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CHAPTER 1

77/D/;l" ION

uns, research objectives and

pecially are confronting
atus of citizens and how to
: - well as allocate scarce
resources among various hez s 'in v itable. er. Though Sri Lanka has
public-private mix he " -__ ef « | \ R sector which is totally free at
the point of delivery. itions in th 0 and demography, which have
resulted the changes ity idity cr ‘as well as a rapid increasing in

aging population. Thus, it is Teg an urgen necd uf rational method of health care

e

-

financing and delive has been obtained higher level of health

status thmu@-\r
Lj;.._:_;{

The M\ﬂJ‘I}" of Health in Sri Lanka has been curreﬂlL/ examining the evidence
for ra!:onahzmg p‘nﬁ health care system uwmg the policy documents of Health

1’;17 AN INRANT =

Central Dispensary Samadigama) aa,a pilot in order to dcvelap a cumprehenswe primary

o TG BT

integration model of providing curative and preventive care services through one center




al the primary level facility. The study of cost analysis of Samadigama health center
makes an attempt to provide evidence with respect to the purpose of rationalizing PHC

system.
1.1 Rationale

Sri Lanka hﬂSHLhIQVEdEXCt’:pIIOpal health indices as a developing country. This is
especially true of low” ?nfam and rﬂalemql mortality rates as well as high life expectancy
rate, compared-to -::uuutnes ‘w;’lh similar [JDP and per-capita health expenditures. A part
of this success lms in Empnwennent (ﬁ} universal adult franchise in 1931), welfare
policies such as fm;‘ ed,ucaﬂ-:m, food subsidies, and establishment of a widespread
network of free pl:ljl‘l:-]]}f;yll'l{!a‘llh Senfmes. H@ce, health sector of Sri Lanka has brightened
as “Good Health at Low Cost”in the world (Hsiao & Associates, 2001).

Nevertheless, the gramng expectations of access to quality care, increasing
demand and changing dcmand pattern. for healﬂl gare services are resulted due to the
epidemiuingid’s’ﬁl and de.mcgmpiﬁcal transitions. Becausu. th’:é lransitinn caused to;

to non- mmmunmable diseases, decreasing of femhty rate.. and child mortality etc.
Moreover, improvement of technology as well as people’s tendency, stimulation of
obtaining higher education status have influeneed to grow up people’s knowledge with
regard 10 the importance of healthy life and good health status as nations. Ultimately,
these changes affeet to raise the problem of cast escalation.of health sector of Sri Lanka
alike ‘other developed and developing countries (Gottret & Sciber, 2006). Thus,
increasing demand for health needs is faster than raising the financial resources. Then the
government has to tradeoff between scarce resources and the peolicy goals which are

equity, efficiency, quality and accountability of health services in the citizens. In this



context, the Sri Lanka’s health sector is confronting many problems which can be defined

as follows:

» Supplies of the public health services are inadequate to meet the needs due to
growing demand for /ot ging disease pattern since insufficient
resources

» de Silva W OW! L the study on Underutilization of

facilities in C i ies a -_ phers ‘_Units in selected MOH areas of

words, undersupply or non-
attendants, drugs and
. the quality of services and the
level of utiliza 77»'»' it o resources available in the Primary

are idle.

high um cost per oul | uﬂ, such complex units use
r It
more lstlcated equipments as well as senior, q ied staff and, on the other

hand the xﬂof‘ utilization are relatively high (over-crowded) (Somanathan,

AREINBNINEING

Thcre is no formal refen'a] procedure in SL and bypassing from lower level

NME S SRt




areas. This phenomenon causes to arise the problems of inequity as well as high

catastrophic expenses due to more cost of seeking care and impoverishment.

studies may suggest a need of

’ \\.;s arder to respond to the gap of
ﬁ !

average cost and to increase

“\\{ age groups.
policy makers in the health

sector have already tz n action o : I :spanttcs of health services
such as inequality ices, €0 t esca \ nnecessary or imbalance of
demand/supply o ity x ality of PHC services. In this

context, the next cha -' ) *i hat how to provide services at

the first contact level ople in an equitable and sustainable

manner. There are many evidences that are emphasizing the significant of restructuring

(i) eﬁ : , 2{]{17}, which is the latest
d ns! important pﬂh{:}' guideline in Sri Lank whjch has emphasized the

0 ﬁamzmg rimary café-Services as a strategic plan of health
A B AR AR ﬂﬁ :
ionalizing 1.1.2 b)".

Therefore, this policy formulation I‘qu.lll'ﬁ&l'ﬂ information w1th

QWWMMWW’T?VIEH&EJ



(i)

(iii)

(iv)

(v)

(vi)

The Hospital Re -categorization document (2005) published by the Health
Ministry, which has also proposed to reorganize the health institution in the
country. In that document by sub heading of No. 4.1.4 defines the proposed
primary health care system in dét_aﬂs,j The Ministry has proposed to expand
the services of threc Kinds of mﬂ‘iﬂgaujpduenl facilities such as “Central
Dispensaries™, “Maternity lzlimnesi"éhd--if»’-@ienlral Dispensary & Maternity
Homes", and they an:_re-namcd as “Primary Medical Care Unit”.

The Lentl.‘a] Di’ﬁpensauty IfC D) Samadigama is a primary health care
msmulmnﬂmt is new]y Lnnatrumed The policy and planning-makers in the
health’ ITUI;ﬁStI‘}' are axatmmmg CD" Samadigama as an evidence for
ralmnajﬁmg pnmarf healﬂ‘l care in order to better address the demographic
and cpideuf c-lqgmﬂ challenger;:- of the health system due to some facilities of
CD Sﬁmadlgamg, cnulq”be s_m_;ular to the proposed facilities of primary
rnedicﬁ] calée unit at the Hospitatrﬁe Categorization policy.

The stud} anealth Care Famllty Survey mnductcd in Sri Lanka in the year
1992, whlch ﬁauﬂﬂ that the utﬂlzaﬂm l,'H" Imﬁer level health facilities is quite
low and unit cost-also very high dueto low occupancy and turnover rates.
Ihu:-: o increase use of these lower level facilities arsd to formulate referral
pmmﬁure need to be expanded of health faglhua\‘: in the lower level

msutuhuns that are better than building the new heaﬁr“cenlen Likewise, it is

worth to do many studies to examine the allematwe ways of expanding the

exmtmg primary health care facilities.

Hospital managers need information on costing of hospitals ta allocate the
limited resources in a more efficient manner ( Tisayaticom et al, 2007).

Lewis, Forgia & Sulvetta (2003) reveals that the better information on costing
are very useful for improving health services, more effective use of public

resources and better rationing of healthcare.



(vii) Hospital costing & unit cost information could be useful at macro level in

identifying the resource gap and projecting future cost of providing health

(viii)

(ix)

(x)

1.2.1 Research Qum:t:m:,,;-:r«;;r—t J 5

Thetﬁ

i. anar‘r}marc
What are F gal costs and unit cq&slnf final cost centers (patient service

AWy ﬂ?ﬂ’i

iil. Secnndary Research Quﬁ‘ns

T s UANaNa g

2. What are the total indirect costs of final cost centers?



3. What are the proportions of operating costs of total costs profile (LC and MC)
incurred for the unit cost of each patient care centers?

4. What are the total outputs Wl cost centers?

1.2.2 Research Ob

panent service centers in

1.2.2.2

-h overhead, intermediate and

final cost centers . = _ \ \

[ ]
* To calculate the irect and inc osts of final cost centers.
; 1555
¢ To calculate the ope s (LC and MC) cost of each final cost centers.
¢ To analyze the cost pre ile o /w ‘
o 5
13 A

ai ﬁuﬁj in term of
: 11 nomic costs

which incurred by both the government budget and forl: or local funds as do

QW’]MH?NNW’]’JV]H’]&E




1.4  Expected Benefits of the Study

e Samadigama is the “model health center” constructed in the country. Hence,

L] Tht‘. Sﬁ :
health sector

Unit cost will he " *’“' f'_ ivate hospital sector/third party (insurance
company) to s i

The costing Inf@

studies in order to asses

assistance for the cost evaluation

e programmes or interventions within

Q

ammmmummmaﬂ



CHAPTER 11

LITE! T E REVIEW

' ‘& thodologies adopted by Sri Lanka

s This chapter will devote
method of analysis such as the

| ols like the scenario building

2 né the costing studies more
ajor costing areas, namely;
/0P care, Hospital/Institutions
* (Costing of diseases and disat
» Costing of interventic s

» Costing of services

W)
-
AR THI T R A G

help lqucasurc performance of the hospitals. Hospitals are viewed as vital and necessary
community resources that shﬂuld‘bﬁ managed for the benefit of the communi

Lo e e Dy e L

their institutions or not. Moreover, cost analysis is a technique to allocate direct and
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indirect cost to the cost centers or the department. Thus, pooling of disaggregated data

supports to the financial accounting system to rearrange the existing financial

information. And the cost analysis helps to future budget and financing, evaluating the
operation and modification i eces: f/& rice and charges. Finally, cost finding
and analysis are also of valuc ,ﬁ %uﬁng that costs do not exceed
available revenues and'subsidies. e -

R S

ir - evels. One is macro level

purposes such as ‘and decision making, future dgeting, prioritization, identify the

resource gap, forecasting for the future, evaluating alternative financial strategies. Second
one is mezzaning level p There, are identifying optimal services provision,
complementary/subs | ity anc sustainable concern, and
assessing service atili ; ird 0 > IS purpe es. This includes assessing

efficiency of hospitals, prio interventions, identified cost containments, cost

evaluating studies etc.

rospective study helps to measure
uitably. Moreover, the

C imes or revised existing

ee application of unit cost
mmcm of the hospitals and
(iii) ﬁomic evalslﬂcost*effectiveness, thility and cost-benefit studies).

LR i Bk
QRN TUNINYIAY

programmes. Adam, Evans & gge
information on (i) Budgeting and planning (ii) efficiency
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2.3 Classification of Costs

2.3.1 Economic Cost and Accou n Cost

i de S/ 07) cite when dmng costing study

the hospital actually spend

7 costas well as opportunity cost it
oregone. In the hospital context, it

' , volunteers. For example,
» : placement cost to calculate
& Parker (1994) introduce
| [ e d \goods. For volunteers, use
current minimum wage or W _ s v @_, an be adopted to economics cost
calculation. Howeve i naly » broad picture regarding the

or other sources.

oods that lﬂlonger than one year such
as building, vehicle, equipments, furniture etc Second is the cost that usually incurred

H w@wmﬁwmnﬁm

Parker, 1994: de Silva et al., 2007). According to Tisayaticom, Tangchamensammn &
Patcharanarumol (2007) it can be d‘ldbﬂ into three mﬁa ones such as

QW’}“ﬁﬁ"ﬂﬁm 11l
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2.3.3 Cost by Apportionment

in be divic “direct” and “indirect” cost. Direct cost
. .b ﬂgnt Costs relating to multiple cost

- hra et al.,2007: Mogyorosy &

: el activities or programmes.
Creese & Parker ( fine’ that thesetypes of costs are as shared costs. Shepard &
Hodgkin (1998) and de Silva et al. (2007) also explain that most of the times in hospitals
have disaggregated - he .' F Wo a are not attributed to specific
researct ed different techniques to collect

2" ,.—'-L' - ‘chnlauec

Scenario technique can be used to collect the data on shared resources such as
rsunnr:l Thls&‘m ue is used in Sri Lankaalf'rst by de
- on pa ing wards in

guvaqre’nt ospitals as comp 'emmtary mancmg or n5p1 oreover Edmsmghe
(2002) and Kasturiratne (2003) used for cost analysis_of District hospital and

9 Wﬂ‘ﬂ“ﬂﬂ“‘iﬁﬂ‘ﬁd‘tﬂ%?’l‘ﬁ“’rﬂ 3



13

(i) Collation of all information and characteristics relating to issue/problem. i.e.
Dimension of the hospital or department, building materials used

(i1) isti ions employed. i.e. equal time allocation of staff in a child

le that it is expected 1o be

(iii) 510 reach cost estimates

(iv)

2.5 Cost An

A unit of hospita analysis AN lves a number of steps. Shepard & Hodgkin
(1998) has followed se . hod of Hanson and Gilson, 1996.
There are:

L. Define

1[- De .l'- "'j Wy ey

. Identify
V. Assign“' ts to cost centers.

V. Allocate alkosts to final cost centers.

ﬂﬁ%ﬂﬂ”ﬂﬂﬁﬂ”ﬁ?ﬂ‘i
R ANNIUNRIINYIAY



o

9

14

In 2007, JICA ~EBM costing study team has followed 4 steps in order to obtain step-

down cosl accounting exercise in one teaching hospital in Sri Lanka. The steps are:

11.
1.
V.

2.5.1

‘ A =EBM costing study team
(2007), cost cen e divided i 3 categories are overhead cost centers,
' _ & Hodgkin (1998) cite if
) venue, it is appropriate to apply
cost canter identifical . d in above. Anyw: . when the study is considered
regarding the hospital rev “""'" eC o divide cost centers into revenue cost

enters as well.

_the costs of
) to patient
serwq centers (absorbing cost ccntcrs} Tisayaticom et al. (2007) shows that the

allocation criteria based on what Services are provided by overhead/intermediate cost

IR SNSBEHHA R

formulate allocation criteria at the research.
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2.5.3 Full Cost Determination

Four basic techniques. ¢ \ st all are commonly used to calculate the
indirect cost of absurb enters. Th %ﬁ/&n be divided into 4 types mainly.
i Direct Alhﬂn——-ﬂ‘:s&yﬂmmm have mentioned that direct

allocation is di to the patient services

centers.
il

n onsumptions of costs by other

er cost centers

st center become zero

JICA -E \ | costing study team (2007), Ka itne, (2003), Edirisinghe, (2002),
- S :
Lanerolle (1 - ayaticom et al. (2007) are some
examples for hers who adopted the step-down metho I their studies.

ur Eﬂﬂmuﬂ NI

the cost of each center distributes 1@ others as in the step-down method.

ammn‘mum’mmaﬂ
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iv. Simultaneous Equation

This method is based on the
be represented by a series o
provided for other center t ;

F'mn -

| allocation of the cost completely and can

f/|yhat recognizes all the services that are

cemcrs as sum of direct

Finally, it can b
mmwiﬂﬂw i-l; Om ».; S1en

Full cost of ab ng ¢ al ¢ f‘*.,:: ] = Total indirect cost

Unit cost can'be ed b vst divided by aumber of patient visits in that

ﬂﬁEJ’JVIEJﬂﬁWEJ']ﬂ‘i
QW’]Mﬂ‘SﬂJNW’]’mH’]ﬂﬂ



CHAPTER 111

HEALTH SYSTEM IN SRI LANKA

y
.

This chapter will"devote precise e!tpiﬂnguan’ ;u.n, national health system in Sn
Lanka with brief introduction of geagl‘af)hical, m-.mlitical and social background
and finally broad ;xpimﬁnnﬂf Samadﬁgama health centre.
i 3 & |‘

i
!

o

3.1  Country P;ﬁﬁlcSlju La,nlﬁ -

Sri L. anka is asmaj,l lsland iny ﬂm Ipdlan Dce.a;n with a land area of approximately
62,705 square k:lﬁmﬂlﬁs "Iopugraph:m!lry the island censists of a south central
mountainous regmn vghlch Tises 10 an elevation of 2,502 meters and is surrounded by
broad lowland plains at an elevation of 0-75 meters above sea level. Sri Lanka is a low-
income country with a per captla income of ﬁﬁmld USS 930. The country was late in
adopting economic develupmt strategies such as market liberalization and export
orientation. The economic growth rate is 6% -7%, aided by the increase of exports, but
both budget deﬁ-::lts and external debts have been worsening. ']'hc population of SL for
the year 2{105 “was estimated to be 19.6 million. The werage —pnnual growth rate is
recorded as 1. l for the island. Little over half of the population is concentrated in the
Western, Central.and Southern provinces. These three provinces together make 23.2% of
the total land area of thescountry. During 2003,/8Sri Lanka had approximately 307 persons
per square kilometer (population density). The district of Colombo {eapital city) has the
highest density of 3,410 persons per square kilometer. One of the most elearly visible
features'in Sri Lanka’s population age composition is that the older age groups (60 +) has
increased, The median age which remained around 21,3 years until 1981, has increased to
25.6 by 1994 (DHS 1999). It could.also'be observed that the proportion under 30 years of
age decreased from 37.4% in 1994 to 32.9% in 2001. Sri Lanka has passed through the
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classical phases of demographic transition to reach the third phase of a declining birth
rate (28.4 in 1980 to 18.9 in 2003 per 1000 pupulatinn) and a relatively stable low death
rate (5.9 per 10,000 pﬂpulatmn s:

Iem of government in which,

:s]am! pﬂWm parliament. The executive
: y an Executive President. The

sovereignty of
authority is exerci : | pres;
President and Memt e t are: elected ditectly by the people. For the
purposes of administra “ Sri i " 9 pr m:r.'s, 25 Districts, and 321
Divisional 15 wested in the Provincial

Councils, composed
3.2 National Healt

Lanka is to foster a healthier nation that
contributes to its economic,. mental and 5 : itual well-being. And “To achieve the
highest armiiﬂ%!e o to people edywarkmg in partnership,

to ensure acress i : lity, equitable, cost effective and sustainable

Al
s

health services ;|

'- mission and vision, the

eloped the health policy l]ﬁhree steps over the years.
At first, in 1992, l? Presidential Task Force a draft policy document. A result of
-a second step.

BUDINT ‘7' v

Plan,%:ch was published in 2007 addressmg challenges to an innovative progress of the

ol el

term perspectives.

government has formulated and de
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into following eight broad areas: (Revitalization Primary Health Care, Regional
Conference, 2008)

1l

1il.

iv.

Vi

Tf‘
vii. Im e’ ua tjr nnl ile” th ,
ool 2
viii.  Facilitate health promotion through TEC activities and through media.
Following socialist welfare package introduced in the 1940s, a massive expansion
| he/country in the 1950s
;ﬂmry in and

Health Extﬂure

AULINYNINYINT

QISn Lanka has the public-private mix health system. The government is
responsible for public health socllk as the main provider, the organizer of financing

bR

was 3.7% as a percentage of GDP. Obviously, THE seems that it is increasing over the

L Lo
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last years. In terms of finance by source, in 2003 total public sources of financing
accounted for Rs.28.4 billion which is 41 per cent of total amount of financing while the

private sources financed Rs.41 hi ior h is equivalent to 59 per cent. In 2004, public

funds accounted for Rs. 39 1?5/ per cent of total financing and private
547 equivalent to r cent of total financing. These
Is qui -increased comparing with the public

is Wpﬂﬂml source of financing.

figures show that privs

financing. Moreover, oul

Table 3.1 shows the tre

Table 3.1 H Financi

Expenditure item 5 U i \ 2004
Total Health Ex i 5DP) Mraiiz.s YA YR A 4.1
Total Health Expénditufe onHealth | 35,476 . | 50.4 86,441
(Rupees Million) b, Ak )4 A
Total Health Expe Eapi?{-njﬂl 28 \E 44
US §) _ e~ i R
o rAR
General Government F Ith'mef & ' 6.6 45.0
(%THE) =
General Government H@WM" nditure 6.1 7.0
) ][ 39,700
i
| 03
Private Expenditure on Heall.'fh { o THE 55.0
Prl'me Expencﬁl'.lre on Health (Rupees

{re Faid biams (% Pﬂl—IE] 30 |34 |32
Friva Pre Paid Plans (Rupees Millic" 385 1 1302 o/

€ ernal Funded "ri :&]LL uﬁi l. I E{Hﬂ|

terma I

Source: National Health Accounts, 2003-2004, Sri Lanka
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34.  Organization of Health Facilities

s been : ful model of “good health at low cost™ .
developed ; counties. Health care delivery is

Ith care consists the allopathic

(Western) systtw which cover 4 an_ 85" f total health requirement, and
traditional system namely Ayurvedi ani Siddha a omeopathy. Consumers are

free to choose se

The publig'sec ve, curative and rehabilitative

health care, free at the point *H : public sector c ative services are provided
through a wide etwork hea re institut s 1 a\' entral dispensaries and to

teaching hospitals. Itis achieving

o inpatient care and 50% of the
demand for outpatient servi ,“ rivate se mrp' es mainly curative care which is

outpatient care and most of the health

The Ip eV » ,1: provincial councils
according to g gy Unit, Family Heath Bureau and
Special Dise ontrol Progarmmes/Campaigns. However, health outcomes are quite

high though finanging-en health services aresrelatively low. The basic health indicates

UYY VIEWI‘SW&I’]ﬂ‘S
ammﬂmummmaa



Table 3.2 Basic Health Indicators - 1995, 2000 & 2003

Population | Population | GDP
growth rate | (million) per
(%) capita
(US3)

Year | Infant Life
mortality | expectancy
rate at birth
("000) Female

1995 | 165 75 L1 183 704
2000 | 133 193 844
2003 19.2 962
Source:
hing hospitals to maternity
homes and cen ph as follows
Figure 3.1
Special Hospitals
Base Hospitals (BH) ondary Care Level
District Gcr@ los
District Hospital b
Peripheral Units ju; m
Rural Hospitals ( Primary Care Level

R WI‘VI NeINT

C:nqumpensar}' (CD)

IR NI IneIss

tertiary care level hospitals. Secondary care includes BH and DGH. Then, DH, rural
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hospitals and peripheral units and CD & MH and CD are included to primary care level
services. But in 2007, the hospital re-categorization paper is divided the above three

levels into four levels. will be re-categorized under the following

groups;

(@
(if)

The hospital system re-categorized ove will be upgraded over the next
five years based on criteria as in below (He e-Categorizing Paper, 2005, MoH).

~a* 4 ‘
() A L)
U X
EJ Number of transfers U-
. @lgce to the nearest temware hospital

A UL SITIWE T =

e Availability of m‘qneta:}r and humanfphysma[ resources and etc

ammmmummmaﬂ
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3.5  Primary Health Care System

Following the “Health for A “’ on adopted by WHO Member States in
1977. and the “Alma onference g/ﬂ/‘:ﬂture of health development in Sn

lanka has been the p 1 for strength Ith system established in 1926,
within the frmnewm'- Heaﬂn G *"mc such model was the Health
Unit program :ﬁ al e Rockefeller Foundation,
which helped  primar Sri Lanka. This program

established a community-based public health network across the country, which became
the basis of the national healil olici ng the las - At the present, there
are two types of primar putpatients such as “Central
Dispensaries”, “M & Maternity Homes”. And

development. It is a broad “and com

development into lhﬁ @W e d evclupment as embraced in its

definition: E_;k —isan “o

y cﬁ‘ces:uh!e to individuals

and fammm I:j’ ¢ . pl‘bn and at a cost that the
community and Country can afford to maintain at every .srag of their development in the
spirit of self rehﬁzﬁnd self determinatiom It forms an integral part of both the

REANURTID I
economic dey It is't el of contact

of individuals, the family and commttunity with the nm‘:ﬂ health system brmgﬁaﬁheaﬂh

RIS S aamkal pusi g s e

to make 30" anniversary of the Alma Ata Declaration, 2008, p.3)

co

av
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3.5.1 [Issues and Policies of the Primary Care Level Facilities

The Declaration of Alma-Ata “m '19?3 ,ﬁ:-rmaIly adopted primary health care
(PHC) as the means for providing comprehcns?w: universal, equitable health care
services for all muutn:& “Thus, cummum!y ba.ssd ‘health programmes have been
developed in a number uf dﬁvtt!upmg cuunlnes as ea.rI}' as the beginning of 20" century
focusing on the goal Gf “HEa,l.t!‘l for AH by the year2000”. Because most of the countries
understood thatfirst comacl u’f heafth m:ads of people shotld be more rational in order to
obtain national hgnlt‘h dwelcspment T}\é report of the “Revitalizing Primary Health Care,
Country bxperlcnce,, Sri Lanka,” mentioned that the country’s health indicators show a
steady lmpmveq;ent u\h‘:r ::eccm dﬂcades, Hall & Tay!ur have Gltcd in their article in 2003
as “by 2002, many ‘pmplt: in remuﬂ:e pdor settings still do not have equitable access to
even basic services”. de S]Eha & Attanayaltc (1992) also shews that resource constraints
such as lack c-t"dru@ lauk ﬂfstaff in Ccnilm’l Dispensanes in selected MOH areas of the
Gampaha district is linked Withm{iﬂl' I.lﬁ]lﬁlmn of health care facilities in peripheral
units in the country. Thls m.akes an econnmm sense that under-utilization of facilities
creates high average cost per Qutpahenl wsﬂ Gn the other hand, the authors conclude that
while under uulmauon and 1 wastage of resources are the common features of lower level
lnsll[ullﬂl‘jb.=D_-1:_l ‘the other hand, over- cm;vdmgqrgver-gﬁ]mgugh causes to decline the
quality of services, which have become concomitant feature of the higher health care

level institutions.

Somanathan (1998) ecites that costs of lower level facilities are very sensitive to
the levels of utifizations. And, the author concludes that a redistribution of patient load
from overcrowded complex hospitals to underutilized-basic care facilities that,would
reduce the cost of lowerlevel facilities and improve efficiency. de Silva et al (2007) and
de Silva & Attanayake (1992) reveal that there is no formal referral system in.the

country. Therefore, people in community level are bypassing the lower level facilities to
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tertiary care level facilities. Thus, Somanathan (1998) and Somanathan et al (2000) show
that cost per outpatient visit is quite high in complex hospitals due to use of very

sophisticated equipments and manpower (MO instead RMO and trained nurses). Hence,

this by-pass phenomenon me nect ’r de
secondary care level hospital \ Silva & |
: :-7 r“' " R-d o -

continue to supply servi

n on tertiary facilities as well as
(1992) and de Silva et al (2007)
level institutions rather than

reeded to maintain lower level facilities
in order to ensure a Al po tmn in terms of equity and

quality perspectives. Moreoy , anathan (1998 ed that it is better to expand
existing facilitiesrather than building new ones. \ ~

In the recenifbasty ber ¢ ives have taken place in the
country. The Cer sion : ;" -.--~‘?-_ ‘ th, work related to the
1th S ".-; . \; d finally Social Determinants
it of :‘.-.,a- mendous effort, the latest policy
document which is aunched in 2007. Ensuring equity in
health care through easy acc odern health care with emphasis on the

lower income, groups and ore vulnerable in 'm}r well as achieving an

Millennium Develop oals, Anr

' .tf* (
of Health are few of sug m:tm

efficiency aﬁr St ":;";;;:'.'.::::.:'.::;“.:';':T.;j ain factors focusing in
the Medium- A five strategies and its
mtcr-rclatmnslu‘p}s folluws Lﬂl

ﬂUEJ’JVIEl‘V]‘i‘WEI’]ﬂi
QW’IMﬂiﬂJﬂJ‘m’mmﬂﬂ
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Figure 3.2  Five Strategies & its Interrelationship

Z.Tammm

Source: Revitalizing T

Follo e health services delivery

ing -‘ L[5 n"h mpro
and health actions’ | e Surn 'ng g‘ m \“ w o implement the rationalized

J-'ll-,l-l.,,
primary health”care deliy Y §W' n - Waodthy. Moreover, the Hospital Re-
\ 73 .
categorizing Paper Was published in 2005 with a view to facilitate planned/organized

hospital dcvclﬂpmtnt-v cchanism. Th hospitals will be categorized under the following
groups. |

Primary Medica

AV RR

- Outpatient care
- Limited emergency ca.r‘ facﬂltles for stablmlon of patients befow\ernng

ARSI

Flaammg, Child Health, Well Women etc..
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3.5.2 Samadigama Health Center

N/

Dharma D m:lal ant],,r Foundation (DDM) from
Taiwan has been Whaalﬂ’sect “following '

built a new vill

(i) Background

Tsunami disaster in 2004. It has
lage™ with a Health Center
health care institution

benefiting the _ r | 5
called as Centr pensary S: del village is construed in
' Viriyhdleh the country. The closest
which is a secondary care

Hambantota distri

institution and located 10 (m aw: fro CE ’5 ‘- na. And the people living this
area are of poor soci nomi A \.\ based on manly agriculture,

seographical map of Samadigama.

(ii) Service Structure:

ary sla :. operation in July 20C {‘m-le Ministry of Health

s of the dispensary si " : model is based on
the classical pqpkw h s structure and functions need to be
observed, which is important when improvements to primary@ealth care are envisaged in

AL A Y g s

bears the 0>

= Health Promotion

ama”iﬁﬁ%mmmmaﬂ

=  Community Networking
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- Intersectoral Collaboration
- International Cooperation

Prevention of cancer dis
Epidemiology of life expe
Health onst tion of cor
- Technique training o

c} ﬁdm% AT < 171 ‘ ._‘A # ‘ . ng?_lhe mter_
e >
In I.IIL amadi healt _._wth promotion and case

management arF elivered un _ ncept:_‘m fosters reaching out to

AR INENINGINS
RIANTUNNINYAY
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Table 3.3 Time Schedule of Services providing CD Samadigama
Name of the Service Time Schedule

OPD '

Medical Clinic
Ayurvedic Clinic
Dental Clinic
ANC o N
Well Baby Clinic 4 7 ‘Wednesday in the first and last week

Family Plannig

Source: Data cnll '

In addition 10 above, PHI | '\ 2\ conducting health education
progarammes with taking advice f om Mt y. For examples:
- Early Child { ‘:‘ ient (ECCD) — Once/two months

Brest Fcedin Manage ice/ three months

~ Complementary Food Feeding ne_— once/month

UN \\.

|
Currently IMJ intended services mentioned in the above are not totally provided at the
CD Samadigama. ‘m;.ule the Emergency Treatment Unit is not functioning; OPD,

ﬂﬁﬂ“@%ﬂ‘w 8 IR
QW’]Mﬂ‘im URIINQ Y
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(ili) Comparison of CD Samadigama with Proposed Primary Medical Care
Unit by Ministry of Health

As mention ed in C _;‘_f / #/ f Healthcare was proposed to re-

categorize the medical institu xt five years an::mrdlng to the

Hospital Re-Catego

will be renam ivisi ospitals and primary medical care units. The category of
divisional hospi 1 ¢ iph d hospitals. All the CDs
and CD & MHs re u its. According to the re-
categorization guid have the following functions
area.
Outpatie
Limited e tabilization of patients before
referring t he s a cal in
> Poly-Clinic facilities Ante- & Post- it _ Family planning, Child health,
well women etc _ il
In addition to above, € Samad 1a has the facilities as Dental Clinic, Ayurvedic
Clinic, PHM & PHI he Structure and functions of

A number ﬂfﬁ?&ﬁ:ntra] dispensaries @matcm:t}' homes are available in the

ﬂﬂﬁﬁ%ﬁﬂﬁmﬁﬁmxm

vered only antenatal chmcsegnd well baby clinics. And CD & MHs are

q RPAR TNk (e Tt ax i 7o

Samadigama has been structured in an attempt to provide preventive and curative health
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services through one center This concept is similar to the proposed Primary Medical Care
Unit by the Ministry of Health.

In tr.'rm irces, the Registere : edical Office/s works in the
i | N \ \

existing CDs as andi-Charge 6fthe dispensary. The RMOs were recruited into only the
CDs that comes as# result 6f the government. poli hat is due to lack of Medical

: ents whe ce Level Exam were given a
medical training an / afe recruited to_the imary ca - fa ilities as RMOs. But the

Medical Doctors whe are gradu rom the medical schools. The salaries of them are
not the same. MG v aid higher salary than RM( e staffs of RMO, dispenser, one
hospital attendant, or | '- "', v  ’: mitary labc I and one security guard are the
cadre for CDs approved ythﬁ unistry. In 1 abot , CDs & MHs have one/two
midwives as well. The propg q 1adigama is as follows:

- lMedlcaIDFﬁ -
}7 "

=_!-n_—-—— e e — - . .

D :?tlkClinic{mrim"mk}
Labour for Ayurvedic

- &-
(78

£ c ! -
- 1 Dblic Health Nursing Officers {mrice!monlh)'ﬂbispenw (full-time)
- 1 Ar‘ Public Health Inspector (Full-Time)

AUETREATREINT

- 2 PHMs (twice/month)

ama@ﬁi@ﬁummmaa

= 1 Sanitary Labour and 1 Security Guard
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PHI, PHNS and PHMs involve with preventive services and health promotion
activities under MOIC at the CD Samadigama and MOH Ambalantota. Nevertheless, the
existing staff structure of CD Samadigama is not sufficient to provide the proposed
services. Two thirds of the statfs work as part-time. They are | MO (MOIC), | dental
surgeon, |1 ayurvedic doctor, 3 PHMs, 1 dispenser and | ordinary labour for ayurvedic
department, 1 ordinary Tabourfor denial clinic. Others are PHI, PHM and watcher. They
work as on the full-time basis. In addition, these-are 5 volunteers/community supporting
officers facilitating to the'Service provision of CD Samadigama. The operational structure

of the new health centercan be illustrated by figure 3.4,

Figure 3.3  Organization Chart — Samadigama Health Center

Administration Office

Preventive & Promodion
Health Care

Saurce: Data collection for the study
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At last it is needed to be summarized the whole system of CD Samadigama. The
comparison of CD Samadigama with the existing PHC units seems the variation in terms

situated at the village level, geographical
On the other hand, the vision of CD

ﬂﬁEJ’JVIEJﬂﬁWEJ']ﬂ‘i
QW’]Mﬂ‘SﬂJNW’]’mH’]ﬂﬂ



CHAPTER 1V
ODOLOGY

\\7///

In keeping
will be expressed in

udology adopted by the study
will be explained; (a) research

The research study
Primary and secondary *. -

relmspect:kmt

study focusing on provider perspective.
0 December 2008 were collected
't services at the CD
J I 1

5 modulus. One was to
analyze the totjust - _ sﬁ CD. The second module
was the intended system which was analyzed the costs as same in the above model. The
statistical records ‘oﬂﬂ Samadigama and ether related offices as well as In-Depth

AR AT —
QRANIUAMINIAY
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4.2  Conceptual Framework

The conceptual framework ywas dmum based on the cost analysis method adopted
by the study (see page 36; Figure 4.1). It was followed 5 steps (Shepard, Hodgkin &
Anthony, 1998; Hanson and G_i]snn, IQ‘}ﬁ}.‘.ﬁ;t.“f&;ti;‘tﬁs; centers need to be identified. In
the case of adlninistmﬁueﬁe#spectivc;ﬁe cost-cenlers-were distinguished based on the
nature of their work= *ﬁﬁ:r@ centers, intermediate (ancillary) and patient (final) cost
centers (table 4.2).. W‘lihln Ea;h of the lattar groups, 15 cost eenters were defined (figure

The S«em’hd is tu Iﬁslgn inputs tp the cost centers (direct cost determination).
With regard to the lﬂethqd uEdlrect cost d!tﬂ:nnmauon need to be considered. The data at
the small health cenuws espemally, was pmhlemat:lr.‘:. Their expenditures were attributed
to specific cost cgﬁers or deparhnent. Mnst of the resources were shared and
disaggregated. In this qase mang studies ha&'e applled different techniques to make
approximations for costs of shared inputs whlch were quite subjective (Mills, 1991;
Creese & Parker, 1994). This smdy was adoptadSugann Building Technique to collect
the disaggregated data of each cost center. The second step fnl}owed 2 steps. Collecting
costs of mpmsuﬁ&m&ﬁ included only particular ﬁmﬁﬁﬁtﬁmsplves (direct cost) was
the first step. ‘Next wasa way of giving/allocating costs of shared resources (or line costs)
based on scenario'technique, to a particular place or event that where there was no data.
The scenario technique.followed 3 steps in order to collect the shared/indirect cost of
inputs such as labour, material and capital resources. The steps were (a) list the empirical
information; (b) list the assumption.employed and (¢) costing exercise.

The third step was the allocation criteria determination. Appropriate allocation
criteria needed to be determined in order to step down costs from overhead cost centers

and intermediate cost centers (Transient cost centers) to patient service centers
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(Absorbing cost centers). The Step-Down method was adopted to allocate the indirect
costs that could not be allocated directly to the final cost centers at an earlier stage. Due

4.3

were classifi

each center
1.
2. .........
3. GeueralSreR fi
4, Health Educatia ' WA IR
. ce of et N
6. * 'i'i.hi::r::m'
7. P
8 Room
9. ﬂutpﬂll?[ Department

Antenatal Clinic

qwﬁai‘iﬁiﬁ%mmmmaﬂ

linic
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4.4 Data collection

Data collection coul H/ parts as sources of data collection and
methods of data coll \ //

4.4.1 Source

L.

i icollected especially for the
thesis/project. The mé T iew and self-observation were conducted to
collect the data of time ion each he: 1) el, time used of equipments and
materials etc.( Shepard & Hod : ¢ Parker, 1994). Most of the hospitals

rted costs by individual departments, or that
information may be very | Thus, the headings mentioned in the
below were.used as a guideline fo ew in order to obtain complementary
information from N/

¢  What arfje mai , EJ.

e How m&ny hours the staff is working in one department per week?

W@%ﬁﬁ WENHIRT

ow many hours that medtcal equipments, electric appha:m etc. are used

ammn‘mum’mmaﬂ

in developing countries may
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ﬂUU’JVIBVI‘iWMﬂ‘i
QW’]MﬂiﬂJNW]’JW?J’]&EI



Figure 4.1: Cpncéi:tual Framework

Cos1 of Shared
rEssurces

o¥

40
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4.4.2 Methods of data collection

Methods of data mnemm\ TWMmzed as in the table 4.1.
’ d

Data Source

- In-depth interview &

-Personal records (Diary)

- Record form
-In-depth interview &
observation method

- Records from Medical
Supply Division, Bio-
Medical Department

-Monthly Bills

-Inventory lists
Floor plan of the

L)" = —t. L1 o

» Jlnvmy lists

_l - MoH records
Final/patient service | Number  of | Secondary | - Record form

service | Patient O | data -
19141790 eleRe e A

QRIANTAUNRINISH
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4.5  Cost Analysis

r. which : , " (Costing for Hospital
Management, EBM'study, 2007, p.2-13). The cost'centers can be distinguished according
to the nature ork. Tt provid ed al f apfar allocating resources and a
i » e context of Sri Lanka, all the
services are free of charge at thepoint of ¢ . Therefore revenue of cost centers was
not included.

Cost centers were d Las overhead, intermediate and final
cost center AT

_ _yyupmg of cost centers
was as follows( 2

(i). Overhead C8s1 Centers (OCC)

AUNANYNINEINS

verhead cost center provides tremendous support to the overall functions of the
health center. Its costs are sha‘i among the pﬂl«relatad cost cenN The

identified as transient cost centers.
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(i1).  Intermediate Cost Center (1CC)

This provides ancillary ser
pharmacy, office of PHI and PHM as

centers could be known
(iii).  Final Cost

This p

preventive servi

t involves curative and
planning, Dental clinic,
Ayuruvedic tioning). Also, this cost

center category

Table 4.2

Gen. Admin. & Registration

Maintenance & Cleaning

Sy, Mair
er S}ﬁ?ﬂ}Rﬂﬂm

q' C ﬂ3 Jﬂltn:m
i 7 |

C 06 Family Pianning Clinic (FP)
C o7 Ayurvedic Clinic

q}mmmzﬁu
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4.5.2  Assign inputs to the cost centers (Direct Cost Determination)

b vy
dISpensa

0S| r could be defined as the direct cost. As
e disp /Q or jointed or they are multi task
s followed two tasks .was to compile the direct costs that

components, this stem__;_.
involve only curtain‘cost centers. Secu?l,ily, sh costs, which were incurred for utilities

(i.e. water and e
ocat d and apportioned to the
cost centers accordi he *‘scenarik ue’. The scenario building
technique actuall d be use data col I ct :r_. ethod of disaggregation data that
was applied the research study ?\ s of paying wards...” by
the authors, de vilv et al (1997)in Sr La 4 ore ,\ WHO report published in 1994

/ ng manual for programme
manages " done E}r " as explained how to calculate

“shared resources” ed for deferent programmes or

In “E"‘ e’ of services to the
representative i « perspective. For an
example, MCHj:m included ime 3 """ of the staff, vaccine,
instruments and-eonsumable drugs for family planning as well as building and utilities

etc. Public Health ﬁiﬂe had assigned to Antenatal clinic (ANC directly, but she
e too. Thus, it

SRy MR
QRIAINTUNRIINYINE
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The scenario technique was carried out 3 steps.

a). List the empirical m_farmaf'

exercise is conducted.

The dimcnsi@ e hmldl/@hc cost centers wise.

e Number uthmﬂﬂﬂcaMpmem
e The mid of the salary scale ware used (St iephard & Hodgkin, 1996 and de
Silva et al, 4997). TR R, S

. ’7 each cost centers available at the time the

* List of equipment & \aterials |
Treatment protocols of each facility/were taken a discussion with the MOIC of the

dispensary
e Monthly billsfor utili A
v -ﬂd:a_

?\c I
enploid

f d;.,,. Wi :' - ,:'

In this step, assumpti

b). List the assi

the allocations of physical and human

resources into each department were adopte

e The study was adopted the linear depreciation methoe njdepmc[ate the capital

|||L _'_!' &

e llses obelerialssuc 1 as cleaning utensils, stationclﬂjre assumed to be linearly

distributed aver the assumed usage Spalb
‘ ostof d CC.
. ane m:mrdmg to

%e treatment protocol of each cost center. i.e. MCH clinic has standard and

oV 5N} TTATTAY
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Table 4.3 Dimensions of Cost Allocation

Equipment
Building/Space

Personnel

Supplies ‘
Building opemw 7

Source: Creese

c). Costs esti o / 1 ed the li ion ¢ "' m the use of assumptions

st.calculations in detail.

' | on uses of inputs such as capital
C g ided into two parts such as labour
cost, material cost. In belo v, each type ol ras identified. The appendix B will show
the dlfferenr‘xpe H i wite ,.'. ere used 10 cof‘ﬂf capital, human and

4.5.2.1 Capltal Cust

AULINLNININS. ..

machmry etc. all these last more one year. As the land for this health centcr was

W

obtained taking advice from a senior engineer at the Central Engineering Consultancy
Bureau (CECB). In this case, the study was adopted “Straight Line Method”, as this
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method provides long-term financial commitments, in order to calculate the average

annual financial cost of capital goods (Creese & Parker, 1994). Number of working years
or useful life years of capital go ; ¢ ymidered as mentioned in the below. Unit of

measurement of capital go\ //ce used (% of square feet used).
Applying life W goas (only for the major goods) are:

\merican Hospital Association,

The replacement co ¢ taken into account as the capital

goods were donated. 99: a‘?tb hepard et al, 1998

emphasize that if i donated or prices of such goods were not recorded, the
. 1@: should be included in
prioring such océ& in order to be a more

replacement cests (o
calculation of hospital unit cost

realistic cost estimat?m

SULININTNEINS
B s RS gret

I ayurvedic doctor, 1 PHI, 4 PHMs, 2 dispensers,
- 2 ordinary labours, 1 watcher and § volunteers. The mid-point of the salaries and all the
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type of allowances and fringe benefits were included into the labour costs. Moreover,
instead of ignoring the time spends of volunteers, the wage rate that was paid to workers

who do equivalent work in heai _ used. The time allocations of difference type

of staff (the multi-task personne di t programmes were considered. The time

allocation of staff could be ~‘ du %ﬂy of treatment, severity of the

case and personal idiesvncrasie ient (de-Silva et al, 2007). Thus, an in-depth
e =4

interviews as well as observation 0 >re adoplec 1 in order to clarify different task of

the staff into different depar At ¢ arker, 1994 and Kasturiratne,
2003). \ N

(i)

w.s as well as small
lﬁO} The drug lists and

'nﬁg;_

equipments lul 2

other cunsumazlﬁ ry records. The costs of
such items wi ubtamed using the prices list in the }re 8 taken from Medical

Supply Division. v umbmmg both records could be calculated cost of medical

ﬁUEJ')VIEJVI‘SWEI’]ﬂ‘ﬁ
awwmmmummmaﬂ
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2) Non-Medical Supplies

2 year), linen, cleaning and kitchen utensils were

Stationery, furniture (less
) usage pattern of these materials, this

(i) OperationdaiiE casmts ,_

‘ ilding and vehicles. The
‘ L of ignored as a vehicle was not
: included utilities such as
: e water meter and electricity

. .Ce on Electricity Board was
ct ic appliances based on their

water and electricity.

meter for each deps

consulted with regard to
wattage. Cost for water bills calculs as the average unit price of water, the
er of persons were multiplied together.

by each department eventually (de

' ¥
number of unit used per pers
Then, it could be nhtal ost

Siva tal, 1999,
e @mﬁng Cost
ﬂhu N ANBRINHINT

Staff traveling — Per- dlﬁ'l"

9 W'] AYIUNIINEIAY
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453 Allocation Criteria Determination

The allocation criteria ly defined, which was based on the types
of services provided by o ntermediate cost centers to the final
cost centers. The criteria supported to the L centers to step down the cost to

the absorbing cost 4.4

each cost centM

@I} shows-different allocation criteria involved in

454 FullC

The s
absorbing cost
One is to rank the
the transient cost
supported tremendo

Eventually, thﬂ costs of fi re o tainadj@ addition the total direct

cost and the total” direct cost as follows:

Ausmeningns
QRN TUNIINYIAY
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Table 4.4 Allocation Criteria
A 01 | General 80% nfqm&basaﬂ on patient load Discussion with hospital
Administration | «  20% of OT!] quéed,J on services administration and the staff
provided by e&rpnsﬁw centers | Patients Records
A 02 | Maintenance | : - 90% of cost based urn pﬂﬁnt ju_ad * Discussion with hospital
& Cleaning | e 10% of cast based on. services administration and the staff
— j:mnded by the transient cast centers | »  Patients Records
=”_F_,__—-‘“ ,‘." ;
A 03 | General Store | o sn% nfnqm bdsedun patmt'had “I's. Discussion with hospital
Room > ‘»j{}ﬁ cusg\l based on  services administration and the staff
_';.::-" E;ﬁ hyﬂu*hmmm cost centers | ® . Patients Records
_,‘!‘;‘l -r:\,, '.:‘ f .
A 04 | Health ;;5" of ?5‘/5 pfcoat-hmud on pnevmlm care | » Discussion with hospital
Educatim!.',,;r‘ S administration and the staff
o e Patients Records
BOl [PHIUnit 7| 6% of ‘cost. Mde- on ancillary | » Discussion with hospital
'_]."’ services’ dia administration and the staff
,3 % of cost Imsu[ wb@’twe dre Patients Records
517[1:: : Staff diaries
*  80% of cost based nl_l_:gtﬂﬁntwe care
e "W: " - ~: "‘.I. ‘--' g -
.

B 02 | PHM Unit * 6% of cost based on ancillary | ~Discussion with hospital
| oservices — - _administration and the staff
>/ ¢ 14% of cost based on curative care | Patients Records

e services s Staff diaries
=  80% of cost based on preventive care |
< services e
BO3 | Pharmacy ~ 4" 10% for ancillary serv‘iee and 90% | # _Discussion _with hospital
' : based on patients lord administration and the staff
s Patients Records
B 04 [ Sterilizer * 100% based on number of patients | » Discussion with hospital
Room visis | - administration and the staff
™ ; .| * Patients Recards |
| » ' Othesstatistical Records -
\
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4.5.5 Unit Cost Calculation

5! of OPD

\
" patients visits

d)  Unit coste coshof Medical Clinic

ients visits

Total cost of Antenatal clinic

¥ of pregnant mothers’ visits

P e
e T ,J _“"':I
f) itcostof WB = clinic

g) Unit co ‘ f FP

qummamuﬂmg

1ents visits

9 MIenIA NV i3TEa Y

# of patients visits

h

Ly




CHAPTER V
RESULTS AND DISCUSSION

This chapter of the costing study. The results
include the cost ¢ o tem the intended system of CD
Samadigama. Then, the abovt 0 ¢ 2 tions will be expressed through the
following areas; a) General Backgroun , ¢) Total Indirect Costs, d)
' i model be discussed simultaneously.

5.1
5.1.1 General

ea of | gama building is ippmximaleiy 9657.25 square
feet. A 75% of them are all o OP lical Clinic, Ayurvedic Clinic, Dental
Clinie, ANC, WB Clinic, FP Clinic, PHI e, PHM Office, Store Rooms, Pantry,
Sterilizer ]1231 nce Room, MC armacy and Security Guard’s

Room. Thes he-est of total floor area is
2420.44 (25%

operating areas. ‘l

5.1 shows floor plan in the

ﬂnunai"mg NINAD T

equipped ETU unit at the dispensary, it is not functioning due to lack of full time staff.

QRS TIE TR

upied by each department.



Figure 5.1  Floor Areas at the CD Samadigama

U

g1

Source; Adminisuﬁiﬁecurds at the CD SmMWa

UEINENT
Urs.

administration costs '?c!ude cost of general administration, p and

_ Jayat 9 L ' on- fo ient

Q) WS LS ST TR
g used.

centers based on time
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The existing stafT include 1 MO (MOIC), 1 Dental surgeon, Ayurvedic doctor, 4
PHMs, 1 PHI, 2 ordinary labours for dental and ayurvedic clinic, and 2 dispensers for
ayurvedic clinic and OPD. Tll‘ ;ﬂ ( (' and the dental surgeon are based at PU
Ambalantota and work at CD Samax -time basis. And the ayurvedic doctor

belongs to the Indigenous. \ edici S ent uthern Province and works at CD
Samadigama as p@ﬂ. The 3 Fé@m Ambalantota MOH office to
the Samadigamw o or MCH clinics (See table 3.1 — The time
schedule of servi ddigaia). The L4t and | PHM have their permanent

office at the dlspc‘ dlSp&l'lSﬂI}’ and in the field. 1

dispenser and -?' @\* inic come from the ayurvedic
dispensary of this area. } ‘ er, Lordinary | n\ ho b nngs to the PU Ambalantota
works at the den \\ i .- s. The security guard was

r ‘ #“ 3 \
recruited to the digpensary a time wo A W

There are 5 vo er WC ‘;"4' s at the di pe :.:; y named Community Supportive
Officers (CSOs) in order Wy support the ser livery of the dispensary. According to
the methodology, costs of time spend of C SOs werc included into the costing exercise.

Thus, the (FS% iv T categories ﬂwfm'poses of the study as:

two of theny are aliached o the pharmacy -as one for a dispenser and

=

other one fo ‘ upport to the each department as
ordinary [abnusgixcept dental and ayurvedic clinics and ‘htim one who employs with
the maintenance ae:l cleaning department as lta.ry labour. The table 5.1 shows the

“ﬁ“ﬁﬂ“'}‘ﬂ El‘ﬂ‘i%lﬂ’]ﬂﬁ
ammmmumfmmaﬂ
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Table 5.1 Existing Staff Structure of Central Dispensary Samadigama

Part time

T | 1MO(MOIC) | 2
2 | 1 Dental Surgeon . Part time | 2
3 | 1 Ayurvedic Doctor Part time | |
4 | 1 Public Health Inspector 3 - Fulltime |6
5 | 1 Public Health Midwife Full time | 6
6 | 3 PHMs ' \ Part time | 1
7 | Dispenser {Ayunredm _C'_llmc} 1 : Part time |
8 | Ordinary Labour {Dental Chnm} | Part time |2
9 | Ordinary Labour (A}unfedm Cilmn:) Parttime ||
10 | 2 Volunteer workers( Or. L,’abour} Full time | 6
11| 2 Volunteer workers (Dispenser & OF. Labour- OPD) | Part time | 2
12 | | Volunteer worker (ganitary Labour) } Full time | 6
13 | Security Guard ‘ _ ' ; Full time |7

Source: Data collection for the study

Table 5.2 Number of Pﬁﬁents Visits — 2008

OPD ol P
(2daysiweck) | 607 ) 802 | 582 | 654 | 615 | 668 ) 855 | 597 | 492 | 545 | s1s | 530 7462

Dental

(2days/week) | 90'| 124 ] 82| 102| 95 Bl 7] uspe72] 65| 97| 93] 1.133
Medical Clinic

once/week) - | 30 36| 39| 36 54 90 84| 88| 82| 87| 84 710
Ayurnuveda ‘
(oncefweck) e | ] - - - 262 2071 290 180 135 125) 135 | 1334
ANC '

(Twicg/month) | 90 5040 43 |" 44 54 55 54 551 46| 52| 47| 4z 643
WE

(Twice/month) | 9 9| 14] 8421 46 32| 28] 26| 34| 30| @™y 286
FP -

(Twice/month) 37 24 - 1529 |1 2 20 SUYT 36 120 |Nosh] ¢ a4 |22k So7e
Total 833] 1,039 | 757 | 876 | 842 }.1.186 | 1,365 | 1,205 | 924 | 941 | 935 | 941 12,544 |

Sources: Data collection for the study: Field Mission Report at CD Samadigama, 2008, MDPU




Table 5.2 shows patients visits of each department in the year 2008. The OPD
department was taken the highest proportion of total patient visits which was 63%.
Average number of OP visits per month is 600. And per day OP visits ranged 50 to 100.
Avurvedic department was reported the next highest patient visits which was 12% of total
patient visits. The next.was the dental department, It'was 10%. And other departments
were medical clinic, ANC, WB and,FP. Their proportions were 6%, 5% and 2%
respectively. Figure 5.2 demonstrates the patient wisits in terms of each department as

proportions of total paiient yisits.

Figure 5.2 Nulﬂmr_ of Patients Visits - 2008 (as propertions of total visits)

7000 |

2000

lﬂﬂﬂ'/

OFD Ayurvedi | Dental Medical ANC Wwe FP
¢ Clinie Clinic Clinle

Fuu-nhudmim Visits| 7462 1334 1133 710 643 286 976
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5.1.2 Total Direct Cost

The total direct cost of €D Samadigama in 2008 is Rs. 3,212,370.52. In terms of
cost classification, the highest percentage stands.at 61% of total direct cost for labour cost
which is Rs. 1,977,344.87._Then capital and malerial-eosts are 22% (Rs. 677,370.51) and
17% (Rs. 557,658.14) respectively. Figure 5.3 and table 5.3 present the whole picture of

these figures.

Figure 5.3 Total Direet Cost by Cost Classification - 2008

W Capital Cost
= Labour Cost
B Material Cost




A 0]

Table 5.3  Total Direct Cost of Departments — 2008 (Sri Lankan Rupees)

Administration

138 248,799.60

12.58

508,584.40

252,00800 |/ 3722 | 3,686.80 1.5

A 02 | Maintenance & Cleaning 627074 | / 093 1,822.00)) 1033 194760.00 | 9.85| 202,852.74| 631
403 | Store Room 1870040 /276 24110, 0,04 47.082.80 | 238 6603330 2.06
A 04 | Health Education {52380 |/ 225 su00) 009N te241s21| 82| 17822am | sss
BOL- | FHLOfwe 18214.50] (269 1,55924 | L 028 \ 8506925 | 430| 10484299 3.2
B02 | PHM Office 20,73020 | 0 306 332600] w060 23290540 11.78| 25696160 .00
003" | Fasxoecy 12,7050 | 188 | 188960i1s | 33s7|  158.169.60 | 8.00 | 35987125 | 11.20
B 04 | Sterilizer Room 3329100 491 204620 037 4403920 | 223 | 7937640 | 247
Col | OPD 8028975 | 41351 949076 170 1s926120| 805| 24004L71| 775
CO2 | Medical Clinic 20087.09 | 429 310584 0.6 59,257.20 | 3.00| 91450.13| 2385
C 03 | Dental Clinic 12765555 | 1885| ‘19711 | 3540 isv07200| 956| 33645566 | 10.47
C04 | Ayurvedic Clinic " 27025.520 3991 110561854 19850 87172500 444| 22531237 701
CO05 | ANC “A247792| 184| 1417880 2541 v0igo97s | 530 | 13146647 |  4.09
C106: | WB Claic 1105392 | 163 4p76295| 7.67| | 10195783 | 5.16| 15577400 4.8
C07 | FP Clinic 1248692 | 184 | 15167804 2719| 10195783 | 5.16| 26612279| 828
Tl 67237051} 10000 | _ss7,658 144 10000 _ 1,977.34187 | 100.00 | 3.212370.52 | 100.00

MNote: Exchange Rate:z.§) 1% Rs. '100.00

65

59
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The largest portion of labour cost was incurred by the preventive care services
such as ANC, WB, FP, PHI, PHM and health education. This proportion stands 40.56%.
The next highest labour cost was represented by the administration department which is
12.79%. The largest proportion of material ?ﬁgt;.nfas incurred by the pharmacy. It is Rs.
188,960.15 (33.87%). The next place is  the-family planning department. It is Rs.
151,678.04 (27.19%). The percentage, 36.35% is the Targest portion of total capital cost
which was borne by administration depariment, And dmtal and OPD departments, which
are taken the next secuné‘zmdt}urd plach as 18.41% and IILSE% respectively.

Table 5.4 Tﬁta[._ﬂirqcf Cost by Cost Center Categories — 2008 (Rupees)

Overhead Fl ‘ |

Cost Centers y Ji W, ‘
(A01-A04) | 29231664 | 43| 1026090 2| 65301760 ) 33| 955695.14 | 30

Intermediate

Cost Centers F ' L Y

(BOI-B04) | 84977.20 | 13 | 19589159 | 35 | 520,183.45 | 26| 80105224 | 25
Final Cost . |

Centers o : e/

(C01-CO07) 300,076.67 | 44-4351,505.65 E}r 804,040.81 41 | 1,455,623.13 45
Total 677,370.51 | 100 | 557,658.14 | 100 | 1,977,341.86 | 100 | 3,212,370.51 | 100 |

Table S.Eilqpresents the total direct cost by cost center categories. The final cost
centers (C 01 = C 07) are the most important cost cat&‘gﬂry of total expenditure
components at the center: This category has consumed the largest portion of total direct
cost which is 45%. It is equivalentto Rs. 1.455,623.13. The overhead cost centers have
used the next higher total costs which were Rs. 955,695.14 (30%). Moreover,
intermediate cost centers have bearded the lowest costs-ef total direct costs which was
25% of total direct costs. The figure 5.4 shows the utilization of total direct costs by each cost

cenler category.
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Figure 5.4 Total Direct Cost by Cost Centers and Cost Classification — 2008
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5.1.3 Total Indirect Cost

Total indirect costs are obtained using step-down technigue. Total direct costs and
total indirect costs of overhead cost centers and intermediate cost centers were allocated
down to the final‘coast centers (absorbing cost centers) following the allocation criteria

(table 4.4). Table 5.6 illustrates allocation of the direct and indirect cost from up to down.
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Table 5.5 Total Indirect Cost (Sri Lankan Rupees)

col | opp 407,510.86 | Aﬁg.mn 69| 84738155| 48%
C 02 | Medical Clinic__ 50,991.27 7, 4{434&2 94,165.34 5%
Cco03 | ANC J—i&ﬁnzmub 120814774 198.817.07 |  11%
Co04 | Well Babjfi"ﬁmc }fﬂ,m 17 5422293 [ 412,980.10 | 6%
C 05 Famnlymmrl&. 98, ,534. 88 | 18296427 | 281499.16 | 16%
C 06 DenlalCJplT V4 :ﬂ‘ 523 8s. |\ 6621851 [ 3774236 | 8%

Ayuruvedic o | v 4 =~
Co07 | Clinic & J/ ?I 955'411 710342 84,161.81 | 5%

Total # / |84237833| » 91436867 ), 1,756,747.40 | 100%

*_ Overhead Cost Qﬁtcr_?”{(lﬁﬂ? an@lntgkmeﬂiamﬂﬂﬁt Centers (ICC)
g JJ NZaa |
;;F | i (At ‘, ‘

The hjghcsF;:orl@L of tﬂt&i mdmaﬁ:{. J;ust stands at 48% for OP department. It
consists Rs. 407,510. Eﬁ’fr-:}m s.wcﬂ'lead cost amtars and Rs 439,870.69 from intermediate
total indirect cost. It is also contained Rs?ﬁ’,ﬂ“.ﬂﬂ’fmm overhead cost centers and Rs.
132_964.2?_1_1%11 intermediate cost centers. In generally, lhj, highest expenditure of
intcnnediami(zﬁﬁ"Eﬁﬁié""féﬁﬁfﬁﬂ from Maternal & Eﬁiﬂiljeahh and FP clinics.
Moreover, MCH and FP clinics utilize the smud',higheSL portion of total indirect cost. It
is 33% and equivalent to Rs. 593,296.33. Figure 5.6 p'ﬁt-:cms the percentages of

utilization of overhead and intermediate cost centers by final cost centers.



Figure 5.5
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Utilization of Overhead and Intermediate Costs by Final Cost Centers
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® [ndirect Cost (OCC) = Indirect Cost (ICC)




Table 5.6

Direct Costs and Indirect Cost -lllu-:atmmh Eu-p-].’lm Tu:*]l;mq,u- Existing Sutem

a0l | Administration 508,584.40 000 |
Maintenance and F | |
A | Cleaning 202,852.74 | 10,170469 000 t |
_ |aw | Store Room 66,033.30 mnm&{r" 426049 n.00 | l
% A4 | Health Education 17822471 | 1525753 | 426649 | 160931 % 4 0.00 .
A | 8oy | PHIOffice 10481299 | 2542022 | 218024 | weosar] [ oo 0.00
S | Bo2_| PHM Office 256,961.60 | 2542922 | 203024 $ 460931 A 000), 268024 | 0.00
E B03 | Pharmacy 359.87125 | 10,171.69 | M26048 | 804655 ] 896060 || 268024 | 577621 0.00
| Bos | Sterilizer Room 7937640 | 508584 | 426049 F=339862 1 B96760 | 268024 | 1155242 0.00 0.00
E co1 | OPD 249,041.71 | 240,051.84 | 113,10597 ] 4312950 1121355 13,133.15 | 2830344 | 32061922 | 77.814.88 | 1,006.423.26
£ | car | Medical Clinic 91450.13 | 2441205 | 1150332 | 386234| 1121355 1.313.!&2 283034 | 3206192 | 6,968.50 | 185,615.47
ces | ANC 131,46647 | 2034338 | 958610 321862 | 4485421 "Wsmu, 78,556.49 000 | 580708 | 330283.54
cos | Well Baby Clinic | 15577400 |  8,13735 | 383444 | 193017 | 4485421 | 1608141 | 3465727 000 | 348425 | 268,754.10
cos | Family Planning 266,122.79 | 32,549.40 | 1533776 5793511 4485421 | 5467680 | 11783473 0.00 | 1045275 | 547,621.95
co6 | Dental Clinic 336,455.66 | 3661808 | 17.25498 | 643724 | 1121355 | 2,063.78 | 444768 | 4s00288 | 1161406 | 47419802
Ayuruvedic ' ‘ :
co7 | Clinic 22531287 @4.75583 | 2T0s942 0007 AL21355 | (225090 | 9,852 0.00 0.00 | 30947418
Total - 508,584.40 | 2.1302445 | 80.465.48 | 1,99,35204 | 134.011.76 |[288,810,61 | 400,774.02 | 116,141.61 |uuamomsen|

L]
2
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5.1.4 Total Cost (Full Cost)

proportion of 23% of total direct cﬂsts fs mﬂi"zgd h}" the Dental clinic, which is the

65

The total costs of final cc-st. ttf.:utq!‘s are provided in the table 5.7 below. A

highest portion. On the dﬂ'ter hand, FP chme 1; iht'&cﬁnd large direct cost. It is 18% of
total direct cost. %mmrs 17% u? total t:hrecf—e&st “Which is the third large cost.

Nevertheless, the l&rgﬁst ammmraf m*i indirect ct)si s ineurred by the OPD that is 47%

of total indirect M“Thm, .}4% qf Idgtal cost 15 h&a.rded by the OPD and on the other

hand, FP clinic exg@d@. 1 /a: offtaia] m}t B{tth departments stand first and second places

of total cost prtff(le mpecﬁvgly; Ihe third lasge total cost, which is 15%, is obtained by

the dental clinic. ﬁna]l;f; c@s;ﬂenng as n uhqu, the Iarg¢ ponmn of full costs is bearded

for the curative carepé/wms éompamd tﬂl\ﬂlez?rc#entwe care.

Z'

Total I Cﬂ,ﬁ of Fmaj Cost Qﬂlters

Table 5.7
.-v ,l.-‘q'__ wa i, - | P ,:,I 1
co | oPD_\ 24904171 | 17% | 847,381.55 | 47°6] 109642326 | 34%
co2 | MediealClinic 91,450.13 | 6% | 94,16534| 5% 18561547| 6%
ce lane &8 131,46647 | 9% | 19881707 | 12% | 330.283.54 | 10%
Well Baby | i
cie | Clinic 15577400 | 11% | 112,980.10 | 7% | 268,754.10| 8%
Family . s J
cos| Planning Glinic | 266,122.79 | 18% | .281,499.16 | 17%. 547.621.95 | 17%
coe | Dental Clinic 336,45566 | 23% | 43774236 | 8% | |a7419802 | 15%
" T Ayurvedic ikl e ‘ =
07 ) Clinic 22531237 | 15% 84,161.81 5% 309,474.18 | 10%
Total 1,455,623.13 | 100% | 1,756,747.40°4100% | 3,212,370.53 | 100%



Figure 5.6 Total Costs of Final Cost Centers

" Well Baby Ctinlc

Avurvedic Clinic
102

1 Climic

In considering cost profile in CD Samadigama as a whole, the highest costs borne
by labour cost. It is-Rs.‘ !.‘9??,14'1‘256. Itis equivalent (0 62% of total cost. Secondly, Rs.
677,370.51 is spent for the capital cost. It is reported 21% as a percentage of total cost.
Material cost is Rs. 557,658.14 (17%). And total operating cost is Rs. 2,535,000.00

(table.5.8). It is 79% of total cost.

Table58  Cost Profile of CD Samadigama

i

Capital Cost 677,370.51 21%
Material Cost 557,658.14 17%
Labout Cost 1,977,341.86 62%
Total Opesating Cost 2,535,000.00 79%
Total Cost 3,212,370:52 100%




5.1.5 Unit Cost

Unit costs of patient visits of final cost centers are as follows:

Table 5.9 Unit Costs of Final Cost Centers

‘Medical Clinic 261.00
ANC 514.00
WE 940.00
FP 561.00
Dental Clinic 418.00
Ayurvedic Clinic 232.00

Figure 5.7  Unit Cost of Final Cost Centers

OFTH Medical Clinic

ANC

940.00

Well Faby
Clinie

Famnily Deatal Clinic
Flanming Cliic

Ayurvedic
Clinie
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Reported unit cost of OP visit is Rs. 147.00. That is the lowest cost per patient
visit at the CD Samadigama. The highest unit cost per patient visit is presented by WB

clinic that is Rs. 940.00. It is beca viding high expensive vaccines (Pentarvalent,

MMR etc.) for child care. Comparing wi services, MCH and FP services have
high unit costs per pati ent vis | edical services for chronic diseases are
expensive as chroni '_ 2 long 1 ;‘r'ea tments. Therefore, cost per
patient visit in medical clinic-of CD Samadigama-is.higher than unit cost of OPD visit

Unit cost per patient visit of ayurvedic s Rs 132,00, which is relatively high due to
this clinic at CD'commenced i’ July 20 Id provide services in the short

period.

Considering ithdfe pari e 5 a4 W nlc the unit costs are likely
relatively high. ecting to high unit costs.
Currently, the intended ser ct g at the dispensary. Because,
non-availability of full- taff, limited service -il. ar s for OPD and medical clinic, the
R alified O instead RMO/AMO), sophisticated

s¢ could be the main factors. Therefore,

use of expensive inputs su

equipments as well as large

two possible actn ¢ 1o accou Jne of recommendations is
recruiting ﬁm~ g h  to extend the services hours-in order to increase the
level of utilization s , e’ study was done cost
simulation assul-;l' g the full-time staff is recruited and an avfifge patient load per day is

increased as 80 per y for OPD and 40 per day for medical clinic in order to examine the

“‘“ﬁ%ﬁﬁ?ﬂ“ﬁ%’%ﬂﬂi
amaﬂﬂmwnﬂmaﬂ
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5.2 Intended System

5.2.1 General Background

In order to explore care model, the intended system of CD
Samadigama nm:dmm anlmnl df the background of intended
system once aw side _.\

services range an integ

ice provision, intended
j , » vices. In terms of preventive
services, poly-clinic facili such as : e and natal, family planning, child
health, well wo en cli ‘: are de 1 tin \ - asis. through the office of PHI/PHM
which being imple 'ev { at CD Samadig: \ li e opened twice per month.

In terms of cHrative ovided full time basis as

follows:
OPD half-day)
Medical Clinic
Dental Clinic
Ayurvedic Clir £)
il iy

In addt it is-not included in this costing
analysis due .ﬂETU is not functioning though the ﬁ.ilﬂLqmppad ETU has been
established for h ergenc}r care.

ﬂ‘UEJ’J‘VlEJW?WEHﬂ’i

n the other hand, in order to provide the proposed services structure as above,

9 WA Y
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Table 5.10  Intended Staff and Service Hours

Medical Officer

| Dental Surgeon

I Ayurvedic Doctor.
R ——

I1PHI & IPV,
- /

2 PHMs

are recruited to the public health sector
olicy and Medical Minutes. Though the
escalation ?ﬁe%ﬂiﬁ di the count he }ﬁrcmment is responsible
{ taf] =- free health care to the
pe |bi]“i5r to hire medical staff
the gaps of lack ‘:@MDS in the public sector,
due to unavallab!eef amal doctors” labour Wrﬂ

ALUEAINENINETINT

n terms of service utilization, patients load in each patient/final service
depanment are estimated as in theﬂahle 5.11, based ﬂie concept of excestand

the villagers in Samadigama and nearby areas {wnthm Lunama Area FHI) are attendmg to

Medical officers a
according to the Public

and could

nation, free at

especially, medical doctors in order to fi
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the closest hospital PU Ambalantota in the other days except clinic days at the CD
Samadigama. It meant that villagers are expected to seek care when the need arise.
Secondly, in theory, a mismaich between realized demand (level of demand for services
during a particular time period) and realized capacity (level of services provided with
constrained - resource constrained capacity) Causes toan imbalance of health care market
that there is a disequilibritim named anexcess deridid. In other words, an excess demand
is created when realized demand is greater than realized capacity (de Silva and
Attanavake, 1992].__ ﬁocbrdmg to ‘tht a:’pave definition. it could be defined as lack of staff

at the CD Sanlaﬂigmn;f'buld' bé ore reason for existing excess demand.
: w_

Cﬁnsideﬁnﬁ.lhg govemnment guidelines, in generally a central dispensary is
located within one &réa :P']-Il‘;'ivhich is demarcated having population ranging from about
10,000 to 25,000 fﬁreag‘f'kﬂd or number of GN Divisions). Hence, the latter guideline is
considered when costs of services provision for different number of patients at the CD

Samadigama are simulated.

Table 5.11 Estimated Patients Visits — 2008

OPD N e . |
(6 days/week) | 1.800 | 1,800 | 1,692 | 1,800 | 1,800 | 1.800 | 1,800 | 1.800 | 1440 | 1,800 | 1,800 | 1,800 | 21,132

Dental

{Twice/week) o0 124 82 102 05 Bl 117 115 72 65 97 93 1133
Medical Clinic ¥ 1

{(Oncefweek) - 164 1640 160 160 160 160 160 160 160 160 | 160 1760
Ayurveda .

(Once/week) T - - - 262 207 290 130 135 125 | 135 1334
ANC

(twicemond) | 90) sof 3] wa] sef 5| s ss| 46| S| lar]| 48 | 63

w3 B |

(Twice/month) 9 9 14 ] 21 16 x| % 26 34 0] 29 286
FP

(Twice/month) 67 80 57 Gy ™ 77 90 | 93 77] wo] 91|74 976
Total 2,056 | 2483 | 2,008 2,165 | 2,169 | 2440 | 2425 | 2,501 ) 1961 §42 306 12 310442 299+] 27,264

Sources: Data collection for the study: Field Mission Report. MDPU. 2008
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Considering number of patients in OPD, average number of patients visits per day
of existing system approximately was 80 (Average number /month (620) divided by

‘ : )&s . But in March and September

age number due to two seasons which are
: asonal effect is considered

vay, seasonal factors for the
d. Thus, medical clinic caters
: nth ( 0 x 4 days/month). Whilst,
number of patients/Visi ventive care such'as -, WB and FP clinics are

patients’ atten

an average of 4

e the same as proposed

service structure his service area are attending

to the MCH clinics regularly. Moreove ent load of ayurvedic clinic and dental clinic
are not changed due to uch services as the intended

system.

5.2.2 Tml:&; cct Cost o
k Fl

The total direct c 8 is Rs. 4,428,377.91. The highest
percentage § at 61% of total direct cost for labour cost which is Rs. 2,689,803.72.

TR
QRN TUNIINYIAY
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Figure 5.8  Total Direct Cost by Cost Classification

The largest portion of labour cost is 30% of total labour cost which is incurred by
the preventive care services such as ANC, WB, FP, PHI, PHM and health education. The
next highest labour gost is represented by the administration department which is 20%.
The largest proportion of material cost is incurred by the pharmacy. It is Rs. 378,552.26

(50%). The next place is the family planning which is Rs. 151,610.21 (20%).

The largest portion of total capital cost is borne by the OPD which is Rs.
285,024.07 (29%). Administration department is 28% of total capital cost which is
equivalent to Rs. 275,196.00. Dental clinic is taken the third place as 13% of total capital

COst.

In terms of cost center category, the final cost centers (C 01 — C 07) are consumed
the largest portion of total direct cost which is 44%. It is.equivalent to Rs. 1,947,631.98.
The overhead cost €enters use the next higher total ¢osts which are Rs. 1,198,512.44

(29%). Moreover, intermediate cost centers beard the lawest costs of total direct costs
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which is 27% of total direct costs. The figure 5.8 shows the utilization of total direct costs

by each cost center category

Figure 59  Total Direet Costs (Cost Center.Category wise)

/
200000000 [~ .x’./.
1800000.00F -
1600000.00 / -
1200000.00
e
A

1200000.00
1000000.00

£00000.00
£00000.00
400000.00
200000.00 f 5
0.00 = : '8
Overhead Cost Intermediate Cost Final cost Centers
Cenfers (A 01-A Centers (B 01-B 04) (C01-C07)
04) ML
uL.C 931630.81 67320745 1084965.47
= MC | 13624.90 385528.70 364537.99
= CC | 311460.66 13977539 513646.54

5.2.3 Total Indirect Cost

Total indirect ¢osts are abtained by adopting the step-dovwn technique. Total direct
costs and total indirect costs of overhead cost centers and intermediate cost centers
(Transient Cost Centers) were allocated down to the final cost centers (Absorbing cost
centers) following the allocation criteria (table 4.4). Table. 5.13 (p.76) represents

allocation of the direct and indirect cost from up to down.



Table 5.12

Total Direct Cost (Sri Lankan Rupees)

Administration 275,19605 | 26% |/ 1073080 “wavedns32.558.00 | 200 | §18,484.85 | 18%

A 02 | Maintenance & Cleaning '—,-'__ﬂl,gjk' " ol 2,142.00 |, \1% ), 19476000 | 7% 20461933 | 5%
A03 | Store Room 2;3,3.‘33‘;,’ | 1,.;, | ~sipa1 10\ 0. 5% ! 40,126.00 | 1% 63,675.88 | 1%
A 04 | Health Education 1523850 | 2% 51100 [} 050 | 164,186.81 | 6% 17993631 | 4%
BOI | PHI Office 259658 | 1 2% 158124\ % 8506925 | 3% 109,047.04 | 2%
B 02 | PHM Office 251 2&2 s % 3845 00 lf 12010 232.905.40 ! 995 26140965 | 6%
"B 03 | Pharmacy 1356263 4%t 37855026, So% | 31119360 | 12% 733,308.51 | 17%
B 04 | Sterilizer Room 4865993 | st 2087301 o5%| 4403920 2% 9474633 | 2%
Co1 | OPD 285,024.07 (- 298| < 2230604 | 3% | 415.284.68 I 15% T22,704.79 | 16%
C02 | Medical Clinic 3790997 | an|  amser| 1sw|  soee0| 126456.19 | 3%
€03 | Dents] Clinic e | 1w|  wsenin| 18907200 | 7% 33659833 | 8%
C 04 | Ayurvedic Cliinic 27025521 3% 1i0s523e2 0 12% | 8772500 3% 225274.14 | 5%
Co5. | ANC 1948092 | 1% | 1408801 | 2% | 10512567| 4% 131,694.61 | 3%
€06 | WB Clinic 05692 126 | , 41274387 5%l | 100,99526 | % 154,326.55 | 3%
€07 | FP Clinic wapooa| % ™ | 15161021 | 20| | 101995.26 | 4% 266,095.39 | 6%
Titnl 974,882.50 | 100% |  763,691.59 | 100% | 2,689,803.72 | 100% |  4,428377.91 | 100%

L
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Table 5.13 Direct Costs and Indirect Cost Allocation by Step-Down Technigue- Intended System (Sri Lankan Rupees)

76

Department Receiving Services

. Department Providmg Services ]
Department | Total Direct AR A - : BOI -
Cost A0l- GA gFM&C GSR A04-HE " [\B OT=PHI | PHM |B03—Pha | BO4-SR | Full Cost

A0l | Administration 818,484 85 0.00 ;

Maintenance & 3
A 02 | Cleaning 20461933 | 1636990 | 4 g0 |
AQ3 | Gen.StoreRoom |  63.675.88 | 16,369.70 |0 4,419.78 000

Health | .
A 04 | Education 17993631 | 24,554.55 441978 | 168931 0.00 |
B 01 | PHI Unit 109.047.04 |  40,924.24 220089 | 168931 0.00 0.00
B 02 | PHM Unit 261,400.65 | 4092424 220989 4 1.680.3] 0.00 3.077.41 0,00
B 03 | Pharmacy 733,308.51 | 16,369.70 441978 B.446.54 10,530.00 3,077.41 6,186.21 0.00
B 04 | Sterilizer Room 94 746.33 81,84.85 441978 | 337861 | 10,530.00 307741 | 1237242 0.00 0.00
Co1 | OPD 722,704.79 | 510,734.55 | 155,134.30 | 54.733.55 | 11,84635 |0d7,879.75] 3594188 | 68845757 | 1 10,734.61 | 2,308,167.25
C 02 | Medical Clinic 126,456.20 | 3928727 | 1193341 | 473006 | 11,84625| 150743 303124 | 54.763.67| 9.569.66 | 263,125.69
C03 | ANC 131,694.61 | 13095761 399780 135145 | 9738400 @iy | 8413746 000 273409 326224.01
C 04 | WB Clinic 154,326.55 6.547 88 1,988.90 675.72 | 4738499 | 1846446 | 37.117.26 | 0.00 1,367.09 267,872.86
C 05 | FP Clinic 266,095.39 |  26.191.52 795560 | 270289 | 4738499 | 62,7796 | 126,198.69 0.00 5.468.38 544,776.61
C 06 | Dental Clinic 336,59833 | 26,191.52 | . 7.955.60 | 3,378.61 11,846.25 B61.67 1,732,014 | 39,116.9] 6.83547 434,516.50
C 07 | Ayurvedic Clinic 22527413 [ 32,739.39 9944 5] 0.00 | 1.,%8625 [ 129251 2,598.21 0.00 0.00 283,695.00

Total B18.48485 | 220.98903 | 84,565.36 | 21050994 | 153,870.48 | 309,31050 | 752338.14 | 136,709.40 |ODERHION

9L
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Table 5.14  Total Indirect Cost by Cost Center Category

col | OPD 7 ‘ “ 5 ‘ 013.81 | 62% | 1,585,462.46 | 64%
C 02 | Medical Clinic -—,\\ 6.99 68,872.50 5% | 136,669.49 6%
C03 | ANC ~65,809.99 | 6% | 2| 9% | 19452941 8%
C 04 | Well Baby Clinic | __56,597.49 g?{‘__?\ 81| 4% | 11354630 | 5%
C05 | Family Planning_| ‘ ]?'p! 8% N\ _14% | 27868122 11%
C06 | Dental C 37198 | 4% | 48, 97918.17 | 5%
C07 | Ayurvedic Clinic S307s [ 73 330770 5842087 | 2%

Total 7| KT107790.24 1100% [ 1,382,228 53 . 100% | 2,493,018.77 | 100%

..i'ﬂg.:? ' L‘f&;._

The highest portion of total indirect/cast stands'at 64% for OP department, It
consists Rs. 732.448.64 (66%) from over “ cost geniets and Rs. 85301381 (62%)
from intermediate costeenters. The 1 2 ion is related to the FP clinic. It is 11%
as a proportion of total indi “_r-, _consisted as Rs. 84,235.00 (8%) from
overhead cost centers ai _‘:”;“ _,‘ r, MCH and FP clinics utilize
the secundh; ,  portion of total indirect of éﬁimcl cost. Figure 5.9
presents thelp itermediate cost centers by

AUINENTNEINS
RN TUNNINYIAY
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Figure 5.10  Utilization of Overhead and Intermediate Costs by Final Cost Centers

1005
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5.2.4 Total Cest (Full Cost)

The highest proportions of total direct cost and total indirect cost are 37% and 64%
respectively which are consumed by the OP department. On one hand, dental clinic
includes the second largetindirect cost which is $7% of total direct cost and on the other
hand, FP clinic belongs 14% of total direct cost. Both OPD and FP departments stand first
and second places of total cost profile respectively. The third large total cost, which 10%
is obtained by the dental clinic. Considering as a whole, the big portion of full costs
bearded for the curative carc services. It is greater than 50% of full costs. The next

preventive care is spent lessthan 50% of total/full costs. Total direct and indireet costs'of
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final cost centers are provided in the table 5.14 in below. And figure 5.10 represents the

total expenditure by each patients department as a proportion of total cost.

Table 515  Total Direet, Tadirect and Full cost of Intended System
. ..r . , —~ - -1 — T

E

col | opD o 122,20479 | 137% | 1585462464 64% | 2.308,167.25 | 52%
C 02 | Medical Clinie | 12645620/ | 6% | 136:669.49 | 6% | 26312569 | 6%
co3 | anc A s 604061 | o teaso ] 8% | 32622401 | 7%

267,872.86 6%

EX

C04 | Well Baby@finic | 154,32655 | 8% |\ 113,54630
C05 | Family Plannine /266,09530 | 14% | 27868022 | W% | 54477661 | 12%
43*5&,595.33 |17 | 97918.17 |, 5%| 434,516.50 | 10%

¥

C 06 | Dental Clinic
C07 | Ayurvedic Clinic | 225274.14 | 1% | 5842087 | 2% | 268,175.59 | 6%

Total | 1,963,050.01 | 100% | 2.465,222.91 [L100% | 4,412,858.51 | 100%

Figure 5.11 Total Expenditure of Final Cut C.‘en!ers (Patient Service Department)

2% o

12%
10%

6%

Ve 6% l 6%

OPD | Medical ANC.  AVellBaby | Fumily = Dental  Ayurvedic
Clinie Clnic  Planning Clinic Clinic
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Table 5.16  Cost Profile of Intended System

Capital Cost
Material Cost
Labour Cost

Operating Cost |

Full Cost
In terms of gost profile of CB sama . labour b, t is more than 50% of full
costs. It is 61 I whicl » G LTV ‘ 0 Rs ‘_." 898 Ma lerial cost is Rs. T‘ﬁj,‘ﬁgl.ﬁﬂ

while capital cost i 6.882.60. Eventuall; erating cost is the biggest portion of full

5.2.5  Unit Cost

Unit costs per patie it visit of final cost centers are as follows:

e

N 4




81

Figure 5.11 Unit Cost of Final Cost Centers

937.00
150,00

558.00
50700
383.00
| 213.00
109.00 l l

OPD Medical ANC Well Baby Family. ~ Deutal €linic Ayuruvedic
Clinic Clinic Flanning Clinic

Cost per OP visit is Rs. 109:00. And medical elinic reports unit cost per visit as Rs.
150.00.  They are the lowest cost per patient visit at the CD Samadigama. The highest
unit cost per patient visit is presented by WB clinic that is Rs. 937.00. Comparing with
other services, MCH and FP services have high unit costs per patient visit. Therefore cost

per patient visit in‘medical clinic of CD Samadigama is higher'than OPD. Unit cost per

patient visit of ayurvedi¢ department is Rs. 213.00,



82

5.3  Cost Estimates under alternative assumptions

The above cost simulation ‘usqmlfcs-“h patient load of 80 per day for OPD and 40
per day for medical clinic. But; in the real w{)ﬂ& ﬂm patient load could vary as either
higher or lower numb&,rp,g; day. Hence, the study wa‘edo cost simulation assuming an
interval of minimum an& maxuﬂum paﬂent load per da}' as the OPD visits are 50 and 100
per day and the medlcal.ﬁﬁnw Visits an. 20 and 60 per da}' The calculated cost can be
illustrated as t"uliaws : /

Table 5.18

C@IFrgﬁleﬁf!‘hmmum& Maximum Patient per day

Capital Cost C 99096874  23% 990,968.74 | 22%
Material Cost | . 66489320 ' 15%| 86124327 19%
Labour Cost | 265797616 |  62% |  2,657,976.16 | 9%
Operating Cost - 332246937 77% 3,519,21943 | 78%
Full Cost 431343811 | 100% 4,510,188.20 | 100%

1% e §

S ,‘: X J
According to the above results, labour costs and capital costs are approximately
similar in both maximum and minimum numbers per day visits while material cost being
fluctuated within 2%. @n the other hand, final’ outputs need to be considered too. Table

5.19 shmws the unit costs in both cost sl\mulatmm
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Table 5.19  Unit Costs of Maximum & Minimum Number of Patient Visits

OPD ’ : | 93.00
Medical Clinic ey 188. ; 117.00
ANC , 52000 [ 507.00
Well Baby Clinic v 944.00 [ .. 937.00
FP Clinic ¥

Dental Clinc A"/ #10.00] .0

AyurvelicCiie J 77 77 /3300 " %._2050

[ 42 \ .

If number of OPD visits : AW ' -:-\ be reduced by Rs. 65.00
comparing with pumber of ﬁsj?ﬂf:_ o v ver, u
be reduced by Rs. 70.00 if't of da Dbe i c sed from 20 to 60 visits. Unit costs
of other departments exeept OPI di lini e decreased even their patient
visits unchanged due 1o alld ,, it : apportioned indirect cost to the final

cost centers based on numbe

Dls'b

it cost per medical clinic could

1
i (i

54

With regarc‘:n costing analysis above, the following factors are needed to be

A NETING TS
QRN TUNIINYIAY
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5.4.1 Resource Utilization

5.4.1.1 Capital Resources

Central Dispensary Samadigama has "i:egg.rph}réically designed in a way that it can
accommodate both preventive and curative services..However, floor areas are too large
for the intended level of"sewiﬂes (Field Mission Report; 2008). A 25% of total floor area
still is not used. The sﬂmﬂ llf:ve[ of services could be provided with much smaller floor
area than CD Samadxgam Ihna, this, costing exercise is_ignored those unused floor
areas. On the other haﬂd lhm: are map:f sophisticated medical equipment and office
furniture. Most of" them are not avallahle in the other existing CDs. Whilst, CD
Samadigama still is ;lmt ﬂsmg some of maﬂ:ca,l equipments. For an example, X-ray
Apparatus, Autﬂcl_a'vc as wejl as full equ;_]:l'pcd ETU upit are few of them. Hence, still
unused medical equipments are not considered. And there are 3 air conditioned rooms.
But, the staffs are pot using air-conditioner due to adequate ventilation comes when the

large windows are opened. Il;_ﬂéia_,.costs of air conditioning are not included in the study.

The total depreciated capital cost in 2008 was Rs. 677,370.00. 67% of this amount
are spent t"ur*!andaudbml:dmg. hmﬂsﬂﬂmm{s&ew B} Large floor areas at
the limited time were used that may be likely coursed to be'éﬁlcm a large amount of
money for such capital goods. Comparison cost of land and building of existing system
with intended system, Rs. 750,842.00 has to be spent for floor areas by the intended system.
Because, building of the dim are used full-time. It is 77% of total capital costs. Moreover,
the large equipments costs stand at Rs. 52,906.00 for the dental unit! because that
department is used expensive and sophisticated machineries.
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According to the production theory, capital goods are fixed when increasing of
volume of production is within the real capacity of such machineries/equipment. More
capital goods are required when goods or services are produced beyond the maximum
capacity of capital goods. In this context, costs of land & building, medical equipments
and office furniture can be identified as tht:;ﬁ"xed”-’:'_qsis. Because, such capital goods are

adequate for providing the needs of the service pépﬂlaﬁ'tfﬁn in Lunama area.

Moreover, €osts {ﬂﬁi;‘ﬁgiﬂﬁﬂn} t!)f land and building ofintended system increased
due to time used gf’such mputs are-increased. But costs of medical equipments and
furniture are the same for both existing and \intended. systems as such goods are
depreciated annu_g‘"i.f i_r;;hd[,l;l model.due totime used of some of such goods was difficult
to obtain due to 1na{kqual:anﬂ incomplete records.

5.4.1.2 Human Resource

The existing human resources in CD Samadigama are inadequate. Especially, lack
of full time qlaﬁ is a big issue when providing the intended st-mces to the population
who are seek,mg medical care from this unit. Still there is not avaalahlc even a full-time
medical officer. Anyway, with regard to the existing staff, the study was taken into
account. Labour.cost is the main component in the cost pmﬂ!o-m CD Samadigama. It was
more than 50% of total-cost. Because, the medical staff of the dispensary are qualified.
For examples, MO is qualified (Bachelor of Medicine and Bachelor of Surgery) and paid
higher salary' compared'to RMO (see chapter Til) as well-as PHI, PHNS and PHM:s are
qualified. Cost of time allocation for.field visits of 1 PHM who works full-time basis at
the dispensary, are included to-the costing exercise. Becaiise; costs of ‘contraceptive
materials. which are circulated at the house-hold wise and the number of recipients, ‘-whh

received such materials, these are included into this costing exercise. On the other hand,
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costs for field services of Area PHI are ignored as his routing tasks in the field range
widely and these are not fixed. Though existing system has included cost of CSOs, the
costs of such staff are ignored at the intended system. Because, it is assumed that the
extended staff of intended model are adequa;e On the other hand, community or
voluntary participation may not be ﬁ:rllﬁwed m mher location of the country. And
community participation should be used to emp!cmeut services and not really to
substitute (Field Missianq&pﬂ,»_EﬂDE-?-.

1

The biggest 'portmn ﬂf !abnur obsl is borne by preventive care services such as
ANC, FP, WB and Hi:allﬁ Edua:au-:m In contrast, preventive care services are incurred
high labour cost due to/ nat;ona’l health policies and long term MCH programmes such as
National Immumzaubn Progr.émme Famﬂy Planning Programmes and Health Education
programmes as well, In leﬂm of cost centers, both existing and intended models beard
the highest labour custs for admmlstratmn dcpaﬂmem due to it includes 3 cost centers in
to one center which is 1he cuaL Emters of ﬁdnunlstratlnn security and pantry. Moreover,
time basis. As OPD services uf exmimg sys{nm were part—ume such system has spent 8%
of total labour cost on OPD. ‘

5.4.1.3 Mafffl:qf Goods

Material goods comprise drug cost, utilities, stationery and linen. In terms of drug
cost'of existing system, total drug cost was Rs. 495,801.63. The pharmacy spends Rs,
186,516.63 of total drug cost which'is the highest portion of total drug cost. Next, FP
clinie has used Rs. 149.142.30, Because, the elinic spends on number ‘of contraceptive
methods such as Depo-Provera, JUCD, Oral-Pills etc. ‘Ayurvedic-elinic ‘also expends

considerable amount for drugs which is Rs. 108,489.00. Likewise. it is assumed that drug
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costs of pharmacy for intended system are double. It is Rs. 373,033.26. Most of the
researches done in Sri Lanka regarding hospital costing, which reveal that the staffing
and drug costs are major component: 7 7. costs ( Somanathan, 2000).

i
Utility costs include costs of :;aler@lw. Considering in water bill, it
was Rs. 8,?G?W . Water consumptions in order by departments
are OPD, Ay G al clinics sause, the partments are reported the

highest number.of patient yisits in 2008, Moreover, waterbill of intended model is
double due to patie | medical clinic is also, double. Thus, water bill of
such model is Rs. 17, 79. In term S lectricity, to -. icity bill was Rs. 47,085.00.
On average, mo ill isRs: 3, --*‘ g e '\a-*; izes the highest electricity
bill which is Rs. 18,496.00 for tHe whole year as Suchidepartment is using high electricity
consumed machineries the i ded \ bill is Rs. 57,652.00.
Electricity bill is notincreased in led \1 =\?‘,‘ e as water bill increased due
to a less number of ele lian ) But, s observed that walls obstruct the

physical building design, which could
or stationeries such as inventory books,

be caused to increase the eles v b
B 15

patients’ record cards etc. nputed due to es of-as such stationeries are
impossible to ot vernment press and supplied

A

them free of'charg

=
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5.4.2 Service Utilization

CD Samadigama delivers ﬁlt»:grﬂtiph of E;revcntive and curative services through
one center. The coverage area of CD Sa-'fnd_iéﬁfﬁs‘is not officially recognized. Anyway,
Lunama PHI Area mclud;gg Samadigama PHMAmthat include 10 Grama Niladari
divisions, are covered (see Appendix Rf; The service schedule of the center is provided in
the table 3.3. Table 5.2 andS.10 illustrate the patient load of existing system and intended
system in each month q_[‘:ftﬁ&:.f;a: Zﬂﬂé Number of patient visits of OPD per day ranges
50 to 100. In tenns:-ﬁ?.e;giﬁtirfgl;SﬁtEHg as OPD opened twice per week, in other days of
week, patients are at_:!midiﬂﬁ t;}thcr nearest hospital of PU Ambalantota which are located
10 Km away frnpl""Samadijgama. Moreover, medical clinic open only 2 hours per week
only. Thus, a diécuspi'ﬁn with rédichl staff of the dispensary seems that the villagers are
expected to seek @are '_.yﬁcr;«-*lhc needs arise. But unavailable of sufficient staff is a major
drawback for impleméntaﬁﬁri the services regularly. Hence, the full time staff is required
to meet the needs of intended service structure. Thus, service provision on OPD and
medical clinic is extended nhmugh um:eas]ngthenumher of full time staff. As a result of
that, number of OPD and medical ¢linic visits are-increased.

Patient visits of ayurvedic and dental clinics are cunsi&_f::;r#hle. It is reflected that
people have a need to seek such kind of services even at the primary care facility. Oral

health is one major component of health promotion and preveritive programmes.

MCH services are provided-regularly asa twice permonth and patients’ visits are
also regular. People are quite sensitive such kinds of preventive care as they know that
ellectiveness of preventive treatments are more powerful.in the life, Likewise. patients’
perceptions. on full time sepvice provision.at the dispensary are straightforward. Because,
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adequate space, availability of drugs and kindness perception of staff, these are few

reasons which are affecting to improve patients’ perception.

5.4.3 Unit Cost

Unit costs-of final cost centers of existing system are likely high due to effecting
of many reasons. ]]H‘i;'emﬂu;al officers for curative, preventive and ayurvedic services
have attached at lhaCD .Sg,rﬁaﬂ_j;ﬁ,ama]_and their salaries are greater than the RMOs.
Moreover, PHI"and PH'M _ﬁ'ff'_l,i‘.;eif;a;c shﬁou@d within health center premise. Likewise, a
combination of ppevenﬁve, function Witilli curative services.in a one center is more
advanced than 'i:'nt?her_‘;f D;'?"l':‘thfé old systems currently funetioning at the country) in the
country. And, this{;aiﬁtegfﬁl;iqh sysm 1$ required more resoutces at one time. Moreover,
lack of full time staff cause to reduce the level of utilization. In other words, limited
services hours obstruct to provide more sér?i-;cs that result to decrease the amount of
output (number of patient visits). A large floor area is another reason for high unit cost.
As discussed above ( in 5.4. oy - ﬁpiml cost is quite high than material cost due to the
use of large spaces either in the limited service hours or at the expanded service system.
For example, Eihafeeq (2007) and Somanathan (2000) repot lhﬂ} material costs is a major
component of hospital cost profile than capital cost. Because. ﬁi_é_l.l.é:ial cost includes high

drug cost which denotes as recurrent cost.

In addition the existing system and the intended system, a cost simulation was
done within @ range of maximum-and minimum patient per day. When OPD visits per
day are 50, unit cost is Rs. 158.00. But, if OPD visits can be increased from 50 to 100,
unit cost can be reduced as Rs.93.00. Also medical clinic ranges from 20 (o 60 per day,
unit cost will be reduced from Rs. 187.000to Rs. 117.00.



Comparison the cost analysis of CD Samadigama with prior costing studies done
in Sri Lanka, which can be summarized under the following services: a) cost per patient
visit of OPD, b) medical clinic, ¢) dental clinic and d) ayurvedic clinic of some

institutions (see table 5.20 inp.92).

In terms of cost E@r,QPD wst!l de Silva am_i Altanayake (1992) report average
cost per OP visit in defererit @Ds, For examples, €D - Halpe-Katana presents Rs. 35.00
for cost per paum‘rwsuwuhan _a‘ﬂtraﬁp of 46 patients daily. The lowest unit cost is Rs.
23.00 which is regoﬁéﬂ on th-f:‘;a;.eeragebf 73 patients.in the €D Andiambalama. On the
other hand, Cﬁbeg@]agﬂﬁ;‘shﬂm Rs. 53.00 as average cost with 29 average patient
visits. These type of CDS ,_Ncaqf‘l:-e knows as traditional or existing CDs as explained in
chapter 1II. Such inﬁtuﬂdha«ﬁrﬂvide cmlﬁj symptomatic treatments and limited resources
are available (seg'é'hapgéf LIl). However, 1111,1[ cost per patient visit of CD Samadigama is
quite high with cumpg:ringihe Tatfer unit m}stpcr‘ patient per day.

According to the s:u!xd}ibti' Edirisinghe {Q‘GDG] in Dompe District Hospital, unit
cost per day is Rs. 64.00 with an average of 450 patients daily. This type of hospitals are
provided indgéi care and has a number of trained staff. Cun‘sidﬁl:mg other clinics of this
hospital, unit I:EJSI of medical clinic per patient is Rs. 74,Dﬂpﬂr§hh:c day. An average of
patients per clinic day is 215 which are five times as intended medical clinic of CD
Samadigama. Whilst, unit cost dental clinic is higher than CD Smadigama. Because,
utilization rate of dental elinic of Dompe District hospital is likely low. But, such clinic
of intended system at the Samadigama reports less unit cost per patient per clinic day. It
is RS.,384.00 with 20 patients as an average per clinic day. Anyway, in terms of service
and staff structure as well as physical structure, CD Samadigama stands below than
District Hospitals. But it Seems that those unit costs of institutions, Dompe hospital and
CD Samadigama are likely different due to utilization of'such services of both hospitals
are widely gapped.
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Somanathan (1998) and Somanathan et al (2000) classify hospitals as complex,
intermediate and basic. Complex hospital includes teaching and other specialized
hospitals. Unit cost of inpatien ¢ facilities of such institutions is high as these

Somanathan (1998) reveals-unit cost per OP visit 0 ayurvedic facilities is Rs. 46.00 in

\-' Lcost per patient visit of ayurvedic

ing : fac ty in CD Samadigama is
relatively high. But comparin ‘Samadigama 1 \ litutions, all of them are
not homogeneous in terms of unctions aff structure, level of hospital. On the other

hand, CD Samadigama ¢an easil It ‘benehmark for such service model

ﬂUEJ’JVlEJVI‘iWEHﬂ‘i
qmmmmumwmaﬂ



Table 5.20  Reported Cost per Patient Visit of Selected Studies

Average
Patient per
' l day/per Clinic | Cost *
Name of the Study , V. Day Rs.
OPD de Silva and Attanayake (!9‘92]
CD - Halpe-Katana = 46 38.00
CD- Dewal‘npn!a 3 s ERN 29 53.00
CD- Andlambalama 73 23.00
Somanathan etal (2000) Cbmpltx““ o 338.00
Sﬂma.mtﬁan m‘i(mm Basm“ - 88.00
Medical
Clinic
Ayurvedic
Clinic
Dental
Clinic

\ |

Note:  *Price adjusted using the GDP implicit price deflators. -;m;aaﬁ numbers 1990 = 100)
**Covers only 4 districts of Sri Lanka in the 1991 survey.
*** Covers only 7 districts of Sri Lanka in the 1998 survey

Sources: de Silva et al (2007), de Silva and Attanayake'(1992)
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55 Limitations

The study is faced mainl:,r few limitations. Viz:

¢ The health center has not 1y ricity bills since its interception due to
administrative problems at th ‘ tha bills were calculated for the

of unit“consumption per patient are obtained and then monthly bills were

(see appendices B).

e Coverage area ¢ ) digai ) f‘}\_w due to there is no
referral proceds ,'-" Sri a S c an obstruction when taking an

effort on an e of'such service model is captured.

ﬂuEJ'WIEJVI‘SWEJ’]ﬂ‘i
QW’]MH‘SW&IW]’JVIEH&EJ



CHAPTER VI

RECOMMENDATION

\ ///2{—(3 findings of the study at first,

apter ot th ]
through the cost profile-and the L!‘( mﬁ-af—ﬂﬁiﬁinadtgama The next, policy

implication of/w/u( lained.

igama are studied as an
ystem, based on the re-
, idelines lead to upgrade the
facilities of primarjr heal St ,..,;: ' Ds and CD & MHs and to be

1 i )CD & MHs. Proposed facilities in the

- Uut@

TR Anoriwgms o

al] the services which are cummtly prowded at the center.

q AR IR ANENAE

model. But, under-supply of inputs- human resources especially medical doctors and non-
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supply of complementary inputs such as hospital attendants, laboures are the major issues
for implementation of the intended service. It was observed that the full-time staff is
required to fully realize this integrations model. Thus, the study was conduct the two
forms of cost analysis which, were 1) ["mstmg' E:ye;ua-m at the dispensary and 2) Intended

System which was done under altetnative assﬁmpnun&

J
|

Considering wuh,ﬂ:gafﬂ to lhe huspllal mshng, total costs (cost profile) need to

be considered atﬁ?sl “.

Table 6.1

Cost '.Fr:,oﬁlq;- o

Capital Cost 67737051 | 21% |  974,882.59 22% 30%
Material Cost '557,658.14 17% |  763,691.59 17% 27%
Labour Cost 1,977,341.86 62%.| 2.689,803.72 61% 27%
Operating Cost 2,535,000.00 79% | 3,453,495.31 78% 27%
Full Cost. __\ 3,212,370.52 100% | 4,428377.91) 100% 218%

N

*- MeC denotes Medical Clinic. |
r\cmrdiﬁé to the above figures, both systems were Sp;;l:ti approximately the same
propertion. of their full-costs on capital; material and labour costs. f-abour-cost was the
main component of the ¢ost profile in the CD Samadigama. It was 61% as a percentage
of full eost. Then capital costs placed the next highest portion of full cost which was
22%. Though material cost was exﬁcnded relatively less-amount of full cost, drug cost
Was a ma;m component of material cost. In the 2008, the dispensary was spent for drugs
as'Rs. 680.898.06 and Rs. 495, 801.63 for intended and exlstmg systems respectively. At
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the intended model, the total cost (full cost) was increased when the full-time staff
existed and the level of utilization was increased. Thus, capital cost was increased by
30% as the time uses of space was expanded. Labour and material costs were also
increased by the same proportion asll"?*}_{&’ duéﬁtb the new staff, increasing utilities and
required more drugs and ¢onsumables as weﬂ - o

J

|

In addltmn o ;.ht: q,bove fi n{qngs, cost s:mulauun assumed a patient load of
minimum and maxnmum’number per di}y visits as 50'and. 100 per day visits for OPD and
20 and 60 per darmmsfﬂr medical clim-: respectively. The levels of utilization of other
departments were not changed ﬂue o s::;:m:es of " those departments were provided as
the same in the pmp@éed gugﬂclme Thus the levels of utilization in year 2008 were
estimated with assu,mptmn macﬁ: acmrdmg o the. existing system that can be illustrated
as in the table 6.2. :

Table 6.2 Number of Fl‘tmt Visits ~Iﬂﬂ8 [

oD L J 7,462 | 13,148 (45%) | 21,132(65%) . | 25,828 (71%)
Medical Clinic— 710 | 1,679 (58%) 1,760 (60% ) 2,639 (73%)
Dental Clinic 1,133 1,133 1,133 1,133
Ayurvedic Clinic 1,334 1,334 1,334 1,334
Antenatal Clinic 643 | 643 643 643
Well Baby Clinic 286 286 , 286 286
Family Planning

Clinie 976 976 976 976
| Total 12,544 19,200 27,264 32,840

Neote; Figures in parentheses indicate changes of number of patient visits relative to
patient load of existing svstcm



Then, total costs could be calculated that costs which were spent on services

provided by the dispensary to the patient load shown in the above table.

Table 6.3 Cost Profile of each Model

Capital % =

Cost aﬂgmw 1}.%. ,m msﬁ 15%| 97438259 | 22% | 97488259 | 22%
Material ., e

Cost 5:1.-’6%3 14 17% _@2?!1@ 1526 | © 763,691.59 | 17% | 86102127 | 19%
Labour F ~ %

Cost Lgﬂ.ﬁ;_ﬁa 62% ;,.53930‘172*‘ 62%. | 2,689.803.72 | 61% | 2,689.803.72 | 59%
Operating " a . Y

Cont zmumgr 9% | 3540?493 77% | 3,453,495.31 | 78% | 3,550,824.99 | 78%
Full Cost | 321237052 | #00% | 4,328957:52 | 100% | 4,428.377.91 |, 100% | 4,525.707.59 | 100%

Lnnsmcnng” th': ahove figures, thou,gh services hours and patient load are

- ‘,,__r

increased in the intended m-::-dels {Eﬂst simulation) relative to the existing model, material

cost is varied within 2% while capital cost and labour cest are remained as the same. In
theory, matﬂngi and labour cost (recurrent cost) vary 1»!-!11&2:1‘;J numhcr of volumes in
production ﬁgxmsed In this context, the staff and capital mnum are not varied due to
such inputs are sufficient that the similar services could be 'pruwdr:d using the same

inputs to the much more patients than CD Samadigama {e.gf“CD Hali-ela: 121 per day
OPD visits, CD Keppetipola; 99 per day OPD visits in 2007),

Considering cost center categories, final cost centers category is consumed a large
~ amount of full cost whichiis 44% and 45% of intended and existing systems respectively.
The next | hlg portion SIands for overhead cost centers and finally intermediate cost

centers. In terms of total indirect cost, both systems spent a big amount for OPD at first



and secondly for the FP clinics. Because, the high service utilizations seem at the OP
department and on the other hand, FP clinic uses a big amount for the drugs and other

consumables such as contmcz\\ e /

Considering thy ‘above d scusﬁm m\{% as a whole, the intended

ith regard to the capacity of the dispensary.
"\ U

system could

Moreover, CD Samadig ; ,v nds ‘4‘-...r:-.\ AMC of total cost on curative care
services than prey arg services és a res | health expenditure being

SN\

Unit costs of cach service are caleu a same manner, which means that the
full cost of each departme divic ed Y U tput-1 her of patient visits of relative
department. Unit sts calculs by * dy \ ‘ ma ized as follows:

ﬂuEJ'WIEJVI‘SWEJ’]ﬂ‘i
QW’]MH‘SW&IW]’JVIEH&EJ
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Table 6.4 Unit Cost of Patient Service Centers
1 |

OPD 147.00 | issfeef{ © 7% | 10000 . 35% | 93.00 -58%
Medical N J1 ST a0\ )
Clinic 26100 | #8800 | | -39% | 45000 |\ 74% | 117.00 -123%
Antenatal y V.’ s _
Clinic _staoo s27.00 | - 2% s07.00 “1% | 507.00 -1%
Well Baby F ¥ & ia b 4 N )
Clinic 94ei | 944.00 | 0% | 93700 . 0% | 937.00 0%
_ﬁ"; i o ‘ =l .‘.‘.’ \ I
FP Clinic 561.00 | '569.004 © 1% 55800 | | -1% | 547.00 -3%
Dental Clinic | 418.007] 41000] = 2%/ 38300| ~ -9% | 370.00 -13%
Ayurvedic - - il
Clinic 232.00 | 233.00.| 0% | 213.00 | 9% | 205.30 -13%
A L)
e — o)
\ ! 3J

When OPﬁ visits per day is 80 and the department l|'J|i'0~»rn:iee the services for 6
days per week, unit cost of such department could be decreased by 35%. In other words,
average cost could be redw:ed when uumbe: :ﬂ' output (number uf serviges provided)
could be increased. Cempanm of 50 pau.ent per day of OPD, it eeems ﬂml the dispensary
eeuld:hé pmvnded more services. In terms of medical department unit cost is reduced by
74% when per day visits are 40. Thue when per da}' visits'of OPD and medical elmle are
1100 4nd 60.in tom, “unit costs eeuld be redueed by 58% and 123% respectively with
compared to the E"!tlﬂ'llng e}'s!err!, As a whole, mereasmg number of patients of OPD and

medical clinic effect to other department to reduce their unit costs because. allocation
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criteria is based on the number of patient visits in order to allocate the total direct and

indirect costs of transients cost centers to the final/absorbing cost centers. It means that

]
-

£ OPD) s inereas

hand, resources available dis -: ) ou | ha een the capacity to provide more
services to more patients, It is p @ idence by the above calculations.
Nevertheless, unit cost o ticabél ¢ 18 deductec . 0% when services hours are
increased from 2 hours of existin 0 8 hours (o day) of intended system. But at
' € not increased as the same as the level of

2 cost deduction therefore, could be

this context, the time uses o!
utilization expand of medi
defined as “Economi

—

B
6.2 Recomme datin
¢
CDS

B B L W

ral

-

reduced when the level of utilization could be increased and
the full time staff could be recruited. o,

QRAEASRUSRII R
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e The floor area of CD Samadigama needs to be reduced in order to cut down the

unnecessary cost born by capital cost.

« Participation Wﬂ]m@er& toﬂhw'.rtsmn at the dispensary give

a message to-ot i f the country that they ean be complementary input
where the lack-of compley /e

be built g other hand, volunteers are the short term alternative solution at the

staft are insufficient. Thus, on

nary health care provision could
)

situation of ! _
. - d be originated when service population could be demarcated

A\

. health sector/funding agencies in

. r ting, unit costs of this study could be
helpful. : '

o This study could bea benchmark in futy 2y uznn studies will be done.

. Cﬂsﬁl’l‘ ontributes to the Healih To{'matiun System (HIS).

N

=1

i
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Appendix A

Map of Samadigama Health Center, Hambantota, Sri Lanka
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Appendix B

ULATIONS
I Capital Cost \\ 77

ease in order to work out
of land is around Rs.

per, pel 'A perch is equal to 272.25

Unit cost/ square foot

t}:@t/squam foot/day

0.003 x # of sq.fi per¢ Cﬂoﬂandfdepartnmnﬂyw

i

AT @T i < sl vk
ammmmumqwma t)
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Building:

The building of the health center was donated. It is newly constructed in year
fool was obtained from a civil engineer at the Central
Engineering Consultancy E (C . ‘ of building per square foot is Rs.
3500.00 including bathre i 9, wiri ‘ %ﬂ:prﬂ:iaﬁun and a life span of 30

i {io tal, 1998). Cost of building per

Formu

Step I 3500.00 m “Qost of building of the department / day
: |

10950 l ‘ - :
'A.
SIIEPI Cost of build f the departmen! (

*- Number of days for 3

and and building for each
ﬂ partment is included

J1995)

Table 1.1 shows th
department --w
pﬂ.l'ltl'}f, wat .;1 > . 3 |

{.
o B
-

| i

ﬂUEJ'WIEWI‘iWEI’]ﬂ?
awwmmmw’n‘nmaﬂ
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Table 1.1 Depreciatory costs of land and building per year 2008 (Sri Lankan Rupees)

Admin. & Registration | . 268.8 , 77.00 | 824800 | 8325.00
Security & Pantry 282177/ 918.00 | 204,400.00 | 206.318.00
Maintenance & CI % 288 ] 5054 | 538520 5435.74
Store Room g6 |7 2880060070 | 17,122.20 | 17,282.90
Health Education 3295 || 2614200 | 4,429.00 | 4,471.00
PHI Office 1690 | 2881 446.00 | 15,566.00 | 15,712.00
PHM Office . 16,478.00 | 16,632.70
Pharmacy 10,911.60 | 11,014.00
Sterilizer Roo 544000 | 5.491.00
OPD * 54.45. ! S0 | 45,530.00 | 45,957.50
Medical Clinic* §54.45.0 S\ .8208) 874176 | 8,823.84
Dental Clinic y9s5.44- 1 A% 558.80 | 69,916.00 | 70,574.80
Ayurvedic Clinic*. [ 568.75.| 8| 21015 | 22,310.00 | 3860630
ANC* | T 30 | 5,216.00 | 526430
WE* 4,719.60 | 4,763.30
FP* 4,719.60 | 476330
Total 449,132.96 | 453,349.53

fvooms are mcludad
ame day.

e B it 4
* - Cost of land and building of w
** . The same floor area is used al

Note: Total per day is Rs. 5.80
(1,9243 sqﬂ ul-c-.rm unr.nmmuuin--. -'T;E.w 5.00( 19243 sq.fi. x
Rs. 0.32). -/; g

Total number of square feet of the building - 9.657.25 Sq.ft (100%)

Used floor area ‘o - QS 723681 S ﬂ{?i%}

%ﬂ’&*ﬂﬂﬂ‘i“ﬁﬁ
Wﬂa\aﬂmw’mmaﬂ
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Medical Equipments

assumed. As all these 1ents are ds | eplacement costs are adopted (Creese
& Parker, 1994). The price lists for _the Surgical equipments are given by the
Medical Supply — oH. Total costs of medical

equipments whi

AUINENINYINS
ARIANTAUNAINGIAE



Table 1.2

Mini high pressure

- ' -:] = = : —
Depreciatory Costs of Medical Equipments (Sri Laukm_!-’lq_pees‘jl

sterilizer | 1 | 1536000000 | foubo00d | — -

Nebulizer with Adult & avaey i LN

Pediatric Masks 1 10 ] 20,000.00 | 4 rF g 1333.00 | " 666.00

Suction Apparatus . W 7 ——p _

Adult [ 10 | 150,000.00 4 10,000.00 | §,000.00 |

Sphygmomanometer 2 10| 7.500.00 37500 | 335.00) 475000 |

Stethoscopes Adult 2 10 | 14,000.00 933.00  466.00 266.00 | 466.00 466.00

ENT Examination Sets | 1 10 | 140,000.00 _9.333.00 | 4.666.00

Ophthalmoscope 1 10| 800000 | 533.00 | 266.00

Glucometers 2 10|  5,000.00 N 250007 wzs50.00 166.00 | 166.00 166.00

Steam sterilizer 1 15 | 40,000.00 | 2666.00 |

X-Ray Iluminators- : .

Single 1 10 | 15.000.00 1,000.00 | 500.00

Examination Spot Lamp | 51 20,000.00 66500 666,00 66600 66,00 666,00 | 666.00
Examination Beds 2 15 | 1600000 533.00 1 53300 | 266.00 | 266.00 266.00 | 266.00
Medication Trolley- L3 .

Stainless Steel 1 10 | 14,000.00°} 280.00 |  280.00 250.00 |  280.00 280.00

Dressing Trolley 2 10 | 7,500.00 150.00 1 150.00 150.00 | 150.00 150.00

Folding Screen'Bed —

Side 2 15 |  5,500.00 73.00 73.00 73.00 367.00 | 73.00 |  73.00
Thermometers-Digital 2 10 750.00 | 75.00 S L50 LS 37.50

Dressing Forceps 2 510 2.083.00 41600 | | 416.00

Kidney Trays-§' 2 0] 240000 | 96.00 96.00 96,00 06.00 | 96.00

Scissors Sharp Point-§" 1 3,700.00 _ 740.00

Scissors Straight-§" I 3,400.00 | 680.00

111
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Table 1.2

Depreciatory Costs of Medical.

i
= J

nees) o

| 2,700.00 | \

Gynecological Bed 2 15 | 62,000.00 | | 3700 [\ va7r00 | iazr00 | 1.377.00 | 1,377.00 | 1.377.00
Weighing Scale Aduls 2 10| 1700007 2500 | |, 28.00 28.00 | 28.00 | 28.00 | 2800
Height Measuring Tape | 2 s| 120000 & J 120.00 |\ 12000 120.00 | 120.00
Measuring Tape 1 5 60.004" 12.00 ]

Pinard 2 s | 1.056.00 | 2100 21100
Urine Test Kit 1 5| 2,000.00 | #00.000
Mackintosh 2 s| 80000 16000 160.00 |

_ Light Cure Machine l 10] 400000 & 74l 4,000.00
Scalar 1 | ' |
Vibrator 1 f )

| High Speed Hip 1 10 | 40,000.00 | ' 4,000.00
Low Speed Hip :

Treatment Chair- .

Portable | 15 | 10,0000, 666.00
Dental Chair & Unit | ER IV TS R S e S— - I 43,333.00
Wheel Chair 1 | 10 17500004 1,750.00 o

| Sponge Holders-16cm 1 5 300.00 - 60.00
Total | 858.00 | 26,666.00 | 29,654.50 | 15,965.50 | 4.438.00 | 3,615.00 | 52,906.00 | 5,048.00 | 2.410.00

cll

112
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Office furniture, Cleaning/Kitchen Utensils and Linen

cleaning/kitchen utensils and linen were obtain oM the Sisil Showroom in Ambalantota,

the Chandula Stores-in ans Shewroom.in Ambalantota. The life years are
assumed. The i Table 1.3 represents the
depreciatory co

AUINENINGINS
ARIANTAUNAINGIAE



Table 1.3 (A):

Depreciat

atory custs“‘l_i;f office furniture (Sri Lankan Rupees)

Steel cupboards 2 1 154" s500.00] L 566.00

Filling Cabinets 3| 15 | /17,500.00 | = 3:500.00

Magi Boards-2"x2" 2 107 2.00000 ) 200,00 20000
Motice Boards-2"x3" 2 | MolS yrseoo | 175.00 175.00
Water Filter 2 0 o Poowl, 0 4 362.00
Photocopy Machine [ 10 | 129,950.00 | 12,995.00

Computer + Computer | r w.r i

Chair &Table 1/set 51 60.890.00 | 12,178.00

Refrigerator (SiSil) 1 ‘wﬂ 35gmgg} _ 4 . |

Writing Tables 9 12| 11,00000 | 1,832,000, 916.00 916.00 | 916.00 | 916.00
Armed Chairs 8 15! 7.100.00{ 946.00 | 473.00 | 473.00 | 473.00 | 473.00
Dining Table 1 12| 7340001  653.00]

‘i_'ul’a.iiing Chairs/4 sets/] 12 LI,

line 15 13,620.00 ‘

Library Cup Board 30 15| 1600000] 1,066.00 '

Book Rack 3 12 930000 77500 <" | 775.00 | 775.00
Conference Table / 6 P Pz I

pieces 1/set 12 | 29.715.00 |2,476.00 |

Plastic Chairs | 50 £/ 12 500.00 | 1,250.00 | — 83.00 | 83.00| 83.00
Armed Chairs — Fabric | 30 15 1 4,100.00 | 8,200.00

vl
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Table 1.3 (B):  Depreciatory Costs of office furniture (Sri Lankan Rupees)

15 |

\ L
-

Steel cupboards 2 8,500.001

Filling Cabinets 3 15| 1750000 | /7 A 566.00

Magi Boards-2"x2" | 2 10| 200000 S S V¥

Notice Boards- > | J

23" 2 10 [ 1,750.00 |

Water Filter 2 8| 290000

Photocopy Machine | 1 10 | 129.950:00 36200 &

Writing Tables 9 12| 11000000 4 580,00 | 58000 . 58000 58000 580,00 | s580.00

Armed Chairs 8 15|  7,100007 996.00 | 45R.00| @58.00 | 22900| 22900] 91600 229.00 229.00
Dining Table 1 12 784000| F o0 23650] 23650 | “mis2s| 1s2s| nisa2s| 11s2s
Library Cup Board | 3 15 | 16.000.00 ~11.556.00 | 1.586.00 | 1,556.00 | 1,556.00 | 1,556.00 | 1,556.00 | 1,556.00
Book Rack E 12|  9.300.00 | 1,066.00 | 1,066.00

Plastic Chairs 50 12 500.00 | 8300|8300 wmss0o |- 8300 $3.00 | 83.00 §3.00

Sl
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Table 1.3 (C):

-

Depreciatory cmﬂﬂﬁﬁiqﬁpl‘ﬂfy utensils and linen (Sri Lankan Rupees)

Small Baske: 2 wood / /. 750 37.50 37.50 3750 | 3750 3750

Plastic Bucket 2 2 Assoo lf 17 Jesio |

Pedal Dust Bin 6 2 V¥ 20800 100.00 |

Brush Small 1 1 F35.00 |0 (/-7 35,00 | '

Floor Wiper 1 1 " 150:00 | 150.00 |

Mop Backet 1 2 650.00 325,00 |

Garbage Bin 1 3 075.00 325.00

Tea Spoon Set (6 Pes) | | s 2 " o0 | 45.00

19" Tray 2 3 150.00 60.00 .

Glasses | 12 2 50.00 = 30000 | '

Tea Set | 2 5 $00.00 ~ 300

Table Cloth 10 1 200.00 200.00 D 200,00 | 20000 | 200.00

Curtsins | 12 5. 90.00 54.00 i ] 54.00 18.00 18.00 18.00

Total 1o 3745500 | 835.00 Lm@n} 10,767.50 | 1.727.50 | 250250 | 3,.239.50
Table 1.3 (D): Depreciatory costs of cleaning/pantry utensils and linen (Sri Lanka Rupees)

Small Basket 10 2| 3500, 1838:] o B8BTS 9.374% 947 | 37.50 9.37 9.37

Plastic Bucket 3 21l 16500

Pedal Dust Bin 6 2'{ 200.00 100.00 | 100004 100,00 100.00 100.00

Table Cloth 10 1| 20000 200.00 200.00 | 200,00 | 10000 | 100.00 200.00 100.00 100.00

Curtains 13 51 90.00 18.00 18.00 18.00 18.00 &

Total 113400 | 467805 | 429825 | ‘2775.42 | o67skr ) Latma s | 267562 | 200537
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2. Recurrent Cost

Recurrent cost can be divided into two categones

spends of the personnel (Shepard 98 Casly ,, 2003). The formula in the

below is used to cale Cost o e spen d by asingle staff on a single department.
o 777 LA G,
Labour costs in tofthe new salary scale, allowances/fringe benefits etc.

# of working hg

Cost per hour x # of hour Cost of the department/year

MOIC, dental surgeon; 2 ordinar urs in OPD and one ordinary labour in
dental clinicagork IaeuiENEEE iy daysimonth and 4 hrs/day x 6
days). Andia /day j 20 days/month and 4
hrs/day x 4 days

ﬂUEJ’JVlEJVI‘iWEHﬂ‘i
qmmmmumwmaﬂ



Table 2.1 (A):

Labour Costs

Administration (64) L& 4 [ |
Maintenance & Cleaning - ) |
6,956.80 [ & =
Store Room G J U \
" F | 2367% | \2360982 | 2077647 | 2722935 27.095.75
Health Education A AN uen (167) {167) {167 (167)
J : | 44 94335
PHI Office N f) (277)
N | 33 192,779.40
PHM Office y ' (1182)
391320
Sterilizer Room = (24)
119,135.20 s il )
OPD (548) : ‘
19,131.20
Medical Clinic (88) ol -
| 131,500.80 /
Dental Clinic | (576) A
| ~=F | 39,453.00 | r~ |
Ayurvedic Clinic -/ (224) o
2,608.80: 7.426.65 7,426.65 6,531.53 [ 40,690.12
ANC (12) (52.5) (52.5) (52.5) | (2507
2,608.80" 6,719.35 6,M9.35 5909.43 | 39,874.90
WE Clinic (12) (47.5) (47.5) (47.5) | (245)
2,608.80 6,719.35 6,719.35 590043 | 39,874.90
FP Clinic 0 D ' (41.5) _(475) W17.5) (245)
166,963 20+ 4 |
Total (68)4 131.500.80 |© 3045300 | 4448917 ‘4448907 | 59.026.86 | 34435187 72,039.00

Note: Figures in parenthesgs show the time spend by each staff at the each department.
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Table 2.1 (B) Labour Costs

Administration " A 20,063.00 |, 20,05300 | I 19.4760.00 | 248.799.60
Maintenance & 7 7 B = |

Cleaning y J Uy > | | _194,760.00 194, 760.00
Store Room 20,063.00 | 20,063.00 47,082.80
Health Education rF Ji 20,063.00 | 120,063.00 | 162,475.21
PHI Office g s 4 20,063.00 | 20.063.00 85,069.25
PHM Office y . .| 2006300 | 20,063.00 | 232,905.40

S1A08.00/ 76,761.60 ;
Pharmacy _Annt —=. 4 158,169.60
Sterilizer Room 4§ s 20,063.00 | ' 20.063.00 44,039.20
OPD | 20,063.00 . 20.063.00 159,261.20
Medical Clinic 20,063.00 | 20,063.00 59.257.20
/ 57.571.20
Dental Clinic E Ay (576) 189,072.00
24,864.00 | 23,308.00.] i
Ayurvedic Clinic (224) (228 |/ 0 J £7,725.00
ANC 20,063.00 | 20.063.00 104,809.75
WE Clinic 20,063.00 | 20,063.00] | 101,957.83
FP Clinic 20.063.00 |  20.063.00 101,957.83
' 5 -
Total 24,864.00 |23 408.00 | (81408:00 | (76761400 | 220693000 | (22065300 | /194, 760:00 4557.571.20 | 19476000 | 1.977.341.87

Note: Figures in parentheses show the time spend by each staff at theeach department.

611
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11. Material Cost

This included medical materials, non- medical materials and operation &

vaccines and other consumables. Non-

ar less than one year). According to

their wattage taking 'constliz ion an engineer of Ceylon Electricity Board. This
study was also-ado) 1 '

Fﬂ ||I'

of applian ‘ Unit Cost x Number of

ulation for water consumption,

Fumﬂ ,? - B ()
Expenditure on w water was divided : ;@ each month for two

months; =)
"
Cost/unit/month

ot

]

Mo Expenditure




Table2.2:  Summary of Cost Calculations on Capital,

Material and Labour Resources

Administration 7,008.80 AWG 214.643.00 37,455.00 | 248.799.60 | 508,584.40
Cleaning 192.00 | 168000 " F F} 7| 4 S43804 83500 | 19476000 | 202.852.74
Store Room 241.10 ¥ | o 172829 | 142650 | 47.082.80 | 6603330
Health Education 511.00 AV E | | s4n.00 10,767.50 | 16247521 | 17822471
PHI 781.24 7800 | AS.71200 250250 | 8506925 | 104.842.90
PHM 2,548.00 | 1800 [, 1 14 16632700 858.00 | 323950 | 23290540 | 256.961.60
Pharmacy 1,643.52 800004 18651663 | '14,014.00, 1,727.50 | 158,169.60 |  359,871.25
Sterilizer Room 2,046.20 Ml _ 5491.00 | 26,666.00 1,134.00 | 4403920 |  79376.40
OPD 5476.86 | 3,613.90 400.00 _45957.50 | 29.654.00 | 467825 | 15926120 | 249,041.71
Medical Clinic 52144 | 2,384.40 20000 _ BBIBS4 | 1596500 | 429825 | 5925720 | 91450.13
Dental Clinic 832.01 | 18,496.10 | 400.00 70,574.80 | 5290600 | 417475 | 180,072.00 | 336.455.66
Ayurvedic Clinic 978.87 |  693.98 L 400.00 | 10848900 | 22,520,151 241000 | 209537 8772500 | 22531237
ANC 47340 | 232140 | L ™7 1138400 | 526430 143 2,775.62 | 104.809.75 | 13146647
WB Clinic 210.15 | 228240 40,269.70 4763307 361500 2,675.62 | 101.957.83 | 155.774.00
FP Clinic 21434 | 232140 | 149,14230 | 476330 | 504800 | 267562 | 10195783 | 266,122.79
Total 8.707.07 | 47.085.44 | 1.630.00| 4.434.00 | 49580163 | 453349.53 | 14156000 | 8246098 | 1.945.51431 | 3.212.370.52
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