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1. Background Mortality Rate (18 deaths per 1000 births) in the region as

Islamic Republic of Iran (LR.I), with a population of over of 20101 (Table 1). However, in general the Iran’s health out-
74 million, does not have a high-quality healthcare system ~ COmes continue to improve. While this improvement can-
in the WHO Eastern Mediterranean Region (EMR), which ~ 1ot be entirely due to the healthcare system, it plays an im-
is reflected in part in the level of its population health. Its ~ Portant part in this achievement. Total health expenditure,
ranking for many aspects of health status falls behind oth- S @ proportion of GDP, accounted for 5.5%, slightly lower
er 22 Middle East countries. For example, it has the eighth than the average of 5.6% in EMR countries in 2010. In terms
lowest life expectancy (72.1 years), and a fairly high Infant of annual total health expenditure per capita, Iran ranks
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below the EMR average ($269 US vs. $472 US). Almost 39% of
total health expenditure has been provided through public
funding sources in 2010, below the average of 54.3% in EMR
countries. Out-of-pocket expenditure as a proportion of to-
tal health expenditure accounted for 58.9% in Iran, far above
the regional average (39.6%) (1) (Table 1).

Nevertheless, Iran faces a series of significant chal-
lenges. First, the growing burden of chronic diseases as-
sociated with population ageing. Second, there are chal-
lenges of patient safety and medical errors, the uptake
of advanced and technologically diagnostic and thera-
peutic procedures, demand pressures, and workforce
shortages (2). Third, there is a political controversy about
public-private mix in the funding and delivery health-
care. Fourth, there is inequality in healthcare providing
between advantaged and disadvantaged Iranians (3),
where around 28% of the population lives outside cities
in large unpopulated regions and small scattered settle-
ments with limited access to healthcare services (1). Fifth,
total spending on health care continues to rise faster
than both inflation and population growth. Simultane-
ously, out-of-pocket spending on health care is growing
fast, and is higher relative to many similar EMR countries,
where it has grown from 50.7 in 2008 to 58.9% in 20101
and currently, which currently raises a serious concern
to access needed healthcare services. Sixth, considerable
disparities remain over 10-40% of the population - de-
pending upon the source and study - who are not cov-
ered by any insurance scheme and have to pay directly.
Even those under a social/public insurance coverage are
somehow forced to pay some gap while referring to pri-
vate sectors because of low tariff rates (4, 5). In addition,
not all kinds of services, in particular medical services
which are not considered essential for good health such
as some optic procedure, attract social security or similar
insurance benefits (4).

Seventh, resources are usually allocated retrospective-
ly ignoring future risks and crises; and choices have to
be made among competing alternatives due to relative
scarcity of resources specifically during times when scar-
city of healthcare resources increases (6); Moreover im-
provements in gathering comprehensive national data
about medical errors towards a better quality and safety
in health care have remained anecdotal (7); the health
system is not economically sustainable as funding meth-
ods do not reward efficiency. Altogether these challenges
and similar problems are inexorably raising concerns
about increased demands for healthcare services, ris-
ing expenditure and some complexity due to aforemen-
tioned issues, have already restricted financial, physical
and human resources necessary to improve Iranian’s
health. Nationwide cooperation and leadership among
healthcare professionals is also required to secure and
improve Iran’s future health issue. However, considering
the current healthcare infrastructure, little flexibility
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exists to achieve this in a system hamstrung by a focus
on historical funding, fee-for-service payment methods
and isolated episodes of acute healthcare services, grow-
ing out-of-pocket expenses, workforce deficiencies and
inadequate insurance coverage. The challenges will cre-
ate a continuing quest for attaining a better healthcare
system efficiency, equity and quality and safety in the
context of competing organization mission, vision and
goals, manifold stakeholder interests, inconsistent val-
ues and scarce resources. In spite of scarcity of resources,
the Iranian healthcare system can meet these challenges
if policy-makers recognize the economic, ethical, politi-
cal and social elements (e.g. quality and safety, equity, ef-
fectiveness, efficiency, accountability and public values
and preferences) within a broader context of policy for-
mulations.

For many research workers, when resource scarcity
exists, a new thinking mode is required to prevent mal-
distribution of resources. ‘In a system with limited re-
sources, health professionals have a duty to establish
not only that they are doing good, but they are doing
more good than anything else that could be done with
the same resources’ (Williams, 1993 cited in Phillips,
2005) (8). Economic evaluation has the potential to offer
a mode of thinking that can maximize healthcare ben-
efits for society within the available resources in a period
of time. Through economic thinking policy-makers can
systematically analyze health expenditure impacts of
environmental change and the consequences (benefits)
of improving patterns of resources allocation (9-11). De-
spite a large body of international literature concerning
the use of economic evaluation in the resource allocation
decision-making (12-17), very few examples of formal eco-
nomic evaluations exist at the local or central levels of
healthcare administration in Iran (18-22).

2. Objectives

What remains unclear is that why the potential benefits
of economic evaluations are not being fully utilized in
this country? The study of health economic evaluation is
important and invites us to reconsider both theory and
practice. Healthcare professionals will need to under-
stand its fundamental aspects and the way it affects (clin-
ical) decision-making. This study set out to shed light
on different methods of economic evaluations in order
to instigate healthcare professionals and researchers to
think about different ways in which economic evalua-
tions might be of value to their practices.

3. Materials and Methods

A non-systematic literature review was undertaken in
a narrative manner to provide information on the use of
economic evaluation for policy decision-making in LR.
Iran. The relevant publications were selected and syn-
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thesized according to the authors’ personal and profes-
sional perspectives. Pubmed, Web of Science, Scopus and
the Cochrane data sources were searched without any
date limit up to June 2012. Additional records were gath-
ered through manual searches of relevant studies using
Google search engine. The search was limited to English,
peer-reviewed articles on economic analytic methods in
health care. Keywords included: cost, cost-benefit, cost-
effectiveness, cost-minimization/minimisation, cost-con-
sequence, cost-efficiency, cost-utility, and cost-of- illness,
health (care), Iran and economic evaluation/appraisal/
assessment. Multiple keyword sets were applied to maxi-
mize results from the searches. Duplicate articles were
excluded.

4. Results

Early findings of this study showed that many decisions
(mainly concerning medical technologies, and pharma-
ceutical pricing and reimbursement regulations) are
made without taking formal economic evaluations into
account in Iran. In this review, a total of 24 studies were
found to be about budgetary impact (how much will it
cost?)and cost measurements; however, no one was relat-
ed to the use of economic evaluation methods in policy
decision-making. Moreover, no instances of formal eco-
nomic evaluations were found at the local level of health-
care management. Why the potential benefits of eco-
nomic evaluations are not being fully utilized in Iranian
healthcare contexts? In this review, an important general
assumption stood out which has been a basis for writing
this paper: systematic evidence-based reviews including
formal economic evaluations are not widely used in any
Iranian decision context, it is greatly due to the fact that
many decision-makers possess limited knowledge of eco-
nomic concepts. This issue leads to a kind of unfamiliar-
ity with formal and partial economic evaluations, which
have not been adequately reflected in current evidence-
based reviews in Iran. Familiarity with a particular issue
is largely correlated with availability of relevant informa-
tion, expert consultants, prior work experiences and edu-
cational background.

4.1. Health Economic Evaluation

Despite financial constraints, allocation decisions have
to be made on optimal distribution of resources among
healthcare services(17). The availability of resources, how-
ever, is always insufficient to meet all the claims (wants
and needs) and demands which healthcare systems face
(23). It is the policy-makers’ responsibility to balance the
allocation of resources among many different healthcare
services, particularly when the healthcare industry is
challenged in resourcing and delivery of healthcare sys-
tems. Economic evaluations are invoked to help resolve
the dilemma. They have been created to inform decision-
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makers where the appropriate allocation of scarce re-
sources is significantly needed (24).

The primary purpose of economics is to offer an ana-
lytic framework which helps to compare both the costs
and consequences/benefits (and the attached values) of
alternative ‘courses of action’ (healthcare programs or
interventions) to facilitate the inevitable difficult choices
(12). Health economic evaluation is thus ‘the compara-
tive analysis of alternative courses of action in terms of
both their costs and consequences’(12). Table 2 details
several forms of full economic evaluation including Cost-
Effectiveness Analysis (CEA), Cost-Benefit Analysis (CBA)
and Cost-Utility Analysis (CUA) while partial economic
evaluation lacks one or more characteristics of economic
analysis, as explained in the table below (12, 25). Unlike
Drummond et al.(12), Evers et al, (26) have introduced
Cost-Minimisation Analysis (CMA) as the fourth form of
full economic evaluation.

4.2. Cost-Minimisation Analysis

In a cost-minimisation analysis, the consequences of
two or more interventions being compared are equiva-
lent or at least very similar. The analysis does not require
any estimation of the benefits and just stresses on cost
alone; the cheapest option is then selected. It is limited
to comparing interventions with very similar outcomes,
while outcomes of alternative methods for example for
delivery are seldom exactly the same, so it cannot be em-
ployed to interventions with diverse outcomes. An exam-
ple of this type of analysis would be the comparison of
two antibiotics which have the same treatment benefits
and side effects (12, 25, 27).

4.3 Cost-Effectiveness Analysis

In a cost-effectiveness analysis the costs and the conse-
quences of a health program or intervention are sequen-
tially measured in monetary terms and natural units (for
example, kilograms of weight lost, number of patients
immunized, reduction in blood pressure, life years saved)
(12,27). This analysis focuses on measuring the costs of an
intervention aimed at reducing the burden of a disease
and the health gains attributable to the intervention, for
example, cost per positive cancer detected (28). If two
treatments of A and B are compared together, and costs
are lower and outcomes better (higher effectiveness) for
A, then treatment A is said to dominate B.

Nevertheless, the cost-effectiveness analysis cannot
compare interventions that have different outcomes and
nor it can encompass quality of life or facilitate techni-
cal efficiency (29, 30). Maiwenn (2004) argued that out-
comes in terms of cost-effectiveness ratio may not cap-
ture all relevant information in a way that policy-makers
can depend on. For this reason, in recent years there has
been a tendency to prioritize cost-utility analysis over

J Health Scope. 2012;1(3)
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cost-effectiveness analysis, using health gain as the effec-
tiveness criterion for all interventions. (31).

4.4. Cost-Utility Analysis

Cost-utility analysis aims to evaluate the quality of
health outcomes produced or forgone by health inter-
ventions. In other words, in a cost-utility analysis the ef-
fects are expressed as measurements that reflect the
value of lost years due to illness (12, 32). It assumes that
life years must be treated as having different values when
the quality of life differs (27). The most frequently used
measure in cost-utility analysis is the quality adjusted
life year (QALY), where benefits are determined based
on impact on length and quality of life to generate an
overall index for health gain (25). Although cost-utility
analysis explicitly takes into account the quality of life, as
well as the quantity of life, when measuring the benefits
of a program, many commentators argue that the cost-
utility approach should be treated with caution due to
criticisms of QALYs (31, 33). For example, it is argued that
QALYs discriminate the elderly disabled who have less op-
portunity of benefiting from an intervention than those
who are younger (33). This approach inevitably leads to
the conclusion that a disabled life has less value than a
life without disability.

4.5. Cost-Benefit Analysis

In contrast to cost-effectiveness analysis, in which
health outcomes are measured in physical units and
neutral effects, in cost-benefit analysis a monetary value
is presumed for the costs and consequences of health in-
terventions, in other words, outcomes are valued in dol-
lars (28, 33). This allows the measurement of costs and
benefits in the same currency and thus can be applied
to show whether the benefits of an intervention exceed
the cost or not (28). If the benefits are greator than the
costs, then the intervention is acceptable. Although this
approach has the advantage of estimating net benefits
and costs of a program or intervention to society, using
the same monetary index, the data requirements is often
large and methodological concerns around the estima-
tion of non-monetary benefits, such as lives saved, makes
this analysis problematic (34, 35). It means it is difficult
to assign a dollar value to human life (36). Due to these
methodological issues, cost-benefit analysis is not widely
used, although a comeback seems to be occurring (33).

4.6. Cost-Consequence Analysis

In cost-consequence analysis costs and outcomes are
presented in a disaggregated form, which avoid the need
to represent results and costs as a single index. If two in-
terventions yield same outcomes, the least costly method
is the best. However, if the more expensive method yields
better outcomes, cost-consequences analysis doesn’t pro-
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vide any guidance for adoption. This analysis may be a
more attractive choice for decision-makers who can ap-
ply their own measures to different outcomes, though it
is not a formal method of economic evaluation (25).

All types of economic evaluations have raised several
concerns which include the assumption of a constant
discount rate during time, the uncertainties in the valu-
ation of human life and health, and the assumption of
linearity in a number of important causal relationships
(28,34).

4.7. Application of Cost-of-Iliness Studies in Health Care

Cost-of-Illness (Col) or burden of disease is the econom-
ic burden imposed on individuals, communities and so-
cieties caused by a disease (28). Several countries have ap-
plied these economic calculations to better inform health
policy (8, 37, 38). In Iran, for example, research workers
have conducted a series of studies in this field (39). None-
theless, a number of economists have criticized Col stud-
ies as ‘not worth doing and of low or zero value for pri-
ority setting (32, 40). Mooney, for instance, reasoned that
setting priorities based on cost of illness would not bring
about an efficient allocation of resources. Similarly, some
argued that the measurement of indirect costs is not
easy and to calculate intangible costs in monetary terms
is even more difficult because there is no market price
for such issues as well (41, 42). Jefferson, Demicheli and
Mugford (43) were also critical of burden of illness stud-
ies because believe that they do not compare alternative
uses of resources and consequently may not adequately
determine opportunity cost. Kernick (32) argued that
identifying and allocating appropriate costs becomes dif-
ficult where patients have coexisting diseases.

Policy-makers should not be misled into thinking that
Col studies provide comprehensive evidence in identify-
ing whether more or fewer resources should be allocated
to a given disease or service. Mooney (40), for instance,
recognises that it cannot be applied as an alternative
to economic appraisal. The estimation of a Col a Col for
a disease relies on relies on the aggregation of average
costs; ignoring the utility and outcomes gained by reduc-
ing the illness. Consistent with these, Davey and Leeder
(44) emphasized that ‘to know the cost of illness is to
know nothing of real importance in deciding what we
should do about the illness. This depends on whether
money can buy a solution or relief from the problem. A
high Col does not automatically indicate that additional
resources should be devoted to the treatment of a partic-
ular condition, nor the reverse (45). These issues require
attention while considering the costs and effectiveness of
interventions for the disease in question, using what is
called economic appraisal.

4.8. Applying Health Economic Evaluations in Policy

J Health Scope. 2012;1(3)
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and Allocation Decisions

Health economics offers a rational basis for making allo-
cation decisions, butit comes true if policy-makers accept
that prioritization of decisions are important. By provid-
ing an agenda within which costs and consequences of a
health intervention can be evaluated, economic appraisal
has the potential to be of benefit and value in setting pri-
orities and making decisions (11). Despite this prospective
value and methodological developments in recent years,
studies into the role of health economics information in
decision-making process have shown poor application of
the aforementioned procedures (13, 14, 17, 24, 46). Fattore
and Torbica (47) argued that a large body of empirical lit-
erature contrasts with the paucity of their application in
decision-making processes (48) even though, few studies
available have shown that their influence on allocation
decisions is rather modest to low (15, 16, 49-51). This has
led some researchers to ask why this is the case. Since
the publication of the first economic evaluation study in
health decision-making in the 1960s, the number of pub-
lished studies has grown remarkably (11, 48, 52-55). Eco-
nomic evaluation has been used in healthcare decision-
making in several contexts such as: the state of Oregon’s
plan to reduce inequity of access for non-insured persons
in the state through revising entitlement to its Medicaid
program (56); the inclusion of an official requirement
for economic analysis as a basis for reimbursement and
pricing of new technologies (mainly pharmaceuticals)
in Australia (57) and several provinces of Canada (58); the
use of economic techniques in technology assessments
undertaken by the National Institute for Clinical Excel-
lence (NICE) in England and Wales (59); and the use of
economic modeling by the Health Technology Board in
Scotland and similar jurisdictions in the Netherlands34,
Sweden and Norway (60) and Australia (61, 62).

Velden et al. (63) described that this growth can be ex-
plained by the introduction of methodological guide-
lines for economic evaluation, which are mostly linked
to mandatory requirements for reimbursement of new
pharmaceuticals. Yet, the majority of studies found very
little evidence of any systematic influence of economic
evaluation on policy decision-making and resources al-
location (15). Researchers argued that one of the most im-
portant barriers is most likely decision-context-related
(including limited knowledge of economic evaluation
methodologies and lack of experts to evaluate relevant
studies). For example, the second EUROMET project
(2004) confirmed that, unavailability of data and lack
of enough expertise are as significant shortcomings ac-
counts for the limited application of economic evalua-
tion methods in decision-making (60). Duthie et al.(11)
also pointed to decision-makers’ lack of understanding
of the economic evaluation modeling and economists’
jargon at the local level at the local level of healthcare ad-
ministration in their country.

J Health Scope. 2012;1(3)

There is some evidence to suggest that familiarity with
economic evaluation concepts would enable decision-
makers to better set up, maintain and implement de-
cision practices (11, 47, 50). In their quantitative study,
Fattore and Torbica, agreed that informed Italian health
decision-makers - those who are not involved in clinical
activities, and are away from individual patients - have
an optimistic attitude toward the economic evaluations.
Leander (64) has also argued that economic appraisal has
the potential to address questions of both efficiency and
equity, while often efficiency is, or appears to be, the key
concern.

5. Discussion

Despite the growing body of published researches
and encouragement of authorities to take into account
economic evaluation studies, any systematic effect of
such evidence on healthcare decision-making in LR.
Iran seems to be limited. It would appear that economic
evaluation, as presently applied, is underused in its in-
fluence on policy and allocation decisions. It is evident
that decision-makers are increasingly aware of resources
scarcity, competing claims on resources allocation, and
that choices and trade-offs have to be made and, that
economic evaluation can be a valid aid (65, 66). However,
little is known about the precise application of economic
evaluation at multiple levels of healthcare services man-
agement. Limited use of economic evaluations may re-
flect a lack of familiarity with or inadequate knowledge
of economic evaluation methodologies. What the lit-
erature to date lacks is an understanding of how Iranian
policy-makers interpret and enact the various economic
concepts embedded within decision-making situations.
Understanding how policy-makers interpret and employ
the multiple economic concepts of policy decisions will
potentially generate a basis for informing decision-mak-
ing practice. More training in health economics would
help decision-makers overcome some of resources allo-
cation difficulties.

Acknowledgements

None declared.

Authors’ Contribution

A.B. conceived and designed the study, contributed to
the narrative review and data extraction, performed the
analysis and interpreted the results. S. E. drafted the man-
uscript and contributed to the data extraction.

Financial Disclosure

None declared.

Funding/Support

107



Baghbanian A et al.

Economic Evaluation and Decision-Making

None declared.

References

108

1

1.

12.

16.

18.

20.

21

Mediterranean WROftE. Regional Health Observatory: Database.
2012; Available from: http:/[rho.emro.who.int/rhodata].

Afzalei SM, Etemadifar S, Aslani Y, Hasanpour A, Keyvani Z. [As-
sessment of Psychosomatic Health status in Elderly Population
That Coverage by Shahre-Kord Behzisty Center]. Sci ] Hamadan
Nurs Miwifery Facult. 2006;15(1).

Hosseinpoor AR, Van Doorslaer E, Speybroeck N, Naghavi M,
Mohammad K, Majdzadeh R, et al. Decomposing socioeco-
nomic inequality in infant mortality in Iran. Int | Epidemiol.
2006;35(5):1211-9.

Group TWB. Islamic Republic of Iran Health Sector Review. Sector
HD; . Report No.:39970 - IR. 2007.

Bayat F. Impact of dental insurance on adults’ oral health care in
Tehran, Iran. Faculty of Medicine. Helsinki, Finland: University of
Helsinki; 2010.

Donaldson C, Gerard K, Mitton C. Economics of Health Care Fi-
nancing. In: Basingstoke UK, editor. The Visible Hand. Second ed:
Palgrave MacMillan; 2004.

Russell L, Leeder SR, Armstrong BK, Gillespie JA, Rubin GL. The
first 100 days: an open letter to the new Minister for Health. Med
J Aust.2007;187(11-12):608-9.

Phillips CJ. Health Economics. An Introduction for Health Profes-
sionals Australia: Blackwell Publishing Ltd; 2005.

Drummond MF, Iglesias CP, Cooper NJ. Systematic reviews and
economic evaluations conducted for the National Institute for
Health and Clinical Excellence in the United Kingdom: a game of
two halves? . Int ] Techno Assess Health Care. 2008;24(02):146-50.
Nixon |, Phipps K, Glanville J, Mugford M, Drummond M. Using
economic evidence to support decision making: a case study of
assertive community treatment within the UK National Service
Framework for Mental Health. Appl Health Econ Health Policy.
2002;1(4):179-90.

Duthie T, Trueman P, Chancellor |, Diez L. Research into the use
of health economics in decision making in the United Kingdom
- Phase II. Is health economics ‘for good or evil? Health policy.
1999;46(2):143-57.

Drummond MF, Sculpher MJ, Torrance GW, Brien |, Stoddart GL.
Methods for the Economic Evaluation of Health Care Programmes.
Third ed. New York, UK: Oxford University Press; 2005.
Baghbanian A, Hughes I, Kebriaei A, Khavarpour FA. Adaptive
decision-making: how Australian healthcare managers decide.
Aust Health Rev. 2012;36(1):49-56.

Baghbanian A, Hughes I, Khavarpour FA. Resource allocation
and economic evaluation in Australia’s healthcare system. Aust
Health Rev. 2011;35(3):278-83.

Baghbanian A, Torkfar G. Economics and Resourcing of Complex
Healthcare Systems. Australian Health Review [Governance]:in
press.

Baghbanian A, Torkfar G, Baghbanian Y. Decision-Making in Aus-
tralia’s Healthcare System and Insights From Complex Adaptive
Systems Theory. Health Scope. 2012;1(1):29-38.

Eddama O, Coast J. A systematic review of the use of economic
evaluation in local decision-making. Health policy. 2008;86(2-
3):129-41.

Nakhaee N, Mirahmadizadeh AR, Gorji HA, Mohammadi M. As-
sessing the cost-effectiveness of contraceptive methods in Shiraz,
Islamic Republic of Iran. East Mediterr Health . 2002;8(1):55-63.
Tavassoli AA, Behrad-Manesh S, Dehgan H, Sarraf-Zadegan N, Sa-
deghi M. Assessment of cost effectiveness of several strategies
of early diagnosis in patients with acute chest pain and non-
conclusive electrocardiogram: The Iranian experience. | Molecul
Cellul Cardi. 2001;33(6):A121-A.

Ghazizadeh A. Cost-benefitanalysis of mental healthin the health
system of Kurdistan province. Am J EpidemioL. 2001;153(11):5219-S.
Faghih MA. Cost benefit analysis of mass vaccination programs
exemplified by measles vaccination in Iran. Iran J Public Health.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31
32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

1974;2(4):175-93.

Higgins JPT, Green S. Cochrane Handbook for Systematic Reviews of
Interventions. John Wiley & Sons, Incorporated; 2011.

Holloway F. Resource allocation. Psychiatry. 2007;6(2):72-5.
Williams I, Bryan S. Understanding the limited impact of eco-
nomic evaluation in health care resource allocation: a concep-
tual framework. Health policy. 2007;80(1):135-43.

Kernick DP. Introduction to health economics for the medical
practitioner. Postgrad Med J. 2003;79(929):147-50.

Evers SM, Van-Wijk AS, Ament A]. Economic evaluation of
mental health care interventions: a review. Health Economics.
1998;6(2):161-77.

Lewis D. Economic evaluation of health care programs. Australia
Econ Review. 2004;37(3):350-8.

Butler JRG. Measuring the cost of health impacts - approaches
and limitations. 2003; Available from: http://nceph.anu.edu.au/
Envir_Collab/Short_Courses/SC1/Short_Course_Presentations_
Summaries/Day_Four/Summaries/Jim%20Butler%20-%20cost%20
of%20health%20impacts.rtf.

Kernick D. Getting Health Economics Into Practice. Radcliffe Medi-
cal Press; 2002.

Elliott R, Payne K. Essentials Of Economic Evaluation In Healthcare.
Pharmaceutical Press; 2005.

Phelps CE. Health Economics. Pearson Education, Limited; 2012.
Kernick D. Measuring the economic burden of illness. In: Ker-
nick D, editor. Getting Health Economics Into Practice. UK: Radcliffe
Medical Press; 2002.

Kernick D. Measuring the outcomes of a healthcare intervention.
In: Kernick D, editor. Getting Health Economics Into Practice: Rad-
cliffe Medical Press; 2002.

Brazier J. Measuring and Valuing Health Benefits for Economic Evalu-
ation. Oxford University Press; 2007.

Abelson P. The Value of Life and Health for Public Policy. Econ Rec.
2003;79:2-13.

Patterson R. Cost-effectiveness analysis in diagnosis of cardiac
disease: Overview of its rationale and method. | Nucl Cardio.
1996;3(4):334-41.

Begg S, Vos T, Barker B, Stevenson C, Stanley L, Lopez A. Burden
of disease and injury in Australia 2003. Canberra. 2007; Avail-
able from: http:/[www.aihw.gov.au/publications/index.cfm/
title/10317.

Begg 5], Vos T, Barker B, Stanley L, Lopez AD. Burden of disease
and injury in Australia in the new millennium: measuring
health loss from diseases, injuries and risk factors. Med J Aust.
2008;188(1):36-40.

Javanbakht M, Baradaran HR, Mashayekhi A, et al. Cost-of-
illness analysis of type 2 diabetes mellitus in Iran. PLoS One.
2011;6(10):626864.

Mooney G. Medicine and health care. Third ed.: Arno Press; 2003.
Kernick D, McDonald R. Using health economics to facilitate de-
cision making: the basics of economic evaluation. In: Kernick D,
editor. Getting Health Economics Into Practice. UK: Radcliffe Medi-
cal Press; 2002.

Netten A, Kernick D. Costing interventions in healthcare. Kernick D,
editor. UK: Radcliffe Medical Press; 2002.

Jefferson T, Demicheli V, Mugford M. Elementary Economic Evalua-
tion in Health Care. Second ed.: BM] Books; 2000.

Davey PJ, Leeder SR. The cost of cost-of-illness studies. Med J Aust.
1993;158(9):583-4.

Burke M, Chittleborough C, Taylor A. Preliminary study of the
economic cost of diabetes in South Australia. Adelaide. 2007,
Available from: http://www.health.sa.gov.au/pros/portals/0/
Cost%200f%20Diabetes%20Report%20]July%202007.pdf.
Drummond MF. Economic evaluation in health care: is it really
useful or are we just kidding ourselves? Australia Econ Review.
2004;37(1):311.

Fattore G, Torbica A. Economic evaluation in health care: the point
of view of informed physicians. Value Health. 2006;9(3):157-67.
Drummond M, Brown R, Fendrick AM, Fullerton P, Neumann P,
Taylor R, et al. Use of pharmacoeconomics information-report

J Health Scope. 2012;1(3)



Economic Evaluation and Decision-Making

Baghbanian A et al.

49.

50.

5L

52.

53.

54.

55.

56.

57.

of the ISPOR Task Force on use of pharmacoeconomic/health eco-
nomic information in health-care decision making. Value Health.
2003;6(4):407-16.

Drummond MF, Cooke ], Walley T. Economic evaluation un-
der managed competition: evidence from the UK. Soc Sci Med.
1997;45(4):583-95.

Hoffmann C, Schulenburg J-M. The influence of economic evalu-
ation studies on decision making: a European survey. Health
policy.2000;52(3):179-92.

Sculpher M], Pang FS, Manca A, Drummond MF, Golder S, Ur-
dahl H, et al. Generalisability in economic evaluation studies
in healthcare: a review and case studies. Health Technol Assess.
2004;8(49):ii-iv, 1-192.

Eichler HG, Kong SX, Gerth WC, Mavros P, Jonsson B. Use of cost-
effectiveness analysis in health-care resource allocation deci-
sion-making: how are cost-effectiveness thresholds expected to
emerge? Value Health. 2004;7(5):518-28.

Small N, Mannion R. A hermeneutic science: health economics
and habermas. ] Health Organ Manage. 2005;19(3):219-35.

Lessard C. Complexity and reflexivity: two important issues for eco-
nomic evaluation in health care. Soc Sci Med. 2007;64(8):1754-65.
Hoffmann C, Stoykova BA, Nixon ], Glanville JM, Misso K, Drum-
mond MEF. Do health-care decision makers find economic evalu-
ations useful? The findings of focus group research in UK health
authorities. Value Health. 2002;5(2):71-8.

Mooney G, Russell E. Equity in health care: the need for a new
economics paradigm? In: Scott A MA, Elliott R, editor. Advances in
Health Economics. England: John Wiley & Sons; 2003.

Committee PBA. Guidelines for preparing submissions to the
Pharmaceutical Benefits Advisory Committee. Canberra, Aus-
tralia. 2006; Available from: http://www.health.gov.au/internet/

J Health Scope. 2012;1(3)

58.

59.

60.

61.

62.

63.

64.

65.

66.

main/publishing.nsf/content/AECB791C29482920CA2572440018
SEDB|$File/PBAC4.3.2.pdf.

Anis AH, Gagnon Y. Using economic evaluations to make formu-
lary coverage decisions. So much for guidelines. Pharmacoeco-
nomics. 2000;18(1):55-62.

Excellence NIfC. Guide to the methods of technology appraisal.
2004; Available from: http://www.nice.org.uk/niceMedia/pdf]
TAP_Methods.pdf.

Von Der Schulenburg JMG, Schulenburg JM, Eberhardt S, Stok-
lossa C. The Influence of Economic Evaluation Studies on Health
Care Decision-making. In: EUROMET, editor. A European Survey.
Amsterdam: I0S Press; 2004.

Gallego G, Gool K, Kelleher D. Resource allocation and health
technology assessment in Australia: views from the local level.
Int ] Techno Assess Health Care. 2009;25(02):134-40.

Baghbanian A. The Emergence of Adaptive Decision-making in
Complex Health Systems: Economics and Resourcing of Com-
plex Health Systems: The Emergence of Adaptive Decision-mak-
ing in Health Care. LAP Lambert Academic; 2011.

Luderer JR, Demers LM, Harrison TS, Hayes AH, Jr. Converting en-
zyme inhibition with captopril in patients with primary hyper-
aldosteronism. Clin Pharmacol Ther.1982;31(3):305-11.

Leander A. Do we really need reflexivity in IPE? Bourdieu’s two
reasons for answering affirmatively. Review Inter Polit Econ.
2002;9(4):601-9.

Mitton C, Donaldson C. Resource allocation in health care: health
economics and beyond. Health Care Anal. 2003;11(3):245-57.

Bate A, Donaldson C, Murtagh MJ. Managing to manage health-
care resources in the English NHS? What can health econom-
ics teach? What can health economics learn? Health policy.
2007;84(2-3):249-61.

109



