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Objective

When evaluating telehealth interventions addressing an chronically ill population we propose to adjust
survivor-reported QALYs for bias due to loss to follow-up of non-survivors. Our survivor-adjustment
model favors decision making on cost-effectiveness of telehealth for pending market introduction by

health systems or payers.

Methods: We built probabilistic decision-analytic models to
compare patient-reported costs and QALYs of telehealth In
addition to usual care based on published evidence and
uncertainty [2].

Model: Our models apply adjustments to outcomes of cost and
QALY. The cost-adjustment model is populated with raw QALYs
and costs adjusted for baseline costs, demographics and
number of chronic conditions as reported in [2]. Our survivor
QALY-adjustment model aims to compensate the effect of
different mortality rates among the control and intervention
group which causes bias due to loss to follow-up of more
patients in the control arm. This model uses raw cost data.
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Expected Value of Perfect Information

Our cost- and survivor QALY-adjustment model adjusts both
outcomes. This model may be prone to over-adjustment. We
computed decision metrics such as, net monetary benefit,
Incremental cost-effectiveness ratio and acceptability, expected
value of perfect information.

Results: The WSD reported an ICER of £92,000 and an CEA of
11% at willingness to pay threshold of £30,000 [2]. We
reproduced the reported ICER by our cost-adjustment model.
Our combined cost and QALY adjustment model produced an
ICER of £37,500 and an CEA of 43%. Our survivor QALY-
adjustment model produced an ICER of £27,900 and the
probabillity of cost effectiveness increased to 53%.
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Summary

Caveats

Measuring difference in QALY's between
baseline and at 1-year follow-up in an
chronically ill population introduces survivor
bias due to different mortality rates prevalent in
the trial arms.

The control group’s mean QALY is biased
towards QALYs reported by healthier patients
because the control group’s higher mortality
rate causes more of the sicker patients to die
before follow-up.

Remedial Adjustments

* Adjust for bias due to loss to follow-up of
NnoN-suUrvivors.

Use patient-specific change in QALYS
starting at baseline and aggregated over
multiple follow-up measuring moments.

Improved Decision Making Metrics
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Conclusions

« Uncorrected bias can influence decision
making on cost-effectiveness of the
Intervention.

« Value of Information analysis can help
define a price point for further study to
reduce uncertainty for decision maker
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