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Abstract

:

Antibiotics have made a significant contribution to improving patient health, but policy makers and health care payers are concerned about the costs of antibiotics in addition to their effectiveness. This paper aims to assess the value of antibiotics by examining incremental cost-utility ratios of antibiotics. Evidence was derived from cost-utility analyses of antibiotics included in the Tufts-New England Center Cost-Effectiveness Analysis Registry through September 2009. The analysis included 85 incremental cost-utility ratios from 23 cost-utility analyses. The findings showed that 38.8% of incremental cost-utility ratios related to dominant antibiotics (i.e., more effective and less costly than the comparator); 45.9% referred to antibiotics that improved effectiveness, but also increased costs; and 15.3% related to dominated antibiotics (i.e., less effective and more costly than the comparator). The median ratio was 748 € per quality-adjusted life year. Using threshold values of 20,000 € per quality-adjusted life year and 50,000 € per quality-adjusted life year, the probability that an antibiotic provides value for money was 64% and 67%, respectively. The current evidence base suggests that the majority of antibiotics provide value for money and that antibiotics can aid decision makers to attain further population health improvements, whilst containing pharmaceutical expenditures.
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1. Introduction


Antibiotics have made a significant contributions to improving the health of patients suffering from bacterial infections. For instance, antibiotics are commonly used in the treatment of lower respiratory tract infections. The scientific literature and international guidelines recommend antibiotic therapy in patients with acute exacerbations of chronic obstructive pulmonary disease and community-acquired pneumonia [1,2,3]. Also, antibiotics appear effective in improving cure rates and decreasing duration of acute sinusitis in patients who have a microbiological diagnosis of bacterial infection or severe disease [4]. In fact, the added value of antibiotics for therapeutic and prophylactic purposes was so persuasive that many older antibiotics never underwent controlled clinical trials [5]. On the other hand, systematic reviews published by the Cochrane Collaboration have found no benefit of antibiotic therapy in upper respiratory tract infections because the cause of such infections is generally viral and, thus, the use of antibiotics is not indicated [6,7].



In an era of spiraling health care costs and limited resources, policy makers and health care payers are concerned about the costs of antibiotics, in addition to their effectiveness. Economic evaluation is a technique that can be used to determine whether antibiotic treatment adds sufficient value to justify its costs. An economic evaluation is defined as a comparative analysis of at least two health technologies in terms of both their costs and outcomes [8]. Evidence derived from economic evaluations is used to inform antibiotic pricing/reimbursement decisions in many countries. Antibiotics that provide better value are rewarded by means of a more favourable price/reimbursement. The requirement for economic evaluation fits within an overall trend towards evidence-based decision making in healthcare [9].



The results of an economic evaluation can be expressed in the form of an incremental cost-utility ratio (e.g. the additional cost per quality-adjusted life year (QALY) gained). Such a ratio relates the difference in costs between an antibiotic and the comparator to the difference in outcomes. The aim of this paper is to assess the value of antibiotics by examining incremental cost-utility ratios of antibiotics. Such information may serve to inform policy decisions relating to the use of antibiotics and to the allocation of scarce health care resources.




2. Methods


2.1. Cost-utility analysis


Evidence of the value of antibiotics was derived from cost-utility analyses. A cost-utility analysis measures costs and outcomes by means of specific health-related quality of life measures, such as QALYs. The QALY takes into account the quantity and quality of life. The quality of life associated with a health state is measured through the use of health utilities. A utility reflects the preference of an individual for the health state. Utilities are elicited on a scale of 0 (reflecting death) to 1 (reflecting perfect health). Quality of life data are then combined with estimates of the time period for which the outcomes last to generate QALYs.



Although cost-utility analyses represent a subset of economic evaluations, the study was limited to cost-utility analyses because this technique is recommended as the reference technique for economic evaluation in multiple countries [10], it provides an instrument to quantify the costs and outcomes of a medicine in a single ratio, it considers patient values in the measure of QALYs, it enables comparison of results across diseases, and it can inform decisions about how to allocate health care resources [8,11].




2.2. Data source


The Tufts-New England Center Cost-Effectiveness Analysis Registry was searched for original English-language cost-utility analyses of antibiotics [12]. The methodology underlying the Tufts-New England Center Cost-Effectiveness Analysis Registry is outlined in detail elsewhere [13]. Briefly, this Registry currently includes cost-utility analyses published from 1976 through September 2009. These cost-utility analyses were identified through an extensive search of MEDLINE using the keywords “quality-adjusted”, “QALY”, and “cost-utility analysis”. Two trained readers independently audit each cost-utility analysis and then convene to resolve any discrepancies. The data auditing form of each cost-utility analysis collects descriptive information about methods, incremental cost-utility ratio and utility weights.




2.3. Study variables


For each cost-utility analysis, the following variables were examined: publication year, target population, intervention type, country of patient sample, disease classification, prevention stage, funding source, study perspective, discounting, sensitivity analysis, incremental cost-utility ratio, and methodological quality.



Cost-utility analyses were included in the analysis if they studied an antibiotic intervention. The comparator could be another medicine, another health technology or no active therapy. Cost-utility analyses evaluating a combination of interventions (e.g. an antibiotic in combination with a medical device or a surgical procedure), were included if the comparison between intervention and comparator made it possible to single out the impact of the antibiotic.



As a cost-utility analysis may calculate separate incremental cost-utility ratios for patient samples belonging to different countries, information about the country of the patient sample rather than the study country was elicited.



Cost-utility analyses related to all major disease areas. A distinction was made between three stages of prevention: primary prevention (measures preventing onset of condition), secondary prevention (interventions that identify and treat asymptomatic with risk factors or preclinical disease), and tertiary prevention (interventions limiting disability after harm has occurred).



The source of funding of a cost-utility analysis was classified as “industry” (i.e. partial or complete funding by a pharmaceutical company), “non-industry” (e.g. government, foundation), “not specified” or “no funding”.



Cost-utility analyses were conducted from the perspective of society, the health care payer or an unspecified perspective.



In cost-utility analyses with a time horizon exceeding one year, time preference needs to be taken into account by means of discounting [14]. A categorical variable elicited whether discounting had been undertaken (“yes”), discounting had not been carried out (“no”) or it could not be determined whether discounting had been conducted (“not specified”). In cost-utility analyses with a shorter time horizon than one year, discounting was “not applicable”.



A sensitivity analysis can be carried out to determine the direction and the extent to which the results of an economic evaluation vary when estimates of input variables change [15]. A binary “yes/no” variable indicated whether a sensitivity analysis had been performed to explore the robustness of the incremental cost-utility ratio of antibiotics.



The analysis focused on cost-utility analyses that expressed results as an incremental cost per QALY gained. Ratios were actualized to 2008 values based on the evolution of the general consumer price index and were converted to Euro using exchange rates. This standardization of incremental cost-utility ratios made it possible to compare ratios between antibiotics and between disease areas.



It should be noted that a cost-utility analysis may report multiple incremental cost-utility ratios pertaining to different antibiotics, comparators or patient populations, so that each cost-utility analysis may have contributed more than one ratio. Depending on the value of the antibiotic, the analysis reported that the antibiotic was dominant (i.e., more effective and less costly than the comparator), the value of the incremental cost-utility ratio, or that the antibiotic was dominated (i.e., less effective and more costly than the comparator).



An overall score of methodological quality was assigned to each cost-utility analysis on a Likert-type scale from 1 (lowest quality) to 7 (highest quality). A binary variable indicated whether evidence related to a “low-quality” cost-utility analysis with a quality score of 1.0–4.0 or a ‘high-quality’ cost-utility analysis with a quality score of 4.5–7.0.




2.4. Data analysis


Evidence of the value of antibiotics was summarized by calculating median incremental cost-utility ratios and frequency distributions.



To explore associations between incremental cost-utility ratios and study characteristics, ratios were recoded into an ordinal variable consisting of 14 categories: more effective, less costly; ≤10,000 € per QALY; 10,001–20,000 € per QALY; 20,001–30,000 € per QALY; 30,001–40,000 € per QALY; 40,001–50,000 € per QALY; 50,001–60,000 € per QALY; 60,001–70,000 € per QALY; 70,001–80,000 € per QALY; 80,001–90,000 € per QALY; 90,001–100,000 € per QALY; 100,001–200,000 € per QALY; >200,000 € per QALY; less effective, more costly. Associations were examined by means of the Mann-Whitney U-test for ordinal variables. The statistical significance level was set at a p-value of 0.05. The analysis was carried out using SPSS Statistics 17.0.





3. Results


3.1. Search results


The search identified 34 articles. Articles were excluded for the following reasons: analysis of a combination of interventions without the possibility to single out the impact of an antibiotic (six articles) or analysis of an intervention that did not include an antibiotic (five articles). The analysis included 23 articles that reported information about 85 incremental cost-utility ratios of antibiotics [16,17,18,19,20,21,22,23,24,25,26,27,28,29,30,31,32,33,34,35,36,37,38]. The characteristics of included cost-utility analyses are described in Table 1.
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Table 1. Characteristics of cost-utility analyses of antibiotics.







Table 1. Characteristics of cost-utility analyses of antibiotics.







	
Characteristic

	
Number (percentage)






	
Publication yeara

	




	
1985–2000

	
9 (39.2%)




	
2001–2005

	
7 (30.4%)




	
2006–2009

	
7 (30.4%)




	
Country of patient sampleb

	




	
Europe

	
11 (12.9%)




	
North America

	
57 (67.1%)




	
Other

	
17 (20)




	
Disease classificationa

	




	
Cardiovascular diseases

	
2 (8.7%)




	
Critical care

	
1 (4.3%)




	
Endocrine disorders

	
1 (4.3%)




	
Genito-urinary diseases

	
1 (4.3%)




	
Infectious diseases

	
13 (56.5%)




	
Musculoskeletal and rheumatologic diseases

	
1 (4.3%)




	
Respiratory diseases

	
3 (13.0%)




	
Sensory organ diseases

	
1 (4.3%)




	
Prevention stagea

	




	
Primary

	
3 (13.0%)




	
Secondary

	
5 (21.7%)




	
Tertiary

	
15 (65.2%)




	
Funding sourcea

	




	
Industry

	
3 (13.0%)




	
Non-industry

	
12 (52.2%)




	
No funding

	
1 (4.3%)




	
Not specified

	
7 (30.4%)




	
Study perspectivea

	




	
Society

	
9 (39.1%)




	
Health care payer

	
14 (60.9%)




	
Discountinga

	




	
Yes

	
15 (65.2%)




	
Not applicable

	
8 (34.8%)




	
Sensitivity analysisa

	




	
Yes

	
22 (95.7%)




	
No

	
1 (4.3%)




	
Methodological qualitya

	




	
1.0–3.5

	
5 (21.7%)




	
4.0–5.0

	
16 (69.6%)




	
5.5–7.0

	
2 (8.7%)








a based on analysis of cost-utility analyses; b based on analysis of incremental cost-utility ratios.







The majority of original English-language cost-utility analyses of antibiotics have been published since 2000. The patient samples enrolled in these cost-utility analyses mainly originated from the United States and Canada (57%). Cost-utility analyses explored the cost-effectiveness of antibiotics for infectious diseases (56.5%) and respiratory diseases (13.0%). With respect to the prevention stage, the majority of studies related to tertiary prevention (65.2%), followed by secondary prevention (21.7%) and primary prevention (13.0%). The majority of cost-utility analyses of antibiotics received funding from sources other than industry (e.g. government, foundation) (52.2%). Thirteen percent of studies were funded by industry. Cost-utility analyses were generally carried out from the health care payer perspective (60.9%). Approximately 39% of studies took a societal perspective. When indicated, all studies discounted to take account of time preference. All but one cost-utility analysis undertook a sensitivity analysis. Around 70% of cost-utility analyses had a methodological quality score of 4.0–5.0. No study had a score exceeding 6.0.




3.2. Cost-utility


Figure 1 exhibits the frequency distribution of all 85 incremental cost-utility ratios of antibiotics. This Figure shows that 38.8% of incremental cost-utility ratios related to dominant antibiotics (i.e., more effective and less costly than the comparator); 45.9% referred to antibiotics that improved effectiveness, but also increased costs; and 15.3% related to dominated antibiotics (i.e., less effective and more costly than the comparator). The median incremental cost-utility ratio was 748 € per QALY (interquartile range: dominant—139,372 € per QALY).
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Figure 1. Frequency distribution of 85 incremental cost-utility ratios of antibiotics. 
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Considering all 85 incremental cost-utility ratios, it is possible to calculate the probability that an antibiotic provides value for money depending on a specific threshold value (see Table 2). This Table indicates that 64% of incremental cost-utility ratios were below or equal to 20,000 € per QALY; 67% of incremental cost-utility ratios were below or equal to 50,000 € per QALY; and 74% of incremental cost-utility ratios were below or equal to 100,000 € per QALY.
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Table 2. Probability that an antibiotic provides value for money.
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Cost-utility

	
Probability






	
More effective, less costly

	
39%




	
10,000 € per QALY

	
60%




	
20,000 € per QALY

	
64%




	
30,000 € per QALY

	
65%




	
40,000 € per QALY

	
65%




	
50,000 € per QALY

	
67%




	
60,000 € per QALY

	
70%




	
70,000 € per QALY

	
71%




	
80,000 € per QALY

	
71%




	
90,000 € per QALY

	
73%




	
100,000 € per QALY

	
74%




	
200,000 € per QALY

	
77%




	
>200,000 € per QALY

	
85%








The probability does not reach 100% because 15% of antibiotics were less effective and more costly than the comparator and, thus, cannot provide value for money irrespective of the threshold.








3.3. Cost-utility per disease


The median incremental cost-utility ratio was calculated per disease area. Focusing on diseases that were studied in at least 10% of cost-utility analyses, the median incremental cost-utility ratio was 748 € per QALY for infectious diseases (based on 49 ratios) and was dominant for respiratory diseases (based on 13 ratios).




3.4. Cost-utility per prevention stage


A comparison of median incremental cost-utility ratios of antibiotics indicated that tertiary prevention (median: dominant; based on 49 ratios) provides more value for money than secondary prevention (median: 241,352 € per QALY; based on 30 ratios). In turn, secondary prevention provides more value for money than primary prevention (median: 4,255,956 € per QALY; based on six ratios). However, no statistically significant difference was observed in the median ratio between preventive antibiotics (i.e., primary prevention) and curative antibiotics (i.e., secondary or tertiary prevention) (p = 0.119).




3.5. Cost-utility by funding source


The six incremental cost-utility ratios derived from analyses funded by industry tended to be lower (median: dominant) than the 45 incremental cost-utility ratios derived from analyses funded by non-industry (median: 102 € per QALY).




3.6. Cost-utility by study perspective


Comparing 32 incremental cost-utility ratios calculated from the societal perspective with 53 incremental cost-utility ratios calculated from the health care payer perspective, no statistically significant difference was observed in the median ratio between study perspectives (p = 0.285).




3.7. Cost-utility by methodological quality


Does methodological quality affect the size of incremental cost-utility ratios? To investigate this hypothesis, 27 incremental cost-utility ratios derived from ‘low-quality’ cost-utility analyses with a quality score of 1.0–4.0 were compared with 58 incremental cost-utility ratios derived from ‘high-quality’ cost-utility analyses with a quality score of 4.5–7.0. The results suggested that there were no statistically significant differences between ‘high-quality’ and ‘low-quality’ incremental cost-utility ratios (p = 0.146).





4. Discussion


This study has generated empirical evidence on the value of antibiotics by extracting 85 incremental cost-utility ratios from 23 cost-utility analyses. The database was diverse, covering various disease areas, prevention stages, target populations, antibiotics and comparators. This evidence suggested that the value of antibiotics covered the whole range from dominant antibiotics, antibiotics with positive incremental cost-utility ratios to dominated antibiotics.



Nevertheless, the majority of antibiotics provide value for money and some antibiotics even save money and improve effectiveness. Using threshold values of 20,000 € per QALY and 50,000 € per QALY, the probability that an antibiotic provides value for money was 64% and 67%, respectively. Examples of such antibiotics include empirical antibiotic treatment for adult patients with acute sinusitis symptoms, antibiotic-coated catheters for patients admitted to the intensive care unit, cotrimoxazole prophylaxis for children who are HIV/AIDS positive, cefaclor as second-line antibiotic treatment for children visiting family physicians’ offices and pediatric clinics with acute otitis media, and ciprofloxacin for outpatients with acute exacerbation of chronic bronchitis and a recent history of frequent exacerbations. Such medicines provide value as they raise effectiveness at a limited cost. Also, 38.8% of incremental cost-utility ratios related to dominant antibiotics.



Focusing on cost-utility analyses that found evidence of dominated antibiotics, these analyses investigated the value of general strategies such as antibiotic prophylaxis or empirical antibiotic therapy rather than individual antibiotics. The use of dominated antibiotics in practice may originate from the fact that prescribers may not be aware of the health economic value of an antibiotic or the value may have deteriorated over time as a result of increasing resistance levels.



Preventive measures using antibiotics do not necessarily provide value for money. Indeed, the data showed that primary preventive measures (i.e., measures preventing onset of condition) include dominant antibiotics, antibiotics with a positive incremental cost-utility ratio and dominated antibiotics. This is corroborated by a recent study showing that the distribution of preventive measures using medicines in general spanned the full range of cost-utility results [39].



The majority of incremental cost-utility ratios of antibiotics originated from studies funded by sources other than industry. Although the limited number of observations made it impossible to test this hypothesis statistically, the analysis suggested that the value of antibiotics tended to be better in industry-funded studies than in studies funded by other sources. This observation may have several explanations: industry influences the design of economic evaluations with a view to improving cost-utility results; as R&D costs are high, industry markets those antibiotics that generate value for money only; industry sponsors economic evaluations of antibiotics that are likely to provide money only; researchers conduct and journal editors publish those economic evaluations that support the value of a antibiotics. In response to the possible manipulation of studies, professional societies and health care payers are increasingly issuing guidelines for the conduct and reporting of economic evaluations.



In general, the value of antibiotics may be influenced by factors such as disease area, prevention stage, funding source, study perspective and methodological quality. Due to the small number of observations, it was not always possible to statistically test for associations between the value of antibiotics and a factor. Even when it was possible to apply a statistical test, the lack of significance may originate from the limited number of observations, rather than reflect the absence of an association. Future research needs to identify the factors that influence value by focusing on medicine classes for which more cost-utility analyses are published.



The results need to be interpreted with caution. Comparison of incremental cost-utility ratios is hindered by differences in the country, disease area, prevention stage, target population, antibiotic, comparator, funding source, study perspective and methodological quality of cost-utility analyses. Nevertheless, the results are similar to those observed in reviews of the cost-utility of medicines in general. Two literature studies have found that the majority of cost-utility analyses report favourable incremental cost-utility ratios for medicines and that industry-funded studies are more likely to report favourable incremental cost-utility ratios than non-industry funded studies [40,41]



This study suffered from several limitations. First, even though the study focused on cost-utility analyses included in a comprehensive registry from 1976 through September 2009, the number of observations was limited to 85 incremental cost-utility ratios from 23 cost-utility analyses. Second, the analysis may suffer from publication bias: only antibiotics that were evaluated and that earned publication in a peer-reviewed journal could be included in the sample. Nevertheless, the analysis included ‘negative’ results: 15.3% of incremental cost-utility ratios related to dominated antibiotics.



The objective of this study was to provide an aggregate analysis of the value of antibiotics. When interpreting the results, the reader needs to be aware that incremental cost-utility ratios are always selective and provide one piece of evidence only. Also, the number of incremental cost-utility ratios relating to a specific antibiotic may be limited. Furthermore, incremental cost-utility ratios are not static, thus underlining the importance of sensitivity analysis and the need for the reader to assess the transferability of results to his/her decision making context.



The value of antibiotics was derived from cost-utility analyses. As cost-utility analysis is only one technique of economic evaluation, this study does not provide a complete picture of the value of antibiotics. Evidence of the value of antibiotics was extracted from the Tufts-New England Center Cost-Effectiveness Analysis Registry. Although the database applies a comprehensive search strategy, some cost-utility analyses may have been missed and neither unpublished analyses nor analyses in a language other than English are included. Also, it should be noted that the trained readers who summarise and assess cost-utility analyses, are not blinded to the authors or journals in which studies are published, which may affect their judgement.




5. Conclusions


Health economic evidence about the value of antibiotics is available to decision makers to inform pricing/reimbursement decisions. The current evidence base suggests that the majority of antibiotics provide value for money and that antibiotics can aid decision makers to attain further population health improvements, whilst containing pharmaceutical expenditure.







References


	



Feldman, C. Appropriate management of lower respiratory tract infections in primary care. Prim. Care Respir. J. 2004, 13(3), 159–166. [Google Scholar]

	



Woodhead, M.; Blasi, F.; Ewig, S.; Huchon, G.; Ieven, M.; Ortqvist, A.; Schaberg, T.; Torres, A.; van der, H.G.; Verheij, T.J. Guidelines for the management of adult lower respiratory tract infections. Eur. Respir. J. 2005, 26(6), 1138–1180. [Google Scholar] [CrossRef] [PubMed]

	



Mandell, L.A.; Wunderink, R.G.; Anzueto, A.; Bartlett, J.G.; Campbell, G.D.; Dean, N.C.; Dowell, S.F.; File, T.M., Jr.; Musher, D.M.; Niederman, M.S.; Torres, A.; Whitney, C.G. Infectious Diseases Society of America/American Thoracic Society consensus guidelines on the management of community-acquired pneumonia in adults. Clin. Infect. Dis. 2007, 44 (Suppl. 2), S27–S72. [Google Scholar] [CrossRef] [PubMed]

	



Wasserfallen, J.B.; Livio, F.; Zanetti, G. Acute rhinosinusitis : A pharmacoeconomic review of antibacterial use. Pharmacoeconomics 2004, 22(13), 829–837. [Google Scholar] [CrossRef] [PubMed]

	



Hulscher, M.E.; Grol, R.P.; van der Meer, J.W. Antibiotic prescribing in hospitals: a social and behavioural scientific approach. Lancet Infect. 2010, 10(3), 167–175. [Google Scholar]

	



Arroll, B.; Kenealy, T. Antibiotics for the common cold and acute purulent rhinitis. Cochrane. Database. Syst. Rev. 2005. [Google Scholar] [CrossRef][Green Version]

	



Smucny, J.; Fahey, T.; Becker, L.; Glazier, R. Antibiotics for acute bronchitis. Cochrane. Database. Syst. Rev. 2004, (4), CD000245. [Google Scholar]

	



Drummond, M.; Sculpher, M.J.; Torrance, G.W.; O'Brien, B.J.; Stoddart, G.L. Methods for the Economic Evaluation of Health Care Programmes, 3rd ed.; Oxford University Press: Oxford, UK, 2005. [Google Scholar]

	



Perleth, M.; Jakubowski, E.; Busse, R. What is 'best practice' in health care? State of the art and perspectives in improving the effectiveness and efficiency of the European health care systems. Health Policy 2001, 56(3), 235–250. [Google Scholar]

	



Weinstein, M.C.; Siegel, J.E.; Gold, M.R.; Kamlet, M.S.; Russell, L.B. Recommendations of the Panel on Cost-effectiveness in Health and Medicine. JAMA 1996, 276(15), 1253–1258. [Google Scholar] [PubMed]

	



Gold, M.R.; Siegel, J.E.; Russell, L.B.; Weinstein, M.C. Cost-Effectiveness in Health and Medicine; Oxford University Press: Oxford, UK, 1996. [Google Scholar]

	



Centre for the Evaluation of Value and Risk in Health Internet Communication 2009.

	



Neumann, P.; Stone, P.; Chapman, R.; Sandberg, E.; Bell, C. A Formal Audit of 228 Published Cost-Utility Analyses; Harvard School of Public Health: Boston, MA, USA, 1999. [Google Scholar]

	



Brouwer, W.B.; Niessen, L.W.; Postma, M.J.; Rutten, F.F. Need for differential discounting of costs and health effects in cost effectiveness analyses. BMJ 2005, 331(7514), 446–448. [Google Scholar] [CrossRef]

	



Briggs, A.; Sculpher, M.; Buxton, M. Uncertainty in the economic evaluation of health care technologies: the role of sensitivity analysis. Health Econ. 1994, 3(2), 95–104. [Google Scholar] [CrossRef] [PubMed]

	



Agha, Z.; Lofgren, R.P.; VanRuiswyk, J.V. Is antibiotic prophylaxis for bacterial endocarditis cost-effective? Med. Decis. Making 2005, 25(3), 308–320. [Google Scholar] [CrossRef] [PubMed]

	



Akker-van Marle, M.E.; Rijnders, M.E.; Dommelen, P.; Fekkes, M.; Wouwe, J.P.; melink-Verburg, M.P.; Verkerk, P.H. Cost-effectiveness of different treatment strategies with intrapartum antibiotic prophylaxis to prevent early-onset group B streptococcal disease. BJOG. 2005, 112(6), 820–826. [Google Scholar] [CrossRef] [PubMed]

	



Anzai, Y.; Jarvik, J.G.; Sullivan, S.D.; Hollingworth, W. The cost-effectiveness of the management of acute sinusitis. Am. J. Rhinol. 2007, 21(4), 444–451. [Google Scholar] [CrossRef] [PubMed]

	



Bachmann, M.O. Effectiveness and cost effectiveness of early and late prevention of HIV/AIDS progression with antiretrovirals or antibiotics in Southern African adults. AIDS Care 2006, 18(2), 109–120. [Google Scholar] [CrossRef] [PubMed]

	



Balk, E.M.; Zucker, D.R.; Engels, E.A.; Wong, J.B.; Williams, J.W., Jr.; Lau, J. Strategies for diagnosing and treating suspected acute bacterial sinusitis: A cost-effectiveness analysis. J. Gen. Intern. Med. 2001, 16(10), 701–711. [Google Scholar] [CrossRef] [PubMed]

	



Barry, H.C.; Ebell, M.H.; Hickner, J. Evaluation of suspected urinary tract infection in ambulatory women: a cost-utility analysis of office-based strategies. J. Fam. Pract. 1997, 44(1), 49–60. [Google Scholar] [PubMed]

	



Caviness, A.C.; Cantor, S.B.; Allen, C.H.; Ward, M.A. A cost-effectiveness analysis of bacterial endocarditis prophylaxis for febrile children who have cardiac lesions and undergo urinary catheterization in the emergency department. Pediatrics 2004, 113(5), 1291–1296. [Google Scholar] [CrossRef] [PubMed]

	



Coco, A.S. Cost-effectiveness analysis of treatment options for acute otitis media. Ann. Fam. Med. 2007, 5(1), 29–38. [Google Scholar] [CrossRef] [PubMed]

	



Cummins, J.S.; Tomek, I.M.; Kantor, S.R.; Furnes, O.; Engesaeter, L.B.; Finlayson, S.R. Cost-effectiveness of antibiotic-impregnated bone cement used in primary total hip arthroplasty. J. Bone Joint Surg. Am. 2009, 91(3), 634–641. [Google Scholar] [CrossRef] [PubMed]

	



Dodek, P.; Phillips, P. Questionable history of immediate-type hypersensitivity to penicillin in Staphylococcal endocarditis: Treatment based on skin-test results vers-us empirical alternative treatment--A decision analysis. Clin. Infect. Dis. 1999, 29(5), 1251–1256. [Google Scholar] [CrossRef] [PubMed]

	



Eckman, M.H.; Greenfield, S.; Mackey, W.C.; Wong, J.B.; Kaplan, S.; Sullivan, L.; Dukes, K.; Pauker, S.G. Foot infections in diabetic patients: Decision and cost-effectiveness analyses. JAMA 1995, 273(9), 712–720. [Google Scholar] [PubMed]

	



Fowler, R.A.; Sanders, G.D.; Bravata, D.M.; Nouri, B.; Gastwirth, J.M.; Peterson, D.; Broker, A.G.; Garber, A.M.; Owens, D.K. Cost-effectiveness of defending against bioterrorism: a comparison of vaccination and antibiotic prophylaxis against anthrax. Ann. Intern. Med. 2005, 142(8), 601–610. [Google Scholar] [PubMed]

	



Freedberg, K.A.; Tosteson, A.N.; Cotton, D.J.; Goldman, L. Optimal management strategies for HIV-infected patients who present with cough or dyspnea: A cost-effective analysis. J. Gen. Intern. Med. 1992, 7(3), 261–272. [Google Scholar] [CrossRef] [PubMed]

	



Grossman, R.; Mukherjee, J.; Vaughan, D.; Eastwood, C.; Cook, R.; Laforge, J.; Lampron, N. A 1-year community-based health economic study of ciprofloxacin vs. usual antibiotic treatment in acute exacerbations of chronic bronchitis: the Canadian Ciprofloxacin Health Economic Study Group. Chest 1998, 113(1), 131–141. [Google Scholar] [CrossRef] [PubMed]

	



Halton, K.A.; Cook, D.A.; Whitby, M.; Paterson, D.L.; Graves, N. Cost effectiveness of antimicrobial catheters in the intensive care unit: Addressing uncertainty in the decision. Crit. Care 2009, 13(2), R35. [Google Scholar] [CrossRef] [PubMed]

	



Hsieh, M.H.; Swana, H.S.; Baskin, L.S.; Meng, M.V. Cost-utility analysis of treatment algorithms for moderate grade vesicoureteral reflux using Markov models. J. Urol. 2007, 177(2), 703–709. [Google Scholar] [CrossRef] [PubMed]

	



Krijnen, P.; Kaandorp, C.J.; Steyerberg, E.W.; van, S.D.; Moens, H.J.; Habbema, J.D. Antibiotic prophylaxis for haematogenous bacterial arthritis in patients with joint disease: A cost effectiveness analysis. Ann. Rheum. Dis. 2001, 60(4), 359–366. [Google Scholar] [CrossRef] [PubMed]

	



Marciante, K.D.; Veenstra, D.L.; Lipsky, B.A.; Saint, S. Which antimicrobial impregnated central venous catheter should we use? Modeling the costs and outcomes of antimicrobial catheter use. Am. J. Infect. Control 2003, 31(1), 1–8. [Google Scholar] [CrossRef] [PubMed]

	



Nichol, G.; Dennis, D.T.; Steere, A.C.; Lightfoot, R.; Wells, G.; Shea, B.; Tugwell, P. Test-treatment strategies for patients suspected of having Lyme disease: A cost-effectiveness analysis. Ann. Intern. Med. 1998, 128(1), 37–48. [Google Scholar] [PubMed]

	



Oh, P.I.; Maerov, P.; Pritchard, D.; Knowles, S.R.; Einarson, T.R.; Shear, N.H. A cost-utility analysis of second-line antibiotics in the treatment of acute otitis media in children. Clin. Ther. 1996, 18(1), 160–182. [Google Scholar] [CrossRef] [PubMed]

	



Rosen, A.B.; Fowler, V.G., Jr.; Corey, G.R.; Downs, S.M.; Biddle, A.K.; Li, J.; Jollis, J.G. Cost-effectiveness of transesophageal echocardiography to determine the duration of therapy for intravascular catheter-associated Staphylococcus aureus bacteremia. Ann. Intern. Med. 1999, 130(10), 810–820. [Google Scholar] [PubMed]

	



Ryan, M.; Griffin, S.; Chitah, B.; Walker, A.S.; Mulenga, V.; Kalolo, D.; Hawkins, N.; Merry, C.; Barry, M.G.; Chintu, C.; Sculpher, M.J.; Gibb, D.M. The cost-effectiveness of cotrimoxazole prophylaxis in HIV-infected children in Zambia. AIDS 2008, 22(6), 749–757. [Google Scholar] [PubMed]

	



Tsevat, J.; Durand-Zaleski, I.; Pauker, S.G. Cost-effectiveness of antibiotic prophylaxis for dental procedures in patients with artificial joints. Am. J. Public Health 1989, 79(6), 739–743. [Google Scholar] [CrossRef] [PubMed]

	



Cohen, J.T.; Neumann, P.J.; Weinstein, M.C. Does preventive care save money? Health economics and the presidential candidates. N. Engl. J. Med. 2008, 358(7), 661–663. [Google Scholar] [CrossRef] [PubMed]

	



Bell, C.M.; Urbach, D.R.; Ray, J.G.; Bayoumi, A.; Rosen, A.B.; Greenberg, D.; Neumann, P.J. Bias in published cost effectiveness studies: Systematic review. BMJ 2006, 332(7543), 699–703. [Google Scholar] [PubMed]

	



Neumann, P.J.; Sandberg, E.A.; Bell, C.M.; Stone, P.W.; Chapman, R.H. Are pharmaceuticals cost-effective? A review of the evidence. Health Aff. (Millwood.) 2000, 19(2), 92–109. [Google Scholar] [PubMed]





© 2010 by the authors; licensee MDPI, Basel, Switzerland. This article is an open-access article distributed under the terms and conditions of the Creative Commons Attribution license (http://creativecommons.org/licenses/by/3.0/).







nav.xhtml


  pharmaceuticals-03-01348


  
    		
      pharmaceuticals-03-01348
    


  




  





media/file1.png
Proportion of cost-utiitty ratios

4

f&’@ )069

8

2 2 2 2
l;"--;“-énl
o

LEEEEEF S
@@@@@@@e@@ &

A A A L U e

&
N4
Incremental cost-utility ratio (Euro/QALY)






media/file2.png
Proportion of cost-utiitty ratios

4

f&’@ )069

8

2 2 2 2
l;"--;“-énl
o

LEEEEEF S
@@@@@@@e@@ &

A A A L U e

&
N4
Incremental cost-utility ratio (Euro/QALY)






