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Use of disability adjusted life years in health planning: a plea for caution
There are more cost-effective alternative approaches to use of DALYs
Saroj Jayasinghe1, Nalaka Mendis2 and Reidar Lie3
In the recent past there has been an increasing
interest among economists and policy makers on the links
between health and development. For example, the World
Bank dedicated its 1993 World Development Report to the
topic of investing in health (1). These efforts require quantifying the societal, individual and economic burdens of
illness and disease (2). An example of a recently promoted
methodology in quantifying burden is disability adjusted
life years (DALYs), which has promoted a fresh look at
methods of measuring burden of disease (BOD). This is
conceptually similar to previous attempts at quantifying
quality of life (with different disorders and diseases)
during an individual’s life span, eg. quality adjusted life
years (QALYs) (3,4). Such indices enable the comparison
of conditions with different degrees of disability and
premature death, which is not possible with morbidity and
mortality data. They could also be used to quantify interventions, as savings in DALYs or QALYs per cost unit,
which is a method of assessing cost effectiveness between
interventions for different disorders. QALYs had its
advocates and there were several attempts to use it in
resource allocation (5).
More recently, the attention of policy makers has
largely focused on DALYs, partly the result of it being
supported by donor organisations such as the WHO and
the World Bank. Several countries and organisations
are using DALYs to identify health priorities and costeffective interventions and to allocate resources for health
(1). A recent advance has been the use of Disability Adjusted Life Expectancy by the World Health Report 2000,
which looks at the gains in health status for different interventions (3).
In Sri Lanka, too, researchers and policy makers are
urging the use of BOD and DALYs as it provides objective
information to health planners to monitor and evaluate
intervention programs (4). Surprisingly, no such attempts
were made previously with QALYs, which has been in
existence for several decades.
This paper summarises four areas of concern in the
management and application of DALY in health planning,
which are relevant to policy makers in Sri Lanka. They
include conceptual issues, ethical issues, process used in
developing DALYs and their use in the practical situation.

Conceptual issues
There are 3 main areas of concern:
a)

DALY attempts to aggregate disabilities suffered by

individuals as a result of a disease, disorder or injury.
Hence the focus is more on diseases rather than their
socio-economic determinants and socio-cultural
factors which are relevant to policy makers (and
probably less so for clinicians). For example, poverty,
income inequality, social networks and other factors
such as social capital, are known to influence disease
prevalence, severity and outcome (8). Using DALYs
as a tool to prioritise interventions would tend to reinforce the medicalised view of health, based on diseases and disorders. The role of social, environmental
and behavioural factors that contribute to diseases,
illnesses and disabilities would attract less attention
and emphasis in health policies. As a result, interventions tend towards disease specific areas rather than
to environmental and social issues.
b) DALYs measure functional limitations (activities
related to daily living) and premature mortality (6).
Handicap (or disadvantage) and the social context are
not included in the description of disability classes
and weighting (9). QALYs includes social activity in
its computation (5). For example, in a condition such
as obstetric fistula the stigma, suffering and social consequences would not be captured with DALYs (9). A
more common situation in Sri Lanka are the quadriplegics or wheel-chair bound disabled persons. They are less
likely to gain employment as a result of discrimination,
to be mobile for lack of wheel-chairs and gain physical
access to buildings for absence of ramps. DALYs
capture poorly such limitations in social functioning.
c)

DALYs and other measures of quality of life can be
criticised for placing a strong emphasis on functional
and role limitations, according to which the life of a
paraplegic would be rated low although some authorities take the philosophical position that only the individual can rate quality of life (4).

Ethical issues
In developing DALYs, different weights are given to
different age groups. This raises fundamental ethical
issues (10). Even though a new method is being adopted
in the later versions (patient Trade-Off Technique), this is
also being criticised, as it confuses the value of health
with the value of life (10). Should we value life differently
at different age groups? Do Sri Lankans, with their extended
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family structure, value their elderly less than the young?
Are disabled persons less valuable to us? The authors of
DALYs have done sensitivity analysis on different age
weights (and discount rates) and shown that their
formula used to estimate DALYs is robust (11). Even if
one assumes that these are applicable across cultures, that
does not negate the ethical issues of giving different
values to life span and between individuals.

Process used to develop DALYs
The principle criticisim against DALYs is that only
the views of experts, and not lay persons, are included in
the weighting.
Attempts at comparing disability ranking by respondents from different countries for the same condition have
shown wide disparities in results (12). Thus the relevance
of weights and ranking of disability to the vast majority of
people in the poorer developing countries and their
cultural beliefs, social structures and relationships need to
be taken into account. One option is to develop our own
culturally sensitive weighting system of the common
disorders, diseases and their determinants.

Use of DALYs in practice
The practical value of DALYs in planning for Sri Lanka
is further complicated by defects in the system of reporting
morbidity and mortality. For example, determinants and
contributing factors to death and disability, such as
alcohol and tobacco, are rarely noted as contributing to
death in death certificates. Their impact on mortality and
morbidity figures (eg. alcohol in road traffic accidents or
tobacco in ischaemic heart disease), are not quantified,
resulting in the underestimation of burden as a result of
alcohol and tobacco use. Our medical records system is in
a very shabby state and does not capture out-patient data,
data from the private sector and community morbidity.
Before attempting to estimate the BOD using DALYs with
existing data, it is essential to ensure that an acceptable
medical records system is in place.
Even with reliable data there are practical problems of
using DALYs in resource allocation. Let us consider two
diseases that have different burdens (eg. epilepsy with 202
DALY/100 000 and asthma with 901.9 DALY/100 000 (7). To
simplify, let us assume that they have equal prevalence
and that there are equally cost-effective interventions for
each condition (eg. specialised epilepsy clinic versus
specialist asthma clinic). In other words, using the same
quantum of resources, either of these clinics would reduce
the burden by the same magnitude (ie. same gain of DALYs
per rupees spent). In this example the larger burden is
caused by asthma and hence the priority intervention
should logically be to establish an asthma clinic. What
does this mean in practical terms? Would the Department
of Health open an asthma clinic instead of allocating funds
for an epilepsy clinic? It becomes still more difficult if both
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an asthma clinic and an epilepsy clinic already exist. In
this instance, how could one use BOD and DALYs to
apportion scarce resources? How useful is the information on BOD to establish a general medical clinic that
manages both epilepsy and asthma?

Conclusions
We have discussed certain limitations concerning the
computation and application of DALYs in health planning.
These need to be carefully considered by policy makers
who evaluate them for use in Sri Lanka. Already the
need to use of DALYs and BOD in health policy is
being emphasised in various forums in Sri Lanka (7, 13).
Experience has shown that such measurements of quality
of life have failed to make a visible impact on resource
allocation and policies in Sri Lanka. But DALYs may
survive the test of time, especially because the World Bank,
and now the WHO, back it though the chief architects of
this trend in both institutions appear to be the same group
of researchers.
We also should be aware of our own achievements in
health, accomplished by using alternative approaches of
social welfare and preventive health to achieve good
health. For example, the World Bank in its World Development Report, using the DALYs methodology suggests that
a “minimum package” of public health and clinical intervention would reduce disease burden in low-income
developing countries by about a quarter. They estimated
the annual cost for such an intervention to be US$ 12 for
every person (1). Sri Lanka surpassed the levels of health
status attainable by the DALYs based World Bank
prescription, with an annual investment of a mere US$ 8
per person. This indicates that the efficiency of our
formula was more than DALYs based allocations would
offer against specific diseases. It has more to do with the
tackling of social issues such as universal adult franchise,
free education, a good transport network and health care
delivery to village levels, especially primary health care.
To this we should add an extensive and relatively comprehensive state health system delivered at zero charge to
the user, a point that seems to irk many proponents of a
health care market. The world, and the World Bank, would
probably end up wiser if they begin to learn from us, rather
than enforcing yet another tool for misallocating resources.
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Survival of an infant with amnion rupture sequence: a dilemma for clinicians
Termination of pregnancy should be legalised when extensive, surgically uncorrected or inevitably
fatal fetal malformations are confirmed
M V C de Silva1, D C Gooneratne2, M D P Gooneratne3 and H Ediriweera4

Introduction
Amnion rupture in early pregnancy results in severe
anomalies such as anencephaly, encephalocoele,
exencephaly, acrania, facial clefts and absence of limbs
(1,2). Most affected fetuses abort in the second trimester,
are stillborn or die soon after birth (1,3).We report an infant
with amnion rupture sequence, who survived for 9 weeks
after birth. A Medline search failed to reveal documentation of survival of a baby with severe craniofacial anomalies of this sequence for so long.

Case report
A 3.2 kg female infant was delivered by caesarian
section in a 26-year old primigravida. Her skull vault was
absent. The brain was covered only by scalp. There were
two encephaloceles on the forehead (Figure). She had
blepherophimosis, absence of the nose, cleft lip and palate, and clefts in the region of the nose and forehead with
attached amniotic bands. There was amputation of the
thumbs and index fingers. The toes were hypoplastic with
attached amniotic bands. Ultrasound scan of the brain
showed dilation of lateral and third ventricles. The right
lateral ventricle communicated with the encephalocoeles.
The posterior cranial fossa was small. The baby was otherwise normal. She was fed with expressed breast milk given
by spoon and cup. She survived for 9 weeks.

Figure. Severe facial cleft and encephalocoele.
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