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Objectives: Although the importance of economic evaluations is recognized, research
suggests the ways in which studies are summarized may not be optimal for a busy
decision maker with little training in economics methodology. Therefore, the objective of
this study was to seek decision makers’ views on different summary formats, including a
score, short summary, and structured abstracts of different degrees of detail.
Methods: We contacted 2,400 people, of which 84 decision makers volunteered and were
presented, cumulatively, with different formats and asked whether these provided
sufficient detail on the methodology and results of an economic study.
Results: From the fifty decision makers who responded to the questionnaire, it was found
that the preferred combination was a very short summary, plus a more detailed structured
abstract. It was also found that decision makers with economics training preferred the
most detailed format, partly reflecting their reasons for consulting economic evaluations.
Conclusions: Decision makers require both an initial screen of study content, plus more
detail should they find the study relevant or interesting.
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The impact of economic evaluation studies on healthcare
decision makers has been shown to be rather limited. How-
ever, decision makers do generally recognize that economic
considerations must be taken into account when decisions re-
garding healthcare resource allocation are being made (18).

Hoffmann and Graf von der Schulenburg (11) surveyed
decision makers from nine European countries. The main
findings of the research included that health economics
decision makers typically obtain information from several
sources. Therefore, accessibility to studies by several means
(for example scientific journals, bulletins, reports, and work-
ing papers) is intrinsic in the communication of their results
to the decision maker. Also, as many economic studies are
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sponsored by the healthcare industry, many decision-makers
believe the results to be biased. Because of this, many see
the lack of credibility of study results as a barrier to the use
of such information in the decision-making process.

Several surveys have been conducted in the United King-
dom (4;6;12). One (4) indicated that there are several barriers
to use of economic evaluations in decision making. These
include decision-maker’s concerns about the validity of eco-
nomic studies. The study also found that articles in peer-
reviewed clinical journals were the most influential source
of economic evaluation results for healthcare decision mak-
ers. In response to a question about the factors that would
encourage them to make more use of economic evaluations,
their priorities were to make studies more accessible and to
have them validated by a trusted source.

The results from a study by Duthie et al. (6) indicated
that the majority of UK National Health Service (NHS)
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decision makers either do not understand health economics
outcome statements such as incremental cost-effectiveness
ratios (ICERs), willingness-to-pay, and quality-adjusted life-
years (QALYs), or they consider these outcomes to be ir-
relevant. Duthie et al. concluded that different individuals
seek different outcomes, health economics studies should re-
port actionable conclusions, and any cost savings must be
applicable.

Hoffmann et al. (12) found that, although NHS decision
makers believe that economic evaluations are useful in prin-
ciple, in practice their usefulness may be limited as results
of published studies do not always apply to the decision-
makers’ settings. The focus group also suggested that criti-
cisms of economic evaluations should be more explicit and
that more detail should be given on interventions. The re-
search found that an improved layout with interactive inter-
faces and enhanced searching filters would also be beneficial.
The findings of this research also indicate that an overall qual-
ity score might help decision makers to focus on the most
important studies.

Bryan et al. (1) concluded that there are two barriers to
the use of economic analyses in healthcare decision mak-
ing. These are the accessibility of research evidence and the
acceptability of research evidence.

Databases such as the NHS Economic Evaluation
Database (NHS EED) are helping to improve decision-
makers’ access to and understanding of economic analyses.
However, some of the concerns raised by decision makers
could be addressed by changes in the ways economic eval-
uations are accessed and presented. Several studies have in-
dicated that databases such as NHS EED may need to be
further developed and adapted to tailor abstract records more
closely to users’ needs (11;14;15).

The purpose of this study was to elicit user preferences
for several possible formats for presenting economic evalua-
tion information.

METHODS

The aim of the survey was to elicit respondent’s prefer-
ences for the presentation of economic evaluation informa-
tion. It was decided that four different presentational formats
would be incorporated into a survey in an incremental or-
der. These were a summary score, a sixty-word summary,
a short abstract, and a long abstract, which is the current
format used on the NHS EED, which contains structured ab-
stracts of economic evaluations (2). (Examples of the sum-
mary and short and long abstract for a study can be found
on the Journal’s Web site, which can be viewed online at
http://www.journals.cambridge.org/jid_thc.)

To identify an appropriate scoring system, a literature
review was conducted. A search of published studies from
1996 onward was performed to identify, and subsequently
appraise, studies that had developed a scoring system for
economic evaluations. Literature databases and key eco-

nomic textbooks were searched (5;8;13;16;17;20). Reference
searches and hand searching were also carried out. After re-
moving duplicates, 140 unique papers were retrieved from
the search.

For those papers eligible for inclusion in the literature
review, data relating to the methodological approach taken in
constructing the scoring system including whether or not the
system was validated, were extracted by the reviewer (S.T.).
Table 1 outlines some of the methodological points assessed
by the reviewer. Where multiple papers referred to the same
scoring system, data were extracted and reported once only.

The quality of the scoring systems was assessed and
checked by the reviewer. Quality was assessed through the
criteria addressed by the scoring system, methodological ap-
proach, weightings of different criteria present in the scoring
system (i.e., whether more influential criteria had been as-
signed weights to reflect this), whether or not the system
had been validated, whether or not it had been demonstrated
in practice, and any limitations inherent in the scoring sys-
tem. Such limitations included scoring systems that assigned
ratings to studies without methodological explanation, and
failure to calculate an overall quality score. Systems that
scored any interventions or concepts other than economic
evaluations were excluded and, therefore, the criterion out-
lined in Table 1 does not take factors relating to costs and
effects into account. Four papers were judged as suitable for
further review (3;9;10;19). One of these reports (10) pre-
sented three scoring systems; therefore, in total, six different
scoring systems were reviewed.

A checklist of points covering the content of each scoring
system, its derivation methods, and its validity, was devel-
oped by the researcher to aid in determining the quality of
each scoring system. This was achieved by taking points from
similar checklists and incorporating criteria relevant to eco-
nomic evaluations (7). The resulting checklist is presented in
Table 1.

The Chiou et al. scoring system (3) (presented in
Table 2) rated highest based on the points highlighted in the
literature review checklist. This scoring system was, there-
fore, selected to score the economic evaluations used in this
research project.

The score was not descriptive; it simply took into account
several items relating to the study design, inclusion of costs
and effects, analysis of costs and effects, limitations of the
study, and other factors to create a numerical representation
of the quality of the paper. The aim of the second presenta-
tional format, the summary, was that this should be restricted
to a length of 60 (±5) words. Each summary described the
study objective, the authors’ conclusions, and whether or not
the conclusions were reliable.

The short abstract was a more compact version of the full
abstract currently available on NHS EED. It was designed to
provide enough detail on the original paper to help users de-
cide if published studies are relevant and of sufficient quality
to be of use in their decision-making processes. The long
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Table 1. Checklist Developed by the Authors for Assessing Published Scoring Systems

Yes No Comments

1 Were a range of sources for criteria considered (e.g., other scoring systems, an
expert panel, focus groups, and so on)?

2 Is justification given for selection of criteria?
3 Was the sample of studies used to trial the scoring system obtained randomly?
4 Were studies assessed by a minimum of two researchers?
5 Were criteria weighted?
6 Was the scoring system validated to ensure it scored economic evaluations reliably

and as intended?
7 Is a continuous response scale used (use of a continuous response scale allows for a

more accurate quality score to be assigned)?

abstract was the abstract that is currently available on NHS
EED and provided a significantly more detailed description
of the methodology used in the published studies, particularly
regarding the source and reporting of the clinical data.

SURVEY

The survey aimed to elicit the preferences of existing NHS
EED users. The sample comprised individuals who were
high users of NHS EED, or whom had responsibilities that
would cause them to use the database. Groups invited to
participate were (i) registered users of NHS EED (9.5 per-
cent), (ii) those who had requested priority abstracts from the
database (50 percent), (iii) members of Lis-Medical (a mod-
erated discussion group for health librarians and information
workers) (1 percent), (iv) the Cochrane Library Users Group
(CLUG) (1.5 percent), (iv) the Health Technology Assess-

ment (HTA) Information Professionals and the International
Network of Agencies for Health Technology Assessment
(INAHTA) members (3.5 percent), and (vi) economists who
were members of committees of the National Institute for
Health and Clinical Excellence (NICE) in the United King-
dom (22.5 percent). In assembling the sample in this way,
we were conscious that we were likely to obtain an informed
view, rather than an average view, of the usefulness of differ-
ent presentational formats.

During discussions relating to the content of the survey,
it was decided that, ideally, the questionnaire should focus
on more than one existing economic evaluation to avoid the
results being biased by factors specific to the chosen study.
It was, therefore, agreed that the sample should be randomly
split so that each respondent received one of two possible eco-
nomic evaluations. Two evaluations were selected to allow
both an economic evaluation conducted alongside a clinical

Table 2. Outline of the Chiou et al. Scoring System

1. Was the study objective presented in a clear, specific, and measurable manner?
2. Were the perspective of the analysis (societal, third-party payer, and so on) and reasons for its selection stated?
3. Were variable estimates used in the analysis from the best available source (i.e., Randomized Controlled Trial – Best, Expert

Opinion – Worst)?
4. If estimates came from a subgroup analysis, were the groups prespecified at the beginning of the study?
5. Was uncertainty handled by (1) statistical analysis to address random events or (2) sensitivity analysis to cover a range of

assumptions?
6. Was incremental analysis performed between alternatives for resources and costs?
7. Was the methodology for data abstraction (including value health states and other benefits) stated?
8. Did the analytic horizon allow time for all relevant and important outcomes? Were benefits and costs that went beyond 1 year

discounted (3–5%) and justification given for the discount rate?
9. Was the measurement of costs appropriate and the methodology for the estimation of quantities and unit costs clearly

described?
10. Were the primary outcome measure(s) for the economic evaluation clearly stated and were the major short-term, long-term,

and negative outcomes included?
11. Were the health outcomes measures/scales valid and reliable? If previously tested valid and reliable measures were not

available, was justification given for the measures/scales used?
12. Were the economic model (including structure), study methods and analysis, and the components of the numerator and

denominator displayed in a clear, transparent manner?
13. Were the choice of economic model, main assumptions, and limitations of the study stated and justified?
14. Did the author(s) explicitly discuss direction and magnitude of potential biases?
15. Were the conclusions/recommendations of the study justified and based on the study results?
16. Was there a statement disclosing the source of funding for the study?

Note. Taken from Chiou et al. Development and Validation of a Grading System for the Quality of Cost-Effectiveness Studies. Medical Care 2003:
41(1); 32-44.
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trial (type A) and an economic evaluation conducted using
modeling techniques (type B) to be considered.

In the survey, respondents were asked about their profes-
sional background and their main reasons for using economic
evaluations. This allowed for questions to be included which
focused on different purposes for which economic evalua-
tions may be used. The four formats were then presented,
progressing from the least information to the most detailed
format to capture the incremental benefits of the extra infor-
mation. The survey was designed to focus on the elements
of the presentational formats of interest, such as the degree
to which each format was useful in determining the quality,
reliability, and relevance of a study. Taking an incremen-
tal approach to the research was important, as this would
permit the added benefit of each format compared with the
next least detailed to be determined. So, for example, using
this approach would allow the researchers to gain an under-
standing into the benefit of additional information provided
in the long abstract in comparison with the short abstract.
This would in turn allow for the amendment of the presen-
tational formats to create the most beneficial combination of
information.

RESULTS

We aimed to access key users of economic evaluations by
asking individuals from a variety of sources to volunteer
to participate in the survey. In total, approximately 2,400
individuals were accessible through the lists and databases
described earlier. The greatest proportion of volunteers came
from sources that were more focused on the use of economic
evaluations. For example, 50 percent of individuals accessed
through the priority abstract request database agreed to par-
ticipate in the survey. Furthermore, 22.5 percent of health
economics decision makers and 9.5 percent of NHS EED
subscribers we asked to volunteer agreed to take part. Lower
proportions of the remaining groups chose to answer the sur-
vey, possibly because the clientele accessed through these
means were not key economic evaluation users, as targeted
by this research.

A total of eighty-four individuals volunteered to par-
ticipate in the study. Each was sent a randomly allocated
survey (either type A or type B based), and given a 2-week
deadline to return the completed questionnaire. A reminder
was sent to nonrespondents after 1 week. In total, fifty (60
percent) individuals returned completed surveys. A further
six individuals (7 percent) replied saying that they could no
longer participate in the survey. The remaining twenty-eight
individuals (33 percent) gave no response.

Of the completed surveys, twenty-eight (56 percent) re-
lated to the type A study, and twenty-two (44 percent) to the
type B study. Figure 1 illustrates the type of presentational
formats selected by respondents when asked to select one
only, that is, their first preference.

Figure 1. Preferred choice of presentational format.

Survey respondents were also given the opportunity to
state which of the formats (other than that chosen as their
first preference) they would like to have available to them
as additional sources of information. Figure 2 illustrates the
combinations of formats that respondents thought would be
of most benefit to them.

Some survey respondents provided narrative comments
on why they thought each presentational format was benefi-
cial, and whether any important factors were missing from the
four formats. The comments suggested that decision makers
have two different needs from economic evaluations. There
is a need for a screening tool to decide whether the study
is of potential interest, and then a need for a comprehensive
description of detail for those studies that appear interesting.
Figures 3 and 4 illustrate the incremental benefit gained from
the format combinations referred to in the survey. The charts
are presented to represent the two different needs of deci-
sion makers, as suggested by comments given in the survey
responses.

As Figure 3 shows, 82 percent of respondents were con-
tent that the score gave them enough information as a screen-
ing tool. The score plus summary was found to be useful by
92 percent of respondents, indicating a 10 percent incremen-
tal benefit of the summary in comparison with the score.

For the comparison of more detailed information sources
illustrated in Figure 4, the short abstract coupled with the
score and summary is compared with the long abstract cou-
pled with the same two screening mechanisms, to obtain the
incremental benefit the long abstract achieves in compari-
son to the shortened version. From this and the fact that the
short abstract was the preferred first choice overall, we can
infer that the long abstract yields no extra benefit, in terms
of useful information, over the short abstract. Respondent’s
preferences for presentational format did not appear to vary
with study type, A or B.

The analyses comparing uses of economic evaluations
produced similar results for all the options presented in the
survey with the short abstract being the preferred format
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Figure 2. Preferred combinations of presentational format.

Figure 3. Incremental benefit of summary over score.

in most cases. The one exception was the health economic
decision makers, who preferred the greater detail offered by
the long abstract.

DISCUSSION

The short abstract was clearly preferred over the other three
formats offered, with the long abstract also being the first
preference for a substantial proportion of the remaining sam-
ple. However, once given the opportunity to express prefer-
ences for combinations of the formats, the majority of re-
spondents chose to include the score and/or the summary.

Figure 4. Incremental benefit of long abstract over short ab-
stract.

The reasoning behind this, judging from the comments
made on the surveys, seems to be that, although the score and
summary are both useful as screening tools or instruments
to be used to compare studies; they do not, in themselves,
offer enough information to the decision maker on the con-
tent of the study for the purpose in hand. This finding sug-
gests the possibility that respondents have two different needs
from the information presented to them. In the first instance,
the majority appear to require a format, such as the score
or summary, which permits studies to be rapidly scanned
and compared. They then would require more detailed
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information, such as that presented in the short and long
abstracts, on those studies that they consider to be relevant.
However, it should be noted that there is a possibility that
the results are influenced by the presentational format of this
survey. That is, presenting the score and summary on more
occasions than the more detailed formats may have encour-
aged familiarity with the shorter formats.

Individuals seemed to gain no additional benefit, in terms
of useful information, from the long abstract over the short
one (as illustrated in Figure 4), and, therefore, the majority
opted for the short abstract as it is easier to read and digest.
Once an individual had access to one or more screening tools
plus the short abstract, the requirement for the longer abstract
seemed, for most individuals, to disappear.

One possible reason for the low number of respondents
opting for the long abstract may have been due to the in-
cremental approach taken by the survey. This meant that
respondents were reading the same information repeatedly.
The effects of this repetition may have been twofold in that
the long abstract may have seemed even longer and indi-
viduals may have formed the impression that much of the
information presented in the long abstract was simply being
repeated. However, the incremental approach did pose the
right question: namely, “what extra does the user gain from
the long abstract, over and above the short abstract?” An al-
ternative design, involving random allocation of subjects to
receive either the short or long abstract, would have required
a much larger sample size and would not have guaranteed
the elimination of confounding factors.

Health economics decision makers showed a preference
for the long abstract, yet in all other groups, the short abstract
was the most preferred format. Of those health economics de-
cision makers who participated in the survey, 85 percent used
economic evaluations to determine the cost-effectiveness of
interventions. This group commented that the short survey
lacked detail on the costs used in studies and would benefit
from a more comprehensive analysis of the costs and benefits.

Further research could focus on face-to-face interviews
with health economics decision makers in an attempt to de-
termine what factors make them opt for the long over the
shorter abstract. This research could also focus on ways of
improving the short abstract to make it more useful to this
group of respondents.

There are several limitations of this research. Fifty (60
percent) individuals returned the survey. There are several
possible reasons that may have contributed to the relatively
low number of volunteers who actually participated. Some
may have believed that, having seen the survey, the research
we were carrying out was not relevant to them, or that they
would be unable to offer responses that were relevant to those
factors that the survey sought to address.

Using an opportunistic sample meant that we had no
control over the sample composition. Also, recruiting vol-
unteers may result in some degree of volunteer bias, in that
those who chose to participate in the study exhibit differ-

ent opinions, or require different information from economic
evaluations, than those who did not choose to volunteer. This
means that those responding were probably more interested
in using economic evaluations than the population of deci-
sion makers at large. However, it is not necessarily the case
that the use of an opportunistic sample had an impact on the
choice of presentational format.

It is also possible that a learning effect was present due to
the incremental approach adopted. For example, by the time
the respondent reached section D, where they were presented
with the long abstract for the first time, they had already
seen the score in three previous sections and the summary in
two. They were, therefore, not approaching each new section
afresh as they had already seen some of the information
before. However, the scale of this learning-effect bias is not
clear from the survey results.

CONCLUSIONS

The choice of presentational format for communicating the
methodology and results of economic evaluations is impor-
tant to users. Overall, the findings from this study indicate
that the combination of a summary or score, coupled with a
short abstract would be of most use to decision makers need-
ing information on the quality and relevance of economic
evaluations. The brief and structured format of the short ab-
stract is popular with decision makers as it allows them to
find quickly the information relevant to them, without losing
essential detail. In relation to previous research in this area,
it is possible that the long abstract is too complex for the ma-
jority of decision makers and so the simpler, short abstract
format is more suited to their needs.

Ultimately, it may be impossible to please everyone by
presenting one integrated set of information. Presenting a
combination of several formats may be the most beneficial
way to deliver economic evaluation information to decision
makers.
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