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Overview of
Workbook Series

This workbook is part of a seriedormation that comes from these
intended to educate programmevaluation activities.

planners, managers, staff and other

decision-makers about the evaluaFhis workbook (Workbook 8) is
tion of services and systems for thabout economic evaluation. Ecot
treatment of psychoactive substanagomic evaluations involve théen-
use disorders. The objective of thisification, measurement and valu-
series is to enhance their capacitgtion, and then comparison of the
for carrying out evaluation activities.costs (inputs) and benefits (outt
The broader goal of the workbook€omes) of two or more alternative
Is to enhance treatment efficiencyreatments or activities.
and cost-effectiveness using the in-

Introductory Workbook
Framework Workbook

Foundation Workbooks
Workbook 1: Planning Evaluations
Workbook 2: Implementing Evaluations

Specialised Workbooks

Workbook 3: Needs Assessment Evaluations
Workbook 4: Process Evaluations

Workbook 5: Cost Evaluations

Workbook 6: Client Satisfaction Evaluations
Workbook 7: Outcome Evaluations
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What Is an
economic
evaluation?

Economic evaluations involve tlientifica- Economic evaluations differ according to
tion, measurement, and valuatiamd then their scope and intent. They can have|a
comparison of the costs (inputs) and bervery narrow focus, whereby evaluators ate
efits (outcomes) of two or more alternativeonly concerned about the resource conse-
PSU treatments or activities. guences for their agency. In these evalug-
tions, any new intervention which shifts

In economic evaluations, the costs and corests to another agency may be preferred.
seqguences of alternative interventions or scalternatively, economic evaluations car
narios are compared to examine the best useamine wider social costs. In these evaly-
of the scarce resources. The specific quegtions, a new intervention that shifts costs
tion being addressed may be: but does not reduce total costs may npt
_ _ have good “value”. Similarly, for health

» acomparison of the costs and benefits %fgencies, the outcomes of prime impo-
anew intervention to some current thergz e are likely to be the health of the ind
peutic approach vidual user. From a societal perspective

- a comparison of the costs and benefifiowever, the costs of crime and other so-
between treatment and prevention activfzIal effects may be of greatest concern.
ties

» acomparison of the costs and benefits
between treatment and law enforcement
activities

NFORCE
TRENMEM et
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Economic
evaluation is
one of the
tools available
to help choose
wisely from a
range of
alternatives
and implement
efficient
resources.

Why do
an economic
evaluation?

Using any resource for the treatment of PSBull economic evaluations are rarely com
disorders means the opportunity to use thpteted. One reason is that economic evaly
resource for something else is lost. Therdions are resource intensive and typically r¢
fore, cost-effectiveness (or “value” for moneyguire a high level of research expertise. It

spent on treatment services) is of central comportant, prior to undertaking this type of
cern in most health care and government systudy, to determine whether a full economic
tems. Economic evaluation is one of the toolsvaluation is warranted or required. For some

a-

U
1

available to help choose wisely from a rangeesearch questions, answers can be ad-

of alternatives and implement efficient redressed through a cost evaluation (Work-
book 5), which is generally less intensive to

sources.
complete.

In general, economists prefer the widest

possible societal perspective: general queBull economic evaluations should only b

tions about the use of scarce resources anddertaken after an initial analysis to gaug

societal well-being. However, in certainthe usefulness of the study. Prospective ed

cases, policy makers may wish to knowmomic analyses are best undertaken alon

the answers to narrower questions, faide other evaluations, particularly outcome

example, restricting the perspective tstudies (Workbook 7). In themselves, ecq

11}

e
0-

health outcomes and health care expendiomic components of research need not be

ture, or restricting it to a specific area, foexcessively expensive. There is, howeve
example, the effects on crime and the crimgreat merit in examining the economic de
nal justice system.

design of the study as well as the detail ¢
data collection.

cosT

EVALVATL 0"2]

sign from the beginning of a research plan-
ning process as results may affect the overgall

f
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How to do a
cost evaluation:
general steps

Before doing an economic evaluation, it
Is important to review Workbook 1 of this
series, which outlines general steps to
evaluation planning. The specific steps
for undertaking economic evaluations
are outlined in this section.
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The main steps are:

1. Defining the economic question and the
perspective of the study

2. Determining the treatments to be evaluated
3. Choosing the study design

4. ldentifying, measuring and valuing the costs of
the alternative treatments

5. ldentifying, measuring and valuing the benefits
of the alternative treatments

6. Adjusting costs and benefits for differential
timing

7. Measuring the incremental costs and benefits

8. Putting the costs and benefits together and
analysing the results

9. Testing the sensitivity of the results

10 Evaluation of Psychoactive Substance Use Disorder Treatment
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1

/ are discussed below.

2.

Given the
current scarcity
of economic
evaluations,

it is important
to generate a
body of well-
conducted
research.
However, such
studies need to
be resourced at
an appropriate
level.

. Defining the economic question and
the perspective of the study

Your choice of study questions will dependQuestions about adopting a new treatment

on the specifics of your situation and yourcan, depending on your situation, be putin a

evaluation priorities. Use Workbook 1 to number of different ways. For example, you
, help you define your specific evaluation goalsmay have a set budget for substance use treat-
/ Some pros and cons of different approachesents. In this situation, your question may
be whether a new treatment can deliver more
benefits within the same budget constraintas
You may want to know the cost of your ownother existing approaches. In other situations,
programme, in your own organisational conyou may be more concerned with meeting a
text. While this approach is likely to gener-health target and then the question may|be
ate some useful data, results generated froposed as to which type of therapy involves
such a study cannot be generalised acrosie least net cost for some target level|of
services. benefit.

Alternatively, you may want to know whether More general questions, for example, abgut
a new therapy should be adopted. The prahe overall level of funding of substance use
viders of substance use service may be irtreatments in a local area, or whether the
terested in the detailed analysis of the costisalance between prevention and treatment
and consequences for their own organisatiorfunding is bringing the highest health gains,
Funders of services may be interested in theequire a broader approach and perspectjve.
wider implications for health service delivery Answering such broad questions requirgs
under their jurisdiction. National or state au-data at a more aggregate level and assumes
thorities may be more interested in the socithat many of the detailed evaluations hayve
etal perspective. Itis important that you asalready been undertaken.
sess the potential consequences of taking any

narrower perspective than that of society.

Determining the treatments to be
evaluated

Full economic evaluations require two otice? (Sometimes this is interpreted as cur-
more PSU treatments for evaluation. Theent “best” practice.) For more fundamental
choice of treatments is a very important paguestions of the value of treatment, the que
of the evaluation process. An economition may imply a comparison with a no-treat
evaluation is not useful if a potential treatment option. This implies, however, a ful
ment of greater benefits and lesser costs hagluation of the no-treatment alternative. For
been omitted. On the other hand, it is imexample, a certain proportion of the grou
possible, for practical reasons, to evaluat@ay stop taking PS or reduce the harm as-
all possible alternative PSU treatments.  sociated with their PSU without formal treat-

ment. However, obtaining data on a sample
A clear evaluation question for all new treatreceiving no-treatment is difficult, and re-
ments is: what are the costs and outcomess#arch including such a no-treatment option
the new treatment compared to current pramay be deemed unethical. In practice, there

Workbook 8 -
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CONTINUED To USE
PSU AFTER INITIAL
TREATMENT ANb WAS
ADMITTED FOR FURTHER
TREATMENT

is usually some attempt to evaluate the ne@nt outcomes from compliance to mainte
therapy compared to some form of minimahance therapies. Glazer and Ereshefs
intervention. (1996) present a model with antipsychoti
therapy that could be adapted. In their mode
The case example located at the end of thige first step is to identify all the treatments i
workbook presents an evaluation of a relaurrent clinical practice, then to identify the
tively new case approach versus “usual cargbssible outcomes of each of the treatment
for people with severe mental illness and P&8ternatives (e.g., client will comply or not
dependence. “Usual care” was defined aomply, client will remain abstinent from PSU
participation in a community-based PSU sugar begin using PSU again, etc.). The next step
port group (alcoholics/narcotics anonymousjs to establish the estimated probability of
each of the outcome combinations (or “path-
Some questions require more compleways”) for each treatment alternative. lde-
evaluation designs. For example, you maglly, these probabilities should be derived
want to evaluate a system of treatments &nom previous outcome evaluations (Work-
some form of stepped care. These types bbok 7). Costs for each treatment alterna-
guestions lend themselves to a decision-tréige are compiled separately. Finally, costs
approach. Zarkin and colleagues (1994) créor each treatment alternative are compared
ated one structure to consider the impact by multiplying the costs associated with each
evaluating outcomes and costs over moitcome pathway by the cumulative prob-
than one treatment episode. This approaelbility that a client will reach this particular
assumes that a PSU client will have repeateditcome. After repeating this process far
encounters with treatment services througleach of the outcome pathways associated
out his/her lifetime, and helps to identify al-with each treatment alternative, costs can be
ternative PSU policy interventions that mightadded together to yield the total cost of that
affect outcomes. Considering any one PStgeatment strategy.
client’s lifetime history, he/she will be on a
particular “branch” of a decision tree at anyAnother approach would be to use a degi-
giventime (e.g., A) stopped PSU after initiakion analysis to evaluate a stepped care
treatment vs. B) continued to use PS aft@rogramme where “failures” are entered into
initial treatment and was admitted for furthedifferent or progressively more intensive
treatment vs. C) continued to use PS aftéinerapies. The advantage of the decision- tree
initial treatment but refused additional treatapproach is that thought must be given to all
ment. By estimating the proportion of the totathe alternative courses. The disadvantage is
client population that may follow each ofthat data are required on the probabilities pf
these paths, you can examine the effect otitcomes at different stages and for evalua-
potential policy changes in terms of numbertgon to be feasible at each of these stages.
of clients affected, costs, and expected out-
comes. For example, you can assess the p@iven the current scarcity of economic evalu
portion of your PSU population that is clasations, it is important to generate a body of
sified into category C (above), and estimateell-conducted research. However, studiges
whether an intervention directed at motivatsuch as these need to be resourced at an
ing this category of patients to return to treagppropriate level. The danger is that with So
ment is as cost effective as directing similéfiew studies conducted, the results of a study
resources at initial intervention efforts. that is designed to answer a very specific
guestion, with very selected alternatives be
Alternative structures could be composenhg considered, may be inappropriately
looking, for example, at the potential differ-generalised.
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3.

Only where
there are two
or more
alternatives,
and both costs
and benefits
are examined,
is the study
classified as a
full economic
evaluation. It is
only from full
economic
evaluations
that questions
about value for
money can be
addressed.

Choosing the study design

Many existing studies fall short of full eco-nomic analysis to the questions being ad-
nomic evaluations. Drummond and coldressed in the analysis. For example, if the

leagues (1997) outlined different types ofjuestion is about the best way to improv
partial evaluations and emphasised two chahe health of PSU users, a cost-effectiveng

acteristics necessary for full economic evalidesign may be adopted. However, if ther
ation: was a need to make wider comparisons

may be more appropriate to use a cost-ut
» acomparison of two or more alternativey framework. For studies attempting to look

at the full range of costs and benefits of pro

 both costs and benefits of the alternativedding treatment compared to no treatmery

are considered
benefit analysis.

No intervention can be cost-effective if it is

not effective in terms of clinical outcomes (sedhere are four types of full economic evaly

Workbook 7). Therefore, the most robusation:

design for a full economic evaluation is a

randomised controlled trial. This is the det

sign that was used in the case example evalu-

ation located at the end of this workbooks cost-effectiveness

Other evidence of cost-effectiveness is less

robust. In particular, studies using differences cost-utility

between before and after treatment, with no

control group, tend to overestimate benefits cost-benefit

of treatment. These benefits are even more

prone to overestimation if only those whal he main diférence between the four types

complete treatment are included in the studfll economic evaluation is how the benefits t

the individual are measured and valued.

Ideally, cost data is collected at the same time

and with the same degree of accuracy £&0st minimisation analysis

outcome data. While this is increasingly be-

cost minimisation

coming the practice, most studies have elin cost minimisation, the effect of the alter-

ther attempted to estimate costs for alternaative interventions on the individuals healtt
tive therapies retrospectively, or model cost®lated quantity and quality of life are as
and consequences for the alternatives beisgmed to be equal. In these studies, all otl
considered using literature reviews of effeccesource consequences are measured
tiveness data and models of resource costgsonetary terms. Some of these resour
For more complex structures, or where the@nsequences, such as reduced future ley
are longer term benefits, some modelling anof crime or health care costs, can be seen
model predictions will always be required:benefits” of the intervention, whereas othe
Any modelling or predictions require someaspects such as the direct costs of the int
assumptions to be made. ventions can be clearly defined as “costs

Published studies vary in the name given
Part of the study design stage involves tr@me of the non-individual “benefits” — in
choice of an economic evaluation methodsome studies these are considered as paf
cost-minimisation; cost-effectiveness; costhe cost calculations but as benefits these su
utility or cost-benefit (described below).are subtracted from other costs to give a
There is a need to match the choice of ecoests total.

the most appropriate design may be cos
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The advantage
of the cost
minimisation
approach is
that the
measurement
problem is
reduced to just
examining
resource

consequences.

However, the
assumptions
are difficult to
justify prior to
any
experimental
study.

If two interventions have the same individuahn example of a cost minimisation study i
health effects, then the one which can be judgad examination of several standard methga-
as the most value for money will be the interdone facilities in which client group an
vention which minimises the net costs. Itis, howexpected consequences are assumed tg be
ever, a strong assumption to assume that intite same. The figures in the table on the
vidual health effects are the same between twext page illustrate some potential results.
or more alternative treatments (or treatmefithey are taken from a study by Bradle
scenarios if more complex questions are beirand colleagues (1994), and it should he
posed). It would be an even stronger assumgtressed that this study was only concerned
tion to include all other benefits of treatment agith costs and no claims were made abopt
equal. The advantage of the cost minimisaticdhe outcomes of the different sites. Of th
approach is that the measurement problemtizree sites reported in the table below, Site
reduced to just examining resource consé-was hospital based whereas Sites B and
guences. However, the assumptions are diffc were free standing facilities. In this case,
cult to justify prior to any experimental studySite A is the cost minimising option, be-
This method, therefore, has only limited applieause of the lower average staff costs.
cation within the PSU field.

lllustrative cost minimisation analysis for 3 standard methadone
treatment programmes (1990)

Site A Site B Site C

Capital cost 105,340 83,107 17,190
Rent and maintenance 6,508 102,326 44,876
Staff costs 414,812 843,323 663,257
Telephone, office supplies, utility costs etc. 222,273 199,206 111,298

Contracted services
(laboratory tests, pharmacists, accountants fetc) 39,339 | 237,205 | 131,645

TOTAL Costs 788,272| 1465,167 968,266
Number of clients 210 333 250
Average cost per client 3,754 4,400 3,873

Cost-effectiveness Analysis

The majority of the published economicstruct some cost-effectiveness ratio indj-
evaluations have been cost-effectivenessiting the net costs required for each unit
analyses. In this type of economic evaluasf outcome. For some health care intef-
tion, the effect of treatment is measured igentions, the natural health unit outcome
a single natural health unit. Costs and oth@neasure may be best reflected by deaths
consequences also are measured in mavoided or gains in life yearslost PSU
etary terms in the same way as for costudies have used some measure of PSU
minimisation analysis. The requirement forather than a health measure, for example,
an economic study to have a single, prirthe net costs per abstinent day, or per per-
cipal outcome measure is needed to conentage reduction in PSU.

14
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In this type

of economic
evaluation,

the effect of
treatment is
measured in a
single natural
health unit.
Costs and
other
consequences
also are
measured in
monetary terms
in the same
way as for cost
minimisation
analysis.

One down side of this technique is that using The screening costs of applying an alco-
a single measure is that the total effects of hol use questionnaire, 2 minutes, are cal-
PSU treatment may not be reflected in any culated to be between £0.8 and £2.40
one health or PSU variable. Further, many per person, total costs £160 to £480.
of the effects of treatment on the individual The guestionnaire is estimated to suggest
may have wider impact on the quality of life  that 46 people would need a brief inter-
than just that of health. Hence, a narrow uni- vention (36 true positive and 10 fals
dimensional outcome measure used as anegative)

comparison may fail to “measure” the full, |15 estimated that 15 minutes is needed
impact of the different therapies and lead to to deliver each intervention. with addi

a misleading conclusion on the relative tional costs of leaflets, etc., giving a cost
“worth” of the therapies under consideration. ot each brief intervention of between £

and £20

For the 46 people receiving the interven-
tion, this yields a service cost of between
£368 and £920

Total programme costs including th

The choice of outcome measure not only af-
fects the validity of the study, but also the
use of study results. PSU quantity measures
may be preferred by therapists as being the
only measures relevant to their client group. :
However, funders of treatment could not use SC'é€ning are therefore between £528
such studies to examine the comparative £1400
worth of expanding PSU treatments vs. ex- The cost per at risk drinker is between
panding vaccination programmes because of £14.6 and £38.9
the lack of a common generic health status Expressing this in terms of effectivenes
measure. evidence yields an average extra costs|of
£2.4t0 £6.5 per “unit” of reduced alco-
To illustrate the use of cost-effectiveness hol consumption.
studies, consider the following example of the
effectiveness of brief interventions comparebilote this example is conducted from the prj-
to a control intervention for those drinkingmary care perspective and only a limiteg
alcohol above a low risk level. In this ex+ange of cost and consequences are exam-
ample, both costs and effects are measuriged.
as the excess over the control intervention.
Cost-utility Analysis
» Systematic reviews of the effectiveness
evidence suggest that alcohol consump| resources have an opportunity cost: of
tion is reduced on average by 20 per cepbrtunities to do something different with ref
following brief interventions. Assume thatsources are lost when resources are com-
in a hypothetical problem- PSU populamitted in a certain direction. Within health
tion, this would translate into a reductiorcare, there is a need to make decisions pn
of 6.02 alcohol units per person pethe balance of resources, for example, be-
week. (One unit is equal to 8 grams ofiveen terminal care and prevention interven-
alcohol). tions. Such comparisons, however, require
« Based on these results, administratogme common outcome measures that can
want to implement a screeningincorporate quantity and quality of life
programme and delivery opportunisticchanges. Such measures can be seen as mea-
brief interventions in a primary care setsures ofitility (or value of health) to indi-
ting for 100 men and 100 women. Beviduals. Economic evaluations using such
fore doing so, they want to understangutcome measures are hence catiest-
the cost-effectiveness. utility studies.

n
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_ this method Drummond et al (1997) suggest this methodote that not all QALY's are calculated ir
should be should be used when quality of lifetlee  the same way. Scoring for different ques
important outcome. PSU cost-utility studiesionnaires may be based on different ideas

used when A : . : . :

quality of life might involve the gvaluatlon of s_oc!a_l careabout wha_tt constltute_s q_uahty of life. For
is the programmes designed to help individualexample, is regular fainting “worse” thar
important who have been in long-term residentiathronic pain? Different quality of life mea-
outcome. programmes. Or, it might be used to comsures will “weight” or value these items dif-

pare interventions that have effects both dierently. Different QALY measures also
the length and quality of life. Finally, therehave different health dimensions. Th
are those programmes that have a rangefiroQol EQ-5D, for example, has 5 di;
different outcomes arising from interventiongnensions: mobility, self-care, usual activ|
and some common measure is required iy, pain/discomfort and anxiety/depressio
make comparisons between them. (Dolan et al., 1995). Another measure, the
WHOQOL-BREF, has four dimensions
There are a number of different aspects fghysical health, psychological, social relg
constructing and using health utility measurefonships, and environment. Copies of both
in economic evaluations. It is necessary tmeasures and scoring instructions are Ip-
identify, measure, and value the health gaircaited in Workbook 1, Appendix 2.
from any extension of life and improved qual-
ity of life. Some treatments may improve bottAll other costs and resource consequences
aspects, but others may influence only th@e measured and valued in a similar way
length of life or the quality of life. Whereasas in all the other types of economic evalu
cost-effectiveness studies measure the oattions.
come a particular point in time, for example
one year after treatment ends, cost-utilitAs an example of this type of study, con-
measures must estimate how long the treatider the three treatment programmes de-
ment effects will last. scribed in the previous cost-minimisation
table. If a cost utility study of these three
Most cost utility studies measugeality programmes were completed, it would have
adjusted life years(QALYs) among their been possible to chart both differences in any
participants. A QALY is based on the ideaverdose or other mortality while in the
that categorising people merely as “alive” oprogramme and the improvement in general
"dead” (i.e., quantity of life) does not cap-health.
ture adequately multiple states of health, or
quality of life, that exist in individuals’ lives Using this example, assume that Site C (with
following PSU treatment. QALY's assign thegreater proportionate staff input) resulted in
score of 1.000 to a (hypothetical) persopach client having large health improvements
who is in a state of perfect health. Then, detsing a standard quality of life measures.
ductions from 1.000 are taken thfferent Combining the health and reductions in moy-
symptom reports while answering quality of lifetality yielded the following average total health
guestions. For example, use of a caag re- gains in the three programmes over a year
duce a person’s QALY by.060 (1.000 programme. No future health gains were
0.060), while wheezing or shortness or breathought to arise from these programmes, a
may reduce QALY by.257 (1.000 - 0.257) minimum estimate position.

D

-

Site A 160 QALYs (210 original clients)
Site B 291 QALYs (333 original clients)
SiteC 345 QALYs (250 original clients)

16 Evaluation of Psychoactive Substance Use Disorder Treatment
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Combining these findings with cost datanence reduced annual cost) yielded the
(assuring the original cost figures were adollowing average cost per QALY figures
justed for the premature mortality (andshown in the table below.

lllustrative example of a cost utility study

Total Programme QALYs gained Average cost

costs ($) per QALY ($)
Site A 788,272 160 4,927
Site B 1,465,167 291 5,035
Site C 968,266 345 2,807

All other costs and consequences are asfrisk or asking individuals to put monetary
sumed to be the same between the sitesMalues on different health states using a will
this example, Site C has a far lower cost pangness-to-pay approach (see Johannesson
QALY than the other two sites. Given theet al. (1996) for a review of these methods).
different mortality rates, there would be dif-

ferential health gains in future years even if al\n illustration of the results gained by will-
existing clients reverted back to former levingness to pay methods can be drawn losses

e

els of PSU. associated with fatal road accidents in the
United Kingdom. The government agency
Cost-benefit Analysis reviewed the available estimates from all dif-

ferent methods, and choose a value in 1987

In cost-benefit analysis, all individual benefitof £500,000 per life. This compared to a fig

are measured in monetary terms. This meange of £283,000 calculated using a foregone

that all costs and consequences are measueaainings method. In 1996 terms, this con-

in the same units. The method is useful whererts to a value of £23,000 for each lost

there are a wide range of diverse outcomégained) life year.
ﬁ;&z wond  associated with the treatments being evalu-

”,?’,Sfjg e ated. Because the results can be expresa#fillingness-to-pay methods may be seen as

You! in terms of whether the monetary value o&n alternative measurement system to that

benefits outweighs the costs, such studies arsed for utility measures. The differences

often seen to provide more powerful argubetween them may be in the weighting sys-

ments for implementing programmes (or notem used for different groups of the popula-

than other forms of economic evaluationtion. Utility measures usually have an equity

However, the relevance of any study to deslement built in, with one quality adjusted life

cision-making depends on the alternativgear being deemed of equal value to all indi-

options being evaluated and the scope of th&uals. This is not always the case with mon-

evaluation. etary measures as some may be biased to

giving greater weight to those with more int

In cost-benefit Measuring health gains in monetary terms some. This method may be appropriate |n

analysis, all sometimes viewed as problematic. For exrealth care systems were individuals are re-
individual ample, market values of the value of lifesponsible for paying for health care.
benefits are based on foregone earnings have been

measured in thought to undervalue some groups in sockrench and colleagues (1996) have proposed
monetary ety, particularly older and poorer peoplerecently a method for estimating the mon-
terms. This method of valuation is now rarely usedetary value of PSU treatments. The methogd-

Other methods include using market valueslogy they proposed is a mixture between
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using health utility measures and monetamyated from available epidemiological dat
valuations. Estimates of quality adjusted lifand it is not clear that “avoided disease” can
years are calculated for different age/gerbe accurately estimated for the range of dif-
der and race cohorts and a dollar value ¢érent PSU. Also, by concentrating on
a QALY applied. The average value waswvoided disease, the measure may fail to cap-
taken from assuming a value $5 million foture the full individual benefit dfeatment.
the statistical life of an average white mald@his may be particularly important for treat
at age 38. In essence, the methodologgents applied to less dependent users.
proposed could be used within either a

cost-utility or cost-benefit analysis. Differ- The fullest study examining both costs and
ent disease outcomes were related tobeenefits in monetary terms was conducted
general index of values of different healthby Gerstein and colleagues (1994). This
states. For example, compared to a pewas a before and after study without g
fect health value of 1 and death as O, @ntrol group and therefore can be
moderately severe case of Hepatitis B wasiticised on methodological grounds. The
thought to generate a value of 0.96 over&udy, however, illustrates the size of pa-
months duration. This is an interesting “lowtential gains to a number of agencies. Con-
cost” methodology for estimating individualsequences included criminal justice costs,
health gains. It may have useful applicaan estimate of victim losses from crime,
tions for PS injection users who are vulhealth care cost and productivity conse-
nerable to a number of different diseaseguences. The summary figures are given|in
with measurable consequences. It may lieelow, showing all modalities apart fron
possible to provide reasonable estimatesethadone discharge resulted in greater
of the “avoided cases” by treatment. Howbenefits than costs for an average episogde
ever, these data would need to be estf treatment.

CALDATA examples of cost benefit analysis

Residential Social Model |Outpatient | Methadone | Methadone
Discharge | Continuing

Savings per Day During $22.19 $12.79 $10.60 $14.14 $29.68
Savings per Day After $24.51 $14.43 $7.50 $-3.7¢ N/A
LOS (average) 69 79 150 6(
Cost per Day of Treatment $61.47 $34.41 $7.87 $6.74 $6.37
Total Cost Per Episode $4,405 $2,712 $99( $405 $(2,325)
Total Benefits $10,744 $6,509 $2,858 $1,206  $(10,833)
Benefits to Cost 2.44 2.40 2.88 -2.98 4.64
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Undertaking Cost-offset, cost-outcome the costs of substance use treatments|can
a partial and other types of partial be fully or partly offset by reductions in
economic economic evaluations future hea!th care costs. The purpose_of
cost study is these studies is to lend support for thein-

one practical . clusion of coverage of alcohol and other
There also are a number of valuable partial,

way to . ) substance use treatments in insurance
economic evaluations that have been under- . .
collect data . plans. Itis an attempt to partially address
e taken for PSU treatments. These are given L :
with limited . ) : , : the question is treatment worthwhile. |n
different names in the literature including cost- . .
resources. general, the analysis has involved obser-

offset and benefit-cost studies (often referred
to somewhat erroneously as cost-benefit
studies).

vational data on individuals through time
and comparing health care costs before
and after treatment.

e A ipti - . . . .
n outcome description, a cost de Undertaking a partial economic cost study is

scription or a cost-outcome description : o
: : one practical way to collect data with limited
IS a study that examines only one treat-

ment (or possibly one treatment system) resources. Such data can give a broad pic-
P y 4 ture of a service, although great caution is

are examined (see Workbook 5). studies provide some evidence on the brpad

worth of treatments while not being of suffi-

» Cost-offsestudies examine the costs of cient rigour to answer more detailed ques-
different treatments or treatment systemdions on how services could be changed to
and the consequentimpact on future healttyield more benefits with less resource use.
care costs. The idea being tested is that

4. Identifying, measuring and valuing
the costs of the alternative treatments

The table on the next page outlines all the
potential costs of a PSU treatment. The four
general areas identified where costs may
occur are:

* costs to service providers

* costs to the individuals and families in
treatment

_ * coststo other agencies or individuals

* productivity costs
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Checklist of costs of substance use treatments

1. Costs to service providers

* Capital
- land
- buildings

- equipment

* Running costs
- paid staff
- volunteers
- administrative and managerial costs

- consumables including drugs prescribed and their dispensing costs, toxic
costs etc.

2. Costs to the individuals and their families in treatment

» Out of pocket expenses
- travelling and other direct expenses
- contribution to treatment costs (if not included in A)

* Leisure time and other costs associated with input to treatment Costs

- pain, distress etc. associated with changing habits, or with process of treatmé

3. Costs to other agencies or individuals
e Referrals to other health or social agencies linked to the treatment

* Increases in potential problems associated with treatment
- leakage of prescribed drugs to illicit markets

4. Productivity costs

plogy

2Nt
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It may be
relatively easy
to measure
and value the
provision of
the costs of
treatment.
Some other
potential
consequences
pose more
problems.

The areas that may be included in your analysisnay not always be possible to measure apd

will depend on your situation. For exampleyalue all these effects, some analysis can
an evaluation from the health service pemundertaken to check whether they are like

spective may only concentrate on the cost to differ among the alternatives being evalu-

providers and any other consequent cost fated.
other health agencies. If a wider perspective

Is taken, more variables may be analyses. kcontroversial area is whether costs arising

these situations, it is important to avoid doublgom lost productivity while in treatment

counting. For example, individuals may losshould be included in different economic
income while undertaking treatment. Includevaluations. For long residential treatments,
ing an allowance for the full cost of lost prothe estimates of these costs can be consid-

ductivity from the time spent in treatmenterable. A sizeable group of substance users

would mean that the lost labour “resourceinh treatment may have been unemployed f

would be erroneously counted twice. It shouldome time and therefore the valuation of this
also be noted that the list refers only to “retem will depend crucially on whether the

source” costs — those actions which meagstimates are based on some unadjusted

there is a loss of scarce raw materials, landalue of time, or adjusted for labour marke

labour or capital. Many PS users may be idemand conditions —i.e. adjusted for the rigsk

receipt of welfare payments from the statef unemployment.
— these are transfers from one group (the

taxpayer) to another grou@hanges in A number of questions also arise in applying
transfer payments are not included in ecdvalues” to material resources. For example,

—+

nomic evaluations. However, such changesome resources may be more expensive in
may be of prime interest to state or narural areas because of transportation costs

tional governments and may need somehereas others, including buildings, may be
more expensive in urban areas because of
scarcity. Itis helpful to present results in reg-

separate analysis.

It may be relatively easy to measure and valg®urce use terms as well as applying mo

the provision of the costs of treatment. Sometary values so that individual readers can

other potential consequences pose morelate the results to their own situation.
problems. For example, it is often difficult to
trace the fullimpact of different treatmentsviore detail on how individual treatments

on other agencies. Alternatively, certain treathay be costed and further discussion of
ments may be associated with more distreseme costing issues are contained in Work-

both to the individual and their family. Whilebook 5.

Identifying, measuring and valuing the
benefits of the alternative treatments

In the table on the next page, the rangmef e« reduced use of other health care interve
sible benefits that may arise from treatment tions
is outlined. The five broad areas are:
* benefits to other agencies
« direct health benefits to the individual
* productivity benefits
 non-health improvements in quality of life
for the individual and family

Workbook 8 -

Economic Evaluations
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Consequences of PSU Treatments

1. Direct health benefits to the individual

* Quality and quantity of health improvements
- exact measurement depending on economic analysis type
- associated with reduction in drug use
- reduced risk of injection-transmitted disease
- more healthy lifestyle in general

- less any adverse effects of treatment

2. Non-health improvements in quality of life for the individual
and family

e Reduction in PSU- related violence
e Improvements in social functioning

e Other benefits to the family

3. Reduced use of other health care interventions

4. Benefits to other agencies
* Reduced use of resources from other social care and welfare services
e Reduced criminal justice system costs
* Benefits net of any adverse consequences to “community and social
environment”
5. Productivity benefits

e Benefits in individual productivity as a result of the treatment

22 Evaluation of Psychoactive Substance Use Disorder Treatment




WHO/MSD/MSB 00.2i

PSU...

affects a
number of other
dimensions of
life quality of
both users and
their families.

Not all
consequences
of treatments
may be
beneficial.

It is important
to consider
possible
negative
consequences
of the
alternative
interventions
being
evaluated.

Most studies are likely to include a numberiods especially of frequently used health ser-
of different individual outcome measures. Fovices. This is one of the important challenges
example, many controlled trials may includeéo researchers.
some measure of substance use, some spe-

cific substance-related outcome measure apd well as the benefits to the health care svs-
amore generic health status instrument. F@§m, PSU treatments also are likely to re-
economic evaluations, there may be a negfilice the use of other social care and welfgre
to value the health benefits and a need iencies. It should be noted again that these
choose both the method of valuation and th@sources relate to services received rather
groups from which values are sought, fofhan changes to welfare benefits, which are
example, from PS users or the whole popgransfer payments not resource costs. The
lation. difficulty for evaluators is tracing such changes
. in use and finding some means of valuing the
Most existing general health measures aﬁﬁverse range of effects that may arise. |it
focused on health-related quantity and qual- )

ity of life changes. This makes sense because uld of course be far too costly and tim

maximising health aain is a vervim Ortan{:onsuming to individually trace all potentia
9 g ryimp effects. Some may be excluded from the

objective. PSU, however, affects a number . )
, ) : . analysis but the effects of such exclusions has

of other dimensions of life quality of both : :

: o tq be considered carefully. Itis clear, for ex-
users and their families. Some PSU-relate . :

. mple, that there is a large impact on the costs
outcome measures have attempted to inclugle L T )
. : . 0,the criminal justice system from treatin
some of these dimensions. There is a need .
Some dependent drug users. Itwould be i

to evaluate whether such “non-health” ben- . )
! Prtant to consider whether the alternative
efits to PS users can be measured and v

- ., freatments being evaluated had differential
ued perhaps through “willingness to pay” or

ﬁﬁects on crime before it was decided t
preference-based measures on total hea . .
exclude them, even if the main focus of the

and non-health-related quality of life. At thestudy was the impact on health care servicgs.

sequences of individuals receiving treatmer@vourable impact on a community and th
is the reduction in demand for other healtnvironment over and above some of the
services. These potential gains could be siz&ductions in direct problems. For example,
able. The ease by which health use can fductions in crime rates may also produc
measured varies with health care system&ductions in the fear of crime among cony-
Where there is some charging mechanisfilunity members. Not all consequences of
even if individuals do not pay directly be-treatments may be beneficial. Itis important
cause of social insurance, there may K consider possible negative consequences
records of all health care use, including thef the alternative interventions being evaly
resource cost of the different treatment epfted.

sodes. However, in many countries it may

be necessary to ask individuals about thefiinally, there are the benefits that result from
use of health care over a period before, dugains in productivity. As with productivity
ing and after treatment and then use averagests, there is some debate about the incju-
values of the costs of such use. Cost-offseion of such effects and if included how they
studies using insurance record data can tragskould be measured. Treatment s likely to
individuals within the plan over considerablémprove employment prospects and increase
periods. This would be more difficult tothe productivity of those in work. However
achieve with self-report data. It is not cleathe actual changes will depend on the state
how accurate recall would be over long pesf the local labour market.
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6.

Adjusting costs and benefits
for differential timing

For all costs and consequences, there ishould be discounted. Is a life year saved
need to consider the time period over whicthis year worth twice as much as a life-yea
any effects will be measured and valued. Isaved ten years from now? Or should all life
research terms, observed follow-ups angears saved be treated as equal even if 1
generally limited in time. In some instancessaving does not occur until 20 years in th
epidemiological data may be available tduture? In practice, most guidelines sugge
model plausible outcomes over time includboth discounted and undiscounted figures f
ing an allowance for relapse. In other caselsealth benefits should be made available
assumptions may have to be made andr@aders of the study. Discount rates are ug
range of results presented. Itis these typa#ly based on current financial interest rate
of issues and how they are resolved whichpplying discount rates to data is relatively
illustrate some of the assumptions and comneasy and tables are available for convertir
promises that have to be made in practichgures across a number of years to prese
economic evaluations. values. Tables from Drummond et al., 199]
are contained at the end of this workbog
Many of the effects from treatment may lagior reference purposes.
more than one year. This is particularly true
if the interventions under study extend the lif@o illustrate, consider potential gains fron
of the participants. However, we tend to putliminating alcohol related road traffic death
a lower value on events occurring in the fun one year. In England and Wales, this wou
ture than those that occur in the current yeaesult in a total gain of 148,500 life years in
One step in an economic evaluation is t80 year period. Discounting the future gain
convert all costs and benefits to a “presen life years at 5 per cent per annum, how
value” so that they can be compared. Thisver, reduces the total to a figure of 85,80
process is callediscounting. While there is life years. If a higher discount rate of 10 pe
general agreement on the need to discourgnt was used, the calculated health gain
most resource consequences, there is leisces to 57,000 life years, less than half t
agreement on whether future health benefitgrdiscounted figure.

Measuring the incremental costs
and benefits

Lists of costs and benefits are create@learly, not all costs rise at the same rate
in terms of totals (or average per indithe number of treatment admissions increas
vidual) associated with each of the alThere are some fixed costs, such as buil
ternative treatments. For economiangs and equipment. As numbers rise, the
evaluations, it is important to knowfixed costs are spread over a larger numb

whether the costs or benefits vary withuntil some capacity limitis reached. At this

the level of service provided. Measur<ritical point, however treating a few extra
ing the incremental (or extra) costs an@eople can involve a large amount of extr
benefits as more treatment is undertakersources. One of the largest inputs into trex
is important for this task. ment is therapists’ time. This can be regardé

in
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as semi-fixed and obviously the extra costiustration of incremental costs was given i
of treating an extra client fall until the therathe study by Bradley et al (1994): see the

pist has a full load. table below. In this example, an extra client

is assumed only to require mor

Other costs and benefits also may changensumables, such as methadone. However,
according to the level of activity. It is there-an extra 25 clients would require more st
fore important to undertake additionabnd other programme costs, although np
measurement and modelling osts and ben- extra building space. In this example, Site C
efits to fully understand the processes of diffehas the lowest marginal costs for 1 and 25
enttherapies as they expand or contract.  clients.

~t

Marginal costs for a year from standard methadone treatments (1992)

Site A Site B Site C

1 Client | 25 Clients | 1 Client | 25 Clients | 1 Client | 25 Clients
Methadone & other
client related costs 1,019 49 571 776 41,909 164 28,090
Staff - 296 - 1,335 1,785
Other costs - 5,118 - 1647 15,822
Marginal costs 1,019 54,986 776 54,791 164 45,697

For some research questions, the whole studgproach would be an appropriate way of
could be framed in an incremental way. Mangvaluating some stepped programme of care.
policy decisions concern how much eackn this case, the additional benefits and costs
programme should be funded rather thanda providing extra units of care against th
choice of funding only one. The incrementalternative of no additional care.

1)

8. Putting the costs and benefits of the
alternatives together and analysing
the results

After valuing all the costs and benefits of th&or cost-effectiveness and cost-utility stuc
alternatives, discounting the sums to preseieis,there are two ways of presenting result|
values, and completing some increment&lost-effectiveness ratios are generally calcu-
analysis, the results still need to be brougleted by comparing the net costs divided by the
togetherReview Workbook 2 for more individual health outcomes of one programme
thorough information about analysing to the costs divided by the individual health
and reporting research results. outcomes of the secoptbgramme. For ex-

ample, one intervention could resultin £1000
In cost-minimisation studiethe analysis per quality-life-year (QALY) gained and an-
involves straight comparisons of the costs (@ther £1200 per QALY. These ratios are gen-
net costs if some resource, rather than indérally based on average costs and benefits
vidual health benefits, have been included).

1%
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The alternative is to compare costs and owt- Programme 2 has more benefits and mare
comes directly: costs than programme 1. Again decisign
IS unclear.
(Costs- Costs)/ (Outcomes- Outcomeg
With cost-benefit analysis, the benefits and
to give a net figure for the difference becosts are measured in the same unit, morey
tween programme 1 and 2 (if the design ofalues, and the results may be presented as
the study is comparing two alternatives ithenet benefits of the alternatives (benefits -
this way). This is usually calculated usingosts) or in terms of cost-beneditios (costs/
incremental costs and benefits and capenefits). Ratios are not particularly usefyl
clearly be adapted for some of the morand can be manipulated because some ben-
complex economic evaluation designs (sesfits can be redefined as averted costs and
Drummond et al., 1997). affect the ratio. Ratios do not give any ideas
of the size of the scale of benefits or cos
With a simple study comparing two alternaT his may be important when comparin
tive programmes, there are four possible rerogrammes.
sults:
The results will be more complex if a mor
« Programme 1 has more benefits and lowsepmplex design is used. Similarly, there may
costs than programme 2 (at all levels d#e subsidiary analysis to consider if the de-
implementation). In this case programm@ign of the study allows. For example, itm
1 clearly dominates programme 2. be possible to consider whether costs
benefits vary with severity or other charac-
Programme 2 has more benefits and lowegristics. However, unlike in other areas, there
costs than programme 1 and 2 will domiare no standard measures for case-mix
nate 1. substance use services.

» Programme 1 has more benefits but also
more costs than programme 2. In this case
the decision is not so simple and may de-
pend on whether incremental figures show
an advantage of one over another.

Testing the sensitivity of results

Undertaking a full economic evaluation remates are subject to debate. This may qc-
quires a large number of assumptions to lmir if no estimates are available, the esti-
made. It is important to have some idemates are subject to imprecision, or there
whether the overall results of the study woulds methodological controversy such as
vary if different assumptions had been takethose surrounding discount rates. Uppér
Some assumptions can be tested systemaind lower bounds on estimates for the sen-
cally by using sensitivity analyses. This magitivity analysis can be set by using evidence
involve, for example, using different levels ofrom other studies, current practice in th
effectiveness varying the main cost variabldgerature or by soliciting judgements from
or using different discount rates and assestiose who will be making decisions. Cal-
ing the impact on the results. culations can be made using a combina-

tion of best guess, most conservative and
As Drummond et al. (1997) suggest, serleast conservative estimates.
sitivity analysis may be needed when esti-

D
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It's your turn

Put the information from this workbook to3 Using the information contained in this

use for your own setting. Complete these workbook, choose the study design that
exercises below. is most appropriate for your research

guestions and resources.
Remember to use the information from
Workbooks 1 and 2 to help you completea ® Cost-minimisation
full evaluation plan. Review that information

now, if you have not already done so. Cost-effectiveness

e Cost-utility

1 Decide whether a full economic evalua- « Cost-benefit
tion is needed or warranted, given your
research questions and your research re-e Partial economic evaluation
sources. Is a partial economic evaluation
(reviewed in this workbook) or a cost
evaluation (Workbook 5) more appro4 List programme cost sources that yo
priate? want to evaluate. If evaluating service
across agencies, decide the commg
measurement(s) you will use. Meet witf
2 Decide the scope of your study and the planners from the other agency(ies) t
treatment alternatives that you wantto achieve consensus on the evaluatig
evaluate. Will you conduct an economic methods.
evaluation within an agency, across sev-
eral agencies, or evaluate wider social We have started the list as an aide f(
costs? you. Cross out the sources that do n
apply to your situation, and add other,
e Within an agency that are not already listed.

e Across several agencies 1) Costs to service providers

e Capital:
- land
- buildings
- equipment
- vehicles

e \Wider social costs

* Running costs:
- paid staff
- volunteers
- administrative and manageria
costs

Workbook 8 - Economic Evaluations 27




WHO/MSD/MSB 00.2i

- building related expenditure

(heating, lighting, maintenance,
etc.)

- consumables including drugs
prescribed and their dispensing
costs, toxicology costs etc.

2) Costs to the individuals and their
families in treatment

e QOut of pocket expenses:
- travelling and other direct ex-
penses
- contribution to treatment costs
(if not included in A)

e Leisure time and other costs as-
sociated with input to treatment
costs:

- pain, distress etc. associated
with changing habits, or with pro-
cess of treatment

3) Costs to other agencies or individuals

e Referrals to other health or so-
cial agencies linked to the treat-
ment

* Increases in potential problems
associated with treatment
- leakage of prescribed drugs to
illicit markets

4) Loss of patient productivity costs

Decide how you will assess the “benefits”
of treatment. This will depend partly on the
evaluation design that you choose (Exer-
cise 3), and mamclude a combination of
cost, quality of life, and other outcome
data. Determine what information you
have available, and what other informa-
tion you will still need to find out. If you
need to collect additionalata, decide
what method you will use to do this. Re-
view Workbook 2 to help you choose arg
apprqriate data collection measure.

Here’s a list to get you started. Cross out

others as needed.

1) Direct health benefits to the individua

2) Non-health improvements in quality of
life for the individual and family

3) Reduced use of other health care in
terventions

4) Benefits to other agencies

5) Productivity benefits

Review what you have planned in
these exercises. Will your plans an
swer your research questions? Ar
your plans realistic, given your re-
items that you will not measure, and add search resources? If not, make modi

fications as needed.

Quality and quantity of health
improvements:

- exact measurement depending
on economic analysis type

- associated with reduction in
drug use

- reduced risk of injection-trans-
mitted disease

- more healthy lifestyle in general
- less any adverse effects of trea
ment

Reduction in PSU - related
violence

Improvements in social func-
tioning

Other benefits to the family

Reduced use of resources from
other social care and welfare
services

Reduced criminal justice system
costs

Benefits net of any adverse con
sequences to “community and
social environment”

Benefits in individual productiv-
ity as a result of the treatment

¢
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Conclusion
and a practical
recommendation

In this workbook, we have outlined the baReturn to the expected user(s) of the evalu-
sic principles and practices of economiation with specific recommendations based
evaluations within PSU services and sysen your results. List your recommenda-
tems. In undertaking economic evaluationsions, link them logically to your results, and
it is essential that you pay close attentiosuggest a period for implementation of
to the principles and practices of planninghanges. The example below illustrates this
and implementation as outlined in Work+technique.
books 1 and 2. Trade-offs have to be made
as to theigour with which you collectand Based on the finding that programme A,
analyse information to answer your evalueompared to programme B, results in 20%
ation questions, and thhesourcesyou cost savings yet equivalent quality of life
have available. You must strive to achieveutcomes, we recommend that
the best possible information with the timgrogramme A is adopted on a larger-scale
and resources available to you. You mudtasis.
carefully document the limitations of your
findings and conclusions. With these prinRemember, economic evaluations are a
ciples in mind, you will be able to under-critical step to better understanding the day
take practical and useful cost evaluation® day functioning of your PSU services.
within your treatment service or system. Itis important to use the information that
economic evaluations provide to redirect
After completing your evaluation, you wantireatment service$hrough careful exami-
to ensure that your results are put to pracation of your results, you can develop
tical use. One way is to report your resulteelpful recommendations for your
in written form (described in Workbook programme. In this way, you can take im-
2, Step 4). It is equally important, how-portant steps to create a “healthy culture
ever, to explore what the results mean fdor evaluation” within your organisation.
your programme. Do changes need to hap-
pen? If so, what is the best way to accom-
plish this?

E.CONOMIC
EVALUATIONS

Workbook 8 - Economic Evaluations
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Comments about
case example

The following case example presents a modhat were incurred by participants. Societal
fied cost-effectiveness economic evaluatiortosts included psychiatric, medical, legal, and
The evaluation compared a case managemémily resources. Results indicated that both
approach to a “usual care” approach fdreatments resulted in cost savings. However,
people with severe mental iliness and PSthie case management approach also resulted
dependence. In this evaluation, case maimsignificantly improved psychiatric symp-
agement included intense individualised asems and role functioning relative to usual
sistance and monitoring by a team of profesare. Evaluators did not provide a cost-ef-
sionals. Usual care was defined afectiveness ratio, thus departing from stan-
participation in a community-based PSU supgard cost-effectiveness evaluation techniques
port group (Alcoholics/Narcotics Anony- as described in this workbook. As a result,
mous). Costs of providing each programmtieir conclusions had to be based on a gen-
were calculated on a per client basis, aretal overview of cost and outcome data rather
compared against changes in societal coskan a single measure of effectiveness.
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The author alone is
responsible for the
views expressed in
this case example.

Case example of a
economic evaluation

Cost-effectiveness evaluation of
substance misuse interventions

By
Teh-wei Hu, Ph.D.

Who was asking the ers of public health and other services. Th

. case management program involved inte
qUEStIOH (S) and Why sive individualised assistance and monitoriry
did they want the by a team of clinicians and paraprofessior
. . als. The clients involved in the case manag
information? ment program were compared to those it

volved with Alcoholics Anonymous or
Towards the late 1980's, a California countiNarcotics Anonymous (AA/NA), a form of
mental health administrator was very muckupportive counselling to help people wor

concerned about the rising costs of mentéirough the 12-step recovery process. Staff
health care and the prevalence of substaneet with clients both individually and in groups

misuse. The administrator was searching fand provided an additional three to four hou
a services program which might be able tper week of services in addition to their mer
contain the rising costs of care, and, perhafa health services. Staff actively engaged
at the same time, improve the mental healteaching patients the 12-step recovery a
status and functioning of clients. In responseroach, and linked them to existing AA/NA
the county allocated funds for carrying outneetings in the community. Thus, the 12-stg
alternative models for treatment. At the sam&A/NA approach served as the contrg
time, evaluation funding from the federal govgroup or as a “usual care” group.
ernment was received to evaluate the costs
and outcomes of this experiment. Qualified patients were randomly assigne
into the two intervention programs. In the fi
This case study focuses on the treatment il analysis, 39 patients were in the AA/NA
people with severe mental illness and alcgrogram and 45 patients were in the ca
hol and drug abuse in a California countynanagement program. It was anticipated th
(Jerrell & Hu, 1996; Jerrell, Hu, & Ridgeley, the individualised assistance and monitorin
1994; Jerrell & Ridgeley, 1995). A casewithin the case management program wou
management program was developed for thisoduce superior outcomes for this clier
client population since they are very high ugpopulation and be more cost-effective.
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What resources treatment days, and emergency visits), were
separated from the mental health supportive

were needed to intervention services (i.e., case management

collect and inte rp ret hours, outpatient visits, medication visits, sup-
portive housing days, and day service days).

the information? This was done to compare the cost differ-
ences in providing supportive services through
To carry out this evaluation, the director okach intervention. The costimpact of these
the evaluation department in the county rggrograms on the use of other mental health
cruited a health economist and a clinical psyservices, such as acute and subacute, inten-
chologist to design the study. Two graduatsive services and non-mental-health services
students and two staff were hired to colleatvas then compared.
and process the data. Outcome data were
collected from personal interviews, and coddata on general medical services were also
data were mainly collected from county sereollected, because many of these clients
vices claim records and personal interviewslso have co-occurring chronic medical
with clients and their families. problems, or have a propensity to seek
treatment in medical emergency or outpa-
tient health services. Medical treatment in-
cluded inpatient, outpatient, and emer-

How were the gency visits, as well as nursing home care.
All these clients were eligible for Medic-
data collected? aid, so the costs of these services were

obtained from the billing system in the lo-
Outcomes- This study examines the out-cal public hospital or clinics, and from
comes of treatment of dual diagnosis clientd/edicaid claims data for clients served in
It placed much emphasis on psychiatric arihe private sector.
substance disorder symptoms, social func-
tioning, and life satisfaction. Outcome infor-Criminal justice and social services were
mation was collected from several surveprovided to some clients in the study as
instruments: the Social Adjustment Scalwell. Criminal justice services included
(SAS), (Schooler et al., 1979), the Rol@olice contacts, arrests, court appear-
Functioning Scale (RFS), (Green et alances, attorney services, jail, probation,
1987), and the Satisfaction with Life Scal@nd conservator services. The major chal-
(SLS), (Stein and Test, 1980), augmentg@nge in estimating criminal justice costs
information on client use of drugs and alcowas the complexity of the process of re-
hol, and their mental health and medical coririeval and placing a cost value to each unit
ditions. of those contacts. Criminal justice system

utilisation data were obtained through the
Costs -Resources utilised by clients withcriminal justice data system. The unit costs
severe mental and substance disordersWere obtained from the county executive’s
each of these intervention programs involveffice, which had previously undertaken a
the public and private mental health sectogpecial cost accounting study to determine
general medical sector, judicial system, savhat the public’s direct costs were by type
cial service agencies, and families. Datawefd charge (misdemeanor or felony, drug
collected on all these sources of support. related and non-drug related) at each stage

of the criminal justice contact. Data on use
Intensive mental health services that weref other social services, including mental
provided to each client in the study (i.e., inhealth conservatorship or guardianship,
patient days, skilled nursing days, residentisyere collected from client interviews and

Workbook 8 - Economic Evaluations

33




WHO/MSD/MSB 00.2i

clinical public guardian records. Informa-reflect only a shifting of existingesources.
tion regarding average cost per unit oHowever, they are an important indicator
these services were obtained from the releflecting the government/ taxpayer share
evant departments. of the cost of iliness. The amount of trans
fer payments also serves as a useful ouit-
Costs incurred by the family in providingcome indicator demonstrating treatment
care to these clients were included in thproviders’ success in connecting clients o
cost estimation procedures. This includentitlement programs that are likely to en
for example, the actual family expenditurebance overall income level and, therefore,
for treatment, transportation, legal servicegjuality of life. These data are collected
as well as the time family members sperftom client interviews as well as from pub
with the client in treatment and transporlic or private guardian records.
tation. These data were obtained from fam-
ily/ care giver interviews. Market value of After all the public and private service el
the transportation costs and wage rate ements related to the evaluation were idep-
services were then used to estimate thiied, we determined a standard unit of
costs to the family. The issue of whethemeasurement for each type of services and
maintenance costs, such as food, lodgingbtained the unit cost of each service. This
and clothing should be included in this typ@nit cost was then multiplied by the numt
of analysis is debatable. One approach sr of units of services and summed to
to treat all maintenance costs as treatmeabtain various types of subtotal and tota
costs (Rice, Kelman, & Miller 1992). An- costs.
other approach is to treat only a portion
of the total as treatment costs (McGuire et
al., 1987). Maintenance costs incurred
while living with family members or alone HOW were the
in a house are not usually considered tre
ment costs because these maintenanceagoata analysed?
penditures are part of daily living expenses, _
even of persons who are ill. On the othefost and outcome data were compiled for
hand, in the context of this study, the cos#é!€ 6 months prior to each client’s entry
of employing a paid caretaker to assist &0 the study, and then for each 6-month
client with basic daily living activities should Period that they remained in the study. Cost
be considered as treatment costs. The |&0d outcome variable were found usin
ter reasoning was adopted in these anal§tatistical computing software. Each cost
ses. In this study, we performed a sep&nd outcome variable was summarised
rate accounting of all these maintenanc¢Sing the mean, variance (standard devig-
costs to reflect the magnitude of those cost®n), minimum, and maximum value, the
of daily living. These data were collected!S€ Of which provides a basic understangd-
in client and family/ care giver interviews.iNg of these variables and also helps to
check for any possible outliers or unreg
Finally, to understand the relevant financiafonable values. A number of cross-taby-
burdens among various sectors of societyAtions were constructed with socio-demo-
transfer payments were also recorded in offfaphic variables (age, gendethnicity,
data set. Transfer payments are from orfiC-) 1o provide a description of the study
party to another (i.e., parents to childrerPOpulations between study groups. Tp
government welfare payments, etc.) that afvaluate the possible differences be-
not accompanied by an exchange of servicB¥€en programs, multiple regression
or goods of comparable value. These pagalysis was used for cost and outcome
ments are not treatment costs because tHé§ta analysis.
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What did they find out? The findings_, frqm these effectiveness mea-
surements indicate that the case manage-

o _ _ment program provides some improvement ,, ‘ : /
Psychiatric symptoms include depressiofy, psychiatric symptoms, life satisfaction \“‘\ / /// )
manic episodes, and schizophrenia whilgyeasures, and independent living, but ngN //;/
using drugs and alcohol. Compared to thggpificant improvement in drug or alcohaly &% 672
AA/NA program, patients under case mangymptoms. E RS =
agement had an overall lower mean value {;, s \\
of schizophrenia symptoms and depresraples 1 and 2 provide a summary of mené/, M N/
sion. There was no difference in drug angh| health costs and average societal COX \{” ! f/,%v,
alcohol use. These results were obtaingg the two interventions. The detailed cath \ " % '
after controlling for sociodemographic dif-ggories of these costs changes over a Y oen.. =
ferences and baseline illness condition Usnonth period are illustrated. It can be se6f, LrrectEer® =
ing multiple regression analysis. Overall lifghat hoth programs significantly reduceif/‘ \\\\\‘
satisfaction measures showed that caggental health costs from the baseline pe-/// [t \\\ \
management program patients improved ifoq: AA/NA program reduced costs by ///7 \ V
terms of their living situation, global satis-5094, while the case management program
faction with life situation, and mental healttyeguced costs by 41.2%. Similarly, total |
condition, as compared to AA/NA pro-ayerage societal costs were reduced
gram patients. The overall role functioningyg go4 for the AA/NA program, the case
measures show that case management pfRanagement program reduced costs by
gram patients improved in independent livgg 704 ‘
ing, but were rated lower in extended so- L
cial involvement in the community, asyyhen comparing effectiveness measure- o
compared to AA/ NA program patients.ments, it seems that case management is '
Again, all these findings are based on muly,pre cost effective than the AA/NA pro- L
tiple regression models, controlling forgram. The AA/NA reduced costs by 10%, Vo
other sociodemographic factors. but had less improvement in patient out- |-

comes. On the other hand, the case man- L
Changes of psychosocial outcome meggement program achieved both cost re- \n\
sures scores were measured and CORipction (4%), and improved some of the \i\
pared between the baseline and 12-monffyychosocial conditions of participating
period through regression analysis. It wagatients. L
found that adjustment of family interaction
(SAS) was improved by 0.75 for casesiven the nature of multiple outcome mea- 1 =~ -
management clients, as compared to AAfyres in numerous scales, itis very difficult - V -
NA clients. Similarly, the score of Global;q provide a meaningful cost-effectiveness
Satisfaction of Life (SLS) for higher for atio. However, it is clear from this analy-
case management clients by 1.74. Furthefis that the case management program has
more, mental health symptoms (Schizongt only reduced (or saved) the costs of
phrenia, -1.88; Depression, -2.19; Manigreatment, but also improved the outcomes
-0.96) were all reduced among case magg participating clients. In other words, it
agement clients as compared to AA/NAychieved both cost savings and improved
clients. effectiveness.
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How were the
results used?

ation to the Director of the Bureau of
Mental Health Services, the County

Medical Director, and the County Su

pervisor. As a result, the County de
These two programs have achieved cogided that case management programs
savings primarily because of the major reshould be continued and clients shoul

d

duction in the use of intensive mental healthe encouraged to utilise case managke-
services. Therefore, the dual diagnosigent services so that total care costs are
treatment programs studied succeeded faduced and treatment outcomes are

their goal to reduce cost.

The findings of this evaluation were remental health and juvenile delinquen

improved. In fact, the County has also
expanded case management services|to

ported by the county director of evaluservices program.

Table 1: Changes in average mental health service costs per client for two dual

diagnosis treatment programs

AA/NA Case management

Service (n=39) (n=45)

Baseline | 12nonths | % Change | Baseline | 12nonths| % Change
Intensive mental health services
Inpatient 7,660 2196 | -71% 2,860 1,563 -45%
Skilled nursing 1,158 159 -86% 1,606 707 -55%
Residential 568 384 -32% 701 201 -71%
Emergency 405 184 -55% 426 157 -63%
Subtotal 9,791 2923 | -70% 5,593 2,628 -53%
Supportive mental health service
Medication 724 604 | -17% 794 565 -29%
Outpatient 1,852 1,870 +1% 1,611 1,251 -22%
Case management 466 60R +24% 506 589 -1%
Housing 349 485| +39% 460 378 -18%
Day services 196 189 -4% 237 100 -58%
Partial hospitalization 0 0 0 94 0 -1009
Subtotal 3,587 3,750 +5% 3,702 ,833 239
Total Costs $13,378 $6,673 -50% $9,295  $5,461 -41%

t
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Table 2: Comparison of average societal cost per client for 12-month time periods for

two dual diagnosis treatments

AA/12-step Program Case management
(n=39) (n=45)
Baseline 12nonths | % Change| Baseline | 12nonths| % Change

Psychiatric

Psychiatric Intensive 9,791 2,923 -70% 5,593 2,628 -53%

Psychiatric Supportive 3,587 3,750 +5% 3,702 2833 -23%

Subtotal 13,378 6,673 -50% 9,295 5,461 -41%

Medical

Medical Inpatient 134 371 +1769 193 341 +71%

Medical Emergency 377 117 -699 235 1P1 -49%

Medical Outpatient 104 27 -749 6 17 183%

Subtotal 615 515 -16% 434 539 +249%

Legal

Court, jail, etc. 1,151 995 -14% 1,657 977 -41%

Conservatorship 23 54 +1349 A 11 -68%

Subtotal 1,174 1,049 -11% 1,691 988 -42%

Family

Support 687 176 -74% 363 139 -62%

Travel 57 55 -4% 41 e -78%

Subtotal 739 231 -69% 404 148 -63%

Grand total $15,906 $8,468 -47%| $11,824 $7,136 -40%%
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