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COSTING TOOLS REVIEW - PREFACE TO TECHNICAL REPORTS 
 

SEPTEMBER 2008 
 
During 2007/2008, several development partners commissioned an independent 
technical review of 13 costing tools that were designed to support costing and budgeting 
of health sector plans. A Steering Committee was formed to oversee the technical 
review.1 The focus was on costing tools linked to the diseases or conditions addressed 
by the Millennium Development Goals, i.e., the health MDGs. The main aim of the 
review was to provide a description of the questions each tool can help countries answer 
as well as an assessment of technical validity and user-friendliness. 
 
The Terms of Reference for this work were developed by the Partnership for Maternal, 
Newborn and Child Health (PMNCH), with input from the Steering Committee. PMNCH 
coordinated the review process. Proposals were sought from individuals and institutions 
with expertise in health economics, epidemiology/medicine, demography, as well as 
spread-sheet analytical skills. 16 proposals were received. After rigorous review, Bitran 
and Associates was selected by the Steering Committee to undertake the technical 
review of the 13 costing tools. 
 
Knowledge of, and work experience with, the Marginal Budgeting for Bottleneck (MBB) 
Tool, one of the most complex tools to be reviewed, was considered to be an advantage 
of Bitran and Associates. However, the Steering Committee had some concern about 
potential conflict of interest linked to a (then) recent contract between Bitran and 
Associates and UNICEF/World Bank for a review of the MBB tool, translation of related 
materials, and support for implementation in one country, Honduras. The Steering 
Committee therefore decided to engage a second firm, PATH, to provide a "second 
opinion" of the analysis of the MBB tool. The report by PATH provides a complementary 
technical review of the MBB costing tool, using the same methodological approach. 
 
The results of the review are presented in this document. It includes the two final 
versions of the technical review: 

1. Bitran and Associates (dated 10 June 2008) 
2. PATH (dated 22 April 2008) 

 
Steering Committee members/tool developers had the opportunity to provide comments 
on several draft versions of the reports. Annex 6-9 in the report by Bitran and Associates 
lists all comments received and how they were addressed in each draft and final version. 
 
It is important to note that these technical reviews are only relevant to the version 
examined.2 The tools are evolving and harmonized as lessons are learned from their 
application by countries in health planning processes and as new science emerges. This 
ongoing work is facilitated by the inter-agency collaboration established through the 
platform provided by the Steering Committee. 
 

                                                 
1
 Members of the steering committee include NORAD, PMNCH, UNAIDS, UNDP, UNFPA, UNICEF, USAID 

through the Health Systems 20/20 and BASICS Projects, WHO and the World Bank. 
2
 The Bitran and Associates report indicates which versions were reviewed. 
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From Comment Response 
 Table 17: suggests changing PCBF text for number of cells requiring user to 

input data or make choice to “varies” and number of MDG interventions 
included to “Potentially all.”  Suggests changing CORE Plus text for number 
of MDG interventions included to “See list.” 

We have made the first two changes but did 
not incorporate the suggestion to change 
CORE Plus text to “See list.”  However, we 
have added a footnote that some tools include 
more interventions than listed and that more 
detailed lists of interventions may be included 
in the individual chapters. 

 Figure 20: PCBF does not really fit in Figure 20 as the number of entries is 
variable.  CORE Plus can also have different numbers of entries and only 
covers interventions at the primary care facility level, unlike some others that 
cover all levels. Also I think the RH Costing Tool only covers RH aspects of 
other interventions and is not comparable. 

This section has been redone to take these 
comments into consideration.   

 Figure 21 should be changed as CORE Plus can cover most of the MDG 
interventions without a proportional increase in the number of input cells. 

This feature of the tool has been noted in the 
taxonomy section. 

 From Tools’ value added section, We need to also say if the tool calculates 
total costs or incremental (additional) costs.  Table 19 seems to be more than 
a list of interventions as the Title states. 

Costing categories are included in the 
comparison chart.  Title has been corrected. 

 From conclusion, “In tool after tool, usability was hampered due to a lack of 
transparency.  The learning curve was steep to understanding the tool, and the 
challenge of understanding multiple tools and deciding which one would best 
serve a particular purpose was intimidating.” It is not appropriate to 
generalize in this was since some tools are transparent and relatively easy to 
understand. The report should differentiate among the tools for these criteria. 

The conclusion has been reworded to more 
accurately reflect the findings from the ease of 
use information gathered in Senegal. 

 Annex 3 and 4: You should not include the PCBF in this comparison as it is a 
generic planning and costing tool, not an HIV/AIDS tool, and is very 
different from the other tools.  It might be better to compare among 3 or 4 
vertical program costing tools and use more generic types of input data. 

PCBF has been removed from annexes 3 and 
4.  However, we have not modified these 
annexes further because we wanted to show 
the variety of input data and outputs produced 
by tools that supposedly cost the same 
programs (HIV/AIDS).   

Patrick 
Lydon, 
January 28, 
2008 

Given such variability in the tools, finding a framework that allows a 
meaningful comparison across them meant finding the common denominator 
across the 13 tools. The approach used finds that common denominator. It 
has intuitive appeal and useful for a broad brush taxonomy of the tools which 
I think will be very useful for countries to demystify what each one does. 
That common denominator has the disadvantage that it tends to lose out on 
specificities. The report is a great description of tools but would find value in 
having more in-depth review and closer examination that would help answer 
some of the questions that were put on the table in terms of: does the tool do 
what it claims it does?….I was hoping to find more on this in the report. 

This version of the report addresses in more 
detail the issue of whether the tools do what 
they claim to do. 
 

 One aspect I kept struggling with is the difference between Step 1 (Input 
Data) and Step 2 (Choices) in the comparison chart. While I understand the 
logic of this, I'm not sure where the dimension of using tools for scenario 
building features in. On our end we've been promoting countries to develop 
multiple version of the tool to test out alternative scenarios for costing and 
financing. So while coverage is an input in the cMYP tool and correctly 
highlighted in the comparison chart of the report, it is also a choice if I read 
the definition of Step 2 on p.8 (what decision can the user make in this 
costing exercise?). Thus, if a tool is being used for scenario building, there is 
a blur between what constitutes an input and a choice and couldn't quite 
reconcile this in my mind. 

In some tools the distinction between STEPs 1 
and 2 is more profound than others. 

 I'm wondering if there is a way to further group the tools by purpose. Some a 
clearly more upstream tools for evidence based decision making (ex: what 
are the costs and impact of interventions and scaling up?…) while others are 
more downstream tools (ex: once interventions are chosen, what are the 
resource needs, financing and gaps of implementing these?). These are two 
fundamentally different questions. While both are complementary, one is 
more about decision making, the other is more about implementing decisions 
- both requiring costing exercises. Currently, all 13 tools are compared 
without making this distinction more explicit. 

The taxonomy section now includes additional 
ways of differentiating and comparing the 
tools. 
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From Comment Response 
 For improving the clarity for the reader, it would be good to have a bit more 

information about what was the rational and justification of the key features 
of the tools and provide a better understand for what is meant by complex or 
not complex …etc.  In reading the complexity measure section, I was entirely 
convinced about the approach. For instance, I'm sure that the number of cells 
requiring data inputs is a good measure of complexity. If I take the cMYP 
tool as an example, there are data input tables which can have a large number 
of cells where one can enter data. It doesn't mean that data needs to be 
entered in all the cells. Rather it tries to cover for the broadest range of 
possible answers, but usually 20-30% of the cells will require data inputs 
relevant in a particular country. Likewise, the total range count is a 
misleading measure of complexity. 

This comment has been taken into 
consideration and is addressed in the redone 
taxonomy section and new measures of 
complexity. 

 Going back to the rational for key features of tools, the time commitment can 
be a little misleading as well if it's the time commitment to enter data into the 
tool and use it. The way time commitment is defined, it could make it seem 
that it doesn't take very long for some tool. For some tools this will be the 
case if the data is available. If the data is not available, it can take months to 
do the costing exercise even for the simplest of tools. Most of the time being 
spend collecting information. It would be good for the complexity measure to 
factor in the time commitment of data collection or ease of getting the needed 
data. I would be in favour of rethinking this section and the figures presented 
on p75 and p76. 

The definition of “time commitment” has been 
clarified where possible (when the tool focal 
points, users or user manuals specified).  

 From the report, and from the vantage point of a developer, I was hoping to 
get more information about possible linkages and synergies between tools. 
I'm wondering from the review you've done whether there was scope to 
expand more on this. 

This was an interesting point raised in Senegal 
but unfortunately it is beyond the scope of this 
report, as per the terms of reference. 

Stan 
Bernstein, 
January 4, 
2008 

Analysis largely based on user guides—need to get into the details of the 
tool, see how formulas work and don’t work, analyze assumptions, how data 
is provided (exogenous versus endogenous variables) and importantly get 
user feedback 

These points have been incorporated in the 
modified report. 

 Errors are noted in some tools, like MBB, but no guidance is given to users 
on what that means—is the tool still usable? Raises more questions than 
answers 

Wording in the MBB Formula Review has 
been changed to note that the tool is still 
usable, although users should be aware of its 
limitations. 

 The discussion of supply versus demand is unclear in the text probably 
because the terminology adopted as a framework for the analysis is different 
from that used in the tool. The distinction between supply and demand for 
health services is one of the unique features of the UNDP tool and resolves 
much of the ambiguity in terms used elsewhere in the report. The user guide 
should sufficiently describe these terms for clear inclusion in the report.  

References to supply and demand have been 
deleted. 

 Section on taxonomy seems to double or triple count certain interventions 
which artificially exaggerates the breadth of certain tools; also some tools 
recognize in their users guides that certain interventions are included in other 
costing tools and have been deliberately left out of the health models (e.g., 
UNDP tool) 

The taxonomy section has been completely 
redone to address this concern. 

 Section on complexity is incomplete and problematic—missing data points 
and need to do more detailed analysis 

The taxonomy section has been completely 
redone to address this concern. 

 Complexity needs to be complemented by assessments of usability and 
transparency 

The taxonomy section has been completely 
redone to address this concern. 

 It is unclear what the list of in-country applications means. Is that countries 
that have received training? Attempted a costing? Completed a costing? Used 
a costing to inform a strategy or budget? The answers to these questions 
could also give insight into the usability of the tools. 

Clarification has been added to note that in-
country application means countries that have 
used the tools for a costing exercise. 

 Health system ‘interventions’ should be included in matrices and not just in 
text; these are important distinguishing characteristics for users! 

If a tool includes specific health system 
interventions they have been included in the 
list of interventions in the write-up of the tool. 

Andrea 
Pantoja, 
January 5, 
2008 

Executive summary, paragraph 3. How is Stage 3 (taxonomy) different from 
Stage 1 (comparison chart), it is not clear from the executive summary. 

In Stage 1 and with the comparison chart, we 
attempt to describe and group all tools using 
the same terminology.  In Stage 3, we offer an 
in-depth comparison and assessment. 

 Executive summary, paragraph 4-5. MDG 6 addresses many diseases (HIV, 
TB, malaria, and others) as opposed to MDG 4 or 5 which focus more on one 
area. We would not expect similitudes between the ten tools related to MDG 
6. Each tool might address different diseases and therefore there will be very 
little overlap with regards to inputs and outputs. We suggest to reconsider 
this type of comparison. 

The wording in the Executive Summary has 
been changed to note that the MDG 6 tools 
comparison was attempted only with 
HIV/AIDS-specific tools. 
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From Comment Response 
 Executive summary, paragraph 6. About new terminology to limit user's 

ability to maximize benefit of the tool. How much of the new terminology is 
"technical" terminology, which it would be reasonable to assume that users of 
that particular tool would understand, and how much is terminology which 
one would not expect a user of the tool to understand? For example, in the 
TB tool there is a lot of "technical" language which we would expect any 
user, who has some expertise/understanding of TB control, to readily 
understood. 

We have reworded our comment about 
technical terminology and hope the point we 
were trying to make is now more clear. 

 Executive summary. The final statement/ conclusion seems to be relatively 
weak. 

The final statement in this section has been 
strengthened. 

 Page1. In the targets for MDG 6, it should be explained that TB is one of the 
'other major diseases' as the MDGs include indicators specifically for TB.  

Change made. 

 Page 2, first batch of bullet points. Last bullet point should specify that TB is 
included in the other major diseases.  

Change made. 

 Page 2, second batch of bullet points. Since TB and malaria have two 
different costing tools, it might be useful to separate the interventions into 
two. This would have an impact in page 10 also. 

TB and malaria are now listed as separate 
interventions. 

 Page 3, paragraph about the problem. It is stated that the sheer number of 
tools makes it difficult for a country to select what they need. We think that it 
depends on how many tools are available for a given disease. For example for 
TB and Malaria there is only one. 

This is a general statement which attempts to 
refer to all tools and program areas.  For TB 
and malaria there may be only one tool, but for 
HIV/AIDS there are multiple tools, and this 
presents a challenge to users.  Also, when take 
as a group of thirteen tools, before separated 
into program areas or MDGs, the size of the 
group of tools is overwhelming 

 Page 3, table 1. Would suggest to include a column to show the MDG or 
MDG component (TB, Malaria…) to which they are relevant. This would be 
very helpful to get a quick overview of the extent to which the different 
MDGs are covered by existing tools. It is not obvious from their names. 

This information is included in Table 14. 

 In the introduction, a summary table showing the number of countries where 
each tool has been used would be useful and informative. 

This information is included in the descriptive 
section of each tool and collectively for all 
tools in Annex 5. 

 Page 6, last paragraph. Suggest to change "fundamental elements" to 
"key…." or "main…". 

Wording changed as suggested. 

 Page 7, Figure 1, footnote. The term health impact is often used strictly to 
mean impact on prevalence, mortality and incidence. A health "outcome" 
does not have to be defined in these term, e.g. it could be "cured" for a 
treatment intervention. 

Although a health “outcome” does not have to 
be defined in these terms, for this purpose we 
have defined it as such. 

 Page 8, bullets of Steps. In the review of each tool (i.e. part IV) and in the 
following Figure 2 the order has been swapped between Step 1 and Step 2. 
Therefore, the definition in this page should be changed accordingly. Step 1: 
choices, Step 2: input. 

Change made. 

 Page 9, last paragraph. It is stated that the report contains a summary of the 
tool's ease of use. However, we think this should be based on the reports of 
the users, through the questionnaire or during the meeting. 

As noted in earlier versions of the report, the 
ease of use information is largely drawn on 
user feedback from the Senegal meeting, now 
included in this version of the report. 

 Page 10, last column of bullet points.  Again, we think it would be useful to 
separate TB prevention and treatment from the Malaria. 

TB and malaria are now listed as separate 
interventions. 

 Page 10, definition of budget-guided decision making. We find this definition 
too restrictive. For a tool to be used for budget-guided decision-making it is 
not necessary that it is used primarily to achieve already-defined 
budget/financing goals or that it is used within a context of defined 
budget/financing constraints. For example, the TB tool can be used to 
establish what total budget is required to achieve epidemiological targets set 
for TB control, and what extra funding is needed in that context. 

The idea of budget-guided decision making is 
now included as a subset of either coverage- or 
impact-guided decision making and has been 
reworded “budget constraint” to allow for 
more flexibility. 

 Page 11, second paragraph (formula review). Why has it been considered 
important to list the formulas each tool uses? Each tool can have so many that 
listing them  properly can be very extensive. 

This was requested by the Steering 
Committee. 

 Page 11, third paragraph (experience using the tool). The criteria to assess the 
ease of use, e.g. manual, default values and adaptable to local conditions, do 
not seem to us appropriate. How much does the existence of a manual would 
mean that the tool is easy to use? 

The existence of a user manual is only one 
element of ease of use.  We have attempted to 
make a judgment about the usefulness of the 
manual, and have further complemented this 
section with feedback from actual users.   

 Page 11, third paragraph (experience using the tool). The time required for 
using the tool should be based on the reviewer's assessment as well as the 
developer's assessment.  

Time required for using the tool is based on 
guidelines given in the user manual and user 
feedback. 
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From Comment Response 
 Page 11, fourth paragraph (experience using the tool). It is mentioned that the 

user's assessment will be included after the meeting in Senegal. What about 
the results from the questionnaires completed by users not at the meeting? 
How much time is there at the meeting for any further assessment of this 
issue (ease of use) by anyone other than those already familiar with the tool? 

We have included feedback from all 
questionnaires distributed at the user’s 
meeting and completed either at the meeting 
or handed in after.  The meeting did not 
include time for further assessment of tools by 
those not already familiar with the tools. 

 Page 12, first paragraph. Suggest to use the word "limitations" instead of 
"caveats". 

Wording changed as suggested. 

 Page 14, third bullet point. It is stated that HIV/AIDS, as well as malaria and 
TB occur most frequently. However, TB is only considered in one tool, isn't 
it? Same for malaria? 

This point has been clarified to refer only to 
HIV/AIDS. 

 Page 15, Table 4. It is quite difficult to read and then constrains the value of 
it. Due to some elements being "Not applicable" for a tool it would be better 
to use the term NA rather than leaving blanks. 

The comparison chart is now easier to read 
and “NA” has been noted where appropriate. 

 Experience using the tool. As mentioned before, a summary table showing 
the number of countries where each tool has been used would be useful and 
informative. This could be placed in the introduction section before tool-
specific sections. 

This information is included in the descriptive 
section of each tool and collectively for all 
tools in Annex 5. 

 Page 73, complexity measures. We do not agree with the measure chosen as 
proxy for complexity, these do not reflect complexity of a tool. Why the 
more sheets/cells to input the more complex? Could you please clarify? 
Besides these do not coincide with reality in the case of the TB tool 

The taxonomy section has been completely 
redone to address this concern. 

Tessa Tan-
Torres, 
January 18, 
2008 

Overall, this report is just about the description of the tools.  There is no 
analytic component, in particular with respect to the examination of the 
formulae.  The TOR basically asked the evaluation to respond to the 
question: does the tool do what it claims to do (in a defensible way).  To 
respond to this question of whether the results are defensible, one has to 
actually examine the tool, in particular, its conceptual framework as a test of 
face validity and the formulae that model the conceptual framework for its 
mathematical intergrity (whether the mathematical relationships of the 
different parameters in the conceptual framework are modelled as conceived 
in the conceptual framework). 

The formula review section has been 
revamped to address the concerns mentioned 
in this comment. 

 This is a review of costing tools.  The question is how to motivate impact 
assessment as an intrinsic part of costing and the authors attempt to do this by 
saying that costing consists of 2 production functions.  This is not necessarily 
true.    It would be more easily motivated using the table in page 10 where 
they talk about the different kinds of decision-making in costing:budget 
based, intervention based and outcome based costing. This deserves more 
highlighting as it actually able to justify impact assessment not as an extra to 
be used to justify costing after the costing has been done  but as an intrinsic 
part of  the third form of costing.  I suggest that they move this table up front 
before they start talking about production functions and  present figure 1.  
Having said this, I would actually that the budget constraint is actually a 
different axis of classification. Please see suggested reformulation of the 
table: 

 Intervention coverage 
based targets 

Health outcome 
based targets 

With budget 
constraint 

  

No budget constraint   
 

Table reformulated and relocated as suggested. 

 As the other reviewers have said, it is important to clarify and justify the 
selection of which are the key features of a tool, how are they operationally 
defined and what is the judgement of the value of that parameter done; e.g. 
what is complex or not, what constitutes the use of epidemiology or not. 

This section has been revised to incorporate 
this comment. 

 The evaluation has to defend 2 judgments that it makes:  what it says are key 
parameters and how it makes a judgement on the appropriateness of the tool 
with regard to each parameter as operationally defined. 

This section has been revised to incorporate 
this comment. 
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From Comment Response 
 On selection of what is a key parameter when evaluating a costing tool: 

Again the focus is on what the tool claims that it does and zeroing in on 
results is important.  For example, in costing, precision of estimates is an 
important parameter.  Would it be possible that the more basic/gross or less 
detailed the costing, then perhaps the less suitable it is for annual budgeting; 
but a ballpark figure would be good enough for a tool that claims it is for 
medium term costing.  In the calculation, would unit price of an intervention 
as the level of input be more suitable for the ballpark figure and would the 
ingredients approach that spit out line items (HR, commodities, capital, etc) 
be more appropriate for a tool that claims it does budgeting?  In the 
conceptual framework, if the tool claims that it does malaria costing, how 
comprehensive is the scope of interventions?   

The new formula review section addresses 
whether the tool does it what it claims to do. 

 On making a judgement as to the appropriateness of the tool with regard to a 
key parameter as operationally defined: A Yes/no  is  a very basic evaluation 
as the key question is appropriateness, not presence or absence.  E.g. it is not 
enough to say whether epi data is required but whether it is used 
appropriately in the formulae. 

The formula review section has been 
revamped to address the concerns mentioned 
in this comment. 

 Please separate malaria and tuberculosis.  They are different diseases and 
deserve separation as was done with HIV. They are all in mdg6. 

Malaria and TB are now listed as separate 
interventions. 

 Why limit interventions as to those listed in 2 series. What is the basis of 
saying that there is limited empirical evidence for the other interventions?  
This is a particularly strong claim to make and was the subject of 
considerable discussion in the steering committee regarding a judgement of 
comprehensiveness of the interventions included in the tool- what would 
constitute the denominator for number of interventions that should be 
included when judging comprehensiveness? 

We have added a statement in the report 
recognizing that there are other sources from 
which to choose evidence-based effective 
interventions– including the Lancet Series on 
Child Health, British Medical Journal and 
others– and yet it was not the scope of this 
review to develop a comprehensive list of 
these interventions.  Hence, the list of 
interventions used in this review was chosen 
because the interventions are specifically tied 
to the health MDGs but should nonetheless be 
considered only as a first reference. 

 In connection with comment 2, it is not useful to say that one tool has 40 
interventions versus another tool which has 7 interventions. Again the key 
question is how comprehensive is the scope of interventions included for 
what the tool claims it does.Or that one tool is complex versus another based 
on number of cells.  Again the question is the mathematical modelling of the 
conceptual framework of that tool is what is needed for the tool to do what it 
claims to do. 

The taxonomy section has been completely 
redone to address this concern. 

 Executive Summary: suggest changing “WHO, UNICEF, the World Bank, 
and UNFPA” to “Steering Committee” 

Change made. 

 Executive Summary, last full paragraph on page: because MDG 6 includes 3 
separate diseases, suggest not presenting MDG 6 and the tools which 
reference MDG 6 as a single block  

Change made. 

 Introduction, table presenting MDG and targets: with references to MDG 5, 
new targets have been set for reproductive health 

The new targets were already incorporated in 
earlier versions of this report. 

 Introduction, list of interventions included in the technical review: separate 
malaria and tuberculosis   

Malaria and TB are now listed as separate 
interventions. 

 Introduction, “Moreover, it provides a transparent framework for budgeting 
of public expenditures to meet the MDGS.”  Comment about use of “public”: 
“not necessarily” 

“Public expenditures” has been removed. 

 Introduction, paragraph on “Costing the MDGs: the use of costing tools.”  
Suggest adding “potential” to following sentence: “They also use the tools to 
estimate the POTENTIAL health impact of those actions and, thus, the 
POTENTIAL progress towards reaching the MDGs.” 

Changes have been made as suggested. 

 Introduction, paragraph on “Costing the MDGs: the use of costing tools.”  
Question how costing tools can help countries “to measure where they are in 
terms of reaching the MDGs.” 

Statement has been removed. 

 Methodology section, table 2 of definitions: unclear about how intervention 
price is generally referred to as the user fee. 

Reference to the user fee has been removed. 

 Methodology section, explanation of costing’s two basic production 
functions.  “Costing answers the question how much does it cost.  Health 
impact assessment is different.  Each one can be done separately and are 
different calculations.  They can be linked optionally.  But health impact 
assessment is not part of costing.” 

Costing and health impact assessment can be 
undertaken independently or jointly; since 
some tools calculate health impact, we thought 
it important to include both. 

 Methodology section, figure 1 explaining “Elements for costing health 
interventions and health outcomes.”  Question title of figure. 

Costing and health impact assessment can be 
undertaken independently or jointly; since 
some tools calculate health impact, we thought 
it important to include both. 
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From Comment Response 
 Methodology section, paragraph on health outcome and use of Vitamin A 

supplementation as effective in reducing under 5 mortality in underweight 
infants.  “Intervention not consistent with risk factor being addressed.  Please 
cite empirical evidence of correlation between vit a deficiency and 
underweight.”   

This is an illustrative example and is not based 
on empirical evidence.  

 Methodology section, Costing Tool Application figure: “What is the criteria 
to say that epi is being used or demographics.  Some are not even appropriate 
for some columns; e.g. effectiveness is input data; not results. 
Macroeconomic conditions under results?  They should be taken out or 
shaded over to indicate that they are not to be considered for these columns.” 

We have grayed out boxes deemed not 
appropriate selections in that particular 
column.  As inputs, we have grayed out “heath 
production function” and “health outcome,” 
recognizing that sometimes these elements are 
built-into the tool (like in the MBB) but it is 
outside the scope of a costing tool to allow the 
user to input these elements.  As choices, 
“macroeconomic conditions” has been grayed 
out.  As results, “input price,” “input 
quantity,” “effectiveness,” “health production 
function,” “epidemiology,” “demographics: 
and “macroeconomic conditions” have been 
grayed out.  However, we added a note saying 
that some tools do produce “epidemiological” 
results but are often designated as producing 
“coverage.”  

 Methodology section, tool description and overview discussion.  Question the 
criteria used to discuss the tool ease of use. 

Tool ease of use section has been revamped. 

 Methodology section, presentation of the “Questions the tool can answer”: 
Questions 1, 3 and 4 are not relevant; comment is that “These should be 
costing questions primarily.  One will not use a costing tool to answer the 
questions highlighted in the column.  E.g. costing, budgeting, cost-
effectiveness, etc.” 

We believe that these are all important 
questions and having at least one tool 
answering each question is an indication to us 
that the questions are relevant and should be 
included. 

 Methodology section, discussion of formula review.  Comment: “Should be 
formula review of the tool itself.” 

The formula review section has been 
revamped to address this comment. 

 Methodology section, discussion of experience using the tool.  Want 
definition and criteria for scoring for elements of ease of use, including 
whether the tool is adaptable to local conditions. 

Comment has been addressed in the body of 
the report. 

 Stage 1, Key Features Comparison Chart: questions the difference between 
the different questions raised in “focus”- does the tool look mostly at scale-up 
costs, the cost of achieving a certain level of coverage, or the cost of a multi-
year strategic plan?   

Comment has been addressed in the body of 
the report. 

 Stage 1, Key Features Comparison Chart: questions the criteria used to 
classify tools as “low” and “high.” 

Tool ease of use section has been revamped. 

 Table 15, list of interventions: “Please defend why these are the only 2 
sources.  What about others? Cochrane, lancet series, BMJ MDG series, etc?” 

We have added a statement in the report 
recognizing that there are other sources from 
which to choose evidence-based effective 
interventions– including the Lancet Series on 
Child Health, British Medical Journal and 
others– and yet it was not the scope of this 
review to develop a comprehensive list of 
these interventions.  Hence, the list of 
interventions used in this review was chosen 
because the interventions are specifically tied 
to the health MDGs but should nonetheless be 
considered only as a first reference. 

 Table 15, list of interventions, sentence “It should be noted that some tools 
include interventions not listed in the below table, which could have an 
impact on the health-related MDGs, although there does not appear to be 
empirical evidence available to support this.”  Comment: “please state which 
interventions do not have empirical evidence.” 

This comment refers to other interventions 
which may be evidence-based and effective, 
but have not specifically been deemed 
evidence-based and effective specifically for 
achieving the health MDGs.  

Karin 
Stenberg, 
January 16, 
2008 

Suggest to group tools within the review into (a) programme-specific tools 
and (b) tools with a broader scope. 

The new taxonomy section includes a measure 
of whether tools are program-specific or 
broader in scope. 

 There should be more effort to clarify how the different tools link up and how 
they could potentially be used as a package or to feed into one another. It 
would be useful to at least have some suggestive thoughts on this. 

This was an interesting point raised in Senegal 
but unfortunately it is beyond the scope of this 
report, as per the terms of reference. 

 It should be noted that the tools are in constant development and that they 
will evolve beyond the versions reviewed here 

Suggested text included as footnote. 
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From Comment Response 
 The list of interventions used (p 2) - I would suggest to split "child health 

interventions" into "newborn health" and "child health". The actual grouping 
of interventions seems arbitrary. Why have HIV/AIDS prevention and 
treatment as two separate categories but TB and malaria as one and the same 
category?  

Malaria and TB are now listed as separate 
interventions. 

 Need to explain how the set of 13 tools were selected. There are other tools 
out there. 

Explanation provided. 

 I like the one-page structure that you handed out during the meeting which I 
feel is much more consistent across the different tools than the way the text is 
organized in the report. It seems to me as a reader that the selection of what is 
mentioned on the 4 pages/ per each tool is very subjective.   

The content of the 4 pages per tool was 
approved by the Steering Committee. 

 Last sentence on page 3: "Key to the study is the assessment we will make of 
the extent to which each costing tool appropriately answers the question(s) it 
was designed to address".   From reading the report I do not feel that such an 
assessment is made.  

The formula review section has been 
revamped to address this comment. 

 Page 5, 3rd row - "These tools help countries estimate the health impact of 
their strategic plans, and, thus, the progress towards reaching the MDGs." -- 
it should probably say "costs", not "health impact" 

This sentence has been removed. 

 In general I do not understand the difference between "STEP 1 choices" and 
"STEP 2 input data" in the figures. In particular, why is "intervention 
production function" an input in the CORE plus model and  a choice in the 
other models, when we seem to be using similar logic (quantity of input data, 
unit price , etc) ?  There seems to be a  lot of overlap between Inputs and 
Choices. 

In some tools the distinction between STEPs 1 
and 2 is more profound than others; overlap is 
possible. 

 The type of questions that the tool can answer -- here I would advise to 
change the wording. The purpose of most tools is to assess "What is the cost 
of scaling up health services relevant to the health MDGs". It is not really, 
like stated in the report, "What is the cost of attaining the health MDGs". 
Perhaps a subtle difference, but still a difference. 

Wording has been changed. 

 Related to the previous comment, what does "partially" mean in terms of a 
tool addressing these questions - see IHTP tool, page 27 

Partially was added per request of the 
developers. 

 Also I would not say "the tool can answer the following questions" like is 
stated for each tool, but rather "the tool can be used to answer the following 
questions". A subtle but important issue.  The tool does not do it 
automatically. 

Wording has been changed. 

 Ease of navigation - you say that you will rate this based on user's feedback 
but I would suggest that the reviewers also make an independent assessment. 
For example, which tools use buttons or a "switchboard" to navigate between 
sheets? Which tools include help texts? Note that some tools, like the 
CHCET tool, have had fewer users to date and while user feedback is 
important there should also be some independent assessment.   

The ease of use section combines reviewer 
assessment and users’ feedback. 

 On the three categories for technical assistance (page 13)  I would suggest to 
add a 4th category "technical support required for the process of  tool 
application" which some tools seem to need. 

The need for technical assistance refers to 
technical support required for the process of 
tool application, and we believe the three 
categories included in the first version of the 
report (“none,” “basic telephone/email 
assistance” or “training seminar”) are 
sufficient.  In the write-up of each tool we 
have discussed in further detail the amount of 
technical assistance users report having 
needed. 

 The use of different terminology is confusing: e.g., page 21 "investment 
costs"; page 62 "programme costs". Moreover on page 67 and page 63 the 
definition of "health systems costs" seem to be different. See my comment 
inserted on page 67 in the attachment. In the CHCET by Programme costs we 
refer to activities that support the child health programme but that are not 
directly linked to the number of patients seen. and by health systems costs we 
refer to general investments in Health Systems not specific to the child health 
programme and therefore excluded. See the CHCET User's Guide part One 
for more information.   

We have tried to standardize terminology 
throughout the report. 

 Page 50 on the cMYP the report states "As such, the tool cannot ensure all 
costs are entered by the user.". Well, which tool can ensure that!!?? 

This comment has been clarified to note that 
the tool does not provide specific guidance or 
prompts regarding which costs should be 
included, leaving this decision to the user, 
hence leaving the door open for exclusions. 

 Figure 15 is very generic and appeals to all tools more or less. This is taken directly from the tool’s user 
manual. 
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From Comment Response 
 Table 10. Please spell out all acronyms Acronyms are spelled out in the “List of 

Acronyms,” pages iii-iv. 
 Page 61. Explain what is "Spectrum" We have added a footnote to reference readers 

to the section of this report discussing 
Spectrum. 

 It would be useful to - for each tool in "Understanding the tool" section - 
to explain the rationale used in selecting interventions for inclusion in the 
tool. See my comment inserted in the report for a rationale for CHCET 
intervention scope. 

The list of interventions included in the write-
up of each tool have been taken from the tool 
or the tool’s user manual, or were provided by 
the tool focal point. 

 In the tools taxonomy version, it should be noted that many tools are 
developed for a Programme rather than for an MDG. So ideally as a user I 
would like to see not just which MDG is addressed but how it is addressed 
(page 68) 

It has been noted which tools are developed 
for a specific program and which have a 
broader scope. 

 The complexity measure seems to measure Comprehensiveness rather than 
complexity.  It is more of an assessment of the size and scope of the tool that 
how complex it is. More detail and more cells should ideally mean better  
accuracy. Also more cells should mean more explanations and more options, 
so a more user friendly tool that facilitates the understanding of the user, i.e. 
a less complex tool?  Please define "complexity"  here. I think you mean size 
and flexibility. 

The taxonomy section has been redone and the 
new section addresses this comment. 

 Figure 20. should have accompanying text explaining why there is variance 
in number of cells, i.e. that TB tool allows for more options etc. 

A sentence has been added to indicate there 
may be variance in cells due to options 
available to the user. 

 Another related issue here is whether the user is just assumed to enter unit 
costs per intervention and to get this data from somewhere, or whether he/she 
calculates them based on specific inputs. The latter option obviously requires 
more cells but may be more user friendly and require more cells for data 
entry.  

A sentence has been added to address this 
comment.  

 Table 19 is very subjective. For the CHCET see comments above.  The taxonomy section has been redone and 
this comment is addressed in the new section. 

 Stage 4 Bench marking - why not also compare default values used in tools, 
and recommendations on data sources  

When possible, it has been noted in the write-
up of each tool whether default data is 
included and from where this data comes, or if 
the tool suggests data sources. 

 The conclusion states that "In comparing related tools against one another, 
we have attempted to identify which tool might be most appropriate for a 
specific costing exercise by .....  summarizing each tool’s usability." - This is 
not true. The usability has not been reviewed. To do this I would expect to 
see more on the Ease of Use.  

As noted in earlier versions of the report, the 
Ease of Use sections have been amplified with 
information from the user’s meeting. 

 Why not add a measure of Transparency as discussed in the conclusion, in 
addition to the complexity/comprehensiveness.  

We have added a measure of transparency. 

 

Tool-specific comments 
From Comment Response 
Agnes Soucat 
(MBB), 
January 25, 
2008 

Bullets under “The tool can answer the following questions” reworded as 
follows: 
What are the main areas of health system which could benefit from additional 
resources if to improve health MDGs related indicators 
What are the incremental resources needed to progress on health MDGs 
related goals 
What is the expected impact of the strategies chosen by the country on health 
MDGs related goals? 

To increase comparability between tools, we 
used standard questions for this section, and 
thus changes in wording and the insertion of 
entirely new questions were not accepted.  
However, the specific questions the tool can 
answer (as suggested) were incorporated 
further in the “Tool description and 
overview” section of the chapter. 

 From the formula review: “This adjustment increases the impact of the 
increase in intervention coverage, without a clear argument, and it is 
incorrect.”- Has this been answered by UNICEF epidemiologists? 

We did not receive any response from 
UNICEF epidemiologists.  No action required 
by reviewers. 

 From the formula review: “The MBB also has a built-in model that is central 
to all computations... , it is unclear, though, whether there would be 
significant changes in results if the model did not link these determinants.”- 
There is extensive empirical evidence that availability and access affect 
utilization.  But indeed access and availability are independent. If this was not 
clear in the technical notes it should be corrected.  

The technical review does not reference the 
extensive empirical evidence but we do 
acknowledge it exists, and suggest that this 
point be further emphasized and clarified in 
the technical notes. 
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Eva 
Weissman 
(RH Costing 
Tool), 
January 23, 
2008 

Page 26: Rewrite in more logical order (as in the formula):  number of 
married women of reproductive age x contraceptive prevalence rate (% using 
contraceptives) x percentage using the pill  
The condoms are added to each of the different methods that do not provide 
dual protection (against pregnancy and HIV transmission).  In this context 
you should just mention the three different kinds of pills. 
Replace with:  The tool provides two options to calculate personnel cost, 
either as a direct cost, in which case it only costs staff time spent specifically 
on the chosen interventions  or as a fixed cost in the health system part of the 
model.  I would take the reference to hospitalization costs out as it is more 
confusing than helpful.  The hospitalization costs are similar to the personnel 
cost in that they can be calculated in two different ways depending on the 
objective of the cost study – in Part 1 as direct costs only or in Part 2 under 
overall health facility operation and maintenance costs. 
This paragraph should come at the end of this section since it applies to Part 2 
of the model (the calculation of women requiring maternal health 
interventions should come after the FP calculations as it is part of Part 1). 
As a general comment, I would rearrange the order of the formula 
descriptions as it is more difficult to explain the FP interventions (and 
currently the description doesn’t make much sense to me, so I assume 
someone who knows nothing about FP will have even more problems).  I 
would recommend using one of maternal health interventions such as 
antenatal care or C-section as an example to describe the formula used.  After 
that you could give an FP example.  Also, the pill is probably the most 
complicated FP intervention, injectables or the IUD would be a lot easier to 
explain as one doesn’t have to go into monophasic, etc. which probably is also 
difficult for the layman to understand. 

This example has been removed from the 
report. 

David 
Collins, 
January 22, 
2008 

Regarding interventions included in the RH Costing Tool, “As far as I 
understand this tool only covers part of these interventions and think this 
should be stated.” 

Intervention list was confirmed by 
developers. 

 From the RH Costing Tool chapter, “Experience using the tool” section 
(though applicable to all tools), “I think this section should state if it has been 
applied by consultants or government/NGO staff for all the tools.” 

If this information is known, it will be stated. 

Peter 
Heimann 
(iHTP), 
January 28, 
2008 

The calculation/formula review of the report seems to be incomplete – please 
see below.  
  
<!--[if !supportLists]-->o        <!--[endif]-->[Intervention operating cost = 
Total technology operating cost.]  where technology includes facility, 
equipment, human resource and pharmaceuticals 
  
<!--[if !supportLists]-->o        <!--[endif]-->[Total technology operating cost 
= Human resource operating cost + Medical device operating cost + 
Pharmaceutical operating cost + Facility operating cost.] 
  
<!--[if !supportLists]-->o        <!--[endif]-->[Re-usable technology (i.e. human 
resources, re-usable devices and facilities) operating cost = Total no. of 
patients requiring intervention X Required time per patient in minutes 
(calculated using a dynamic scenario simulation calculation) X Technology 
cost per minute] 
  
<!--[if !supportLists]-->o        <!--[endif]-->[Consumable technology (i.e. 
pharmaceuticals and disposable devices operating cost = Total no. of patients 
requiring intervention X Required quantity per patient (calculated using a 
dynamic scenario simulation calculation) X Technology cost per unit.] 
  
<!--[if !supportLists]-->o        <!--[endif]-->[Technology cost per minute = 
Technology cost per year ÷ Technology available minutes per year (based on 
entered constraints and life cycles).] 
  
<!--[if !supportLists]-->o        <!--[endif]-->[Technology cost per year = 
(Capital cost ÷ Life span in years) + Total yearly recurrent costs (e.g. 
maintenance costs, salaries, etc.).] 
  
<!--[if !supportLists]-->o        <!--[endif]-->[Total no. of patients requiring 
intervention = Population indicator (e.g. total number of eclampsia cases) X 
Coverage rate (e.g. 60% coverage for eclampsia) X Percentage patients 
presenting at level (e.g. primary, tertiary, etc.).]  

The formula review section has been redone 
to incorporate the additional formulas. 
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 iHTP Simulation Tool Application - Figure 6: Shade the “time” block in step 
3 – step 2 time should remain shaded.  

Time is now shaded in step 3 as well.   

 Next, on page 28, the last part of the sentence 'As results in STEP 3, the tool 
identifies the most optimal mix or inputs from STEP 2, and thus calculates 
intervention cost and intervention quantity' should read 'resource type and 
quantity' as it is the type and quantity of resources being determined, not the 
quantity of the intervention itself.  

Wording clarified as suggested. 

 Page 28:   'The following elements are not included in this tool: budget & 
financing, health outcome, health production function, intervention price, 
macroeconomic conditions.'   If budgeting is the process of translating 
planning and programming decisions into specific projected financial plans, 
then iHTP does cover this.  

A note has been added to indicate that the tool 
can help users translate planning and 
programming decisions into specific projected 
financial plans. 

Paul Maree The calculations used in "Formula Review" appear to be incorrect, please see 
the attached document for the correct calculations. 

Calculations have been reviewed and revised. 

David 
Collins, 
January 22, 
2008 

Suggest removing the word “both” from the iHTP Simulation Tool chapter, 
“Tool description and overview” section, sentence “The Integrated Healthcare 
Technology Package (iHTP) Simulation Tool is a tool to help users improve 
health service delivery by demonstrating which health services are both 
necessary based on the target population demographics and disease profiles 
and cost-effectiveness” because “this word is confusing and maybe 
redundant.” 

Wording changed as suggested. 

 From the iHTP Simulation Tool chapter, “Experience using the tool” section, 
suggest rewording “This tool is a program-based software” to “describe better  
- eg non-spreadsheet.”   

Wording changed as suggested 

John Stover 
(Spectrum: 
PMTCT), 
January 8, 
2008 

No additional comments.  

John Stover 
(Goals 
Model), 
January 8, 
2008 

Page 37. Goals Formula Review. The second half of the first paragraph 
starting with “The key assumption being made in health impact 
computations…” is incorrect. Goals assumes a constant effect of a given 
increment in coverage on behavior change, but the behavior change is used in 
an epidemiological model to calculate health impact. That calculation does 
not assume constant impact. It is a full epidemiological model so the impact 
of behavior change on infections averted will display herd immunity as other 
non-linearities.  

The formula review section has been redone 
and it incorporates this comment. 

 Bottom of page 37 and top of page 38. The unit costs for many interventions 
include the costs of outreach, promotion and health education, so they do 
include some demand creation. It is true that demand creation is not included 
for most medical services (blood transfusions, palliative care) but demand 
limitations are recognized by limiting maximum coverage to something less 
than 100%. 

The formula review section has been redone 
and it incorporates this comment. 

David Collins 
(PCBF), 
January 22, 
2008 

Regarding the last sentence of the Formula Review section, this should be a 
description of the financing element, not a reason for including it. 

Change incorporated. 

David Collins 
(CORE Plus), 
January 22, 
208 

In Figure 18, suggests checking off the following cells: INPUT DATA: 
Intervention cost, Intervention price. Intervention quantity, Epidemiology.  
CHOICES: Coverage. RESULTS: Budget and financing. 

Changes made as suggested. 

 Requests clarification or removal of comment from formula review section 
(following Figure 12): “Yet, there appears to be a conceptual error when the 
manual claims that the number using facility is equal to the number of persons 
affected times percent with access to facility.  If access is measured based on 
utilization, then this is correct. If access is measured as actual access then it is 
computing number of persons with a health problem that have access to the 
facility.  In general utilization is less than or equal to access. Using an access 
measure would be an overestimation of the number of cases for the 
intervention.” 

Have clarified comment with developer and 
rewritten this part of the formula review. 

Andrea 
Pantoja 
(Planning and 
Budgeting for 
TB Control), 
January 5, 
2008 

Page 57, second paragraph. Suggest to add also that users also need to specify 
what funding is available for each intervention and how much is the funding 
gap. 

Suggested sentence added. 
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 Page 58, Figure 16. It is not clear the difference between intervention cost and 
intervention price. 

Difference between intervention cost and 
intervention price is explained in the 
Methodology section. 

 Page 58, Figure 16. The legend needs to stand out more or at the beginning of 
the figure to be able to understand the code. 

We have attempted to make the legend more 
clear. 

 Page 58, Figure 16. Step 1, the following should also be marked as decision 
variables: input price, input quantity, intervention cost/price, intervention 
quantity, epidemiology, demographics, coverage. 

Changes made as suggested. 

 Page 58, Figure 16. Step 2, the following should also be marked as options to 
enter data: intervention cost/price, intervention quantity, epidemiology, 
budget & financing. For this figure, the definitions of the steps and of the 
possibilities overlap. For example, you can choose what you want to input, 
then step 1 and 2 are similar if not identical. 

Changes made as suggested. 

 Page 58, Figure 16, footnote. Why is it written that the tool does not 
incorporate intervention price? Could you please explain? 

Explanation has been added. 

 Page 59, part of Experience using the tool. We hope this would be largely 
complemented with the answers provided by users in the user's questionnaire. 

Section has been complemented with 
information from user’s meeting. 

Tessa Tan 
Torres 
(Malaria Cost 
Estimation 
Tool), 
January 23, 
2008 

Regarding list of interventions included, tool has no TB interventions. Malaria and TB are now listed as separate 
interventions. 

 Regarding discussion of effectiveness, suggests replacing “to adjust 
effectiveness of interventions due to the impact of one intervention on 
another” with “to adjust population in need because of interaction of 
interventions.” 

Wording changed as suggested. 

 Regarding elements excluded, questions how we judge that the tool excludes 
budget & financing and intervention price. 

Budget & financing has been included as a 
result because the tool generates a request for 
funds from The Global Fund.  However, we 
did not see that the tool incorporates 
intervention price (usually in the form of a 
cost to the patient/user fee), so this element 
remains listed as excluded. 

 Page 65. Formula used to calculate number of persons receiving the 
intervention: “Sorry, this is an error. I checked the formulae in the tool. 
(Please check formulae as well).  Current demand as manifested in current 
utilization is used to calculate starting coverage and this is what is used to 
differentiate between total and incremental costs.” 

The figure and text have been correct to 
clarify that current demand as manifested in 
current utilization is used to calculate starting 
coverage. 

 Experience using the tool: “There is a users manual.  There is an e-mail 
address in case of questions/bugs.” 

Comments added to experience using the tool 
section. 

 Table 19, value added: question the inclusion of “cost-effectiveness” as 
something the tool can help users improve. 

Reference to cost-effectiveness removed. 

Karin 
Stenberg 
(Child Health 
Cost 
Estimation 
Tool), 
January 16, 
2008 

Also note that the number of sheets that need to be used depends on how 
many intervention the user decides to include. Moreover, have you noted that 
the tool automatically adjusts the number of input and output sheets on the 
switchboard in line with what interventions are selected for costing? For 
example is newborn care is deselected then it disappears from the switchboard 
menu  This is a feature of the tool that minimizes the amount of sheets that the 
user has to enter data into/check assumptions for. I think that  this is probably 
unique to this particular model as well as the malaria tool?  I would suggest 
that this feature should  be taken into account in the section 4 "experience 
using the tool" as well as in the section on the "complexity" measure. I think 
that the malaria and child health tools having a switchboard is a unique 
feature for user friendliness.  Moreover have you noted that the tool allows for 
users to indicate whether data entry for different sections is partially or fully 
completed and this changes the color of the buttons on the switchboard? I feel 
that there are a lot of aspects of user friendliness that are being missed here. 
Perhaps some of these aspects are more evident in the October 2007 model 
which we also shared with the PMNCH  in late October.  

These usability features have been noted in 
the “ease of use” section. 
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 In general I feel that the way the 4 pages on the CHCET (pages 65-68) are 
written is lacking a standardization with the other tool descriptions.  For 
example the Step 2 description for the Reprod health tool is very similar to the 
CHCET. And for the iHTP tool, section 3, the last paragraph on how 
intervention quantity is based on need also applies to the CHCET - 
particularly with allowing for costs to be estimated at different levels of health 
service delivery. And the statement for the PMTCT tool that public policy 
decisions should have been made prior to using the tool is true for most tools - 
including the CHCET.  The section devoted to formula review is very long 
and detailed for the RH tool and short for the CHCET. There is a lot of 
inconsistency and variation in detail and the reasons for this are not clear.   

Tool write-ups all follow the same format, as 
presented in the methodology section of the 
report, and information included may vary 
depend on availability of this information 
(from the tool itself, the user manual, the tool 
focal point, tool users, etc.). 
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Annex 8: Revisions Incorporated in the April 22nd Version of 
this Report 

 
From Comment Response 
Eva 
Weissman 
and Stan 
Bernstein, 
March 
25/April 10, 
2008 

We went on the assumption that the expanded formula section would replace 
section 3 of the RH tool review in the main report and that the other sections 
would remain.  Please let us know if that is not the case. 

The expanded formula review section has 
replaced the original section 3 (formula 
review) for all tools. 

 The RH tool interventions detailed in the review are condom use and ARV. 
These are not the most central or elaborated interventions in the model. (It 
would be like discussing MBB based on a review of its family planning 
analysis; an admitted “incomplete work in progress” that UNFPA is 
collaborating with UNICEF/World Bank to redress.) Since the RH model is 
heavily oriented to maternal and reproductive health it would be much more 
informative and useful if the review analyzed an actual maternal health 
intervention such as delivery care or an emergency obstetric care intervention 
such as C-section. 

At the request of the Steering Committee, and 
as explained in the methodology section, we 
chose interventions most common to the 
greatest number of tools, so comparisons 
could be made between different tools as to 
how they treat the same intervention.   

 There is essentially no mention of the RH tool’s Part 2 (the health system 
part) which is an integral part of the model and complements Part 1 which 
focuses on to the direct and variable costs of providing RH interventions.  
The reviewers should either add a sentence in the formula review saying that 
that file was not looked at or add a short description of the formula’s in Part 2 
at the end of the review. 

As requested, we have included a reference to 
Part 2 but noted that we did not review the 
formulas in Part 2. 

 The structure of the discussion does not do justice to the models. The analytic 
frame concerning Choices vs Inputs and the various “production functions” 
does not make sense for most of the models and particularly for the RH 
Costing model. This point was raised in Saly Portudal and in earlier 
communications but the time and work load constraints clearly did not allow 
this conceptual format to be adjusted. 

The Steering Committee approved this 
framework in November 2007. 

 For the RH tool the columns actually reversed with Choices coming before 
Data Inputs which actually seems more intuitive but why would this apply 
only to the RH tool?  Should all models have these two columns reversed? 

As discussed in the methodology section, the 
order of the STEPS depends on the tool. 

 The number of cells requiring input data or choices as presented in Figure 21 
appears to suggest that there are fewer such actions needed for MBB than for 
a number of other tools (including the RH costing tool). However the table 
that contains the estimated numbers (Table 17) states for MBB that the 
number is “NA”. It is hard to believe that the true number would be smaller 
than that for the CHOICE modules and the RH costing tool (and possibly 
even the P&B for TB control). 

The number of cells requiring input data or 
choices was marked “NA” for the MBB 
because this figure was not readily available. 

 The number of cells that can be used for input data is an extremely poor 
measure of a tool’s complexity and needs to be qualified some more.  Does 
the model provide default values, do all these “input” cells actually need to 
be filled in, is the user really required to provide inputs for 7,310 (malaria 
tool) or 23,925 cells (TB tools)? 

The complexity measures have been 
expanded; recognizing that no one measure is  
perfect, these measures should be taken 
together for the most accurate assessment. 

 A point we had made earlier and which was supported by several reviewers 
was that antenatal care is part of maternal health interventions.  It is not quite 
clear why it is listed separately. 

In the previous version of this report, antenatal 
care was eliminated as it was assumed to be 
included under maternal health interventions.   

 On page 79 (special features), the first two sentences should be switched 
around for the RH Costing Tool. 

The order of the two sentences has been 
reversed. 

Andrei 
Issakov, April 
11, 2008 

iHTP-related pieces are fine, and we don't have any comments.  No action required. 

 Only two minor errors: in the table 27 on page 134, it is still Constella Future 
as iHTP developer - so, it needs to be corrected to WHO / MRC 

Change made. 

 In the Annex 1 on page 139, the focal point is Matthews Matthai which is not 
correct since finally the overall iHTP tool was reviewed rather than its MPS 
module - so the focal point should be either replaced by Peter Heimann 
(heimannp@who.int) or Peter should be added to Matthews but in the first 
place - Peter Heimann / Matthews Matthai (heimannp@who.int / 
matthaim@who.int). 

Change made. 
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From Comment Response 
John Stover, 
April 4, 2008 

The model [Spectrum: PMTCT] has been revised since the Senegal 
workshop. The treatment options are now, Single dose Nevirapine, Dual 
prevention ART, Triple prevention ART, None, and up to four user-specified 
other options. 

Revised treatment options have been noted. 

 The model [Spectrum: PMTCT] does include the long-term costs of 
treatment (the report says that it does not). The costs of treatment for both 
adults and children are inputs and are used to calculate the savings in averted 
treatment costs. 

The sentence referring to the model not 
including long-term costs has been removed. 

 The last paragraph states that the tool [Spectrum: PMTCT] has not been 
updated. We have now updated it so that paragraph should be revised to say 
that it was updated to currently available PMTCT options in January 2008.  

A note has been made that the tool and its 
treatment options have been revised. 

David 
Collins, April 
3, 2008 

Table 4 – PCBF – Time commitment should be 2 days (as noted on P68). 
 

Change made. 

 Footnote 11 (P17) should be removed since the info has presumably been 
included now? 

Footnote removed. 

 Section F.4. (P68). Change to “PCBF is available on MSH’s web site on the 
internet at http…..” 

Change made. 

 Section G.1. Last paragraph – first sentence should be “number of each 
type”. Last sentence – better to say “Fees can also be entered….” 

Changes made as suggested. 

 Section G.2. Third paragraph – first sentence should say “In STEP 2 …….. 
and staffing, and fees. Last sentence change “any other revenue sources” to 
“fees”. 

Changes made as suggested. 

 Secton G.2. Fourth paragraph – change “user fees” in two places to “fees”. Changes made. 
 Section G.3.b. Footnote 25 – second sentence – change to “For Scenario C it 

is important….”.  (In Scenarios D and E the user can adjust the target 
utilization figures to reflect the fact that projected utilization can be less than 
need.) 

Footnote has been reworded as suggested. 

 Section G.3.b. Fifth paragraph – last sentence – change “cost to the health 
facility” to “cost of the health facility”. 

Typo corrected. 

 Section G.4. Fifth paragraph – change to “The tool is available on the MSH 
web site at “http…..” 

Change made. 

 Annex 6 (P 153) David Collins – PCBF – 4th comment – it seems that the 
change was incorporated. 

Noted. 

 Annex 6 (P155) David Collins – CORE Plus – 5th comment – if my change 7 
above is included then the Response is “The suggested edits have been 
incorporated.” 

Noted. 

Patrick 
Lydon, 
January 28, 
2008 

p. 79, Formula review section: The formulas are available once to tool is 
unprotected. The password to unprotected the tool is given in both the tool 
(first spreadsheet) and in the user guide. Once unprotected all the formulas 
can be viewed. 

We have noted that the formulas are available 
once the tool is unprotected. 

 p. 79, Formula review section, part B, second sentence: “I didn't understand 
this sentence. I'm not sure what is meant by a single funding gap for all cost 
of immunization. On of the results spreadsheets breaks down the funding gap 
into its components (vaccines, supplies, human resources....). The 
methodology for the funding gap is the same as what was described for the 
PCBF tool. Not sure what this cannot be explained here.”  

On the “5. Gaps & indicators” sheet, the 
composition of the funding gap includes all 
immunizations, making it impossible to know 
which part of the funding gap corresponds 
specifically to the BCG vaccine. 

 p. 79, Formula review section, part B: correct typo from “BDG” to “BCG” Typo corrected. 
 p. 80, Formula review section, part B, sentence beginning with “Although the 

user chooses which intervention...”: This sentence is not clear to me. There is 
a framework for which costs to include in the tool. Can this be clarified? 

This sentence has been removed. 

 p. 80, Formula review section, BCG vaccine intervention, first sentence about 
price: It is based on UNICEF as per the source on the price table. 

Source noted. 

 p. 80, Formula review section, BCG vaccine intervention, calculation of 
wastage rate: Note that you tested the calculation based on past expenditures. 
The tool computes on retrospective year (in which case you can generate a 
wastage figure) and up to 5 prospective years (and where you need to input 
target wastage figures) 

Clarification added about how wastage rate 
calculated. 

 p. 81, Figure 26: Note that there are 2 methods for computing the cost of 
BCG and other vaccines. One method for the prospective costing and one 
method for the future projections. You have presented only one here which is 
a bit misleading. 

This point has been clarified. 

 p. 81, Experience using the tool section, comment on display of calculations: 
As mentioned, all is revealed if you unprotect the tool. How to do this in 
explained in the tool and in the user guide. 

Noted. 
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From Comment Response 
Brian Lutz, 
April 10, 
2008 

RH Costing Tool: On p. 38, the first paragraph states that the number of users 
is based on data from the UNDP Population Projections. I believe this is a 
typo. It should be UNPD (UN Population Division, not UN Development 
Programme). This error occurs later in the paragraph as well. 

Typo corrected in both places. 

 UNDP Integrated Health Model (this comment and all that follow): In 
Section 1 the information under the column heading “The tool includes the 
following interventions” is not comprehensive. Added to this list should be 
the following: HIV/AIDS care and support, HIV/AIDS enabling 
environment, sexual and reproductive health (as it is, STIs don’t appear in the 
list thought they certainly appear in the model), commodity supply chain 
system, demand-side interventions.  

These interventions are general intervention 
categories taken from the list presented in the 
methodology section. 

 TB prevention should be removed from this section. The tool does not cost 
conventional TB prevention measures (apart from the effect of scaling up 
treatment on future incidence). 

“TB prevention and treatment” left because 
treatment element is relevant. 

 Curiously, Table 14 includes some of the missing elements from Section 1 
above but then excludes others. For example, maternal and reproductive 
health (and the corresponding detailed interventions) and TB need to be 
added back in. 

Maternal and reproductive health, as well as 
TB, interventions added. 

 I have a very serious problem with bullet 4 under section 3. The authors 
make a strong comment about navigation in the tool being impossible. The 
user guide very clearly explains how to navigate in the tool, and most users 
find the navigation menu very easy to use as well as a nice way to keep the 
tool manageable and organized. I am strongly recommending that this 
comment be struck.  

Comment struck. 

 I also do not understand the point of bullet 3, which seems to rehash the same 
information that already appears in Sections 1 and 2. 

Bullet 3 is meant to summarize the earlier 
sections. 

 I appreciate the addition of Figure 28; that is a very helpful addition from the 
user guide. 

No action required. 

 On p. 87, there is a statement that has been retained regarding confusion 
between supply and demand in the model. I have responded to this point at 
least twice since January and am disappointed that it has not been resolved. It 
reinforces the fact that the user guide does not appear to have been ready 
satisfactorily. 

This point has been clarified. 

 Conclusion paragraph on p.92 refers to the macro problem again. Please see 
above for my comments on this already. 

Comment clarified to note that we used the 
tool without problems, without macros 
enabled. 

Katherine 
Floyd and 
Andrea 
Pantoja, April 
14, 2008 

As with the first report, we have serious concerns about the comparative 
assessment of the "complexity" and "ease of use" (pages 126-133) of the 13 
tools being assessed. This is the part of the report that is most likely to be 
read by a general reader or potential user, and yet the assessment has major 
flaws. We are particularly concerned about the methods used to assess 
"complexity" (defined as "size" and "linearity of formulas"), and about the 
weight given to the presence or absence of a user manual. The presentation of 
findings and the main conclusions of the assessment of "complexity" remain 
focused on a) the number of cells in a tool that include data and b) the 
number of cells in which users have the option of entering data. Although it 
is not explicitly stated, the interpretation for most readers will be that a large 
number = "complex", even though the report authors acknowledge that a) 
could be due to features that make the tool more user-friendly. Moreover, 
there is no analysis or discussion of the fact that rather than characterizing 
complexity, these measures of "size" may simply distinguish between tools 
that use a detailed bottom-up approach to costing, and those that use a top-
down approach for which much cost data must already be available. The 
analysis also heavily penalises tools without a formal user manual even when 
they have been assessed to be transparent and easy to navigate without a 
manual. Some useful measures of "complexity" or "user-friendliness" are not 
part of the formal assessment that is presented (e.g. feedback from end-users, 
time needed to complete the tool, level of assistance and skills in Excel 
needed to use a tool, even though all of these are discussed in the parts of the 
report that are specific to each tool). For the TB tool (at least), the results 
presented in this comparative section are misleading for potential users as a 
consequence of questionable methods.  
This section of the report needs major revision to make it an accurate 
assessment of the comparative complexity and ease of use of the 13 tools. 
The revisions that are needed include the actual measures used to assess user-
friendliness, and the presentation and interpretation of findings. 
Recommendations are provided below. 

These sections have been redone to take these 
comments, and comments from a conference 
call we had with Katherine and Andrea, into 
consideration.  
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From Comment Response 
 Complexity measures: size of tool-  Among the four measures used to assess 

"size", we agree that two (number of total worksheets, including hidden 
worksheets; and number of worksheets that require some action by the user) 
are useful to present (though not necessarily as a guide to user-friendliness). 
However, two of the other measures are problematic: these are a) "total used 
range count computed with an Excel function indicating how many cells 
include some sort of text of data" and b) "number of cells that can be used to 
input data/make choices". 

We have further explained the total used range 
count and number of cells that can be used to 
input data/make choices measures and 
justified why they are important to the analysis 
of complexity. 

 Complexity measures: size of tool-  In the case of the total used range count, 
a high range count may be the result of tool features that are actually 
designed to make the tool user-friendly (less complex to use). The reviewers 
do actually acknowledge this in their report, but proceed to presenting 
findings which give a very different impression. It is not clear if the 
comparison among tools using this measure is fair. For example, some tools 
may have a high count because they cover several years (e.g. the TB tool 
covers 10 years). A fairer comparison would be a used range count per year.   
A high range count may indicate that the tool has used sophisticated 
programming and provides a lot of useful background data. Complexity of 
programming and the amount of "hidden" data are very different from 
complexity from a user perspective but this crucial distinction is not made by 
the reviewers. 

We have incorporated these 
comments/explanations into our analysis. 

 Complexity measures: size of tool-  In the case of the "number of cells that 
can be used to input data/make choices", it is important to be assured that in 
the case of the TB tool the right cells have been counted. This would be all 
"yellow" cells within the tool. It is also important to note that it is not 
assumed that all cells would need to be filled in any given country. 
Ultimately, the "number of cells that can be used to input data/make choices" 
is really an attempt to assess how much time it will take a user to complete 
the tool. It would therefore be better to use the time taken to complete the 
tool as an indicator, and not to use the number of cells in which data should 
be entered. 

For the TB tool, all yellow cells were counted.  
We have noted that this is the highest possible 
number of cells that could require input or 
choices, and have also noted that this measure 
should be taken in conjunction with the time 
commitment required measure. 

 Complexity measures: size of tool- For both indicators, the size of the range 
count probably reflects the level at which costing is being done. For example, 
if a tool is designed for users to do "bottom-up" costing (e.g. TB tool), more 
cells will be needed than if the tool assumes that "higher level" cost data are 
already available. The reviewers actually illustrate this issue in the text in 
their comments on HIV tools, one of which requires users to input a "cost per 
sex worker reached" (see p136). The cost per sex worker reached is an output 
indicator, and to input such a cost into the tool requires that the cost has 
already been established by a separate and more detailed costing process. In 
contrast, the TB tool does not assume that such costs are already known but 
rather requires users to calculate them within the tool by entering the 
necessary input and quantity data. 

We have incorporated these 
comments/explanations into our analysis. 

 Complexity measures: size of tool- Such differences are important when 
comparing tools but are not highlighted or analysed by the reviewers. For 
example, in Table 23 p124, some tools include a wide range of health MDG 
interventions, but an important question is: In which way? Are the 
interventions costed using a bottom-up approach or is a top-down approach 
used e.g. there is one cell that requires the total costs for that intervention to 
be entered. It is important to make a clear distinction between the kind of 
costing approach and the requirements for what data are already available, to 
understand the differences among the tools. 

We have incorporated these 
comments/explanations into our analysis. 

 Complexity measures: linearity of formulae- It is not clear why this is 
important for measuring tool complexity, it is not possible to understand how 
important this issue is compared to the size of a tool, and it is measured on 
only two dimensions (use of population projections, and use of need 
projections). How much weight this issue should be given when assessing 
tool complexity is unclear.  

We have noted that all measures should not be 
taken in isolation but rather in conjunction 
with other measures for the best and more 
accurate understanding of complexity. 

 In the reviewers' comparative assessment of the user-friendliness of tools, the 
TB tool appears among the least user-friendly on the measures chosen. This 
is of major concern because it is the complete opposite of our own experience 
of using this tool with more than 50 countries, and is opposite to the feedback 
provided by tool users to the reviewers  (some of the overall 
findings/comparisons are also contrary to our own knowledge of some of the 
other tools).  One reason for misleading assessment is unfortunately, the 
feedback from users was not used in the reviewers' comparative analysis of 
the user-friendliness of tools.  

User feedback is now presented in this section. 
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From Comment Response 
 Another reason for misleading assessment is that the measures used to assess 

complexity and user-friendliness and that are presented in the graphs (and 
which therefore are noticed most by readers) are not the best or the right 
measures to use (see comments on "methods" above). Too much emphasis is 
given to "size" measures that either a) have nothing to do with user 
friendliness (total used cell range count) or b) may not have been properly 
standardized to allow fair comparisons (total cell count in which data can be 
entered by users) or c) may be inferior to other indicators of size (e.g. time 
taken to complete the tool; level of skills or technical assistance required to 
use the tool). In Figure 51, the presence or absence of a user guide has too 
much weight in the ranking of tools, especially when the other two measures 
assess whether the tool can be used "without a user manual". 

Other measures have been added, including 
actual user feedback, to produce a more 
accurate assessment. 

 An additional reason for the misleading assessment is that there is no 
explanation of why the TB tool has such a high total used range count or a 
high count for the number of cells in which data should be entered, compared 
to the other tools. There is no discussion of what the high counts mean - are 
they "good" or "bad" or do they "not make any difference to the user". If they 
are bad, then why? If they are good, then why? If they don't matter, then why 
are they presented at all? Any data analysis should always investigate the 
outliers. Presenting data without any interpretation/explanation of the outliers 
can lead to the wrong interpretation of data. Currently, the interpretation is 
likely to be that the TB tool is very complex and cumbersome compared to 
other tools. Based on our own experience of using the tool with a large 
number of countries, we  think that this would be an inaccurate interpretation. 

An explanation has been added to explain the 
TB outlier. 

 In the section on "linearity", as a reader of the findings the feeling is "So 
what?". It is not clear how the findings help to distinguish tools or whether 
something is good, bad or doesn't matter. Did the reviewers want to evaluate 
the complexity of the modelling within the tool? 

The sophistication of the modeling used within 
the tool is a means of measuring complexity.  
As in other parts of the report, we did not 
intend to make a value judgment, but rather to 
present the results. 

 Table 27. There should be a X  for Budget and financing in the Results 
section for the TB tool. There should also be a X for health outcome in 
"input" data. 

“Budget & Financing” was already checked 
off as a result in the previous version of the 
report.  Health outcome is not a valid option 
for input data and thus has not been marked. 



Annex 8: Revisions Incorporated in the April 22nd Version of this Report 

201 

From Comment Response 
 Recommendation for improving this part of the report: Present a summary 

table that is designed to help readers understand how tools compare in terms 
of their ease of use for an end-user. In the table, characterize the main 
features of each tool (including the main feedback from users) that are useful 
for assessing ease of use. From the report and the comments above, our 
recommendation is that the features to be compared are: 
a. feedback from users (if there is none then state this clearly). Ultimately, 

this is the most important measure of whether a tool is user friendly or 
not.  

b. number of worksheets to be completed 
c. number of cells in which user must enter data (BUT it must be ensured 

that this is a fair comparison e.g. cells to be filled per year, so that tools 
that provide the option of costing for multiple years are not unfairly 
penalised in the assessment. Given the authors own comments on p129 in 
the context of the TB tool, it appears that such standardization has not 
been done). NB: the total number of cells in the tool with data is NOT a 
measure of user friendliness although it may well illustrate the amount of 
work that was needed to develop the tool and the quantity of background 
information or default values that are provided to the user. Contrary to a 
high measure here currently implying "complexity", it may indicate that 
the tool is "user friendly".  

d. whether the tool is based on detailed bottom-up costing or whether the 
tool can only be used if some "higher level" cost data (such as cost per 
output or cost per outcome indicators) are already available and can be 
used as inputs within the tool. This relates in particular to c) and will 
help to explain variation in c) among tools 

e. time required to complete the tool in weeks or days. This is actually a 
better measure of what (we assume) the reviewers were trying to 
measure by using the "size" indicator defined in c). 

f. whether or not training/technical assistance is needed and if so how 
much 

g. level of competency in Excel required 
h. user manual - availability and quality. It is not enough to say a user guide 

exists. It must be an easy to follow and helpful user guide. Is the 
assessment based on the reviewers' assessment or is it based on feedback 
from others who have used the tools? (NB Please ensure that the material 
available to assist users of the TB tool is correctly described. While there 
is not one official "user manual", there is a set of documentation to help 
users and the tool itself has an "inbuilt" user guide. The TB tool is being 
unfairly penalised in Figure 51 because it is assessed as not having a user 
manual. At the same time, it is assessed as being "easy to understand and 
to trace formulas without needing to use a manual". Surely if users find 
the tool user-friendly (user feedback),and if navigation and 
understanding the tool is possible without a manual (reviewers 
assessment), then the TB tool should not appear as though it is worse 
than other tools simply because they have an official user manual. Too 
much importance is given to the presence or absence of a manual in 
Figure 51).  

i. Ease of navigation as assessed by reviewers (make sure it is clear that 
this is not the assessment of users). If feedback from users is available, 
make sure that this is stated.  

j. Transparency as assessed by reviewers (make it clear that this is not the 
assessment of users). If feedback from users is available, make sure this 
is stated. 

We have included the suggested items a-c, e-f 
and h-j in a single table in the “Ease of Use” 
section of the taxonomy section of the report.  
We did not feel item d was the best measure of 
ease of use, but have included this in the 
“Scope” section.  Item g was not incorporated 
because nearly all tools required basic Excel 
skills, at least for the average user doing an 
average costing study, and because two tools 
were not Excel-based. 

 Recommendation for improving this part of the report: Remove the 
misleading figures based on a few and not necessarily the best measures of 
complexity/user-friendliness i.e. remove Figure 49 and Figure 52. Figure 51 
needs modification because it is too reliant on the presence of a user guide 
(especially as the other two measures identify if a tool is user-friendly 
without a manual) and takes no account of user feedback. 

A footnote has been added to indicate that our 
assessment of user support documentation was 
made for all tools; for those tools without a 
formal user guide, the help files or other 
documents included to assist users were 
evaluated.  User feedback has been 
incorporated in the overall analysis of ease of 
use.  A text box has been added to the 
appropriate figures to explain the outliers. 
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From Comment Response 
 Recommendation for improving this part of the report: When a tool is an 

"outlier" on any assessment, make sure that there is an explanation of a) why 
the tool is an outlier compared to other tools b) whether this is an accurate 
representation of the tool or not according to the measure being assessed c) 
what the implications are for that tool. If there are good arguments why 
showing the tool as an outlier is misleading, either make sure this is carefully 
explained in the text or decide that there is something wrong with the 
measure being used and drop it from the report. 

Explanations have been added for any outliers. 

 Recommendation for improving this part of the report: Our strong view is 
that it should be made extremely clear that the number of cells in which there 
are data has nothing to do with ease of use or complexity from the 
perspective of the end user. Any assessment of the total number of cell with 
data should be kept clearly separate from any analysis of the tool from the 
perspective of an end user. If the data are retained in the report, then any 
outliers should be explained e.g. a high count may reflect substantial efforts 
by the tool developers to make the tool user friendly. 

The used range count has been included 
because it helps users better understand the 
size of the tool.   

 Recommendation for improving this part of the report: The count of cells in 
which users must enter data should be dropped if there is a better measure to 
be used (feedback from users and time taken to complete tool in days/weeks 
are better ways of measuring the amount and difficulty of the work that the 
tool requires). 

Additional measures of size and complexity 
have been added to complement the measure 
of number of cells in which users must enter 
data/make choices. 

 Comments on Section J, pages 93-99: Heading: The correct version is 1.5.19, 
in the website where the tool is made available to users it is now called 
version 2. Please use one of these names. 

Version has been corrected. 

 Tool description: Suggest deleting existing text and replacing it with: "The 
tool is designed to help countries to develop comprehensive plans and 
budgets for TB control (i.e. covering all recommended interventions) within 
the framework provided by the WHO's Stop TB Strategy and the Stop TB 
Partnership's Global Plan to Stop TB, 2006-2015. The tool is structured 
according to the major components and subcomponents of the Stop TB 
Strategy and includes default values that are consistent with the targets set in 
the Global Plan. It is also consistent with the Global Fund's definition of 
Service Delivery Areas. It produces a standard set of summary tables and 
figures, including summary tables that are needed for Global Fund 
proposals".  

Suggested text incorporated. 

 Tool description: In the table in which the tool is described, the MDG target 
addressed by the tool is "To halt and reverse the incidence of TB by 2015" 
(MDG Target 6.C). In the list of interventions, please list the core TB 
interventions first, followed by HIV related interventions and then by general 
health systems improvements.  

MDG target in earlier version of report was 
correct, per the list of MDGs and MDG targets 
included in the report, page 1.  The list of 
interventions has not been reordered as 
requested because the interventions are listed 
in alphabetical order, as was done for all the 
tools. 

 Understanding the tool: In this section, Table 16 should be completed. Please 
list the names of the worksheets in the tool and explain the interventions to 
which they relate. The current list is confusing since it does not link with the 
pages in tool, e.g. "Program costs" is listed but there is nothing labelled 
"Program costs" in the tool. Also, program costs are not an intervention as 
such.  

For all tools, the list of interventions includes 
only interventions, not interventions and 
worksheets.  Program costs has been deleted 
from this list. 
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From Comment Response 
 Understanding the tool: The explanation of steps to be followed is misleading 

and inaccurate.  Please replace the first four paragraphs with the following 
text: "In Step 1, the user selects their country from the list of 212 countries 
provided in a drop-down menu and decides which of the interventions they 
will need to cost. There is one worksheet per intervention.  In Step 2, the user 
sets targets related to intervention coverage. These targets are a) the 
percentage of all estimated TB cases to be detected (case detection rate) and 
b) the percentage of TB patients (=detected cases) to be  successfully treated 
(treatment success rate). Once these targets are set by the user, the tool 
automatically calculates the number of patients to be treated, based on the 
targets set by the user, country-specific demographic and epidemiological 
data that are already provided for users within the tool (e.g. population 
projections, TB incidence and notified cases up to 2006), and regional 
projections of trends in TB incidence from 2006 to 2015 for the region of 
which the country is a part. In Step 3, the user navigates to a page 
(worksheet) of the tool according to the intervention which they have chosen 
to cost (the user is expected to work through all relevant interventions 
identified in Step 1). This is done via an in-built and self-explanatory 
navigation system, which is also explained in the in-built user guide. In Step 
4, the user needs to choose the method that they will use to calculate the cost 
of the intervention. There are two options: "quick estimate" or "detailed 
method". Within a given worksheet, it is only possible to use one of these 
two alternative methods, although across the tool as a whole it is possible to 
use a mixture of the two approaches (e.g. quick method to cost first-line 
drugs, detailed method to cost treatment for MDR-TB). The quick estimate is 
a top-down approach using default budget or cost values that are country 
specific. These default values come from data reported by countries to 
WHO/STB annually and from the Global Plan to Stop TB, 2006-2015. In the 
quick estimate, the user does not need to enter any price or quantity data 
(hence the term "quick estimate"). In the detailed method, a bottom-up 
approach to costing is used. This requires users to input data on quantities 
and prices, and it is the method which users are encouraged to choose. If 
users choose the detailed method, they need to input quantities and prices for 
each activity. In some cases, within the detailed method there are default 
values for prices or quantities which users can choose to use as input 
variables. In Step 5, and independent of the method chosen to cost the 
intervention, users need to input data on available funding (by major sources 
of funding). The funding gap is automatically calculated. All default values 
are provided within the tool and categories to use for sources of funding are 
also specified. However, users can change the default values or the names of 
the funding categories if they have more appropriate ones for their own 
country. The sources of information for the default values include the Global 
TB control report, the Global Plan to Stop TB 2006-2015, UNAIDS and 
WHO/EIP. As Steps 1 to 5 are completed, the tool automatically uses the 
data that are entered to produce summary tables and figures. These includes 
summaries of costs by line item and funding source, for each year for which 
the user has entered data (from one year up to 10 years). The tables include 
summaries according to the service delivery areas and generic cost categories 
that are used by the Global Fund, and the summaries that are required for 
reporting of the financial data that WHO requests from all countries each 
year." 

Some of the suggested text has been 
incorporated into the Understanding the tool 
section as appropriate.  The steps were not 
changed because we use the standardized 3 
steps (input data, choices, and results).   

 Understanding the tool: In the penultimate paragraph ("The model does not 
explicitly make health impact computations…"), please make sure that it is 
noted that "intervention cost" is assumed to be the same as "intervention 
price", since TB treatment is provided free-of-charge in almost all countries. 
This is also why "user fees" are not included as a funding category, since this 
is generally not relevant. However,  the tool has the flexibility to include such 
a funding source if it was relevant.  

We have noted that intervention price is 
excluded because it is not applicable when TB 
treatment is free, as is usually the case.  We 
have also added a note that the tool has the 
flexibility o include intervention price if it 
were relevant in a particular country situation. 

 Understanding the tool: In Figure 32, the text down the side of the figure is 
not at all clear and is somewhat misleading. It should be aligned with the 
explanation provided in italics above.  

The figure text has been updated. 
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From Comment Response 
 Formula review: The Tool Objective is not as stated. The objective as written 

suggests that the reviewers have not read the text on the first page of the tool 
nor have they read the text in the documentation that accompanies the tool. 
The objective of the tool is "To help countries to develop comprehensive 
plans and budgets for TB control (i.e. covering all recommended 
interventions) within the framework provided by the WHO's Stop TB 
Strategy and the Stop TB Partnership's Global Plan to Stop TB, 2006-2015, 
both of which are designed to achieve the MDG for TB".  

The tool objective has been rewritten. 

 Formula review: Population projections are from UNPD projections not 
dynamic modelling. The TB incidence projections were based on a dynamic 
model but this model is not part of the tool.  

The source of population projections has been 
clarified. 

 Formula review: In terms of limitations and exclusions, there is not a single 
document called a "user manual". However, it should be made clear that the 
tool has an in-built user guide and that accompanying documentation is 
available to help users understand the purpose of the tool and how to use it. 
This documentation includes trouble-shooting tips. The lack of a single user 
manual reflects the fact that use of the tool to date showed that with a short 
introduction and training, and with the documentation that already exists, a 
formal user guide was not needed. In addition, there is a help desk.  

This clarification has been made. 

 Formula review: n the Formulas used section, it is not clear why ART and 
CPT were selected for review. This should be justified.  

This justification is made in the methodology 
section at the beginning of the report. 

 Formula review: In the Formulas used section, intervention quantities are not 
only calculated in the form of the number of patients to be treated. It can also 
be the size of the population to be covered, or the number of people (not 
necessarily patients) reached.  

Text has been clarified as suggested. 

 Formula review: Page 97, Figure 33. The starting point for the calculations of 
TB patients to be treated in this is the estimated incidence. Please, leave only 
"incidence" in the first box at the bottom (delete "or estimated number of new 
TB cases of pervious year"). To clarify what incidence means, it could be 
written Incidence i.e. estimated total number of new cases of TB. 

Figure clarified. 

 Formula review: On p97, second paragraph. TB is not easily prevented by 
immunization. BCG is a relatively ineffective vaccine. The important point is 
that transmission can be reduced by prompt treatment using recommended 
drug regimens.  

Text has been clarified as suggested. 

 Formula review: In the Intervention subsection, it is ART and CPT for HIV+ 
TB patients, not HIV+ patients.  

Typo has been corrected. 

 Formula review: p98. Better to say that the tool "explains that this value 
reflects all necessary inputs…" not that it "says that". Please remove the 
statement that "there is no way to verify this". As the tool explains, the data 
come from UNAIDS and can thus be verified with UNAIDS. This also 
applies to the default values that come from WHO/HSS or WHO/STB 
databases. 

Wording has been changed as suggested. 

 Formula review: p98, second paragraph. It is NOT TRUE that "the tool does 
not calculate the intervention cost of individual activities like ART and 
CPT". The reviewers have unfortunately looked only at the "quick method" 
which does not calculate the cost of individual activities. However, the 
"detailed method" does calculate the cost of individual subcomponents of the 
main intervention (in this case ART and CPT are part of the intervention 
"collaborative TB/HIV activities"). The use of the "quick estimate" by the 
reviewers does not allow for a review of many formulae, as in the quick 
estimate no input data other than available funding are needed.   

Note added to indicate our calculations were 
per the quick method, and that the detailed 
method does calculate the cost of individual 
subcomponents of the main intervention. 

 Formula review: Figure 34 needs a multiplication sign between quantity 
required and unit price (not -).  

Figure corrected. 

 Formula review: In the third paragraph of p98, it needs to be clear that the 
user must enter the available funding -  it is not automatically calculated. The 
funding gap is automatically calculated based on the total costs and the 
available funding.  

Clarification incorporated in body of text. 

 Formula review: p99. In the conclusions, the summary of total costs is not 
only according to generic cost categories used by the Global Fund. Please list 
the other summaries that are provided, especially as the summary according 
to the generic cost categories of the Global Fund is not the most important of 
the summaries.  

We have listed other summaries provided. 
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From Comment Response 
 Experience using the tool: SDA needs to be explained. It is likely that most 

tools would need some technical assistance as well as training, but this is 
only said for the TB tool because users provided feedback (5 of the 13 
questionnaires), is there feedback from users on the other tools? This should 
be noted. The tool has been used by many more countries that those listed. 
There are 35 countries in Africa who have used the tool, plus at least 2 in SE 
Asia, 3 in the W. Pacific region, 5 in the Eastern Mediterranean region, 1 in 
Europe and more than 5 in Latin America. The comment that "one user 
would like to have unit costs available as default data" is misleading, because 
the tool includes a lot of default unit cost data.  

SDA has been spelled out and additional 
countries in which tool has been used has been 
added.  Developers’ response to the comment 
about unit costs has been included in the 
report. 

 Section E (Value added): P136, Table 28. The name of the tool is Planning 
and Budgeting for TB Control, not TB Budgeting and Control, please correct. 

Name has been corrected. 

 Section E (Value added): P136, Table 28. Please change the actual text to:  
“This tool allows users to develop comprehensive plans and budgets for TB 
control that are in line with the WHO Stop TB Strategy and the Stop TB 
Partnership's Global Plan to Stop TB. It also allows users to calculate the 
available funding and funding gap by TB intervention, which is useful for 
advocacy and resource mobilization. It has been widely used, especially in 
Africa, with very positive feedback from users.”  

Text has been changed as suggested, with the 
exception of the last sentence.  The value 
added section is not the place to discuss where 
the tool has been used and with what success. 

 Executive summary, p i., better to say that tools have different "approaches", 
not a different "logic". A "different logic" may imply that some tools are 
logical and others are not. Text also needs to be changed for the same reason 
in the second paragraph of p8. 

Wording has been clarified to say “approaches 
and logic.” 

 Executive summary, pii: a) It is mentioned that the reviewers often had 
doubts about a tool and that many of these were clarified by tool focal points. 
There has been no discussion with the developers of the TB tool since we 
reviewed the first report, which is probably why there are still mistakes and 
why we still have major concerns with the review and presentation of data. b) 
it is commented that each tool has unique terminology which "may limit 
users' abilities to achieve the maximum benefit from these tools". It is 
important to note that the terminology in tools may be very familiar to the 
intended users, even if it was not familiar to Bitran. c) There is a statement 
that "we are confident that this final report will help potential users in 
determining which tools might best suit their costing needs". This will not be 
the case unless the comparative assessment towards the end of the report is 
improved. For example, we feel that the presentation of the TB tool 
(complexity and ease of use) is misleading. 

The terminology refers to non-intervention, 
tool-specific terminology that we believe is 
not familiar to intended users.   

 p2: Not clear why malaria and TB prevention and treatment are combined in 
the list of interventions when e.g. HIV/AIDS prevention and treatment are 
shown separately. Suggest separating malaria from TB in the list 

Malaria and TB are listed as separate 
interventions, and HIV/AIDS prevention and 
HIV/AIDS treatment have been combined into 
a single intervention: “HIV/AIDS treatment 
and prevention.”  

 p5: The first example in Table 2 is not very good. The first statement should 
be about the budget that is required, not the funding that has been allocated 
by the MOH. Page 5, E.g. it be added that "The programme needs US$ 
1,200,000 to implement the child immunization program (this is the 
budget)…." And at the end you could add: "Therefore there is a funding gap 
of US$ 200,000". 

Example has been reworded as suggested. 

 p11 (Formula review): It is not clear what was done for the TB tool. Text 
needs to be added to make it clear which intervention was reviewed for TB, 
and the justification for the choice of intervention (from later on in the report, 
it seems that ART and CPT were reviewed. The TB/HIV section of the TB 
tool is among the more complex and not the most important for TB 
programmes; consultation with tool developers might have led to a better 
choice being made). 

A table has been added listing which 
interventions were traced for which tools. 

 p12: Is noted that there were only 13 responses to the "useful" questionnaire 
sent to users. Of these, we know that five were for the TB tool. This needs to 
be highlighted, and more weight given to the user feedback from the TB tool 
in the review of the TB tool. It should be clearly stated for which tools user 
feedback is available, and from how many respondents. There must be 
several tools for which no feedback from users is available.  

A table has been added listing how many 
questionnaire responses were received for 
each tool. 

 Table 4 p16: For the TB tool, remove the X from "with budget constraint", it 
is the row below "Coverage-guided decision making" and "Impact-guided 
decision-making". The TB tool does not include a budget constraint feature. 
Add a X to the line for Coverage in the Outputs section. In terms of tool use, 
it should be noted somewhere that the tool is available in English, Spanish, 
French and Russian. 

Because the tool includes “budgeting & 
financing,” Table 4 includes an X for “with 
budget constraint.”  Coverage is not an output 
but rather a choice the user makes.  It has been 
noted in the tool use section that the tool is 
available in multiple languages. 
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From Comment Response 
Karin 
Stenberg, 
April 10, 
2008 

Page 2 - suggest to separate malaria and TB in bullets. Malaria and TB separated. 

 Table 4 page 16: Please make the following changes for the Child health tool 
(CHOICE): Change the intended user of  to read the same as for the malaria 
tool: "National policy makers and planners, as well as program-specific 
technical staff" and change the time duration to read "1-2+ weeks." 

Intended user and time commitment required 
changed. 

 Page 17 footnote appears to be no longer valid. Footnote removed. 
 Page 108. Malaria Cost Estimation Tool (CHOICE) -- first paragraph of 

section 2 needs editing. 
First paragraph edited. 

 Page 112 Quote: "Consider the case where there are 100 persons who need 
care, demand is 50% and the target utilization coverage is 80%. The formula 
above computes the number of persons receiving care to be equal to 40 
persons (100 x 80% x 50%)". I would not agree with this. The  target 
utilization coverage is population-based, meaning that supply and demand 
should both be adjusted so that a target utilization of 80% is reached. The 
programme activities such as IEC, training health workers, improving storage 
and supplies etc., would be aimed at increasing demand and supply 
accordingly.  

We have removed the example and simply 
noted that the target utilization coverage is 
population-based. 

 Page 115: CH tool - please remove the word "all" from the last sentence of 
section 1. IHTP is a quite different WHO tool.  

Word removed as suggested. 

 For section 2 on the CH tool maybe you could add a sentence somewhere that 
"The current version of the tool deliberately excludes immunizations because 
these costs are included in the cMYP tool." thanks. 

Text added as footnote. 

 p.116 second last paragraph. quote: "While coverage is not listed as an 
output, the intervention quantity produced can be translated into achieved 
coverage, although the results are not presented as such.". Actually, coverage 
is an input, as shown in Figure 46. Consequently it is not an output, although 
one output produced by the tool is the graphical representation of the 
coverage projections entered into the cells. 

Text has been clarified to note that one output 
produced by the tool is the graphical 
representation of the coverage projections 
entered in STEP 1. 

 For the CH tool maybe it would be useful to mention somewhere that default 
values are available and when available by country (e.g. for epi and 
demography), updated automatically depending on the country chosen? 

Suggested text incorporated into 
“Understanding the tool” section. 

 Page 119: where you say "13% of children live in endemic areas and 0% of 
children live in epidemic areas." please adjust this to the following: "For the 
(random(???))country chosen for this exercise, the default assumption is that 
13% of children live in endemic areas and 0% of children live in epidemic 
areas." - this assumptions is adjusted depending on the country selected.  

We have noted that this is the data for our 
example only. 

 Figure 48 appears to be missing, and the paragraph below the Figure is 
incomplete. 

Figure and text has been added. 

 p. 119:  you have previously stated that there are 15 (not )14 interventions Typo corrected. 
 page 120: quote: "From data entry to receiving results from the tool, the time 

commitment required is one to ten days." Please adjust this to read instead:  
"From data entry to receiving results from the tool, the time commitment 
required is one to two weeks depending upon the number of interventions and 
activities costed and the number of years for which targets are entered". 
thanks. 

Wording changed as suggested. 

 p.126 quote: "We divided the following complexity measures into three 
general groups:" yet there are only two groups listed. 

Typo has been corrected. 

 Table 25, p.127. A potential additional column may be cells for which there 
are defaults provided (versus empty cells) 

When possible, it has been noted in the write-
up of each tool whether default data is 
included and from where this data comes, or if 
the tool suggests data sources.  However, we 
were not able to count how the inclusion of 
default data changed the cell count. 

 p.128 section C. suggest to include a  reference to Figure 51. Moreover it is 
not clear to me how to interpret Figure 51. Did you give tools either a 0 or 1 
scoring? Or did you score on a sliding scale? If so what was the basis for 
scoring? Could you present a table as well here with the results? 

Scoring and criteria are shown in previous 
sections. 
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From Comment Response 
 Have you received any feedback from potential users on how useful they find 

the Tools Taxonomy section? I'm just wondering what the average user will 
get out of a named range count. Using "number of MDG interventions or 
MDG targets " as an outcome measure on the graphs is also problematic 
since it does not take into account how fully the MDG interventions or MDG 
targets are costed. However I realize that it would be challenging to come up 
with another measure. Maybe an alternative value on the y-axis for figure 53 
could be "time required"  or ideally skills required (though the latter is even 
more difficult to measure of course).  

Receiving feedback from potential users on 
the taxonomy section was not part of this 
review.  We have incorporated a measure of 
time commitment required into the taxonomy 
section.   

 Stage 4 Bench marking - why not also compare default values used in tools, 
and recommendations on data sources.  

When possible, it has been noted in the write-
up of each tool whether default data is 
included and from where this data comes, or if 
the tool suggests data sources. 

 The conclusion states that " In comparing related tools against one another, 
we have attempted to identify which tool might be most appropriate for a 
specific costing exercise by .....  summarizing each tool’s usability."  --  I 
would suggest to rephrase as follows: "In comparing related tools against one 
another, we have attempted to identify which tool might be most appropriate 
for a specific costing exercise by ..... classifying them according to their 
scope, complexity and user friendly aspects." 

Wording changed as suggested. 

 



Annex 9: Revisions Incorporated in the June 10th Version of this Report 

208 

Annex 9: Revisions Incorporated in the June 10th Version of 
this Report 

 
From Comment Response 
Eva 
Weissman 
and Stan 
Bernstein, 
May 21, 2008 

Time to complete an application has been mis-represented for the RH 
Costing model and comparatively for the MBB model: The RH costing 
model is reported as requiring 4 months for completion. However, the 
statistic comes from an application in Indonesia in which 19 provinces were 
implemented. This must be explicitly noted. 

We have added a footnote indicating that the 
4+ months required to use the tool in 
Indonesia should be considered a special case 
since 19 provinces were included in the 
exercise. 

 The report must provide information on the number of cells in the MBB 
model. At the moment the relative model complexities are not properly 
represented. On page 139 of the report there is no estimate of the number of 
inputs cells required for MBB. Why not? 

We have included the number of cells that can 
be used to input data / make choices for the 
MBB and updated the relevant figures. 

 Add a footnote to clarify the use of the male population as the base for 
computing need. 

The calculations for the male condom are 
rather confusing as married women of 
reproductive age are used as the multiplier 
which is technically correct.  To ensure 
consistency among methods, women are used 
as proxies for couples needing protection. 

 

Other comments from Eva Weissman and Stan Bernstein (May 21, 2008) and Andrea Pantoja and Katherine Floyd 
(May 9, 2008) were received after the report was finalized on April 22, 2008 and thus will be included in a separate 
annex to this report. 


