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European Brain Council

EBC is a network of key players in the brain area uniting (since 2002) the
brain community to improve the lives of those living with brain
conditions advancing the understanding of the brain by bringing

science and society together.

EBC innovative research: converge data into policy recommendations.

Value of Treatment Study VoT2

https://www.braincouncil.eu/projects-and-initiatives/vot2/
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AIMSe2¢TRIALS

AUTISM RESEARCH FOR EUROPE

AIMS-2-TRIALS stands for Autism Innovative Medicine Studies-2-Trials.
WP5 Autism Policies package objectives are:

1. Carry out high quality policy relevant research with autistic people and
carers

2. Engage with autistic people and families throughout the project and
communicate research outcomes with the community.

3. Communicate research findings to policy makers to help develop and
implement policies that support autistic people and their families.

For further information and 10 Points of change survey exploring policy priorities:
https://www.aims-2-trials.eu/our-research/autism-policy-across-europe/
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Value of Treatment (VoT) study VOT=

Step 1: To identify the treatment gaps/unmet needs of autistic children
and causing factors care pathway analysis.

- A care pathway is a multidisciplinary management tool based on the healthcare
plan for a specific group, in which the different tasks by the professionals involved
in their care are defined, optimized and sequenced (Schrijvers et al 2012).

- The aim of a care pathway is to enhance quality of care by promoting people’s
safety, increasing their satisfaction with services, and optimizing the use of
resources (Mohr, et al 2018).
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Step 1: Care Pathway analysis:
Methods:

The care pathway of autistic children and the care pathway of autistic children with
associated epilepsy was analysed from a carer, autistic community and professional
perspective.

Members of the working group (WG) met in Brussels and remotely (due to the COVID-19
pandemic) between 2019 and 2021.

We conducted a survey aimed at carers of autistic children ages 0 to 18 living in Italy, Spain
and the U.K. Survey was developed based on the one conducted by the Autism Spectrum
Disorder in the European Union (ASDEU) network (Bejarano-Martin et al 2019) with a focus on
WG defined critical points: delays in screening and diagnosis, personalised support and
comorbidity epilepsy. Survey was approved by local ethics committees in each country.



Autism Care Pathway analysis:
Results:

N total: 712 (48 excluded, did not meet inclusion criteria: <18 years old and
resident in the three countries investigated)

For a N corrected total of 663 (547 completed data, 116 incomplete)

Sample characteristics
Age of respondents in years, mean (SD) 44 (8.08)
Sex of person completing survey (%male, % female) 16 %, 84 %
Autistic child's age at time of survey, mean (SD) 10 (4.39)
Sex of autistic child (%male, %female) 77 %, 23 %

Autistic child’s gender per country of residency

Country Male | Females | TOTAL

Italy 129 29 158
Spain 222 65 287
UK 158 60 218
Total sample 509 154 663
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|dentified treatment gaps:

Delayed autism screening/diagnosis:
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Time in months from first worries until screening visit

49% of carers in the UK, 22% in Spain and 15% in
ltaly stated it took them over a year after first
worries were raised to be offered a screening visit.
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Time in months from screening visit until confirmed diagnosis

68% of carers in the UK, 42% in Spain and 24% in
Italy) reported it took them over a year after
screening visit to have a diagnosis assessment.

UK NICE guidelines (2021) state that if screening visit indicates autism a diagnostic assessment should start within 3 months.
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Overall dissatisfaction with waiting times:
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Time from first worrles to screening visit rating Time from screening visit until diagnosis confirmation rating
53% of respondents in the UK, 50% in Spain, and 48% of respondents in Spain, 47% in the UK, and
15% in Italy rated the waiting time from first 8% in Italy rated the waiting time from screening
worries until screening visit as inadequate. visit until diagnosis as inadequate.




|dentified treatment gaps:

No access to personalised support once diagnosis has been confirmed:

Only 30% of respondents in the UK stated that the autistic children received any personalised
support after diagnosis, compared to 80% in ltaly and 82% in Spain. However, a good
proportion of these relied on private funding or a combination of both private and public
funding.

UK ITALY SPAIN

[ Intervention Funding  [JiNone [ Publicly funded |l Privately funded [l Both Unspecified ]
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Delay access to personalised support once diagnosis has been confirmed:
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Time from diagnosis until public personalised support in months

Only 24% of respondents in Spain, 22% in the UK,
and 19% in Italy said the time from a confirmed
diagnosis until publicly funded personalised
support started was less than one month.
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Time from diagnosis until private personalised support in months

While 44% of respondents in Italy, 38% in the UK,
and 30% in Spain stated that it took them less
than one month to start a privately funded
personalised support.




|dentified treatment gaps:

Overall dissatisfaction with waiting times for publicly funded personalised support:
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Waiting time for public personalised support

58% of respondents in the UK, 47% in Spain, and
34% in Italy rated the waiting time from diagnosis
until publicly funded support started as
inadequate.

a0

- -._- n l
s g I = 0 5= i = I
ga & S s 3T g S =
= (] O (] =
o o
Z o @ = o = = @
e} = e}
il 3 = = o® = P 3
5 —+ P o —. = [4N] o
== €L = = o m m = £
o =z @ [<] =0 [=% @ =
e o =1 [4¥] e ] o [l
5 o o a c = o )
[¢] [ [ 4] o] 0
= 3 & ol T T o =
= = o @ 5 5 o
= L = =} = ©
& @ & - ©
48]

Waiting time for private personalised support
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87% of respondents in Italy, 71% in Spain, and
25% in the UK rated the waiting time from
diagnosis until privately funded support started as
adequate.




|dentified treatment gaps:

Limited information about autism and how to access early detection services:

62% of carers reported that it was not easy to access information about early detection
services.
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|dentified treatment gaps:

Overall lack of support to parents/carers of autistic children:

- 41% of carers (46% in Italy, 44% in the UK, and 36% in Spain) reported receiving no

guidance or support after raising their first worries to their assigned
professional.

- 31% of carers (42% in the UK, 28% in Spain and 22% in Italy) said they received very
little or no support after the diagnosis was confirmed.

- 58% of carers (69% in Italy, 56% in the UK and 55% in Spain) said they had not

received any training, coaching, or counselling to help them cope with their
children’s difficulties.

Parents of autistic children report high levels of stress

(Schieve et al, 2007; Kiami and Goodgold, 2017; Estes et al, 2009;
Dabrowska, 2010; Giovagnoli et al, 2015; Miranda et al, 2019)
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Quotations from survey respondents (parents or carers):

“No one from health services mentioned a possibility of autism until my child
was 11 years old”

“Health professionals are not trained in autism”
“There are not enough diagnostic clinics/services ™
PE . = - X3
Never received any early intervention programmie
“Early intervention is crucial ”

“I'was given minimal information after diagnosis”




In conclusion:

e The identified gaps in the care pathway may be caused by
insufficient availability of publicly funded autism specialist clinics

and autism trained specialists (Crane et al, 2018; National Autistic
Society, 2019; Lord et al; 2021).

e Our results highlight the fact that publicly funded diagnostic and
therapeutic services are unable to accommodate the number of
autistic children in need of these services nor the needs of a
growing autistic population. This results in long waiting lists or the
necessity to rely on privately funded services.




In conclusion:

e Despite autism’s known societal and personal impact, Europe-wide
consensus and support for early detection, diagnosis, and
intervention are lacking.

e These findings call for policy harmonisation in Europe to shorten
long wait times for diagnosis and personalised support and
therefore, improve autistic people and their families’ journey
experience and quality of life.
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Global DALYs by mental disorder in 2019

Proportion of mental disorder DALYs:
* Depressive disorders 37.3%
* Anxiety disorders 22.9%
* Schizophrenia 12.2%

Burden due to mental disorders present across
all age groups, although relative contribution by
disorder varied by age

For both sexes, DALYs:

* Increased steadily during
childhood/adolescence

* Peaked between 25-34
* Decreased steadily after 35
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Figure 1: Global DALYs by mental disorder, sex, and age, 2019
DALYs=disability-adjusted life-years.

GBD 2019 Mental Disorders Collaborators, Lancet Psychiatry, 2022
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Undertreatment of people with major depressive
disorder in 21 countries*
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The challenge of MDD

=2 Despite being a leading cause of disability?,
only a minority of patients receive minimally adequate treatment?

in high-income countries? in low-/lower-middle-income countries?

Barriers to treatment include:?

\,”  Scarce mental health services

 Lack of awareness of MDD as treatable

« Stigma and social exclusion

MDD, major depressive disorder. 1 Global Burden of Disease 2017. Lancet 2018;392:1789-1858; 2. Thornicroft G, et al. Br J Psychiatry 2017;210:119-24.
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52% detected 48% undetected

62% treated 38% untreated

~33% good follow-up  ~33% some follow-up  ™~33% no follow-up

19% access 81% no access to secondary care

Figure 3. Summary graphic integrating treatment gap estimates.

For treatment gaps 1, 3, 4, and 5, this graphic summarizes the estimated proportion of
individuals with each outcome. The top row represents all individuals with a major
depressive episode, the second represents those with a diagnosis, and the third/fourth
of those treated for depression.



MDD treatment gaps

Current care pathways (split by treatment gap) averaged across data sources and countries.

1: Rate of depression detection: ~ 50% episodes

2: Delays to detection or treatment of depression: ~ 1-5 years

3: Rates of treatment: ~ 25-50% of patients. Low rates particularly of psychological therapy
4: Follow-up after treatment initiation: ~ 30-65% of patients seen < 3 months

5: Access to secondary (psychiatric) services: ~ 5-25% of patients

6: Access to specialist mood disorders services: Limited/no data

“Primary care should have also employed psychologist, social workers and links with psychosocial rehabilitation units and institutions supporting employment seekers” [Psychiatrist,
Sweden]

“We're 10,000 GPs short in England... We need as much help as we can get to deliver a caring, effective service.” [GP, UK]

“I feel that physicians MUST be able to allocate the time that is really needed for a thorough evaluation of the patient and careful integrated therapy plan (pharmacological +
psychological) prescription” [Person with lived experience, Italy]

“Increases in access to secondary care for those who are suffering from depression is very important - rejection to access these services can really be damaging to the patient”
[Person with lived experience, UK]



Economic impact of reducing treatment gaps in depression

* Use of decision model to assess economic impact of treatment gaps
e Expected costs and outcomes from reducing gaps were estimated

* Costs and outcomes obtained from published literature and official sources

Expected costs for baseline model by country (2020 €5s)

I e o o o

Expected costs 1236 1413 2093 1495

Sensitivity analysis 1 1097 422 1254 832 1857 1327
Sensitivity analysis 2 1376 529 1572 1043 2328 1663



Incremental cost per QALY of reducing detection and treatment gaps
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Recommendations

Consensus reached on 28 recommendations to optimise care pathways:

1. Enhance detection (pathway entry): improved information provision, increased service availability, integrate self-
management e-mental health tools with healthcare practice.

2. Improve treatment provision: The right treatment to each patient (e.g. decision-support tools, information provision,
encourage patient preference), prescribing support tools (integrate electronic health records & facilitate shared-care provision
between types of staff), increased provision of various psychological therapies, help for patients time off from work/education.

3. Continuity of follow-up after treatment: Optimise self-management tools & feedback to clinicians, automatic
appointment scheduling & reminders, increased service provision, standardised assessment of symptoms and side effects,
screen for risk factors to indicate extent of follow-up needed.

4. Access to specialist care: Enhance training for clinicians to obtain specialism, clear & more lenient criteria for accepting
psychiatric referrals, increased resources to services, integrating specialists into primary care, systems for transition in/out of
specialist services — applies to both secondary and tertiary care.
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Background

Anorexia nervosa has typical onset in adolescence/early adulthood. Profound physical as well as
mental health consequences. Over one-third of people develop a severe and enduring illness
(SE-AN)

Lifetime prevalence: 2-4% among women and 0.3% among men (Van Eeden et al 2021).

153,058 Disability Adjusted Life Years (DALYs) in WHO European Region in 2019, 78% for
women. (IHME 2021). 117,946 (77%) of DALYs are for people aged over 20.

Reviews, mainly of European studies, indicate average duration of untreated anorexia nervosa
between 15 months and 2 with long periods of time between disorder onset, diagnosis,
assessment and commencement of treatment.

Interventions, including outpatient psychotherapy, can lead to improved outcomes

Substantial inpatient resource use for severe anorexia nervosa
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Abstract
Objective: Evidence regarding plobal trends in length of stay for patients with

anorexia nervosa is limited. The aim of this study is to conduct a meta-analysis
examining the length of stay for anorexia nervosa patients globally, and to
investipate moderators of the variance.
Method: Medline, EMBASE and PsycINFO were searched for studies pub-
lished up to January 2019, Two independent reviewers assessed the eligibility
of each report based on predefined inclusion criteria. A meta-analysis was
performed to calculate a pooled mean length of stay using the random-effects
model. Subgroup analyses and meta-regression were conducted to explore
potential sources of heterogeneity between studies.
Results: Of 305 abstracts reviewed, 71 studies met the inclusion criteria,
generating 111 datasets. The pooled mean length of stay (95% confidence in-
terval) was 76.3 days (73.3, 79.4) using the random-effects model, with marked
variation across countries and time. Heteropeneity between studies was
explained by age and admission body mass index.
Conclusions: This meta-analysis found that although clinical features do
contribute to length of admissions for anorexia nervosa, there are also global
and temporal variations. Future research should provide an in-depth analysis
of why and how this variation exists and what the impact is on the well-being

of people with anorexia nervosa.

EEYWORDS
amorexia nenvosa, eating disorders, length of stay, meta-analysis
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Aims and approach

* Assess the potential economic benefits of earlier and /or increased access to
enhanced care for adults newly diagnosed with anorexia nervosa

* Case examined in England, Germany and Spain
5 different care pathway scenarios compared

* Markov model constructed; hypothetical adult with AN followed along these
care pathway scenarios over 312 weeks (6 years).

* Disability Adjusted Life Years Averted and impacts on health service costs
estimated. Net Monetary Benefits for each scenario then calculated



Five Scenarios Compared

Current care pathways with existing data on wait times,

hospitalisation, rehospitalisation, and length of inpatient stay

Scenario 1

Halving wait times from diagnosis of AN In primary care settings

Scenario 2 | |
to referral to outpatient care. No change in referral patterns

No change to wait times from referral, but everyone referred to

Scenario 3 nange to waft .
specialist eating disorder outpatient care

Scenario 4 No change to wait times or referral patterns. Transitional support,
(carer support) for all receiving specialist ED outpatient care

Combination of reduced wait times, all referred to specialist ED

Scenario 5

outpatient care with transitional support




Model structure

—

Primary Care >

Newly
diagnosed adult
with AN

-

—

Non-
Specialist ED

Specialist ED
(with or without
transitional support)

>

-

> First Line Treatment

~

v

U

Remission

J

R

>

-

.

Treatment

Inpatient /Day Hospital

N

Recovery




Overview of results




Expected six-year cumulative costs of different AN care pathways

2020 PPP Euros

35000
31745
30000
27134
24944
25000
22590
20000
16326
15000 1 __ 14232
12619
11625 11555
10442
— 9295
7109
- |IIII ‘||||
0

England Germany Spain

H Current ® Halving wait times m Specialist access for all m Additional transitional support ®m Combination



Expected mean Disability Adjusted Life Years
averted from different care pathways

5.312

5.302

5.3

5.261
5.259 5.955 5.26
5.248
5.25
5.188
3.2 5.187 |
5.181

i I I

5.1

5.306

5.2$
5.269
5.269 '
| I I

England Germany Spain

W Current ® Halving wait times m Specialist access for all m Additional transitional support ®m Combination



England: model results

Halving wait | Specialist access |Additional transitional
Current times for all support Combination

Primary Care Management 1315

Non-Specialist Outpatient
Care 1217

Specialist Outpatient Care 3972
Inpatient Care 25240

Total Cost (€’s 2020) 31744

DALYs averted 5.181

Incremental DALYs averted

1229
4013
21220

27134

5.248

0.067

1315

5675
17953

24943

5.187

0.006

1315

1217
3972
16085

22589

5.188

0.007

5732
7991

5.259

0.078



Net Monetary Benefits (2020 PPP adjusted Euros)

England | NMB gained Germany | NMB gained NMB gained

Combined RWZEEYE] 21,316 9.38% 259,909 10,722 4.30% 258,167 11,491 4.66%

Transitional

236,824 9,565 4.21% 253,748 4,561 1.83% 251,920 5,244 2.13%
support

Referral
eferral to (SIS 7128 3.14% 252,533 3,346 1.34% 250,838 4,162 1.69%

specialist ED

Halving wait

e 235,243 7,984 3.51% 253,489 4,302 1.73% 250,142 3,466 1.41%

227,259 0 0.00% 249,187 0 0.00% 246,676 0 0.00%




Net Monetary Benefits (2020 PPP adjusted Euros)

England | NMB gained NMB gained NMB gained

Combined RWZEEYE] 21,316 9.38% 259,909 10,722 4.30% 258,167 11,491 4.66%

Transitional

S 236,824 9,565 4.21% 253,748 4,561 1.83% 251,920 5,244 2.13%

support

Referral to Net Monetary Benefit gains

- 234,387 7,128 ; 250,838 4,162 1.69%
specialist ED greater in England than Germany
and Spain due to much higher

Halving wait RUPERYE 7,984  Mmean wait times for access to 250,142 3,466 1.41%

times

outpatient care in England

227,259 0 0.00% 249,187 0 0.00% 246,676 0 0.00%




Sensitivity analysis

* Ranking of scenarios robust in series of one-way and probabilistic sensitivity analyses

England Germany Spain

Strategy Optimal, % Strategy Optimal, % Strategy Optimal, %
S PSA (@) Scenario 1: Base case 0.00% Analysis type: PSA @ Scenario 1: Base case 0.00% Analysis type: A @ Scenario 1: Base case 0.00%
Samples 10000 Scenario 2: Reducing wait ti.. 0.01% Samples: 10000 Seenario 2: Reducing wait ti..  0.00% Samol S Scenario 2: Reducing wait ti..  0.00%
: : . . amples:
P . i Scenario 3: Access to speciali... 0.00% . . Scenario 3: Access to speciali.. 0.00% : ) . Scenario 3: Access to speciali... 0.00%
Calculation Method: Cost-Effectiveness . N Calculation Method:  Cost-Effectiveness o . . Calculation Method: Cost-Effectiveness . o .
WTP: T Scenario 4: Transition support  0.00% - o Scenario 4: Transition support  0.00% - T Scenario 4: Transition support  0.00%
’ ’ Scenario 5: Combined 99.99% ’ ’ Scenario 5: Combined 100.00% ’ ’ Scenario 5: Combined 100.00%
Probability distribution of: @ NMB () Cost () Effectiveness Probability distribution of: @ NMB () Cost () Effectiveness Probability distribution of: @ NMB () Cost () Effectiveness
— Scenario 1: Base case _ — Scenario 1: Base case 044 — Scenario 1: Base case
%7 (Mean: €227,212) o (Mean: €249,172) (Mean: 4-246,631)
04 i : ; 035 o2 i i 0337 Scenario 2: Reducing wait
— Scenario 2: Reducing wait — Scenario 2: Reducing wait — S : g
0354 times 03+ times 0.3 times B
> 034 (Mean: €235,201) > 051 (Mean: €253,475) > 0254 (Mean: 8-250,101)
= i o3 = Scenario 3; Access to = Scenario 3: Access to
.'é ” e e to | %27 t specialist services g " specialist services
024 specialist services s pecial a (Mean: 4250,799)
g (Mean: €234,362) o 015 (Mean: €252,523) 6.9 015 \ h
x 015 . . o o 4 i+ _ ) — Scenario 4: Transition
o o ___ Scenario 4: Transition 0.1 —_ Scenar\to 4: Transition o1 support
N support \ cpper 005+ Mean: 4-251,877
005 (Mean: €236,792) 005 (Mean: €253,738) ( ' b)
. . 0= 11 T = Scenario 5: Combined
0- - Scenario 5;: Combined 0- Scenario 5: Combined 210000 220000 230000 240000 250000 260000 270000 -A
160000 180000 200000 220000 240000 270000 (Mean: £248,564) 215000 225000 233000 243000 255000 265000 275000 (Mean: €259,904) (Mean: a-258,131)

NMEB (WTP = 50000.000
NMB (WTP = 50000.000) NMB (WTP = 50000.000) ( )



Result summary

* Greatest improvements in quality of life from reduced wait times; greatest
cost averted from specialist outpatient care with transitional support.

 Combined strategy has best health outcomes and lowest costs over a 6 year
time window

* Reduced risk of hospitalisation and re-hospitalisation

* Investing in strategies that reduce time to any outpatient mental health
and/or specialist eating disorder services associated with greater likelihood of
recovery and reduced costs compared to care as usual.



Limitations

* Not all care pathways considered, e.g. models of enhanced primary care
management, immediate hospitalisation not considered

e Additional referral routes to care (e.g. via contact with other outpatient services

* Need to explore whether different care pathways may be more effective for some
different individual groups; Need to explore care pathways for adolescents

* Economic analysis conservative: not included impacts on time out of usual role, e.g.
education or employment, impacts on families

* Only one DALY weight for AN — but impacts will vary by severity level

* Look at even longer term impacts if data available



Policy implications

* Policy and practice guidelines should put an emphasis on enhanced care pathway
measures to reduce wait times and enhance access to specialist care.

* Mechanisms to reduce wait times post diagnosis for referral to outpatient care, e.g.
use of wait time targets, financial support/ reimbursement incentives, improved
co-ordination; awareness raising measures in primary care and more generally

» Different budgetary impacts and costs associated with these strategies

* Scaling up of skills in ED within psychiatrists and psychology;

 Scaling up capacity to deliver psychological therapies within primary care and non-
specialist outpatient services; more use of digital interventions

* Importance of investment in transitional support, including more focus on support
for families
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Value of mental health care
(Simon et al. Eur Psych 2023) " QEBC
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MHDs are prevalent, enduring, disabling

1 in 8 persons worldwide lives with MHDs

% of all MHDs develop before the age of 25

Socioeconomic burden is >4% of GDP across the EU-28 (>EUR 600
billion)

Health and social care costs < broader societal costs

MEDICAL UNIVERSITY Univ. Prof. Dr. Judit Simon
OF VIENNA Department of Health Economics



Issues with current value assessments

1. Impact on QoL including informal carers/families -> importance of broad
outcome assessment

2. Spill-over effects to other sectors (e.g. education, employment, justice) ->
importance of broad cost assessment

3. Close link between mental and physical health problems -> importance of
comorbidity impact assessment

4. Multi-national evaluations with unknown magnitude of heterogeneity ->
importance of standardised and comparable estimates (cost, outcome and
cost-effectiveness)

5. Limited implementation due to system and funding fragmentation ->
importance of link to health services mapping

@ MEDICAL UNIVERSITY Univ. Prof. Dr. Judit Simon

OF VIENNA Department of Health Economics



Outcome assessment
(Browning et al. 2021, Neuropsychopharm. | PREDICT study EE, forthcoming)

Imputed EQ-5D-5L index with 95% Cls Imputed OxCAP-MH final score with 95% Cls
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OxCAP-MH: Capability well-being assessment for MH

‘Jn('f\l’
‘}x{'f\l’

OXCAP-MH
7 Please indicate how likely you believe it O Very likely 1
This questionnaire asks about your overall quality of life. to be that you will be assaulted in the o

d ve quaity future (including sexual and domestic O Fairly likely 2
T Does your health in any way imityour | [ Aways ; assault): 03 Neither likely nor uniikely 3

daily activities, compared to most people ) i i
o y!'(;ur 2007 p PEOP® | 17 Most of the time 2 [Flease tick one] g Fairly un.l ikely 4
O some of the time 3 _ E— _ Very uniikely :

Pre tick 8  How likely do you think it is that you will rery 17 - )
[Piease tickone] O Hardly ever experience discrimination? O very tiety (Goto Qta) !
O Never N\ 5

O Fairly likely (Go to Q8a)
2 Are you able to meet socially with friends | [T aways [Flease tick one] [ Neither likely nor uniikely (Sajo G3) 3
or relatives? O Fairly unlikely (Go to,q9) 4

N~
O Most of the time ) '
[Please tick one] O some of the Q a - & very uniikely {@ 5

oo

Cn what grounds do you think it is likely i
2 that you will be discriminated against? O Racefethnici

O Hardly ew ] corg
O ; h ; ender . .
3 Inthe past 4 weeks, how often haveyou | [J Ne\'r \ [Flease tick up to three] O Religio% S]mon et al, (20 13) SOC SC] Med
= ori tion

lost sleep aver worry? O

1
O e fime 2
[Please tick one]  the time . 0 A o
dy over a @ rasauy e menaiveat) | Vergunst et al. (2017) HQoLO
- BT L
A A0 Never 2 9 Please indicate how stron I
gly you agree opdisagree
4 Inthepast4 we_eks_. how often h oU | O aways 5 with the following statements: g @
been able to enjoy your recr I O ) - =4 Fl 2 | =% . 1 h
activities? Most of the time 4 [Please tick one] Bs| o |23 & E“E" SlIIlOIl et al. (20 18) BMC PsyC
) 0 some of the time 3 58| B 52| 8|58
[Please tick one] “ - =
O Hardly ever 2 # sl N 5 .
( ) O Never 1 Y ( )
9
5 How suitable uitable is your O very suitable - a | am free to inﬂynceWns affecting my local area. Helter et al. 20 22 BJpsyCh Open
accommodation Ny ygur current needs? b - - - —
x O Fairly suitable 4 9b "Tam free to xw views, including political and
[Flease g, [ Neither suitable nor unsuitable 3 religious YIEhg, ) _
Ny § 9c | am aplé iate and value plants, animals and
O Fairly unsuitable 2 the w
O very unsuitable 1
ad i
indicate how safe youTedl O Vory safe - | - ﬁrespect. value and appreciate people
g alone in the area near your O Fairly safe N &mas‘; to enjoy the love, care and support of my
) [ Neither safe nor unsafe 1 nily andior friends.
[Please tick one] ) af & | . ]
O Fairly unsafe 2 | am free to decide for myself how to live my life.
O very unsafe 1 9g | am able to use my imagination and to express myself
creatively (e.g. through art, literature, music, etc.).
9h | have access to interesting forms of activity (or
employment).

https://public-health.meduniwien.ac.at/unsere-abteilungen/abteilung-fuer-gesundheitsoekonomie/forschung/downloads/oxcap-mh/

MEDICAL UNIVERSITY Univ. Prof. Dr. Judit Simon
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https://public-health.meduniwien.ac.at/unsere-abteilungen/abteilung-fuer-gesundheitsoekonomie/forschung/downloads/oxcap-mh/

Costs assessment: Bipolar disorders (UK)

(Simon et al. 2021, Brain and Behaviour)

Relative size of main cost categories

Private out-of-
pocket expenses,
0.9%

Social care, 0.5%

Healthcare, 30.5%

Productivity
losses, 12.3%

MEDICAL UNIVERSITY
OF VIENNA

Relative size of main healthcare cost categories

Primary care, 6.6% )
Community mental

healthcare, 5.7%

Psychiatric

medication, 22.3% Emergency care

Pa  1.0%

AN
_—

40 Mental health
. ) -

4 A outpatient, 10.4%
e )
y fi\

]
Non-mental health

Non-mental health outpatient, 3.2%

inpatient and day-
patient, 13.3%

Mental health

inpatient, 31.7%
Mental health day-

patient, 5.8%

Univ. Prof. Dr. Judit Simon

Department of Health Economics



Excess cost of physical co-morbidities
(Simon et al. 2023, Eur Neuropsychopharm.)

Ratio of Means (95% Cl) Ratio of Means (95% CI)

vsGPC: Matched general population controls

Productivity losses

2) vsPHC

2.38 (1.49, 3.81)

|
|
Inpatient Care : Inpatient Care
1) wvsMHD 1.36(1.09, 1.70) : 1) veMHD - 1.29(1.10, 1.51)
2) vsPHC 1.23(1.17, 1.30) i 2) vsPHC . 1.37 (1.26, 1.49)
—Swsspc — > 420(2.06, 8.56) | 3) vsGPC 3.37(2.34, 4.87)
Outpatient Care : Qutpatient Care
1) vsMHD 1.31(1.17. 1.46) : 1} vsMHD - 1.40 (1.20, 1.63)
2) vsPHC 1.61(1.25, 2.09) | 2) vsPHC - 1.63 (1.47, 1.81)
3} vsGPC 2.49 (2.20, 2.82) | 3y vsGPC 258 (2.14, 3.11)
Primary Care : Primary Care
1) vsMHD 1.06 (0.870, 1.13) I . by b Byedd
2) vsPHC 1.29 (0.950, 1.74) ' : £9(1.99, 1.94)
3) VeGP 266 (183, 3.65 | 3) vsGPC 3.17 (3.09, 3.26)
Resource Use v 01,835,989 : A&E Care Costs
?&Er::s 1.34 (1.21, 149 | 1)vsMHD NA
) vS 24(1.1,1.49) | 2)vsPHC 1.87 (1.32, 2.65)
2) vsPHC 1.55(1.04, 2.30) | 3)vsGPC 3.16 (2.63, 3.80)
3)vsGPC > 389(2.33,649) ' L;cmg-t&rm Care |
- |
Long-term Care | 1) vsMHD - 1.14(0.390, 3.33)
1) vsMHD NA : 2) vsPHC — 5 714(1.46,34.8)
2) vsPHC NA | 3)vsGPC NA
3) vsGPC  3.81(3.70.3.92) | Informal Care
I 1) vsMHD NA
I 2)vsPHC 0.410 (0.240, 0.700)
'| 3) vsGPC NA
I Medication
L ) ; . | .
vsMHD: Individuals with given mental health disorder only i ;m’;‘ﬁg ;?gi]‘;; gg?:
vsPHC: Individuals with given physical health condition(s) only i 3) vsGPC 2.77 (1.98. 3.86)
|
|
|
|
1

Univ. Prof. Dr. Judit Simon
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Comorbid physical health burden in Europe

(Wienand et al. 2024, BMJ Mental Health)

MEDICAL UNIVERSITY
OF VIENNA

30,000,000

27,500,000

25,000,000 4

22,500,000 +

20,000,000 4

17,500,000 ~

15,000,000 ~

12,500,000

10,000,000

7,500,000 4

5,000,000 4

2,500,000

0 -

1,632,286

24,550,233

3,926,503

Depressive disorders (DD)

21,799 590

8,756,993

4,123 285

034 863

499,050
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Excess cases
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Incomparable costs: Day care centre
(Browning et al. 2021, Neuropsychopharm. | PREDICT EE, forthcoming)

Country | UK | DE____ | N | ES

Name of item Day care centre Tageszentrum Dagopvang Centro
de dia

Unit cost £37 €8 €276, €67,€302,€460 n/a

Definition PSSRU n/a n/a n/a

Unit of per client attendance per hour per per day n/a

measurement therapy place

Year 2018 2014 2014 n/a

Issue - Translation none seems to match Expert
problem = with UK/DE form as advise
Tagesstatte vs. setting differs, needed
Tageszentrum translation problem

© DHE/MUW
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|dentification of services
(Fischer et al. 2022, PLOS ONE)

i
.3 5 systematic literature reviews for each sector

. 6 grey literature reviews for each country j

IncIu5|on of short initial item descriptions/definitions

m Country-specific extension of list

4

Compilation of the preliminary, international, sector-specific item lists

Vel RS a0 @ clarity & accuracy of the listed items

@ relevance, i.e. frequency of use or
proportion of sector-specific costs

@ completeness
@ existence within the national context
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Disambiguation of services
(Gutierrez-Colosia et al. 2022, EpiPsychSci)

Items (N)

A final list of 56 items were obtained from systematic review and grey literature

review. 34 from the health sector and 22 from the social sector

Level 1. Unit
of analysis

Level 2. Target
population

Level 3.
Definition

Total L1, L2,
L3

6 items (11%)

e.g legal carer’,
‘outpatient health care
contact’

50 items (89%)

3 items (5%)
e.g homeless
people/women and
mental disorders

29 items (52%)

6 items (11%)
e.g ‘Outpatient health care
at workplace, e.g.
company physician, nurse

23 items (41%)

4 items (7%)

e.g ‘Child development
centre for children and
families’

12 items (21%)

e.g ‘Polyclinic

20 items (36%)
e.g ‘rehabilitation facility
for illness, injury or
addiction’

13 items (23%)

e.g rehabilitation facility

PECUNIA
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(Castelpietra et al. 2020, BJPsych)

ADULTS

S ECTO R (GX all groups, NX undetermined, CX
child & adolescents OX older tan 65

Health etc.)
SS Social
SE Education,
SJ Justice,

SW (work) ICD codes for
employment health

OUTPATIENT (O)

Non acute, mobile, high intensity, health

related care
R (Residenteial care), D (day care), O (outpatient
care), | (information), A (accessibility) S (self-help)

® Definition of services: DESDE coding system

Combination with
other international
classification
systems

N

ISCO (professionals)
e.g 2634-
Psychologists

ICHI (interventions)
e.g SDJ.PQ.ZZ-
psychotherapy for
stress management

mental ADDITIONAL
QUALIFIER

Home care
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Measurement of costs: PECUNIA RUM
(Pokhilenko et al. 2023, Appl Health Econ Health Policy)

In this section, we ask you about your usual place of living and any overnight stays you have had in the
.
* Multi-sectoral:
[]

past 3 months (i.e. in the past 90 nights).

Al  Where have you lived or stayed overnight (e.g. in hospital) in the past 3 months?

o Place Of “Ving and overnight Stays (Sec A) ;.reasetr'ckaﬂarrsgrersth:ltreopgarfdfr;da'mteldthznrq;berofmghbthatyouspghpface.
o Non-residential health and social care (Sec B) N -

o Medication (Sec C)

o Unpaid help (informal care) (Sec D)

o Education (Sec E)

o Employment and productivity (Sec F)
o Safety and justice system (Sec G) . .
o Qut-of-pocket and other expenses (Sec H) j::;:;:jt‘:;::;;';g}“h“@“ groupresidence for — om
- Final remarks (Sec|) SRR .

nights

Individual or shared flat or house

Family or friend's flat or house

Dormitory (e.g. boarding school, university residence) nights

Paid temporary accommodation [e.g. hotel) nights
e;

Emergency shelter (e.g. temporary shelter for hasge nights

Sheltered housing (e.g. housing with assistance, Syppod ousing) nights

Nursing home (e.g. residential care hofge witl"ursin nights

o +-] -~ (=] wn o= w (=] =

=
(=]

psychiatry):
. S e I f— re O rt e d Type of h t/service (e.g. oncology, surgery, .
psychi i nights
Ty, | Bepartment/service (e.g. oncology, surgery,
* Flexible: modular “ -
* nil palliative care (e.g. hospice) nights
. ° d 12 P of detention (e.g. prison) nights
User guide T e
Other, please nights

specify:

* Free for non-commercial use

https://www.pecunia-project.eu/tools/rum-instrument - ‘

GA No. 779292


https://www.pecunia-project.eu/tools/rum-instrument

PECUNIA

Valuation of costs: PECUNIA RUC Templates

(Mayer et al., under review)

e Standardized and transparent
methodology

* Reference Unit Costs (RUCs)
 Automated calculations

* Flexibility: primary and/or
secondary input data

e User guide

* Free for non-commercial use

https://www.pecunia-project.eu/tools/ruc-templates

66
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Access to cost information: PECUNIA RUC Compendium

(Mayer et al. 2022, Int J Environ Res Public Health)

Reference unit cost estimates for the core set of health and social
care services, per country

250

Electronic library

e Harmonized RUCs

150

* Transparent meta-data

* User guide

* Free for non-commercial use III I II
II I ST [

General Practitioner Dental Care Day Care (entle Nursmg Home Support Hotline
rrrrrrr tact) er contact) night) (per contact)

W Austria H Germany Hungary M The Netherlands B United Kingdom (England) M Spain

https://www.pecunia-project.eu/tools/ruc-compendium

67%
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Outcome assessment: PECUNIA PROM-MH Compendium

(Laszewska et al. 2021, BMJ Mental Health)

PECUNIA PROM-MH Compendium Version 1.0/ 2020

PECUNIA ) @ s,
Peet SR

=T |

e 204 instruments for quality of
life/well-being measurement in MH

* 47 meta-data categories
* 6 categories of usability in EEs

* Free access

https://www.pecunia-project.eu/tools/prom-mh-compendium ‘

6§
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STREAMLINE Project (2023-2025):

« MH services mapping and costing in Vienna for
future health services planning and financing

 Tasks:

1. Multi-sectoral (H&SC, Ed, Empl, Just) and multi-
person (Ch, Adol, Adult) identification of
services

2. Coding of main service types

Reference Unit Cost development

4. Development of policy recommendations

© STREAMLINE
https://public-health.meduniwien.ac.at/unsere-abteilungen/abteilung-fuer-gesundheitsoekonomie/forschung/projekte/laufende-projekte/streamline/

MEDICAL UNIVERSITY
OF VIENNA Department of Health Economics



https://public-health.meduniwien.ac.at/unsere-abteilungen/abteilung-fuer-gesundheitsoekonomie/forschung/projekte/laufende-projekte/streamline/
https://public-health.meduniwien.ac.at/unsere-abteilungen/abteilung-fuer-gesundheitsoekonomie/forschung/projekte/laufende-projekte/streamline/

@

Summary

« New harmonized and compatible value assessment framework, cost and
outcome tools now exist (PECUNIA) with ongoing piloting in Vienna
(STREAMLINE)

« Main limitations in value assessment remains:

(¢]

(¢]

Limited data availability

Limited promotion, prevention, early intervention and integrated care
considerations

Limited life course approaches
Limited flexibility for emerging trends (e-health, COVID, youth MH)

Limited opportunities for implementation (fragmentation)

MEDICAL UNIVERSITY Univ. Prof. Dr. Judit Simon

OF VIENNA

Department of Health Economics



Policy implications: Enabling ecosystem VT
(Simon et al. Eur Psych 2023) " QF

European brain Council

Biopharma
introducing
the right
technologies

Multisectorial social

Neuroscience

approach
eracaeh determinants

(education, sport,
employment)

of health

Organisdational Support

*+ Health system network leadership

» Investment in information system

» Workforce fraining

» Investment in work of fiow/billing
Coordination with external entities
+ Financial and performance monitoring

\ J

!

Delivery System Redesign
(Care Management)

+ Team based vs physician-based care
) | v | gy (e
Anticipatory, preventive vs reactive care

« Measurement-based care

\ J

l I—b Selt-Management Support
~ + Active, engaged patients (family)
Clinical Information Systems + Briet psychotherapies
+ Population panel management + Health ?duccﬂion/promo'ion
Decision Support + Share electronic health record | + Motivational support ]
+ Simplified freatment guidelines y Includes mental health notes
+ Mental health specialist (e.g. psychiatrist) | €—» » Clinical reminders l
» Expert suppart fo primary care providers » Automated referrals, labs. scheduling
and pediatricians + Stepped Care - n
» Supenvises Care Manager » Standardized measures Links fo Community
» Onsite/offsite » Feedback (outcome monitoring) Resources
s Treatment fo target pafient goals Specialty Mental Health

Innovative support
(ehealth apps,
telemedicine)

Strong data Infrasfructure Patient reporied
to track and improve performance outcomes

MEDICAL UNIVERSITY Univ. Prof. Dr. Judit Simon
OF VIENNA Department of Health Economics




Thank you!

Contact: judit.simon@meduniwien.ac.at

@ MEDICAL UNIVERSITY Univ. Prof. Dr. Judit Simon

OF VIENNA Department of Health Economics



Questions & Answers
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VOT

by
%EBC More info: https://www.braincouncil.eu/projects/the-value-of-treatment/ European Brain Councl
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