Priority setting and HIV/AIDS: Formulas
and processes
Introduction
Economic evaluations alone cannot determine how much should be spent on
combatting HIV/AIDS or how that money should be spent. Allocating resources
cannot be reduced to a technical exercise. Priority setting involves a range of
value judgments and requires a process which provides legitimacy. Economic
evaluations should, however, play a central role in such a process. They
highlight the trade-offs which have to be made in resource constrained
environments, and can draw attention to the value judgments which have to be
considered when making these trade-offs. In the absence of sound economic
evaluation other factors which shape priorities may have undue influence.
This discussion paper examines the role of economics in HIV/AIDS priority
setting, with a view to identifying research priorities. Specifically the paper will
examine how economic evaluations of existing and candidate interventions can
inform resource allocation decisions. The paper focuses on allocation decisions
of responding governments, although the role of donors and other actors will
also be considered. The allocation decisions of responding governments can be
divided into three stages:
1. Allocations to relevant ministries from the ministry of finance
2. Allocations from ministry budgets to HIV/AIDS programmes
3. Allocations to specific HIV/AIDS interventions within HIV/AIDS
budgets
HIV and AIDS require a multi-sectoral response and a variety of different
ministries need resources to implement interventions. The literature, however,
has dealt primarily with allocation decisions associated with ministries of health.
This   paper   similarly   focuses   on   the   health   sector.      The   paper’s   emphasis   is  
simply a reflection of the focus on the healthcare sector in the literature and is
not   an   endorsement   of   the   return   to   the   ‘core   business’   of   prevention   and  
treatment many HIV/AIDS organizations lean towards when faced with priority
setting exercises – a tendency which leaves care and support unsupported.
To date the literature examining resource allocations for HIV/AIDS has largely
focused on stage 3.
Resource allocation tools/models and investment

frameworks have been developed to help guide decision makers towards the
efficient use of available HIV/AIDS resources (stage 3), although in some cases
they are also used to make the case for additional resources (stage 1/2). The
literature and available models provide a valuable resource for policy makers.
Of concern, however, is the extent to which there has been a tendency to try and
reduce priority setting to a technical exercise as this can alienate policy makers.
It is tempting to view the stages as progressively more technical and there is
some truth to this, but the progression is not such that stage 3 does not involve
value judgments. Indeed, process and legitimacy issues stretch over all three
stages. What is worrying is that as international resources for HIV/AIDS
stagnate or decline and stages 1 and 2 become increasingly important, the
technical focus will leave the HIV/AIDS community ill equipped to support
countries with the difficult value judgments which have to be made. To support
these stages requires a better understanding of the priority setting process, how it
is shaped by context and how to ensure that economic evaluations are given due
consideration. Moreover, it requires that connections with broader priority
setting process, and efforts to support these processes, be strengthened.
Considerable effort has been expended to strengthen planning and priority
setting for health and other relevant ministries. While HIV/AIDS priority
setting, due to the scale of interventions or the extent of external funding, has
often run in parallel to broader priority setting processes, this may no longer be
possible as demands on domestic funds increase.
This is not to suggest that the technical aspect of resource allocation decisions is
not important, or that processes have been thus far ignored. Technical aspects
are critical and research which provides better data and better ways of using it is
indispensable. Technical analysis can help donors and implementing
governments to identify potential efficiency gains. The technical support does,
however, need to be complemented with renewed effort to support and
strengthen the priority setting processes, and ensure the inclusion of economic
evaluations within that process. If this is not done, economic evaluations will
likely have limited or no impact – particularly on the allocation of domestic
resources.
To date, with only a few exceptions, economic evaluations do not appear to have
played a major role in resources allocation decisions related to HIV/AIDS.
Countries with similar epidemics and similar socio-economic contexts have
been observed to spend money in very different ways, which suggests that a
systematic assessment of how best to spend money has not been done, or has not
been considered (Forsythe, Stover and Bollinger, 2009). A number of reasons
have been given for this outcome, they include: lack of data, lack of in-country
technical capacity, contradictory messages on which interventions work,
unwillingness to target certain population groups, inefficient planning and

implementation, and donor influence. As a result, policies may often reflect
political motives and wishful thinking, or simply historic spending patterns (i.e.
past political motives and wishful thinking) (Forsythe, Stover and Bollinger,
2009). Even simple cost considerations are often ignored, with costing only
occurring after decisions have been made. Without a consideration of costs and
other resource constraints, strategic plans become a wish list – with no planning
for what to do if there are insufficient funds available to implement the plan in
its entirety. Then, when resources are insufficient, the decisions on which
aspects of the plan to implement are often made in an ad hoc manner and reflect
the priorities of those with influence over budgets (Hester et al, n.d.).
The most pronounced consequence of a failure to consider economic evaluations
in the priority setting process is that responses tend to be inefficient. Economic
evaluations are good at identifying how to spend resources to reach a given goal
efficiently. Ignoring the information on relative efficiency leaves policy makers
free to spend on less cost effective interventions. This has been argued to
contribute to funding for prevention lagging behind funding for treatment
(Alistar and Brandeau, 2010). Moreover, disregarding information of the relative
efficiency of interventions has been argued to contribute to the failure to
adequately fund interventions for most at risk populations, particularly when
they are stigmatized. An explicit focus on how much more efficient
interventions for most-at-risk populations (say drug users) are when compared to
those for the general populations, makes it more difficult for policy makers to
justify ignoring these cost-effective interventions.

Actors and context
Before moving on to a discussion of the three stages of the priority setting
process, it is useful to consider the various actors involved. The in-country
priority setting process can involve a wide range of actors, including: the
executive branch of government, ministry of finance, ministry of health,
ministry of welfare, ministry of education, civil society groups, community
organisations, the courts and donors. The socio-economic and political context
plays a role in the way in which these actors interact. The level of press
freedom, national income, income parity, ethnic diversity and traditionalism, for
example, have all been argued to shape HIV/AIDS policies (Peiffer and
Boussalis, 2010).
The role of donors in the policy making process has received significant
attention in the literature on health policy. It has been argued that donors distort
national priorities for health. Esser and Bench, for example, have argued that
donors often have a distortionary effect as their funding priorities for recipient

countries do not reflect the burden of disease profile of those countries (2011).
Others have argued that donor influence can even prompt governments to skew
the spending of domestic resources towards donor priorities (Sridhar and
Gomez, 2011). The approach to funding is likely to have a significant effect on
the extent to which donor funding distorts national priorities. Sector-wide
approaches, for example, are likely to have less effect than funding for specific
interventions (Kapiriri, 2012). Specific to HIV/AIDS, Forsythe, Stover and
Bollinger have suggested that large-scale, external funding may have prompted
some countries to be less concerned about priority setting (2009).
The impact of donor funding on domestic priorities is, to a large extent, likely to
be determined by the scale of donor funding relative to available (and
committed) domestic funds. Globally donors are estimated to contribute just
under half of HIV/AIDS funding. However, in low income countries (both high
and low prevalence) donors are funding more than 90% of HIV/AIDS programs,
but the importance of donor funding declines as GDP per capita increases
(Haacker and Greener, 2011). The impact on priority setting of donor priorities
is, therefore, likely to be far larger in low-income countries. Moreover, if donor
funding in the future is cut across the board, HIV/AIDS programmes in lowincome countries will be much harder hit.
Given the extent of donor involvement, particularly in the highly affected subSaharan African region, it is worth considering whose priorities should be
reflected in national plans. Kapiriri discusses the extent to which donors can
legitimately influence priorities (2012). She points out that donors are not
elected by the host country, are not representative of the people they seek to
serve and may not respect local values. However, she also notes that it is their
money and they have a responsibility to reflect the values of their tax payers (or
benefactors/contributors in the case of non-governmental donors). It would
seem, therefore, that donors do have a legitimate right to be involved in the
priority setting process, but the extent of that right is debatable. For governments
which are seen to neglect some of their people there is also a debate to be had
regarding to what extent donors have a duty to try and influence priorities.
The major role played by donors suggests that any discussion of priority setting
needs  to  consider  what  donors’  priorities  are,  how  they  are  determined  and  what  
role they do and should play in priority setting at the country level. Consider for
example the Global Fund. An analysis of Global Fund allocations found that the
resource distributions are skewed towards low-income, high-prevalence
countries (Avdeeva et al, 2011). The authors suggest that this provides evidence
of successful targeting , but they do not address the question of whether or not
the distributions were skewed enough – maybe the Global Fund should target
low-income countries more heavily than it currently does. In fact, as the Global

Fund cuts funding to some middle income countries they are indicating that they
believe funding (particularly if the total available pie shrinks) should be more
heavily directed towards low-income countries. There are clearly political and
other factors which have to be considered when discussing the appropriateness
of Global Fund distributions. An awareness of these factors is central to any
discussion of the involvement of donors in country priority setting.
Any discussion of priority setting must consider the motives and actions of
responding governments. Responding governments allocate their own resources
to interventions, and they decide how to alter such allocations when donor
resources are received. Lu et al estimated that for every US$1 received in
development assistance for health, countries reduced expenditure on health from
domestic sources by an average of US$0.43 (2010). Although this finding has
been challenged (Batniji and Bendavid, 2012) and results vary widely across
countries, it still draws attention to the importance of national governments in
the priority setting process, particularly the ministries of finance. Many would
argue that government reductions in domestic allocations to health are the
rational response to increased funding for health from external donors. If a
government has allocated funds in a way it feels is optimal, it is unlikely that it
would agree that additional funding should all go to health. Government may
agree that some of it should go to health (say 57 cents in the dollar, i.e.
US$1.00-US$0.43), but not all. By selecting to donate to healthcare donors are
saying that all of these additional resources should be spent on health. When
seeking to influence priorities, it is important to ask why there is a difference
between what donors and recipient governments want to see spent on health as
opposed to other sectors. It could be that one party knows better than the other
what is best for the people of the recipient country. It may be that one party
cares more for the people of the country than the other and so places greater
emphasis on their needs as opposed to other factors affecting resource
allocation. Differing values and levels of understanding will, almost always,
lead to there being some differences between the priorities of donors and
recipient countries. Concern should, however, arise when those differences are
large. Efforts to understand why large differences occur, and how they might be
bridged, are potentially important to facilitating a more transparent priority
setting process. This is an issue not only for HIV/AIDS, but for aid in general.
Initiatives to understand and reduce differences in donor and recipient priorities
in relation to HIV/AIDS should consider the advances made in relation to
development aid in general, such as the Paris Declaration.
Domestic governments are not homogenous entities. Ministries of health and
welfare may well disagree with priorities reflected in the resource allocations
they receive from ministries of finance. That is to say nothing of the motives of
the executive branch (Dionne, 2009). In addition to government, there are many

other domestic actors who should, and sometimes do, influence policy. Any
effort to become involved in the priority setting process in a country would do
well to understand the terrain.
Given the number of actors involved, developing or strengthening processes to
coordinate their involvement can appear daunting. In response it is tempting to
try and remove the need for a process by reducing the priority setting to a
technical exercise. HIV/AIDS priority setting is sometimes framed as simply a
technical analysis to identify how resources should be allocated such that the
number of infections averted or lives saved is maximized for a given budget.
This, however, does not do away with the need for a process, it simply ignores
the need. There is no technical solution. There will always be value judgments
– are all ages to be valued equally? Do you weigh current lives more highly than
future lives? etc. As long as there are value judgments, there is a need for a
process so as to involve all those who have a legitimate right for their values to
be considered. Moreover, technical solutions which fail to draw out the value
judgments made are often dismissed by policy makers; policy makers may not
always be able to pinpoint the reason they disagree, but, if the conclusions do
not sit comfortably with them, they are likely to resist them. The inclusion of
economic evaluations in a process which focuses on value judgments will draw
out the differences, hopefully leading to debate rather than unease. In many
cases both the technical information and the priority setting process already
exist, the challenge then is to bring them together. This will involve breaching
the gap between academic and political processes so as to identify and evaluate
the real factors affecting HIV decision making.
The relative importance of value judgments and technical solutions differs
depending on the stage of the priority setting process: The greater the difference
in policies being prioritized, the greater the importance of value judgments. For
example, there are significant differences between choosing between spending
more on HIV/AIDS as opposed to road construction, and choosing between
different approaches to PMTCT. For this reason, the balance of this paper
discusses the priority setting by stage, i.e. allocations to relevant ministries from
the ministry of finance; allocations from ministry budgets to HIV/AIDS
programmes; and allocations to specific HIV/AIDS interventions from
HIV/AIDS budgets. Given that the HIV literature has focused on the final stage,
the paper will discuss the three stages in reverse order.

Allocating funds to specific HIV projects within
budgets
There is clearly a need to improve the priority setting process for HIV/AIDS. It
is critically important to allocate the resources that are available to the best
possible effect. It is hard to ask for additional resources when those that are
available are misspent. Moreover, if resource flows stagnate or decline it will
become even more important to spend the money well, particularly if we are to
see continued progress in slowing the spread of the epidemic, limiting the
number of deaths and mitigating the suffering.
The question is: how do you define the best possible effect? The most popular
approach has been to use cost effectiveness analysis (CEA). CEA can be useful
and tools built around CEA can help inform decision makers. However, CEA is
limited and caution must be exercised when interpreting the results.
Cost effectiveness analysis provides an estimate of the cost per unit of a targeted
outcome (e.g. cost per HIV infection avoided). This allows interventions, which
seek the same outcome, to be compared in terms of their relative efficiency at
generating such outcome. On the cost side of the estimation, it is important to
be clear on whether the costs are only those incurred by the provider or also
those incurred by broader society. Moreover, it is necessary to be clear on
whether the costs include only financial expenditure or all economic costs (i.e.
the   value   of   all   resources   used,   even   those   not   paid   for,   such   as   volunteers’  
time). At the two extremes, CEA based on economic costs from the perspective
of society provide an estimate of efficiency from a societal perspective; CEA
based on financial expenditure from the perspective of the provider give an
estimate of the efficiency from a budget perspective.
The choice of outcome measure is the critical aspect of CEA. If policy makers
are selecting from a group of interventions which have a single common
outcome measure, then CEA is very useful, e.g. when selecting between
PMTCT interventions. The strength of CEA in the PMTCT example comes
from the ability to define the outcome in very narrow terms: the cost per infant
infection averted at six weeks of age within a given population. If the outcome
measure were simply HIV infections averted, more interventions could be
compared, but the results would not lead as directly to a conclusion. The cost
per HIV infection averted allows for the comparison of everything from PMTCT
to male circumcision. The problem is that the target population is no longer the
same and people may not attach the same value to an infection averted in
different populations.

A number of outcome measures have been suggested to allow comparison
across different interventions/populations (e.g. life years gained and Disability
Adjusted Life Years (DALYs) averted). All of them require value judgments to
be made, typically concerning the relative value of different states of health, and
of health and life for different age groups. Policy makers should agree with
CEA rankings to the extent that they agree with the values on which the
outcome measures are based. However, in an apparent attempt to present
priority setting as a positive rather than a normative exercise, the value base of
outcome measures is often not mentioned. DALYs, in particular, are widely
used with no reference to the many value judgments from which they are
derived – value judgments which have been seriously questioned (Anand and
Hanson, 1997).
Although intervention rankings derived from CEA alone should rarely be used
to set priorities, CEA results should be considered in HIV/AIDS priority setting
exercises. Other non-efficiency criteria must also be considered, but a failure to
consider relative efficiency can lead to gross misallocations. Policy makers may
value infections averted among the general population more than they do
infections averted among drug-users. A consideration of CEA forces them to be
explicit about just how much more they value the life of a member of the
general population compared to the life of a drug user – possibly leading to a
revision of priorities. It is in such ways that economic tools which seek to
support an efficient allocation of HIV/AIDS resources can be very useful. They
can be used to inform the priority setting process.
A number of costing tools have been developed to support the priority setting
process for HIV/AIDS. A recent review by UNAIDS of HIV costing tools
available to policy makers identified 26 tools (2011). Of these, 6 were designed
to support priority setting: the Decision Makers Program Planning Tool
(DMPPT); the Goals Model; Goals Express; the Marginal budgeting for
Bottlenecks (MBB) tool; the OneHealth Model; and the Research Allocation for
Control of HIV (REACH) Model. The UNAIDS review discusses the strengths
and weaknesses of each of the models.
The upshot of the UNAIDS review is that models exist: they can be, and are in
the process of being, improved. Such improvements should consider not only
the accuracy of results, but continued or improved usability. A major concern
raised in the review is that such models are not widely used or, when they are
used, the results are largely ignored. The report suggests that this is because
policy makers have been acting in the belief that the goal is universal access to
all interventions and, as a result, had not been considering the need to prioritize.
This highlights the need for a process into which results from the application of
these tools can be fed. Current processes are clearly not sufficient and the results

of economic evaluations will have little effect if there is no systematic
prioritization occurring in the first place.
Similar reviews and discussion papers echo the conclusions of the UNAIDS
review. Hester et al, report that few countries mention CEA as a central issue in
the strategic planning process, and even tracking of spending is limited (n.d.).
Lasry et al argue that models are not used because they are too complex and the
data requirements are too high (2009). The question of complexity is a
contentious one. The UNAIDS review notes that one of the limitations of the
Spectrum model is that it is seen as a black box because the calculations are
hidden behind a slick frontend. The Spectrum model is, however, probably the
most used HIV/AIDS planning tool, and in part this is likely to be because the
complex calculations are hidden behind an easy to use frontend. Lasry et al go
on to argue that use of available tools is limited as the focus has been on
improving the technical aspects of the models, not on how to integrate models
into the policy making process. Forsythe, Stover and Bollinger, provide some
informative examples of instances when tools have been applied (2009). They
mention their use in Lesotho, Kenya and Ukraine, among other places. They do,
however, note that the analysis was typically done to secure additional funds
from a donor, as opposed to reorganizing existing spending patterns.
The primary problem appears not to be the tools, but their lack of use. There are,
however, a number of ways in which the existing tools can be improved so as to
better inform priority setting. Possible improvements include: examining nonlinear impacts; non-linear cost functions; synergies between interventions; and
including more than a single outcome measure. It may be misleading to assume
that a given increase in the scale of an intervention will lead to the same impact
and cost the same to deliver. Non-linear outcomes and costs may change CEA
rankings – this highlights a general weakness with CEA, i.e. that rankings may
be unstable over time. Interventions may work better when implemented in
combination, including this possibility may again change CEA rankings.
Finally, policy makers may be interested in outcomes other than the
effectiveness measure which is being used to rank interventions.
Even without new data, such improvements would be useful – they would allow
for the implications of different assumptions regarding scale and scope to be
examined. But if such improvements are to be fully utilized, more data is
needed. Data on costs and outcomes at different scales of delivery are required
(Galarraga et al, 2009). Studies examining the synergies between interventions
would be particularly useful – fortunately a growing number of such studies are
already underway. As   a   result   of   US   Government   and   Gate’s   Foundation  
funding the London School of Hygiene and Tropical Medicine in partnership
with others is examining a strategy combining household-based HIV testing

with universal community-based HIV treatment in Zambia and South Africa.
The Harvard School of Public Health is evaluating the impact on HIV incidence
of expanding coverage of an integrated set of HIV prevention interventions in
Botswana. Johns Hopkins University is evaluating the impact of an integrated
set of biomedical, behavioural and structural HIV prevention interventions in
Tanzania. The results of these studies will be highly informative, but more is
certainly needed, particularly when examining the importance of context in
determining effectiveness. Country specific CEA results and examinations of
how the same intervention plays out in different contexts would be helpful
(Alistar and Brandeau, 2010). CEA studies of intervention for which there is
currently a scarcity of data would allow the models to include a broader range of
interventions, such as: HIV surveillance, school-based education, universal
precautions, prevention for positives and more structural interventions
(Galarraga et al, 2009).
Tools could be more nuanced in their presentation of results. It is often too
simplistic to show that an intervention is more cost effective than another.
Attention must be paid to uncertainty. It may only be more cost effective if
implemented efficiently and targeted at a particular population group (BautistaArrendondo et al, 2009). Moreover, it may only be effective at all if certain
social barriers are overcome (Bautista- Arrendondo et al, 2009). Highlighting
which interventions may be hindered by social acceptability is important as it
may be necessary for complementary interventions to address stigma and other
barriers to be implemented simultaneously. Moreover, data quality varies and it
is worth indicating the quality of data on which the cost effectiveness of
different interventions is based. It is also worth noting when data are not
available, indicating that there may be more cost effective options, but due to
data constraints they could not be assessed. Not examining the cost effectiveness
of an intervention because it is known not to be effective is very different from
not examining an intervention which is thought to be effective but has not yet
been adequately tested.
There are, therefore, a variety of ways in which the data, analysis and
presentation of results can be improved. These improvements will lead to more
powerful tools, which provide more relevant and accurate results to support the
priority setting process. They will, however, be of limited use unless they are
included in a priority setting process. The importance of the process and the
non-technical aspects of priority setting are more pronounced the wider the
range of interventions under consideration. As mentioned, examining alternative
interventions for PMTCT is primarily a technical exercise, comparing different
HIV prevention interventions is somewhat more complicated, comparing
prevention to treatment more complicated still and comparing both to care and
support is another matter altogether. The greater the variation in outcomes and

beneficiaries, the more important other factors, such as equity considerations,
become. Moreover, while CEA is useful when there is a given budget, or a
given target for a specified outcome, it is not so useful when budgets and targets
have yet to be set. This is because setting them requires a comparison of the
value of HIV/AIDS interventions in relation to other interventions, either within
the same ministry or between ministries.

Allocating funds to HIV/AIDS programmes within
ministries
Allocating resources to HIV/AIDS interventions from within a ministry of
health (or other relevant ministries involved in a multi-sectoral response)
involves the comparison of HIV/AIDS interventions with a host of other
healthcare interventions ( or education interventions if within the education
ministry etc.). Within the health sector, outcome measures such as DALYs were
developed to facilitate the use of CEA in precisely this type of situation. They
have been developed to allow the relative efficiency of different health related
interventions to be compared. As mentioned previously, the rankings which are
derived from the application of CEA using such outcome measures should be
accepted to the extent that the value judgments which underlie the measures are
acceptable. For example, if you believe a year of life of a young child or older
person is worth less than that of someone in their 20s, that future lives are worth
less than current lives (quite a lot less) and you believe that a blind person who
is also poor suffers the same as a blind person who is wealthy, then ranking
interventions according to the cost per DALY averted should be acceptable to
you.
There are many factors which should be considered in a comparison of health
care interventions. A growing body of work is emerging which seeks to develop
transparent and systematic approaches to priority setting which take into
consideration multiple criteria (Baltussen and Niessen, 2006). One example is
the Balance Sheet Method (c.f. Makundi et al, 2007). This method includes
CEA results but notes that attention must be paid to political constraints, donor
priorities, internal government differences, finance systems, and public
acceptability. The method involves collecting information on disease
prevalence, disease burden, current coverage of interventions, the severity of
target health conditions, CEA results and equity considerations. This
information is presented to policy makers and interest groups, who then discuss
what should be prioritized. A number of methods have been developed to help
quantify the weight which participants attach to different criteria (Peacock et al,
2009). Efforts have also been made to develop lists of what criteria should be

considered in order to avoid important aspects being overlooked (Baltussen et al,
2010). These approaches work well when the important aspects of the
interventions can be quantified. In instances where important aspects cannot be
quantified, there may be a need to combine quantitative and qualitative data
(Goetgnebeur et al, 2010), but this may make ranking more difficult. One
approach which helps address this problem is to produce priority groupings
rather than rank ordering interventions (Baltussen et al, 2010).
The multi-criteria decision making approaches provide useful examples of
attempts to address the complexity of priority setting. They do, however, suffer
from a number of limitations. As mentioned, they do not deal well with nonquantifiable outcomes. More importantly, they may not reflect the values that
should be used to determine priorities. These approaches help reveal
participants’   preferences,   but   there   may   be   a   disconnect   between   the   values  
being applied and the values that arguably should be applied (Kapiriri and
Martin, 2007). Like CEA, multi-criteria decision making approaches provide a
useful input into the decision making process, but are, on their own, insufficient.
Some would argue that including so many factors in a process over-complicates
matters and that cost benefit analysis (CBA) does away with the need for this.
CBA requires that all costs and benefits be valued in monetary terms. The total
value of the costs is then subtracted from the value of the benefits to yield either
a net benefit or a net cost. If there is a net benefit, the intervention should be
undertaken. Theoretically this allows for interventions with different outcomes
to be rank ordered in terms of their net benefit (or cost).
CBA have been conducted for HIV/AIDS interventions. For example, the
RethinkHIV project conducted a number of CBA examining a range of
interventions, from vaccine development to alternative approaches to treatment
to health systems strengthening (http://www.rethinkhiv.com). The purpose of
the project was to support the prioritization process. Once analysis on the CBA
of different types of HIV interventions was completed by commissioned experts,
a consultation process involving leading economists was undertaken to review
the findings. The commissioned experts were requested to conduct CBA by
attaching a US$ value to estimates of DALYs averted by different interventions.
The approach was intended to allow for comparison across interventions of
different types. Some of the commissioned experts, however, questioned the
approach. This is because the problem with CBA is agreeing how to determine
the appropriate monetary value of health benefits. This problem arises with all
CBA related to health, as there is no non-controversial method of attaching
monetary values to health and life (or illness and death). For example, when
Brent conducted a CBA for VCT in Tanzania he used the value of statistical life
and human capital approaches (2010). The former attaches a value to life based
on analysis of pay differentials for high risk jobs. The latter estimates the value

of life based on potential productivity. A less direct route is to quantify (in
monetary terms) a range of benefits without explicitly valuing lives. Resch et al,
for example, estimate that the economic benefits of continued treatment of
current patients who are part of the current cohort receiving treatment cofinanced by the Global Fund will substantially offset or exceed the costs of
continued treatment (2011). They considered the impact on labour productivity,
averted orphan care costs, deferred medical treatment associated with
opportunistic infections and end of life care. Arguably such an approach is
flawed because costs to one party may be benefits to another, for example lost
employment for one person may lead to gained employment for another. This
problem can be addressed by examining the net impact on the economy.
Macroeconomic simulations suggest that HIV treatment may lead to a net saving
at the level of society (although not always) (Ventelou et al, 2012).
The problem with CBA is that many people are uncomfortable attaching a
monetary value to good health, let alone to life. They argue that health and life
are materially different from other types of benefits and cannot justifiably be
reduced to a monetary value. Others would argue that when setting priorities in
health there is no way around attaching a monetary value to health and life – you
can do it explicitly in a CBA or implicitly in the allocation of funds. There
areis, however, an important distinctions to be made here. Firstly, saying that a
life is worth US$X is different from saying that having considered other
obligations we can afford to spend US$X on saving that life. Moreover, even
for those who see the first difference as semantics, there is a difference between
the amount policy makers deem appropriate to spend after due deliberation, and
the value of life as determined by some economic analysis: the former is an
output of a process, while the latter is an input. Arguably the economic analysis
could inform the deliberation, but by doing so you anchor the discussion to a
figure, and anchors, even irrelevant ones, have a profound effect on final
conclusions. To define the value of a life by assessing future productivity is
hard to accept as an anchor, it is far too simplistic and reduces human life to a
single element – disabled people, children, women (if you use salary
information as a measure of productivity), and the elderly, among others, would
all be discriminated against. Similar problems can be identified with all other
measures which attempt to capture the value of health and life in monetary
terms. While such measures may be problematic, identifying how much is
typically spent on saving a life and using this information to help judge if a new
intervention is worthwhile, could be useful and would promote consistency.
Indeed, reflecting on past decisions is likely to be key to ensuring consistency in
a priority setting process. The point is, placing a value on life and health is a
value laden exercise and therefore necessitates a political process, not a
technical calculation. CBA as typically implemented conceals the moral aspects
of the allocation decision which is hard to justify.

This does not mean that analyses which examine the economic consequences of
different interventions are not useful. They are only a problem when they
present the economic returns as indicating the value of life and health. If the
benefits are presented as saved lives and the consequent economic benefits,
there would not be as many objections. The cost of inaction method proposes an
approach which provides a framework for such a presentation (Anand et al,
2012). The approach compares costs to constitutive and consequential benefits.
The constitutive benefits (or direct benefits) are the primary aim of the
intervention. The consequential benefits (or indirect benefits) are additional
benefits which accrue as a result of the intervention. The distinction allows for
the inclusion of a range of benefits without creating the perception that the
consequential benefits determine the value of the constitutive benefits. In the
above case, improved health and lives saved would be the constitutive benefits
of HIV/AIDS treatment. Macroeconomic benefits (and many other benefits)
would be consequential benefits. Benefits can be measured in any number of
different units, or could even be qualitative and simply described. The idea is
to provide a full description of the implications of undertaking an intervention,
to support the decision making process. Of course, such an approach does not
allow for the mechanical ranking of alternative interventions. An intervention
which saves more lives but generates fewer economic benefits cannot be
automatically considered inferior. That requires a judgment call, which again
requires a process.
Gruskin and Daniels provide a strong argument for a process not a formula or
algorithm   for   generating   priorities:   ‘An   algorithm   would   do   away   with   the  
process, and it is precisely the   process   that   is   the   point’   (2008,   p1557).      The  
authors propose the concept of accountability for reasonableness, which defines
what is required of a process. The requirements are: 1) publicity – decisions and
their rationale must be publicly accessible, 2) relevance – the rational for the
decisions must provide a reasonable explanation for the priorities set, 3) revision
and appeals condition – there must be opportunity to challenge and dispute
priorities and contribute to the improvement of future decisions 4) regulation to
ensure 1,2, and 3. Cost effectiveness analysis and multi criteria decision
approaches, and indeed human rights arguments, theories of justice etc. can all
feed into such a process, but none of them remove the need for a process. The
question in the context of HIV/AIDS is the extent to which the existing priority
setting processes meet these criteria, and the extent to which economic
evaluations are successfully fed into them. Moreover, with increasing need for
domestic resources to be allocated to HIV/AIDS interventions, it must be asked
to what extent such process involve ministries of finance, and to what extent the
information fed into them is relevant to representatives of these ministries.

Allocating funds to health and other relevant
ministries
Allocations to health and other relevant ministries are a product of government
policy. Understanding the policy formation process, therefore, is central to
understanding how allocations might be influenced. Policy is a product of
process and the process in each country is likely to be different, shaped by
politics and power relations (Gilson and Raphaely, 2008). Different actors with
different motives will be involved. Any attempt to promote the consideration of
economic evaluations in such processes requires an understanding of the specific
context. Moreover, it requires an understanding of existing efforts to strengthen
policy making processes more generally. Considerable effort has been expended
to promote effective planning across government sectors, to improve the
interaction of donors and governments to avoid damaging fluctuations in
funding and to coordinate responses. The HIV/AIDS community is not alone in
its wish to see improved priority setting. The need to coordinate with other
priority setting processes is particularly important when approaching ministries
of finance as they will be intimately involved in these other processes already.
Allocations across ministries will not only require the comparison of HIV/AIDS
interventions to other types of intervention, but also the comparison of different
types of HIV/AIDS interventions. A multi-sectoral response requires
interventions to be implemented by a range of ministries, which requires that
resources be divided between these ministries. Some of the interventions will be
aimed at the same outcome, if so CEA may be useful. For example, CEA can
help when wanting to compare the relative efficiency of medical male
circumcision and school-based prevention. Again the problems associated with
comparisons across different populations arise. More difficulty, however, is
likely to occur when comparing across interventions with very different
outcomes. For example a CEA cannot help when allocating resources between
prevention interventions and care and support for children who have lost their
parents. A CBA would also be of limited use, it is again difficult to attach a
monetary value to certain types of outcome, for example to a reduction in child
depression – certainly such a reduction would improve educational outcomes,
and thereby improve future productivity, but that is not really the sum of its
value. Here again an approach which outlines the wide array of outcomes
associated with different types of interventions could provide a more useful
input into the policy making process.
The RethinkHIV debates which followed an analysis of the literature on
alternative interventions provide an excellent example of the type of discussions
of economic evaluations that need to be promoted. RethinkHIV commissioned a

series of background papers that looked at the cost effectiveness and cost benefit
ratios of a range of HIV/AIDS interventions. These background papers were
provided to a group of economists, including Nobel Prize winners, who were
asked to set priorities for future investments. The panel did not simply take the
cost effectiveness or cost benefit rankings supplied by the background research
and accept that the rank order of interventions according to their cost-benefit
ratios was ideal. Rather they considered these results along with other relevant
factors such as institutional preconditions for success, ethical considerations,
humanitarian urgency, the state of the healthcare system, uncertainty of
outcomes and fear of doing harm. The question is how to promote similar
debates, involving all relevant parties, in the countries most affected.
One way to promote such debates is to ensure that relevant information is
available to inform such discussions. The executive branch of government, the
ministry of finance, the legislators, and civil society may be interested in more
than the cost per DALY averted. Involving these parties may require a more
comprehensive approach to the evaluation of potential interventions. The
broader economic and social impacts of improvements in health associated with
reductions in HIV morbidity and mortality may need to be more fully explored
and reported on. A first step would be to investigate what information those
outside of implementing ministries would find useful in determining priorities.
Then it would be important to identify the best ways of presenting this
information and to examine different ways in which it can be fed into the
priority setting process so that it receives the warranted consideration. This
requires an understanding of how priorities are currently being set and of efforts
to improve these processes.
Strengthening national capacity to not only engage in, but to manage, processes
which facilitate such debates may be a way in which HIV/AIDS resources can
be used to generate broader systems strengthening. National capacity has been
shown to be critical for successful priority setting exercises in the developing
word (c.f. González-Pier et al, 2006). A potentially fruitful area of future
research would be to examine approaches to developing national capacity to
conduct legitimate prioritization processes and strengthen priority setting
institutions. National capacity might, for example, be greatly improved by
strengthening the capacity of implementing ministries to conduct and review
comprehensive economic evaluations of alternative interventions. Implementing
ministries may be required to make their case for additional funds to ministries
of finance, improving their capacity to do so may be invaluable. Strengthening
the capacity of ministries to do this for HIV/AIDS interventions will have spillover effects for other areas – thereby strengthening the system more generally.

Summary and key research areas
Economic evaluations have the potential to inform the restructuring of responses
to HIV/AIDS so that greater impact can be achieved for the same or possibly
fewer resources. At a time of hardening resource constraints, such restructuring
is essential. Failure to re-orient spending will lead to stagnation in the response,
limiting future gains and possibly even the reversal of gains already won.
There are a number of ways in which the existing tools which aim to support
priority setting in HIV/AIDS can be improved upon. Possible improvements
include:
 Greater attention to interactions between different interventions. This will
allow policy makers to prioritize sets of actions, possibly leading to a
more efficient response.
 Consideration of economies of scale and scope (or diseconomies).
Interventions may become cheaper or more expensive the larger the scale
or when they are combined with other interventions. Changing cost
structures may significantly change cost effectiveness ratios.
 Include multiple outcomes. Although this diminishes the ability to
mechanically generate rankings, it provides a more comprehensive picture
to policy makers of the implications of their priority setting. Particular
attention should be paid to including outcomes which are relevant to
policy makers and constituencies outside of implementing ministries.
More and better data are required to amplify the effect of resource allocation
tools and any improvements to them. Urgent data requirements include:
 Data on the effectiveness of different combinations of prevention
interventions. Studies are underway in Zambia, Tanzania and South
Africa.
 Data on the costs and/or effectiveness of interventions which currently
are not dealt with comprehensively in the literature, such as school-based
education and structural prevention interventions.
 Data on economies of scale and scope. Estimating cost functions requires
data from large scale interventions, not small trials.
 Data on a broader range of outcomes of HIV/AIDS interventions.
Implications for household finances, the healthcare system, the national
economy, and children in affected families are among the many impacts
which have been investigated previously. There has, however, been less
research on how these and other impacts are reduced as a result of
interventions (particularly interventions not directly focused on a specific
impact e.g. the implications of adult treatment for child outcomes). If

tools are to provide information on a broader set of intervention
outcomes, these data are needed.
Improving the tools and the data that inform them is a critical step in promoting
greater consideration of economic evaluations in the priority setting process.
Such efforts will, however, likely have limited effect if the resultant analysis is
not introduced in the appropriate way into an appropriate priority setting
process. A process is required, both to increase policy makers engagement with
the economic data, but also to allow for the consideration of other relevant
factors which should and do influence HIV/AIDS policy. Concerns with equity,
competing priorities in health and other sectors, human rights, political and
social constraints, and many other factors must be taken into account when
setting HIV/AIDS budgets and identifying priority interventions. Existing
strategic planning processes appear, in general, to concentrate on grand plans
which avoid hard debates by including everything for everyone. Priority setting
is then left to chance or to the ad hoc application of a range of relevant and
irrelevant criteria as those with influence choose to implement, adapt or ignore
interventions included in the plan.
A concerted effort to develop an understanding of how to strengthen the priority
setting process is required. Research examining how priorities are currently set
and what information and interventions could be undertaken to improve upon
the status quo could prove to be invaluable. When examining how priorities are
set it is imperative to try and understand why the results of economic
evaluations are rarely considered. If it is, as the UNADIS review suggests,
because there has been a perception that universal access to all interventions is
the goal, then the remedy will be quite different from what it would need to be if
it is because the results were not understood or trusted. Understanding the
process is critical not only because it is important to strengthen the process to
increase its legitimacy, but because economic evaluations will likely continue to
be ignored unless they are integrated into the process in an appropriate manner.

References
Alistar S and Brandeau M. 2010. Decision making for HIV prevention and
treatment scale up : Bridging the gap between theory and practice. Medical
Decision Making, 32: 105.
Anand S, Desmond C, Marques N and Fuje H. 2012. The Cost of Inaction: Case
studies from Rwanda and Angola. FXB Center for Health and Human Rights,
Boston, MA.
Anand S and Hanson K. 1997. Disability-adjusted life years: A critical review.
Journal of Health Economics, 16: 685-702.
Avdeeva  O,  Lazarus  J,  Aziz  M  and  Atun  R.  2011.  The  Global  Fund’s  resource  
allocation decisions for HIV programmes: addressing those in need. Journal of
the International AIDS Society, 14: 51.
Baltussen R and Niessen L. 2006. Priority setting of health interventions: the
need for multi-criteria decision analysis. Cost Effectiveness and Resource
Allocation, 4: 14.
Baltussen R, Youngkong S, Paolucci F and Niessen L. 2010. Multi-criteria
decision analysis to prioritize health interventions: Capitalizing on first
experiences. Health Policy, 96: 262–264.
Batniji R, Bendavid E (2012) Does Development Assistance for Health Really
Displace Government Health Spending? Reassessing the Evidence. PLoS Med
9(5): e1001214.
Bautista- Arrendondo S, Gadsdena P, Harris J and Bertozzi S. 2009. Optimizing
resource allocation for HIV/AIDS prevention programmes: An analytical
framework. AIDS, 22 (suppl 1): S67–S74.
Brent R. 2010. A social cost-benefit criterion for evaluating voluntary
counseling and testing with an application to Tanzania. Health Economics, 19:
154–172.
Dionne, K. 2009. The role of executive time horizons in state response to AIDS
in Africa. Comparative Political Studies, 44(1): 55–77.
Esser  D,  and  Bench,  K.  2011.  Does  global  health  funding  respond  to  recipients’  
needs?   Comparing   public   and   private   donors’   allocations   in   2005–2007. Open
Access Publication by UMMS Authors. Paper 2238.

Forsythe S, Stover J and Bollinger L. 2009. The past, present and future of HIV,
AIDS and resource allocation. BMC Public Health 2009, 9(Suppl 1): S4.
Galárraga O, Colchero M, Wamai R and Bertozzi S. 2009. HIV prevention costeffectiveness: a systematic review. BMC Public Health, 9(Suppl 1): S5.
Gilson L and Raphaely N. 2008. The terrain of health policy analysis in low and
middle income countries: A review of published literature 1994–2007. Health
Policy and Planning, 23: 294–307.
Goetghebeur M, Wagner M, Khoury H, Rindress D, Grégoire J and Deal C.
2010. Combining multicriteria decision analysis, ethics and health technology
assessment: Applying the EVIDEM decision making framework to growth
hormone for Turner syndrome patients. Cost Effectiveness and Resource
Allocation, 8:4.
González-Pier E, Gutiérrez-Delgado C, Stevens G, Barraza-Lloréns M, PorrasCondey R, Carvalho N, Loncich K, Dias R, Kulkarni S, Casey A, Murakami Y,
Ezzati M, and Salomon J. 2006. Priority setting for health interventions in
Mexico’s  System  of  Social  Protection  in  Health.  The  Lancet,  368  (9547):  16081618.
Gruskin S and Daniels N. 2008. Justice and human rights: Priority setting and
fair deliberative process. American Journal of Public Health, 98(9): 1573-1577.
Haacker M and Greener R. 2011. Financing HIV Programmes: The role of
external support. Draft July 24, 2011.
Hester V, McGreevey B, Hecht R, Avila C and Gaillard E. Not dated. Assessing
Costing and Prioritization in National AIDS Strategic Plans. Draft working
paper, AIDS 2031.
Kapiriri L and Martin D. 2007. A strategy to improve priority setting in
developing countries. Health Care Anal, 15: 159–167.
Kapiriri L. 2012. Priority setting in low income countries: The roles and
legitimacy of development assistance partners. Public Health Ethics 5 (1): 6780.
Lasry A, Richter A and Lutscher F. 2009. Recommendations for increasing the
use of HIV/AIDS resource allocation models. BMC Public Health, 9(Suppl 1):
S8.

Lu C, Schneider M, Gubbins P, Leach-Kemon K, Jamison D, Murray C. 2010.
Public financing of health in developing countries: A cross-national systematic
analysis. The Lancet, 375 (9723): 1375-1387.
Makundi E, Kapiriri L and Norheim O. 2007. Combining evidence and values in
priority setting: Testing the balance sheet method in a low-income country.
BMC Health Services Research 2007, 7: 152.
Peacock S, Mitton C, Bate A, McCoy B and Donaldson C. 2009. Overcoming
barriers to priority setting using interdisciplinary methods. Health Policy, 92:
124–132.
Peiffer C and Boussalis C. 2010. Foreign assistance and the struggle against
HIV/AIDS in the developing world. Journal of Development Studies, 46(3):
556–573.
Resch S, Korenromp E, Stover J, Blakley M, Krubiner C, et al. 2011. Economic
returns to investment in AIDS treatment in low and middle income countries.
PLoS ONE 6(10): e25310.
Sridhar D and Gomez E. 2011. Health financing in Brazil, Russia and India:
What role does the international community play? Health Policy and Planning,
26: 12–24.
UNAIDS. 2011. Rapid Review of HIV Costing Tools: Summary of findings and
possible next steps. UNAIDS working paper.
Ventelou B, Arrighi Y, Greener R, Lamontagne E, Carrieri P, et al. 2012. The
macroeconomic consequences of renouncing to universal access to antiretroviral
treatment for HIV in Africa: A micro-simulation model. PLoS ONE 7(4):
e34101.

