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EXECUTIVE SUMMARY

This report provides the analytical foundation necessary to establish
a cost recovery program for USAID's Combatting Childhood Communicable
Diseases (CCCD) project in Guinea. The Government of Guinea (GOG) has
expressed its commitment to establishing a fee-for-service svstem for
primary health care, using CCCD as the preliminary vehicle for wvhat could
become a nation-wide health finance system. Towards that end, the GOG has
endorsed the following tinancial principles which underlie the system’s
design:

1) The national government will pay the salaries ot health personnel
at all levels of administration (national, prefectoral, and
health center);

2)  The beneficiary population will pay for all cther operating costs
of the system; and,

3) Receipts from beneficiary payments for curative care will pay the
costs of preventive services.

Building from these principles, this report provides the analytical
basis upon which the GOG can make decisions regarding the implementation of
a cost recovery systen. Rather than imposing a specific set of decisions
on the GOG, this report seeks to facilitate the GOG decision-making process
by clarifying the issues component to a cost recovery system for primary
health care. The primary issues addressed are: the advantages and
disadvantages of alternative payment structures, the analytics of
determining prices for curative services, and other topics related to the
implementation of the system and a preliminary test of the system.

The decisions surrounding the choice of a payment system are
tundamental to establishing a fec-for-service system. This study spells
out the basic options available to the GOG regarding payment structures:
payment per episode vs. payment per visit, a single payment for both
medicine and consultation vs. separate payments for medicine and/or
consultation, pre-payment for services, and complex vs. simple price
schedules.

The report presents the advantages and disadvantages of each payment
system in terms of: 1) efficient resource allocation, 2) equitable
distribution of the financial burden among the beneficiary population, 3)
financial risk both to individuals and to the system, and 4) administrative
burden. There is no unambiguously superior choice among these options.

The report seeks merely to clarify the trade-offs imposed by these options,
and to specify the relation of these cloices to one another.

The report also applies a micro-computer health finance model to the
task of determining the features of a sustainable pricing (and subsidy)
system for primary care. The presentation of the model and some
illustrative results explain the analytical issues involved in pricing for
cost reccvery. The basic components of this process are analyses of: 1)
the fixed and variable costs of operating the system, 2) the nature of



demand for services, and 3) demographic characteristics of the population.
In explaining the model’s structure, the report explains the analysis
underlying the determination of a pricing strategy designed both to recover
coste and to maximize the proportion of the population covered by the
primaty health care system.

[n the absence of empirical data regarding various demand parameters,
the model’s calculation of prices for curative care are necessarily
illuctrative. Yet, the model demonctrates the iaplications of alternative
Lypotheses regarding the demand tor health care and the cost of providing
that care. The model also permits analysis of the firancial implications
of a range of policy options that the GOG may choose to incorporate in its
cost recovery system. These choices include: the use of a portion of
local head tax revenue to support health centers, providing free care to
those unable to pay for cave, retaining a portion of health center receipts
at the centers as a motivational payment tor health center staff,
subsidizing fized costs at various administrative levels, and cetting a
price for curative care.

The fourth section of the report covers a set of topics related to the.
establishment of a cost recovery system within the context of the CCCD
program. These topics include cross-subsidization among health centers,
and the requirements for coordinating a test phase for the cost recovery
system. Cross-subsidization among health centers may be a necessary
consequence of demographic and other factors determining demand for
services. If uniform prices are charged by all health centers, some will
make losses while others generate surpluses. The system as a whole breaks
even, yet the surplus generating health centers may need to cross-subsidize
those making losses.

another significant topic covered in the final section describes how
the G0G and donors could coordinate the implementation of a test phase of
the cost recovery system., The GUG, CCCD, UNICEF, and WHO are called upon
to provide inputs and to ccordinate their activities with one another. A
fair test of the system will require that all the elements of
fully-functioning preventive and curative services be in place in the test
area.

other topics treated in Section IV include: the physical management
of funds within the system, possible private sector involvement in primary
health care, and recommendations for follow-up activities. Two additional
health-financing consultancies are recommended. An alternative to strict
adherence to the project agreement provisions for evaluation of progress in
cost recovery is proposed. The report also provides a sequential checklist
of the decisions the GOG will need to make in order to establish a cost
recovery system.



I. Introduction
A. Background

The Project Agreement for the Combatting Childhood Communicable
Diseace: (CCCD) project in Guinea was signed June 22, 1985. Tt calls for
the Government of Guinea (GOG) to have "completed a study of a
fee-for. service system that will assist in covering recurrent cosfs in
areac covered by the project" within the first twelve months of
implementation. The Project Agreement annex, vhich describes the project
in detail, calle for the Africa Regional CCCD Project to supply technical
assistance to the GOG for the above-mentioned study, which this report
constitutes.

The present study provides the basis upon which the GOG can make
decisions regarding the implementation of a fee-for-service system. The
Project agrcement annex explains that the current project constitutes an
"initial test phase” of CCCD in Guinea, which was designed "carefully
considering the political and economic constraints of both USAID and the
Government of Guinea." Progress made toward the institution of the
fee-for-service system is one of the five major points to be jointly
evaluated by CCCD, USAID, and the GOG after eighteen months of project
operation.

The eighteen-month evaluation is to determine vhether progress made
varrants extension of the project. The ability of the GOG to finance an
increasingly large share of the recurrent costs of the project through
auto-financing is described as "a major factor to be evaluated." The
evaluation is currently scheduled for Januavy 1987. (N.B. With tegard to
the mid term project evaluation, ve recommend that the GOG not be held to
the tequirement that the cost recovery system be in place by the end ot 18
monthe. We find this goal to be overly ambitious, particulavly in viev of
the late delivery of inputs and continual cifficulty in paining access to
promized {unde encountered by CCCD/Guinea. Some set of intermediate
benchmai ks tovard the establishment of a cost recovery system should be
identified for the upcoming evaluation.)

The GOG has taken several steps necessary prior to the implementation
of a fee-for-service, or other cost-recovery, system. It has endorsed the
following financial principles vhich underlie the system's design:

(1) the national government will pay the salaries of health personnel
at all levels (national., prefectoral, and health center);

(2) the beneficiary population will pay for all other npelrating costs
of the system; and

(3) receipts from benefici iy payments for curative care will pay the
costs of preventive activities.

Slightly at variance with po.nt (3), the Evpanded Program on
Immunization (EPI) program began - harging a 50 FG fee for child vaccination
cards in Conakry in September 194n. The fee is insufficient to cover even
variable costs of vaccinations, «n the remaining costs must have other
sources of funding.

Further, an MOH Arrete of May 29, 1986 set a schedule of fees to be
charged at public and private health facilities throughout Guinea. As of
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the time of this report this schedule has not yet been implemented. (See
cection IT belov for an analysis of what implications the fee schedule
:ould have on the celf-financing of the health system.)

The MOH’s policy statement and development plan lor the period
1087 1097 [Minister de la Santc ot des Affaires Soclales, "Politique

fGienerale de la Sante et Plan de Developpenent Satiitaire (1987-1991),"
juillet 1986] underscores the GOG's intention to address the guestion of
finding sustainable financing for operating costs.  The policy statement

calls for:

(1) health actions to be compatible wvith domestic economic
conditions;

(2) participation of communities in paying operating costs within
their means; and

(3) the design, implementation, and evaluation of projects to include
budgetary analvses of capital and operating costs and available
funding sources for them.

B. Objective

This report aims to give the GOG the information needed to choose a
(set of) cost recovery option(s) to test in the CCCD project area (Conakry,
Kindia. and Telimele). The report examines information gathered in
previous studies vith regard to recurrent costs of primary health care
(PHC) in Guinea; demonstrates the amounts necessary to charge users to
assure self-financing under a variety of assumptions; discusses the
advantages and disadvantages of various types of payment systems; and
comments on some special topics, including cross subsidization among health
centers, coordination of the test of the cost recovery sytem, and various
considerations related to pricing for services.

C. Methodology
The methods used in this study are:

(1) consulting existing documents and studies on the health system
and economy of Guinea;

(?) interviews with important actors in the health system, including
personnel of the Ministries of Health and Social Affairs, Plan,
Decentralization, and Finance; major donors, including USAID,
UNTCEF, and the World Bank; and health delivery personnel (see
appendiz A for a complete list of people contacted);

(3) data gathering by visiting health facilities;

(4) consulting documents and studies from other African countries
which have some prior experience with cost-recovery systems; and

(5) construction of a spreadsheet model of price determination, to be
used to evaluate the implications of policy decisions on the
level of prices needed to make the system self-financing.

D. Key Information Sources

Two studies, carried out in collaboration among the MOH, other
Ministries, and donors, have treated the problem of recurrent costs and
cost recovery. UNICEF organized the studies that resulted in the planning
document for implementation of EPI and PHC services throughout the country



by 1990 [Ministere de la Sante et dex affaires Sociales/Ministere du
Plan/UNTICEF/ (S CTR/USATD-C00D, "Plan National PFV Inteere aun SST,
1986-1991," mat 1936] (ve will call thie decument PEV/SSP).  PEV/SSP
estimates the non-salary recurrent cost ob a PHC svstem, including EPI,
oral rehydration therapy (ORT), pre natal care, malaria treatment, growth
monitoring, and essential drugs. Costs ave esrimated at the health center,
prefectural, and national levels.  PEV/SSP also estimates the mix of
curative cases at an average health center and necessary essential drugs to
tveat them.

The World Bank orranized a series of workshops and seminars as a part
of the process of planning the proposed Labe Health Project. The ftirst
draft project document [Banque Mondiale, "Projet Labe," 1986] (we will call
it Projet Labe) estimates recurrent costs, exclusive of salaries, of
putting a PHC system, similar to that envisioned by PEV/SSP, into operation
at the health center, prefecture, and national levels. The Projet Labe
estimates differ somevhat from thosze of PEV/SSP.

Two studies from other African countries provide important information
about how fully tunctioning cost-recovery systems work. A study of
successful health financing systems in Zaire [Bitran, Munkatu, et al.,
"Financement des Zones de Sante au Zaire," Departerent de la Sante
Publique, SANRU, Departement du Plan, Sante Pour Tous, octobre 1986} and a
report on a pilot PHC project in Benin [Alihonou, et al., "Le Financement
Communautaire des Soins de Sante Primaires en Afrique de 1'0Ouest: des
Lecons Tires d’une Ewperience du Projet de Devcloppement Sanitaire de
Pahou, Republique Populaire du Benin, 27 mai 1986] provide concrete
information about service utilization and pricing in currently operating
systems.

Data collected un service utilization and curative case mix at the
Madina Dispensary and Maternity and the Coronthie Mother and Child Center
in Conakry provide a small sample of information about centers currently
operating in Conakry.

A survey of household consumption carried out in Conakry in 1984 by
the Ministry of Plan [Ministere du Plan, "Enquete Legere sur la
Consommation des Menages de la Ville de Conakry," mars 1984] provides an
idea of what Guineans (at least those living in the capital) are
accustomed 1o paying for health care. (There is no data of this type for
rural areas.) Numerous interviews also indicated that unofficial payments
for medical consultations and access to drugs have been widely practiced in
Guinea for some time.

E. Recommended Follow-Up to this Study

This report presents and analyzes a range of options available to the
MOH in its efforts to establish a cost recovery system. We recommend that,
folloving consideration of this repoit, the MOH consider requesting two
additional health financing consultancies. The first would assist the MOH
in choosing among the options outlined in this report by clarifying and
evaluating proposed decisions. This consultancy should only occur during a
period when key decision makers are present and ready to make decisions.
The second consultancy would covrespond to the preparation for and
implementation of the test of cost recovery systems in the project area.
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F. Organization of Report

The remnainder of thic report is organized inte three sections.
Section II describes the advantages and disadvantages of a range of
potential payment system«: IIT describes and uses the model developed for
the analysis of cost-recovery options; and section IV treats a variety of
other questions regarding the testing and implementation of a cost-recovery
system.

II. Options for Systems of Payment

A. GCeneral Considerations

Within the context ot cost recovery a variety of options exist with
rega:d to specific pavment structures. These options include: (a) payment
for each visit ro the health cenrer (including re-visits for a single
episode of illness): (b) payment per episode of illness (with no additional
charge for re-visits for the same episode of illness); (c) payments for
consultation alone (vith medicine either included in the consultation
charge or purchased by patients separately); (d) payments for medicine
alone (with consultation and other fived coxts covered by a margin charged
on medicines); and, (e) pre-payment of a fixed amount for health coverage
in case of illness. Figure 1 displays these various options in the form of
a "decision tree.," Tracing the tree’s branches trom left to right showvs howv
these options relatre to one another and illustrates Lhe sequence of
decisions necessary to choose among these options.

These various payment svstems each carrvy certain advantages and
disadvantages. They differ in rhe incentives they convey regarding use of
health facilities, the ways in vhich they distribute the burden of fixed
costs among the population, their effect on the financial risks facing
beneficiaries, the financial visks to the system as a whole, and the
administrative requirements necessary to operate the various systems of
payments.

If some services are oftered tree or at less than full cost then there
will be some tendency for them to be "overused," reducing the efficiency of
the syster and raising costs. Since the vhole population benefits from the
availability of health services, whether or not they have to use thenm,
financing mechanisms that lead to the costs being more equally shared among
the whole population are more "equitable." Similarly, systems that lover
the probability of some indi.iduals having to make large payments for a
costly treatment would be considered more fair, since it is largely by
chance that illness or accidents befall individuals.

The more that a system requires that each specific service is paid for
by users, the lower is the financial risk to the system as a whole. VWhen a
system attempts to deterinine an average cost of a variety of services and
sets prices according to the erpected average cost, there is financial risk
in guessing vrong about whar mi= nf services will actually be consumed. If
the consumed mix is more expensive than expected, the system will make a
loss; if it ic less expensive, a surplus vill be made.

The more complicated a system is, the more difficult it is to
administer and manage. More staff time has to be devoted to record keeping
and the chances for mistakes and mishandling grow.
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It is important to norc rhat whichever ot the variety of payment
structures is chosen, the underlying costs of operating the health system
remain essentially the same (though the administrative costs associated with
different payment systems may vary slightly) . The prices set for the
system of payments chosen must be adequate to cover the same total
expenditure for the system as a vhole. The folloving section compares and
contrasts alrernative payment structures in these fterms.

B. Specific Options
1. Payment Pei Visit

One option is to charge patients a fee for each visit to a health
center. MOH data from 1983 [presented in World Bank, "Guinea Population,
Health and NMutrition Sector Review," 1985] show 2.7 re-visits per initial
visit for an episode of illness. Data gathered at the Madina dispensary in
Conakry showved 1.5 re-visits per initial visit in 1985. In Zaire [Bitran,
Munkatu, et al.. 1986] 2.3 to 3.3 re-visits vere found. In a payment per
visit system prices would be set by dividing the average cost per episode
of illne«s (including or excluding the cost of medicines, see section
IV.B.3. for discussion) by rhe expected total number of visits to find the
amount to charge patients each time they entered the health center.

Among the various options. charging on a payment per visit basis would
motivate the most efficient allocation of health center resources. Under
such a system, patients would be required to pay for the marginal cost of
their use of the system (less the cost of salaries), thus reducing the
incentive to "overuse" health services through unnecessary re-visits.,
Patients would use the system only to the extent that they would be willing
to pay.

A system of payments per visit would require that the process of
receiving and recording pavwents, and physically managing the funds, be
repeated each time a paticnt re-visits the center for a given episode of
illness. This might he eacier to manage than the alternative, hovever,
since payment per episode with re-visits free of charge would require
verification on each re-visit that a fee had been paid previously and that
the visit did have to do with the same episode and not a new ailment.

There would be some financial risk to the system as a whole when
payment per visit is first introduced and both the average number of
episodes and average number of re-visits are not known. In setting prices
an estimation would have to be made regarding these two numbers. An
underestimate of either would lead to higher than necessary pricing and a
surplus; an overestimate would ~an setting prices lover than necessary and

a loss. 1In either case, the ti would be limited primarily to the first
period of the system’s operation, +ince adjustments based on early
experience could be made continuonsly in future periods.

None of the costs of healtl, ‘ervices under a payment per visit system
would be borne by the population hich has the good fortune not to need
health care. Among those who do nced care, those whose conditions require
more visits would pay a greater -hare of costs. One benefit to individuals
of paying per visit would be that each payment would be less than would be
required of a single payment for the same total amount. This would even
out the demands on individual cash tlow.



2. Payment Per Episode

Another option is to charge for the full cost of an episode of illness
at the first visit, after ~hich there would be no additional charges for
re-visits., Price per epicode vonld be ser hy dividing total cost
(including or excluding medicines, see 1IT1.B.3, helow) by the expected
number of eupected curative cases.

Payment per episode could motivate a less efficient allocation of
resources than payments pee cicir. Under a system of payment per episode,
patients would not tace the marginal cost of their use of health services:
the incentive may exist to make more re-visits than necessary, since there
would be no additional fee. Yet, this incentive to "overuse" the system
would be mitigated to the eutent that time and transportation costs
comprise a significant portion of the cost of a visit.

Again, those not using health services would pay no part of the costs
of having scivices availanl-. 1o this system, though, all those who used
services would pay the sane chare of coate per episode, so the burden would
be more equally shared than under the payment per visit system.

The risk of individuals having to make large payments would be reduced
by the payment per episode sv:tem, since no one would have to make repeated
payments for a condition requiring multiple visits. The financial risk to
the systew as a whole under rhis system vould arise from inaccurately
forecasting the number of curative cases per health center and thereby
setting prices either too high or too lov. As stated above (section
ITI.B.1) the health center sraff would have ro make fewer transactions
under this system than under payvment per visit, but verification that an
episode had alveady been paid ray cause greater complication.

3. Payment For Consultation and Medicine Separately

Under either the payment per visit or per episode methods medicines
may be included or separated from the payments for consultations. This
section first considers separate payments for medicines and consultations.
Under this system, consultancy fees would be calculated by dividing fixed
costs by the esxpected numbers of visits or episodes, as above (Sections
III.B.1 and 2). Medicines would be priced at their cost (including
delivery charges). With medicines priced at their costs patients would pay
their full marginal costs, so there would be no tendency for overuse.

Since the cost of the particular medicine needed would be borne by the
individual patient there would be no sharing of costs beyond the sharing
under the system used for paving the consultancy fee. This could mean high
payments for those individual« ~ho would need expensive medicines. For
example, those sulfering from schistosomiasis would have to pay 1050 FG for
treatment wirth praziquantel (plus rhe consulrancy fee): whereas those
suffering from skin infections [gale}] would only have to pay 5 FG for
benzoate of benzyl (plus the concultancy fee). [Source for medicine costs:
PEV/SSP. ]

The financial risk to the system would be minimal since every medicine
would be paid for at its cost, assuring that sufficient funds would be
available for resupply. (N. B. It would be prudent to price medicines



slightly higher than ceste vhen inflation is expected, so that receipts
will be sufficient to replace stocks at higher prices.) Administration of
such a svstem at rthe health center level would he somevhat complicated,
since a schedule of prices would have to be kept and applied for each
medicine.

In any discussion ol pricing for imported poods (i.e., medicines) it is
important rhat local curreney pricec tor traded commodities he determined
using the shadow price of torcign exchange. At the time of this writing,

the Guinean tranc was overvalucd by approximately 0 percent (and the trend
vas towvards an increasing ovecrvaluation). Thus, if imported medicines are
priced at the official (rarher than the shadov) exchange rare, rhey will be
made artificially ineupensive to domestic consumers, introducing
inefficiencies into health care pricing and contributing to ar evcess demand
for foreign exchange.

4. Single Payment for Conszultation and Medicine

A single chaige to include both the cost of the consultation and
medicine could be made. Thete are tvo ways that prices could be set underv
such a system, The fivst in to determine a fee based on total expected
costs (for both medicine and consultation) divided by the expected number
of curative consultancies. The second method is to charge a mark-up margin
proportional to the cost of medicines to cover non-medicine costs (this is
the method =uggested in PEV/SSP).

The first system could lead to overuse of some services and under-use
of others, since all would bhe charged for at the same price. The second
system could male treatments tequiring expensive medicines relatively much
more expensive than treatments requiring inexpensive medicines. This could
tend to skew use of services tovard the inevpensive treatments, if those
wvere reasonably effective.

Costs would be more evenly shared among those using services by the
first system and chances of having to make a large expenditure for health
care would be low. The second system would make those needing expensive
medicines bear a disproportionately high share of non-medicine costs and
would increase the probability of a large expenditure. The PEV/SSP plan
somevhat mitigates this risk by stipulating that some of the less expensive
treatments be priced in such a vay that they can subsidize the most
expensive treatments.

The financial risks to rhe system would be high under both systems,
since the calculation of the appropriate fee or margin to cover costs
depends on a prior estimate ol what medicines will be used. Under the
first system (total costs divided by the expected number of curative cases)
a prior estimate that a grearter quantity of relatively costly medicines
would be consumed than happens in reality would lead to a financial
surplus. Under the second (vhere a margin is added to medicine costs) that
same overestimate of the demand tor expensive medicines would lead to a
loss for the system.

Health center administration wvould be simplified by the first system,
in vhich a single fixed charge vould be charged to all patients regardless
of treatment prescribed. The second system would be more complicated,
since a schedule of different charges would have to be kept for each
medicine.

10



5. Pre-Payment For Services

Pre-payment ftor services ould create a system ot health insurance.
The expected medicine and non vedicine costs of covering a population would
be divided by the number oif people to be covered and cach household would
he assessed a pre-pavment proportional to the number of people in it
(different weighting could Lo piven to children apd adulte if desired).
All parricipants vould then be entitled to all needed care at no additional
charge. As tigure 1 indicates, pre-payment systems could include full or
partial payment. In the case ol partial pre-payment. the same sequence of
decisions regarding payment per visit or per episode, wvhether to charge for
medicine and consultations separately or together, and so on, as in the
other cases would pertain. .

Overuse ol services could be a real risk under this system, since
there would be no financial cost to users of visits to the health center.
This could be mitigated by modifying the system to require a modest charge
per visit (e.g., a deductihle or co-payment).

Costs of the availabilir, o! health services vould be most equitably
shared under this system, since they would be shared by all, including
those lucky enough not to need to use the system. Similarly the risk of
making a large payment for a :omplicated treatmeat could be eliminated.
This payment system would create the financial risk to the system of having
to estimate in advance the number and mix of illnesses to be treated in
order to determine a pre-payment level sufficient to cover all costs.

One drawvbacl of a pre pauent system would be the administrative
necessity of keeping accurate records of vho is covered, though icsuing
cards with pre-pavment could substantially simplify rhat problem. Although
fees might not have to be collceted on a daily basis, accurate records of
visits and medicines given would have to be kept to use in revision of the
price of pre-payment in the ncit vear (as i3 the case in any system).

C. Complex or Simple Price Schedules

If cost recovery is to take the form of fees for services, options for
the structure of beneficiary payments vange from "simple" to "complex."
Simple pricing systems apply a «ingle price to all, or groups, of services
offered. A complex structurc assigns different prices to treatment of each
individual condition. Prices would vary as a tunction of the cost of the
required medication and the inrensity of care required for treatment.

Both ot the systems prupused to date for pricing h2alth services in
Guinea (in the World Bank’s Labe Project and in PEV/SSP) are of the complex
type. Thus, for example, the schedule of prices for curative care in the
Labe Project suggests a chavge of 40 FG for rreatment of mild malaria and
240 FG for severe malaria: 100 FG for treatment of moderate diarrhea and
820 FG to treat a severe caur. lhese prices vary both across and within
illnesses. A similar type of "complex" price schedule is suggested in the
PEV/SSP docurent, in vhich rreatments would be priced at roughly three
times the cost of the medicine. The margin charged on medicine is intended
to cover the fixed costs of operating the program -- recurrent costs and
depreciation.
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A thivd option is to consider some point aloung the continuum between
charging either a =ingle pric. fm all treatments or different prices for
each treatment. The GOG ma tind that rhe best gsolution lies in
distinguishing groups of ticatments that could be priced similarly, with
different prices for different groups of treatments. 4 World Health
Organization consultant team in Nigeria, for example, proposed the division
of primary health care services into five groups with progressively
increasing prices as a function of the average medicine cost tor each
treatment group.

For policy purposes, there are four points on which to compare simple
and complex pricing: equity, efficiency, risk, and administration. The
following section examines alternative price schedules from these four
perspectives.

1. Complex Prices

Complex systems charge a ditterent price for the treatment of
different illnesses. One advantage ol a price schedule that varies
according tu the actual cost ot treating each illness is that each patient
is required to pay for precisely the treatment they receive. There is no
cross-subsidization between treatments, in which someone treated for an
"inexpensive" illness pays more than the true cost of treating that illness
in order to subsidize the tieatment of someone else’s more "expensive"
illness (who might then pay less than the cost of that treatment).

Under a complex structure, there would be no incentive to "over use"
services because they are undcr priced. Each patient would be required to
pay the full marginal cost ot the treatment they receive, thus ensuring
efficient resource allocation on this level of the primary health care
system.

2. Simple Pricing

An alternative approach vould be a "simple" pricing structure -- a
single flat price to be charged, regardless of the actual marginal cost of
treatment. This single price could apply to all illnesses, groups of
illnesses, or simply to different degrees of severity for a single illness.

A flat rate tor treatment wvould imply a network of cross-subsidies
between patients. 4 simple examnplc of this would one in which illness "X"
actually costs 100 FG to trear and the actual cost for treatment of illness
"Y" is 200 FG (assume there is one patient with each illness). Under a
simple system, both patients wvould pay 15 FG. Thus, the victim of illness
"%" subsidizes the treatment of illness "Y".

A simple pricing structurc is more equitable by definition than a
complex structure: each patient pays the same price, regardless of which
treatment they receive. Howe w1, a simple structure does not convey to
users the true economic cust ol treating their particular condition. This
could motivate people to consume a larger or smaller quantity of services
than they would it they faced the true (higher or lover) cost of individual
treatments. The result would be a less efficient allocation of resources
in the primary health care system under a simple pricing structure.
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"Equity" and "fairness" have different meanings in this context.
Equity means s=imply that cveryone pays the same amount, rcgardless of their
illness. The notion of fairness is more subjective. Proponents of a
complex pricing structure might argue that it is unfair for victims of an
"inexpensive" illness to pay more than is necessary to cover theivr own
care. Conversely, proponents of a simple structure might argue that it
would be unfair for a mother who is unfortunate enough to have a
complicated delivery to have to pay 2000 FG, while an ordinary delivery is
charged only 400 FG.

One bencfit of a flat price structure is that it eliminates some of
the financial risk involved in becoming ill. No one knows in advance if
they vill contract an illness, what illness it will be (a costly "X" or an
inexpencive "Y"), or how serious their case will be. Rather than facing
the risk of a large medical expense, people might prefer to know in advance
that their payment will be moderate (despite the possibility of this
moderate charge exceeding the cost of treating an "inexpensive" illness
under a complex structure).

Another benefit of a flat price schedule is that it simplifies
financial management and accounting at the health center level. There
would be no confusion regarding how much to charge for a given treatment,
accounts would be easier for the staff to manage, and prices would be more
comprehensible to the public.

A simple pricing structure does present the additional complication of
having to determine in advance vhat the flat price should be. To ensure
that a <imple tariff vill be self financing it is necessary to knov in
advance the mix of cases to be treated. Current epidemiological data can
provide sufficient information for a first estimate for the determination
of a price (which can be modified with later data).

The type of calculation necessary to determine a flat price can be
illustrated by returning to the earlier example of illnesses X and Y.
Recall that treatment of illness ¥ costs 100 FG and treatment of illness Y
costs 200 FG. Now assume that current data allows us to predict that 75
percent of patients will have illness X and 25 percent vill have illness Y.
By weighting the cost of treating each illness by the percentage of
patients with cach illness, one can determine a flat price that will cover
the cost of treating both illness. TIn this example, a flat price of 125 FG
would cover costs. However, if rhe actual case mix were 50 percent X and
50 percent Y, the price of 125 FG would fall short of costs and a loss
averaging 25 FG per patient treated would be incurred.

A pricing system of intermediate complexity, wvhere groups of illnesses
vere priced at a single rate vould result in intermediate positions with
respect to the four criteria in question. Several groups of uniformly
priced treatments would be morc ctficient and less "equitable" than a
system in vhich all treatments " te pertormed for the same price.
Similarly, groups of treatments :ould be less risky to individuals than
completely differentiated pricc:. and somevhat easier to administer as
well. (There may, however, be increased financial risk to the system as a
vhole in moving away from individually priced treatments.)
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In short, a more complex pricing structure has the advantage of
motivating a more efficient use of resources in the health sector than
would a simple system and would be more certain of covering all costs. On
the other hand, a simpler pricing structure is more equitable, spreads
individual risks among beneficiaries, and would be easier to manage at the
service-delivery level. There are fairness arguments that favor both
sides.

III. Model for Analysis of Cost-Recovery Options

In this section a model is used to help analyze the financial
implications of various options under consideration for the structuring of
a pricing system for cost recovery. The model is set up on the Wang PC
micro-computer at UNICEF/Conakry, where it is available fer use by MOH,
CCCD, UNICEF, and other donor staff. Here the model is first described,
their used to make some illustrative calculations.

A. Description of the Model

The model disaggregates all of the fixed and variable recurrent costs
envisioned for the primary health care system, and integrates them with a
wide range of assumptions regarding the operating environment of the system
and policy decisions on cost recovery. The model thus makes it possible to
calculate the average price to charge for curative care in order to make
the system self-financing, given any set of environmental and policy
assumptions. Alternatively, it allows the calculation of the necessary
subsidy to be allocated to assure financial viability of a system given any
choice of prices for curative care. This section explains the model’s
structure.

Fixed costs are those expenses that do not change as a function of the
number of patients served by the health system: a refrigerator costs the
same amount to purchase and run whether it is nearly empty or full of
vaccines. Variable costs, on the other hand, are only those expenses that
change with the number of patients served: one hundred doses of vaccine
cost twice as much as fifty doses. Fixed and variable costs, together,
comprise total costs. The present model is built upon this distinction
between fixed and variable costs for the total set of services provided at
the health center.

1. Fixed Recurrent Costs

Two previous analyses of recurrent costs in Guinea’s primary health
care system have produced estimates of fixed costs: the Labe Project
report by the World Bank, and the PEV/SSP report that emerged from an
inter-ministerial committee organized by UNICEF. The present model
includes the estimates of fixed recurrent costs (and depreciation) from
both of these reports (see Table 1).

The Labe Project disaggregates these costs into the health center,
prefectoral, and national levels; PEV/SSP combines costs on the prefectoral
and national levels, separating out only the health center costs. The
fixed costs calculated for the national and prefectoral levels alone differ
cnly slightly between the two studies; however, the Labe Project’s
estimates of health center recurrent costs are significantly higher than
those shown in the PEV/SSP document (i.e., 431,000 FG versus 246,400 FG in
PEV/SSP).
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Among fixed costs at the health center level, both reports include:
purchase and fuel for one refrigerator; purchase, fuel, and maintenance of
one motorcycle, two freezers, and a sterilization kit. With the ewxception
of the last item, vhich is more evpensive in the PEV/SSP report, these
costs are nearly the same in borh reports. Howvever, the tun veports differ
as to the remaining items included among fixed costs at a health center.
The Labe Project report includes <raft per dieme, paper cards (fiches),
needles and syringes (though these could vell be considered variable
costs), and maintenance of the building., PEV/SSP cxcludes those items, but
includes two items ewvcluded by Project Labe -- a thermometer and a baby
scale.

The result of these differences in equipment is that the Labe
Project’s recurrent costs ave 431,000 FG, while PEV/SSP’s amount to 246,400
FG. (Depreciation is roughly the same in the two reports.) This 185,000 FG
difference in health center recurrent costs accounts for most of the
difference in total health svstem fixed recurvent costs and depreciation
calculated by the tvo veports.

The present model include: the option of using either set of fived
costs as the basis tor calcularing results. A conservative third option
would be to combine the fixed costs of both reports so as to include all
the items excluded by one report or the other.

2. Variable Recurrent Costs

Variable costs comprise the second major component of the model (see
Table 2) The costs employed are those of the PEV/SSP report, disaggregated
by vaccinations, growth monitoring, and pre-natal care. (The Labe Project
report does not disaggregate vairiable costs.) The PEV/SSP report provides
these prices in US dollars, <ince all of the variable inputs are fou
imported commodities. This i+ an important distinction, for it implies
significant forcign excihange roquivements in order to re-stock health
centers wirth the necessary medicines. The inconvertibility of the Guinean
Franc (FG) is a setious problem in this regard (though section III.C.1
outlines a partial solution to the inconvertibility problem).

As noted in the discussion of payment systems, it is essential both
for planning and for accounting purposes that imported commodities be
priced at the shadov foreign exchange rate, rather than at the official
rate of exchange. To accommodate fluctuations in the foreign exchange rate,
the variable cost portion of the model permits the selection of the
appropriate exchange rate as an input to the model’s calculations.

The calculation of variable costs requires several assumptions, each
nf which the model allows to varv. The primary assumption underlying the
calculation of variable costs is the percentage of the population covered
by preventive services. (The -ariable costs associated with curative care
are included later in the model.) any desiied assumption regarding coverage
of preventive services could be inserted into the model. Thirty percent is
the first year CCCD gonal: 50 percent the secondary year goal; and 80 percent
is the goal for 1991 adopted in the PEV/SSP report. The ability to plug in
different coverage levels for pieventive care makes it possible to use the
model for planning over time. This is particularly impcrtant in the
present case, for which the first term of operation will be a "catch-up"
phase, in which a greater rate of infant vaccination would be anticipated
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to make up for the low levels ot raccination in the past. Following the
catch-up phase, the system would revert to a lover level of continuous
operations to maintain coverage levels.

Other assumptions explicitly incorporated in the model of variable
costs include: birth rate per rhousand, population per health center
(these tvo determine the nunher ot pregnant wvomen and newvborns per health
zone) wastage of BCH vaccine, waste of DTP, Polio, tetanus, and measles
vaccines throupgh spoilage, number of doses of tetanus, DTP, and polio
(which 1equire three), and number ot weeks ot malaria prophylaxis ot
pregnant women. Data for each of these variables can be entered into the
variable cost portion of the model, which can accommodate any assumptions
regarding these numbers. The report’s illustrative calculation of prices
and quantities for primary health care are hased on the assumptions
displayed in Table 2 (which represent our best approximation of actual
circumstances).

The model of variable costs for preventive care presents sub-totals
for the thiee categories or preventive service, For vaccination of
children, the model display= the total vaceination costs, revenues from the
sale of vaccination cards (at rhe price of 50 FG each, which is currently
being tested in Conakry and is another variable assumption), and the net
cost of child vaccinations. These costs are shown per child, as well as in
total for a given level of coverage. Costs of health booklets for growth
monitoring are displayed in the same manner. Finally, pre-natal care costs
(chloroquine and tetanus vaccinations) are also calculated in this manner.
Fach of these calculations azcnunts for spoilage of vaccines and number of
doses. (1t would be incorrect to assume that recommended dosages for
preventive treatments equal actual dosages. For erample, the records at
several health centers indicared rhat pregnant women typically make their
first pre-natal ~isit in rheir ~ccond trimester, and thus receivz twenty
veeks of malavia prophylaxis.) The last line of this part of the model
presents the rotal net cost of preventive services.

It is also important to note that the proposed charges for preventive
services do not cover the full cost of those services. Thus, as the
percentage of the population covered by preventive care increases, the
total net cost of providing thuse service increases, as well. The average
price for curative care ultimarely determined by the model is calculated to
subsidize and thereby to cover the net deficits incurred by providing
preventive care.

3. Calculating Equilibria Prices and Quantities for Primary Health Care

The model’s underlying fuiiction is to incorporate data on fixed and
variable costs into a model of demand for health care, and to calculate
equilibria prices and quantiriec- for services. Equilibrium is defined here
as the price tor curative care and the quantity of preventive and curative
care demanded that generatces ju t cnough revenue to cover the health
system’s recurrent costs. To pcitorm this calculation, the model requires
tvo set of inputs in aiddition to those described above: demand
characteristics and policy choirce variables.
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Table 2

Coveraze = 0%
Lnit Lrit Cest cer
Frice Caost (a) healih Center
Ceuspesiticn $LS $L5 F5 Fo
Vaccinations:
Vaccirs
oL3 $0. 030 $0,120 42 14,805
o7 $0. 025 $0. 101 35 12,510
Folio $0. (28 $0. 10! 35 12,510
¥easles 30,0391 $0.118 41 14,555
Vacciration Cards $0.028 13 4, 442
Tot Irfant Vac $0.477 167 33,262
Sale of Carcs $0, 143 50 17,65
Tot Net Vec $0. 334 117 41,237
Brewth Monitorirg:
Health Beck $0.2%0 es 30, B44
Pre—hatal Care:
Chior $0. 006 $0. 237 90 21,683
VAT $0,0:7 $0. 0€6 23 B, 1€0
Tet Pre-Nat $0, 323 113 39, 8€2
Total net preventive services 81,100

{a) ircluces wastage and cequerce of vaccination (polio ard TCog),
Pssoactions:
47 —— Birth Rate (p2r thousand)
13,000 — Pop. per Health Center
X%— Rate of wastaze of ECE vaccine
30%— Rate of wastace of DCog, Fclic, VAT, and Yeasies vaccines
3 — Doses of VAT, Dileq, et Pclio vaceires
20 — keeks of chloroguine therapy for pregnant wopen (2 co/week)
320 ~— Foreign Exchange Rate
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Demand Characteristic

The model calculates the quantity of services demanded as a function
of the average price of services and the per capita income of the
peneficiary population (N.B. these are features not included in the model
set up at UNICEF in Guinea, but will be incorpurated in any followv-on
consultancy). The required inputs thus include: (a) an initrial quantity
of services demanded; (b) an initial price of services demanded; (c) the
price elasticity ot demand for primary health care; and. (d) the income
elasticity of demand for primary health care. This information defines the
demand of the beneficiary population for primary health care, thus
permitting the calculation of quantity demanded as a function of price and
income. The total revenue generated by this demand equals the quantity of
treatments demnanded multiplied by the average price charged for those
treatments.

Applying this model in Guinea requires educated guesses as to the
specific values of many of these parameters. Prior to the system’s
operation, we have no rveal information abour the quantity of services
demanded at any price. The coming test phase for CCCD health centers will
provide that information on a continuous basis, permitting both initial
estimates and constant updating of those estimates as more data is
compiled. The price and income elasticities are more problematic, since
neither has been estimated for Guinea. One approach is to borrow
information from other countries’ health systems for which those parameters
have been estimated. Based on such information, we wvould expect the price
elasticity of demand to fall within the range of -0.10 to -0.35 [P.
Feldstein reporting on studies in the United States and D. Dunlop on
Ethiopia], and the income elasticity of demand to tall within the vange of
0.9 to 1.3 [B. Massel and J. Hever study in Kenya]. This is an
appropriate approach, particularly since the model permits the testing of a
range of values for these parameters. The extent to which the model’s
outputs (i.e., equilibria prices and quantities) are sensitive to changes
in these parameters will help to prioritize future data gathering
activities.

Target values for the quantity of service utilization follow from
several demographic characteristics that the model incorporates:
population per sub-prefecture, and the average number of illnesses per
person per yeal seen by health centers in similar countries. Thus, in a
sub-prefecture of 15,000 one might expect (0.6 curative cases p2r person per
year -- or 9,000 cases -  as a porential case load. The actual case
load, however, will be determined by the demand function described above.
(See the appendices for figures on curative cases per person per year
observed in Zaire.) ‘

one final "environmental" characteristic incorporated into the model
is the mix of illnesses in the population, which determines the average
cost of medicine. The average medicine cost (vhich will be a veighted
average of the cost of medicines for various ailments, weighted by the
distribution of cases among those ailments) must figure into the system’s
costs, as well. Analysis of the PEV/SSP case data yields an average
medicine cost of 47 FG per curative case; Projet Labe data indicate B5 FGj
and data from Zaire indicate 119 FG in medicine cost per curative case.
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Policy Choice Variable

The remaining inputs are policy choice variables, vhere the GOG must
decide what kind of provisions it vants to include in its cost-recovery
system. The model shows the etfects of these choices on the financial
status of the system and the equilibrium price and quantity for services.
The sale price of vaccination cards determines the net cost of vaccination
services (part of the variable cost of preventive service). The model also
allows for the possibility of providing free care to indigents otherwise
unable to attain care. That parameter is entered as a percentage of the
population (which can be set to zero if no free care is to be provided).
Another option undev discussion is to allow health center staff to keep a
percentage of receipts as a form of motivation payment. Current national
decentralization discussions vith respect to the prefectoral head tax
(CDP), envicion the possibility ot nsing a portion of it to subsidize health
center operations. The model allovs for various assumptions regarding the
amount of the CDP allocated tn sub-prefectures, the percentage allocated to
supporting health centers, and the rate of collection of the tax (i.e.,
what percentage of the population actually pays the tax).

Each of these policy choices affects the flow of revenues into the
system. From a policy perspective, it is important to understand that any
decision that reduces the level of costs to be covered by health center
receipts increases the level of public subsidy necessary to operate the
system. The decision by the GUG to pay salaries for health system staff,
for instance, represents a substantial subsidy. Providing free care to
indigent persons wvould lowver revenues without lovering costs, and thus
require compensation elsewvhere in the system. 1If the GOG is in some
instance unwilling to subsidirze vhere its policy choice requires a subsidy,
the result will be to increase the price necessary to charge for curative
care and to reduce the utilization of the system. Policy options that add
to the system’s revenue, such as devoting some portion of a local head tax
to covering health center expenditures, will have the opposite effect.

4, Financial Flouvs Through the Health Systen

This final section of the wodel is structured to integrate the fixed
and variable cost models and to apply the assumptions described above in
calculating the surplus or loss at each administrative level of the health
system. Receipts and expenses at each level of system are calculated, and
the balance is passed along up the system to the next level. Table 3
illustrates this flow of funds through the health system.

At the health center level, receipts are the sum of payments for care,
sale of medicine, and tax receipts from the local government. Total
payments for care are calculated as the price for curative care multiplied
by the number of cases per year, adjusted for the portion of those cases
vho pay for services. Receiprs for medicines uses a similar formula,
substituting the average salc price of medicine for the price of curative
care. Tax receipts are calculated as the product ot the population of the
sub-prefecture the amount of rhe tav, the portion of the tax allocated to
the health center, and the ratc¢ nf rax collection.

Among expenses at the health center level, operating expenses and

depreciation are drawn from the model’s earlier calculation of fixzed costs,
and the expenditure on preventive services is drawn from the variab.e costs
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fable 3

"LOW OF FUNDS THPOUGH VARIOUS ACMINISTRATIVE LEVEL

tural Health Centex

Urban Health Center

lategories Recelilpts Expenses Categories Revenue Expenditure
lecei1pts Recelpts

pymts for cu 605,831 pmts cur care 3,634,989

med:cations 82,722 medications 330,888

vazz cards 17,625 vacc cards 17,625

l2zal tax co 150,000 local tax cont. 150,000

)reratingy costs 326,250 Operating costs 326,250
ersonnel motivation 121,166 Personnel motivation 726,998
'urchase of prev. prod 63,475 Purchase of prev. prod 63,175
‘'urchase of medicines 91,913 Purchase of medicines 330,888
'urzhase of vacc cards 4,442 Purchase of vacc cards 4,442
\mertization 129,150 Amcrtization 129,150
‘otal 856,179 736,396 Total 4,133,502 1,581,202
‘m%t to Pref. level 119,783 Pnt to Pref. level 2,552,300

‘erfectural Level National Level

‘ategories Receipts Expenses Categories Recelpts Expenses
ecei1pts Receipts

pmts at HC 3,254,521 pmts at Pr 8,299,262

sale of med 913,564 sale of med 30,147,610

prev care HC 630,900 prev care Pr 20,819,693

vace card HC 44,146 vacc card Pr 1,456,812

perating expenses 1,936,407 Operating expenses 5,268,000
vrchase of med 913,564 Purchase of med 30,147,610
urchase of prev supplies 630,900 Purchase of prev supplies 20,819,-93
urchase of vacc cards 44,146 Purchase of vacc cards 1,456,812
mortization 1,066,621 Amort.zation 2,825,500
otal 4,843,130 4,591,638 Total 60,723,378 50,517,616
ymt to National Level 251,493 Balance 205,762
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section of the model. Expenditure on motivation of personnel is the
receipts from curative care multiplied by the percentage designated for
that purpose. Ewxpenditure on medicine is the number of curative cases
multiplied by the average cost of medicine.

The financial balance for a health center is the difference between
receipts and expenses. Surpluses may be passed up from each health center
to support costs at the prefectoral and national levels. There are an
average of ten health centers in ecach prefecture. Thus, prefectoral
receipts average ten times rthe surplus at the health center level. Since
it is assumed that full costs vill be recovered for medicines, receipts
from medicine sales balance with costs at both the health center and
prefectoral levels. At the prefecture receipts for preventive inputs
balance with costs as the inputs are sold to health centers and purchased
from the national level. Operarting expenses and depreciation at the
prefectoral level are drawn from the earlier calculations of fixed costs.
A surplus at the prefectoral level may then passed up as receipts to the
national level.

Receipts at the national level consist of rhe surpluses at the
prefectoral level multiplied hy rhitty-three --. the number of prefectures.
As at the prefectoral level, the remaining receipts (sale of medicines and
costs of preventive care) are exactly balanced off by their costs. Both
medicine and preventive service costs and receipts at the national level
are thirty-three times those costs at the prefectoral level. OUnce again,
operating expenses and depreciation are drawn directly from the fixed-cost
portion of the model.

The difference between receipts and expenses at the national level
represents the financial balance ftor the system as a whole. A perfectly
self-financing system, in which services were neither under-priced nor
over-priced, would show surpluces at the health-center and prefecture
levels just great enough to leave a national halance of zero.

B. Illustrative Results of the Model

This section of the reporr piresents illustrative results of the model.
These results demonstrate the etfects of variations in key parameters and
decision variables on the pricing, subsidies, and level of coverage.
Choices between higher prices (and lowver coverage) and higher subsidies
(and higher coverage) must be mads to assure the financial soundness of the
system. These results are illusrrative, rather than definitive, because of
the need to substitute ranges of values rather than specific numbers for
several demand characteristics. The analysis shows the effect of variation
in key demand characteristics, as well.

1. Assumptions

Our best guesses about the demand characteristics are the following:
the corresponding quantity of curative services demanded to a price of 220
FG per episode is 2,250 curative episodes per year per health center and
the price elasticity of demand is -0.2. The price chosen corresponds to
the mean price charged per curarive episode in seven health zones in Zaire.
Those zones found that the population within the service area of the health
zone averaged 0.0 curative episodes per person per year. In Guinea
approximately cne fourth of the 15,000 people within the average
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sous-prefecture are estimated to be served by the health center. At 0.6
episodes per percon, the healtnh center would see 2,250 patients per year.
The price elasticity used is abour midwvay betwveen the findings in other
countries (see III.A.3.). In the simulations discussed below we allow the
population seived by the health center to vary to show the importance of
our assumption. Ve also allor the number of curative episodes per person
served to vary.

During owr coneultancy we wvero intormed that the MOH was considering
setting the price of a curative concultancy in its health centers at 250 FG
per episode (medicines to be paid for ar full cost separately). In the
following simulations we shov <hat the effect of setting such a price would
have on the number of episcdes of illness a health center would see each
year and on the level of subsidy the GOG would have to provide to keep the
system financially viable, under a variety of circumstances. We also
simulate what price it wvould be necessary to charge to make the system
financially viable vithout additional subsidy (break-even pricing), under
the same variety of circumstances. The effects of the break-even pricec on
service use are also shown.

The choice ot a price tor curative consultations is the key decision
variable. In the simulations presented lhiere a series of other parameters
and decision variables are held constant. These parameters and variables,
the values assigned to them in rhe simulations, and the effect of an
increase in each of them on the break-even price are shown below:

simulation effect on break-

value even price
- proportion of pop receiving free care 57 increase
proportion of receipts nsed ay staff
motivation 10 % ( increase
~ CDP allocated to sous-prelecture 180 FG . decrease
- sous-prefecture alis~ation o} €DP to ‘
healtii conters 200 % decrease
- collection rate of CDP 50 % decrease
- average cost of medicine per curative
case 85 FG i increase
- Labe Project estimate of fived costs
per health center 879,759 FG : increase
2. Simulations

The first simulation is shon in Table 4. There the population with
access to curative care is allo - 1o vary from our best guess of 25
percent up to 50 percent, whilc ;:icventive coverage is held constant at 50

percent. At 25 percent a prici i1 curative episode of 250 FG would mean
that the GOG would have to subv ~#i:¢ the system an additional 65.5 FG
million. To avoid the need fo: - nhsidy (to break even), a price of 360
FG would have to be charged per . rative consultation. The higher
break-even price vould reduce .. ! cervices from 2,193 per year at a
price of 250 FG to 2,039, At hitiva levels of access the price ef 250 FG

is adequate to cover all costs, 'limi< the break-even price can be lower than
250 FG and service use higher. tovever, we believe it unlikely that
effective access to curative services will be muzh higher than 25 percent.

23



Tahle 4: Frices and Subsidies with Yartiaticns 1n Aczcess

Fop witn Frice = ISQ FG Ereal ~even Fricing
Access 1D TT o T oo mmm oo e —— oo oo ————— -
Curative Subsi1dy* Curative Frice Curative
lere (L CFE omp o Ceses CEG Cases
5 -65.5 2,183 260 2,028
35 1Q.E 3,07 238 3,101
50 124.8 4,386 154 4 B33

# minus sign indicates a subsidy 1s needed, no sign indicates
that a surplus would be earned.

Assumptions:
{1) preventive coverage = 5@ X
(Z2) population of sous-prefecture = 15,000
(%) curative cases per person per year = Q.6
14) price elasticity of demand = -0.2
(S) proportion cof population receiving care at no charge = 5 4
(B) proportion of receipts used as staff motivation = 18 %
(7) COP allccated tc soucs-prefeciure = 0@ FG
{(§) sous-prefecture allocation of COP to health centers = 20 %
(9) ccllection rate of COF = 5@ %

(1@) Labe Project estimate of fixed costs

(113 sverage ccst of medicine per curative case = 85 FG

Table 5: Prices and Subsidies with Variations i1n Preventive Coverage

Population Price = 250 FG Breal-even Pricing
Covered by =—=-==-=-------—-=- —-mooo-o—ooo—soeeos
Preventive Subsidy* Curative Price Curative
Care (%) (FG mr1) Caczes (FG) Cases
30 -5e.8 2,183 248 2,052
50 -86.5 2,183 260 2,838
80O -75.4 2,183 278 2,018

+ minus sign indicates a subsidy 1s needed, no sign indicates
that a surplus would be earned.

Assumptione:

(1) curative coverage = 25 %

(2) populaticn of sous-prefecture = 15,000
(3) curative cases per person per year = 0.6
(4) price elasticity of demand = -€.C

(5) proportion of population receiving care at no charge = 5%

(6) proporticn of receiptes used as staff motivation = 10 %

(7) COF allocated to soucs-prefecture = 100 FOG
‘2) sous-prefecture alleccetion of CDP to health centers = 20 %
(9) collection rate of COF = S0 %

(10) Labe Project estimate of fired costs
{11, average cost of medicine per curative case = BS5 FG
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The simulation shown in Table 5 allows the population covered by
preventive care to vary betveen 30 and 80 percent (the CCCD first ycav
target and the UNICEF 1990 target). vhile curative coverage is held
constant at 25 pevcent. The resulrs show that at a price of 250 FG for
curative care a growing subsidy could be needed as preventive coverage
increases. The hreak-even price ~onld only have ro increase from 349 FG to
378 FG to accommadate the rise in preventive coverage trom 30 to 80
percent. Similarly, this price Increase would lover curative service use
only slightly (from 2,032 to 2.01% cases per year).

In Table 6 the simulation allouve the number of curative cases per
person per year to vary while holding preventive coverage constant at 50
percent and curative coverage constant at 25 percent. The results show the
great sensitivity of the system to this parameter. At 0.4 episodes per
year a price of 250 FG per episode vould require a large subsidy, but at
(0.8 episodes a small surplus would be earned. Similarly, at 0.4 episodes
the break-even price would have to be high (576 FG) and, consequently,
cervice use low (1,237 cases); vhereas at 0.8 episodes the price could be
much lower (245 FG) and use of <wrvices much higher (2.936 cases).
Although ve consider episodes to be a parameter and nc¢'. o decision
variable, it is not absolutely given. The number of curative episodes
coming to a health center is affected by the perceived quality of care
offered there.

3. Policy Implications

The results of the simulations presented above have two sets of policy
implications. The first has to do with the proposed price of 250 FG for an
episode of curative care. The second set has to do with priorities for
data collection,

only under an optimistic set of assumptions does the price of 250 FG
per curative episode result in selt-financing of health care at the health
center level. Thus it is likely that the GOG will have to choose between
setting a higher price and allocating a greater subsidy if the system is to
be financially sound.

The sensitivity of the simulation results to parameters like the
population served by health centers, the number of curative cases per
person per yeat, the level of preventive coverage, and the price elasticity
of demand indicates the need for data collection on these items during a
test of a cost-recovery system.

IV. Other Questions

A. Cross Subsidization

Cross subsidization within the health system will be necessary to
maintain individual health center and prefecture solvency if the same
prices are to be charged for services everyvhere. Whatever system is
chosen for recovery of costs, if a uniform system of prices is set so that
the system as a whole just breaks even, then some individual health centers
and, possibly, some prefectures will require additional subsidies, while
others generate surpluses.
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Tatle & Pricees and Zubsidies with Yariaticns 1n Curative
Cas=zs per Perc=on

Curat:ive Frice = 250 FG  Ereat-evan Pricing

Cases per  —---mmmmmmm e

Parzon Suburdys Curati.e Prize Curative

per Year FG mel Cases tFG Cases
2.4 -122.3 1,462 g7 1,237
2.5 -52.6 1,825 437 1,638
Q.6 -65.5 2,183 349 2,052
Q.7 -27.1 2,559 263 2,486
0.8 4.5 2,324 245 2,836

* minus sign indicates a subsidy 1s needed, no s1gn 1ndicates
that a surplus would be earnsd.

fssumptions:

(1) curative coverage = 25 7%

€2) population of sous-prefecture = 15,000

(J3) curative cases per person per year = 0.6

(4) price elasticity of demand = -9.72

(5) proportion of population receiving care at no charge = 5 %
{(6) proportion of receipts used as staff motivation = 10 ¥

(7) COP allocated to sous-prefecture = 10@ FG

(8) sous-prefecture allocation of COP to health centers = 20 Y%
t3) collection rate of COP = 59 Y4
{10) Labe Project estimate of fixed costs
“11) average ccst of medicine per curative case = 85 FG
(12) preventive coverage = 5Q %
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This vill be so because individual health centers will vary in the lkev
parameters that derermine vhether costs can be covered at a given level of
price for services (i.e., the density of population surrounding the health
center and that population’s propensity fto use health center services
determine the financial standing of thc health center, given any chosen
pricing system). Thus, lover than average population density (and hence
fever people with access to services), lover than average utilization of
curative services, or higher than average use of preventive services would
tend to create deficits for that health center. (If the pricing system
chosen does not provide for individual payment of full costs of drugs, then
a health center which has a case miz requiring more expensive than average
drugs will also make losses).

Health centers with relatively high population densities o1 curative
utilization rates, or lou preventive coverage would tend to make surpluses.
Urban healrh centers as a group will tend to have a different cost
structure and higher coverage rates than would rural centers. The urban
centers also serve a relatively vealthy population. Table 3 illustrates
the dif‘ferences between urban and rural health centers in terms of their
projected receipts and expenses. One additional feature of the finance
model arnlied in this report is that it allovs prices in urban health
centers to be calculated as a multiple of the price in rural health
centers. This implies some degree of cross-subsidization between urban and
rural health centers.

A prefecture with several loss-making health centers could fall into
deficit (and thus require additional subsidies), as a prefecture with
several surplus health centers could show a surplus. In addition,
prefectures vith fewer than the average of ten health centers might not
receive enough funds from them to pay all of its fixed costs.

In the absence of some system to address this situation, the deficit
health centers and prefectures would eventually be unable to resupply
themselves and would cease to offer the services desired. Two general
possibilities exist to resolve this situation: (1) charge (different)
prices at each HC reflecting local and prefectoral conditions (higher
prices vhere losses would othervise be made and vice versa) or (2) provide
for cross subsidization of loss-makers by those making surpluses. The
evistence of competition by alternative health care providers may limit the
potential of the former.

The first option would be easier to administer at the national and
prefectoral levels, but would mean that people in some areas would pay more
than others for the same services. The second option would require careful
management and accounting at the national and prefectoral levels.
Accounting would have to be carefully monitored to be sure that all true
health center surpluses were passed on to prefectures for redistribution
and to he sure that deficit health centers were correctly stating their
losses. Management skill vould be required to motivate personnel to
continue to improve services vhen surpluses are taken avay and losses are
covered by subsidies. A motivation payment to health center staff based on
receipts would be one way of addressing this problem.
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B. Bank Accounts

Establishment ot bank accounts tor health center (HC) funds would help
provide security between the time they are collected and spent and would
put unspent funds to good use. Fach health cenrer will receive receipts
from payments for curative services on a more or less regular basis. Some
health center evpenditures will arise regularly (e.g. re-ordering of drugs
and supplies, purchase uf fuel), but others will be made only periodically
(e.g. replacement of equipment), some only after several years have
passed. It would be desirable for health center to have bank accounts
vhere receipts could be deposited nntil they are needed. Security would be
assured and interest could be earned, especially on long-term deposits,
such as funds designated for replacement of capital equipment
(depreciation). Bank deposity would also allow unspent funds to be
recycled into the economy through bauk lending. Such a system could work
at the prefectoral level, as wvell.

C. Coordination of Implementation for Tests of Cost-Recovery Systems

A fair test for the proposed cost-recovery system will require that
many inputs be put in place in a coordinated fashion. Inputs will have to
come from the GOG, CCCD, UNICEF, and VHO, and, possiblily, other
organizations. The inputs must include commodities, training,
organization, information, and decisions.

As described above (section I. &) the cost-recovery system will use
receipts from payments for curative services to pay the costs of preventive
services. Thus, for the test to be fair, all of the elements of
fully-functioning curative and preventive services should be in place in
the test area.

1. Curative Services

For curative services, elements in place principally means that the
essential drugs program should be fully operarional. UNICEF has the role
of supplier of the initial stock of essential drugs; CCCD will supply
initial stocks of chloroquine and URS and training in their use; WHO is to
provide technical advice; both UNICEF and WHO could provide foreign
exchange for re-supply: and the GOG has the role of decision maker. Steps
that remain to be taken before the system can be implemented in a test area
include:

(i) finalization of the essential drugs list;

(ii) design and acceptance of a treatment protocol using essential
drugs;

(iii) development of supplv, varehousing, transport, ordering, and
accounting systems;

(iv) provision for converzion of receipts in Guinean Francs (FG) into
foreign exchange to pay for continuing imports [Both UNICEF and
WHO have indicated that they could provide such an exchange
facility. They and the GUG should move forward with formally
establishing a system.|; and, ‘
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(v) training of seivice-delivery personnel in diagnosis,
prescription, handling, re-ovrdering, and accounting and
supply-system personnel in ordering and accounting procedures.

In addition, WHO and UNICEF should estimate when an essential drugs
system could be put into operation in the test area (see section IV.C.5 for
a discussion of the test area). This vill aid in planning the test and put
UNICEF and CCCD on notice about vhen to order the initial stocks of drugs
and supplies.

2. Preventive Services

It is primarily CCCD's responsibility to see that preventive services
are in place in the test area. CCCD must see to it that:

(i) cold-chain equipment is in place;

(ii) supply systems for vaccines, needles, syringes, vaccination
cards, fuel, and spare parts are set up (it would be wasteful to
set up separate supply systems for essential drugs and
vaccinations); and

(iii) service-delivery personnel are trained in vaccination technique
(including handling and storage of vaccines and cold-chain
operation and maintenance), ordering procedures for re-supply,
and accounting (again, separate accounting for essential drugs
and vaccinations would be wasteful).

(iv) CCCD should arrange for timely arrival of imported measles
vaccine and vaccination supplies; UNICEF should arrange for the
import of the other vaccines.

3 Cost Recovery

Several activities specific to cost-recovery should also take place
prior to the test. These special steps include decisions that must be made
by the GOG about what systems vill be tested; an information/publicity
activity to inform the populations of the test area about what will be
happening there; provision tor above-normal intensity of supervision of
test health centers; and set up of a monitoring system to be able to
carefully follow the tests.

Clearly, the most important activity is the choice by the GOG of
cost-recovery systems to be tested. This report describes a range of
options and provides a model with which to analyze the consequences of
various policy choices (see section IT). Further, a list of decisions to
be made is shown in appendix 4.

Once cost-recovery systems are chosen for testing, accounting
procedures and methods need to be developed. Health-care delivery, supply,
and supervisory personnel must be trained in the procedures and methods.
GOG decisions will have to be made about who will handle and be responsible
for funds, what sanctions will be levied for mishandling of funds, and what
kind of securicy will bhe provided for accumulating receipts (e.g. bank
accounts, strong boxes).
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The role of community representatives in cost recovery must also be
decided by the GOG. Then information, training, and organization of the
bodies to represent the communities must be undertaken.

PEV/SSP suggests an active role for management committees at each
health center in cost recovery. Similar concepts have had limited success
in practice in Zaire (Basic Rural Health Project) nor Niger (Rural Health
Improvement Project). Committee members in those countries are unwilling
to devote enough time to carry out daily or weekly checks of accounts. Ve
recommend that a low time-intensity system be developed, where the
community representatives have oversight responsibility, but day-to-day
cost-recovery activities are carried out by one of the health center statf.
Health center staff should have plenty of time to be able to take on these
extra duties, according to what we believe will be the number of people
utilizing an average health center.

Target estimates of utilization are approximately 2250 curative cases,
5625 follow-ups, 1058 pre-natal visits, and 1763 child vaccination visits,
for a total of 10,096, With a health center staff of three nurses, each
would receive 13.5 visits per day. If half of the time of one nurse wvere
necessary to oversee cost recovery, then each nurse would have to handle an
average of 16.2 cases per day. These numbers are rough approximations of
target utilization rates, and should be taken only to indicate rough orders
of magnitude. Moreover. there aire epidemiological reasons to expect
seasonal fluctuations around this average daily case load. (See appendix C
for the underlying calculations.)

4. Special Steps to Prepare for the Test

To prepare the populations of the test areas, some form of information
campaign should bc mounted. This campaign should would try to impart a
message to local leaders along the folloving lines. Their communities have
been selected as the fitst areas of Guinea where a new health system is to
be tested. The system will provide adequate supplies of drugs and carry
out preventive activities like vaccinations. The new system will be better
than the old, but, in order to assure that the system can be sustained
financially, a participation in the form of payment for services will be
required from the beneficiary population. The message would go on to
describe the particular payment system chosen and the level of fees.

Greater intensity of supervision of health centers should be planned
for during the test period. This extra supervision would help to resolve
problems and misunderstandings about hov the cost-recovery system is to
work. For example, medicine stock outs could be averted, so that use of
services is not affected by a non-cost recovery variable. The supervisory
visits could also gather regular tinancial data from the health centers to
aid in monitoring the test. In addition, special funds should be set aside
to subsidize health center operations in the event that service utilization
is much lower than expected, o1 costs are much highzr than expected. The
subsidies would allow the health centers to continue to re-supply
themselves through the end of the test.

The monitoring of the test should include data collection on all of
the key variables determining financial viability (these may differ in
importance depending on what systems are chosen for testing): (a) use of
services (curative and preventive); (b) numbers of initial and follow-up



visits; (c¢) mix of medicines used; flovs of receipts and expenditures; and,
(d) proportion ot people given care virhout charge (indigents). These data
chould be analyzed to tind out vhether the system tested is financially
viable and, if not., how it can be rmodified to make it so. Observations by
supervisors and surveys ot service.delivery personnel could be used to
identify logistical and admini<tiative problewms. Limited household surveys
could be carricd out to cxarine ~hat attecte the eogt recovery system has
on use ot health <ervices by difterent groups in the area (eftects of
ethnicity, income ot wealth, and di-tance to the health center, plus the
degree to vhich the burden of payments f{alls digproportionately on some
households might be analvzed)y. The radius from wvhich users are dravn could
be found by surveying users about their willingness to travel to

health centers and the alternatives available to them through other types
of providers of health care.

5. Test srea

The CCCD project area provides the opportunity to test cost-recovery
for PHC in both urban (Conakry) and tvral (Kindia and Telimele) settings.
Because of the logistical difficultics of assuring essential drug and
preventive-activity supplies and carvying out supervision, consideration
should be given to carrying out the tesrs in only a part of the CCCD rural
area. (Kindia would be the a priorvi choice, since access is easier there
than in Telimele.)

In the rural area we believe it would be desirable to test two to
three different systems in tvo to four health centers each. This would
mean a maximun of tvelve health centers vould be involved. All of Conakry
could be included in a test of two or three systems (one in each
Prefecture). To reduce the complication of the tests, it probably would be
hetter to carrvy out the tests first in Conakry, then later in the rural
ateas.

Since the populations of Kindia and Telimele have high incomes
relative to other rural areas ot Guinea, rtesults of the tests will have to
be interpreted accordingly. Use ot services in other rural areas will
likely be lower than in the test area for any given level of prices
charged.

6. Interim Pricing of CCCD Services

it is likely that CCCD services will be offered in the test areas
hetore a full cost-recovery system is put in place. Thus, a policy needs
ro be defined as to how to charge for these services in the interim.

Vaccinations: the 90 FG charge for a vaccination card should be
instituted vherever vaccinations arc offered. This amount does not
cover even the variable costs of vaccination (see section II), but
does help cover some costs and may increase tne likelihood that
mothers will bring their childien for the full series of vaccinations,
since paying for the sevrvice may reinforce ite value in mothers’
minds, as wvell. A danger of not charging the 50 FG fee during mass
campaign days would be that mothers would then want to wait for the
next free opportunity and would not bring their children to
dispensaries on a day-to-day basis.
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Oral Rehydration Salts (URS): should be priced at least at the c.i.f.
price Conakry (about 3> FG per packet). Consideration should be given
to adding a charge to account tor the handling and transport costs
that eventually will be incurred in Jfelivering ORS to the interior, so
that ORS vill be offered at the sawme p:ice by health centers
everywhere. A price of 30 FG p21 packet would cover these costs.

Chloroquine: should be priced ar its c.i.f. price Conakry (2.25 FG
per 100 mg tablet) plus a handling and transport charge. Since
chloroquine is an inenpensive drug that is already widely recognized
as effective in treating a common acute illness, it could be sold at
5-10 FG per 100 mg tablet.

D. Possible Private Sector Involvement

The possibility of private sector involvement in the marketing and
delivery of pharmaceuticals warvants serious consideration. Present plan
envizion a large-ccale G0G aperated netwvork disrributing imported medicines
from port to the health centers. Present plans. thus require a large fleet
of vehicles, the purchase and maintenance of which would become a GOG
operation and public expense. Rather than undertaking all segments of
pharmaceutical delivery the GOG could wry to involve the private sector in
the following ways.

For non-dangerous, long shelf-life pharmaceu:cicals, like ORS and
chloroquine, the GOG should consider supplementing distribution through
health centers by wholesaling supplies to the private sector. Private
sellers would be free toa purchase as much as they wished to be sold
directly at market prices. Providing ample supplies of ORS and chloroquine
through health centers at modetate prices would provide a brake on market
prices. The private distribution netvork would be able to reach areas
unserved hy the health centers.

For dangerous drugs, products with short shelf lives, and items
requiving delivery directly to health centers under specialized conditions
(i.e., cold chain), the GOG could accept competitive bids from private
transporters wvanting to provide that service. Another option that might be
pursued would be to contract with private pharmacies to deliver and store
pharmaceuricals for the GOG system. Such contracts could be re-competed at
regular intervals in order to maintain firms’ incentive to provide delivery
services as efficiently as possible.

Private sector involvement in this manner need not be an all or
nothing proposition. A full range of public-private partnership
arrangements could be explored. Foir example, the GOG could contract with
private transporters to deliver ORS and chloroquine to regional depots,
from which the GOG could then wvholesale them. This would imply that the
GOG absorbs the transport costs which othervise vould have contributed to
higher prices for these products in remote areas.

The present state of Guinea’s private sector marketing channels
suggests that a fully private distribution system for pharmaceuticals could
take some time to develop. However, such an operation could be phased in
gradually; and, the need to establish some such delivery networks provides
a unique opportunity for the GUG to contribute to the development of
private marketing channels.



E. Recommendations
l.  Additional Hlealth Financing Consultancies

The MOH should consider requesting tvo additional health financing
consultancies. The first wvould come atter the MOH has had time to consider
this report. Ar rhat time rhe MOH should bhe ready to begin to make the
decisions listed in Appendix A. The consultant could help clarify,
evaluate, and assure the internal consistency of the proposed decisions.
This consultancy should only occur during a period wvhen key decision makers
are present and ready to make decisions. The second consultancy would
correspond to the preparation for and implementation of the test of
cost-recovery systems in the project area.

2. Evaluation of CCCD Project Progress in Cost Recovery
The requiremnents ot the project agreement are too ambitious with
respect to the GOG having in place a cost recovery system by the end of the
first 18 months of the project. lhe delivery ol project services has been
slow to start. As discussed in the body of this rveport, even the test of a

cost-recovery system requives that full services be delivered. Thus,
compliance with the project agreement provisions for cost-recovery have
necessarily been delayed. Ve recomrmend that the GOG not be held strictly
to the project agreement, but that some intermediate benchmarks towards the
achievement of a functioning cost-recovery system be established and agreed
upon. A possible starting point would be the setting of a timetable for
the decisions ve list in Appendix ¢
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Appendix A

Decisions to Make in Setting Prices for Curative Care

The setting of prices foir curative care lies at the heart of
establishing a self-financing primary health care system. It is a
complicated task, both analyrically and politically. This appendix lists
the individual decisions that are components of setting curative care

prices.

1)

2)
1)

7)

8)

9)

10)

Review the list of cuipment and prices for fiied costs to ensure
That estimates of Fired rosts neither over- nor under-estimate
program requirements.

Choose a sale nrice tor vaccination cavds and growth charc
boollets. e T ' '

Set realistic goals for preventive care coverage, taking into
Sccount the Tikciihood that ultimate goals for preventive
coverage will rale time to achieve. The assurption made about
preventive coverage determines he expected deficit in preventive
services to be subsidized by curative care.

Make realistic acccesments of the wasrage ot each vaccine.
Decide ~hicthel ¢ -1

virovide frec care to_indigents. If so,
detormine rhe perccutags of the population ta qualify.
Decide whether to pay motivational fees to health center staff.
Tf so, derermine Lhe percentage ol curative care receipts to’
devore tn that purpose.
Determine the rate of the CDP tax, the portion going to health
centers, and §s§5§§§uleg;g§£i§§£}y the rate of collection of the
taz. T o
Hake tealistic assessnents of the environmental parameters
desciibing curative coverage: population per sub-prefecture,
percentage of rhe population vith access to the center, and
annual numbher of curative cases per person.
Decide whether the central government is to absorb costs at the
prefectoral and/or the national Tevels. T e
Choose a payment stiucrure trom among the options discussed in

secrion 1V of rhe report.

These decisions provide the loundation for determining the average
price necessary to charge fo curative care so that receipts will meet

costs.

The precise distribution of the charges across beneficiaries and

visits will be a function of the payment structure selected.
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Appendix B

FICHE RECAPITULATIVE
RESULTATS DE L'ETUDE DE FINANCEMENT CES ZUNES DE SANTE AU ZAIRE®

recettes
couverture de fonct/
Zone ce consultants/ consulrations consult couver- depenses de
Sante pop (a) consultant pre-nat ture PEV fonct (D)
Bokoro 0.50 3.30 57% 42% 15%
Bwamanda 0.58 2.25 967 67% 877%
Dungu 0.65 53% 35%
kaniama 0.35
Kindu 0.49
Sona Bata 1.37
Kikimi (b) (.49
N.B.
1. Le nombre de consultants pai population a Sona Bata est le plus
eleve du pays.
2. En toute zonhe le consultanl est payer les consultations sont
gratuites. Les medicaments sont payes a part.
Prix de consultant: FG
(1) Minimum 127
(2) Maximum 318
(3) Moyen 223
(4) Priw moyen des medicaments: 119
(5)=(3+4) Prix moyen par episode: : 342

Taux de change: 6.4 FG = 1,0 Zaire

(a) population dans l'aire de sante, environ un rayon de 5 km.
(b) =zone semi-urbaine.
(¢)- jusqu’au niveau de la zone, equivalent de la Prefecture en Guinea.

* Bitran, Munkatu, et. al., "Financement des Zones de Sante au Zaire,"
Departement de la Sante Publique, Departement du Plan, FONAMES, Projet
Sante pour Tous, Projet SANRU, Projet Ressources pour la Sante
Infantile (REACH), octobre 1986.
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Appendix C

Total Annual Visits to a HC in Continuous Operation

Assumptions:

15,000 = population of an average sous-prefecture
25% = population with access to the HC
0.6 = curative cases/accessible person/year
2.5 = follow-ups to initial curative visits
47 = pregnancies and births per thousand population
50% = coverage of total pop. for pre-natal care and vaccinations
3 = visits per pregnant voman for pre-natal care
5 - visits per child for vaccinations
3 = nurses per HC
48 = weeks of wvork/nurse/yeal
5.5 = days of work/nurse/veek

Curative Care:

2,250 = initial visits
5,625 = follow-up visits

Pre-natal Care:

1,058 = total pre-natal visits
Vaccinations:

1,763 = total vaccination visits
Total Visits: 10,696

Visits/Nurse/Day: 13.5



[£%]

10,

11.

Appendix D

List of Documents Consulted

"Enquete centree sur la consommation des menages de la ville de
Conakry," Ministere du Plan et de la Cooperation Internationale,
Novembre 1984.

"Community Based Survey ot Practices Conceirning Vaccination and
Treatment of Diarrhea and Feer in Children in Conakry, Guinea,"
Ministry of health and Social Affairs, Centers for Disease Control, et
OCCGE/Burkina Faso, June 1986.

"Avant-Projet Integre de Developpement RUral, Prefecture Labe,"

J > !

aruppo Volontariatoe Civile, Organismo di Cooperaazione e Documentzione
I

Internazionale, 1986,

"Reprogrammation du PEV et des SSP," Ministry of Health and Social
Affairs, May 1986,

"Guinea Population, Health, and Nutrition Sector Review," VWorld Bank,
February 1985.

"pre-etude Projet Sante Labe," World Bank, 1985.
"Deuxieme Etude Projet Sante Labe, World Bank, 1986.
"Project Agreement CCCD Guinea," 1985.

"lssues Regarding the Proposed CCCD Project in Guinea," R. Waldman
and M. Makinen, June 19084,

"Le Financement Communautaire des Soins de Sante Primaires en Afrique
de 1'0Ouest: des Lecons Tires d’une Experience du Projet de
Developpement Sanitaire de Pahou, Republique Populaire du Benin," E.
Alihonou, et al., mai 1980.

"Politique Generale de la Sante et Plan de Developpemt Sanitaire

(1987-1991)," Ministere de la Sante et des Affaires Sociales, juillet
1986.
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Appendix E

List of People Contacted

Ministry of Health and Social Aftairs

Dr. TYaya Dialleo, Directol General, Preventive Services

Dr. Mamady Conde, National Director, Mother and Child Care

Dr. Alpha Telly Diallo, Director, Health Statistics and Planning Unit
Di. Boubacar Dieng, Director, Expanded Program of Immunization

Dr. Moussa leita, Director, Malaria Service

Dr. Kandjoura Dranme, Director, Diarrheal Disease Service

Ministry ot Plan

Mr. Bano, Planning tor the Social Sector
Mr. Keita, Planning for the Social Sector
Mr. Oumar Diallo, Prices and Cost of Living Unit

Minstry of Decentralization

Mr. Ismael Camara

PMI Coronthie

Mr. Aboubacar Sidiqui Conte, Statistician
SM1 Madina

Dr. Deinabou Diallu, Director
Mr. Diallo Hassimian, ATS

WH

Dr. Celestin Gantin, Representative, Conakry
Ms. Susan D. Foster, Geneva

Vorld Bapg

Ms. lrene Hopwood, Representative Responsible for Health and Agriculture
Mr. Bachrach, Project Consultant

Mr. Mamadou Dioulde Diallo, Manacer, Rural Health Project

UNICEF

Mr. Ian Hopwood, Director

Ms. Maria Calivas, Program Administrator

Mr. Rudolph Knippenberg, Microplanner, Active Channeler

Reach

Mr. Harry Godfrey, Immunization Consultant
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1)

2)

3)

4)

3)

6)

Appendix F

Scope of Work
for First Health Financing Consultancy
in Guinea

Calculate the recurrcnt costs (in local currency and foreign exchange)
of the CCCD interventions (ORT, malaria, and immunizations) and other
PHC services. These costs will be used to determine the level of
resources to be raised to make the CCCD and other PHC activities
sustainabie. .

Determine the level ot medium and long-term support for recurrent
costs that can be counted on from: (1) donors for foreign exchange
costs (e.g., UNICEF supply of vaccines) and () MOH for local currency
and foreign exchange coste (e.p., <alary and fuel costs.)

Review, with MOH and (Ministry of Finance if appropriate), the
advantages and limitations of feasible options for community
participation in financing of CCCD and PHC services in Guinea. These
options may include fees (ot various levels) for services, capitation
payments (c.g., pre-school consultation cards), and community
contributions (e.g.. collections of voluntary contributions from
houscholds). This revier vill include discussion of how to assure
access to services by groups in the population unable to pay for
services. Euperiences in Guinea with community financing (if any)
vill be r1evieved.

Review the advantages and limitations of alternative systems for the
delivery of CCCD and PHC services. This review will include public
and private sector options.

The revievs of options for community financing and alternative
delivery systems will be nced to plan pilot testing of initiatives in
these areas. A scope of work for a follow-up consultancy to launch
the pilot tests will bhe drafted, including a timetable.

A report will be drafted in-country showing the results of the cost

analyses, the sources ol tinancial support, and reviews of options for
financing and delivery systems.
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