Economic methods for informing disease control priorities: Outline

Draft Outline of DCP-2 Chapter 11 (version 6.8 of the table of contents),

Philip Musgrove and Julia Fox-Rushby; Majid Ezzati also a possible co-author.  
Introduction: objectives of the economic analysis (relatively short)

A. Evidence as to value for money, taking account of –

1. Different types of interventions (show typology here from DCP-1, or refer to chapter 1 of DCP-2)

2. Different types of outcomes: health outcomes always included, but analysis may also deal with non-health results such as improvements in—

a. School attendance or performance

b. Ability to perform physical work (when otherwise healthy—e.g., by reducing lethargy from anemia)

c. Financial protection or reducing the risk of impoverishment 

d. (?) reference to chapter 7, Economic Benefits of Disease Control, for outcomes affecting income or growth rates

3. Multiple interventions against a particular disease, condition or risk factor

4. Multiple effects of a particular intervention on different diseases, conditions or risk factors

B. Guidance for implementation of interventions

1. Predicting outcomes and understanding their determinants

2. Estimating costs, especially where local data are incomplete

3. Choosing appropriate strategies: the right interventions or combinations thereof

4. Choosing appropriate scale of an intervention

Methods of analysis (bulk of chapter)

A. Emphasis on cost-effectiveness analysis (CEA) with extensions

1. Distinctions among CMA, CEA and CBA: review of arguments in Gold et al., Cost-Effectiveness in Health and Medicine 

2. Use of cost-minimization analysis (CMA) for some comparisons, especially for modifications to an existing intervention or a combination of interventions (malaria control in Brazil may be an example)

3. Reasons for not using full cost-benefit analysis (CBA): too many assumptions required, too dependent on the existing income distribution and the burden of disease

4. In particular, reasons for not valuing outcomes according to willingness to pay (WTP); alternative approach to extend CEA to non-health outcomes—e.g, the cost of an extra year of school or of an impoverishment avoided

5. (If feasible) Comparisons across interventions which both have health outcomes and at least one of which also produces a significant non-health outcome (e.g., the tuberculosis/measles control comparison David Chan has worked on)

B. How CEA is conducted in DCP-2

1. Outcomes reported first in natural units (cases or deaths averted, numbers of enrollments or school pupil-years gained, impoverishments averted, etc.) before conversion into synthetic units such as DALYs

2. Fullest possible use of local empirical data, at author’s discretion; literature review of primary studies

3. Extension of results, by estimation as necessary, to 6 World Bank regions, following LSHTM guidelines, with low/middle income distinction where significant

4. Use of estimated reference prices for inputs: use of WHO-CHOICE estimates or provision and explanation of alternatives provided by LSHTM

5. Quantities of inputs (implicitly defining the production function for an intervention) to be specified by authors—not, generally, taken from WHO-CHOICE estimates

6. Use of models, including epidemiological models, to bridge incomplete data 

7. Besides calculation of $/DALY (based on existing WHO estimates of disability weights and other parameters, or on modifications adoped for DCP-2), estimates for

a. A regional reference population (standardized age and income distributions) of 1 million

b. Number of DALYs to be gained from expenditure of 

an additional $ 1 million

5. Definition of reference or base case (following Gold et al. where feasible); degree of uniformity or comparability across interventions and regions or settings

6. Definition of incremental analysis, > marginal analysis: estimation of maximum feasible expansion of an existing intervention, maximum coverage that is still cost-effective, effects of scale on cost and outcome(s); increment of coverage by way of change in an intervention rather than more of the same

7. Introduction of an intervention where it is not now implemented; fixed or start-up costs.  (Contrast with WHO “null case” of estimating from zero even where an intervention exists ?).  Amortization over ten years, as indicated in chapter guidelines for estimated period of implementation of an intervention

8. Methods and empirical estimates for combinations of interventions directed against competing or complementary risks; adaptation of  risk factor analysis from World Health Report 2002 to judge whether outcomes are >, < or = the sum of individual CEA results

9. Sensitivity analysis of effects of changing unit costs; relative input quantities (changes in the production function); scale of implementation; other determinants of C-E.  Probabilistic sensitivity analysis, whenever there is a known distribution of probabilities for key parameters.  Assessment of realism and proper interpretation of results of this analysis

Extensions and modifications of methods of previous analyses in DCP-1, World Development Report 1993 and Global Burden of Disease 1996 (? This topic will have to be covered in the individual disease-specific chapters—e.g., malaria—where any such modifications are introduced, and may also be taken up in chapter 11)

A. Key findings of research during the last 10 years to take into account

1. Biomedical (new or significantly modified interventions, new information about diseases and risk factors) 

2. Implementation of interventions (new or expanded experience); refer (?) to chapter 2, Case Studies of Implementation Success
B. Re-examination of disability weights for--

1. Cognitive damage: malaria, other diseases or conditions (refer to chapter 42, Learning and developmental disorders)

2. Anemia (mild degree leading to lethargy when otherwise healthy)

3. Malnutrition, and interactions with specific disabilities

4. Others ?

C. Stillbirths: increased mortality, larger global burden of disease

1. Incidence and age distribution

2. Modification to age-weights (even if uniform), so that a stillbirth < death after term; consequences for other diseases and conditions of modifying age-weights

D. Discounting the future

1. Review of arguments for and consequences of constant 3% per year discounting used in WDR 1993, GBD 1996 and Gold et al. 
2. Adoption (?) of non-constant slow discounting: arguments for, effects of different discounting of the distant future

E. Summary: effects of all these modifications on—

1. Burden of disease (generally small, except for stillbirths ?)

2. Cost-effectiveness of interventions (sometimes substantial ?)

3. Treatment of non-health outcomes

F. (?) Implications of these modifications for DCPP recommendations

1. Concerning interventions

2. Concerning infrastructure investments 

3. Concerning research (refer to chapter 74, Research Priorities)

