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Results (2)

Introduction
Intermittent presumptive treatment during pregnancy was valued highly (0.981 95% CI1 0.974 — 0.989) followed by PrEP (0.970,
95% CI 0.959 — 0.982), and TB preventive therapy (Isoniazide) (0.970, 95% CI 0.959 — 0.982) (see Fig 1).

Results

Stakeholders had a median age of 41 years (IQR 14 years), a majority had completed masters degrees, and .
had worked for a median of 15 years (IQR 12.75 years). Furthermore, a slight majority were female and came
from diverse health related backgrounds. Most importantly, 27.24% had been involved in the development,
revision, or review of a health benefit package, essential packages for health, or essential medicines list (see

table 1).

Patients: 15.06% (47)

Expanding service coverage is key to priority setting .
for Universal Health Coverage (UHC) as countries

grapple with the decision on the range of health

services to provide first (1,2).

Probability of selection

No country in the world can provide all health
iInterventions to its citizens as public finances are finite

(3,4).

Providers: 23.40% (73) Public: 15:06% (47) Purchasers & policymakers:

25.64% (80)

Principal investigators: 20.83% (65) Intermittent malaria prevention during pregnancy

Bachelor’s degree: Pharmacists: 11.22%

[ ] [ ] [ ] [ ] [ ] 0 N
Therefore, priorities must be set, and decisions must f/lzg’?ef’)s degree: Medical doctors: 8.97% PrEP for population at high risk of HIV (in high prevalence
. . 0
be made on which health interventions to provide first 33.97% Nurses: 15.38% settings)

Stakeholders

(3). To help decision makers to set priorities for health
Interventions, there are several frameworks in use.

Female stakeholders: 51.60%

Male stakeholders: 48.06% Median age: 41 years (IQR 14)

TB preventive therapy (Isoniazide) for high risk people

Multi-Criteria Decision Analysis (MCDA) stands out as
it has the advantage of incorporating multiple criteria
simultaneously while capturing trade-offs and involving
different stakeholders in the priority setting process
(5,0).

Table 1. Characteristics of stakeholders

Voluntary medical male circumcision service in settings with
high
prevalence of HIV

72.76% 227 59.57% 28 76.60% 73.85% 48 63.75% 51 87.67% 64
27.24% 40.43% 19 23.40% 11 26.15% 17 36.25% 29 12.33%
Kenya has made UHC a top priority. Therefore, there | o 312 =l =l & £ 73
: df t ti orit #i thod h Median work experience in 15.00 312 12.00 47 10.50 47 20.00 65 18.00 80 11 73
IS neea Tor systemaliC priority setting metnoas such as years (12.75) (11) (10) (10) (11.25) (13.75) Intermittent malaria prevention in infancy

MCDA in Kenya.

The study explored the use of quantitative Multi- Involvement in priority setting initiatives was highest among the public (40.43%) and lowest among providers

o)
Criteria Decision Analysis (MCDA) to set priorities for (12.33%).

health interventions for UHC. * The evidence of the five interventions according to the six criteria were summarised in a performance matrix .

(see Table 2).

Fig 1. Ranking of interventions by probability of selection

When cost of intervention was considered, Intermittent presumptive treatment during pregnancy was still ranked first with the
lowest cost per value ($1.02 per value, 95% CI $1.01 - $1.03). It was followed by Intermittent malaria prevention in infancy ($1.14
per value, 95% CI $1.13 - $1.16) and Voluntary medical male circumcision ($79.35 per value, 95% CIl $78.41 — $80.30) (see
table 3).

Table 2: Performance matrix.

Methods

Quantitative MCDA was conducted using discrete

Table 3. Composite league table

_ _ _ _ 1. PrEP for HIV/AIDs 1759472.52 DALYs High priority (17). 49% reduction in HIV/AIDS showed a 47.37% $110.00 (28,
choice mOde”mg as the underlylng method for sScoring population at (95% CI incidence of HIV (RR pro poor inequalities (26, 27). 29). 1. Intermittent malaria prevention during 0.981 $1.02 $1.01, $1.03
and Weighting_ high risk of HIV 1557810.14, 0.51 95% Cl 0.28 to trend (concentration oregnancy
(in high 2029168.52) (16). 0.85) (18). index -0.258, 2. Intermittent malaria prevention in infancy 0.963 1.10 $1.14 $1.13, $1.16
: : : : revalence standard error = - - L o
Alternatives were five health interventions for the Settings) 7. 8) 0.017) among 3. E/folunta.?;]rrr:.ecrl]lcal male circumcision service in 0.970 77.00 $79.35 $78.41, $80.30
. . .. : ] settings wi I
prevention of HIV/AIDs, Malaria and Tuberculosis i.e., 2. Voluntary 56% reductionin  women (23). 45.87% $77.00 (28, 29). preva?ence O
PrEP, Voluntary medical male circumcision, medical male ?ZTZ’;? gfl';'\3/3($R (26, 27). 4. PrEP for population at high risk of HIV (in high 0.970 110.00 $113.36 $112.01, $114.71
ntermittent malaria prevention during pregnancy, ST SN e (1o prevalence settings) - -
. . D service in .60) (19). 5. TB preventive therapy (Isoniazide) for high-risk 0.970 200.00 $206.11 $203.66, $208.56
ntermittent malaria prevention in infancy, and settings with high -
Tuberculosis preventive therapy (Isoniazide) (7-12). prevalence of
HIV (7,9)
_ , 3. Intermittent Malaria 570872.08 DALYs 49% reduction in Malaria showed a 74.37% $1.00 (28, 29).
We me.asur.ed. perforrnancg O.f h.ealth mterventhns malaria (95% CI incidence of Malaria pro poor trend. (26, 27). C I -
using six priority setting criteria i.e., burden of disease, prevention during 347113.05, (RR 0.51 95% Cl Those from a poorer O n C U S | O n
: : : : 4. Intermittent 30% reduction in adjusted malaria 73.37% $1.10 (28, 29). _ _ _ _ _ o _ _ ~
effectiveness of intervention, equity, and health malaria ndidence of Malaria | prevalence ratio of (26, 27). - MCDA approaches have been applied in different contexts either as exploratory or institutionalised i.e., Bangladesh, Cote
systems capacity (13 - 15). prevention in (95% C119.8% to  1.23 (95% Cl 1.08— d'lvoire, Ghana, Kazakhstan, South Africa, and Thailand (29 — 36).
infancy (7, 11) 39.4%) (21). 1.41) compared to
: : those from well-off : : : C : : :
We used data from an earlier conducted discrete households (24). «  Strengths: Involving multiple stakeholder groups in the priority setting process, such as patients and the public, enhances
choice survey with 312 participants to score 5. TB preventive Tuberculosis  916690.31 DALYs 62% reduction in Tuberculosis 67.37%  $200.00 (28, legitimacy of the process as different interests are catered for (37).
alternatives and weight criteria. therapy (95% ClI incidence of showed a pro poor (26, 27). 29).
(Isoniazide) for 961636.98, Tuberculosis (RR trend. Those from

Probability of selection was used to compute the
aggregate value score, and data were presented on a
composite league table with unit cost estimates
alongside.

A further cost per value metric was computed and
used in ranking.
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0.38 95% Cl 0.25 to
0.57) (22).

the highest wealth
quintile had 0.55
(95% CI1 0.33-0.92)
and 0.70 (95% CI
0.54-0.93) odds of
having TB as
compared to those
from the lowest
wealth quintile (25).
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 Weaknesses: Evidence gaps in operationalising criteria e.g., equity (wealth quintile distribution for diseases/conditions in Kenya).
 Lessons: MCDA in Kenya should complement methods such as cost-effectiveness analysis rather than replace them.
* Future directions: Incorporating environmental concerns into priority setting.

« Opportunity for using MCDA with decision rules which can incorporate cost-effectiveness as a criterion.
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