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Dear Editor,

The Peruvian National Institute of Health (INS - Instituto Nacional de Salud del Perii)
established for the first time in the country a cost-effectiveness (CE) threshold for the
analysis of interventions, health technologies and pharmaceutical products'. This threshold
is an essential element for investment decision-making as it signals which interventions are
most likely to create benefits above their implementation and maintenance costs. The INS
determined that an intervention will be cost-effective ifits cost per unit of health gained is
between 2.2 and 4.4 times the value of a tax unit (UIT - Unidad Impositiva Tributaria) valued
at 4,600PEN in 20227 in dollars, between 2,663 and 5,326USD. In the following paragraphs
I present why I believe this is a step in the right direction albeit incomplete.

This decision is appropriate for three reasons. First, it provides an objective, quantifiable,
and standard element of analysis for health investments decision-making. In addition, it
facilitates the comparison of economic feasibility between interventions that would not
be comparable otherwise. Second, by establishing the range based on an independent
measure (the UIT) that is updated annually based on macroeconomic criteria, it increases
the probability of being sustained over time and of being adopted by the scientific
community. Third, the range established is in line with the growing literature that
strongly criticizes the use of GDP-based thresholds as being insufficiently responsive to
the opportunity cost of public investment in settings (i.e., countries, regions) with limited
access to resources and therefore with a higher need for prioritization of resources".
In a recent study, Kazibwe et al.” analyzed 197 health economic evaluations and found
that all those from Latin America used CE thresholds based on the country’s GDP per
capita. The stipulation of the INS is thus a pioneering step in Latin America, where the
literature on methodologies for health technology assessment is scarce and shows a
preference for thresholds based on GDP®.

Despite these attributes, the range has some limitations. First, although there is debate
about the best ways to use and calculate the CE threshold, in practice there is agreement
that it should represent the opportunity cost of financing an intervention from the
healthcare sector or societal perspectives’. Thus, it is not clear what is the logic behind
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linking the CE threshold to the UIT. It is not evident what is the relationship of this tax
unit with Peru’s health sector budget, the technical or financial capacity of the health
provider, or the preferences of the population; which would have been expected of an
instrument that seeks to serve as an investment guide. The UIT is an instrument used in
taxation and therefore correlated with economic activity in general, but not necessarily
with the spending capacity of the health sector. Second, the INS’s statement does not
describe which health unit was considered during the establishment of the threshold. This
isrelevant because the health consequences in economic evaluations can be expressed in
different health units — usually years of life gained, quality of life-adjusted health years
(QALYs) or years lost due to disability (DALYs) — that represent different types of public
health gains and therefore willingness to invest. While the INS directive would not be
expected to establish which health unit researchers and health technology assessment
officers should use, because that is their prerogative, it could provide further instructions
for an appropriate usage. The immediate consequence of the lack of clarity in this regard is
that interventions using only life-years to demonstrate effectiveness will look much more
cost-effective than interventions using comprehensive measures of health production
such as QALYs and DALYs.

In conclusion, the establishment of a range of CE by the INS is a very important tool for
the system of technological evaluations in Peru. However, its adoption in the long-term by
the scientific community will depend on being able to explain the correlation between the
UIT and the willingness to pay or spending capacity of the health system for improvements
in health outcomes, as well as having more information on what health outcome was
considered for its determination and usage.
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