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• Aid EU member states to develop, select, 
implement more cost-effective policies to 
improve chronic disease prevention

• Reduce health inequalities in chronic disease 
prevalence  



 EConDA Work Package 4: consensus building 
of methodology for measuring cost-
effectiveness of interventions to prevent, 
screen and treat chronic diseases.



 Phase 1: literature review on cost-
effectiveness of interventions to prevent, 
screen, treat COPD, CHD, CKD, T2DM

 Phase 2: Qualitative study – interviews with 
experts (n=13)

 Phase 3: expert meeting, form a consensus





| 6

 Several methods are available to do health-
economic evaluations.

 Budget impact: how does the intervention 
impact the (healthcare) budget?
◦ non-informative for our purpose.
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 Cost-benefit analysis (CBA)
◦ INMB = λ * Δ Health - Δ Costs

◦ INMB > 0 → Cost-effective

 Cost-effectiveness analysis (CEA)
◦ ICER = Δ Costs / Δ Health

◦ ICER < threshold → Cost-effective
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 EConDA does not make CE assessment
◦ No threshold is given

 Instead: simply report outcomes.

 Therefore CBA not useful for EConDA



 WHO has proposed a threshold of 3 times the 
GDP per capita (approximates, 2013):
◦ Bulgaria: лв 33.000 / QALY

◦ Finland: € 90.000 / QALY

◦ Greece: € 59.000 / QALY

◦ Lithuania: € 58.000 / QALY

◦ Netherlands: € 106.000 / QALY

◦ Poland: zł 225.000 / QALY

◦ Portugal: € 62.000 / QALY

◦ UK: £ 73.000 / QALY
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 EConDA uses cost-effectiveness analysis 
(CEA).

 N.B.: most other methods are (relatively) 
easily added afterwards, if deemed necessary, 
since they mostly require the same data.
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 Healthcare system: considers costs and 
outcomes associated with providing care 
without differentiating between categories of 
providers and payers.

 Societal perspective: broadest possible 
perspective, includes all costs and 
consequences, regardless of who experiences 
them.

Source: cdc.org
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 Where possible: societal perspective

 Different kinds of costs are presented 
separately.

 When possible, Include absenteeism and 
presenteeism.



 Literature review: societal perspective in 16 / 
134 studies (12%)

 So, in practice societal perspective is not 
often taken into account.



 Human-capital (HC): patient's perspective and 
counts any hour not worked as lost. 

 Friction-cost (FC): employer's perspective, 
and only counts as lost those hours not 
worked until another employee takes over. 

 Preference for FC method.
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 Costing of a lump sum:
◦ How much does an intervention cost in total?

◦ From literature; apply exchange rates/PPPs.

 Costing of resource use:
◦ What resources are used in the intervention?

◦ What are the unit costs (prices) of each unit?
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 Prefer lump sum pricing.
◦ Too much heterogeneity between patients: so 

average over patient population.

 Alternative: expert opinion
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 Prefer lump sum pricing over resource use 
costing.
◦ Latter needs a very specific description of what is 

done, and this is very (health) system specific.

 Alternative: expert opinion
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 Best option: resource use costing
◦ Dosage: same as for source of efficacy data.

◦ Administration/dispensing partly country-specific.

◦ Country specific unit prices



 Use country-specific discount rates

 Possible source: HE guidelines for each 
country.





 A possible lack of (and limitations to) 
available data was discussed by the 
qualitative interviews.
◦ E.g.: ‘it is necessary to get prospective data which is 

very difficult, its very limited in our countries’ 





 Consistency between sources is lacking.

 E.g.: two different sources for direct costs of 
T2DM in The Netherlands (2013)

IDF Atlas Poster 2014 Van der Heijden et al. 2014

€ 5,230 € 2,873



 Most countries use HC methodology.
◦ Dutch guidelines: friction costs.

 Therefore, data found show mostly HC, only 
FC for COPD in The Netherlands

 HC used for all countries, for consistency

 FC methodology can be implemented.



 Note: 
◦ European Cardiovascular Disease Statistics 2012 

basis indirect costs CHD, Stroke and Hypertension 
(via all CVD) for all countries.

◦ Based on a study that used FC for the lost 
productivity due to morbidity, and HC for lost 
productivity due to the mortality.

◦ (As yet unpublished.)



 No estimates were found for indirect cost of 
CKD

 They were therefore assumed equal to the 
indirect cost of CHD



 Data availability is a big issue.

 UK and NL:
◦ Pharmacoeconomics part of decision process

◦ Years of experience with collecting cost data, e.g. 
“Kosten van Ziekten”[Cost of Illness] study in NL.

 Almost no data was found for BG, FI, GR, LT, 
PL and PT. 

 Proxy data (mostly based on NL) was used 
where necessary. 



 Data collection is an ongoing project.
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 NL: 1.5% outcomes, 4% costs 
 UK: 
◦ England/Wales: 3.5%
◦ Scotland: 1.5% outcomes, 6% costs 

 FI: 3%
 PL: 3.5% outcomes, 5% costs 
 PT/Baltic: 5%
 BG/GR: no guidelines. 
◦ Used 3%
◦ Based on Athanakis, Clin Ther 2015, Athanakis, 

Rheumatol Int 2015, Makras Osteoporos Int 2015.


