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Study Overview

Project Background and Rationale:
As global efforts to achieve Universal Health Coverage (UHC) continue, countries and policymakers must make difficult choices, as no country has sufficient resources to address all of its health needs 1. The World Health Organization (WHO) has called for smarter spending strategies to achieve UHC, yet despite an extensive body of literature, the evidence-policy gap persists2–5. The movement toward UHC requires significant policy alterations and the design of transparent benefit packages that prioritize health needs and considers population coverage, the needed services, costs, and financial risk protection of those seeking healthcare6,7. It is globally recognized that evidence-based health policies are vital for ensuring sustained progress in health outcomes8. Yet, health policy setting is influenced by individual values that play a significant role when policymakers are required to allocate scarce resources between competing health services9. 
Priority setting is integral to policy-making, especially in the health sector, where policymakers aim to produce better health outcomes while striving to develop policies with greater social value in a context where the needs exceed the available resources10. Although health outcome maximization is a central guiding principle while determining the allocation of resources between competing health programs, health outcomes distribution among the population in need, reinforcement of social values, and fairness are integral components of health policy development 10. Further financial risk protection is a crucial dimension of health benefits packages, and most low and middle-income countries need to make trade-offs on what services will be provided free of charge and which services will not 11. The impact of Covid 19 on health, the economy, employment, and personal freedoms have given us clear examples of how decision-makers made trade-offs that translated into various policies reflecting the divergent ethical and philosophical underpinnings of decision-making 12,13. 
Policymakers' beliefs and values influence how they receive evidence, make trade-offs among competing demands, and prioritize evidence-informed interventions7,9. Knowledge regarding the extent to which decision-makers' preferences influence policy setting and the prioritization process is limited10. Quantifying and making explicit the "decisions trade-offs" beyond rational and objective cost-effectiveness consideration is critical to ensure that policy-making processes are systematic, transparent, and accountable. 

Project Goal or Aims: 
	
To develop methods for objectively eliciting the weight of decision-maker preferences and values that influence trade-offs made during the policy development process using a DCE design. An integral part of DCE design is identifying attributes relevant to the study question and assigning levels for each.14,15 Identifying the relevant attribute is crucial to guard the study's validity. Within this overarching goal, we specifically aim to analyze published studies and policy reports to:
i. Identify potential health intervention or service attributes important to planners and decision-makers.
ii. Determine attribute levels to inform the DCE design selection (full factorial vs. fractional factorial design)
ERC/IRB approval(s):
NA
Data Analysis:

Overall Plan:
To facilitate this exploratory analysis, we will use an inductive approach to conduct thematic research to find, analyze, and understand patterns and recurring themes in the data. We used the fundamental criteria framework for prioritizing and improving policy coherence to guide the data collection process. But we let out the framework for the analysis phase to allow an inductive content analysis.  
Coding Description Overview:
The research team consisted of one researcher. The researcher was responsible for coding the literature review-based transcripts and the code book development. The coding and codebook development was done in five days. The initial codes were developed inductively through open coding of the first transcript. The code names and definitions were revised and updated using the codes generated via open coding to code the second transcript. The final coding book consisted of nine codes in four coding categories
The researchers created memos summarizing the seven articles and included information about the research method used, the population under study, the socioeconomic context, and the year of publication. Apart from revising the code book developed by employing it to code the second article, we cannot assess reliability or consensus since the project relies on one coder. The coding process was undertaken using ATLAS.ti (version 23) qualitative analysis software. 
Late stage analysis/interpretation:
After completing the coding process, I used ATLAS-ti Analyze tools to explore, compare and examine which articles the code occurrence aligned and diverged. I used code document analysis to examine relative importance and gain visual insight into the most frequent codes. Also, I used code document analysis to compare how code and code categories frequency varied across articles. This step helped identify relevant concepts and narrow down codes by identifying codes that appeared frequently and consistently in the different articles compared to codes that appeared in only one or two articles. 
I used the code co-occurrence analysis table, the Sankey, and the force-directed graph visualization to examine relationships across codes and generate query reports for the codes that have connections and tend to co-occur frequently. As mentioned, I "let out" the conceptual framework for prioritizing and improving the policy coherence framework to allow the data to guide the analysis process inductively. The analysis did not go through an external review process because the research team consisted of one researcher and did not include any external collaborators. 
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Codebook (Table 1): 
	
	Code Name
	Category
	Code Description
	Inclusion/Exclusion Criteria

	Effectiveness and efficacy-related attributes
	non-economic attributes
	This code captures intervention features that are related to saving lives, reducing mortality and morbidity
	Include any description of the intervention's success in managing or responding to the target conditions, including preventive or treatment capacity or success rates, mortality reduction, or improving quality of life. Exclude cost-effectiveness 

	Population and demand
	non-economic attributes
	This code captures intervention features that are related to the description of the population that can benefit from the intervention, for example, population size
	Include quotations that reflect the extent of the need for the treatment. Exclude quotations that describe the social or economic features of the population.

	Equity and fairness-related attributes
	non-economic attributes
	This code captures intervention attributes related to the equitable distribution of health among the population, including age groups, socioeconomic status, hard-to-reach population, and disease severity.
	Include health distribution-related text.
Exclude text about fair contribution.

	Saving livelihood
	Social protection and poverty reduction
	This code captures intervention attributes related to social safety nets, including ensuring the ability of the population to gain a livelihood
	Include text that reflects the prevention of impoverishment due to health status or physical capacity to earn a living. Exclude text about populations with low socioeconomic status or Fair contribution.

	Reducing out-of-pocket expenditure
	Social protection and poverty reduction
	This code captures intervention attributes related to reducing point-of-service payments and subsidizing the cost to patients
	Include text about fair contribution. Exclude text about impoverishment due to health status or physical ability.

	Cost related attributes
	economic attributes
	This code captures intervention attributes related to the cost and cost-effectiveness
	Include text related to cost-effectiveness, cost per capita, net cost benefit, or cost-befit ratios.


	Justification of attribute selection
	Rationale and limitation
	This code captures all the justification for the inclusion or exclusion of attributes of the analysis
	Include text about methodological considerations for attribute selection.
Exclude methodological consideration about levels assignment.

	limitation
	Rationale and limitation
	This code captures any condition that prohibits or limits the inclusion or use of an intervention attribute in the data collection or the analysis
	Include analytical or conceptual barriers that hinder attribute measurement or inclusion.

	Attribute levels assignment 
	Rationale and limitation
	This code capture details on how or why the level assignment was conducted
	Include methodological considerations about levels assignment. Exclude text about methodological considerations about attribute selection.





Results - Population:
Table 3: Data Overview

	Article Title
	Author(s)
	Publication Date
	Article Source (Journal)
	Study Population 
	Brief Description of Article methods/Results

	Health care priority setting in Norway a multicriteria decision analysis
	Thierry Defechereux, Francesco Paolucci, Andrew Mirelman, Sitaporn Youngkong, Grete Botten, Terje P Hagen and Louis W Niessen
	2012
	BMC Health Services Research
	Norwegian policymakers: senior health professionals and officials   at the Norwegian Directorate of Health and public health academic (N=34)
	Used DCA to compare the values of the Norwegian health policymakers. The study found that Norwegian policymakers value cost effectiveness, individual benefits, and disease severity as crucial criteria in decision setting. 

	Stakeholder views on criteria and processes for priority setting in Norway: a qualitative study
	Jeremy M. Aidem
	2017
	Health Policy
	Norwigan Policymakers, health facilities administrators, practitioners, university students, and seniors (N=27)
	The study employed a qualitative approach and concluded that enhancing health among the low-socioeconomic-status population was a vital policy-setting criterion.

	Distribution matters: Equity considerations among health planners in Tanzania
	Trygve Ottersen, Deogratius Mbilinyi, Ottar Mæstad, Ole Frithjof Norheim
	2007
	Health Policy
	Health planners in Tanzania (N=63)
	The study employed a qualitative approach and concluded that Health Planners in Tanzania favored programs targeting populations with lower initial life expectancy.

	Equity and efficiency preferences of health policymakers in China—a stated preference analysis
	Francesco Paolucci, Emmanouil Mentzakis, Thierry Defechereux, and Louis W Niessen
	2015
	Health Policy and Planning
	Regional, provincial, and national level policymakers from China (N=78)
	The study used the DCE approach and concluded that policymakers in China strongly prefer efficiency criteria in the policy-setting process.

	Societal Preferences for Distributive Justice in the Allocation of Health Care Resources: A Latent Class Discrete Choice Experiment
	Chris Skedgel, Allan Wailoo, Ron Akehurst, Hon, 
	2015
	MEDICAL DECISION MAKING
	A representative sample (age and sex) of Canadians and a sample of decision-making agents in various Canadian cancer management authorities
	The study used a DCE approach. The results support the presence of the equity-efficiency tradeoff. Only 3% of study participants maximized QALYs with every choice. The result showed a statistically significant preference for younger patients and a broader gains distribution. Further, the result indicated an aversion to patients with the shortest life expectancy or poor final health states.

	Mapping of multiple criteria for priority setting of health interventions: an aid for decision-makers
	Noor Tromp and Rob Baltussen
	2012
	BMC Health Services Research
	Articles from Literature review (N=5)
	The result of a conceptual mapping exercise yielded thirty-one measures or criteria spread among five groups that reflect health system goals and can be used to aid decision-makers in identifying multiple criteria for health interventions choice.

	Valuing QALYs in Relation to Equity Considerations Using a Discrete Choice Experiment
	Liesbet van de Wetering,Job van Exel, Ana Bobinac, Werner B. F. Brouwer
	2015
	Pharmacoeconomics
	A representative sample of the adult population in the Netherlands (N=1205)
	The study used a DCE approach, and the result showed that, counterintuitively, the probability of receiving treatment was less for more severe cases.




Article Description:
Seven articles were included in the analysis. Our basic search criteria focused on identifying studies that concentrate on studying preferences of health policy development through using attributes as the unit of analysis. Five of the seven articles were conducted in high-income countries, and only one was undertaken in low-income countries. One of the seven articles was based on a generic literature review. Four of the articles focused on eliciting the preferences of health policymakers. One article focused on eliciting the preferences of the general population, while one focused on eliciting the preferences of policymakers and the general population. One article focused on conceptualizing policy-setting criteria based on a literature review, two followed qualitative methods, and four used a discrete choice experiment design. The articles varied from 7 to 12 pages, with an average length of 10.7.

Descriptive Table (Table 4):

	Characteristic
	N (%) 

	Study Population examined by the article
	N=7

	Policymakers
	71%

	General public
	29%

	Other
	 14%

	Countries
	

	High income 
	57%

	Low-middle income countries
	29%

	Analysis not a specific country context
	14%

	Study Method 
	

	Discrete choice experiment
	57%

	Qualitative design
	29%

	Content mapping
	14%

	Study dates
	

	2015 and up
	57%

	Before 2015
	43%






Results – Thematic Description
General Overview:
The analysis has shown that Discrete Choice Experiments focused on weighing health decision makers’ preference for equity attributes compared to efficiency attributes. The articles included in the analysis have shown lesser emphasis on studying attributes related to saving livelihoods and reducing out-of-pocket expenditure. The articles analyzed focused on detailing the attributes being assessed and the levels assigned for each attribute—nevertheless, less emphasis was on documenting how attributes and attribute levels were defined. 
Key Themes/Domains:
The following themes emerged during the analysis:
· Equity attributes are a central concept in preference literature.
· Variation in defining efficiency attributes.
· Methodological consideration for attribute selection.
Theme 1: Equity attributes a central concept in preference literature
Equity and fairness attributes were the most recurring codes in the analysis. The seven articles in the study have included equity and fairness attributes in their analysis, but the definitions and levels varied across the articles[1.1,1.2]. Some articles defined equity and fairness attributes regarding disease severity and distribution across age and socioeconomic groups [1.3,1.4]. Some articles described equity attributes in terms of equal lifetime health, emphasizing that all people, irrespective of their background, disease condition, or the availability of treatment - must have a fair chance to live a full, healthy life[1.2]. Most of the analyzed articles emphasized vertical equity’s importance [1.2]. 
Some articles supported using health expectancy to assess disease severity[1.6,1.7.1.9]. Other articles supported using disability-adjusted life years averted to reflect disease severity[1.9]. Equity and fairness attributes that capture health distribution across age groups frequently emerged during the data analysis. The articles included in the analysis used age criteria consistently to explore fair innings (ageism)[1.5]. Equity and fairness attributes regarding protecting groups with low socioeconomic status emerged less strongly across the data and focused on defining poverty reduction in terms of willingness to subsidize health expenditure [1.10].
Theme 1 supporting quotes:
1.1. “Here, equity factors may be viewed as related to the distributional impact and often relate to whom in a more vulnerable state receives the expected health benefits like those with severe illness, of a high or low age or low-income status.”
1.2. “The second category is ‘health distribution,’ and included criteria that relate to the core concept of ‘equal lifetime health, which means that all people -’ independent of their background, their disease status or the availability of treatment - should have a fair chance to live a full healthy life [18]. This concept encompasses both horizontal and vertical equity. We define horizontal equity as the provision of equal treatment for people with equal health needs. Horizontal equity is non-discriminative towards certain groups in society to give them equal access to care as other groups with the same needs.”
1.3. “severity of disease’ (i.e. capturing prioritization of severely ill populations as a result of a greater need for health care and diminishing marginal utility of health)”
1.4. “‘age of target group’ (i.e. capturing different age preferences based on ethical or economic considerations”
1.5. “We included both the equity principles’ severity of illness’ (operationalized as proportional shortfall) and ‘fair innings’ (operationalized as age) in one experiment.”
1.6. “To distinguish between severity as proximity to death and severity as a poor health state, this factor was decomposed into life expectancy without treatment and initial health state”
1.7. “the severity of disease that an intervention targets can be measured in terms of health state valuations [21] and health gains in terms of disability adjusted life years averted.”
1.8. “Respondents supported a severity-of-illness criterion, yet attitudes differed over how to define, measure and implement the criterion. Severe illness was variously interpreted by respondents as carrying a high risk of death, significantly impairing present quality of life (e.g. causing pain, discomfort or loss of functioning) or incurring a substantial health loss absent treatment. At the disease-group level, health loss appealed to decision makers because it serves to “redistribute” healthy life years toward the worse off.”
1.9. “Table 1:Attribute Level Definition Severity of disease Not severe Health expectancy >2 years without intervention Severe Health expectancy <2 years Number of potential beneficiaries Few <100 000 Many >100 000 Age of target group Young age 0–15-years-old Middle-age 15–59-years-old Elderly >60-years-old Individual health benefits Small <5 healthy years Large >5 healthy years Willingness to subsidize <70% of total health expenditure Financial burden reduction criteria >70% of total health expenditure Subsidize at more or less than 70% Cost-effectiveness Not C-E Cost/DALY > GDP/capita C-E Cost/DALY < GDP/capita”
1.10. “The fourth category is ‘social and financial risk protection’ and includes ‘catastrophic health expenditure’, ‘economic productivity and care for others’ and ‘rare diseases’. Regarding the latter, interventions targeting rare diseases may deserve priority because they may be very costly (as intervention (especially drug) development costs are only shared by a small number of patients) and could push people into poverty.”
Variation in defining efficiency attributes:
The terms efficiency and effectiveness were used interchangeably in the articles included. Some articles defined efficiency and effectiveness in terms of individual or population health, while others relied on cost-effectiveness [2.1,2.2]. Some articles used individual benefits or expected health outcomes or final health state with/after treatment as attributes that reflect intervention efficiency at an individual or population level and employed cost-effectiveness as separate concepts [2.3, 2.4, 2.5]. 
On the other hand, some articles defined efficiency as achieving the most significant impact at the lowest cost and used cost-effectiveness as a comprehensive efficiency metric [2.7,2.8]. Population and demand for the intervention appeared in less than half the articles analyzed, and It was employed as a metric reflecting the overall intervention’s impact on society [2.5, 2.6].  
Theme 2 supporting quotes:
2.1. “The fifth category is ‘improved efficiency’ and reflects the economies of scale that can be obtained when reaching large number of people. Therefore we have included the criterion’ size of target group’.
2.2. “Respondents across system levels recognised the importance of reflecting on cost-effectiveness and the opportunity costs, or health benefits foregone, of interventions. I think what people are not used to is to see the alternative use. . .There are many, many sort of different things. . .that we need money for in the country (hospital administrator”
2.3. “The Act identifies three prioritizing rules: severity of the condition (those most in need must be helped first), expected health outcome, and, lastly, proportionality between need and treatment (with costeffectiveness analysis providing this information”
2.4. “Health level To improve the total average level of health in the population. The first category is ‘health level, and includes criteria’ ‘effectiveness on individual level,’ ‘effectiveness on population level’ ‘patient reported health status’ and ‘safety’”
2.5. “Table 1:Attribute Level Definition Severity of disease Not severe Health expectancy >2 years without intervention Severe Health expectancy <2 years Number of potential beneficiaries Few <100 000 Many >100 000 Age of target group Young age 0–15-years-old Middle-age 15–59-years-old Elderly >60-years-old Individual health benefits Small <5 healthy years Large >5 healthy years Willingness to subsidize <70% of total health expenditure Financial burden reduction criteria >70% of total health expenditure Subsidize at more or less than 70% Cost-effectiveness Not C-E Cost/DALY > GDP/capita C-E Cost/DALY < GDP/capita”
2.6” ‘number of potential beneficiaries’ (i.e. capturing differences in interventions’ target population size and overall impact for society),”
2.7.“Improved efficiency To make the best and most efficient use of resources.”
2.8.“Efficiency factors may refer to achieving the largest impact at the lowest cost, the total beneficiaries and hence the total population impact, or the individual benefits”

Methodology and considerations for attributes selection:
All the articles included in the analysis agreed that conducting a literature review is a primary methodological approach to identify attributes for inclusion in the discrete choice analysis [3.1]. Some articles relied on validating the literature review process using conceptual frameworks, theories and, globally validated surveys to guide the literature review process, or used focus group discussions to add nationally relevant insight to the literature review findings [3.1,3.2, 3.3, 3.4]. 
The articles examined used various ways to justify attribute selection. Most articles agreed that the attribute selected for analysis through a DCE approach must be context-relevant, frequently used in health systems’ decision-making or priority setting, and publicly and ethically acceptable [3.5,3.6]. Most articles highlighted critical methodological considerations, including a complete list of attributes that can be assessed feasibly [3.7]. Avoiding overlapping attributes and ensuring that attributes are mutually independent and exclusive was a consideration that emerged consistently across articles [3.7, 3.8]. Using a process of empirical ethics to identify socially relevant and ethical attributes was an essential methodological consideration [3.9]. Major concerns in attribute selection emerged, including inherent subjectivity in the selection process, difficulty mapping, and setting boundaries while defining health distribution attributes [3.10, 3.11]. 
Theme 3 supporting quotes:
3.1“A core set of preference criteria was used as attributes based on two literature reviews (Noorani et al. 2007; Youngkong et al. 2009) and adaptations proposed in focus groups of health programmers and experts within the initial three national settings.”
3.2.“The theories of need, maximization, and egalitarianism, including Rawls’ Difference principle23 and Prioritarianism,24,25 were the principal theories used to justify the inclusion of an attribute, and these are briefly outlined in the online supplement.”
3.3.“Six attributes were identified that represent key criteria used in health decisions and these have been included in the subsequent studies (Mirelman et al. 2012) and were confirmed in a global survey.”
3.4.“the use of policy criteria (Human Development Unit, East Asia and Pacific Region, World Bank 2011) and a small focus group discussion with policy researchers showed a general, internationally converging, agreement on criteria and attributes (see Mirelman et al. 2012; Tanios et al. 2013).”
3.5.“The first step is the identification of context-relevant criteria and their levels. In general, criteria must be relevant to the stated policy choices and usually include some combination of equity-related and/or efficiency related factors”
3.6.“4 attributes were judged to have evidence of public support and a defensible ethical justification: patient age, severity before/ without treatment, final health state with/after treatment, and the distribution of health gains.”
3.7.“The criteria (Table 1) are selected to assure completeness, feasibility, and mutual independence [3,9], as based in the earlier country experiences and review.”
3.8 “We defined and classified criteria in these categories in order to avoid overlap between criteria.”
3.9.“Attributes were included in the elicitation through a process of empirical ethics, by which each attribute had to have empirical evidence of public support and be consistent with some coherent and defensible theory of justice.21 An empirical filter ensures that the attributes are relevant to society, while an ethical filter contributes to the legitimacy of those attributes and avoids the ‘‘moral relativism’’ that may result from strictly empirical methods, whereby what is morally right or wrong is reduced to social consensus or a simple majority.2”
3.10.“The inherent, and arguably essential, subjectivity of this process”
3.11.“Criteria, especially those related to health distribution (i.e. equity) concerns are often difficult to define and a proper mapping sets boundaries to facilitate this.”


References:
1.	Reich MR, Harris J, Ikegami N, et al. Moving towards universal health coverage: lessons from 11 country studies. Lancet Lond Engl. 2016;387(10020):811-816. doi:10.1016/S0140-6736(15)60002-2
2.	World Health Organization. Future of global health financing: Hope vs reality in the push for universal health coverage. Published 2021. Accessed January 12, 2023. https://www.who.int/director-general/speeches/detail/future-of-global-health-financing-hope-vs-reality-in-the-push-for-universal-health-coverage
3.	Oliver K, Innvar S, Lorenc T, Woodman J, Thomas J. A systematic review of barriers to and facilitators of the use of evidence by policymakers. BMC Health Serv Res. 2014;14:2. doi:10.1186/1472-6963-14-2
4.	Jacobs JA, Dodson EA, Baker EA, Deshpande AD, Brownson RC. Barriers to Evidence-Based Decision Making in Public Health: A National Survey of Chronic Disease Practitioners. Public Health Rep. 2010;125(5):736-742.
5.	Cairney P, Oliver K. Evidence-based policy-making is not like evidence-based medicine, so how far should you go to bridge the divide between evidence and policy? Health Res Policy Syst. 2017;15(1):35. doi:10.1186/s12961-017-0192-x
6.	Darrudi A, Khoonsari MHK, Tajvar M. Challenges to Achieving Universal Health Coverage Throughout the World: A Systematic Review. J Prev Med Pub Health. 2022;55(2):125-133. doi:10.3961/jpmph.21.542
7.	Lofgren KT, Watkins DA, Memirie ST, Salomon JA, Verguet S. Balancing health and financial protection in health benefit package design. Health Econ. 2021;30(12):3236-3247. doi:10.1002/hec.4434
8.	Uneke CJ, Sombie I, Johnson E, Uneke BI, Okolo S. Promoting the use of evidence in health policy-making in the ECOWAS region: the development and contextualization of an evidence-based policy-making guidance. Glob Health. 2020;16(1):73. doi:10.1186/s12992-020-00605-z
9.	Drummond et al. MF. , Fouth Edition. Scribd. Published 2015. Accessed January 2, 2023. https://www.scribd.com/document/422116097/Drummond-Methods-for-the-Economic-Evaluation-of-Health-Care-Programmes-pdf
10.	Ottersen T, Mbilinyi D, Mæstad O, Norheim OF. Distribution matters: Equity considerations among health planners in Tanzania. Health Policy. 2008;85(2):218-227. doi:10.1016/j.healthpol.2007.07.012
11.	Rahman T, Gasbarro D, Alam K. Financial risk protection from out-of-pocket health spending in low- and middle-income countries: a scoping review of the literature. Health Res Policy Syst. 2022;20(1):83. doi:10.1186/s12961-022-00886-3
12.	Michaels J. Valuing the care in healthcare: priorities and trade-offs. Journal of Medical Ethics blog. Published 2021. Accessed January 6, 2023. https://blogs.bmj.com/medical-ethics/2021/03/16/valuing-the-care-in-healthcare-priorities-and-trade-offs/
13.	O'Neill R. Measuring the health and economic trade-offs of pandemic lockdowns. Published 2020. Accessed January 7, 2023. https://www.hks.harvard.edu/faculty-research/policy-topics/health/measuring-health-economic-trade-offs
14.	Mangham LJ, Hanson K, McPake B. How to do (or not to do) … Designing a discrete choice experiment for application in a low-income country. Health Policy Plan. 2009;24(2):151-158. doi:10.1093/heapol/czn047
15.	Lancsar E, Louviere J. Conducting discrete choice experiments to inform healthcare decision making: a user's guide. PharmacoEconomics. 2008;26(8):661-678.










Annex 1:Example attributes
	Attribute 
	definition
	levels
	Source/ comments

	Total number of death (Total mortality)
	Number of deaths by cause targeted by the intervention for a specific year
	Less than 10 thousand deaths per year
More than 10 thousand death per year
	https://www.who.int/data/gho/data/indicators/indicator-details/GHO/ncd-deaths-under-age-70-(percent-of-all-ncd-deaths)

· Reflect yll

	YLLs
	Years lost due to premature mortality
	More than 10 years
Less than 10 years


More than 10 thousand years
Less than 10 thousand years
	https://www.healthdata.org/gbd/faq#What%20is%20a%20YLL?
Do we want to compare at individual level or as a cumulative disease burden

	YLLs averted
	Years of premature mortality averted as a result of the intervention under consideration
	less than 10 thousand years
more than 10 thousand years
	· 

	Number of people that need the intervention
	Percentage of the population affected by the disease targeted by the intervention under consideration
	More than 10% of the population
less than 10% of the population
	· Reflect yll

	Age group 
	The age group targeted by the intervention under consideration
	0-1 years
2-5 years
6-19 years
20-59 years
60 and more
	

	Disease severity
	Healthy Life Expectancy without intervention
	Less than 2 years
More than 2 years
	

	Individual benefit 
	Number of years lived with full functionality. 
(Without disability) with or after the intervention
	Less than 5 years
5-15 years
More than 15 years

	

	Households pushed below or further below a relative poverty line (reflecting basic needs: food, housing, utilities) by out-of-pocket payments* (%)
	The proportion of households (with one or more member affected by the disease) impoverished or further impoverished after out-of-pocket payments
	Less than 10%
10% or more

	https://www.who.int/data/gho/data/indicators/indicator-details/GHO/households-further-impoverished-by-out-of-pocket-payments-(relative-poverty-line-reflecting-basic-needs-food-housing-utilities)-(-)


	Households with out-of-pocket payments greater than 40% of capacity to pay for health care
	The proportion of households with one or more member affected by the disease that incur catastrophic health spending defined as out-of-pocket payments greater than 40% of capacity to pay for health care. Capacity to pay for health care is defined as total household consumption minus a standard amount to cover basic needs (food, housing and utilities).
	
	

	Pro poor
	The intervention is subsidized with only 10 % copay for medicines (NHIF coverge)
	
	



