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The above is a simplified outline of the brrakdown of a project’'s costs
into one-time, recurrent, direct and indirect categories on the basis of
function. Asterisks denote information contained in the Sine-Saloum report.

It is cbvious from the small numbers of asterisks that little ccsting of this

project was undertaxen. The mcst serious and constant cmission occurs on the

- far right hand side of the Table, i.e., the recurrent cost category. What

asterisks do occur in that column are supplied by Mead Over in Appendix F of

the Sine—Saloum Report. It is in this Appendix where M. Cver disaggregates the

regional budget into functional catagories and discovers that such a dis-

aggrecation leads to a pessimistic view toward budgetary carabilities of project
maintenance. Since many exgenses are either already committed or are of a

recurrent nature one cannot rob ?eter to pay Paul” as was first expected.

Conclusion

Neither this paper nor the "parent paper" f"The Costlng of Primary Health
Care", could orov1de any actual numbers., Both papers sought to provide the health
planner and pro:ect evaluator with a ccnceptual framework ‘that would lead to a
logical ordering of prlorztles, consxderatlons, and aspects of. the cost estimates
that should be conszdered,.zncluded, or questioned. I antxcxpate that many
readers will be dzsapooznted by. the lack\of numerical benchmarks in these two
works. Because of thls, I would like to devote the conclus1on of this paper to
an explanation of thxs "defzciency” end to safeguard the eveluato: agaxnst such

benchmark estxnates.

wWhat lS prlmery health care’ Although deflnltxc s can be gLven, there is
no universal neanlng to the term. Some of A.I. D. s pro;eets focus on comprehensive
care and some on Lkasic care. Obvxously, here Ls the first dlvergence in cost.

Basic health care is. nuch ‘more limited in scope, objectxve.‘and duration. Con.-
prehensxve care is none other than "the ‘development concept in the guise of health

care". To predxct the costs of this type of health care would be to project the
cost of the development process ltself Lo ;

By the sane token,ixt is mecssxble to calculate the costs of projects that
have as their endpoint two dlve*gent deflnltxons of. populatxon. Some projects are

pilot projects, some are natxonal in scope, some are regxonal. The concept of "cost
cer individual" is not 1nvarlant to the endroint cf the project! Rather projacts

should be grouoed by the range and scope of coverage "and costs could be compared
within these groups.~.‘ i

Must the oro;ect develop an infrastructure before Lt ican begxn to function,
or can it draw vpon the existing xnfrastructure’f Does a Ministry of Health exist?
Is there transportation to the target populatxon’e Do input markets exist for drugs,
materials, personnel? Obv10usly, if such infrastructures do not exist, they must
be first developed before the project can begin to provide primary ‘ealth care.

This brings up the next point.

Is the primary health care project to produce just health care, or is it
to produce intermediate products? Will drugs, facilities, doctors, nurses,
paramedics be produced by the project and then used within the project? OR will
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the zroject buy these inputs directly? (If they are bought directly are they im-
ported, produced at home, or donated?) If the inputs are to be produced within
the project then all the ccncepts of cost and production must be applied to these
goods also.

What doces the population look like? Here those demanding health care
must be considered, for this dictates the cost of health care. If the health care
needs of the population are easily satiated, then the prcject ma} incur low costs.
Over time, however, the needs of the population change. Population growth,
democraphics (especially emigration, and immigrati. .), socioeccnomic factors
affecting the prevalence of disease will affect the type of care the health care
unit is to provide. Thus the function of the project may remain the same and yet
the cost of fulfilling that objectxve may change dranatzcally as the population
changes. The astute evaluator ‘should ask the pro:ect planner to "think through”
this concept of evolv1nq needs and the effect ;t WIll have on. the project.

The above. has sought to explaxn the dlfferences that exlst in health care
projects. The evaluator/planner need not "redlscover the wheel" thh each project
however. Given the increased number of heath care pro]ects in recent years,
many "like” projects can be found.; It is aanc;pated that perhaps over time a
catalogue of comparative studies could be compxled.i‘"LLke studies” would be alike
on the basis of: providing similar caxe, duration; similar oopulatxon; and
comgparable stages of natxonal economlc development. Within these qroups evaluators
can compare ccsts of coverage, success and 531lure, and learn from past budgetary
mistakes. R : _— : : : . e : .

The evaluator should: develop a standard llst “of auestlons to ask of each
project. Questlons should fall in the category outllned in this paper and c.'sts
can be divided as they are in Table 2.‘ In thls way sone systematxc form of
evluation can be applied to all projects.;u‘*~ s . ~

. In snort, there is. no short cut to a deta;led evalnatlon of each project.
Vo "cut-of£" nunbers can be given  and none should be applied.; Evaluators must

cevelop a logical framework for the evaluatxor of projects. The two papers that

I have authored for A.I. n. ‘have presented in varylng detail this logical framework.

In conclusion, I must add that there is no short-cut ‘to the thinking process --

the use of short cut" numbers can. lead to- a sevexe ‘misuse of health care

resources. : R : . - i
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