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Why cost-effectiveness analysis? 

Health Minister, Dr Zweli Mkhize 

Health Minister, Dr Zweli Mkhize 



Agenda 
1. Prioritizing resources for health 
2. State of global health cost-effectiveness analysis 
3. Using CEA 
4. What makes a good study 
5. Summary 
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Identifying global health “best buys” 
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>8,000 Cost/QALY analyses 

Tufts Medical Center, CEVR 
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Funded by: 



A standardized database of published  
cost-per-DALY averted studies 

Continually-updated 
 

Policymaker-friendly search tools 
 
Open access and available for download 
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ghcearegistry.org 



Summary 
1. Prioritizing resources for health 
2. State of global health cost-effectiveness analysis 
3. Using CEA 
4. What makes a good study 
5. Summary 

9   



Cost-per-DALY studies 
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Cost-per-DALY studies by disease area (n=709) 
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Intervention types (ratios, n=5,656) 
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Distribution of cost-per-DALY ratios 
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Disease burden in millions of DALYs* 

“Relatively under-studied” 

Over and under-studied literature: Sub-Sahara Africa 
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*Source: IHME 

“Relatively over-studied” 
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HICs 
96% 

LMICs 
1% 

Other 
3% 

Cost-per-QALY studies 
(n=6,438) 

Cost-per-DALY studies 
(n=543) 

HICs 
37% 

LMICs 
43% 

Other 
20% 

Source: Neumann et al., Gates Open Research (2018). Data from 2016. 
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Summary 

CEA literature in global health continues to grow 
 

CEA should keep pace with shifts in disease burden 
 
GH CEA Registry is a global public good 
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Agenda 
1. Prioritizing resources for health 
2. State of global health cost-effectiveness analysis 
3. Using CEA 
4. What makes a good study 
5. Summary 
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Example 1: Ranking interventions 

• Scenario: Bangladesh Ministry of Health 
• Need: Identify most cost-effective 

interventions for pregnant women 
• Regionally appropriate 

20 

MoH logo: Bangladesh MoH website 

Bangladesh 
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ghcearegistry.org 
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Example filters: 
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Sample output: 
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Study Intervention Country ICER 

($/DALY averted) 

Lohse et al. Gestational diabetes prevention:  
screening; lifestyle adjustment India Cost-saving 

Feldhaus et al. Pre-eclampsia prevention, supplementations:  
calcium; magnesium sulfate Nepal $4 

Sutherland et al. Post-partum hemorrhage prevention: 
misoprostol treatment India $7 

Adam et al. Breast feeding support;  tetanus vaccination 
Bangladesh, Bhutan, India, North 

Korea, Maldives, Myanmar, 
Nepal, Timor Leste 

$12 



Example 2: Identifying available CEA 

• Scenario:  
Prioritizing coverage for diabetes 

• Need: Identify available CEA 
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MoH logo: Department of Health 

South Africa 
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ghcearegistry.org 



27 



28 

38 studies 

3 studies 

Diabetes 
and 

Related 
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Cost-per-DALY studies: quality scores 
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Principle 
Transparency 

Adherence to all 11 principles*: 
• Methodological specifications: 60% 
• Reporting standards:   74% 
• Budget impact and equity seldom addressed 

 

Reference Case principles 
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Principle 
Transparency 
Comparator(s) 
Evidence 
Health outcome 
Resource use/costs 
Time horizon/discount rate 
Non-heath effects/costs 
Heterogeneity 
Uncertainty 
Budget impact 
Equity 

Methods: 
• Decision problem characterized 
• Limitations characterized 
• Declarations of interest identified 

Reporting: 
• Clearly describe population, intervention, 

comparator(s), outcomes 
• Limitations stated 
• Conflict of interest statement available 
• Source of funding stated 

*Emerson et al. 2019 PLOS One  
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Summary 

CEA literature in global health continues to grow 
 

CEA should keep pace with shifts in disease burden 
 
Need to improve study quality and adherence to reference case 
 
Policy should consider geography and context-relevant studies 
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Future directions for GH CEA Registry 
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Include studies with other outcomes 

Transfer results between settings 

Develop ICER prediction models 

Expand Registry beyond published literature 

Automate study screening and data extraction 



Discussion:  
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Kalipso Chalkidou, MD, PhD 
Director, Global Health Policy and Senior Fellow, CGD 
Professor of Practice in Global Health, Imperial College London 
Lead, international Decision Support Initiative 
 

“No UHC without… 
evidence of value 

for money” 



A few thoughts 

Transition from aid is a reality and is putting serious pressures on healthcare budgets alongside political 
commitments to UHC, the rise of chronic disease and comorbidities and technological innovation. 

Aggregated regional lists of Best Buys are a useful start but contextualization is needed to inform 
investment (or disinvestment decisions): this is why the Tufts Registry is of such great value. 

A standardized and fit-for-purpose approach to economic evaluation is of the essence for evidence of 
efficiency and distribution to be useful to policy makers locally. This includes: 

• a locally relevant methods agenda 
• decision rules reflecting local opportunity costs 

Institutionalising evidence informed, accountable priority setting is not an optional extra in the journey 
towards UHC 

The Tufts registry is a global public good worth supporting alongside other similar initiatives such as the 
repository of open access CEA models. 
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Transition from aid is for real… 

https://www.cgdev.org/sites/default/files/projected-health-financing-transitions-timeline-and-magnitude.pdf 

• In the next 2-3 years 
Nigeria, Ethiopia, the 
DRC, Pakistan,  
Cameroon, stand to lose 
from 1/6 to ¼ of their 
total healthcare budgets 
due to simultaneous aid 
transition. 

• For Afghanistan, South 
Sudan and Mozambique 
the picture is even 
bleaker… 
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Gap left by donors filled by private out of pocket spending 

https://www.cgdev.org/publication/initial-estimation-size-health-commodity-markets-low-and-middle-income-countries 
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iDSI Reference Case: work in progress  

Appropriate discount rates 
for fast growing economies: 

do we borrow the US/EU 
rates? 

Appropriate outcome 
measure: is the DALY still 

relevant in LMICs? 

How can economic returns 
to health investments be 
credible to Treasuries 
•eg productivity vs survival 
gains/consumption losses, 
monetisation of health outcomes, 
unrealistic fiscal gains 

What is the right 
perspective (social vs 
healthcare sector)? 

What is cost effective AND 
affordable? 

https://www.idsihealth.org/resource-items/idsi-reference-case-for-economic-evaluation/#principles 
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Institutionalisation of HTA:  
national governments forging ahead 

National Health Insurance Act of 2013, Section 11- Excluded Personal Health Services 
“The Corporation shall not cover expenses for health services which 
the Corporation and the DOH consider cost-ineffective through health 
technology assessment…” 

(4) Treatment must not be funded if 
a health care service provider 
demonstrates that— (a) no medical 
necessity exists for the health care 
service in question; (b) no cost-
effective intervention exists for 
the health care service as 
determined by a health 
technology assessment; or (c) 
the health care product or 
treatment is not included in the 
Formulary, except in circumstances 
where a complementary list has 
been approved by the Minister 

Minister of Health’s Decree No. 71 /2013 Article 34   
(5)Health Technology Assessment Committee provide 

policy recommendation to the Minister on the 
feasibility of the health service as referred to in 
paragraph (4) to be included as benefit package of 
National Health Insurance 

“the India Medical Technology Assessment Board for evaluation and appropriateness 
and cost effectiveness of the available and new Health Technologies in 
India…standardized cost effective interventions that will reduce the cost and 
variations in care, expenditure on medical equipment…overall cost of treatment, 
reduction in out of pocket expenditure of patients…’. Ref: MTAB, Ministry of Health & Family 
Welfare, Government of India 

CNHDRC HTA 
incubator with over 33 
regional research 
institutes and unis 
informing pricing 
negotiations, 
procurement and 
listing to national 
insurance list. 
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ICER information: necessary condition for sustainable UHC 

ICER data-- 
Tufts CEA 
registries 

Local/regional 
technical 
capacity 

Institutional 
structures 

(legal 
frameworks; 

R&D 
strategy) 

Development 
partner 

alignment 
Another great global public good from Tufts! 
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Audience questions and answers 
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ghcearegistry.org 

For registry support & inquiries 
Rachel Bacon 

rbacon1@tuftsmedicalcenter.org 
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