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Background	
  
The	
  post-­‐2015	
  agenda	
  and	
  the	
  discourse	
  on	
  poverty	
  



End	
  of	
  poverty	
  by	
  2030	
  
Sustainable	
  Development	
  Goal	
  1	
  

	
  	
  	
  	
  “End	
  poverty	
  in	
  all	
  its	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
  forms	
  everywhere”	
  

	
  

World	
  Bank	
  objecEves	
  
	
  	
  	
  	
  (1)	
  To	
  eradicate	
  extreme	
  poverty	
  (<	
  $1.90	
  per	
  day)	
  by	
  2030	
  

	
  	
  	
  	
  (2)	
  To	
  boost	
  shared	
  prosperity	
  by	
  raising	
  the	
  incomes	
  of	
  	
  	
   	
  	
  	
  	
  
	
  the	
  boSom	
  40%	
  of	
  popula4ons	
  



Trends	
  in	
  poverty	
  

Cruz	
  et	
  al.	
  World	
  Bank	
  2015	
  	
  



Aspira4onal	
  poverty	
  by	
  2030	
  

Cruz	
  et	
  al.	
  World	
  Bank	
  2015	
  	
  

Sub-­‐Saharan	
  Africa	
  



Sustainable	
  Development	
  Goal	
  3	
  

“Achieve	
  universal	
  health	
  
coverage,	
  

including	
  financial	
  
risk	
  protec4on	
  for	
  all”	
  



How	
  to	
  achieve	
  the	
  poverty	
  
objecEve	
  by	
  2030?	
  

Usual	
  requirements	
  are	
  put	
  forward:	
  

•  Sustaining	
  growth:	
  leadership	
  and	
  governance,	
  
macroeconomic	
  stability,	
  market	
  orienta4on	
  

•  InvesEng	
  in	
  human	
  development:	
  educa4on,	
  health	
  

•  Insuring	
  against	
  risks:	
  social	
  policies	
  and	
  programs,	
  insurance	
  

Cruz	
  et	
  al.	
  World	
  Bank	
  2015	
  	
  

THEY	
  LACK	
  OF	
  SPECIFIC	
  PROPOSITIONS	
  AND	
  
QUANTIFICATION	
  OF	
  IMPACT	
  AND	
  COST	
  



Economic	
  evaluaEon	
  for	
  health	
  policy	
  
assessment	
  

Quan4fying	
  the	
  “efficient	
  purchase”	
  of	
  poverty	
  reduc4on	
  &	
  equity	
  



Policy objective: “efficient” 
purchase of poverty reduction, 

financial risk protection 
Es4mate	
  efficient	
  purchase	
  of	
  financial	
  risk	
  protec4on	
  in	
  say	
  
$	
  per	
  Financial	
  Risk	
  ProtecEon	
  provided	
   (e.g.	
  $	
  per	
  poverty	
  case	
  
averted)	
  

	
  

	
  

Financial	
  risk	
  
protecEon	
  

(Poverty	
  cases	
  averted)	
  

Cost	
  ($)	
  

Verguet,	
  Laxminarayan,	
  Jamison.	
  Health	
  Economics	
  2015	
  

Policy	
  1	
  

Policy	
  2	
  

Policy	
  3	
  

Policy	
  4	
  



Health	
  Policy	
  Assessment,	
  with	
  
dimensions	
  of	
  equity	
  &	
  
medical	
  impoverishment	
  

Extended	
  Cost-­‐EffecEveness	
  Analysis	
  (ECEA)	
  

(1)  DistribuEonal	
  consequences	
  across	
  
dis4nct	
  strata	
  of	
  popula4ons	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
(e.g.	
  socio-­‐economic	
  status,	
  geographical	
  segng,	
  gender)	
  

(2)  Financial	
  risk	
  protecEon:	
  quan4fy	
  
household	
  medical	
  impoverishment	
  
averted	
  by	
  policy	
  

Verguet,	
  Laxminarayan,	
  Jamison.	
  Health	
  Economics	
  2015	
  
Verguet,	
  Kim,	
  Jamison.	
  PharmacoEconomics	
  2016	
  



ApplicaEon	
  to	
  TB	
  control	
  
	
  Poverty	
  impact	
  of:	
  (i)	
  improved	
  drug	
  sensi4ve	
  TB	
  care;	
  (ii)	
  
	
  improved	
  	
  MDR-­‐TB	
  care;	
  (iii)	
  intensified	
  case	
  finding	
  	
  



ObjecEve	
  
To	
  esEmate	
  poverty	
  impact	
  (2016-­‐35)	
  in	
  India	
  &	
  South	
  
Africa	
  of:	
  

Improved	
  drug	
  sensiEve	
  TB	
  care	
  –	
  India	
  &	
  South	
  Africa	
  
Improvement	
  in	
  quality	
  increasing	
  treatment	
  success	
  rate,	
  with	
  financial	
  
incen4ves	
  and	
  improved	
  nutri4on	
  	
  

Improved	
  MDR-­‐TB	
  –	
  India	
  &	
  South	
  Africa	
  
Improvement	
  in	
  quality	
  increasing	
  treatment	
  success	
  rate,	
  with	
  financial	
  
incen4ves	
  and	
  improved	
  nutri4on	
  	
  

Intensified	
  case	
  finding	
  –	
  South	
  Africa	
  
All	
  individuals	
  seeking	
  health	
  services	
  are	
  screened	
  for	
  TB	
  

Houben,	
  Menzies,	
  et	
  al.	
  Lancet	
  Global	
  Health	
  2016	
  
Menzies,	
  Gomez	
  et	
  al.	
  Lancet	
  Global	
  Health	
  2016	
  



Model	


(TB-MAC)	



People on Drug 
Sensitive TB treatment	



People on MDR-TB 
treatment	



TB deaths	


Each individual is in one 

household assigned 
given annual income 

and patient costs	



Estimate of household 
catastrophic health cost	



(patient costs > 20% of income)	



Note:	
  Assume	
  individuals	
  in	
  poorer	
  
quin4les	
  more	
  likely	
  to	
  have	
  TB	
  than	
  

individuals	
  in	
  richer	
  quin4les	
  &	
  
individuals	
  in	
  richer	
  quin4les	
  more	
  likely	
  

to	
  seek	
  TB	
  care	
  than	
  individuals	
  in	
  
poorer	
  quin4les	
  	
  



Epidemiologic	
  inputs	
  (over	
  2016-­‐35)	
  
IntervenEon	
   India	
   South	
  Africa	
  

	
  
Treated	
  drug	
  sensi4ve	
  TB	
  cases	
   50,000,000	
   6,000,000	
  

Treated	
  MDR-­‐TB	
  cases	
   1,000,000	
   200,000	
  

TB-­‐related	
  deaths	
   7,000,000	
   1,000,000	
  

Rela4ve	
  risk	
  of	
  TB	
  disease,	
  from	
  
poorest	
  to	
  richest	
  

1;	
  0.7;	
  0.5;	
  0.3;	
  0.2	
   1;	
  0.7;	
  0.5;	
  0.3;	
  0.2	
  
	
  

Rela4ve	
  ra4o	
  of	
  health	
  services	
  
u4liza4on,	
  from	
  poorest	
  to	
  richest	
  

0.2;	
  0.4;	
  0.6;	
  0.8;	
  1	
   0.7;	
  0.8;	
  0.8;	
  0.9;	
  1	
  



Pa4ent	
  costs	
  
IntervenEon	
   India	
   South	
  Africa	
  

	
  
Drug	
  sensi4ve	
  (DS)	
  TB	
  treatment	
  

(monthly),	
  base	
  case	
  
$61	
   $38	
  

MDR	
  TB	
  treatment	
  (monthly),	
  	
  
base	
  case	
  

$61	
   $123	
  

Improved	
  DS	
  TB	
  care	
  (monthly)	
   $48	
   $38	
  

Improved	
  MDR	
  TB	
  care	
  (monthly)	
   $48	
   $123	
  

Funeral	
  costs	
   $300	
   $1,900	
  



Annual	
  household	
  income	
  
INDIA	
  

QuinEle	
  I	
   QuinEle	
  II	
   QuinEle	
  III	
   QuinEle	
  IV	
   QuinEle	
  V	
  

<	
  $700	
   >	
  $700	
  
<	
  $1,200	
  

>	
  $1,200	
  
<	
  $1,700	
  

>	
  $1,700	
  
<	
  $2,300	
  

>	
  $2,500	
  

Note:	
  Drawn	
  from	
  Gamma	
  distribu4on	
  based	
  on	
  GDP	
  per	
  capita	
  and	
  Gini	
  index	
  

SOUTH	
  AFRICA	
  

QuinEle	
  I	
   QuinEle	
  II	
   QuinEle	
  III	
   QuinEle	
  IV	
   QuinEle	
  V	
  

<	
  $2,800	
   >	
  $2,800	
  
<	
  $4,500	
  

>	
  $4,500	
  
<	
  $6,600	
  

>	
  $6,600	
  
<	
  $9,600	
  

>	
  $9,600	
  



Financial	
  risk	
  protec4on	
  afforded,	
  
2016-­‐2035,	
  India	
  

10
0

20
0

30
0

40
0

50
0

60
0

C
as

es
 a

ve
rte

d 
(N

um
be

r o
f h

ou
se

ho
ld

s i
n 

1,
00

0s
)

1 2 3 4 5
Quintiles

Improved DS TB care Improved MDR TB care

Catastrophic Health Costs Averted, India, 2016ï2035

70
80

90
10

0
11

0
12

0
C

as
es

 a
ve

rte
d 

(N
um

be
r o

f h
ou

se
ho

ld
s i

n 
1,

00
0s

)

2016 2020 2025 2030 2035
lpoly smoothing grid

Improved DS TB care Improved MDR TB care

Catastrophic Health Costs Averted, India, 2016ï2035



Financial	
  risk	
  protec4on	
  afforded,	
  
2016-­‐2035,	
  South	
  Africa	
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Conclusions	
  
Priority	
  segng	
  &	
  anchoring	
  TB	
  control	
  within	
  	
  

the	
  poverty	
  allevia4on	
  agenda	
  



ECEA	
  	
  
Progressive	
  
priori4za4on	
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Ethiopia	
  

Verguet,	
  Olson,	
  et	
  al.	
  Lancet	
  Global	
  Health	
  2015	
  



Deaths averted

FR
P

Low	
  health	
  benefits	
  
High	
  poverty	
  

alleviaEon	
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Priority setting beyond the 
health sector 

Estimate efficient purchase of poverty alleviation 
benefits by health policies i.e. poverty cases averted 
per policy 1$M invested  
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