WEBINAR TRANSCRIPTION:

HOW CAN HIPTOOL SUPPORT
PRIORITY SETTING FOR HEALTH
BENEFITS PACKAGE DESIGN?

Presented by Gerard Abou Jaoude

\3 BID (C CRITERIA



Social Protection and Health
Division Inter-American

Development Bank
www.iadb.org/es/salud - scl-sph@iadb.org

Copyright 2021© Banco Interamericano de Desarrollo. Esta obra se encuentra sujeta a una licencia Creative Commons
IGO 3.0 Reconocimiento-NoComercial-SinObrasDerivadas (CC-IGO 3.0 BY-NC-ND) (http://creativecommons.org/licenses/by-
nc-nd/3.0/igo/ legalcode) y puede ser reproducida para cualquier uso no-comercial otorgando el reconocimiento
respectivo al BID. No se permiten obras derivadas.

Cualquier disputa relacionada con el uso de las obras del BID que no pueda resolverse amistosamente se someterd a
arbitraje de conformidad con las reglas de la CNUDMI (UNCITRAL). El uso del nombre del BID para cualquier fin distinto al
reconocimiento respectivo y el uso del logotipo del BID, no estdn autorizados por esta licencia CC-IGO y requieren de un
acuerdo de licencia adicional.

Note que el enlace URL incluye términos y condiciones adicionales de esta licencia.

Las opiniones expresadas en esta publicacién son de los autores y no necesariamente reflejan el punto de vista del Banco
Interamericano de Desarrollo, de su Directorio Ejecutivo nide los paises que representa.



http://www.iadb.org/es/salud
mailto:scl-sph@iadb.org
http://creativecommons.org/licenses/by-nc-nd/3.0/igo/
http://creativecommons.org/licenses/by-nc-nd/3.0/igo/

HOW CAN HIPTOOL SUPPORT PRIORITY SETTING FOR

HEALTH BENEFITS PACKAGE DESIGN?
March 2021

Presentado por Gerard Abou Jaoude

ENCUENTRA EL WEBINAR EN https://criteria.iadb.org/es




INTRODUCTION:

UCL INSTITUTE FOR GLOBAL HEALTH,

CENTRE FOR GLOBAL HEALTH ECONOMICS

How can HIPtool support priority setting
for health benefits package design?

2 March 2021

Gerard Abou Jaoude

Research Associate: UCL Institute for Global Health
Fellow: UCL Centre for Global Health Economics
gerard.jaoude.15@ucl.ac.uk TR FoR CLOBAL
(]
Minute 00:05:01

Thank you for having me, and hello everyone.

| started off working mainly in priority setting, so allocative efficiency analysis for about two years. It
was using a disease-modeling tool called “Optimate TB” and that was essentially to support national
tuberculosis programs, so within tuberculosis, which interventions, diagnostics, treatments and so on,
should be prioritized. And that was in a few countries including Belarus, a province in South-Africa,
Peru, Romania as well as support on others.

And then from those analysis we got a piece of work, which | am going to present today, which is
really around looking across diseases and platforms of the health system, which is HIPtool. So for the
last two years after that, | supported a number of applications in Afghanistan, Zimbabwe, Cote d’lvoire,
Armenia, Honduras, as well as kind of being heavily involved in the application in Afghanistan and
Zimbabwe | just supported a number of other analyses. And most of these have been in the lead up to
a health benefits package being defined or updated due to changes in the local context or so on, of
course within a larger priority setting process. Our analyses only feed into the discussions rather than
determining what is done.

So today we are going to go through the health interventions prioritization tool. And the aim of the

presentation really is going to be to provide a quick overview of the tool, why we started by

developing this tool in the first place, how it works, and then we will finish with some example outputs
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from the first application with this tool, actually in Afghanistan, so where it kind of set within the wider
priority setting process that was going on and specific outputs that came out of it. In the end, if we

have enough time, | will hopefully be able to run you through an actual walk-through of the online
interface. That is if | don’t ramble and | can’t promise that.



PRESENTATION:

Overview of HIPtool

What is HIPtool?
Minute 00:08:51

In 2018 we got some funding from the Bill and Melinda Gates Foundation and a team of us developed
HIPtool, which is a health interventions prioritization tool. As | said, it is an allocative efficiency tool, so
its aim really is to look at both, the cost and the benefit — so the impact — of individual interventions as
well as packages of interventions being considered as part of a priority setting process.

When designing the tool we tried to align it with objectives, with key dimensions within universal
health coverage as best as we could. So it includes essentially objectives, health maximization, which
is related to cost-effectiveness, equity and financial risk protection.

And when we developed the tool it really was with lower and middle-income countries in mind, soitis
intended to be very flexible. It has quite a few pre-uploaded secondary data that are already in the
tool to try and minimize the amount of time and resources it takes to run certain analysis that can, at
times, take years. So we are trying to reduce the time it takes as well as data requirements. It is really
there to try and complement existing administrative and analytical capacities within countries.



How HIPtool works

Automatically uploads a country’s disease burden

Imports best evidence for health program cost and effectiveness
Calculates the cost and impact of different interventions/ packages
Identifies interventions with greatest estimated impact on burden
of disease

5. Estimates an optimal allocation of spending across interventions
within an available budget, guided by user-defined weights on
maximising cost-effectiveness, equity and financial risk protection

PwWNPRE

Note that local stakeholders are key to providing certain inputs and are significantly
involved throughout the analysis

How HIPtool works?
Minute 00:10:39

The way it works is — in a few steps — depending on how much local data there is and how much time
and resources are available, the time of analysis will either take longer or less time. But all will
generally go through these five steps: The first step is always the fastest, which is the global burden of
disease data that is preloaded in the tool essentially gets uploaded. So as a user you go through and
you select a given country’s disease burden and the data just essentially appears on the screen.

The second step is where depending on how much depth of analysis and data is available might take
a long time or be fairly quick. But the second step is essentially choosing a package of health services
as well as their associated data on cost-coverage and effectiveness to upload into the tool. As | said,
there will be a pre-loaded secondary data option available but often, if possible, it is recommended to
update them with local data, where possible.

The third step is really something that the tool does. So once the interventions as well as their
associated data are uploaded into the tool, it will go ahead and give a cost and estimated impact of
the differentinterventions and packages that are being considered.

Four again is something that tends to be done and is actually something that feeds into discussions
within the priority setting process. So HIPtool outputs can be downloaded as Excel sheets and you
generate any number of different graphs that you want, whether it is by disease package or by health
system platforms of the primary health care, first level hospitals and so on. But as a default the tool
generates small, kind of very easy to read pie charts of the highest impact interventions, as well as
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those interventions accounting for the majority of the cost. Andthat can be a talking point.

And in the end, once different scenarios are run, once existing cost and impact are determined, there
might be a desired run, an optimization analysis, which will involve the tool estimating an optimized
allocation of existing spending or additional spending being considered, based on the types of
objectives that are selected or the weightings that are selected by users.

And throughout this entire process, when applied at the country level, it is not just a few people
running the analysis. It tends to be embedded within a larger group of stakeholders that are there to
validate assumptions and discuss constraints that might need to be imposed on the analysis, as well
as help with result interpretation and so on. So it is very much an iterative process with a local
stakeholder group.



What does HIPtool look like?

1. Automatically load up a country’s disease burden from IHME: 2. Load a list of r ded cost-effective inter

Define burden of disease Define interventions

oo

Shomplots  Dmweicod pots

What does HIPtool look like?
Minute 00:14:31

And in terms of what the tool looks like, hopefully, as | said, we are going to have time to go through a
quick walk-through at the end. But it is an online interface, so there will be different tabs on the left
that you can go through, whether it is to upload data about new disease or interventions. And
anything you can see essentially can be overwritten. And that is about it.

In terms of trying to accommodate for Internet connections there is the option of always downloading
the Excel sheet that is being worked on and work on it remotely. And then, once it is done and with an
Internet connection you can upload it back into the tool.



I

DCP3 Essential Universal Health Coverage
(EUHC) package and other published sources

IHME, Global Burden of Disease

|
|
|
|
Unit cost per :
person covered (
. |
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RIS 218 | | Over 270 causes
Interventions | of disease
Intervention : .
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|
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financial risk |
protection scores |
|

What does HIPtool look like?
Minute 00:15:27

In terms of the pre-loaded data that goes into the tool, it is predominately based on DCP3, the
Essential Universal Health Coverage, and IHME for disease burden data. And all of the interventions
that are pre-loaded in the tool are linked to causes of disease burden, which are in turn linked to data
on prevalence, DALYs and mortality. And each intervention, in turn, has the associated data on cost,
coverage and cost-effectiveness. There is also a set of equity and financial risk protection scores,
which are, as | said, pre-loaded based on DCP3 data. But those as well can be overwritten. So there is
nothing stopping users from, for example, replacing the DCP3 interventions with local services. And
that in some cases can be done. The limitation is simply data.



| Step 1: Interventions ranked from most to least cost-effective |

Delivery
platform

Intervention

Surgery for trachomatous trichiasis RH
Immediate ART initiation with regular monitoring of viral load for PLHIV HC

Counseling of mothers on providing kangaroo care for newborns HC
Surgery for ectopic pregnancy FLH
Retinopathy screening and treatment using laser photocoagulation RH

HIV testing/counseling (mobile units and venue-based testing) with referral C

C=Community; FLH=First level Hospital; HC=Health Centre; RH=Referral and Specialty Hospital

Incremental optimization
Minute 00:16:37

Now that we have kind of seen what the tool is essentially intended to do, the types of data it uses,
this next bit is really to try and unpack how the optimization process works within the tool. And it is
actually fairly simple. So we are going to take quite a straightforward example, in the sense that only
cost-effectivenessis being considered in this example.

The first step is that the tool is going to look at all the interventions that have been uploaded and
check which is the most cost-effective and which is the least cost-effective of all of these interventions
that have been uploaded.

So here we would see there is about eleven interventions and childhood vaccination series is the
most cost-effective. So it costs 13 US$ per unit of bad health, so a disability adjusted life year averted.
So the tool would show that childhood vaccination series is the most cost-effective. It costs only 13
US$ per unit of bad health averted. And assessment, provision and training in the use of assistive
products is the least cost-effective. So that will go at the bottom.
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| Step 2: Maximum potential impact* of interventions provides limits for the optimization

MPI GBD causes of disease in terms of DALYs
10%
25%
40%

ia, pertussis, tetanus, polio, TB, measles, Hep B, Hib, rubella

Intervention 4 30% | Trachoma

Intervention 5 30% HIV/AIDS

Intervention 6 15% Neonatal disorders
Intervention 7 25% Ectopic pregnancies
Intervention 8 30% Retinopathy (due to diabetes)
Intervention 9 20% HIV/AIDS

20%
15% n loss

*The MPI of interventions is defined as the % of existing DALYs targeted that the intervention can avert

Incremental optimization
Minute 00:18:10

And in the next step it will have all of these interventionsranked in the order of cost-effectiveness. The
next step is really trying to understand how much a single intervention can reasonable avert of the
entirety of the burden of disease that itis targeting.

So in the case of childhood vaccination series it is targeting diphtheria, pertussis, tetanus and so on.
But in reality it might only avert 10% of the entire burden of disease that it is targeting. The
management of severe acute malnutrition might only avert 25% of all the DALYs associated with the
burden of disease that it is targeting and so on. So each one of the interventions will be essentially
constraint to a certain extent by the amount that it could possible avert. It doesn’t matter how much we
spend after an intervention is averted, that much of the burden of disease it is targeting it won’t have
an impact because you reached saturation. So the tool goes through and says: “ok, intervention 1can
avert 10% of all the DALYs it is associated to, intervention 2 25% and so on.
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| Step 3: The tool maximizes spending on interventions until the budget is exhausted |
MPI Spending needed to reach MPI
10% - 1 million
25% 2 million 1.
40% - 0.4 million 10 mllllon
30% 0.9 million

30% 3.5 million
15% 0.7 million
25% 1.5 million Budget exhausted
30% 0
20% 0
20% | 0
15% | 0

Spending allocated to an intervention = (MPI x BoD addressed)*cost per DALY averted

Incremental optimization
Minute 00:19:46

Now, how much do | have to allocate? In this example it is 10 million. So it will go through and say how
much it will cost for the first intervention to avert 10% of all of the burden of disease that it is targeting.
1 million - this is an example, by the way, and this does not necessarily add up - but | think hopefully
you get the logic of what is going on. In the second case it might be 2 million, in the third case 0.4
million, and it will go down through from most cost-effective to least cost-effective, essentially hitting
the ceiling of what it can avert in terms of burden of disease. And by intervention 7, as of 11 here, it
says that there is O dollars left to allocate and nothing beyond this point is prioritized.
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Where/how has HIPtool been applied?

HIPtool is being/has been applied in several countries including:
* Afghanistan

* Armenia,

* Cote d’lvoire

* Honduras

* Pakistan

* Zimbabwe

The tool has also been used to conduct a multi-country allocative
efficiency analysis using available secondary data for 28 Sub-Saharan
African region countries

Where/how has HIPtool been applied?
Minute 00:20:50

So that is, in a nutshell, how the optimization works within the tool. And it has now been applied in a
few countries, including the ones listed here. And we have done an experiment to see what can be
possible done with only secondary data for the 28 Sub-Saharan African countries that had available
data on spending and so on.
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e

Availability of data is limited

* EUHC intervention list not comprehensive

* Links between some EUHC interventions and GBD causes

* ICERs often point estimates rather than ranges and need for disaggregated cost
and effect data

* Availability of data to inform MPI

Linear relationship between cost and impact?

Static model with instantaneous impact and no interaction between interventions
considered...but doing so would increase complexity and data needs

Limitations
Minute 00:21:27

And as a result of both the design and also the application in all of these countries, we have come to
tease out a few key limitations that are worth mentioning before we go ahead. So the first set of
limitations are really around data rather than the tool itself because, as | said, anything can be
overwritten so in that sense it is fairly flexible to accommodate around those needs. But the pre-
loaded data within the tool is not comprehensive by any means. So just by the nature of data
availability there is a certain bias in terms of the amount of ICERs that are available depending on
diseases, communicable diseases, maternal and child health tend to have a larger body of literature
behind them than non-communicable diseases which are slightly less well represented in the
intervention list.

The second point is (related to) some of the links between the interventions in the tool and global
burden of disease because it is fairly tricky to kind of establish where the scope of an intervention
ends in terms of its impact in some cases. Management of severe acute malnutrition is to some extent
fairly straightforward but a multi-level intervention or multi-component intervention that is targeting a
range of disorders can be harder to parameterize.

In terms of cost-effectiveness data most of the data available have been point estimates rather than

ranges, which makes it difficult to represent the uncertainty of the analysis. So it has to be explained
but there is no formal quantitative analysis to represent uncertainty.
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And this is related to the global burden of disease and causes linking that | had mentioned earlier. It
can be difficult to parameterize that ceiling of investment that we mentioned earlier. So what can be
reasonably expected as a percentage of burden of disease that is going to be averted by an
intervention.

And in terms of the tool itself it makes some fairly simple assumptions so it is a linear relationship
between cost and impact. | put a question mark next to that because really | think that is a fairly
conservative assumption. There could be arguments either way whether there should be decreasing
returns to scale or increasing returns to scale depending on the coverage level and context.

But a more, kind of substantial limitation, which should be recognized in the interpretation of results, is
that it is a static model. So it is not a dynamic disease transmission model, which is projecting based
on a huge set of data, but very much static, impact is instantaneous and interventions — even though
they might in reality be complementary or competing — that is not recognized in the tool. Soitis very
much only accounted in for in how the background data is set up and how maximum potential impact
is defined. But there aren’t interactions between interventions.

That said, adding a lot of these features would also bring a substantial increase in complexity which
might be a barrier to entry and also the amount of data that is needed, which again requires more
extensive time and resources than the tool currently needs. And that is perhaps something that needs
to be explored over time to see where the greatest amount of benefit would come from in terms of if
or where complexity is added.
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Country application: Afghanistan

Country application: Afghanistan
Minute 00:26:59

So now that we have looked at the tool, how it works and some of its limitations | am going to run you
through very quickly some of the example outputs from the first analysis that we conducted in
Afghanistan.
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How was HIPtool applied in Afghanistan?[

Identify the latest clinical and
public health guidelines to

Creation of an international ) helpthe MoPHin the future oo e oot of the

expert committee Check the consistency implementation of the IPEHS \PEHS under different

(LSHTM/MoPH) ?ftthe IPtE_HS acnz;s:I " (LSHTM) funding scenarios
Assessment of the current Identify potential and I:r:;:e rrionsandhes (MoPH with UCL)
burden of disease SRR (WHO with MoPH) Develop a list of

and assess their cost-
effectiveness

{MoPH, LSHTM, UCL,
DCP3) PHASE B

I | |
sege 10
L J
T

PHASE C

(MoPH) essential medicines in
Cost the revised package relation to the IPEHS

(MoPH with UCL) (LSHTM and WHO)

Develop a long list of priority
interventions
(MoPH)

tage Timeframe
November 2017- February 2018
November 2017-January 2018
February-May 2018
May-December 2018

Select a short list of priority

interventions

(MoPH, expert working group) May-September 2018
lanuary-April 2019
January-April 2019
January-April 2019
January-April 2019

0 January-May 2019

Lo N WS WM e[

=

How was HIPtool applied in Afghanistan?
Minute 00:27:17

Here you can see a time line of the entire priority setting process with boxes in light blue to highlight
where HIPtool fed in.

So there was one stage of the priority setting process that was around identifying both existing
interventions that are being implemented in the country. There were two health benefits packages.
One for primary health care called the basic package of health services and one for tertiary care, the
central package of health services.

And the first step was try to identify everything that has been done within, as well as look which
potential interventions might be added on. And the first kind of step was to try and cost and assess
the impact of the existing packages. And after that a long list of interventions was selected by different
representatives within the Ministry of Health, a long list of interventions on cancer, mental health,
injuries and so on. And that intervention list was consolidated, discussed within the working group that
was working on the definition of the new health benefits package in Afghanistan and it was shortened
to an extent where there was just under 200 interventions being considered for the new health
benefits package.

And at that point there was a second HIPtool analysis so we took the about 170 interventions and run
an analysis to look at a whole range of scenarios. So if only maternal and child health were to be
scaled up what would be the cost and impact? If an unconstraint optimization was run, how would
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resources be allocated? Which interventions would be prioritized? And so on. So there were a few
according to the fiscal space analysis with additional funding and different potential priorities like

maternal and child health.

And all of this was done between February and September 2018. By all of this | mean the HIPtool
analysis. So it is all within a fairly short space of time to try and dynamically feed into the priority
setting discussions.
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What@sRheRurrenttburden®f@lisease?

DALYs (Disability-Adjusted Life Years), number

18M
= Both sexes, All Ages, Non-communicable diseases

16M — -
= Both sexes, All Ages, Injuries

14M —
Both sexes, All Ages, All causes

12M — N . .
= Both sexes, All Ages, Communicable, maternal, neonatal, and nutritional diseases

10M —

™M On@verageBince2006,AHMERataBuggests:

&M |

aM - = 2.5%@Ennual@ecrease@n@AVICHZelatedEDALYsE
M _M = 2.5%@nnual@increase@nENCDselated@ALYsE
— = 4.4%@Ennualdncreaselindnjurieselated?

1990 1992 1994 1996 1998 2000 2002 2004 2006 2008 2010 2012 2014 2016 DALYsE

Source:AnstituteforHealth@etrics@ndEvaluation@lobalBurden®fDisease@ata:fhttp://ghdx.healthdata.org/gbd-results-toold

HIPtool Afghanistan
Minute 00:30:25

Now that you have a context around the priority setting process itself, | will just give you a very quick
background on essentially the disease burden and the rationale for why the health benefits package is
being updated. Between the year 2000 and 2016 there was a very substantial decrease in maternal
and child health related DALYs in Afghanistan. And that was largely due to the basic package of
health services and the central package of health services, which were released in 2005 and 2010, |
think. And they were primarily maternal and child health focused. But since again, about the year
2000, there was a very rapid rise in non-communicable diseases and injuries. And non-communicable
diseases actually accounted for more of the total burden of diseases in Afghanistan by 2016 than
maternal and child health and communicable diseases. So it was felt that there needed to be an
update of the health benefit packages to try and reflect the changing need for health services and
types of health services in the country.
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HowfsEBpendingillocated@crossnterventionsncludedE@nHBP?A

Current spending (total: 235,033,435)

I Fever management for clinically stable
Integrated management of childhood iliness
Childhood vaccination series

Antenatal and postpartum education
Other costs

BEmNOC

I Vitamin A and zinc for children
Management of sexual and tract infections

Iron and folic acid for pregnant women
Care for severe childhood infections
Other

HIPtool Afghanistan
Minute 00:32:00

And the first step was to essentially cost up and assess how much is being spent in total on both
health benefits packages. Here it says a single one but there were two, which made up a single set of
entitlements. We found that around 235 million was being spent with a majority on, for example,
integrated management of childhood illness, childhood vaccination series, basic emergency maternal
and neo-natal obstetric care. | think about 70% was on maternal, neo-natal and child health conditions.
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How@nuchthealth*@oes®he®urrentllocation®fBpendingZcrossi
interventions@n@he@xistingtHBPEenerate?@

Current DALYs averted ('000s; total: 1,041,409)

21 Integrated management of childhood illness
319 Childhood vaccination series

Fever management for clinically stable

Vitamin A and zinc for children

Care for fractures

Treatment of neonatal pneumonia

BEmNOC

Management of sexual and tract infections

Antenatal and postpartum education

Eclampsia management
Other

*Health@epresented@s@iverting@@omposite@neasure®f@lisability@inda@nortality@alledDisability@Bdjustediife-Years@DALYs).R

HIPtool Afghanistan
Minute 00:32:42

And in terms of health it was generating actually quite a bit, around 10% of the entire burden of
disease is being averted thanks to existing spending.

And | should say that the 235 million is about 5.5 US$ per capita and that excludes everything that is
out-of-pocket payment. So itincludes government and external sources of financing.

But that 235 million of government and external sources of financing was averting about 10% of the
existing burden of disease. So it had a fairly good impact. And again the vast majority of the impact
was coming from interventions like integrated management of childhood illnesses, childhood
vaccination series and so on. So it maps very well to focus on spending.
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What@nightZn@ptimal@llocation*dfBpendingBndEmix@finterventions?
lookdikeFor®hisEontext?@

Optimized spending (total: 235,033,435)

25.0m

Integrated management of childhood illness
BEmNOC

Childhood vaccination series

Vitamin A and zinc for children

Labor and delivery in high risk women
Epilepsy management

Tube thoracostomy

Trauma laparotomy

Treatment of neonatal pneumonia

Care for fractures
Other

*OnlyRost-effectiveness@vas@onsideredd@nhisnalysis

HIPtool Afghanistan
Minute 00:33:48

A number of scenarios were run around only scaling up maternal and child health services, keeping
existing spending as it is with the same interventions only with more funding based on the fiscal space
analysis, and then dis-optimazation as well as optimization with a larger budget envelope based on
the fiscal space analysis.

So what we are looking at here is the scenario that only looks at what if existing spending were
allocated differently. What happened was actually that the majority of maternal and neo-natal child
health interventions were retained but there was a shift in spending from isolated interventions to
more integrated care like IMCI and basic emergency maternal and neo-natal and obstetric care. What
also came into the top, or highest priority interventions were tumor related interventions, which here
appear, bizarrely, as tube thoracostomy and trauma laparotomy, but these were surgical kind of life
saving interventions which were within the surgical package within DCB3. But they related to
emergency care essentially at first level hospitals. And you can see care for fractures. So these were
all the same package around emergency care because of the rise in terms of injury related DALYs in
the country.

And what also came up here were essentially cost-effective NCD interventions that are typically
delivered through primary health centers and first level hospitals, so primary health care, early
management or prevention of NCDs. And here we see epilepsy management but further down the list
in “other” there was management of depression and schizophrenia, as well as ischaemic heart
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disease, stroke and PVD management. Sorry | am not a doctor so | forget what all these acronyms are.
But low-level primary health care interventions were prioritized as well as emergency care, in addition
to some of those shiftsin funding that | mentioned within maternal and neo-natal child health.
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An applied case study using HIPtool: Afghanistan (v)&

How@nuchthealth*RouldEnBptimalzllocation®dfEpendingcrossa
interventions@n@eviseddHBPEenerate?@

Optimized DALY averted ('000s; total: 3,372,557)

&3 Integrated management of childhood illness
55 Trauma laparotomy

Tube thoracostomy

Childhood vaccination series

Vitamin A and zinc for children

Labor and delivery in high risk women

BEmNOC

IHD, stroke and PVD management

Diabetes screening and care for at-risk adults
420

M

Treatment of neonatal pneumonia
Other

*Health@epresented@s@iverting@@omposite@neasure®f@lisability@inda@nortality@alledDisability@Bdjustediife-Years@DALYs).R

HIPtool Afghanistan
Minute 00:37:11

So once we looked at how spending was allocated, the tool then estimated that around three times
more DALYs could be averted if there was substantial more focus on emergency care. So we see here
that out of the 3.3 million DALYs that are estimated to be averted, 840 will come from these basic
emergency care procedures that are life saving, seek to address injuries or just trauma and shock in
general. And then we also see that maternal and child health interventions remain very impactful but
the low-level NCD interventions that | mentioned around primary health care management, heart
disease or cardio-vascular disease related interventions and diabetes screening or care at primary
health care level needs also come up, simply because of the burden of disease that they represent in
the country.
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Key policy recommendations:

* NCDs and injuries represent the majority of the country’s burden of disease and are
increasing

*  While significant improvements have been made in MCH, there is
disproportionately little focus on NCDs (especially mental health and CVDs) and
injuries
* There is a mismatch between spending focus/impact and burden of disease

* Arevised HBP and spending on highly cost-effective interventions that are more
aligned with burden of disease could buy significant gains in health
* MCH spending is mostly maintained, with marginal shifts of spending to life-

saving and high disability-averting interventions that address NCDs and injuries

HIPtool Afghanistan — policy recommendations
Minute 00:38:28

And based on this scenario, as well as the five or six other scenarios that we had run, the key policy
recommendations that emerged from the analyses were that both NCDs and injuries now represent a
very substantial junk of the country’s burden of disease. And they are on an increasing upward trend.
So while the existing packages had made significant improvements in maternal and child health, there
was arguably little focus on NCDs. And with additional funding or even small reallocations within
existing spending the highest impact would probably be from life saving emergency care interventions
to address injuries, trauma and shock, as well as some of those primary health care interventions
around early management of mental health and cardio-vascular disease.
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Summary/walkthrough

HIPtool has been applied in several countries to support priority setting/ health
benefits package design

Can feed into different stages of a priority setting process and is intended to provide
timely directional results on investments/what to prioritise

Global evidence is preloaded in the tool and accompanying spreadsheet, but can be
overwritten with local data depending on availability

Simple charts in addition to excel output sheet to generate figures as needed

Summary
Minute 00:39:46

In summary, | think all of this has been said so there is not much point in reiterating. But it has now
been applied in a few countries. It has really been more of an ongoing contribution to priority setting
discussions rather than being prescriptive. So the output of HIPtool is not saying: “spend 420 million
on this intervention”, but is giving directions on what packages of services and what types of
interventions are likely to yield the highest impact, trying to direct slightly more focus on where the
largest impact could be gained with the types of priorities that are being set.
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And the main takeaway should really be that it is this kind of tool that can contribute to discussions
and ultimately it can be run with secondary data but depending on time and effort it can be completely
replaced with local data.
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Questions and answers

Moderator:Katherine del Salto

Minute 00:42:22

Katherine Del Salto: One of the questions | find really intriguing is whether besides general
DALY or budget allocation, could this still help to identify if health inequalities in a country are being
addressed? And | think it is really key for low- and middle- income countries and especially for Latin
America as a very unequal region.

Gerard Abou Jaoude: Yes, that is an excellent question. So population groups are not defined
in the tool. So the short answer would be: no, there isn’t kind of a distributional impact. There isn’t a
distributional analysis that takes place. The next best thing in the tool is that there is the option of both
putting weight on equity and financial risk protection and for each intervention to generate a score in
terms of equity and financial risk protection. So you could go through the intervention list and as a
group of stakeholders or decision makers try and establish which of those interventions are likely to
impact either low-income groups, or to redress gender and equity or rural-urban, or whatever type of
equity is being considered or a local priority. So, no, and the next best thing would be to have the
weighting with ordinal scores that adjust the cost effectiveness. It essentially becomes equity adjusted
DALYs or financial protection adjusted DALYs by putting weights on them and scores.

Minute 00:44:15

Katherine Del Salto: Thank you, | think your answer ties very well with the next general
question, which is: “using this type of tools, just as you explained it in this webinar, | think is a very
easy way to talk to policy makers who are generally not very technically trained, so do you have any
experience in using this tool in having talks with policy making individuals and decision making
individuals and has it helped the communication between the technical teams and the decision
makers?

Gerard Abou Jaoude: So we presented the results twice during the Afghanistan priority setting
process to the Minister of Health and representatives of the Ministry of Health. And in Zimbabwe we
again (...) — as | said it is kind of always along with the stakeholder that these analysis are run.

So it is alongside the process but it is always interacting with the Ministry of Health. It is not like we
have got the data and six months later here are the results. So it is a continuous kind of dialogue. And
in that sense it can help in the first place identify the methods, the types of outputs and expectations
in terms of what can and can’t be done by the tool but it can also help break down any technical terms
like disability adjusted life years when communicating essentially with ultimately the people who are
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going to be implementing any recommendations that are going to come out of it. | would say one of
the most difficult concepts tends to be disability adjusted life years. Even when saying it is a measure
that combines death and disability and it is just a unit of good health that can be fairly tricky to
communicate in terms of impact.

| don’t know if this answers your question.

Minute 00:46:44

Katherine Del Salto: Yes | think it does. Yes and | am going to join two questions. The first one
ties more into your answer. How complex is this tool to use in terms of accompanying countries to
actually use it? And once you are done with that one, maybe expand a little more on how this tool will
cover different scenarios with a different mix or combination of interventions, because obviously the
interventions could vary a lot from country to country.

Gerard Abou Jaoude: Those are both excellent questions. In terms of the first question, the tool
is becoming easier and easier to use as we put more and more resources out there. So we would like
to put out very short training videos that anyone can watch to do. But in practice it is very simple to
use. | was hoping to do just a walk-through in this meeting but | haven’t had time to do it. Everything is
kind of labeled and there is always background technical support, even though it is unpaid, when |
don’t want to open an inbox to millions of requests. But usually we have had fairly straightforward
requests come to us. The ultimate aim is for people to be able to use the tool without us being
involved. But it has just been over two and a half years now so we are probably getting there with
time. You might always run into difficulties and then need some support. But it is not as major a kind of
sticking block as it would be with other tools.

You would probably be able to run an analysis start to finish. The questions might be more around:
have | understood this 100% correctly or have | done this correctly rather than “l can’t do anything, it is
not doing anything, nothing is happening” or “| am just stuck on the same page not knowing what is
going to come next.”

Sorry what was the second question?

Katherine Del Salto: How could the tool cover different scenarios with different mixes and
combinations of interventions?

Gerard Abou Jaoude: That was an excellent question. In terms of different interventions any
number of interventions can be uploaded in the tool. It doesn’t have to be the pre-loaded set that is
based on the Central Universal Health Care package in DCP3. So, for example, the package of WHO
recommended interventions could be uploaded in the tool. It is not supposed to be tied to a single

29



country’s health benefits package or to a single globally recommended health benefits package.
Anything in the tool can be overwritten. The only consideration is that there needs to be some
evidence on cost-effectiveness and some evidence on how much is being spent on the intervention,
and so on. If it is a prospective intervention, so something that is not currently implemented, obviously
there wouldn’t be any spending because it is in the future. Is it going to be optimized enough? And
there would simply be a need for cost-effectiveness evidence. So, any intervention can be uploaded
as long as it can be linked to a burden of disease and it has some data on that. Then it can be
includedin the tool.

Different scenarios can be handled because if we break down, let’s say a certain junk of money, either
it is politically contentious to reallocate or is coming from external sources of funding, so it is to some
extent beyond the scope of control of a country to reallocate as it sees it fit, then specific spending
amounts and specific interventions can be constraint. So when you run an optimization you can have
an optimization that might say: “look if | can reallocate all of my funding, if we can consider this one big
broad fund that is within our discretion to reallocate, this is the type of impact | can generate.” You can
then have scenarios where you have a certain proportion of funding that is just fixed and whatever
you truly have discretion entirely control over is then reallocated. And you can compare and contrast
what it might look like if you are able to reallocate all your health resources.

Similarly there is kind of a budget envelope that is put into the tool. So for scenarios where you might
have a fiscal space analysis that says: “look there might be anywhere between a 1% and 7% increase
in health spending over the next three or four years.” You can essentially change your budget
envelope to try and see how the optimization and how your impact changes.

And then there is a whole range of scenarios where you can just fix certain interventions or scale up
certain interventions, so you are not optimizing but you are just looking at if we were to maximize
coverage on the existing tuberculosis intervention or the existing mental health interventions what
might the impact be compared to optimization. So there are a few different scenarios that can be run
based on a few features.

Minute 00:53:00

Katherine Del Salto: Great, thanks so much. We could expand on that answer even further but

respecting the time | will probably move to one of the last questions. It is something that has repeated
itself in the questions and it is: How much of the complexities of pricing and costing is the tool
incorporating? So how do you incorporate resources like personnel or equipment and different
complexitiesin pricing that depend on capacity or how far or disperse things are?

Gerard Abou Jaoude: So again, very good question; Our position when we were doing this tool
was that it is very much for directional results, so try and quickly inform ongoing discussions around
30



priority setting. So it doesn’t consider health resources, availability of drugs and so on. All of that
would require quite a lot more data, quite a lot more time to set up the analysis. And | am pretty sure
there is a few tools that already do it. So in that sense it Is very much restricted to just see where
would discussion likely yield the largest impact, which interventions are going to likely yield the largest
impact, with an iterative process that is probably going to go ahead with implementation
considerations and so on.

What the tool can do, and this is typically what is done is to the best of the ability of users, you can put
constraints around interventions. So it can’t be scaled up beyond this point so you might not choose
80% coverage but you might just say: “look, thisis the first year thisintervention is being implemented,
the maximum coverage it can attain is maybe 10% or 20%”, and slowly have a phased approach with
multiple analyses showing what the impact is likely to look like as coverage increases, knowing full-
well that either because of infrastructure or availability of drugs or human resources it might take
longer to achieve higher coverage levels.
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