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SUMMARY

We argue that traditional health economic analysis is ill-equipped to estimate the cost effectiveness and cost benefit
of interventions that aim at controlling and/or preventing public health emergencies of international concern (such
as pandemic influenza or severe acute respiratory syndrome). The implicit assumption of partial equilibrium within
both the health sector itself and – if a wider perspective is adopted – the economy as a whole would be violated by
such emergencies. We propose an alternative, with the specific aim of accounting for the behavioural changes and
capacity problems that are expected to occur when such an outbreak strikes. Copyright# 2008 John Wiley & Sons,
Ltd.
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INTRODUCTION

Guidelines for the economic evaluation of health-care interventions (i.e. cost-effectiveness, cost-utility
and cost-benefit analysis) often have statements indicating that all ‘relevant’ costs and benefits should
be taken into account and that these should be estimated by their opportunity costs (Weinstein et al.,
1996; Hjelmgren et al., 2001). However, what these opportunity costs are in practice remains a
moot point, and what costs and benefits are relevant would be expected to vary by disease and
intervention. For instance, in the UK guidelines (National Institute for Health and Clinical Excellence
(NICE), 2004),

[paragraph 5.6.1.2, page 25]: Given the perspective in the reference case, it is appropriate for the
financial costs relevant to the NHS/PSS to be used as the basis of costing, even though these may not
always reflect the full social opportunity cost of a given resource, and

[paragraph 5.6.2.1, page 25]: Although not part of the reference case, there will be occasions where
non-NHS/PSS costs will be differentially affected by the technologies under comparison. In these
situations, the Institute should be made aware of the implications of taking a broader perspective on
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costs for the decision about cost effectiveness. When non-reference case analyses include these
broader costs, explicit methods of valuation are required. In all cases, these costs should be reported
separately from NHS/PSS costs.

As in the NICE guidelines, most guidelines stress the importance of direct health-care costs to express
a health-care system or payer’s viewpoint (Hjelmgren et al., 2001). In doing so, the use of salaries,
tariffs, charges, market prices and DRG-based hospital costs as an approximation to opportunity costs
is widely accepted as standard practice for costing (Commonwealth Department of Health and Ageing,
2002; National Institute for Health and Clinical Excellence (NICE), 2004; Canadian Agency for Drugs
and Technologies in Health, 2006; College voor Zorgverzekeringen, 2006). The Dutch guidelines is one
of the few to state that both direct and indirect costs within and outside of health care need to be taken
into account in the reference case, but that (College voor Zorgverzekeringen, 2006 [Directive 5, p. 8,
translated]), ‘The indirect costs within the health-care sector that are not related to the specific
treatment, should not be taken into account.’

In most guidelines, however, indirect time costs (productive and/or non-productive time) are acceptable
only if included as an optional – clearly separable – part of the analysis (insofar they are not already
included as quality-adjusted life year (QALY) losses in the denominator of the cost-effectiveness ratio), and
here there is debate over which method for estimating these costs should be used (e.g. human capital versus
friction cost method) (Koopmanschap et al., 1995; Weinstein et al., 1997; Hjelmgren et al., 2001).

Health economic evaluation as generally practiced is a partial equilibrium analysis (Olsen and Smith,
2001). Although any change in activity (such as investing in a health programme) will generate ripples
throughout the health-care sector as well as the wider economy, the analyst effectively seals off part of
the economy (when adopting a societal perspective) or part of the health-care sector (when adopting a
health-care payer’s or sector’s perspective) by invoking ‘ceteris paribus’. This approach is often
defended on the basis that a change in an individual’s health status has only a small impact beyond the
costs and benefits incurred by that individual, their health-care provider, insurer, employer, family and
friends (i.e. people and instances considered ‘relevant’ in traditional health economic evaluation). Costs
resulting from the patient’s illness, but incurred by other third parties (e.g. opportunity costs caused by
a reduction in demand for certain services outside the health sector or a decrease in health-care services
capacity), are assumed to be small and are, therefore, typically ignored. Similarly, a change in health-
care resource allocation for a single health-care intervention is usually assumed to have little impact on
economic activities outside the health-care sector.

This discussion paper explains that this assumption of partial equilibrium in both health sector and
wider economy is violated by a certain class of health problem, namely public health emergencies of
international concern. The paper defines what is meant by such emergencies (or ‘outbreaks’ in short
here), explores the application of traditional analysis in this context and then presents the case for a
wider assessment.

WHAT ARE PUBLIC HEALTH EMERGENCIES OF INTERNATIONAL CONCERN?

The World Health Organization (WHO)’s definition of public health emergencies of international
concern involves five criteria (based on an understanding of what the disease is as well as its context)
(Hardiman and Adreano, 2006): (1) unknown or unusual illness, (2) serious health impact when
acquired, (3) risk of international disease spread, (4) risk of interference with international travel or
trade and (5) need for international assistance to assess the event or to implement adequate control
measures. This definition primarily applies to infectious diseases (although the WHO acknowledges that
these emergencies could arise from non-infectious causes, such as a tsunami), as do some of the
arguments we develop below. Potentially lethal emerging infections, such as severe acute respiratory
syndrome (SARS) or pandemic influenza, provide well-known examples.
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WHY THE STANDARD APPROACH MAY NOT SUFFICE?

Infectious disease emergencies of international concern typically have wide impacts on the health service
(above and beyond those parts of the health service concerned with treating the cases and halting the
outbreak) and the economy as a whole. That is, they may violate the assumptions of partial equilibrium,
irrespective of whether a health sector or societal perspective is adopted. When shifts in the prevalence
of health problems cause the (temporary or long run) impairment of health system functioning, then this
will affect patients who do not have the disease in question as well as those who do. Under these
circumstances, there is clearly a need for health economic evaluations to recognize this impairment, as
the opportunity cost of the disease in question includes the reduction in services offered to other
patients. For example, during an influenza pandemic, doctors, hospitals and mortuaries would be
stretched over their maximum capacity to cope with the sudden increase in demand. Governments may
be able to partially offset such sudden surges in demand by implementing emergency procedures
through which temporary health-care units could be installed (although surge capacity is unlikely to be
sufficient during a pandemic) (Menon et al., 2005; Itzwerth et al., 2006; Schull et al., 2006). Nonetheless,
the traditional approach to estimating opportunity cost would multiply caseload by cost per case (with
average cost per case typically estimated in the absence of an outbreak, often based on the average
charges for a clinical case). We argue that such an approach would be wrong in this case because
substantial opportunity costs would be ignored.

Additionally, the presence of a health threat can influence the general expectations and behaviour of
consumers and investors and, therefore, have an impact far beyond the direct reduction in productivity
from sick patients (Sadique et al., 2007). For instance, for SARS, it has been observed that by far the
largest economic impact occurred by reduced (local and international) travel and reduced engagement
in non-vital consumption activities (e.g. restaurants and bars) as well as postponement of consumption
of other goods (i.e. mostly durable goods) (Keogh-Brown and Smith, in press). Although there is room
for modified travel and communication strategies, much travel cannot be postponed (commuting being
the most obvious), and e-mail and conference calls are increasingly considered suboptimal in many
business environments (see, for instance, (Egan, 2007)).

Hence, we argue that ignoring consumers’ and investors’ adaptation to public health emergencies
would undermine the utility of economic analysis in this context (for an illustration of these effects in
plausible pandemic influenza scenarios for the UK, see Keogh-Brown et al., in revision).

A BROADER ‘LESS PARTIAL’ FRAMEWORK

Estimating the opportunity cost of an epidemic

A sudden increase in patients with a severe disease (for ease of argument, we will use pandemic influenza
as an example) is likely to have an impact on prioritization in various health-care settings. Health-care
workers would be expected to have less time, on average, per patient and may not be able to treat,
accommodate, nurture or counsel all patients presenting (i.e. those with and those without flu) as
required. Trivial treatments and much elective surgery would be postponed, partly to free up capacity,
partly to try and avoid unnecessary contact of other (often elderly and vulnerable) patients with
influenza cases in the health-care environment and partly because health-care workers themselves are
most likely to be exposed and, therefore, absent from work (exacerbating the capacity problem). One
could speculate that the health-care workers who continue to work, work longer hours, or that retired
health-care workers might help out. However, these emergencies have the ability to make up to 50% of
the population seriously ill in a matter of months. It seems highly unlikely that such spontaneous
adaptive behaviour would solve, under each plausible outbreak scenario, the capacity problems
that would arise.
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The above delays to treatment would not be valued within a ‘standard’ economic evaluation, when
partial equilibrium is assumed within the health-care sector as traditionally prescribed. However, these
postponements do represent an opportunity cost for the patients involved. These losses could be valued
using utility scores for ill-health states over the extended duration of non-treatment. Losses in QALYs
from postponement of treatment can be derived based on such utility scores, combined with estimates of
the extent by which postponement of treatment for different illnesses would occur under various
epidemiological scenarios. To estimate this potential ‘capacity gap’, patterns of demand for health-care
services (e.g. seasonal hospital bed use) are needed, along with their cost functions (e.g. at what level of
increased hospital bed demand would a new ward or hospital be needed?) and estimates of the demand
during an outbreak. Costs can also be attributed to such QALY losses based on the principle of an
explicit willingness to pay criterion for a QALY gained (or existing ceiling ratio (e.g. h40 000 per QALY
gained), which could be deduced from past decisions) (George et al., 2001; Devlin and Parkin, 2004;
Smith and Richardson, 2005). In a pandemic situation (when equilibrium would be disturbed), the
product of this willingness to pay per QALY gained and the QALY loss of postponing treatment for
particular patients for a given period of time (for instance, based on information from waiting lists)
would represent the opportunity costs of postponing particular interventions over that time period. This
also implies that a ‘breakpoint’ would exist at which the opportunity cost of not treating existing health
problems is greater than the benefit from treating flu cases. In the pre-pandemic situation, the optimal
level of additional capacity can thus be determined as a function of where this breakpoint would be for
various scenarios and their likelihood of occurring.

Health economic evaluation as it is practiced today would ignore these aspects. The incidence of
infection and the severity of associated disease caused by outbreaks may be such that ignoring these
aspects produces misleading results when assessing the cost effectiveness of interventions to avoid or
mitigate them.

Incorporating the consequences of modified risk perceptions and behaviour

Illness has an indirect impact on productivity through absenteeism and may well result in other non-
health-care expenses to patients, their employers and insurers. These would normally be accounted for
to some extent in a standard economic analysis from the societal perspective. However, public health
emergencies of international concern may also lead to risk-modifying behaviour (as observed for SARS
(Sadique et al., 2007)). Risk perceptions and associated risk-modifying behaviour influence
consumption and investments and the economic impact of an outbreak, in and outside the health-
care sector (Keogh-Brown and Smith, in press). In addition, the response to the epidemic at the
individual and governmental levels results in increased absenteeism beyond what would be expected
from illness itself. For instance, increased absenteeism may be expected due to risk avoidance behaviour
(prophylactic absenteeism) or through closure of educational facilities. These different consequences
should be integrated in appropriate models that aim at estimating the cost-effectiveness of interventions
to control and prevent disruptive outbreaks. To achieve this, changes in behaviour and their economic
consequences should be studied by assessing revealed behavioural changes (and the associated economic
impact) during past disruptive outbreaks (Keogh-Brown and Smith, in press) and stated behaviour and
risk perceptions from surveys (de Zwart et al., 2006; Smith, 2006; Sadique et al., 2007). Using such
information, along with broad macroeconomic data (e.g. input–output tables and social accounting
matrices), the shocks to the economy of various outbreak scenarios can be estimated by macroeconomic
modelling (e.g. with a computable general equilibrium model (Smith et al., 2005; Keogh-Brown et al.,
in revision) or a G-cubed model (Lee and McKibben, 2004)). These macroeconomic models could
thus provide the societal costs of various outbreak scenarios, as predicted by epidemiological models.
Such costs could be estimated on a global scale, or more specifically per country, or per group of
countries (e.g. EU15, EU27, OECD) depending on which level of societal perspective is deemed
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relevant for policy makers. Cascade effects resulting from health shocks can thus be estimated across
sectors and economies.

CONCLUSION

We argue that traditional health economic analysis is ill-equipped to estimate the cost effectiveness and
cost benefit of interventions that aim at controlling and/or preventing public health emergencies of
international concern (such as pandemic influenza). The implicit assumption of partial equilibrium
within both the health sector itself and – if a wider perspective is adopted – the economy as a whole
would be violated by such emergencies. We propose an alternative, with the specific aim of accounting
for behavioural changes and capacity problems that occur when such an outbreak strikes and far-
reaching control measures are taken. The problems we identified are indicative of the limitations
inherent to the very foundation of cost-benefit analysis (and arguably cost-effectiveness analysis).
Indeed, cost-benefit analysis, as a local solution within a partial equilibrium model, assumes flexibility in
all commodities (which is violated when resources are incapacitated in the short run) and relies on
remaining within the neighbourhood of the current equilibrium state. The sheer scale and the range of
an emergency of international concern would perturb the general equilibrium. Since traditional health
economic forms of evaluation are being used to inform decisions about controlling and preparing for
these emergencies, they do not appear to be fit for purpose.

ACKNOWLEDGEMENTS

This paper results from discussions as part of ‘SARSControl: effective and acceptable strategies for the
control of SARS and new emerging infections in China and Europe’, a European Commission project
funded within the Sixth Framework Programme, Thematic Priority Scientific Support to Policies,
Contract number: SP22-CT-2004-003824. We are grateful to two anonymous referees for their
constructive comments. The authors have no conflicts of interest to report in relation to this paper. No
ethical approval was required for this theoretical paper.

REFERENCES

Canadian Agency for Drugs and Technologies in Health. 2006. Guidelines for the Economic Evaluation of Health
Technologies (3rd edn). Canadian Agency for Drugs and Technologies in Health: Ottawa, Canada.

College voor Zorgverzekeringen. 2006. Richtlijn voor farmaco-economisch onderzoek. College voor Zorgverzekerin-
gen, Amstelveen.

Commonwealth Department of Health and Ageing. 2002. Guidelines for the Pharmaceutical Industry on Preparation
of Submissions to the Pharmaceutical Benefits Advisory Committee (PBAC): Including Major Submissions
Involving Economic Analyses. Commonwealth Department of Health and Ageing, Canberra.

Devlin N, Parkin D. 2004. Does NICE have a cost-effectiveness threshold and what other factors influence its
decisions? A binary choice analysis. Health Economics 13(5): 437–452.

de Zwart O, Veldhuijzen IK, Elam G, Aro AR, Abraham T, Bishop GD, Richardus JH, Brug J. 2007. Avian
influenza risk perception, Europe and Asia. Emerging Infections Diseases 13(2): 290–293.

Egan M. 2007. Is your email culture strangling you? Insurance Advocate 118(3): 16.
George B, Harris A, Mitchell A. 2001. Cost-effectiveness analysis and the consistency of decision making: evidence

from pharmaceutical reimbursement in Australia (1991 to 1996). Pharmacoeconomics 19(11): 1103–1109.
Hardiman M, Adreano R. 2006. The World Health Organization and the response to public health emergencies of

international concern. In The Rapid Assessment of the Economic Impact of Public Health Emergencies of
International Concern, Smith R et al. (eds). Oxford University Press: Oxford.

Hjelmgren J, Berggren F, Andersson F. 2001. Health economic guidelines – similarities, differences and some
implications. Value Health 4(3): 225–250.

PARTIALLY WRONG? 1321

Copyright # 2008 John Wiley & Sons, Ltd. Health Econ. 17: 1317–1322 (2008)

DOI: 10.1002/hec



Itzwerth RL, Macintyre CR, Shah S, Plant AJ. 2006. Pandemic influenza and critical infrastructure dependencies:
possible impact on hospitals. Medical Journal of Australia 185(10): S70–S72.

Keogh-Brown M, Smith R. Assessing the economic impact of SARS: a two-year update. In The Rapid Assessment
of the Economic Impact of Public Health Emergencies of International Concern, Smith R, Drager N (eds). Oxford
University Press: Oxford, in press.

Keogh-Brown M, Wren-Lewis S, Edmunds W, Beutels P, Smith R. The possible macroeconomic impact in the UK
of an influenza pandemic. Health Economics, in revision.

Koopmanschap MA, Rutten FF, van Ineveld BM, van Roijen L. 1995. The friction cost method for measuring
indirect costs of disease. Journal of Health Economics 14(2): 171–189.

Lee JW, McKibben JW. 2004. Globalization and Disease: The Case of SARS. Asian Economic Papers, vol. 3(1).
MIT Press: Cambridge, MA; 113–131.

Menon DK, Taylor BL, Ridley SA. 2005. Modelling the impact of an influenza pandemic on critical care services in
England. Anaesthesia 60(10): 952–954.

National Institute for Health and Clinical Excellence (NICE). 2004. Guide to the Methods of Technology Appraisal.
National Institute for Clinical Excellence: London.

Olsen JA, Smith RD. 2001. Theory versus practice: a review of ‘willingness-to-pay’ in health and health care.Health
Economics 10(1): 39–52.

Sadique MZ, Edmunds WJ, Smith RD, Meerding WJ, de Zwart O, Brug J, Beutels P. 2007. Precautionary behavior
in response to perceived threat of pandemic influenza. Emerging Infectious Diseases 13(9): 1307–1313.

Schull MJ, Stukel TA, Vermeulen MJ, Guttmann A, Zwarenstein M. 2006. Surge capacity associated with
restrictions on nonurgent hospital utilization and expected admissions during an influenza pandemic: lessons
from the Toronto severe acute respiratory syndrome outbreak. Academic Emergency Medicine 13(11): 1228–
1231.

Smith RD. 2006. Responding to global infectious disease outbreaks: lessons from SARS on the role of risk
perception, communication and management. Social Science & Medicine 63(12): 3113–3123.

Smith RD, Richardson J. 2005. Can we estimate the ‘social’ value of a QALY? Four core issues to resolve. Health
Policy 74(1): 77–84.

Smith RD, Yago M, Millar M, Coast J. 2005. Assessing the macroeconomic impact of a healthcare problem: the
application of computable general equilibrium analysis to antimicrobial resistance. Journal of Health Economics
24(6): 1055–1075.

Weinstein M, Siegel J, Gold M, Kamlet M, Russell L. 1996. Recommendations of the panel on cost-effectiveness in
health and medicine. Journal of the American Medical Association 276(15): 1253–1258.

Weinstein MC, Siegel JE, Garber AM, Lipscomb J, Luce BR, Manning Jr WG, Torrance GW. 1997. Productivity
costs, time costs and health-related quality of life: a response to the Erasmus Group. Health Economics 6(5):
505–510.

P. BEUTELS ET AL.1322

Copyright # 2008 John Wiley & Sons, Ltd. Health Econ. 17: 1317–1322 (2008)

DOI: 10.1002/hec


