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Paul Barnett:
I’m Paul Barnett. I'm your presenter today. I'll just give a brief introduction about myself. I have been working on the Health Services research studies and the clinical trials and cooperative studies program for more than 20 years now. I got my PhD in Economics from University of California, Berkley. I have a faculty appointment at the Stanford University School of Medicine, and also do work as the Health Economist at the Treatment Research Center at University of California, San Francisco. Most of my work is done on VA studies, and I am Director Emeritus of HERC. Let me go on with our study, which is how can cost-effectiveness analysis be made more relevant to U.S. healthcare. Really after we've done this whole course, how is it that we can make sure that our work has impact. I'm going to review some of the basics of cost-effectiveness analysis that have been covered in the course just to reinforce that and in case people missed earlier lectures. 
I'll talk about the role that it plays in the U.S. and in other countries and about some of the barriers to implementing cost-effectiveness-analysis findings, how we can overcome those barriers. I'll talk a little bit about cost effectiveness and comparative effectiveness and also about how we might implement some cost effectiveness findings. Just as in the way of a review that is to say the cost-effectiveness analysis is a method of comparing treatments one of which is standard care. The idea is to measure all costs and all outcomes, which the outcomes we express in quality adjusted by years. We usually adopt all of the relevant time horizon, which for healthcare often includes the entire lifetime, and we have to discount cost and outcomes to reflect a lower value associated with delay. 
The first step in a cost-effectiveness analysis is to test for dominance. This is the idea that, if something works better and is more effective, then we should adopt it and cover something not used, so, things that cost more and are less effective. Often times people mistake cost effectiveness with dominance. They think well, we'll just measure cost and outcomes, and if something is better and costs less we'll use it, and otherwise we won't It's really the question and the subtlety and the important issue is what happens when one of the interventions is both costlier and more effective? How do we judge that, and in order to do that, we have to find the incremental cost-effectiveness ratio. This is simply the difference in cost divided by the difference in benefits, measures as quality adjusted life years. 
You can think about this, does the intervention yield sufficient benefit to justify its cost? The question is, we have to compare this ratio this ICR to a critical threshold that the decision maker has in terms of dollars per quality. It's often thought that that threshold is about $50,000 for quality or perhaps we'd be willing to pay as much as $100,000 for quality in the U.S. The World Health Organization says it's about the average per capital GDP is the threshold, but that standard is now widely criticized. It's probably quite a bit lower than that now especially in the developing world. But every country has its own threshold perhaps even every health sponsor has its own threshold. One thing I didn't mention at the outset is that if anyone has any questions at any point, please, feel free to ask them via the little electronic question submission, and we'll deal with them as they come up. Jane, I'm hoping you'll bring them to my attention.

Jane:
Yes.

Paul Barnett:
Where do we use cost-effectiveness analysis? Well, in theory we could use them with the individual physicians and patients, but more likely is to use them in systemwide decision about what will we cover, what's the best practices that should be included in guidelines. In other countries the cost-effectiveness ratios are considered in making these sorts of systemwide decisions. In Canada they have an agency for drugs and technologies that does evaluation and is considered in figuring out the scope of benefits and the formulary for pharmacy. They're also provincial organizations that study cost effectiveness. It's is provincially based. Each province has it's own health system. It makes choices. In the United Kingdom they have an analytical group called the National Institute on Clinical Effectiveness, which advises the national health service, and cost effectiveness is very intrinsic to their recommendations. In other developed countries, they're using cost-effectiveness analysis in the Sweden, Australia, Netherlands, they require drug manufacturers to include cost effectiveness when they apply to add a drug to the national health plan formulary. 
Germany has an institute for quality efficiency. France also does the pharmaceutical review, but that update periodically their reviews of previously approved pharmaceuticals, and I think also the ones that they don't approve to see is subsequent changes in terms of effectiveness or cost require them to adjust their formulary. In summary, in most developed countries the health plans are considering cost effectiveness usually in coverage decisions for new drugs and technologies. 
Now that does not mean that the cost-effectiveness findings are always followed. They're sometimes other concerns, which overrule the cost-effectiveness findings. There are also not so many examples of outright rejection based on cost. Often times it's a matter of limiting who's going to get the benefit and under what situations, will they get that particular drug or that particular technology. There's not been really any formal evaluation of the extent to which cost-effectiveness analysis influenced these decisions. There's some evidence that different countries are not consistent in the decisions that they make that there are some exceptions, so there is some variance there. I want to turn now to the little question about how do we use cost-effectiveness analysis in the United States. The first couple of slides are going to talk about all of the reasons why we don't, and the history of why we don't use cost-effectiveness analysis. 
I'm going to turn around and say, yes, but there is some evidence that we actually are using cost-effectiveness analysis in certain situations and in certain decision. The first is just a question of the formal use of it by the largest health sponsor in the U.S., Medicare. Medicare proposed [Audio Cutout from 00:08:14 to 00:08:19] formulary in 1989, and it was a very acrimonious, decade-long debate that resulted in that proposal being withdrawn. Currently the Medicare Coverage Advisory Commission does not consider cost or value when it makes its decisions. It's simply doesn't work. Similarly the Preventative Services Taskforce, which is the group that makes recommendations about screening and preventative actions, does not have any criteria to consider cost effectiveness. It's not supposed to consider cost effectiveness. The Preventative Services Task Force under the affordable care act, it's recommendations now really define what the scope of benefits are for not only public payers, but also for private payers. 
That's part of the affordable act. This affordable care act of 2010, actually included a prohibition on using quality as part of the recommendations that are made by the Patient Centered Outcomes Research Institute, PCORI, that it funded and also for health and human-services coverage decisions. Actually in 2010, we had another federal legislation that says we shouldn't be using dollars per quality thresholds, so that's a pretty bleak view of cost-effectiveness policy in the United States, and now there is a counter about how cost-effectiveness analysis is actually being used. The first example is the Oregon Medicaid. 
More than 20 years ago the Oregon Medicaid program tried to restrict expensive treatments that were of low benefit basically ranking things based on cost effectiveness and drawing a line and saying that some things are just not cost effective. That is the dollars per quality are too great for us to fund them in the Medicaid program. This generated a firestorm of political controversy, which may or may not have been a real test of the acceptance of cost-effectiveness analysis, but less well know is that Oregon continues to generate that list, and that list of priorities is actually something to which is referred by the managed-care plans that serve the Oregon Medicaid program in defining their scope of benefit, so really cost-effectiveness analysis is still part of the priorities in the Oregon Medicaid program. 
There have been some surveys that decisions makers in U.S. health plans, most important this one that was done by Alan Garber in 2004. He found that managed-care-plan decision makers do consider cost and nearly half consider some sort of formal cost-effectiveness analysis in making their choices about what they cover. Stirling Bryan did a workshop with some California healthcare organization and they found that many would apply cost-effectiveness analysis to Medicare and privately insured coverage decisions. That was more theoretical. Garber's study was what do you actually do, and Bryan was asking what would you do now that you understand a little bit more about the cost-effectiveness analysis. [Off-Interview Conversation from 00:11:57 to 00:12:05] 

What I want to ask you first is in terms of the poll. Heidi I hope you'll help me out with this poll. What do you think is the most important objection to using cost-effectiveness analysis? There is not really any right answer here. This is just an opinion question about what you, among the possible choices, is the most potent objection to use it. 


Heidi:
The possible responses here, represents rationing of healthcare, health of the very ill is not sufficiently considered, methods are not trustworthy, does not consider budget impact, may not be objective because of sponsorship bias. I know a lot of people might think oh, more than one here, but we're really asking you to pick the one that you feel the most strongly about. I know this one is taking a little bit longer because you've got to put a little thought into which one you're answering. I'll give everyone just a few more moments before we close the poll out and go through the responses. 


Paul Barnett:
For some reason, I'm not seeing that poll. 

Heidi:
Yeah, for some reason it doesn't like to show presenters the poll. I'm not sure why.

Paul Barnett:
Okay. 

Heidi:
But I can see on my end that people are responding, so we're getting responses in. I'll close it out, and we'll go through the results on the phone line. Yeah. That's one weird things about GoTo Webinar. [Pause from 00:13:35 to 00:13:40] Okay, it looks as though we have slowed down. What we are seeing is 46 percent saying represents rationing of healthcare; 15 percent, health of the very ill is not sufficiently consider; 10 percent methods are not trustworthy; 12 percent, does not consider budget impact; and 17 percent, may not be objective because of sponsorship bias. Thank you, everyone. 
Paul Barnett:
Well, that's very interesting. I always wonder if I had reordered these whether it would have come out a little bit different, but I think that is as conventional wisdom, that this perception that cost-effectiveness analysis represents some sort of limitation of care. One obvious response to that is if we fund things that are very expensive for dollars or quality, we'd probably have to give up something else in the healthcare system that would me be much more cost effective that could generate any more qualities, so it is a very hard idea to convey to that there might be better uses of the funds than the things that are ruled out by cost-effectiveness analysis. 
There has been actually research on barriers to cost-effectiveness analysis. The last time I looked, there are at least 16 different surveys that identified decision makers' concerns. These are among the factors, which have been identified, is simply that the decision makers don't understand cost-effectiveness analysis or don't trust its methods. 
They don't believe the qualities are a very good measure of outcomes, and also that they are not confident in the models that are used to estimate lifetime cost and benefits. Also the decision maker feels that the cost-effectiveness analysis is not relevant to them in terms of their time horizon or the payers' perspective and the lack of budgetary impact and concern about sponsorship bias. Interestingly the rationing thing did not appear in the surveys as the most important thing. It's more about the technical issues or the specific relevance. Now I think the responses, though, get a this bigger question about American attitudes. That we have distrust of large institutions, and that we think that the resources are really unlimited and that we should be able to do whatever is effective--we should be able to do with health. Now I wanted to ask a second question and get your opinion about which of the strategies for overcoming this reluctance to accept cost-effectiveness analysis. What is it that we can do as researchers to improve the acceptability of our findings? Heidi if you could help with that poll, too, that would be great. 

Heidi:
Sure. Our possible responses here are to use the recommended methods, provide details of cost and benefits, provide budget impact, or study an important innovation. Again, I know this one will take a little bit of thought before you put your response in, so we'll give everyone just a few more moments before we close things out and go through the results. [Pause from 00:17:25 to 00:17:33] Look as if things are slowing down. I'll give everyone just a few more seconds before I close it out here. [Pause from 00:17:37 to 00:17:44] Looks as though we've stopped. What we are seeing is 6 percent saying to use the recommended methods; 70 percent, provide details of cost and benefit; 16 percent, provide budget impact; and 8 percent, study an important innovation. Thank you, everyone. 

Paul Barnett:
Well, that's interesting. I wouldn't have guessed that, so that idea of details of cost and benefit is that we should disaggregate things. This question was dealt by a task force that was organized by ISPOR. That's the International Society for Pharmacoeconomics and Outcomes Research. They made some recommendations about how we as researchers can do things to improve the acceptance of the cost-effectiveness analysis. One is just to simply be more descriptive in talking about who the cost-effectiveness analysis pertains to. What's the relevant population? What's its size and to describe the budget impact? It's not enough to know whether you're getting the quality for less than $100,000 or less than $50,000, the decision maker also wants to know many qualities they will be compelled to buy if they adopt the intervention being considered. 
If you think about that, that's pretty important. If it's just a few people involved and the decision is no big impact on your budget, but if we're talking about many people with a chronic disease, it could be a huge impact. This idea about providing more detail, is they say provide disaggregated cost and outcomes. Which cost? Is it hospital cost, is it pharmacy cost, is it outpatient cost? What are the cost impacts and also the information about outcomes? Is it a matter of changes in quality of life or prolongation of life that is being affected by the intervention. To identify these by subgroups, this is often important. We observed that in many countries where they use cost-effectiveness analysis, they often approve the new interventions or new technologies, new drugs, only for subgroups where it's especially effective, that is, where in that particular group the ICR is below the critical threshold. 
It's very interesting that we often, in our healthcare system, identify something that's effective in a small group of patients and then proceed to apply to a larger group of patients who would never have met the criteria to be in that clinical trial. This is part of the indication creep that has really made the U.S. one of the most expensive healthcare systems, or the most expensive healthcare system in the world. The other recommendation of the ISPOR group was to document assumptions in data sources, conduct sensitivity analyses, so that the decision maker can understand which parameters have the biggest impact and also to know exactly how confident you are in the whole weight estimate of the incremental cost-effectiveness ratio. 
Now, I think another thing, and I was surprised this was not a more popular response. One way to improve the acceptance of your cost-effectiveness analysis is actually to do something that's very relevant to the decision maker. If there's a coverage decision about some expensive intervention, that's where it's ideal to get involved. In fact in other countries, the cost-effectiveness analyses are usually commissioned by the decision makers. They are facing some choice with respect to a new technology or new drug, and they want to know is it cost effective, and they're anxious for the results. If you think about it, if you have someone that wants to implement your findings, then you're more likely to have an impact. 
That may be the best possible way for us to have a big impact is to actually look at things that are expensive, especially in this country if they're already widely disseminated. And of course, we need to provide finding that are timely. It's easier to prevent adoption of a new technology than to withdraw it once it's become widely disseminated. The only way to really make things happen more quickly, I believe, is to do some sort of preliminary study, so that you're ready if a new intervention comes out to modify your decision model, your analysis to include that information, so that you can turn around the results on a-- Sometimes a two- or three-year study is just usually too long to provide the decision maker with the information they need. 

Now I want to go. 

Jane:
Couple of comments and questions if you want to take those right now. 

Paul Barnett:
Great. 
Jane:
One is a comment about providing more information around details of cost and benefits. This person was suggesting that also you should clearly communicate the benefits as well as disadvantages to various groups. That would hopefully improve the acceptability of the CEA.

Paul Barnett:
Yeah. I think the other dimension of that, to which they may be alluding, is often times the intervention has both a benefit and a harm, and to know more about each of those is important especially from the providers' or patients' perspective. If I take this intervention, yes, it may increase my length of life, but it may decrease my quality of life. Well, that's important to know about that _____ [00:23:58]. 

Jane:
The next question asks don't you think that CEA is done in other countries because they have single-payer system such that the analysis can impact the entire healthcare system? 

Paul Barnett:
Yeah. I'm not sure that it is-- That is a true statement that many of these countries, or most of them have a single-payer system that are using cost-effectiveness analysis. There's probably a grain of truth in that in that people feel well, everyone is going to have to abide by this rule. Well, that said a country such as U.K. has a national health system, but it also has a supplementary insurance that many people purchase. Perhaps that's get around NHS restrictions on what's deemed cost effective or not. Yes. It's not quite so clear cut as that, but yes, maybe that's part of it. I am not sure. We don't have a single-payer system in this country, it is true, but not usually acknowledged that nearly half of the healthcare that's provided in this country is provided by public programs, Medicare and Medicaid. Medicare I think is about 40 percent of the U.S. healthcare, and yet even that big segment we're reluctant to apply, so I think it's something beyond just the single-payer question. 

Jane:
This person also had a follow-up comment. I think that many of healthcare entities in the U.S. would prefer not to have CEA performed regarding their services. 

Paul Barnett:
The providers. 

Jane:
It says, 'healthcare entities.' I don't know if that's provider organizations?

Paul Barnett:
Well, I think that yes, that's an interesting point. If I'm a provider of some new technology, drug, medical device, something like that, I would rather just prove that it's effective rather than it's cost effective. If you don't have to meet a threshold of cost effectiveness, then the price becomes no object. Alan Garber talked about this. It's as if you're going into a restaurant and the menu has not prices, and so you just choose whatever's on the menu and deal with the bill later. I think that's a good point. 

Jane:
Then one last comment somebody wrote in, I would expect the U.S. payers would prefer to use budget-impact models over CEA. 

Paul Barnett:
Yes. They're actually about answering different question. What I think the modern way of thinking about this is that both are essential. We want to know should we adopt it, and if so what the impacts are. We didn't really want to do a budget-impact analysis without knowing whether it's worth adopting. Maybe unless the budget impact is trivial just because we can say, oh, I can afford that, but maybe you shouldn't afford that because it's just too expensive for the benefit that you're getting, so I really think that both have to be done. I think you'll find that's what the guidelines say now. 

Jane:
Great. Thank you.

Paul Barnett:
I wanted to turn a little bit more about what's happening in the U.S. more recently about cost-effectiveness analysis that it really does have it's influence even in this system that seems to be averse to any notion that we would limit care based on cost considerations. Peter Neumann wrote this piece that looks at formulary decisions and noting that decision makers require large effect size of treatments and expensive. The American Managed Care Pharmacy Formulary Guidelines are really in essence endorsing cost effectiveness. There are two studies by Chambers who is in Neumann's group at Tufts. Most recently just in this last year came out with a paper looking at coverage decisions for preventative services. It's saying that really the cost effectiveness really drove a lot of these coverage decisions. 
The two real examples are in HIV screening and also for the pneumococcal vaccine. The pneumococcal vaccine was found to actually be dominate in terms of cost avoidance in the prevented cases of pneumonia exceeded the value of the cost of vaccinating people. These examples and other show that Medicare is incorporating cost-effectiveness analysis in coverage decisions. Doug Owens has given a talk about the HIV screening stuff, which is based on model that's developed by his group at Stanford, saying that the CDC really took their model results and ran with it in giving the recommendation for wide-spread HIV screening, not to limit it to _____ [00:29:49] subgroups as was previously done. We are incorporating the cost-effectiveness findings into preventative screening and preventative services. 
Then Chambers did this other earlier study, which said that well, Medicare may not formally consider cost effectiveness in its coverage decisions, but just correlating the fact that all things being equal, coverage was more likely if an cost-effectiveness analysis had been done. I think that's pretty interesting, so they may be do it on the back of the envelop or in the back of the mind. Somehow it's getting into the decision. Now a lot of people have advocated saying okay, cost-effectiveness analysis is just too controversial, so we'll just to comparative effectiveness research. The idea is that we'll just compare treatments to each other to find the most effective. Typically treatments are compared to placebo, and they all work relative to placebo, but now we want to know well, yes, but is treatment A better than treatment B, so this is the knob of comparative-effectiveness research. 
The most effective treatment should be used. The problem with a limit on comparative-effectiveness analysis, and I have to acknowledge Louise Russell for the thinking on this. So what if the most effective treatment also has more side effectiveness? How do we trade those off? Comparative-effectiveness analysis really doesn't help us out in that case, or how do we estimate the long-term benefit of when there's short-term effectiveness. What's the value of like screening? We can say it's more effective to do screening in one way or another, but what's the value of that over the long run. Even in a world where you only want to look at comparative effectiveness, you may still need to use the methods of cost-effectiveness research. For instance converting your outcomes to qualities, to quality adjusted life years because then you can trade off the harm of a side effect with the benefit of, say, extended life or the effectiveness of the medication becaue they'll all be on the scale, and then you can say which of the alternatives yields the most net benefit, the greatest number of qualities. 
This is even if we just want to consider comparative effectiveness, don't want to think about cost. The same thing of extrapolating the short-term effectiveness. We can use decision models to estimate long-term benefits. At the end of the talk there are some papers on this, including this paper by Louise Russell back in 2001, which explains why, even if we reject the idea of cost effectiveness all together, if we want to figure out what works best and what it means over the long run, we still need to use cost effectiveness methods. Now there's an interesting question about when decision makers decide to not use a cost-effectiveness result. 
The cost effectiveness is based on this concept that all quality adjusted life years are equal, and yet when we ask people about this, they don't really believe that's true that people who have life-threatening conditions, children, disabled people that somehow their qualities are valued more highly by society, and so we should give some priority to treating these groups. VHA has its own priorities. If someone's being treated for a service-connected injury or illness, we're going to consider that probably as a much more…to give somebody's quality back who's had a loss for that reasons, we're going to rate that more highly. And so how does this get applied in practice? In the U.K. there is a citizen council that is an operation by NICE, the National Institute on Clinical Effectiveness. 
They basically discuss the cost-effectiveness findings and consider things that are on the margin and how that concern for people with life-threatening conditions or for the disabled can enter in the decision, and so the idea is for example, if there is some orphan disease where there's no effective treatment, they may overrule in essence saying we're going to provide that treatment, even though it's pretty expensive, for quality because there are no alternatives for these people. The whole idea of public involvement is a very interesting one. Martha Gould who is the author of the first panel on cost effectiveness in medicine the guidelines for these did an interesting experiment with individuals recruited from the jury pool in New York State. 
The idea was we're just going to get ordinary decision makers from society, and did some training about what is cost effectiveness? People acknowledged that it made sense to rank care in this way. It's a kind of evidence that, if we could more well get our message out about what this represents, then in the long run people are going to accept the idea that we need to, not ration care, but prioritize the services that yield the most qualities per dollar, or cast the fewest dollars per quality. I think a unique role that VA might play in cost-effectiveness analysis is we have pretty much a fixed global budget. we have the potential of collaboration between decision makers and researchers, and we have a pretty identified constituency of health-system users who should be involved in making these choices, so it is a real interesting prospect that maybe we could be a leader in doing this in the U.S. healthcare system. 
Now I want to pivot here a little bit and talk about…well, one we find that something is cost effective or is not cost effective how do we get it to affect _____ [00:36:34]. I think the most interesting area of this is well, first, is just to observe that many of the intervention that we do in the healthcare system yield little or no value. Some people estimate that it's up to one-third of U.S. health expenditures for unneeded care. The Institute of Medicine estimated that the cost of these unneeded services was in excess of $200 billion per year, so that's a huge-- You know. We're talking about three to five percent, say, of the gross domestic product of the U.S. is spent on unnecessary health care, so it's a big-ticket item, By unneeded care, is saying that's care that's not cost effective. It just doesn't yield sufficient value to justify its costs. 
So there is now this whole effort on thinking about deimplementation undoing the low-value interventions. This is really the implementation of cost-effectiveness findings. The first step of course would be to stop doing things that are actually harmful. We're having trouble even doing that in the U.S. healthcare system. There are examples of treatments that we continue to use a lot of that shouldn't be done. One example is using the atypical antipsychotic medications in patients with dementia. Dartmouth Healthy Atlas Group estimates that that's about a $200 million cost to Medicare and yet that's really a hazardous practice. It's not effective. It doesn't help the people with dementia, and it actually puts them at high risk for death. Just an example of one of the harmful interventions, our VA QUERI program has a project to work on that within the VA system. 
What are these low-value interventions? Well, there are many lists that have been created, most recently by the Choosing Wisely Initiative was contained by the nonprofit organization that publishes Consumer Reports and the American Board of Medical Specialties. They convene U.S. physician specialty groups to identify low-value services and made a list of those almost 200 items that we don't really need to do in U.S. healthcare, but there are many such lists that have been made over the years, and we have a list of those lists on our website. If you go to the HERC website, and click on the button that says 'cost-effectiveness analysis,' you'll find there on the box to the side identifying services that are not cost effective. We lead you to the many inventories of those services. 
I want to sum up here is to think about what should the analysts do, the cost-effectiveness analysis do to have more impact. I think the first question is, the first duo study that has important impact, involve the decision maker at that outset, and consider if you're findings will be relevant to policy. Is this likely to be an expensive treatment? Is the treatment targeted for one of the exceptional groups. If the treatment is expensive, then the findings are likely to be very relevant. If the treatment is targeted for an exceptional group, one that has people that are not endowed with very many qualities to begin with, then it's less likely that your analysis will impact care because it's likely that those kinds of concerns about those people's qualities being more valuable, that may trump any cost-effectiveness findings. I think this whole issue of thinking about doing studies that are relevant to policy is a very critical one for health economists in choosing what to get involved with. 
I would say that, Jean, you could probably agree with me on this. When people approach us and say I want to do a cost-effectiveness analysis, often times it's becaue they have some idea of an intervention that they would like to develop that they want to get additional evidence to show that it should be used. I regret to say that I've done a lot of those studies in my career. I think we need to focus on more the interventions that the decision makers are actually considering rather than very novel things that are just in the early stages of development. Has that been your experience, Jean? Have a lot of people approached you on those kind of new things that are yet untested? 
Jean:
Yeah. I think that's right. Then when some new intervention comes up like telehealth people want to study the cost effectiveness for all different types of conditions. I agree with your statement that we should look all types of interventions that decision makers are considering. 

Paul Barnett:
We have task force of HSR&D researchers who are interested in deimplementation research. We had a phone conversation conference call with Bernie Good who chairs the formulary committee for VA, and he said you know there are these drugs that are on the horizon that are very expensive drugs that could be used by a very large number of VA patients, and we don’t really have an idea about their cost effectiveness at all. These will be billions of dollars of expense to us. Those are the kind of things that I think we need to get involved in rather than some of these unproven good ideas that folks have about how to improve care. I just observed that vat we think is something like one and half billion dollars we've spent on hepatitis C medications last year. 
He was indicating that it was that sort of order of magnitude, now keeping in mind that we have $60 billion appropriation, so these are big-ticket things that we ought to be concerned about. Then the other, I think, take-home message is to make sure that cost-effectiveness analysis that you prepare is useful by being transparent, providing disaggregated information not only about the cost and outcomes but also disaggregated in terms of the subgroups in the analysis. A likely impact of a cost effectiveness analysis is not to rule out an intervention altogether, but rather to prioritize the subgroups, who should get it first. 
Then also to think that a budget-impact analysis may be essential adjunct to cost-effectiveness analysis. We have to describe the size of the population that will be affected if the intervention is adopted and what the short-term costs would be from the perspective of the payer. Then finally we can increase our impact as health economics researchers by doing deimplementation studies, looking at low-value services that are a potential target for deimplementation, trying to bend that cost curve by addressing some of that things, perhaps as much as one-third of healthcare costs that are delivering very little in terms of value. This talk ends with some references. If you've downloaded the slides, you'll have access to those. Do we have any other questions or discussion points? 
Jane:
Yeah. There's one comment and a couple of questions. I want to encourage anybody else who wants to ask a question to please type it in your Q&A panel. The first is a comment that says Medicare is permitted to use the EA for preventive services. 
Paul Barnett:
That's interesting. Maybe I'm out of date on that. I know that they are doing that, but I didn't know that was codified into law, but we'll make sure to correct that slide and look into that. If they've got a suggested site, it'd be great if they'd send it along. 

Jane:
Okay. The next couple of questions that went back to the VA is not used for disabled populations. What if you are looking at the cost of something and it's disabled population that is also looked at in the able-bodied population such as a screening exam?

Paul Barnett:
I think the issue is really about where the nice citizens councils and others have sort of overridden the cost-effectiveness results is when interventions are specifically designed for a disabled population or for a group that has, say, an orphan disease where there's no prior treatment. I think the Oregon Medicaid experiment, that rating, where it got into trouble was in saying that the soft-tissue transplants were not cost effective; that in terms of their cost, they yielded very few qualities. You will also see that there are some chemotherapy agents that have also been rated in this way, and so people get very upset with the idea that we're going to deny life-extending care to people who have very few qualities left. 
That's the kind of group that we're talking about, and also the people where there is no effective care yet. It is pretty interesting if you look at, there are some recent commentaries by the oncologists saying that some of the most recent chemotherapy agents are priced so high and have so little benefit that they won't give them to their patients. They're arguing that in fact the drug companies that have developed these agencies are essentially trying to appropriate all the remaining wealth of people dying of cancer. It's all pretty shocking stuff, but the oncologists have been very outspoken about this idea that some of these chemotherapy agents are just priced to high and are yielding very little for the patient, may not extend life or do so at a great cost to the quality of life. It's a very interesting area. 

Jane:
This is just a follow-up question to the last one. Is this because of the disease process causing the disability that there are unique considerations? 

Paul Barnett:
I think so. I think in the early days of the drugs, treatments for multiple sclerosis, there was nothing that could be used to treat multiple sclerosis, and so even though the cost-effectiveness ratios weren't so good, I'm pretty sure this is correct, that in the U.K. and Canada, they approved those drugs for certain subgroups of people with MS. I think that that's kind of the notion that there's nothing else that we can do for these people yet, so on the margin we'll spend extra resources for them. 

Jane:
I have gotten a couple of questions asking about copies of the slides. You can get a copy of the slides from HERC website. You can also get a copy from the VA cyberseminar website, as well as I believe this session is being recorded. Is that right Heidi?

Heidi:
Yes. It is being recorded. As soon as that's posted, we'll send that link out to everyone who did register. 

Paul Barnett:
Doesn't the invitation to attend the seminar itself have the link?

Heidi:
The reminder that was sent out today has the link, yes. 

Jane:
This person who had commented that Medicare can use VA for preventative services actually wrote back with the public law number, so I'll make sure you have a copy of that, Paul. 

Paul Barnett:
That's good. 

Jane:
There's a question asking are there demographics or educational differences in acceptance of CEA in the public? 

Paul Barnett:
I am not aware of that. I think most of the research that has been done in this area has been done with decision makers and why they're reluctant to accept it, so I don't know that anyone has really asked the general public. I suspect that, if you polled the general public about this, most folks would not have…they may have a very rare group of people who knew anything about using cost-effectiveness analysis. Now if it's explained to them in the context of the poll, I think the Martha Gould studies suggest that people can grasp it and understand it, and the Stirling Bryan study says that even healthcare decision makers can understand it. But I think we haven't done a very good job of explaining this to the public. I find personally and, Jean, this may be true too. A lot of times we have health-services researchers or clinicians come to us for health and they really don't have the basics of what cost effectiveness analysis represents. So even people in the healthcare system who want to do research often times aren't very well informed. 

Jean:
Yeah. That's right. I think sometimes people want to look at costs. They don't necessarily understand and whether they want to perform a CEA or not, I think sometimes people are just interested in performing like a project-impact analysis, so often times people don't know the differences about the different types of cost analysis that can be done. 

Paul Barnett:
Or often they come and they think their intervention is so good that it will be dominate, and that's what they think is cost effectives, that is, that it's going to reduce cost while increasing benefits, and that that will justify the intervention. It certainly would, but most of the things that we change in the healthcare system add cost and hopefully increase the benefit of care. 

Jean:
Yeah. I would say that that's a very common hypothesis that this intervention is going to save money. 

Paul Barnett:
And I would say that it's very hard even to show in the context of a clinical trial that the intervention is going to meet the $100,000 per quality threshold, that is, it's going to cost less than $100,000 per quality to be $0 per quality, which is what that is, or to essentially generate more qualities for free, there aren't very many examples of that, expect deimplementing things that aren't cost effective. 

Jane:
Okay. That's all the questions that are in the queue for now. Are there any final questions? Type in your questions, so we can ask Paul.

Paul Barnett:
You can certainly reach me at Paul.Barnett@VA.gov or you can also send a question to HERC@VA.gov. if you want to follow up on this. I think this is the last session in the course on cost effectiveness analysis. We appreciate people's attention and involvement in this, and we hope to see you at some upcoming cyberseminars or our course on Economic Metrics, which will be the next offered. 

Jean:
Alright, thank you, Paul, and yes, this is the final session in the Cost-Effectiveness Analysis course. I'm sure that some people did miss some of the sessions. When we send out the archive notice, that usually comes out within a day or two, you'll be able to get to our catalog through there where you will be able to access the recordings of all of the sessions from the series. When I close the session out in a moment, you will be prompted with a feedback form. Please, take this opportunity. HERC does rerun the cost-effectiveness analysis course every other year, so I'm sure they would love to hear feedback as their planning the next round of this course. Thank you, everyone, for joining us for today's HSR&D cyberseminar and we look forward to seeing you at a future session. Thank you.

[End of Audio] 
2 of 12

