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Abstract
The WHO-CHOICE (World Health Organization CHOosing Interventions that are Cost-Effective) approach is unique 
in the global health landscape, as it takes a “generalized” approach to cost-effectiveness analysis (CEA) that can be seen 
as a quantitative assessment of current and future efficiency within a health system. CEA is a critical contribution to 
the process of priority setting and decision-making in healthcare, contributing to deliberative dialogue processes to 
select services to be funded. WHO-CHOICE provides regional level estimates of cost-effectiveness, along with tools to 
support country level analyses. This series provides an update to the methodological approach used in WHO-CHOICE 
and presents updated cost-effectiveness estimates for 479 interventions. Five papers are presented, the first focusing 
on methodological updates, followed by three results papers on maternal, newborn and child health; HIV, tuberculosis 
and malaria; and non-communicable diseases and mental health. The final paper presents a set of example universal 
health coverage (UHC) benefit packages selected through only a value for money lens, showing that all disease areas 
have interventions which can fall on the efficiency frontier. Critical for all countries is institutionalizing decision-
making processes. A UHC benefit package should not be static, as the countries needs and ability to pay change over 
time. Decisions will need to be continually revised and new interventions added to health benefit packages. This is 
a vital component of progressive realization, as the package is expanded over time. Developing an institutionalized 
process ensures this can be done consistently, fairly, and transparently, to ensure an equitable path to UHC.
Keywords: Cost-Effectiveness Analysis, Universal Health Coverage, Benefit Package, Economics
Copyright: © 2021 The Author(s); Published by Kerman University of Medical Sciences. This is an open-access article 
distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/
by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is 
properly cited.
Citation: Bertram MY, Edejer TTT. Introduction to the special issue on “World Health Organization choosing 
interventions that are cost-effective (WHO-CHOICE).” Int J Health Policy Manag. 2021;10(11):670–672. 
doi:10.34172/ijhpm.2021.105

*Correspondence to:
Melanie Y. Bertram 
Email: bertramm@who.int 

Article History:
Received: 29 June 2021
Accepted: 10 August 2021
ePublished: 19 September 2021

    Editorial

Department of Health Systems Governance and Financing, World Health Organization, Geneva, Switzerland.

http://ijhpm.com
Int J Health Policy Manag 2021, 10(11), 670–672 doi 10.34172/ijhpm.2021.105

Around the world,  all countries are working toward 
achieving the Sustainable Development Goals, as 
agreed at the United Nations General Assembly 

in 2015.1 Universal health coverage (UHC) is at the core of 
Sustainable Development Goal 3, aiming for health and 
wellbeing for all at all ages. 

To achieve UHC, countries must focus on both progressive 
universalism and progressive realization, whereby the aim 
first to cover the whole population with high priority services, 
and after this over time expand the package of services 
available.2 This approach requires that a package of services 
that is affordable  and can be guaranteed for all people without 
exposing them to financial hardship is established. This is 
known as the UHC Benefit or Services Package. The aim of 
health benefit package selection processes is to be consistent 
across all healthcare programmes and possible interventions, 
to ensure comparability and fairness in decisions made across 
the sector.  

Cost-effectiveness analysis (CEA) is one criterion amongst 
many that can be used to set priorities and establish the UHC 

benefit package.  Whilst the criteria chosen for selection are 
country specific and based on local values, commonalities 
tend to be seen across countries, with cost-effectiveness, 
budget impact, equity, feasibility and financial risk protection 
being regularly considered.3 

WHO-CHOICE (World Health Organization CHOosing 
Interventions that are Cost-Effective) was established in 1998 
to support priority setting and decision-making through 
the use of methodologically consistent cost-effectiveness 
ratios.4 The aim was to undertake priority setting exercises 
at the sectoral level, meaning across all diseases, in 
acknowledgement that all selection decisions come with an 
opportunity cost from the same pot of funds, therefore all 
disease areas must be considered simultaneously and with a 
consistent methodology.

Since the inception of WHO-CHOICE, the literature on 
the cost-effectiveness of interventions and services in low- 
and middle-income countries has increased significantly, 
yet it is still limited in terms of coverage of disease burden 
areas.5 To support countries in developing health benefit 
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In a recent contribution to the ongoing debate about the 
role of power in global health, Gorik Ooms emphasizes 
the normative underpinnings of global health politics. 

He identifies three related problems: (1) a lack of agreement 
among global health scholars about their normative premises, 
(2) a lack of agreement between global health scholars and 
policy-makers regarding the normative premises underlying 
policy, and (3) a lack of willingness among scholars to 
clearly state their normative premises and assumptions. This 
confusion is for Ooms one of the explanations “why global 
health’s policy-makers are not implementing the knowledge 
generated by global health’s empirical scholars.” He calls 
for greater unity between scholars and between scholars 
and policy-makers, concerning the underlying normative 
premises and greater openness when it comes to advocacy.1

We commend the effort to reinstate power and politics in 
global health and agree that “a purely empirical evidence-based 
approach is a fiction,” and that such a view risks covering up 
“the role of politics and power.” But by contrasting this fiction 
with global health research “driven by crises, hot issues, and 
the concerns of organized interest groups,” as a “path we are 
trying to move away from,” Ooms is submitting to a liberal 
conception of politics he implicitly criticizes the outcomes 
of.1 A liberal view of politics evades the constituting role of 
conflicts and reduces it to either a rationalistic, economic 
calculation, or an individual question of moral norms. This 
is echoed in Ooms when he states that “it is not possible to 
discuss the politics of global health without discussing the 
normative premises behind the politics.”1 But what if we 

take the political as the primary level and the normative as 
secondary, or derived from the political?
That is what we will try to do here, by introducing an 
alternative conceptualization of the political and hence free 
us from the “false dilemma” Ooms also wants to escape. 
“Although constructivists have emphasized how underlying 
normative structures constitute actors’ identities and 
interests, they have rarely treated these normative structures 
themselves as defined and infused by power, or emphasized 
how constitutive effects also are expressions of power.”2 This 
is the starting point for the political theorist Chantal Mouffe, 
and her response is to develop an ontological conception of 
the political, where “the political belongs to our ontological 
condition.”3 According to Mouffe, society is instituted 
through conflict. “[B]y ‘the political’ I mean the dimension of 
antagonism which I take to be constitutive of human societies, 
while by ‘politics’ I mean the set of practices and institutions 
through which an order is created, organizing human 
coexistence in the context of conflictuality provided by the 
political.”3 An issue or a topic needs to be contested to become 
political, and such a contestation concerns public action and 
creates a ‘we’ and ‘they’ form of collective identification. But 
the fixation of social relations is partial and precarious, since 
antagonism is an ever present possibility. To politicize an issue 
and be able to mobilize support, one needs to represent the 
world in a conflictual manner “with opposed camps with 
which people can identify.”3 

Ooms uses the case of “increasing international aid spending 
on AIDS treatment” to illustrate his point.1 He frames the 
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packages in settings where data are limited, WHO-CHOICE 
aims to provide tools for countries to use to estimate cost-
effectiveness ratios in their local setting, as well as providing 
a global knowledge base of average and incremental cost-
effectiveness ratios.

This series of papers presents a complete sectoral analysis 
using the WHO-CHOICE generalized CEA framework for 
the first time. Methodological updates are first presented,6 
followed by sets of detailed CEA results for maternal, newborn 
and child health,7 major communicable diseases,8 and non-
communicable diseases and mental health,9 before bringing 
these all together into examples of expansion paths signifying 
the most cost-effective packages of interventions.10

The WHO-CHOICE series presents estimates for 479 
interventions across 20 disease areas, but does not pre-define 
which of these interventions should be selected within an 
UHC benefit package. Results are presented identifying 
order of magnitude changes in average cost-effectiveness 
ratios, to support the identification of groups of interventions 
that might be considered cost-effective in different settings, 
depending on the available budget. 

Across the three articles presenting new average cost-
effectiveness ratio values,7-9 a consistent theme emerges that 
many WHO technical recommendations for clinical services 
are highly cost-effective in the two regions studied. Most of 
these highly-cost effective interventions are well-proven, 
low cost medicines where the predominant expenditure 
required is on human resources. Some interventions remain 
persistently less cost-effective than others, such as diabetes 
treatment, where high pharmaceutical prices endure.

The sectoral analysis presented in the final paper in the series 
is our first attempt to present comprehensive cost-effectiveness 
data across disease areas.10 The use of the common WHO-
CHOICE methodology allows us to do so in a fair way, and 
avoids many of the known issues in comparability of CEA 
estimates, such as different comparators, study perspectives 
and discount rates.11

Of course, cost-effectiveness evidence alone is insufficient 
for developing a UHC benefit package, and the series authors 
are strong supporters of strengthening decision-making 
processes across all countries.12 Creating an evidence-based 
transparent and legitimate process for health benefit package 
selection, underpinned by a strong legal framework is crucial 
to fair decision-making for UHC. The processes of health 
benefit package selections are underpinned by the ethical 
framework of proceduralism, using the accountability for 
reasonableness framework and developing strong deliberative 
processes.13,14 WHO-CHOICE CEA estimates are intended 
for use alongside guidance documents advocating for 
transparent, participatory approaches to decision-making 
produced by WHO and others.2,3,15,16 

At present WHO-CHOICE contains only a limited set of 
interventions, which reflect WHO guidance and focuses on a 
core set of interventions for UHC. Through the new Universal 
Health Coverage Compendium of Interventions (https://
www.who.int/universal-health-coverage/compendium) 
WHO is working to expand the set of services included in 
benefit package discussions. In addition to this the Decide 

Hub, a global health network on Value for Money hosted at 
WHO (https://decidehealth.world/), is developing tools to 
support transferability of cost-effectiveness estimates so that 
the global literature can be used with consistency to support 
country decision-making processes. 

Critical for all countries is institutionalizing decision-
making processes.16 A UHC benefit package should not be 
static, as the countries needs and ability to pay change over 
time. Decisions will need to be continually revised and new 
interventions added to health benefit packages. This is a 
vital component of progressive realization, as the package is 
expanded over time. Developing an institutionalized process 
ensures this can be done consistently, fairly, and transparently, 
to ensure an equitable path to UHC.
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