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ABSTRACT

The design of health benefits packages requires a range of data on the 
characteristics of candidate interventions, such as their cost-effectiveness and 
budget impact. This chapter reviews the analytical processes that eight country 
and economy teams undertook to appraise interventions for their health benefits 
packages. It summarizes the methods and tools used, including their limitations, 
and challenges that teams faced. The chapter provides recommendations for future 
work in this area, with an emphasis on standardization of methods and ongoing 
support from the international community to build and strengthen analytical 
capacity among country and economy teams.

INTRODUCTION

Over the past two decades, ever-increasing numbers of countries have committed 
to universal health coverage (UHC) through political processes such as Sustainable 
Development Goal target 3.8 (“Achieve universal health coverage”) and through 
World Health Assembly resolutions including WHA58.33 (58th World Health 
Assembly 2005). To advance the UHC agenda, low- and lower-middle-income 
countries have undertaken a range of reforms, including the establishment and 
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revision of explicit health benefits packages (HBPs), defined here as prespecified sets 
of health interventions to which beneficiaries are entitled, usually via public finance 
and/or publicly mandated benefits.

A 2021 report by the World Health Organization (WHO) outlined eight 
principles for the design of HBPs (WHO 2021). Although most of the principles 
relate to processes covered elsewhere in this volume (for example, in chapter 15), 
principle 4 stresses the need for data-driven, evidence-based approaches that are 
revised considering new evidence, and principle 6 stresses the need to link HBPs 
explicitly to domestic health financing strategies. To follow those principles, 
analysts working on HBP reform benefit greatly from having local data, using 
consistent analytical methods (for example, on costing), and employing modeling 
tools that can generate summary estimates of intervention- and package-level 
costs and impacts.

The Disease Control Priorities (DCP) project was established in part to provide 
guidance on the sorts of interventions that are likely to provide very good value 
for money in low-resource settings. The first DCP publication proposed the idea 
of essential packages of interventions designed primarily using cost-effectiveness 
evidence (World Bank 1993). The third edition of DCP (DCP3) built on that 
concept and responded to growing global interest in UHC and HBPs by identifying 
a core set of interventions that, taken together, represented a model HBP addressing 
common health needs and constraints across low- and lower-middle-income 
countries. It called that list “essential universal health coverage” (EUHC).

EUHC was intended as a starting point for country-level deliberation, rather than 
a prescription for all countries. It was constructed around 218 interventions that 
had compelling evidence for cost-effectiveness, feasibility, and relevance in low- 
and lower-middle-income countries. The interventions were identified through 
systematic literature reviews (emphasizing cost-effectiveness studies) appraised 
by a network of over 500 international experts, supported by 230 peer reviewers 
in a process overseen by the US National Academies of Medicine (Jamison et al. 
2018). The 218 interventions were identified through a process of harmonizing, 
de-duplicating, and standardizing all of the interventions recommended across the 
nine volumes of DCP3 (Watkins et al. 2017).

In general, DCP3 did not produce and report de novo estimates of intervention 
cost-effectiveness in different settings; it presented data from the literature for 
selected contexts. The exception, a paper released after DCP3 was published, 
reported the potential costs of EUHC in stylized low- and lower-middle-income 
countries settings (Watkins et al. 2020). The expectation was that local technical 
experts would do additional analyses to contextualize DCP3’s qualitative 
recommendations. As reported herein, several countries did conduct such 
analyses, using existing tools and guidance.
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Upon the release of DCP3 in 2018, several “country translation” initiatives were 
undertaken to adapt the recommendations into policy and practice. (Of course, 
those initiatives also drew on several other evidence repositories, each with its own 
unique value.) Part 2 of this volume explains those country initiatives in detail. 
This chapter focuses on the analyses done to generate cost-effectiveness evidence, 
financial costs, and other parameters that would inform the processes for selecting 
which interventions to include in the HBP.

The motivation for this chapter is the observation that countries have used a range 
of data, methods, and tools for those sorts of analysis. Although acknowledging 
that no “one-method-fits-all” approach exists for HBP design, the chapter notes that 
countries have struggled to find the methods and tools that fit the data they have 
available for use. A major focus of the fourth edition of the DCP series (DCP4) 
will be to develop new mechanisms and tools for priority setting that add value to 
existing tools and better meet the needs of users.

To inform the future efforts of DCP4 and partner institutions that support technical 
work on HBPs, this chapter summarizes the analytical tools, methods, and types 
of evidence used in intervention prioritization and costing exercises in eight 
countries and economies where DCP3 recommendations played a key role in HBP 
development: Afghanistan (chapter 4), Ethiopia (chapter 2), Malawi (chapter 7), 
Nigeria (chapter 9),1 Pakistan (chapter 3), Somalia (chapter 6), Sudan (chapter 13), 
and the semiautonomous region of Zanzibar (chapter 5). The source material for 
this chapter largely comes from the case study chapters in part 1 of this volume. 
(This chapter does not include DCP4 case studies from Colombia, India, the Islamic 
Republic of Iran, and Mexico because of data limitations and differences in the 
scope of those chapters.) This chapter also summarizes the findings of an in-depth 
survey of costing methods done for the related DCP3 country translation review 
process (Gaudin et al. 2023). In reviewing those experiences, the chapter outlines an 
agenda for research and development of new tools for priority setting for UHC.

IDENTIFYING CANDIDATE INTERVENTIONS AND 
ASSESSING COST-EFFECTIVENESS

As mentioned, the EUHC list provided an important starting point for identifying 
HBP candidate interventions in the eight countries and economies, but most 
made use of other data sources that complemented DCP3 recommendations. For 
example, they frequently considered interventions included in the WHO-CHOICE 
(CHOosing Interventions that are Cost-Effective) project or in the OneHealth Tool, 
along with the contents of the WHO UHC Compendium, a comprehensive database 
of health services that was developed around the same time the eight country 
and economy HBP initiatives were being undertaken.2 Finally, local experts—for 
example, clinicians participating in technical working groups—were an important 
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source of interventions in some countries, especially for specialist and tertiary 
interventions that were not the focus of DCP3 (Eregata et al. 2020).

Processes for identifying and appraising interventions vary widely across countries, 
leading to divergent definitions of interventions at different levels of granularity. 
For example, the total reported number of interventions analyzed ranges from 
97 interventions in Malawi to 1,018 in Ethiopia. Because both countries were 
looking at a comprehensive HBP that covered the entire health care system, 
this difference in the number of interventions did not reveal differences in HBP 
scope or quality; indeed, much of the difference can be attributed to the level of 
granularity at which country and economy teams defined and understood the term 
“intervention.” What is clear is that appraising a larger number of interventions 
places more burden on the assessment process, extending the time and effort 
required (and potentially requiring new or improved tools). One implication is 
that the community of experts in HBP design would benefit from developing a 
common definition/delimitation of an “intervention” for the purpose of cost-
effectiveness analysis and costing, regardless of the level of granularity required 
for informing service delivery arrangements during the HBP implementation 
phase. Standardization would also help make tools and recommendations more 
transferable across settings.

Cost-effectiveness is widely accepted as a core criterion for designing HBPs and is 
highlighted in WHO guidance (WHO 2014). Nearly all countries and economies 
reviewed in this chapter used cost-effectiveness as a criterion in their priority-
setting processes. Because of limited local data, most countries used cost-
effectiveness estimates from the literature to guide their selection. That approach 
has three main challenges.

The first challenge relates to topical relevance. Most cost-effectiveness analyses 
that appear in the literature are done as part of health technology assessment 
processes for newer drugs, diagnostics, or procedures, with the explicit objective of 
determining whether they will be covered by purchasers. For example, a published 
cost-utility analysis of trastuzumab as an add-on to current breast cancer treatment 
protocols may be relevant to a range of countries with a similar burden of breast 
cancer and similar drug prices, but it will not yield any useful insights into whether 
conventional breast cancer treatment (that is, without trastuzumab) is cost-effective 
in a low-income country where conventional treatment is not widely available. Using 
a trastuzumab study as a rough indicator of overall breast cancer cost-effectiveness 
could lead to incorrect conclusions.

The second challenge relates to the limitations of common analytical 
approaches. Most published estimates focus on the incremental cost-effectiveness 
of new technologies in comparison to the current service mix provided in that 
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setting (“incremental approach”). However, an HBP might seek to improve 
allocative efficiency, in which case the appropriate comparison might be a 
“do nothing” scenario (“sectoral approach”) instead of the current service mix 
(Baltussen et al. 2023). The approach should be tailored to the policy question 
at hand.

The third challenge relates to the transferability of cost-effectiveness estimates to 
very different contexts. For example, the cost-effectiveness of malaria prevention 
and treatment interventions varies greatly depending on the drug regimens used 
and seasonality and transmissibility (Conteh et al. 2021). Extrapolating cost-
effectiveness estimates from a study done in a high-transmission setting to a 
low-transmission setting may result in a false positive—that is, the analyst might 
determine the intervention is cost-effective when it in fact is not. Conversely, 
the cost-effectiveness of sickle-cell disease interventions varies by an order of 
magnitude depending on the incidence of this genetic disorder (Kuznik et al. 
2016). Extrapolating cost-effectiveness estimates from a study done in a low-
incidence setting to a high-incidence setting may result in a false negative—that 
is, the analyst might determine the intervention is not cost-effective when it in 
fact is. A variant of the false negative risk is that many interventions do not have 
robust evidence for effectiveness, mostly because they have been in use since 
before the era of randomized clinical trials (and therefore would be unethical 
to trial nowadays), yet they are core to any health system. Many surgical 
interventions fit into this category of being recommended despite lack of gold-
standard trial evidence (McCulloch et al. 2002).

Despite the limitations of using cost-effectiveness estimates from the literature, 
it was the most common approach in the eight country and economy case 
studies. Local experts reviewed the literature (which was in many cases skewed 
toward high-income and upper-middle-income countries) for cost-effectiveness 
estimates. In the Ethiopia initiative, the team translated those estimates to local 
values using a standardized process (Hailu et al. 2021). International cost-
effectiveness evidence has been used in other HBP initiatives, such as in Ghana 
(Vellekoop, Odame, and Ochalek 2022). Table 16.1 provides information on the 
data and tools that fed into each assessment of intervention cost-effectiveness. 
Countries and economies used the cost-effectiveness literature semi-
quantitatively to rank most interventions, and some countries analyzed some of 
the interventions using quantitative approaches (GCEA, Health Interventions 
Prioritization Tool, FairChoices Tool, or in the case of Malawi a locally 
developed tool). Ethiopia went further than the other initiatives by conducting 
de novo analyses to generate locally contextualized GCEA estimates; doing so 
required a great amount of work but likely enhanced the credibility and accuracy 
of the priority-setting process (Eregata et al. 2021).
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Table 16.1  Cost-Effectiveness Data and Tools Used in Country and Economy Case Studies

 

Source(s) of cost-
effectiveness information 
on different interventions

Tools used to analyze 
intervention cost-
effectiveness, if applicable

Number of interventions 
considereda (final number 
of interventions in the 
packageb) Other comments

Afghanistan DCP3 Health Interventions Prioritization 
Tool (http://hiptool.org)

149 n.a.

Ethiopia Locally generated estimates, 
DCP3, Tufts CEA Registry, 
WHO-CHOICE peer-reviewed 
articles

WHO-CHOICE GCEA Tool Originally considered 1,442 
unique interventions; 1,018 
included (549 high priority)

n.a.

Malawi Tufts CEA Registry, DCP2, 
WHO-CHOICE, systematic 
reviews

EHP Toole 258 (97) n.a.

Nigeria — — — Process done separately 
from the formal 
government health 
benefits package design 
process

Pakistan DCP3,c Tufts CEA Registryd n.a. 193 (88) Transferability of global 
data was done through 
an explicit process that 
included matching of 
the intervention and 
comparator and a quality 
assessment

Somalia DCP3, locally generated 
estimates

— 412 (412) Interventions identified 
and prioritized through a 
deliberative process

Sudan Did not use cost-
effectiveness per se for 
ranking; used the following 
criteria: health need, 
population impact, quality 
of evidence, value for money

— 740 (The number of 
interventions later 
increased to 824) 

Ranking criteria decided 
through deliberation; 
interventions scoring by 
two experts, adjudicated 
by a third expert; draft 
scores validated by 
clinical expert groups

Zanzibar FairChoices Tool, peer-
reviewed articles

FairChoices Tool 302 n.a.

Source: DCP4 chapters 2, 3, 4, 5, 6, 7, 9, and 13.

Note: CEA = cost-effectiveness analysis; DCP2 = Disease Control Priorities, second edition; DCP3 = Disease Control Priorities, third edition; DCP4 = Disease 
Control Priorities, fourth edition; EHP = essential health package; GCEA = generalized cost-effectiveness analysis; WHO-CHOICE = World Health Organization 
CHOosing Interventions that are Cost-Effective; n.a. = not applicable; — = not available.

a. Total initial number of interventions considered prior to prioritization.

b. Number of interventions included in the package.

c. University of Washington, Department of Global Health, DCP3, Economic Evaluation Methods, https://www.dcp-3.org/economic-evaluations.

d. Tufts Medical Center, Center for the Evaluation of Value and Risk in Health, “GH CEA Registry,” https://cevr.tuftsmedicalcenter.org/databases​
/gh-cea-registry.

e. The EHP Tool is an Excel-based, locally developed tool designed for the collection, collation, and analysis of disease burden and cost data associated with 
interventions under consideration for inclusion in the HBP.

https://www.dcp-3.org/economic-evaluations�
https://cevr.tuftsmedicalcenter.org/databases/gh-cea-registry�
https://cevr.tuftsmedicalcenter.org/databases/gh-cea-registry�
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METHODS AND TOOLS FOR COSTING AND BUDGETING

Costing is acknowledged as a critical component of any HBP reform process (Cashin 
and Özaltın 2017). Costing is required both to inform the ranking of interventions 
for priority setting—presuming it includes criteria like cost-effectiveness and budget 
impact—and to inform the overall budget envelope/resource needs to implement the 
HBP. It is important to stress that the approach to costing differs depending on how 
the cost estimate will be used. Economic costs used for analyzing the long-run cost-
effectiveness of an intervention will be numerically different from financial costs 
used for short-run budgeting and will have a different interpretation. Clarifying 
the purpose of a cost analysis is therefore essential to the conduct of the costing. 
A 2021 systematic review of 29 HBP costing studies (2000–20) from 19 countries 
summarized the approaches and data typically used (Jeet et al. 2021). Those 
29 estimates used a range of different costing methods and tools, and study quality 
(assessed by external criteria) varied considerably. Most studies conducted financial 
costing using a predominately bottom-up approach.

The Global Health Cost Consortium reference case on cost analyses laid out 
several principles that could be relevant to HBP costing (Vassall et al. 2017). Those 
principles include, importantly, the following: 

•	 Purpose of the analysis. Is it for doing cost-effectiveness analysis? For medium- 
to long-term financial planning? For annual budgeting? (The previous section 
of this chapter covers cost-effectiveness analysis; this section covers the costing 
done for assessing affordability and medium-term financial planning.)

•	 Type of costs. Are they economic or financial costs (refer to the earlier 
discussion)? Are they based on norms (for example, provided in best-practice 
guidelines) or real-world observations (for example, using on-site data collection 
approaches and/or expenditure data)?

•	 Costing dynamics. What is the time horizon of the analysis? Are the estimates 
net of any future savings (for example, from preventive interventions)? Do they 
include the costs of supporting system change and/or improving implementation?

All eight country and economy HBP initiatives featured in this chapter performed 
a cost analysis of their candidate HBP package. The initiatives most frequently used 
the OneHealth Tool (OHT)3 for modeling financial costs for a three- to five-year 
implementation plan. Country and economy analyses made use of OHT default data 
on prices and quantities, and incorporated local data. Table 16.2 provides an overview. 
As mentioned in the related paper from Gaudin et al. (2023), most of the cost analyses 
were heavily supported by international consultants. The main purpose of the HBP 
costing was to assess affordability and raise resources. None of the eight countries 
and economies linked the HBP cost estimates explicitly to budgeting and purchasing 
arrangements, raising concerns about the translation of those estimates into practice 
and highlighting an important area for future efforts (Soucat, Tandon, and Gonzales 
Pier 2023). Linking costing to budgeting and purchasing thus needs to be an 
important feature of HBP tools in the future and is a priority for the new Integrated 
Health Tool intended to supersede OHT (box 16.1).
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Table 16.2  Costing Tools Used to Generate Full Package Costs in Country and Economy Case Studies

Source(s) of cost 
information on different 
interventions (for 
example, ingredients and 
cost drivers)

Tools used to generate 
local estimates of 
package costs, if 
applicable

Time horizon of 
costing of the final 
package

Final package cost 
per capita (% of 
GDP)

Afghanistan Local data collection Cost Revenue Analysis Tool 
Plus

3 years US$6.9 (1.3%)

Ethiopia OneHealth Tool default data, 
supplemented by local data 
collection

OneHealth Tool 10 years US$34 for 2020 under 
low-cost scenario 
(3.7%)

Malawi Local data collection based 
on standard treatment 
guidelines

OneHealth Tool 5 years US$30 for 2021/22 
(4.8%)

Nigeria — OneHealth Tool 9 years —

Pakistan Local data collection Excel; each intervention was 
costed separately using a 
normative, ingredients-based 
“rapid” approach

Primary analysis: 
1 year; secondary 
analysis of projected 
costs by province: 
7 years

US$12.98 for district-
based package 
(0.98%) 

Somalia — OneHealth Tool 10 years US$33 by 2030 (5.9%)

Sudan OneHealth Tool default data, 
reviewed and updated to fit 
the country context

OneHealth Tool 7 years US$29.3 for first-year 
cost (4.8%)

Zanzibar OneHealth Tool default data, 
supplemented by local data 
collection

OneHealth Tool 10 years —

Source: DCP4 chapters 2, 3, 4, 5, 6, 7, 9, and 13. For additional details, please refer to Gaudin et al. (2023).

Note: DCP4 = Disease Control Priorities, fourth edition; GDP = gross domestic product; HBP = health benefits package; 
— = not available.

Box 16.1

The OneHealth Tool: Status and Future Directions

The OneHealth Tool (OHT)a is a tool supported by various United Nations entities (Joint United Nations Programme 
on HIV/AIDS, United Nations Children’s Fund, United Nations Development Programme, United Nations 
Population Fund, and the World Health Organization) that, since its launch in 2012, has been applied in over 80 
countries to support cost and impact modeling for health interventions and strategies. OHT allows users to select 
interventions, set targets, produce multiyear projections of cost and health impact, and map costs to budget areas and 
funding sources. Governance mechanisms for OHT include a Country Reference Group, ensuring that user feedback 
is a guiding principle for the tool design and functionalities.

box continues next page
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Box 16.1  The OneHealth Tool: Status and Future Directions (continued)

As shown in table 16.2, most countries and economies covered in this chapter use OHT during their package costing 
process. The OHT is currently being reprogrammed as an online Integrated Health Tool for Costing, designed to 
bring standard methods into a modern, online interface.

a. WHO, OneHealth Tool, https://www.who.int/tools/onehealth

OTHER CRITERIA, METHODS, AND TOOLS USED

In addition to cost-effectiveness and budget impact, other highly relevant 
criteria when prioritizing interventions for HBPs include disease burden 
addressed, risks versus benefits of an intervention, equity, financial risk 
protection, feasibility, economic and social impact, and political acceptability 
(WHO 2021), as well as locally developed criteria. For example, development of 
Ethiopia’s HBP focused on seven criteria: burden of disease, cost-effectiveness, 
equity impact, financial protection, budget impact, acceptability to the public, 
and political acceptability (Eregata et al. 2020). Those criteria mirror the 
ones most commonly used for health technology assessment in high-income 
countries, including cost-effectiveness, clinical effectiveness, and budget impact 
(Paris, Deveaux, and Wei 2010).

Although each of the eight country and economy teams used different criteria 
with different implications for analytical needs, some criteria were used in multiple 
countries. Examples include health impact, equity impact, and impact on financial 
protection. Additionally, several conducted an analysis of the potential fiscal space 
available for health, which they could then compare against the cost of the HBP, 
helping them determine whether they could afford the HBP as designed.

Six of the eight countries and economies analyzed the overall health impact of the 
HBP—that is, the anticipated health gains at the population level, with four using 
OHT (or the related Lives Saved Tool) and two using the Health Interventions 
Prioritization Tool. The Zanzibar team used a prototype version of the FairChoices 
Tool, a tool currently under development for DCP4 to support HBP design with 
a focus on including equity and financial protection alongside cost-effectiveness. 
Most teams conducted an assessment of potential fiscal space available for health, 
though as noted in a related paper, those analyses were not done in collaboration 

https://www.who.int/tools/onehealth�
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with ministries of finance, limiting their validity and usability (Soucat, Tandon, 
and Gonzales Pier 2023). Most countries and economies assessed equity impact, 
but did not use quantitative approaches. Only Ethiopia did a structured assessment 
of the financial protection properties of the candidate interventions. The range 
of tools and methods used throughout these initiatives suggests considerable 
room for methodological innovation and standardization, including quantitative 
approaches to modeling equity and financial protection alongside cost-effectiveness 
(WHO 2014). Table 16.3 summarizes the criteria retained in each of the eight 
countries and the tools used in each case.

LESSONS LEARNED AND FUTURE DIRECTIONS

This chapter summarizes the use of various analytical tools and approaches to 
support review of interventions for inclusion in HBPs in Afghanistan, Ethiopia, 
Malawi, Nigeria, Pakistan, Somalia, Sudan, and Zanzibar. Despite some 
commonalities—for example, all country and economy initiatives made some 

Table 16.3  Other Criteria and Analytics Used to Assess HBPs in Country and Economy Case Studies

Health impact 
analysis?

Fiscal space for health 
analysis?

Consideration 
of equity?

Consideration of 
financial protection? Other comments

Afghanistan Yes, as an output from 
the HIP Tool

Yes (HIP Tool) — — n.a.

Ethiopia — Yes Yes (Delphi 
process)

Yes (Delphi process) Additional criteria included 
cost-effectiveness, disease 
burden, public acceptability, and 
political acceptability

Malawi Yes, as an output of 
the OneHealth Tool

Yes Yes (qualitative 
assessment via 
dialogue)

Yes (specified EHP as 
free at point of access)

n.a.

Nigeria Yes, as an output of 
the Lives Saved Tool

— Yes (Delphi 
process)

— n.a.

Pakistan Yes, derived from the 
cost-effectiveness 
literature

Yes (standard World Bank 
methods)

Yes, qualitatively Yes n.a.

Somalia Yes, as an output of 
the OneHealth Tool

Yes (ad hoc method) — — n.a.

Sudan — — Yes, through 
weighting process

— Does not explicitly indicate 
equity but implied in the meet 
health needs criteria

Zanzibar Yes, as an output from 
the FairChoices Tool

Yes (FairChoices Tool) — — n.a.

Source: DCP4 chapters 2, 3, 4, 5, 6, 7, 9, and 13.

Note: Assessments for health impact analysis, equity, and financial risk protection are based on whether the countries addressed these considerations 
quantitatively through modeling approaches or qualitatively through discussions and incorporating explicit criteria. DCP4 = Disease Control Priorities, fourth 
edition; EHP = essential health package; HIP = Health Interventions Prioritization; n.a. = not applicable; — = not available.



Analytical Methods and Tools Used for Priority Setting and Costing for Health Benefits Packages in Low- and Lower-Middle-Income Countries	 301

attempt to appraise intervention cost-effectiveness, and all costed their entire 
HBP—the depth and scope of the analyses conducted varied widely across countries. 
Several lessons can be gleaned from their experiences that point to directions for 
DCP4 and related work.

Given the challenging fiscal environments of many low- and lower-middle-income 
countries, accurate estimates of HBP costs continue to be an important part of 
any HBP reform process. As noted by Gaudin et al. (2023), however, several 
methodological, data, and technical capacity limitations threaten the success of HBP 
costing exercises. Box 16.2 summarizes those limitations and the way forward.

Another observation involves the substantial amount of time required for the 
HBP costing exercises (usually 6–20 months) (Gaudin et al. 2023). This could be 
partly explained by the diverse range of interventions that need to be considered to 
deal with the health care system holistically. An alternative approach would be to 

Box 16.2

Key Messages on Health Benefits Package Costing Exercises

Message 1. Health benefits package (HBP) costing exercises to date have used different costing approaches, and it 
is not clear that analysts in different settings have a shared understanding of the various use cases for costs and why 
certain methods are appropriate (or not) to a specific use case. There appears to be confusion around cost estimation 
for cost-effectiveness/cost-efficiency assessments versus costing for financial planning and budgeting. Interpretation 
of costing terminology also varied, especially around the shared health system–related costs and constraints to 
scale up. A “reference case” for HBP-related costing that accounts for the different use cases could be developed to 
improve the quality of future costing studies.

Message 2. Health economists agree that there is no such thing as one “true” cost estimate. All costs are based on a 
range of assumptions and are only as good as the underlying data. Costing studies need to incorporate a standard set 
of sensitivity analyses (for example, as recommended by a future reference case, refer to message 1), acknowledge the 
range of uncertainty in cost estimates, and update their findings regularly as new data are collected.

Message 3. Most costing exercises for HBPs are still being done by international consultants rather than local experts. 
Health economics capacity-building projects can be an excellent target for future development assistance to countries 
and regions. Still, short-term trainings that address one-off policy problems are insufficient: training programs need 
to focus on building institutional capacity over the long term.

Message 4. Most countries make HBP costing and budgeting separate processes, which severely hinders the 
implementation of the HBP. Tools for HBP costing need to link to budgeting and medium-term financial planning 
processes, for example, by using a common set of data inputs and assumptions. Future directions for HBP analytics 
might also include an explicit linkage to provider payment mechanisms and other dimensions of strategic purchasing.

Source: Adapted from Gaudin et al. 2023.
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consider a set of distinct “compartments” or “modules” within the health care system 
(Norheim and Watkins 2023) that can be analyzed separately and at different times, 
making better use of limited local capacity. For example, a child health program is 
conceptually distinct enough from an adult mental health program (for example, 
workforce implications, health outcomes addressed, and financing sources) that 
the two programs could undergo separate revisions—that is, as “subpackages” 
of the broader HBP, perhaps on a rolling basis. A system of rolling updates can 
reflect political priorities and new evidence. For example, many countries are 
currently examining priority setting for primary health care interventions and/or 
noncommunicable disease interventions. It should also be recognized that countries 
usually have more than one HBP, and each HBP would have a defined scope of 
services, a unique governance mechanism, and a specific budget. For example, some 
countries have separate packages for community or primary care versus hospital or 
referral care. Country mechanisms should be set up to inform local institutions and 
local processes. Another approach is to further development processes of “adaptive 
health technology assessment.” Adaptive health technology assessment explicitly 
considers the time, data, and resource needs of different methods to generate and 
synthesize evidence for different decision criteria and has been applied in India 
and Rwanda, shortening the assessment time. Further work is ongoing to better 
understand the risks of using simplified analytical methods to inform decision-
making (Nemzoff et al., n.d.).

As noted in box 16.2, many low- and lower-middle-income countries lack robust 
institutions with locally built and sustained technical expertise to inform HBP 
analysis without relying heavily on external support. In this era of decolonizing 
global health, the international community needs to pay close attention to the ways 
it perpetuates dependency and exacerbates an unequal distribution of technical 
capacity between the global North and the global South (Kwete et al. 2022). 
Addressing this issue requires three types of changes. First, countries and economies 
need to institutionalize HBP (and where applicable, health technology assessment) 
processes to create a permanent system/structure for this sort of work to ensure 
it has an influence on policy implementation. Second, the development assistance 
community needs to support investments in technical capacity within these 
institutional structures so that HBPs can, over time, be completely locally driven and 
not reliant on external partners. Third, greater investment is needed in guidance and 
tools that are truly global public goods, along with international financial support 
for local institutions and programs that have a track record of successful skills and 
knowledge transfer. Such tools can aid in capacity building and help fast-track HBP-
related analyses. At a minimum, country teams need to be empowered to expect 
more of international consultants, including built-in efforts to strengthen local 
capacity and greater local ownership of data and outputs from their analyses.

It remains to be seen whether a wide range of countries will prioritize equity and 
financial protection and whether they can successfully integrate those outcomes 
alongside cost-effectiveness data. Few examples exist of how to use extended cost-
effectiveness analysis to estimate the consequences of multiple interventions in 
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these dimensions (Verguet et al. 2015). Since DCP3 was published, some progress 
has been made on quantifying equity outcomes (Johansson et al. 2020) and on 
optimizing health and financial protection within HBPs (Lofgren et al. 2021). 
The latter is especially important in countries where out-of-pocket payments for 
essential services are still very high. In those environments, planners face a trade-
off between spending available resources on financial protection and spending 
available resources to expand the population coverage of the HBP or the range of 
interventions included. Still, additional work is needed to fully bring those criteria 
into health and population modeling frameworks. The aforementioned FairChoices 
Tool seeks to do so.

Finally, in addition to the challenges in linking HBP costs to financing 
arrangements, there are challenges in linking HBP interventions (and their 
properties) to health system arrangements and constraints. Without explicitly 
considering shared human resources (for example, primary care nurses) or physical 
resources (for example, general hospital wards) and the sorts of services that such 
“multivalent” resources can provide, a purely technocratic analysis focusing on the 
most cost-effective interventions may lead to an incoherent health care system. 
Such issues, which form a critical part of the research agenda for new HBP tools, 
are discussed in detail elsewhere (Reynolds et al. 2023). Ideally, HBP analytics will 
also inform—and be informed by—a set of core service delivery indicators that can 
be used to monitor implementation (Danforth et al. 2023) and identify the next set 
of reforms needed to continue making progress along the path to universal health 
coverage.

NOTES

1.	 The Nigeria case study describes the review and selection of high-value interventions for 
investment done as part of the Lancet Nigeria Commission.

2.	 World Health Organization, UHC Compendium: Health Interventions for Universal 
Health Coverage, https://www.who.int/universal-health-coverage/compendium.

3.	 Avenir Health, “OneHealth Tool,” https://www.avenirhealth.org/software-onehealth.
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