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Paul Barnett: Welcome everyone. This is Paul Barnett. I am going to talk a little bit today about how we might make cost effectiveness more relevant to health care decision makers. What I’ll be talking about is just kind of briefly reviewing cost effectiveness analysis and then discuss the role that it plays in the US and in other countries, some of the barriers to implementing cost effectiveness analysis—that is—to actually using it, and what we as analysis who create cost effectiveness analysis can do to overcome those barriers and make our cost effectiveness findings more useful to decision makers. And then talk a little bit about cost effectiveness analysis and the comparative effectiveness research and how they are related.
So first, just to briefly review what we’ve covered in the course about cost effectiveness analysis, is that it’s a method for comparing healthcare interventions—treatments. And one of the comparators needs to be standard care for this to be useful for decision makers. In other words, we want to know how does innovation compare to the world as it now is? So we have to have standard care of what we do now as one of the reference points. We measure all costs and we use the societal perspective—that is, we include not just the health care system’s cost but patient incurred cost. So, regardless of who incurs them, we want to measure them. And, we identify all outcomes and express them in terms of morbidity adjusted survival, or the quality adjusted life years quality for short. We use a long-term lifetime horizon. Some interventions that we do pay off only in the distant future and we want to consider all of those affects. And then we discount both cost and outcomes to reflect the lower value that associated with delay. All things being equal, we’d rather have a dollar now than a dollar a year from now, or a health care benefit now than to wait to get that health care benefit.
When we’ve done all our analysis and then we compare the two treatments with—or it could be more than two treatments with—dominance, the principle of dominance. That means that if one of the interventions is more effective and less costly it dominates. There are weak dominant rules too. If they are of equal cost and one is more effective, it is weakly dominant. Or, if they’re equally effective and one is less costly, then it wins the contest. But, in the absence of dominance, and that is really the usual case, we find the incremental cost effectiveness ratio. This is simply…we’re looking at the difference in cost divided by the difference sin outcomes or qualities. So basically, what this incremental cost effectiveness ratio is tell us is one of the interventions is more costly and more effective. So, what does it cost us to purchase additional qualities? The decision maker has to make some judgment whether this ratio is low enough to justify the extra expense of the intervention. Typically, in the US health care system, people believe that we are willing to pay fifty-two hundred thousand dollars for an additional quality adjusted life here.
So, that’s the brief review—compress the whole course in just a few slides. The question is, where can cost effectiveness analysis be applied? Its potential is to influence individual decisions of both the physician and patient, and also system wide decisions. I think more often we think about the system wide decisions about what services should be covered by a health plan, what’s the recommended practice according to treatment and screen guidelines?
So, in other countries, cost effectiveness analysis is pretty well accepted as a decision making tool. Canada has a National Agency for Drugs and Technologies that’s been working for nearly 25 years. There are also provincial organizations that study cost effectiveness and make recommendations to the provincial health plans.
In the United Kingdom they have a National Institute for Clinical Effectiveness, which is established to advise the National Health Service about what services it should cover. And then, in other countries, there are mandates that drug manufactures submit cost-effectiveness evidence when they add new drugs to the health care system formulary. So, basically the health care decision makers want some sort of evidence about cost-effectiveness. Germany more recently established an Institute for Quality and Efficiency that it is now using. France is pretty unique among countries as it not only refused pharmaceuticals at the time that they make a coverage decision and add the drug to the formulary, but they periodically go back and look at drugs and see if they’re cost-effectiveness has changed. This actually makes a great deal of sense because as you know patents expire and drug prices change over time—competitors enter the market.
In summary, in most developed countries there is some use of cost-effectiveness in making health plan decisions, especially coverage decisions for new drugs and technologies. Now these findings may not always be followed. They can be attenuated by other concerns. I’ll talk a little bit about that later in the talk. We also must acknowledge a few outright rejections just based on cost alone. It often has to do with just too little value, too little benefit to justify the cost.
With that said, as far as I know, and I’ve seen some sites claiming this, there’s only been some kind of anecdotal report about how the system worked and no real formal evaluation of how technology assessment as affected any health care system. If someone is aware of something new that has come out, it’d be great to hear about it. We do have an idea that it’s influential, but we don’t systematically know how it’s influential.
In the United States we have a different story to tell. So, at the same time that Canada funded its agency and started doing cost effectiveness analysis evaluations, Medicare proposed that we start using cost-effectiveness criteria to make coverage decisions for that program. This was a very contentious proposal. It was debated for over a decade. The regulations were finally withdrawn without ever being adopted. So, currently the Medicare Coverage Advisory Commission doesn't have any mechanism to consider cost or value in making its decisions. By value, I mean cost per unit of benefit. So, it's pretty much based on effectiveness alone, how choices are made. A US Preventive Services Task Force also does not consider cost-effectiveness in making recommendations.
In the Affordable Care Act, also called Obamacare, it created an outcome research institute, PCORI, to assess outcomes, effectiveness, and appropriateness. But, the ACA specifically has language in it that says PCORI should not do research that looks at dollars per QALY. Even for the PCORI research or the coverage decisions that are being made by Health and Human Services—by Medicare and Medicaid. So, there’s actually been… the Obamacare Law had that very unfortunate thing of trying to discourage the use of cost effectiveness analysis. If you were paying attention to the news when it was enacted, you'll remember a lot of contentious debate about whether this was an attempt to limit health care access or even suggested to ration care. 
There are some other examples of use of cost effectiveness analysis. Now more than 20 years ago, the Oregon Medicaid program attempted to restrict expensive treatments that were ranked as having low benefit. There was some negative political consequences to this. But, it is interesting to look back as Saha did in 2010 and note that Oregon still continues to prioritize the cost-effectiveness of different services and creates a ranked list and draws a line across that list. That list does seem to influence the managed care organizations that provide Medicaid services in Oregon. That is somewhat a unique experience in Oregon.
It is also true that decision makers have been surveyed. Garber and his team surveyed managed care plans and found that many considered cost, less than half considered formal cost effectiveness analysis in making their coverage decisions. They were aware of it, but not always using it, or maybe not ever using it. Sterling Bryan, when he was here at Stanford, did some workshops with California health care organizations. After conducting these workshops, the decision makers said they would apply—theoretically, now that they understood more about it—cost effectiveness analysis to Medicare and a fewer number to private insurance coverage decisions. So, there is certainly a theoretical willingness to do this.
So Heidi, this is where I wanted to employ the white board and ask people to think what are the potential objections to using CEA—cost effectiveness analysis? I’ve alluded to some of them, but I appreciate the students’ thoughts about what they think are some of the barriers and what have people raised and what might be concerns about using cost effectiveness analysis? Heidi, if you want to let folks know how they do the white board?
Moderator: I can definitely do that. At the top of everyone’s screen we have some tools. There’s a capital T up there. If you click on that T and then bring y our curser down to the white board, click on the white board, you will be able to write on there. You will need to click off of what you write before we are able to see it. I will try to sort things out so that we can see everything that goes up on the board.
Paul Barnett: Oh, I see you move them around huh?
Moderator: I do move them around. Otherwise, they’re all on top of each other.
Paul Barnett: So we have someone make that point that it’s regarded as health care rationing. It’s not well understood by stakeholders. Some idea that there might be lobbying by the pharmaceutical industry and the AMA against it—yes, people worry about the validity of using the quality adjusted life year as a measure of outcome. Payers are interested in short-term costs only. So, the payer I guess in this case would be the health plan. Yes, so that’s an interesting idea. If we take a lifetime perspective, maybe that patient is not going to be in my health plan anymore. Political pressure, I think that kind of gets back to the idea of rationing, but maybe also about that lobbying issue. Now we’re really coming in with lots. Thanks for sorting them out Heidi. That’s very helpful.
So, at the top it says: gaining the comparator used to determine cost-effectiveness, an argument has been stated by CATH—that’s the Canadian panel. So, gaining the comparator…well, so that would be… so some idea that there is some sort of bias has been introduced into the evaluation. Some concern about it’s not real world. Assigning dollars to a life—well, so that social… I think that’s an interesting comment. If we were doing Cost Benefit Analysis, we would assign dollars to life. But since we deal in QALYs, we don’t have to do that. So, I think that’s probably not…that would be a good criticism of cost benefit analysis, but not the kind of cost effectiveness analysis we’ve been talking about, which is cost utility or cost per QALYs.
High quality services verses high cost services not understood—I’ll think about that a little. And then, the models are criticized—subjectivity of an analyst, I think, or lack of objectivity. I think these are inadequate data and biased data. So, I think these are all great thoughts about this. What I’d like to do is turn to… there’s actually been surveys done of this. If we could go back, Heidi, to our slide deck… Some people put some comments in the question…in the area. US is generally against health care rationing. Stakeholders might prefer cost benefit analysis to cost effectiveness analysis. And, this last one, I’m not quite sure. Equity verses efficiency—now that’s a very interesting one. I think that person understands more than the typical health care decision maker. Let’s turn to that—equity verses efficiency. We will talk about that.
Here’s our… mentioning that there has been some research done, systematic research on the barriers to use of the cost effectiveness analysis. I’ve found at least 16 different surveys about decision maker attitudes. I’m just sort of going to briefly characterize the concerns. One is just simply lack of understanding of cost effectiveness analysis. But others don’t trust the methods. One of our persons using the white board mentioned this lack of confidence in quality adjusted life years measure actually captures what we care about in health care. And, the lack of confidence in the modeling that we have to do—the projection into the future—that’s one reason decision makers… And then sometimes there’s this whole idea—as was mentioned—the decision maker has a short-term horizon. I want to know what’s going to happen in the next year or two. How do I respond to my shareholders or governors and I’m not so concerned about doing things that may only have very long-term payoffs.
The decision makers also want to have their payer perspective. They’re not so much concerned about societal perspective. They may think that the wrong costs have been assessed. Then, this lack of information about budgetary impact; I think this is an important one. The idea is cost effectiveness analysis tells a decision maker what’s it cost per QALY. That may be very inexpensive, but the decision maker also wants to know if I approve this how many QALYs am I obligated to buy? Then, I think very importantly is—and people alluded to this—this idea about sponsorship bias. That is, if the pharmaceutical manufacturer who has a drug to sell is the source of the data on cost-effectiveness, the decision maker may be concerned that the cost-effectiveness analysis has been tweaked in a way—manipulated to make the results look better for the drug.
The other concerns people alluded to is this whole idea that American’s distrust government corporations, maybe even scientists, and are unwilling to concede that resources are really limited. So, why should we ration care? We’re a wealth country. Everybody should get life-saving care.
So now I want to turn some thoughts that have been presented by others and my own thoughts about how we can do things, make our cost effectiveness analysis better to try to overcome some of these barriers—some of these concerns. First, is just the ISPOR—the International Society for Pharmacoeconomics and Outcomes Research—had a taskforce that made some recommendations about how we could improve acceptance of cost effectiveness analysis and just really about transparency. Describing who the intervention will affect, what’s the population, how big it is, and also including as part of or ancillary to cost effectiveness analysis some information about budget impact and exactly which budgets will be affected. So, it could be that an intervention is cost savings, but if it requires shifting of budgets from one agency to another, that could be very problematic—or even one hospital service to another could be problematic. So, the decision makers need to know those sorts of budget impacts as well as the total impact.
Decision makers are interested in disaggregated cost and outcomes, not just a total. I think this is partly about people understanding exactly what is involved, what is the impact. And also, some sub-group analysis. And then finally, I think it’s also important that any assumptions along with data sources being documented and to conduct a sensitivity analysis to understand which parameters in a model have the biggest impact so that people can understand it may be someone’s opinion or intuition that a particular parameter might swing results wildly—some assumption. But, in our modeling, we can check to see whether that’s true or not and reassure the decision maker that the finding is actually robust across different assumptions, or maybe not. Maybe the parameter is sensitive to some specific assumption. For instance, like what is the age of the person when the intervention is given or how effective it is…what’s its effect on downstream costs—these sorts of parameters that go into a model.
So, other ways to think about improving acceptance is to make sure that the cost effectiveness analysis is relevant to the decision maker. We want to be able to support decisions about expensive interventions and really that’s where the decision makers really want help. Although expensive, sometimes it’s hard to recognize. Some things that have a low unit cost can be expensive just because they’re going to provide it to so many people. So you know, classically some sort of screening test may not be so expensive. But, if we provide it to everyone in the health care system, that could add up to a lot.
In other countries, cost effectiveness analyses are actually commissioned by decision makers. They do some sort of ranking about what should be worked on next. In that situation, the decision makers are often very anxious to get the results in a timely manner. The timeliness is really a big issue. If we do our cost effectiveness analysis after intervention is already widely adopted it’s going to be very hard to put the genie back in the bottle. It’s very hard to get it undone. So, it’s easier to prevent adoption to withdraw a widely used technology. I think one way…as researchers, the way that we can address this is to build a model in a certain clinical area—do some sort of preliminary work—so that when new interventions come along we are well positioned to analyze their cost-effectiveness. This is especially true with models. It sometimes takes quite a while to build a model, but changing it to add another intervention is not as hard as starting from scratch.
In the US, we can observe that… Alan Garber has experienced this from being on Blue Cross/Blue Shield and also the Medicare Advisory Commissions, is that although cost-effectiveness is not explicitly looked at, sometimes there are things that are kind of a proxy for this. They are looking at the size of the effect. That is, how much more effective is this new intervention than the standard care, and also the strength of the evidence.
So, we have some examples of behind the scenes role that cost effectiveness analysis can play in the US—this whole idea that if the treatment is expensive, decision makers really want a large effect and strong evidence that it’s effective. There are guidelines by American Managed Care that Peter Neumann describes in his 2004 paper, also observe that we have a paper that’s just published that came out in the cardiology journal on what the American College of Cardiologists have said about how do we incorporate cost-effectiveness into cardiology guidelines. So, this was something that just came out, I believe, in May saying that the American Heart Association and College of Cardiologists made recommendations that they ought to consider if the cost-effectiveness is done and put that as a kind of a sidebar to any recommendation they make for treatment guidelines. That is, they should be informed by that as well. So, I think there is some creeping cost-effectiveness into… cover it into guideline making.
Then, there’s a very interesting study that just came out by Chambers, et al that looked at Medicare coverage decisions. So, this is over that entire period there that Medicare said they’re not going to look at after they explicitly rejected cost effectiveness analysis. They found that among the coverage decisions where the intervention was rejected, it was often the case that there was no cost-effectiveness estimate available. So, somehow the availability of cost-effectiveness evidence is linked to approval. So, I think that this really needs to be drilled down to see what might be going on or is this just coincidence or some sort of under the table look at cost-effectiveness or at least it’s in the minds of decision makers when they’re making choices.
I want to turn to this other topic that we had which was about comparative effectiveness research. So, we have, in recent years, it has been proposed an idea that we look at, rather than cost-effectiveness, that we look at the comparative effectiveness of different treatments. I think comparative effectiveness is really about studying alternative treatments to find the most effectiveness, and the idea that the most effectiveness treatment should be used. So, kind of the classic examples of this is we often have pharmaceuticals that are compared to placebo. So, there were will be two drugs that are available, each of them having information about how it performs relative to placebo or no drug. But, what we really want to know is whether drug A is better than drug B or drug B is better than drug A. So, we need to make some idea of comparative effectiveness. Let’s look not at placebo, but what the current standard of care, or what the best practice is. That is, if drug A is widely used, should we be using drug B? If we just compare drug B to placebo, we can’t answer that question.
What if the more effective treatment has more side effects or higher risk? This is the area where effectiveness alone is not so helpful to us. Also, how do you know what’s the value of successfully identifying a disease? What’s the value of screening? We can use various research methods to see what the specificity and sensitivity of a screening test means, but what’s the value of actually successfully identifying a disease? And, what’s the disadvantage of a false negative or a false positive? So, those are things that comparative effectiveness doesn't help us so much and cost effectiveness analysis methods can be helpful. I owe these thoughts to Louise Russell’s paper that is cited at the end of the talk here.
Even if we don’t look at cost, cost effectiveness analysis allows us to balance benefits against risks. So, if we convert everything to QALYs we can find a net benefit and find out which treatment actually is the most advantageous. So, for example, that example on the prior side where we talked about what if the more effective treatment has more side effects or higher risk. Well, we can value the effectiveness of the treatment and compare it to the side effects or the risk and see whether that effectiveness is greater than the loss due to the side effects by converting everything to QALYs—putting it all on the same scale. The methods that we use in cost-effectiveness, even if we’re not going to do a cost-effectiveness study and we are just in a world of comparative effectiveness, become useful. We can’t ignore that.
And then, the whole idea of extrapolating beyond short-term effectiveness, like in the case of screening, suggests that we use a decision model to look at long-term benefits. So, we have to have some idea about what the payoff is—even if we don’t care about costs, is it worth doing this screening? You'll see that some of the Public Health Service Taskforce recommendations about… for instance, I think a good recent example is they recommended against doing breast cancer screening in younger women. The idea was that they said gee, these false positives that occur when you start screening young women who have relatively low rates of breast cancer… there are some false positive and they have to be worked up. Some of them get surgery or even radiation or chemotherapy. Those false positives, the damage to those women who actually didn't have breast cancer outweighs the benefit. It’s just not worth the… the risk is not worth the payoff. But, something has to be done to model that over a long period of time. So, decision models, our cost-effectiveness method can, even in the absence of cost, can offer some information to the world where it’s just a matter of comparative effectiveness.
Now, there have been criticisms of the comparative effectiveness approach. Alan Garber has called it, as if you had walked into a restaurant and there was a menu and you had lots of things to choose from but no idea what anything costs. It makes it very difficult to make a choice. So, the Institute of Medicine has set priorities for comparative research. This was funded by economic stimulus bill; it’s was early in the first Obama Administration. It’s very interesting while they were… their mandate was to look at comparative effectiveness, they just couldn’t skate away from cost effectiveness and they said cost effectiveness analysis is a useful tool in comparative effectiveness research. In fact, when they list the top 100 priorities for U.S. in terms of comparative effectiveness research you’ll see that cost was explicitly mentioned in 13 out of those 100 priorities. They just could not avoid that issue in setting priorities for comparative effectiveness research.
Now, I want to talk a little bit about some, I wrote exceptions, or maybe we should call it limitations to cost effectiveness research. And, someone wrote on the white board the whole issue of equity versus efficiency and this is really what this is about. So, even when a treatment is not cost effective—that is that it doesn’t meet the cost effectiveness threshold—say it has a very high cost for QALY, many of groups—physicians and patients—are willing to give priority to certain groups. Basically, people who don’t have very many QALYs available to them: people who have life threatening conditions or children is thought to be especially deserving group, people who are disabled without… don’t have many QALYs. So, somehow we’re willing to adjust the cost effectiveness threshold for these groups because there is a concern about equity. They’re not endowed with very many QALYs. We think that maybe they’re more deserving. In other words, we’re willing to spend more to get a QALY for these groups.
The under pinning for of cost effectiveness analysis is the assumption that all QALYs are equal, but these concerns about equity suggest that that efficiency view that were just gonna try to produce QALYs at the most efficient way—is actually there has to be balanced by some concerns about equity—that some people are more deserving recipients because they don’t have very many QALYs to begin with. And, for our healthcare system, Veterans Health Administration, we might add to the list, treatment for a service connected injury and illness. On other words, I think that VA would be very hard pressed not to do whatever it can for… to provide effective treatment even if the cost per QALY is quite high when we’re treating Veterans for injuries that they suffered in service.
So how do you… what’s the practical way of actually applying this concern about equity and adjust cost effective analysis? I think that this actually is: how do we meet the concerns about rationing and being a little bit too concerned about efficiency? So, we have a good example in the citizens council that is operated by NICE—the analytic agency that does cost effective analysis in the United Kingdom, the National Institute on Clinical Effectiveness. The citizens council takes public input on healthcare—proposed healthcare decisions that are being effected by cost effectiveness, and often times makes recommendations to essentially soften or do away with their impact. So, there are some examples where citizens council input has basically triumphed the efficiency findings.
The other public involvement question has been this experiment with individuals in the New York State Juror pool showing that actually if you do a good job of public education that people are willing to consider the premise of cost effectiveness analysis. That is, that there is a value to the efficiency that is implied in cost effectiveness.
Now, I think as VA researchers, we have some unique role that we could play and that our agency really has a unique position to take advantage of cost-effectiveness analysis. One is we have a global budget. So, I think now about $45 billion a year for Veteran’s Health Administration and so many lives that are being covered. So, the question of applying cost effectiveness analysis is really one of figuring out how can we get the most quality adjusted life years out of this fixed budget? We do have potential and more than potential I think realized collaboration between decision makers and researchers. Then, we also have this identified constituency of who the health system enrollees are and who could be and should be involved, like these examples of public involvement in attenuating our use of cost effectiveness analysis—to make the actual coverage decisions.
So there are some great examples of research partners that we should reach out to. I think some of these are already involved in some of the cost effectiveness analyses that are now underway. We have some projects with the Office of Public Health, with chief business office—others that are looking at some of these topics on new interventions that need to be evaluated for cost effectiveness analysis.
I was going to kind of recap what we did, but I do see that we have a question.
Jane: The question asks: What about the person tradeoff approach to address equity verses efficiency?
Paul Barnett: So that’s… I’m not… Jane, do you know what that…?
Jane: I’m not quite sure what this person means by person tradeoff approach. If you could maybe write in a little bit more about that?
Paul Barnett: Yes, and then slide five, there was a mention of $52,000 as a critical threshold. Well, I think what I was trying to say and may not have said it very clearly is that it seems as though $50-$100,000—that range, in that range—seems to be the critical threshold that’s being applied. The question here, Margaret mentioned that one should use three times per capita gross GDP. I thought that the World Health Organization actually mentioned using per capita GDP as the threshold—that is one time per capita GDP as the threshold. In the US, we seem to be above that, but I think the questioner is right to say that somehow it has to reflect the resources that are available in society. And certainly, that in very poor countries, they can’t afford the kind of interventions that we do and they have much lower thresholds. That whole issue of the threshold being adjustable is why we do those cost-effectiveness acceptability plots. I think that’s been previously presented—the idea that we, rather than just present one number, this is the cost-effectiveness ratio. Here’s the P value that our intervention is above or below a particular threshold. We actually compare our cost-effectiveness ratio and its statistical significance relative to a bunch of different thresholds so that the decision maker, you know knowing his or her own particular thresholds, can apply it and rate the P value of your statistical test off of that. So, we have some idea… is a flexible way of reporting what we found out in cost effectiveness analysis.
Ron has written a long thing about person technique of estimating social values of health care.
Jane: There was an article published in 1995 in the Journal of Medical Decision making about the person tradeoff approach. So basically, it’s a technique to estimate the social value of different health care intervention. We can certainly send the reference out to the audience. That would be helpful.
Paul Barnett: Yeah, so that… but I think it says something that if it was published that long ago, that it hasn’t had… intriguing idea, but it hasn’t really had an impact. I really think that the way to kind of attenuate concerns about the cost effectiveness analysis is in essence too brutal that it’s a one size fits all approach is to use kind of public input that, like the NICE Citizens Council. That seems to be the model that is working in the countries that use cost effectiveness analysis to make a choice. So, they actually will set quiet. Especially, NICE will say you know, cost-effectiveness is not the only concern.
Then we have a question: Can cost-effectiveness be translated into clinical value—that is cost per quality…quality divided by cost times volume? So, I’m not quite sure if I understand that formulation. But certainly, every intervention that might be approved or not approved has implications that are—population implications, that whole idea of how many QALYs are we buying—that it’s not…I think one disadvantage of the cost-effectiveness structure is that it hasn’t looked at the population and that we need to do some sort of extrapolation to see exactly how many people are being affected. It’s one thing to approve a new drug that only affects 100 people because the costs are just not that significant, whereas if it affects 100,000 then we really have to think carefully about whether we can afford it.
Jane: There’s a question about another challenge in using QALYs is a lack of information on the patient’s preferences and utilities with different health diseases. Is that your perception as well?
Paul Barnett: Well, there is an interesting question about whose QALYs should you use? Or, that is whose utility rankings? So, in the reference case, we say that we should use society’s valuation of a particular disease state—that is the community ranking. The reason for this is because if we use the community standard, then we’ll be applying the standard to every disease. So, if the community thinks that relief from a particular disease…that a particular disease is very onerous and then the treatment for that disease becomes…relieves that burden, is going to yield more utility or result in greater QALYs.
So, that’s the reason we use community rankings. One problem is that it doesn't speak to the specific concerns of a particular patient. So, when we’re talking about applying cost effectiveness analysis in a particular patient’s case, we do want to have in mind that a particular patient may feel different about certain health states. So, say medical treatment verses surgery or side effects verses the benefit of treatment and those particular patient preferences have to be incorporated. But, it’s very difficult to incorporate the effected patients in making coverage decisions because the effected patients—I think this was a point made in the utilities talk, that talked about measuring utilities. Once a person gets a condition, it has been observed that they begin to accommodate themselves to the burden of that condition. And, that pretty consistently, the community ranks any given disease as being lower quality of life than do the people who actually have the disease because of this effect of accommodation. So, we really… as cost effectiveness analysis are usually using not the particular burden as stated by the patient, but rather the community rating. And, that’s why we use these methods—like the Health Utilities Index or the EQ5-D, these off the shelf, pencil and paper methods—because not only are they easy to administer for rating utilities, but also they reflect community evaluation of utilities.
I hope that answered the question.
Jane: I think so. And the last question asks: Are the articles that were referenced in your presentation through the HSR&D website?
Paul Barnett: Let us know if you have difficulty. Send HERC@va.gov if you have trouble finding them from your VA library. We have a list of them here. We have put stuff on our Share Point site in the past. I’m not sure if we’ve kept that…we’ve gotten enough traffic to justify keeping that going. Maybe it’s just one-on-one.
And then there’s another one come up.
Jane: Is there any initiative from VA to conduct CEA analysis and use it in practice?
Paul Barnett: Well, I notice that the query initiative has asked not so much cost effectiveness analysis but budget impact analysis be included in query studies. I think that a lot of the folks that are doing…so the pharmacy benefits people, there’s an article by Sherrie Aspinall that sort of talks about…that’s now several years ago, that talks about how VA considers cost-effectiveness in making coverage decisions. Really, so far, it has been pretty much comparative effectiveness…issue of comparative effectiveness. But, I think they would be very interested in timely cost-effectiveness studies—PBM and the PBM panel that makes recommendations for the national formulary.
I have talked to Linda Kinsinger who is head of the National Center for Health Promotion and Disease Prevention. That is the VA organization that promotes screening and preventive practices. She's very interested in that. But, I think it’s going to be… I think we’re not very different from the rest of the health care system in trying to promote this. So, we…I think we have customers that are interested in this, but it’s not going to totally influence their decisions. I don't know if I’ve danced around that, but I think I’ve listed some of the obvious customers and folks who have expressed interest. I think as time goes on, there will be greater acceptance of cost-effectiveness. Simply, as people understand that it’s not really a threat. It’s about finding the best way to use resources.
I think the other thing to think about is, an even greater number of decision makers are interested in being efficient. One way to be efficient is to stop doing things that aren't cost-effectiveness. So, to the extent that we can use tools of cost-effectiveness to identify what represents low value services that we don’t need to provide, this becomes another important way that we can have an impact. So far we have mainly…many people have pointed out that there are services that are of no value or even harmful to the patient. And, to some degree, we stopped doing that stuff. As we increasingly succeed at stopping the no value services, I think we will begin to shift to the identifying and eliminating low value services.
Any more questions Jane?
Jane: That’s it for now. So, if you have questions, feel free to write them in and I will bring them up at the end of the presentation.
Paul Barnett: Well, I hope this is helpful to people’s thoughts about what they might want to do with cost effectiveness analysis or how they might use it to make decisions or how they might use it in their research project.
So, just to review, if you’re cost effectiveness analysis and you want to start working in this area, I think it's very important to involve your decision maker at the outset—have a customer. I think this is important. I think too many of the cost effectiveness analysis have been done for proponents of novel interventions—that somebody has kind of a potentially good idea of how to improve care. I think as health economists in VA we're better off thinking about decisions that are eminent and seeing if we can help, that is that there are interventions that are about the be adopted and we can inform those. So, involving the decision maker to find the best topic I think is important. Is the topic going to be relevant to policy? Of course, this involves thinking about targeting studying interventions that are expensive or maybe not looking so much at intervention treatments targeted to groups that are exceptional by virtue of thinking that they’re having too few QALYs. And, that in other words…so for instance, if someone was…came to me and said I have this intervention that we think is going to improve outcomes for Post-Traumatic Stress Disorder, do you want to do a cost effectiveness analysis, I would say probably not. I think anything you do in VA that proves outcomes with PTSD is likely to be adopted even if its cost per QALY is quite high because that’s our mission.
I think…and then once where you've chosen a topic, it’s very important to be transparent in reporting providing this aggregated cost and outcomes describing the subgroups. A budget impact analysis I think is not just optional, but now becoming rally an essential adjunct to cost effectiveness analysis—what’s the population affected, what are the short-term…the costs over the short-term horizon that are going to affect the specific health care system, and what really additional specific costs will have to be incurred? An intervention that may save…for instance hospitalizations, that we may not really save any money because the hospital is not going to lay off any nurse because of that. So, we really think about in the short-term horizon, payer perspective, is really about the extra staff needed to provide that intervention or extra supplies or materials needed to deliver it.
That is… here, you will see at the end of the slide, the reference to some of the papers that we have mentioned in the talk. Any last questions?
Jane: No, there are no questions in the queue right now.
Paul Barnett: So, Heidi, I think this is the last…it’s traditionally been the last talk, although we may have another…I’ve forgotten now where some of the scheduling changed. So, there may be another…
Moderator: No. This is the last session.
Paul Barnett: This is the last one. Well, I hope it was that we saved the best for last. Or, maybe you're just relieved it’s all over. I’m not sure. But, we’ve been pleased to put this on. Heidi has put up our poll. We have another talk about MRSA infections, I believe. Is it next week?
Moderator: It is next Wednesday and registration information on that was sent out about four or five hours ago. So, everyone should have that in their email.
Paul Barnett: That is a part of our monthly cyberseminar. I don't know, Jean, maybe you should give the pitch since you're coordinating it. You're looking for some presenters too right?
Jane: Yes. So, we have a monthly cyberseminar series on research related to health economics. So, our next presentation is one the cost of health care associated infections by Rich Nelson. He is based in the Salt Lake City VA. We’re currently looking for presenters for September and beyond. So, if you are eager to share your research with the VA audience, this is a good opportunity to do that. So, please contact me if you'd like to do that or you want more information.
Paul Barnett: Or, HERC@va.gov. Also, if you have trouble chasing down any of those sites, let us know. I’d be glad to share them. So, Heidi, did you want to say anything about the poll? I think it's important that people complete it. We really rely on you giving us feedback.
Moderator: We really do rely on this. I know HERC definitely reads through every bit of feedback that we get. We read through it here at HERC. We’re looking for improvements. We’re looking for new topics that you all would like to hear about. So please, take this opportunity to give us some feedback. it really isn’t put into a box and ignored. We really do read through all of them. Some of you I know are confused. There is no submit button here. You need to type your answers…click the buttons or type your answers in and it is all captured for you. Do not worry that we’re not getting it.
Okay, a little bit early, but I think it’s okay if we wrap things up. Paul, I really wanted to thank you for taking the time to prepare and present for today’s session. We really do appreciate that. Jean, thank you for taking the time to back up for today’s session. And, to the audience, I want to thank everyone for joining us for today’s cost effectiveness analysis session. I was mentioning this earlier, but if any of you did miss any of these sessions in this course, we will be sending out the archive notice for this session and you will be able to use that link to access any of the other sessions in this series.
But, I wanted to thank everyone for joining us for today’s HSR&D cyberseminar and we hope to see you at a future session. Thank you.
[END OF TAPE]
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