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Limitation of utility measurement

* In economic evaluation, the outputs should cover all that needs
to be addressed when estimating the benefits from the
intervention

* On the other hand, the current framework of economic
evaluation only considered health-related preference-based
outcome measures: the concept of utility as measured by
Quality Adjusted Life Years (QALYSs) is much narrowed
compared to that in economic theory, in which welfare refers to
all that provide individuals with utility.

Health issues with epidemiological transition:
Example of pediatric care

- Reduced mortality and acute severe diseases in childhood
- For those survived with disabilities and chronic diseases:

- Home-based informal care
- Social welfare services
- Transition from pediatric to adult care

« QOL of pediatric patients and the spill-over effect to their families

« QALYs may not fully reflect the outcomes of all relevant
services for child health and welfare



Health issues with epidemiological transition:
Example of pediatric care (1)
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Health issues with epidemiological transition:
Example of pediatric care (2)
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A DCE study to elicit preferences and value of
respite care for children with severe disabilities

Respite care refers to facility-based care
provided by health professionals to children
with severe disabilities in case the caregiver
cannot care them at home

It may not lead to improved clinical
outcomes, but by reducing the burden it
contributes to children and caregiver’s
wellbeing

The financing resources may derive from
payment by social insurance, subsidies by
local authorities and donations

Because of the hybrid characteristics of
medical care and social welfare, the
number is too limited to meet the needs of
those children and caregivers

Design of DCE

* Repeated qualitative approach to identify attributes and levels: Semi-
structured user survey, published and gray literature to understand the
target population’s perspectives and experiences — Focus group
discussions (FGD) involving doctors, nurses, social workers, and
caregivers — attributes transcribed and supplemented by detailed writing
notes for review

+ Afull factorial design to generate the hypothetical alternatives and to
combine them to create choice sets and Ngene was used to build the
experimental design

* Pilot study of the questionnaire (10 caregivers and 5 general people were
tested)
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Possibility to integrate evidence of contingent
valuation for resource allocation

» Quantified impacts are needed to claim resource allocation

« Although rarely applied so far, DCE presents advantages to
measure combined health and welfare outcomes and facilities
cost-benefit analysis (CBA) based on contingent valuation

A national guideline is necessary to reflect DCE evidence into
health technology assessment (HTA) process

* Issues needing to clarify: technical issues (e.g., qualitative
approach, experimental design), perspectives of payers and
patients, application of CUA and CBA

« Potential to be applied in the broad sense of HTA




