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PROGRAM IMPACT ASSESSMENT 
 
I. Introduction 
 
1. This program impact assessment summarizes the expected impact of the Health 
Services Sector Development Program on the economy of Papua New Guinea (PNG). It 
documents the formulation of the program and reviews existing empirical data related to the 
outputs under the program to understand its potential impact. In addition to overall program 
impact, a specific focus is on reforms supported under Subprogram 3 of the policy-based 
operation.  
 
II. Definition of the Problem 
 
2. Health statistics. At 64 years, PNG had the lowest life expectancy in the Pacific 
region in 2018.1 In comparison to other Pacific developing member countries and comparator 
country groups, life expectancy has improved less in PNG, with World Bank data showing a 
marked slowdown since the 1990s. High child and maternal mortality rates contribute to the 
relatively low life expectancy. While the child and maternal health landscape in PNG has 
shown improvement for the most part since 1990, the degree of improvement was not enough 
for the country to achieve its Millennium Development Goals for child and maternal health by 
2015, covered under goals 4 and 5. Over the period 2000–2018, the under-five mortality rate 
improved from 72 per 1,000 live births to 48. Similarly, the infant (0–1 year) mortality rate 
decreased from 54 per 1,000 live births in 2000 to 38 in 2018. The neonatal mortality rate 
decreased from 29 in 2000 to 22 in 2018, while PNG’s maternal mortality rate reduced 
substantially from 249 to 145 per 100,000 live births between 2000 and 2017. High levels of 
fertility and teenage pregnancy remain likely contributing factors to the still high maternal 
mortality rate. Overall, further significant improvement is needed if the country is to meet the 
Sustainable Development Goals of 12 per 1,000 live births for neonatal mortality, 25 per 
1,000 live births for under-5 mortality, and 70 maternal deaths per 100,000 live births by 2030. 
 

 
 
3. Health service utilization. Utilization of basic health services has declined markedly 
between 2006 and 2016 (Figure 2). For example, there has been a decline in measles 
immunization in children less than 5 years old from 34% in 2012 to 29% in 2016, most likely 
due to a reduced frequency of outreach clinics and, as a result, exposing PNG further to 

 
1  World Bank. World Development Indicators. (accessed 25 May 2020). This source applies to all data referenced 

in this paragraph. 
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communicable disease outbreaks, including measles and polio. More than 50% of women 
have an unmet need for modern methods of contraception, a need compounded by the 
largest cohort of young people in the history of PNG now entering their reproductive years.2 
Supervised births are persistently low and declined further from 44% in 2012 to 40% in 2016 
nationwide, as compared to above 90% for most countries in the Pacific region.  
 

 
 
4. Provincial variability. Data on child and maternal health as well as on the delivery 
of basic health services shows a significant degree of regional variability. It reflects 
differences across provinces in the availability and quality of health services provided. For 
instance, the measles vaccine coverage for children under one year old in 2016 ranges from 
the highest at 67% in Manus Province to the lowest at 16% in Jiwaka Province. 3  By 
examining the percentage of the supervised births at health facilities, a proxy for maternal 
mortality, the gap between the National Capital District and other provinces is even more 
considerable, with most of the provinces in the Highlands and Momase regions reporting 
lower than the national average of 40% in 2016. 
 
5. Frequent disease outbreaks. PNG has experienced regular health security threats, 
outbreaks and emergencies. In 2009‒2011, the country’s first recorded cholera outbreak 
infected 15,500 people, of which more than 500 died.4 A chikungunya outbreak affected all 
22 provinces in 2012‒2013. In 2014, a measles outbreak resulted in 4968 cases and 365 
deaths, with subsequent sporadic outbreaks in 2017 and 2018. Weather-related health 
security threats include, for example, the El Niño climatological disturbances in 2015‒2016, 
resulting in widespread drought with significant negative impact on hygiene and food security. 
In 2018, a large earthquake struck the Highlands Region, affecting 544,000 people, of which 
125,000 were children. In the same year, polio re-emerged in the country when an outbreak 
of circulating vaccine-derived poliovirus type 1 was confirmed. The Severe Acute Respiratory 
Syndrome in 2002–2003; pandemic influenza A(H1N1) in 2009, Middle East Respiratory 
Syndrome (MERS-CoV) in 2012–2014; Zika in 2016, and most recently, the coronavirus 
disease (COVID-19) also have been posing significant threats to PNG given the country’s 
fragile health system.  
 

 
2  Family Planning 2020. 2016. Papua New Guinea: FP2020 Core Indicator Summary Sheet 2016. Washington, 

DC; and Government of Papua New Guinea. 2014. Family Planning Policy. Port Moresby. 
3  Government of Papua New Guinea. 2017. Sector Performance Annual Review for 2016. Port Moresby.  
4  Data in this paragraph is from Government of Papua New Guinea. 2020. Papua New Guinea Emergency 

Preparedness and Response Plan, Coronavirus Disease 2019 (COVID-19). Port Moresby. 
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6. The government of PNG has developed various health policies and strategies which 
emphasize the importance of primary healthcare, improving quality of care, disease 
prevention, and improving human resources for health. 5  To successfully implement the 
strategies and translate them into improved health outcomes, the sector needs to prioritize 
high impact and cost effective interventions. Further, significant technical and financial 
supports from development partners is required. 
 
III. Impact, Outcome, and Outputs of the Sector Development Program  
 
7. The impact of the overall program is affordable, accessible, equitable, and high-
quality health services for all citizens of Papua New Guinea. The program is expected to 
achieve a more sustainable and efficient healthcare system as the effect of the reform. It will 
be reflected in (i) the increase in the average annual provincial health expenditure as a 
proportion of estimated need to at least 80% for 2023–2024, and (ii) the average annual 
percentage of months that facilities do not have a shortage of any of eight essential supplies 
for more than 1 week in any month to at least 85% for 2022‒2023.  
 
IV. Impact Analysis 
 
8. The program addresses the aforementioned problem through a multi-sector approach. 
To improve the effectiveness and quality of public expenditures and provide the foundation 
for sustainable health financing, the program supports national level fiscal policy and public 
financial management (PFM) reforms (reform area 1). Further, it supports health system 
management and decentralized health service delivery at subnational and district levels 
(reform areas 2 and 3). Each of the elements complements the others toward the 
achievement of a sustainable and efficient healthcare system. Impact of national level, whole-
of-government reforms will go beyond the health sector, leveraging the entire government 
budget.  
 

a. Impact of Reform Area 1: Enhanced National Frameworks and Public Financial 
Management 

 
9. There are a growing number of studies on the relationships between the quality of 
PFM and governance and fiscal outcomes. For example, Prakash and Cabezon (2008) 
analyzed the link between the quality of PFM and fiscal outcomes in Sub-Saharan African 
countries using data from PFM assessments conducted by the International Monetary Fund 
and World Bank in highly indebted poor countries.6 They presented empirical evidence that 
there is a significant correlation between PFM quality and fiscal balances, after controlling 
for important macroeconomic effects. Especially, the overall balance, both including and 
excluding grants, is positively and significantly related to the PFM overall score in the 
assessed countries. Similarly, Dabla-Norris et al. (2010) constructed multi-dimensional 
indices of the quality of budget institutions, using several sources of data including Public 
Expenditure and Financial Accountability assessments, and investigated whether the quality 

 
5  Government of Papua New Guinea. 2010. National Health Plan 2011–2020. Port Moresby; Government of 

Papua New Guinea. 2013. Free Primary Health Care and Subsidized Specialist Services Policy. Port Moresby; 
and Government of Papua New Guinea. 2013. Health Workforce "Enhancement Plan". Port Moresby. 

6   T. Prakash and E. Cabezon. 2008. Public Financial Management and Fiscal Outcomes in Sub-Saharan African 
Heavily-Indebted Poor Countries. IMF Working Paper. No. 08/217. Washington, DC: International Monetary 
Fund. The IMF and World Bank developed a detailed methodology to test PFM systems in countries qualifying 
for debt relief under the Highly Indebted Poor Countries initiative. The assessments were carried out in 2001‒
2004 in 23 countries. 
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of budget institutions is associated with desirable fiscal outcomes.7 Their analysis suggests 
that strong budget institutions help improve fiscal balances and public external debt 
outcomes. Further, a recent World Bank report exploring the relationship between 
perceptions of corruption and PFM performance finds strong evidence of a relationship 
between better PFM performance and improvements in perceptions of corruption.8 
 
10. The reform actions under Subprogram 3 to enhance national frameworks and PFM 
include (i) delivery of the 2020 national budget by the Department of Treasury (DOT) that 
maintains the fiscal targets outlined in the Medium Term Fiscal Strategy (MTFS) and 
safeguards funding for essential health service delivery; (ii) further completing the regulatory 
framework for PFM through an update and publishing of the whole-of-government financial 
management manual and all financial instructions (including for the large provincial and 
district service improvement program grants) by the Department of Finance (DOF); (iii) 
implementation of improved budget processes and formats; (iv) completing a national and 
two subnational PEFA assessments to inform future PFM reform plans; (v) progressing 
implementation of the new Public Procurement Act, including the establishment of the 
National Procurement Commission Board and Authority to Pre-Commit Committee, approval 
of a range of foundational procurement frameworks, controls and guides, and the in-principle 
approval of a new eProcurement system for implementation; and (vi) introduction of regular 
payroll management reports, cashflow forecast reporting, and an improved forecasting 
process that will provide a three way reconciliation process for agencies to estimate realistic 
personal emolument forecasts.  
 
11. Several of these reform actions are closely related to the indicators used in the 
empirical studies referenced above (para. 9), including actions supporting budget quality 
improvements, public procurement, and internal controls and reporting. In view of theoretical 
and empirical findings in the literature, the program has therefore potential to positively 
impact on the overall fiscal balance and good governance in PNG. The measures are 
expected to contribute to improved fiscal management and expenditure quality. Further, the 
government is expected to continue implementing greater expenditure prioritization and 
reallocation of spending from non-essential projects to those effectively promoting economic 
growth and human development. In that context, essential health service delivery will be 
safeguarded, as free primary health care is one of the high priority expenditure projects of 
the government. These measures are expected to ensure adequate domestic health 
financing within a sustainable overall resource envelope. 
 

b. Impact of Reform Area 2: Strengthened Subnational Health System 
Management and Reform Area 3: Strengthened Health Service Delivery 
Components 

 
12. There is extensive literature on the impact of government health spending on health 
outcomes, such as reducing infant and child mortality.9 In addition to the timely and reliable 
funding, effective governance is recognized as a key component of health systems. A 
number of studies show that the effectiveness of health spending is affected by the level of 

 
7  E. Dabla-Norris, R. Allen, L. F. Zanna, T. Prakash, E. Kvintradze, V. Lledo, I. Yackovlev, and S. Gollwitzer. 

2010. Budget Institutions and Fiscal Performance in Low-Income Countries. IMF Working Paper. No. 10/80. 
Washington, DC: International Monetary Fund. 

8  Kristensen, Jens Kromann; Bowen, Martin; Long, Cathal; Mustapha, Shakira; Zrinski, Urška. 2019. PEFA, 
Public Financial Management, and Good Governance. Washington, DC: World Bank. 

9  For instance, F. Bokhari, Y. Gai, and P. Gottret. 2007. Government health expenditures and health outcomes. 
Health Economics. 16 (3). Pp. 257–273. 
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good governance achieved by the country and its health sector.10 An extensive literature 
review of the theoretical links between PFM and health service delivery by the Centre for 
Health Economics at the University of York confirmed the relatively established finding that 
better governance is associated with better and more efficient health service delivery. 11 
Similarly, measures of corruption were negatively associated with health outcomes, while 
greater accountability and transparency was associated with better health outcomes. Further, 
an econometric analysis as part of a study supported by the Overseas Development Institute 
finds that improved PFM systems appear to correlate with better health outcomes in under-
five mortality, infant mortality, and life expectancy at birth, in the presence of controls.12  
 
13. Reform area 2 will support subnational health system management by strengthening 
institutional arrangements, PFM, and governance. Under Subprogram 3, reform measures 
comprise (i) the Department of Health (DOH) established the remaining four Provincial Health 
Authorities (PHA), resulting in consistent subnational service delivery arrangements across 
PNG; (ii) the 2020 national budget continues to provide direct transfers, including of health 
function grants as well as provincial and district hospital funding, directly to PHAs; (iii) the 
DOH developed additional modules of the PHA Manual covering health PFM, including 
gender-responsive budgeting, and carried out gender-responsive budgeting training of PHA 
boards and executives in all provinces; (iv) PHAs, including newly established ones under 
subprograms 1 and 2, published comprehensive budgets capturing all resources for 
subnational health service delivery, and  allocated resources for maintenance of hospital and 
lower level health facilities; (v) PHAs provided midyear reports for 2019 as well as annual 
reports for 2018 and 2019 (including sex-disaggregated data on health service delivery and 
outcomes); (vi) midyear budget execution reports informed a health expenditure review and 
subsequent non-financial instructions in the 2020 national budget; and (vii) the Auditor 
General’s Office audited four PHAs, completing the PFM cycle.  
 
14. Under reform area 3, the program continues to strengthen key health service delivery 
components, including improving the efficiency of medical supplies procurement and 
distribution. Measures under subprogram 3 comprise (i) the DOH completed an independent 
assessment of the supply chain network and the current logistics management information 
system through the firm contracted under subprogram 2, (ii) the assessment report was 
subsequently reviewed and recommendations endorsed by the technical working group on 
pharmaceutical supplies also established under subprogram 2 as well as the Minister of 
Health, (iii) the DOH approved a 2-year procurement plan and budget as well as a 10-year 
procurement master plan that provides strategic direction and longer-term certainty for reform 
implementation, (iv) contracts were awarded for the rollout of the electronic national health 
information system in the remaining 14 provinces to support real-time data collection and 
analysis for better policy and management decision making, and (v) data collection in PHAs 
was expanded to include age and sex disaggregated data and data on interpersonal physical 
violence. 
 

 
10 M. Farag, et al. 2013. Health expenditures, health outcomes and the role of good governance. International 

Journal of Health Care Finance and Economics. 13 (1). Pp. 33–52. 
11 Goryakin, Y., Revill, P., Mirelman, A., Sweeney, R., Ochalek, J. and Suhrcke, M. 2017. Public financial 

management and health service delivery, A literature review. London: Overseas Development Institute. 
12 Welham, B., Hart, T., Mustapha, S. and Hadley, S. 2017. Public financial management and health service 

delivery: Necessary, but not sufficient? London: Overseas Development Institute. Control variables used in the 
analysis were gross domestic product per capita; female literacy; corruption perceptions; human 
immunodeficiency virus prevalence; and total health expenditure. 
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c. Support to COVID-19 response delivered as part of the program 
 
15. Subprogram 3 supports an effective health and economic response to the COVID-19 
pandemic in PNG. The program provides urgently needed budget financing, including an 
additional $50 million to cover needs stemming from the COVID-19 health emergency. 
Together with concessional financing from other development partners and the domestic 
financial market, this allows the government to respond swiftly and allocate additional 
resources to the health sector and for a prudent economic stimulus package as well as 
partially offset the expected fall in revenue collections from the containment measures and 
the related global economic downturn. As part of the government response, subprogram 3 
supported (i) the government’s allocation of substantial emergency response resources, 
including for health and security; (ii) issuing of financial instructions for the prudent and 
accountable use of these resources as well as improved transparency of emergency 
procurement information; (iii) the passing of the National Pandemic Bill, 2020, which came 
into force on 17 June 2020 and enables a more effective national response to future 
pandemics, pestilences, and other public health emergencies; (iv) development of the 
Emergency Preparedness and Response Plan for COVID-19, establishing of the National 
Interagency Coordination Taskforce to oversee the plan’s implementation, and the activation 
of the Disaster Management Clusters, including the Protection Cluster and the Gender-based 
Violence Sub-cluster as well as Provincial Emergency Operations Centres in all 22 provinces; 
(v) the disbursement of a K23.3 million COVID-19 health sector support package, including 
for proper-sized personal protective equipment for health workers and gender-sensitive 
COVID-19 communication and community engagement plans; and (vi) the rapid adaptation 
of the electronic National Health Information System and the World Health Organization’s 
Go.Data system for better disease surveillance, particularly in high risk areas.  
 
16. With the COVID-19 impacts still unfolding, the post-program partnership framework 
and ADB TA will continue to support the government in (i) developing a supplementary 
budget for fiscal year (FY) 2020 that provides, in a prudent manner, adequate funding for 
health emergency response and essential services as well as the economic recovery from 
the impacts of the COVID-19 pandemic; and (ii) the development of an updated medium-
term fiscal strategy that reflects COVID-19 impacts and provides a path back toward fiscal 
sustainability in the medium- to long-term. The post-program partnership framework will 
further support (i) implementation of all identified immediate measures of the two-year 
COVID-19 emergency response plan, including clinical management services, 
communication & social measures, and infection prevention and control; (ii) the appropriation 
of additional resources needed for effective emergency response plan implementation as 
part of the FY2020 supplementary budget and FY2021 regular budget; (iii) consolidated 
reporting on emergency procurement and the independent audit of the emergency response 
within one year of the end of the State of Emergency; and (vi) the establishment of enhanced 
disease surveillance and reporting capabilities through the electronic National Health 
Information System and the World Health Organization’s Go.Data across all 22 provinces. 
 
17. As research shows from the impacts of disasters caused by natural hazards that are 
frequent across the Pacific and in PNG, large external shocks measurably push down 
countries’ long-term growth trajectories and bind resources otherwise intended for 
investment in development and service delivery (in addition to having immediate adverse 
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effects on the economy).13 This appears similarly applicable to the large COVID-19 shock 
and highlights the importance of prudent, risk-based medium-term economic and fiscal 
planning to minimize the adverse impact of such shocks on economic and human 
development, which will continue to be supported through the post-program partnership 
framework and ADB TA. Further, shocks particularly impact vulnerable households. For 
example, again in the case of shocks caused by disasters, research shows that women, the 
poor, and vulnerable disproportionately bear the brunt of disaster impacts, and that better 
response and preparedness can help lessen disaster impact and preserve development 
gains.14 Similarly, the poor and vulnerable will be severely affected by indirect health and 
economic impacts of the COVID-19 emergency. It is too early for reliable estimates of indirect 
health impacts, but it is likely that the redirection of resources and deferred preventive and 
curative health services for other diseases will particularly affect poor households. Equally, 
poor households are at greater risk of remaining in or falling back into poverty from the 
economic impacts of the COVID-19 shock, including due to weak or non-existing social safety 
nets. In this context, quick and effective response targeted at vulnerable populations, 
including by maintaining primary health services in rural areas, as supported under the 
program in general and as part of subprogram 3 in particular, is critical.  
 

d. Overall program impact supported by reforms and project investments 
 
18. The economic rationale for investing in primary health care is strong for several 
reasons. The major direct costs of disease that could be saved by provision of health care 
services include (i) the loss of healthy life expectancy and adult earning power due to the 
combination of premature and preventable deaths and chronic disability; (ii) the costs of 
medical treatment contributing to potential catastrophic out-of-pocket expenditures, which 
can significantly impact the consumption of other necessities and push families into poverty; 
and (iii) the opportunity costs of caretakers for sick family members.15 Broader benefits of 
public health interventions are also discussed in the literature, such as increased productivity 
from improved physical and cognitive development during childhood development. To 
estimate the potential impact of health system improvements, we can assess the economic 
benefits that would accrue from reducing these disease-induced losses. For illustrative 
purposes, focusing on the costs associated with loss of healthy life expectancy, the economic 
losses are calculated as the summation of losses associated with each year of life lost due 
to disease, in the form of disability-adjusted life year (DALY).  

 
19. DALY is a measure to quantify the burden of disease from associated morbidities and 
mortalities. DALYs for a disease or health condition are calculated as the sum of the years 
of life lost due to premature mortality and the years lost due to disability in the population. 
Table 1 summarizes the estimated deaths, under-five deaths, and DALYs lost attributed to 
communicable diseases, maternal, perinatal, and nutritional conditions in PNG in 2016.16 

 

 
13 Lee, D., Zhang, H., and Nguyen, C. 2018. The Economic Impact of Natural Disasters in Pacific Island Countries: 

Adaptation and Preparedness. IMF Working Paper WP/18/108, Asia and Pacific Department. Washington, DC: 
International Monetary Fund. 

14 Hallegatte, Stephane; Vogt-Schilb, Adrien; Bangalore, Mook; Rozenberg, Julie. 2017. Unbreakable: Building 
the Resilience of the Poor in the Face of Natural Disasters. Climate Change and Development. Washington, 
DC: World Bank. 

15 See, for example, the following studies; D. E. Bloom, D. Canning, and M. Weston. 2005. World Economics. 
Vol.6. No.3. pp.15–39; T. Barnighausen, et al. 2011. Rethinking the benefits and costs of childhood vaccination: 
The example of the Haemophilus influenzae type b vaccine. Vaccine 29, pp. 2371–2380. 

16 World Health Organization. Global Health Estimates 2016 Summary Tables. Geneva. (accessed July 2019). 

https://openknowledge.worldbank.org/handle/10986/25335
https://openknowledge.worldbank.org/handle/10986/25335
http://www.who.int/healthinfo/global_burden_disease/en/
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20. One way to illustrate the costs of disease is to convert DALYs into monetary terms to 
approximate the aggregate economic cost to the society. An estimate of the monetary value 
of one DALY is usually equal to at least one times the average national income per capita, 
and often its multiple is used. 17  The World Health Organization’s Commission on 
Macroeconomics and Health suggests that, “each DALY would be valued at a multiple of 
annual income, perhaps three times current income.” 18 To be conservative, one times and 
two times the average national income are used in this document. The annual number of lost 
DALYs due to each disease are multiplied by per capita income to get a conservative 
estimate of the aggregate economic loss. For instance, the World Health Organization 
estimates that 78,300 DALYs were lost due to neonatal sepsis and infections in PNG in 2016, 
thus using the gross national income (GNI) per capita of approximately $2,500 (in 2016 US 
Dollars), the total cost of neonatal sepsis and infections would be valued at about $197 million 
or equivalent to 0.97% of the GNI of PNG.19 Assuming we value each DALY at twice the per 
capita income, the total cost would be equivalent to 1.9% of the GNI. 
 

Table 1: Estimated Deaths, Years of Life Lost, Years Lost Due to Disability, and 
DALYs by Communicable Diseases, Maternal, Perinatal and Nutritional Conditions, 

2016 ('000) 

Cause     Deaths  
Deaths 
under 

age five  

Years 
of life 
lost  

Years 
lost due 

to 
disability  

DALYs 

A. Infectious and parasitic diseases, 
totala 11.2 3.3 634.2 99.3 733.5 

 Of which: Tuberculosis 3.4 0.0 118.8 1.9 120.7 

 
Of which: Childhood-cluster 
diseases 0.2 0.1 18.2 0.3 18.5 

  i. Whooping cough 0.0 . 1.7 0.3 2.0 
  ii. Diphtheria 0.0 0.0 0.1 0.0 0.1 
  iii. Measles 0.1 0.1 11.8 0.1 11.9 
  iv. Tetanus 0.1 0.0 4.6 0.0 4.6 
 Of which: Malaria 2.9 1.5 215.6 3.2 218.8 

B. Respiratory Infectious  4.0 1.9 238.9 11.6 250.5 
C. Maternal conditions 0.3 . 19.1 0.5 19.6 
D. Neonatal conditions 4.5 4.5 409.8 11.8 421.6 

 
1. Preterm birth 
complications 1.8 1.8 160.9 8.4 169.2 

 
2. Birth asphyxia and birth 
trauma 1.6 1.6 142.9 1.0 143.9 

 
3. Neonatal sepsis and 
infections 0.8 0.8 77.4 0.9 78.3 

 4. Other neonatal conditions 0.3 0.3 28.6 1.6 30.2 
E. Nutritional deficiencies 0.4 0.2 20.1 57.8 77.9         

 
17 H. G. Eichler, S. X. Kong, W. C. Gerth, P. Mavros, and B. Jönsson. 2004. “Use of Cost-Effectiveness Analysis 

in Health-Care Resource Allocation Decision-Making: How Are Cost-Effectiveness Thresholds Expected to 
Emerge?” Value in Health 7 (5): 518–528;  and A. J. Stein. 2013. Rethinking the Measurement of Undernutrition 
in a Broader Health Context: Should We Look at Possible Causes Actual Effects? IPFRI Discussion Paper 
01298. Washington, DC: International Food Policy Research Institute. 

18 J. Sachs, et al. 2001. Macroeconomics and Health: Investing in Health for Economic Development, Report of 
the Commission on Macroeconomics and Health. Geneva: World Health Organization. 

19 Nominal GNI of Papua New Guinea in 2016 was approximately $20.3 billion. World Bank. World Development 
Indicators. (accessed July 2019)  

http://databank.worldbank.org/data/reports.aspx?source=world-development-indicators
http://databank.worldbank.org/data/reports.aspx?source=world-development-indicators
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Cause     Deaths  
Deaths 
under 

age five  

Years 
of life 
lost  

Years 
lost due 

to 
disability  

DALYs 

Communicable, maternal, perinatal 
and nutritional conditions (Total of A-E) 20.3 9.8 1322.1 181.0 1503.2 

        
Population   8,085 1,033       

DALY = Disability-adjusted life year. 
a Infectious and parasitic diseases, total contains numbers associated with the following diseases: (1) tuberculosis, 
(2) STDs excluding HIV, (3) HIV/AIDS, (4) diarrhoeal diseases, (5) childhood-cluster diseases (whooping cough, 
diphtheria, measles, and tetanus), (6) meningitis, (7) encephalitis, (8) hepatitis, (9) parasitic and vector diseases, 
(10) intestinal nematode infections, (11) leprosy, and (12) other infectious diseases. 
Source: World Health Organization. Global Health Estimates 2016 Summary Tables. Geneva. (accessed in July 
2019). 
 
21. In this way, the economic losses from other communicable, maternal, perinatal and 
nutritional conditions can be estimated. Table 2 summarizes the estimated costs of (i) 
tuberculosis; (ii) childhood-cluster infectious and parasitic diseases, including measles; (iii) 
malaria; (iv) maternal conditions; and (v) neonatal conditions, expressed in percentage of 
GNI in 2016. This table includes the health conditions that the Program will potentially benefit 
given the primary health care focus of reforms, although not discounting its potential impact 
on other health conditions. The table shows the estimated upper limits of the impacts of an 
improvement of communicable, maternal, perinatal and nutritional conditions, and does not 
imply the total elimination of each condition through the Program. 

 
22. Analysis showed that if the total DALYs lost by these conditions had been lowered by 
only 5%, the total economic cost of 0.5–1.0% of the GNI could have been saved in 2016.20 
Note that these cost estimates do not consider the effects of the disease other than the loss 
of healthy life expectancy, such as medical and non-medical cost savings, or opportunity 
costs of caretaking activities. Non-communicable disease burden are also not included in the 
estimates, although the longer term effects of established health infrastructures and 
strengthen health systems can also be beneficial for the treatment and prevention of common 
non-communicable diseases such as cardiovascular diseases, diabetes mellitus, respiratory 
diseases and injuries. 
 

Table 2: Estimated Costs of Communicable, Maternal, Perinatal and Nutritional 
Conditions, 2016 (% of GNI) 

Cause DALYs ('000) Multiplier applied 
to per capita 
income = 1 

Multiplier 
applied to per 

capita income = 
2 

A. Infectious and parasitic diseases      

 Tuberculosis 120.7 1.49% 2.99% 

 Childhood-cluster diseases 18.5 0.23% 0.46% 

  i. Whooping cough 2.0 0.02% 0.05% 

  ii. Diphtheria 0.12 0.00% 0.00% 

  iii. Measles 11.9 0.15% 0.29% 

  iv. Tetanus 4.6 0.06% 0.11% 

 
20 Equivalent to 5% of 9.88% and 19.77%. A 10% and 20% reduction could result in total economic cost savings 

of 1.0‒2.0% of GNI and 2.0‒4.0% of GNI, respectively. 

http://www.who.int/healthinfo/global_burden_disease/en/
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Cause DALYs ('000) Multiplier applied 
to per capita 
income = 1 

Multiplier 
applied to per 

capita income = 
2 

 Malaria  218.8 2.71% 5.41% 
C. Maternal conditions 19.6 0.24% 0.48% 
D. Neonatal conditions 421.6 5.21% 10.43% 

 1. Preterm birth complications 169.2 2.09% 4.19% 

 2. Birth asphyxia and birth trauma 143.9 1.78% 3.56% 

 3. Neonatal sepsis and infections 78.3 0.97% 1.94% 

 4. Other neonatal conditions 30.2 0.37% 0.75% 

   
   

Total 799.2 9.88% 19.77% 
DALY = Disability-adjusted life year. 
Sources: ADB estimates and World Health Organization. Global Health Estimates 2016 Summary Tables. 
Geneva. (accessed in July 2019) 
 
 

http://www.who.int/healthinfo/global_burden_disease/en/
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