
d i f f e r e n t  types o f  cost recovery being pract iced, t o  assess t h e i r  revenue 
generat ion po ten t ia l ,  and t o  recommend t o  the government which system i s  best 
su i ted t o  the populat ion and condi t ions o f  C.A.R. 

Findings 

1. The invest igators  examined 35 f a c i l i t i e s  (28 pub l i c  and 7 p r i va te ) .  They 
found t h a t  fou r  p r i nc i pa l  cost recovery systems ex i  sted. The frequency, 
among the 35 f a c i l i t i e s ,  i s  shown below, fol lowed by an explanation o f  
each system. 

Fee-for-service (payment f o r  each serv ice received) 62% 
Payment f o r  episode o f  i l l n e s s  22% 
Payment per v i s i t  13% 
Prepayment f o r  a year o f  service 3% 

A Fee-for-service. Pat ient  pays out of pocket a t  t ime o f  service. 
A l l  services are added up (exams, consul ta t ion ,  drugs, etc.) and 
pa t i en t  pays t o t a l .  I t  promotes be t t e r  resource a l l oca t i on  i n  
hea l th  f a c i  1 i t i es ,  but  requi  res more devel oped accounting and 
management systems than payment per v i s i t ,  described below. 

A Payment per il lness episode (fee-per-episode) . Pat ient  pays f o r  the 
f i r s t  v i s i t .  Follow up v i s i t s  f o r  the same i l l n e s s  are f r ee  o f  
charge. Fees can be set  based on the  average cost  o f  t r e a t i n g  a l l  
i l lnesses,  o r  based on the average cost o f  t r e a t i n g  categories o f  
ill nesses (e.g., resp i ra to ry  in fec t ions,  sexual ly  transmi tt.ed 
diseases, etc.  ) . 



A Payment per v i s i t .  Pat ient  pays a lump sum a t  each v i s i t .  This 
type o f  system leads t o  e f f i c i e n t  resource a l l oca t i on  and reduces 
the 1 i k e l  ihood o f  ove ru t i l  i z a t i o n  o f  services. On the  other hand, 
un l i ke  the fee-per-episode method, some pat ients  may not  make needed 
f o l l ow  up v i s l t s  because o f  the ex t ra  fees they w i l l  face. 

A Pre-payment for a year o f  service. The Bougi la medical center 
employs such a system f o r  nearby high school and theology students. 
They repor t  t h a t  t h i s  payment method i s  p a r t i a l l y  responsib le f o r  an 
overuse o f  services, r e s u l t i n g  i n  an operat ing d e f i c i t .  Prices must 
be c a r e f u l l y  calculated, and i f  possib le a co-payment should be 
required a t  t ime o f  care t o  reduce f r i vo l ous  use. 

I n  add i t i on  t o  the d i f f e r e n t  methods o f  payment, the study found t h a t  fees 
are appl ied t o  services i n  bas i ca l l y  three d i f f e r e n t  ways: fees are 
charged f o r  a l l  hea l th  services and medicines, fees are charged f o r  on ly  
ce r t a i n  categories o f  services, and annual fees are charged f o r  medical 
c e r t i f i c a t e s  only. 

Average cost recovery ra tes  are shown i n  the fo l l ow ing  exh ib i t .  These 
ra tes  are computed as t o t a l  cost recovery revenues d iv ided  by t o t a l  
recur rent  costs. 

EXHIBIT 5.1 
AVERAGE COST RECOVERY RATE (AND RANGE) FOR SURVEYED FACILITIES' 

' Tables in Section 4 of the technical report provided the data to construct this table. Here, cost recovery 
performance was calculated using as the denominator the sum of reported expenditures and subsidies. The 
numerator was the reported user fee revenues. This results in lower cost recovery rates than in the technical 
report, which did not include government subsidies as part of the denominator. 



Among publ i c  f a c i l i t i e s ,  the urban matern i t ies  are notable f o r  t h e i r  h igh 
r a t e  o f  cost  recovery. Unl ike other many other government f a c i l i t i e s  
which receive some government funds f o r  suppl ies and other operat ing 
costs, i n  add i t ion  t o  salary and drug costs, the urban matern i t ies  on ly  
receive government assistance f o r  sa lar ies  and drugs. 

3.  Fee s t ruc tures and use o f  revenues. One p r i va te  hea l th  f a c i l  i t y ,  the Ippy 
Mid-Mission medical center, has a 63% markup on drugs t o  cover costs of 
t ransport ,  hand1 ing, insurance, taxes, and commissions. A1 though the  
other p r i va te  f a c i l  i t i e s  use s im i l a r  markups f o r  medicines, the p r i ces  of 
drugs vary by more than twofold from one hosp i ta l  t o  the next. P r i va te  
hosp i ta ls  a lso have fee scales t ha t  vary according t o  income l eve l  of the  
pa t ien t  and, i n  some cases, by age of pa t ien t  (e.g., adu l t  vs. c h i l d ) .  

Fee s t ruc tu re  and p r i ces  also varied i n  pub l i c  hea l th  f a c i l i t i e s .  For 
example, three out of four regional hosp i ta ls  provided f r ee  surg ica l  
procedures. Two required paymer~t f o r  1  aboratory examinations, whereas the  
other two perform them f o r  free. Two o f  the pub l i c  hea l th  centers 
reviewed ca r r ied  out systematic cost recovery f o r  a l l  services and 
medicines, whereas the  others charged only f o r  medical c e r t i f i c a t e s .  

Most publ i c  hea l th  f a c i l i t i e s  used informal methods f o r  i d e n t i f y i n g  
indigents, o r  people wi thout  enough resources t o  pay fees. C i v i l  
servants, who are t o  pay 20 percent o f  the fee whi le  the government pays 
the balance, repor ted ly  r a r e l y  paid t h e i r  share, and f requent ly  had 
extended fami ly  members, as wel l  as nuclear fami ly  members, t rea ted  f r ee  
o f  charge. 

Most publ i c  hea l th  f a c i l i t i e s  paid a  po r t i on  o f  fee revenues t o  hea l th  
personnel as bonuses, o r  incent ive  payments. 

4.  Management and accounting. The study concluded t h a t  t ime and f i nanc ia l  
admi n i  s t r a t i  ve costs of the cost recovery systems they examined were 
i n s i g n i f i c a n t .  They i d e n t i f i e d  several management too ls ,  i nc lud ing  a  
notebook fo r  recording revenues and expenditures, a  r ece ip t  book1 e t  f o r  
payments made t o  the Treasury ( f o r  pub l i c  hosp i ta ls  only),  and i n  some 
f a c i l i t i e s  stock and management note cards. I n  pub l i c  hosp i ta l s  i n  
general, except f o r  the regional  hosp i ta ls  and some hosp i ta ls  t h a t  have 
t h e i r  own administrators, accounting was handled by the d i r ec to r s  o f  the  
f a c i l  i t i es ,  who are doctors, senior hea l th  technicians, o r  hosp i ta l  
attendants c e r t i f i e d  by the state. 

The invest igators  found t h a t  record keeping systems t o  cont ro l  t he  f l ow  o f  
drugs were r a r e l y  used i n  pub l i c  hospi ta ls,  where drugs are d i s t r i b u t e d  
f r ee  o f  chargc and pharmacies are not  we l l  stocked. On the  o ther  hand, 
they c i t e d  regu lar  use o f  management systems, such as RUMER (Registry o f  
Essential  Drug Use and Receipts) by p r i va te  hea l th  f a c i l  i t i e s .  



Concl u s i  ons/Recomnendati ons 

1. Economic s ta tus  o f  the populat ion and s ize  o f  populat ion covered by the 
hea l th  f a c i l i t y  p lay  a major r o l e  i n  determining whether cost  recovery 
w i l l  be v iable.  

2 .  Cost recovery a t  pub l i c  f a c i l i t i e s  i s  appl ied d i f f e r e n t l y  from f a c i l i t y  t o  
f a c i l i t y .  

3 .  Two payment options should be adopted: fee- for -serv ice  and payment per 
i l l n e s s  episode. 

4. I n  preparing t o  implement these two options, the  fo l l ow ing  steps should be 
taken. 

A Information, education, and communication campaign t o  exp la in  the 
new f inanc ing systems t o  the populat ion and t o  hea l th  workers. 

A The country's leaders need t o  focus on general economic development; 
a higher standard o f  l i v i n g  w i l l  con t r ibu te  t o  the  success o f  cost  
recovery schemes. 

A Plans should be made f o r  i d e n t i f y i n g  t he  ind igent  who w i l l  be 
e l i g i b l e  f o r  free o r  p a r t i a l l y  subsidized services under the  new 
cost  recovery program. 

A Health f a c i l i t i e s  should b e p r o v i d e d w i t h s u f f i c i e n t  suppl ies t o  
r a i s e  t he  qua1 i t y  o f  hea l th  care and increase coverage. 

A Management t r a i n i n g  should a lso be a p a r t  o f  the  cost  recovery 
system t o  improve operat ional e f f i c i e n c y  o f  hea l th  f a c i l  i t i e s .  

A Add i t iona l  f inanc i  a1 resources should be sought so t h a t  p r i ces  
remain reasonable. High pr ices w i l l  exclude a la rge  pa r t  o f  t he  
popul a t  i on. 

A Accounting and management systems should be reorganized t o  increase 
transparency and e l iminate  abuse. 



6.0 ANALYSES OF ABILITY AND WILLINGNESS TO PAY FOR HEALTH SERVICES 

A Cost Recovery i n  Central A f r i can  Republic: Results from Two 
Pre l  i m i  nary Surveys and Sel ected Interviews (Levi n and Weaver, 
October 1987) 

A W i l l  ingness t o  Pay f o r  Ch i ld  Surv ival  : Results o f  a National Survey 
i n  Central Af r ican Republic, Technical Report (Weaver e t  a1 . , Apri  1 
1993) 



6.1 Cost Recovery i n  Central Af r ican Republic: Results from Two Pre l iminary  
Surveys and Selected Interviews (Levi n and Weaver, October 1987) 

Sumnary 

Three REACH consultants were asked t o  evaluate po ten t ia l  a c t i v i t i e s  t o  promote 
cost recovery a t  government hea l th  f a c i l i t i e s .  The three a c t i v i t i e s  were: a 
household expenditure survey, a cost  recovery p i l o t  p ro jec t ,  and a 
semi nar/workshop t o  discuss cost recovery pol  i c y  issues. The consul tants 
interviewed pol  icymakers, surveyed managers and users o f  hea l th  care f a c i l  i t i e s ,  
and interviewed v i l l a g e  pharmacy managers. Survey data ind icated t h a t  pa t ien ts  
were paying from 493 FCFA a t  Foyer Char i ty  f o r  consul tat ions and pharmaceuticals 
t o  10,848 FCFA f o r  hosp i ta l i za t ions  ( a l l  i nc lus ive )  a t  Yaloke Hospi ta l .  

I n t roduc t ion  

The Government o f  C.A.R. has agreed t o  con t r ibu te  t o  a study o f  the  s e l f -  
f inanc ing o f  recur rent  costs o f  the CCCD pro jec t ,  and t o  consider recover ing some 
o f  the costs 0% government hea l th  services as a means o f  f inanc ing those 
recur rent  costs. 

A team o f  consultants from the REACH p ro j ec t  was asked t o  explore three po ten t i a l  
a c t i v i t i e s  t h a t  promote cost recovery and which could be implemented i n  C.A.R. : 

A Household expenditure survey t o  measure wi l l ingness and a b i l i t y  t o  
Pay; 

A A p i l o t  p ro j ec t  t o  t e s t  the a b i l i t y  t o  manage a government cost 
recovery program; and 

A A seminar o r  roundtable discussion on cost recovery issues f o r  
C.A.R. po l  icymakers. 

I n  examining the question o f  which o f  the  above a c t i v i t i e s  would best  promote 
cost  recovery i n  C.A.R., the  consultants ca r r i ed  out four a c t i v i t i e s ,  which 
i nc l  uded : 

A Interv iews w i t h  policymakers; 

A A p r e l  iminary survey o f  hea l th  f a c i l  i ty managers; 

A A pre l iminary  survey o f  hea l th  care f a c i l i t y  users; and 

A I n t e r v i  ews w i t h  managers o f  two v i  11 age pharmacy programs. 

An October 1987 exchange rate of 300 FCFA per $1 .OO U.S. is used throughout this report. 
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Findings 

1. Interv iews w i t h  Pol icymakers. Pol icymakers were very recept ive t o  the 
idea o f  a cost recovery program f o r  C.A.R. government hea l th  f a c i l i t i e s .  
Evidence o f  t h i s  i s  t h a t  the p i l o t  cost recovery program a t  Castors 
Materni ty  has been extended t o  four  other pub l i c  matern i t ies  i n  Bangui. 
Interv iews revealed t ha t  decis ion makers were not  aware o f  the f u l l  range 
o f  cost recovory options. 

Survey o f  Health F a c i l i t y  Managers. Yaloke Hospi ta l  (pr iva te)  and Castors 
Materni ty  (pub1 i c )  provide useful models f o r  the f u r t h e r  i nves t iga t ion  o f  
cost  recovery options f o r  C.A.R. Yaloke's cost recovery e f f o r t s  provide 
s u f f i c i e n t  revenue t o  pay salaries, a l l  drug costs, maintenance, and 
suppl ies. Castors' cost  recover:^ revenues pay f o r  maintenance and 
supplies, and some drugs, wh i le  tha gavarzqent f inances a l l  sa la r ies  and 
the  remainder o f  drugs. The managers ~t Valoke and Castors were 
p r o f i c i e n t  a t  se t t i ng  pr ices,  developin!j foe exemption po l i c ies ,  and 
order ing and maintaining supplies. 

3 .  Survey of Fac i l  i t y  Users. Users L ?  the fou r  f a c i l i t i e s  a1 ready pay f o r  
such th ings as consul t a t i o n  fees, laboratory exams, and pharmaceuticals. 
Reported expenditures f o r  services r a r z rd  from 10,848 FCFA f o r  
hosp i ta l  i z a t i o n  a t  Yaloke Hospi ta l  t o  493 FCFA f o r  consul t a t i o n  and drugs 
a t  Foyer Char i ty  (see Exhibit 6.1 below) .  

EXHIBIT 6.1 
REPORTED USER AVERAGE EXPENDITURES AT FOUR 't.:ALTH FACILITIES I N  C .A. R . (FCFA) 

F inanc ia l  burden was estimated by ca lcu la t ing  the  above expenditures as a 
percentage o f  annual per cap i ta  income. Valoke hosp i ta l  i zat ion represents 
12% o f  annual per cap i ta  income, whereas purchasing drugs a f t e r  v i s i t i n g  
Mamadou M'Baiki represents 3% o f  annual per cap i ta  income. 

Mamadou M'Baiki 

r 

consultation 

drugs from outside pharmacies 

0 

2,687 



Other r esu l t s  o f  the survey: 

A 75% o f  users reported they are w i l l i n g  t o  pay f o r  care a t  government 
hea l th  f a c i l i t i e s ;  

A 75% o f  users reported they are w i l l i n g  t o  pay f o r  drugs a t  
government f a c i l  i t i e s  (given a  s u f f i c i e n t  supply o f  drugs) ; 

A Pr iva te  f a c i l  i t i e s  are apparently chosen f o r  qua1 i t y  o f  care 
( c l  eaner f a c i  1  i t  i es, be t t e r  equipped) ; and 

A Pub1 i c  f a c i l i t i e s  appear t o  be chosen because o f  t h e i r  prox imi ty  t o  
home. 

4.  In terv iews with Managers o f  V i l l age  Pharmacies. The success o f  v i l l  age 
pharmacies i s  another i nd i ca t i on  o f  the populat ion's w i l l  ingness t o  pay 
fo r  hea l th  services (and goods). V i  11 ages con t r ibu te  50% o f  the  cost  o f  
the v i l l a g e  pharmacy, and acquire a  loan f o r  the remaining 50%. Loans are 
repa id  from p r o f i t s  on the sale o f  drugs. One pharmacy had enough p r o f i t s  
t o  pay a  pharmacist f u l l  time. 

Recomnendati ons 

O f  the  three po ten t ia l  cost  recovery a c t i v i t i e s  being considered, the team 
recommends i n i  t i  a1 l y  pursuing a  seminar/roundtable f o r  po l  icymakers. 
Par t i c ipan ts  can discuss a  wide range o f  cost  recovery opt ions f o r  C.A.R., and 
can create a  consti tuency f o r  cost  recovery f o r  CCCD. 

Speci f i c Recommendat i ons . 
1. Conduct a  3-5 day seminar/roundtable u t i l  i z i n g  REACH technical  assistance 

t o  present opt ions ava i lab le  f o r  recovery costs i n  government f a c i l  i t i e s .  
Present resu l  t s  o f  successful cost  recovery programs from other A f r i can  
countr ies.  Discuss c r i t e r i a  f o r  the se lec t ion o f  a  s i t e  f o r  a  p i l o t  
p ro jec t .  

2.  The seminar should r e s u l t  i n  the creat ion o f  a  team t o  develop spec i f i cs  
o f  a  cost  recovery p i l o t  p ro jec t .  The team should design a  p i l o t  p ro j ec t  
t o  inc lude innovat ive management pract ices and t o  i d e n t i f y  an appropriate 
s i t e  f o r  the p ro jec t .  The team would manage the c o l l e c t i o n  o f  base1 i n e  
data on consumer hea l th  expenditures and operat ing costs o f  t e s t  s i t e  
hea l th  centers. 

3.  A f t e r  recommendations one and two have been executed, the  p i l o t  p ro j ec t  
should be i n i t i a t e d  i n  government hea l th  f a c i l i t i e s  i n  the  selected zone. 
The p ro j ec t  w i l l  r equ i re  data co l lec t ion ,  the  t r a i n i n g  o f  personnel i n  
f inance and accounting, an evaluat ion o f  the  pro jec t ,  and dissemination o f  
resu l t s .  



6.2 W i l l  ingness t o  Pay f o r  Ch i ld  Surv ival  : Results o f  a National Survey i n  
Central A f r i  can Republ i c, Technical Report (Weaver e t  a1 . , Apri  1 1993) 

Sumnary 

MOH i s  designing a user-fee program for  pub l i c  f a c i l i t i e s .  A survey was 
conducted t o  est imate wi l l ingness and a b i l i t y  t o  pay f o r  q u a l i t y  improvements a t  
pub l i c  f a c i l i t i e s .  The survey used two methods o f  measuring wi l l ingness and 
abi 1 i t y  t o  pay f o r  qual i t y  improvements: contingent va luat ion and current  
expenditures. Conclusions: 75% o f  the populat ion i s  w i l l i n g  t o  pay f o r  f i v e  of 
the seven improvements, and 65% i s  w i l l i n g  t o  pay f o r  a l l  seven improvements; 
current  expenditures are greater  than the estimated cost o f  qual i t y  improvements; 
residents o f  rura7 areas are w i l l i n g  t o  pay more than residents o f  urban areas; 
there i s  va r i a t i on  among heal th regions i n  how much households are w i l l i n g  t o  
Pay 

In t roduc t ion  

A team o f  HFS and C.E.S consultants conducted a nationwide survey i n  C.A.R. t o  
est imate current  hea l th  expenditures and wi l l ingness t o  pay f o r  a s p e c i f i c  set  
o f  seven qual i t y  improvements i n  government hea l th  services. The invest igators  
employed two methods: contingent valuat ion and est imat ion o f  cur rent  household 
expenditures. Contingent valuat ion was used t o  estimate wi l l ingness t o  pay; i t  
involves asking respondents hypothetical questions about how much they would be 
w i l l i n g  t o  pay f o r  an improved service. Current household expenditures were 
estimated by asking the head o f  household an exhaustive l i s t  o f  questions about 
expenditures and consumption i n  the l a s t  month. 

The survey attempts t o  estimate w i l l  ingness t o  pay f o r  d i f f e r e n t  qual i t y  
improvements a t  government heal th f a c i l i t i e s :  heal th f a c i l i t y  maintenance, 
improved sk i  I 1  s/knowledge o f  heal th personnel, and the avai 1 a b i l  i t y  o f  drugs f o r  
the treatment o f  f i v e  common i 11 nesses (ma1 a r i  a, sexual ly t ransmit ted diseases 
(STD) , parasites, acute resp i ra tory  in fec t ions  (ARI) ,  and diarrhea). 

F i  nd i  ngs 

The r e s u l t s  o f  the  survey ind ica te  t h a t  a ma jo r i t y  o f  the  populat ion i s  w i l l i n g  
t o  pay f o r  improvements t o  government hea l th  services. A summary o f  the  survey 
f ind ings i s  provided be1 ow: 

1. Responses t o  survey questions ind ica te  a ma jo r i t y  o f  the populat ion i s  
w i  11 ing t o  pay f o r  qual i t y  improvements a t  government hea l th  f a c i  1 i t i e s  
(see Exhibit 6.2). This suggests t h a t  a cost  recovery program t o  support 
qual i ty  improvements i s  1 i ke ly  t o  be successful , 

Estimated cost  o f  qual i t y  improvements and w i l l  ingness t o  pay: 

A 74% o r  more o f  respondents are w i l l  i ng  t o  pay estimated cost  o f  f i v e  
o f  the  seven improvements; and 

A 64% o r  more o f  respondents are w i l l i n g  t o  pay estimated cost  o f  a l l  
seven improvements. 



EXHIBIT 6.2 
WILLINGNESS TO PAY FOR QUALITY IMPROVEMENTS: PERCENTAGES OF RESPONDENTS AND 

MEDIAN AMOUNT WILLING TO PAY 

IMPROVEMENT WILLING TO PAY 

2. Rural respondents express a higher w i l l ingness t o  pay f o r  qua1 i t y  
improvements a t  government f a c i  1 i t i e s  than urban respondents (see Exhibit 
6.3). This may be due t o  the greater  a v a i l a b i l i t y  o f  p r i v a t e  pharmacies 
i n  urban areas, and there fore  a lesser  w i l l ingness t o  pay f o r  add i t i ona l  
costs f o r  improvements i n  government f a c i l i t i e s .  

Median wi l l ingness t o  pay for  q u a l i t y  improvements was s i g n i f i c a n t l y  
higher i n  r u r a l  areas ( v i l l  ages) than i n  urban areas ( i n c l  uding Bangui). 

EXHIBIT 6.3 
SELECTED EXAMPLES OF WILLINGNESS TO PAY FOR QUALITY IMPROVEMENTS 



3 .  Health regions I V  and V have lower median wi l l ingness t o  pay f o r  q u a l i t y  
improvements compared w i  t h  region I. 

4.  O f  those respondents using modern care, publ i c  f a c i l i t i e s  were the most 
f requent ly  v i s i t ed .  Median t o t a l  heal th care expenditures ( f a c i l  i t y  fees, 
pharmacy, and t ransportat ion)  were 1,085 FCFA a t  a l l  modern f a c i l  i t i e s  
combined, and 2,000 FCFA a t  p r i va te  f a c i l i t i e s .  

Expenditures are highest f o r  those who v i s i t e d  p r i va te  f a c i  1 i t i es ,  and 
lowest f o r  those who v i s i t e d  a pharmacy only. Median expenditure f o r  
publ i c  f a c i l  i t i e s  r e f l e c t s  pharmacy and t ranspor ta t ion expenditures only, 
as median pub l i c  f a c i l i t y  fee was zero (see Exhibit 6.4). 

EXHIBIT 6.4 
HEALTH CARE UTILIZATION AND TOTAL EXPENDITURES DURING MONTH PRIOR TO INTERVIEW 

( f a c i  1 i ty fee, pharmacy fee, and t ranspor ta t ion)  

("1 For pharmacy and transport costs; reported median public facility expe~iditures were zero. 

5 .  Reported median monthly t o t a l  expenditures f o r  hea l th  care were higher i n  
urban areas than i n  r u r a l  areas, f o r  a l l  people who used modern care. 
Regional d i f ferences a1 so ex i s t .  

Median monthly t o t a l  expenditures were higher f o r  urban than f o r  r u r a l  
areas f o r  a l l  people who used modern care; median monthly t o t a l  
expenditures f o r  regions 11, 111, I V ,  and V were lower than i n  reg ion I. 
Regions I V  and V appear t o  have the lowest median t o t a l  expenditures. 

6. The cost  o f  q u a l i t y  improvements i s  less  than what respondents reported as 
being w i l l i n g  t o  pay f o r  the improvements. 



The estimated cost o f  the most expensive q u a l i t y  improvement 
(pharmaceuticals f o r  A R I )  was less  than 2.4 percent o f  monthly household 
consumption. Based on the responses t o  questiannai re, t he  median amount 
respondents were w i  11 i ng  t o  pay ranged from 4.4 percent t o  9.0 percent of 
median t o t a l  household consumption (see Exhibit 6.5). 

EXHIBIT 6.5 
ABILITY TO PAY FOR HEALTH CARE BASED ON CONTINGENT 

VALUATION MEASURES OF WILLINfiNESS TO PAY 

7. Household expenditures on the  q u a l i t y  improvements w i l l  be less  than 
cur rent  median monthly household expenditures f o r  modern hea l th  care. 

ESTiMATED COST AS A % OF MEDIAN AMOUNT 
IMPROVEMENT MEDIAN MONTHLY TOTAL RESPONDENTS WILI.ING TO PAY 

HOUSEHOLD CONSUMPTION AS % OF MEDIAN MONTHLY 
OTAL HOUSEHOLD 

Median monthly t o t a l  expenditure per episode o f  i l l n e s s  represents 2.6% o f  
median t o t a l  consumption f o r  persons who sought modern care. This amount 
i s  greater  than the  cost  o f  any one o f  the seven q u a l i t y  improvements 
which ranged from 0.2 t o  2.4 percent o f  median monthly t o t a l  consumption 
(see Exhibit 6.6. ) . 

Drugs to Treat: 

Malaria 

STD 

Parasites 

ARI 

Diarrhea 

0.4 

1.2 

0.7 

2.4 

0.4 

4.4 

7.1 

8.4 

9.0 

9.0 



EXHIBIT 6.6 
ABILITY TO PAY FOR HEALTH CARE BASED ON 
CURRENT TOTAL HEALTH CARE EXPENDITURES 

TYPE OF CARE AGE OF MEDIAN MONTHLY 

Recomnendati ons/Pol i c y  Imp1 i cat ions 

1. A1 though the survey r esu l t s  suggest tha t  the  government user fee program 
has good prospects f o r  success, the estimated costs w i l l  have t o  be 
subsidized f o r  25-35 percent o f  the populat ion. 

2.  Results suggest t h a t  i t  may be possible t o  charge higher user fees i n  
r u r a l  areas than i n  urban areas. I f  costs o f  prov id ing qua1 i t y  services 
are greater  i n  r u r a l  areas (e.g., higher t ranspor ta t ion  costs),  i t  may be 
possib le t o  recover the  higher costs through somewhat higher fees. 

3 .  It may be necessary t o  provide a  greater  percentage o f  the populat ions o f  
regions I V  and V w i t h  a  subsidy, than i n  o ther  regions. 



7.0 ANALYSES OF COSTS AND PRICES OF HEALTH CARE SERVICES 

A Tr ip  Report: Central African Republic (Barker, February 1992) 

A Preliminary Study o f  Financing the Comnunity Hospital and Proposal 
for Provisional Fees, Technical Note (Weaver and Nguereti a, 
September 1992) 



7.1 T r i p  Report: Central A f r i can  Republ Je (Barker, February 1992) 

Sumnary 

HFS Task Manager Barker estimated the cost per person o f  fou r  cost  recovery 
options: drugs, laboratory exams, bu i l d i ng  maintenance, and consul t a t i o n  fees. 
He found t h a t  generic drug costs range from 5 FCFA (malar ia treatment) t o  1,671 
FCFA (whooping cough treatment), whereas brand drugs costs range from 31  FCFA t o  
5,128 FCFA, f o r  malar ia and whooping cough, respect ively.  Lab exam costs range 
from 84 FCFA f o r  parasi tes t o  216 FCFA for  syph i l i s .  Health center  bu i ld ings can 
be maintained w i t h  a 25 FCFA fee per person. Cor~su l ta t ion fees should range from 
75 t o  175 FCFA, based roughly on treatment time. 

In t roduc t ion  

MQH recen t l y  completed a  National 'ieal t h  Plan (1992-96) which i d e n t i f i e s  
a c t i v i t i e s  t o  combat the p r i nc i pa l  callses o f  morb id i ty  and mor ta l i t y .  MOH has 
proposed t h a t  the a c t i v i t i e s  be p a r t i a  ; l y  f inanced by cost  recovery. However, 
few estimates o f  pa t i en t  treatment costs ex i s t .  

Barkw estimated the costs o f  fou r  improvements t o  the pub l i c  hea l th  system t o  
serve as a  basis f o r  p r i c i n g  f o r  cost recovery. The fou r  improvements are: 

A Pharmaceutical s  t o  t r e a t  the 10 most important i 11 nesses ; 

A Suppl i e s  and reagents t o  perform basic 1 aboratory tes ts ;  

A Bui l d i  ng maintenance; and 

A Consultat ion fee ( i nc l us i ve  o f  revenue t o  be d i s t r i b u t e d  as a  bonus 
f o r  a1 1  hea l th  care workers). 



Findings 

For ease o f  p r i c i n g  and admini s t r a t i on  Barker recammended the fo l l ow ing  groupings 
( pa ras i t i c  and STDs combined; diarrhea and malar ia combined; and A R I )  (see 
Exhfb f t  7.1 below) .  

EXHIBIT 7.1 
SUGGESTED GOVERNMENT HEALTH CENTER PRl CES 

FOR DRUGS, TESTS, MAINTENANCE, AND CONSULTATION 

Der iva t ion  o f  Pr ices 

1. Pharmaceutical s . 
EXHIBIT 7.2 

AVERAGE HEALTH CENTER DRUG COSTS, AND RECOMMENDED PRICES, 
FOR COMMON MEDICAL CONDITIONS 

Based on ava i lab le  epidemiological and u t i l  i z a t i o n  data, a hea l th  center 
serv ing 100 pat ients,  charging the above pr ices,  would have a l oss  on drug 
sales o f  2,605 FCFA. This could be e l  iminated by r a i s i n g  the p r i c e  o f  two 
treatments by 100 FCFA. 



For ease o f  administrat ion, the f i v e  categories o f  i l l n e s s  can be combined 
i n t o  three p r i ce  categories, as seen i n  Exh ib i t  1.1. 

2. L a b o r a t o r y t e s t s . A 2 0 0 F C F A f e e f o r l a b o r a t o r y t e s t s w i l l c o v e r t h e c o s t s  
o f  consumable suppl i es  for  malaria, i n t e s t i n a l  t r a c t  parasi tes,  and STDs 
(see E x h i b i t  7.3 below). 

EXHIBIT 7.3 
AVERAGE COSTS OF CONSUMABLE SUPPLIES FOR LABORATORY TESTS CONDITIONS 

A fee o f  200 FCFA a t  pub l i c  f a c i l i t i e s  i s  lower than the p r i c e  o f  
comparable t es t s  performed a t  p r i va te  f a c i  1  i t i e s .  

3 .  Physical plant o f  health f a c i l i t i e s  can be maintained with a per episode 
payment o f  25-50 FCFA (see E x h i b i t  7.4). This assumes each person w i l l  
use a hea l th  f a c i l i t y  once a  year, on average, and t h a t  maintenance costs 
are equal t o  two percent o f  construct ion costs. 

EXHIBIT 7.4 
CALCULATION OF HEALTH FACILITY MAINTENANCE COSTS PER PERSON 

Construction Costs: 57 million FCFA 
Maintenance (2%): 1 . I 4  million FCFA 

No. of health centers: 66 
3 million 

Population per health center: 45,454 

Cost per person for maintenance: 1.14 million FCFA/46,454 people = 26.08 FCFA 
per person 



4. Consul tat ion fee. Consultat ion fee i s  set based on r e l a t i v e  amount of 
t ime required t o  t r e a t  diseases and a preference f o r  round numbers when 
combined w i th  the pharmaceutical, laboratory tes ts ,  and bu i l d i ng  
maintenance fees (see Exhibit 7.5). They are not  the r e s u l t  o f  a de ta i l ed  
analysis o f  labor  costs t o  t r e a t  the d i f f e r e n t  i l lnesses.  

EXHIBIT 7.5 
PROPOSED CONSULTATION FEES, BASED ON APPROXIMATE 

PROVIDER LABOR TIME TO TREAT CONDITION 

Revenues would be used t o  o f f s e t  operat ing costs, and provide bonuses f o r  
a l l  hea l th  workers. The bonuses are intended t o  provide mot ivat ion t o  
serve more pat ients,  and create an informal f i nanc ia l  cont ro l  system as 
a l l  workers w i l l  be a f fec ted by misappropriated funds. 

Addi ti onal Concl u s i  ons/Recomnendat i ons 

1. This analysis indicates t h a t  i t  i s  not necessary f o r  the p r i c e  o f  each 
drug t o  cover i t s  cost, as long as, on average, t o t a l  drug rece ip ts  cover 
t o t a l  drug costs. This means t ha t  cross-subsid izat ion i s  occurr ing: 
e.g., the p r i ce  f o r  treatment o f  parasi tes p a r t i a l l y  subsidizes the  cost 
o f  treatment o f  STDs. 

2. Rounding o f  p r i ces  f o r  admin is t ra t ive  ease i s  recommended. 

3. The accounts for  pharmaceuticals should be kept separately from the  
accounts f o r  other revenue accounts because o f  t he  importance o f  
pharmaceuticals t o  the treatment o f  i l l n e s s  and t he  perceived q u a l i t y  
importance attached t o  the a v a i l a b i l i t y  o f  drugs. 



7.2 Pre l iminary  Study o f  Financing t he  Comnuni ty  Hospi ta l  and Proposal f o r  
Prov is iona l  Fees, Technical Note (Weaver and Nguereti a, September 1992) 

Sumnary 

The consul tants examined user fees as set by Decree No. 91.065, Fees are 
reasonable f o r  c i v i l  servants and other f u l l y  employed persons. They are roughly 
equal t o  o r  greater  than costs (except f o r  i npa t ien t  stays). App l ica t ion o f  user 
fees a t  the Community Hospital  would recover 84 percent o f  nonsalary operat ing 
costs ; 34 percent o f  a1 1 recurrent  costs. Consultants recommend "non-sal a r i e "  
(unemployed o r  informal sector employed) be charged ha1 f p r i c e  and "assi stes 
sociaux", indigent ,  not be charged a t  a l l .  Also, i npa t ien ts  and outpat ients 
should be requ i red t o  pay f o r  examinations and other medical procedures. The end 
r e s u l t  i s  a s h i f t i n g  o f  costs from "non-salarie" and "assistes sociaux" t o  other 
categories ( c i v i l  servants and f u l l y  employed). 

In t roduc t ion  

MOH i s  developing a p lan f o r  f inanc ing recurrent  costs o f  the  Community Hospi ta l  . 
The goal i s  p a r t i a l  f i nanc ia l  autonomy, which means the  government pays sa lar ies  
and some operat ing expenses, and cost recovery finances personnel bonuses and 
other operat ing expenses. 

The study examined the appl i c a t i o n  o f  Decree 91.065 t o  t3he Community Hospi ta l  and 
attempted t o  answer the fo l l ow ing  questions. 

A Are fees f o r  medical and surgical  procedures a f fordab le? 

A Should the hosp i ta l  charge inpa t ien ts  f o r  medical and surg ica l  
procedures and d i  agnostic exams? 

A Should the hosp i ta l  charge f o r  anesthetic and recovery room 
procedures? 

A Are the fees equi table f o r  Yower and higher income people? 

A What percentage o f  recur rent  costs can the  Community Hosp i ta l  expect 
t o  f inance w i th  revenue from user fees? 



1. C o m p a r i s o n o f f e e s i n D e c r e e 9 1 . 0 6 5 t o p r i c e s a t m i s s i o n f a c i l i t i e s .  The 
fees are  rough ly  comparable t o  miss ion fees f o r  higher income categories 
a t  miss ion f a c i l  i t i e s .  The decree on l y  has one category whereas miss ions 
have two o r  t h ree  income categor ies (see Exhibi t  7.6 below). 

EXHIBIT 7.6 
COMPARISON OF DECREE 91.065 FEES TO PRIVATE MISSION FACILITY FEES~ 

2.  Comparison o f  fees i n  Decree 91.065 t o  the c o s t  o f  serv ices.  The g rea tes t  
discrepancy between fees and the  average c o s t  o f  care seems t o  be f o r  an 
i n p a t i e n t  h o s p i t a l  s tay  and f o r  X-ray exams. Fees f o r  o u t p a t i e n t  v i s i t s  
a re  comparable t o  t h e i r  average cos ts  (see Exhibi t  7.7). 

@For Gamboula and Baptist, the highest income categories were chosen; Brethren and Decree 91.065 fees have 
only one category. 



EXHIBIT 7.7 
COMPARISON OF FEES ESTABLISHED I N  DECREE 91.065 

AND THE AVERAGE COSTS OF CARE ( I N  FCFA) 

TYPE OF CARE FEE (Decree 91 . O W )  ESTIMATED AVERAGE COST 

Generalist Outpatient Visit 

(*I For a Central African Republic citizen staying in category 3 room. 

3 .  Comparison o f  revenue from user fees t o  t o t a l  recur rent  costs. Assuming 
a c t i v i t y  l e ve l s  a t  the  Community Hospi ta l  are equivalent  t o  CNHUB, 
hosp i ta l  revenue from user fees i s  estimated a t  237.9 m i l l i o n  FCFA. This 
i s  equal t o  36 percent o f  t o t a l  recur rent  costs, o r  34 percent when 
commissions f o r  personnel are included i n  t o t a l  costs. 

Given t h a t  the government intends t o  continue t o  pay sa la r ies  and some 
other operat ing costs, i t  i s  i n t e res t i ng  t o  note t h a t  expected revenue 
w i l l  equal more than 100 percent o f  nonsalary operat ing costs (210 m i l l  i o n  
CFA) . 

Concl usi ons/Reconmendat i ons 

1. The government should consider es tab l ish ing two more categories o f  fees, 
"nonsalaries" f o r  farmers and other nonformal sector workers, and 
"assistes sociaux" f o r  those unable t o  pay anything. The f i r s t  should be 
approximately h a l f  the  pr ice ,  whi le the  second would be zero. 



2. Consider fees f o r  i npa t ien t  procedures and exams. This w i l l  increase 
hosp i ta l  revenue, and discourage people from ge t t i ng  admitted t o  the 
hosp i ta l  so t h a t  they avoid the outpat ient  exams, which have fees. 

3 .  Consider es tab l ish ing maximum fees-per-episode of hosp i ta l i zed  i l l n e s s  a t  
the community hosp i ta l .  This would prevent pat ients  from rece iv ing a  
f i n a n c i a l l y  c r i p p l  i ng  hosp i ta l  b i l l  a f t e r  an extended stay o r  mu1 t i p l e  
procedures. 

4.  Introduce a  surcharge f o r  nonreferred pat ients.  As many as 30-40 percent 
o f  CNHUB and Community Hospital  pat ients  may come t o  the hosp i ta l  without 
consul t ing a  lower- level  f a c i  1  i t y .  

5.  Conduct a  study o f  the pa t ien t  r e g i s t r a t i o n  and accounting system a t  the 
community hosp i ta l .  I f  fees are not  appl ied t o  a l l  pa t ients ,  o r  
r e g i s t r a t i o n  and co l l ec t i on  pract ices are ine f fec t i ve ,  the  new fees and 
above recommendations w i  11 not increase revenues a t  the  Community 
Hospi ta l  . 

6. Contract w i t h  a  p r i va te  company t o  provide food serv ice a t  the  Community 
Hospi ta l  . 

7. Estab l ish  a  uniform standard f o r  the " l e t t r e  c l d "  for1 medical and surgical  
procedures. 


