Setting Priorities”

-

4.2

4.3

Introduction

Setting priorities can be acomplex process, and it is important, epecidly inthe early days of
planning, to keep it as simple as passible. 1t may not be necessary or desirableto follow this
process a every level. A simpler way istoset priorities at the provincia and/or district levels,
and then have the lower levds use the same priorities.

Priority-setting framework

Whilethere is no “ correct” approach to setting priorities, it is necessary to have acommon
planning framework (Green, 1999). The framework needs to:

. achieve ba anced participation between different groups and in particular between
communities and professionds;

encourage amulti-sectoral perspective,

achieve abalance between the centre and the periphery;

use clear and consistent criteria;

result in aims and obj ectives that are clear and feasible; and be an open and understandable
Process.

Health programme priorities

Hedth programme priorities should be based on the hedth cha lenges shown in the annua
reports and on the Srategc priorities set a theprovincid levd. Funding constraints should not
be taken into account for setting priorities, only during the development of objectives and tar gets
and the selection of service ddivery mechanisms.

The process of seecting priorities must be as objective as possible, and must therefore be well
structured. A good way isto use apriority-settingmatrix. (SeeTable5.) Criteriasuch as
severity and demand are used to rank different hedth problems, which are entered in order if
importance for each criterion. For example, if enteric diseases affect the greatest number of
peopleit should be entered first under “ magnitude’.

*These guiddines cannot give suffi cient space to some of the complex issues around priority-setting and option appraisa

and sdection (choosing service ddivery mechanisms). Further information can be obtained from other reading materi ds,
such as Green (1999) and aso Pillay (1999).
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Sdectingasingelist of priorities from the matrix can be done by assigninganumericd ranking
to thelists. For example, thefirst priority diseasein each group can be assigned 10 points, the
second 9, and so on. Each variable can dso be assigned awe ghtingfactor. For example, if
magnitude is deemed to be twice as important aspublic demand, then it is gven awei ght of 2,
and thefirst priority would have 20 points (10 x 2).

Priorities will dso diff er accordingto the group consulted. The hedth professionals may
consider one heath problem to be the most important, while the community may consider
another most important. Priorities may aso differ anong hedth professionds, especidly since
a thedistrict and provincid leves, there are managers for the main heath programmes. The
manager of each programme may consider his or her programme the most important. Equdly,
different community groups have different priorities. Theyoungmay not consider chronic
diseases to be very important, whereas the old may nat consider family planningto be apriority.
If different groups are consulted, then it is best to have each one use the matrix and compare the
resultsin agenerd forum. The Department of Hedth (DOH) would then make the final decision
and should explain the reasoningwhere it is different from that chosen by any of the groups.

Table 5. Priority-setting matrix

Priority Magnitude Severity/ Public Impact on Sodial Technical Cost/
Ranking danger demand poor and disruption feasibility | effectiveness of
vulnerable intervention
1 Enteric HIV/AIDS | Madaia | HIV/IAIDS HIV/AIDS | TB Enteric diseases
diseases
2 Respiratory Tuberculosis B B Measles B
diseases (TB)
3 HIv/AIDs | Mentd Polio Eye disesse
disorders
4 ec

(See Green for a description of the matrix and Green and Ministry of Health, Tanzania for more examples of criteria)

4.4 Support and management priorities

While the most important prioritisation is among health programmes, it will also be necessary to
establish priorities for support and management services.

Such services can bedivided into the following groups:

e Hedth services: clinics, CHCs, hospitds

e Resource management: drugs, |aboratory, human resources, transport, etc.
e Generd management: health information, finance, etc.

Priorities should be set for each type of service, stating how it will contribute to the achievement
of one or more of the health priorities. For example, achievingthe TB priority may rely on an
improvement in laboratory services, which should bereflected in the |l aboratory service
priorities. Each of theseis represented by alineitemin the budget and each can berelated to an
individual patient. The resources referred to under resource management are al represented by
the budget line items.
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4.5

If contractua agreements, such as servicelevel agreements with municipdities or public/private
partnerships, arein place and cover part of theperiod being planned, the plan will need to take
into account the gods, objectives and tar gets included in the agreements.

Final listing of priorities

The selected priorities should be listed in order of importance, and should be separated for
strategc priorities, hedth programmes, general service delivery, and support services. (See
Table6.) Draft objectives and targets can be shown for each priority, since this will serveas a
starting point for choosing service delivery mechanisms. The draft targets should be based on
historica and current performance and on provincial norms and tar gets. The province should
prepare aset of norms and standards, based on nationd figures where avail able, for al districts
touse. Thedraft objectives and targets should be agreed with the hedth programme managers,
theinstitutiona managers, and the support service managers.

Table 6. lllustrative list of selected priorities and quantified
objectives and outputs

Priorities Quantified Objectives and Outputs

Strategic

Improv e qudity of care Implement hosptd accreditation progranme

Improv e equitable access Ensurethat dl dinics and CHCs have Essentid Equipment Packagein
place

Etc

Health Programmes

Reduce spread of HI V/AIDS Reduce infection ra e from 15% to 12%. Expected to reduce dinic visits
from 3.6 to 2.9 per person and hospitd admisgons from 12 per 1,000 to

10 per 1,000.
Treet AIDS patients more cost- | Expand home-based care from 500 to 1,000 persons treated. Expected to
effectivdy reduce hospitd admissions from 12 per 1,000 to 10 per 1,000.
B Incresse number of TB cases cured from 50% to 70%. Expected to
incresse dinic vists by 2,000 per year.
Etc
Health Services
Reduce the average length of Reduce average length of stay from 10to 7 days.
Stay
Resource Management
Pharmacy Incresse purchases of priority drugs
Improv e drug management sygem
Etc
General Management
Financd management Reduce the timetaken to process payments
Etc
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The objectives should be reviewed to make sure any conflicts areidentified and resolved. For
example, amov e to shift some outpatient services from ahospital to aCHC may conflict with a
move a the CHC to shift some specidist outpaient services to the hogpita. In such acase, one
or both objectives would have to be modifi ed.

4.6 Emergency plans

It is not paossibletoplan for every eventudity; and adisease may not be priority in norma times
but may become onein an emergency. An examplewould be cholera, which may only bea
magor issueif there is flooding. Emergency problems like this should be addressed in aseparate
emer gency hedth plan, and specid funds should be availabl e, perhaps under another government
department.
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