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[bookmark: _Toc127893879]Online Supplement A: Scoping Review of 13 textbooks and practice guidelines [In chronological order]
[bookmark: _Toc127893880]A1. Williams A. The cost-benefit approach. Br Med Bull 1974;30(3):252-6.
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Transparency
	 
	What precisely is the question which the study was trying to answer?

	
	 
	What is the question that it has actually answered?

	
	 
	What are the assumed objectives of the activity studied ?

	
	 
	Are the results, on balance, good enough for the job in hand? Has anyone else done better?

	Perspective
	Is anyone likely to be affected who has not been considered in the analysis ? If so, why are they excluded?
	 

	Outcome Measures
	Do they [the assumed objectives of the activity studied] enable us to tell whether the objectives are being attained?
	By what measures are these [the assumed objectives of the activity studied] represented ?

	
	 
	How are they  [the assumed objectives of the activity studied] weighted?

	
	 
	What range of options [for measurement] was considered?

	
	 
	Were they [the other possible options for measurement] rejected, or not considered, for good reasons?

	
	 
	Would their [the other possible options for measurement]  inclusion have been likely to change the results?

	Costs
	Does the notion of cost go wider or deeper than the expenditure of the agency concerned ?
	 

	
	If the notion of cost does not go wider or deeper than the expenditure of the agency concerned, is it clear that these expenditures cover all the resources used and accurately represent their value if released for other uses?
	 

	
	If the notion of cost does go wider or deeper than the expenditure of the agency concerned], is the line drawn so as to include all potential beneficiaries and losers, and arc resources cost at their value in their best alternative use?
	 

	Time Horizon
	Is the differential timing of the items in the streams of benefits and costs suitably taken care of (e.g. by discounting, and, if so, at what rate)?
	 

	Uncertainty
	 
	Where there is uncertainty, or there are known margins of error, is it made clear how sensitive the outcome is to these elements?


[bookmark: _Toc127893881]A2. Drummond MF, Jefferson TO. Guidelines for authors and peer reviewers of economic submissions to the BMJ. The BMJ Economic Evaluation Working Party. BMJ 1996;313(7052):275-83.
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Study Design/Transparency
	Is the research question or hypothesis economically important?
	Is the hypothesis being tested, or question being addressed, clearly stated?

	
	Is the form of evaluation (e.g. CEA) justified?
	Is the economic importance of the research question outlined?

	
	Study answers 1)"Given that a goal is to be achieved, what is the most efficient way of doing so?" and 2)"What is the mot efficient way of spending a given budget?"
	Is the research question phrased in a way that considers cost and outcomes?

	
	Do the conclusions follow clearly from the data reported
	Is the form(s) of evaluation (e.g. CEA) stated?

	
	Are conclusions accompanied by the appropriate caveats?
	Is the answer to the study question given?

	
	
	If the economic evaluation is based on a single effectiveness study (e.g. clinical trial), are the details of the design and results of the study given? 

	
	
	If the economic evaluation is based on an overview of a number of effectiveness studies, are details given of the method of synthesis or meta-analysis of evidence?

	
	
	Are the ways in which prices are obtained, and the extent to which the use of those charges may bias estimates, stated?

	Comparators
	Is the comparator the most cost effective alternative intervention currently available?
	Is the rationale for choosing the alternative programs, or interventions compared, given?

	
	Is the comparator designed to help get as close a measure as possible of the opportunity cost of using the new treatment?
	Are the alternative interventions described in sufficient detail to enable to reader to assess the relevance to their setting? (i.e. who did what, to whom, where and how often)

	Perspective
	 
	Are the viewpoint(s) for the analysis clearly stated and justified?

	Outcome Measures
	Are productivity changes (if included) are reported separately?
	Are the primary outcome measure(s) for the economic evaluation clearly stated?

	
	Are the CEA benefits measured in natural units?
	If health benefits have been valued, are details of the methods used stated?

	
	Is only a single measure used in the calculation of a given cost effectiveness ratio?
	Are details of the subjects from whom valuations were obtained given?

	
	Does the outcome measure ensure important outcomes are not being overlooked?
	Is the chosen outcome measure for the calculation of the ratio explained? 

	
	Is the incremental health gain given by the difference in quality adjusted life years produced by one intervention as compared to another?
	Is the incremental analysis reported?

	
	 
	Are major outcomes presented in a disaggregated as well as aggregated form?

	
	 
	Are methods to value health states and other benefits stated?

	Modeling
	Are the model and key parameters justified?
	Are the details of any model used are given?

	Time horizon
	Is the time horizon considered?
	Is the time horizon of costs and benefits is stated?

	
	Is the time horizon long enough to capture all the different effects of the options?
	 

	Discounting
	Is the choice of discount rate(s) justified?
	Is the discount rate(s) stated?

	
	Is the study discounted if the time horizon is long than 1 year?
	If  costs or benefits are not discounted, is an explanation provided?

	
	Is the discount rate between 3-6%?
	 

	Costs
	Are the resources used and their prices relevant to the setting?
	Are quantities of resources reported separately from the prices (unit costs) of those resources?

	
	Outside the context of a trial, are estimates of resource quantities based on data on real patients, collected either prospectively or retrospectively from medical records?
	Are methods for the estimation of both quantities and prices (unit costs) described?

	
	 
	Are the dates of both the estimates of resource quantities and prices recorded, along with  details of any adjustments to a more recent price level?

	
	 
	Is the relevance of productivity changes to the study question discussed?

	
	 
	Are the currency and price data reported?

	
	 
	Are the details of currency of price adjustments for inflation or currency conversion reported?

	Uncertainty
	Is the choice of variables for sensitivity analysis justified?
	When stochastic data are reported, are details of the statistical tests performs and the confidence intervals around the main variables stated?

	
	 
	Are the details of the method of synthesis or meta-analysis of estimates given (if based on an overview of a number of effectiveness studies)?

	
	 
	Is the approach to sensitivity analysis described?

	
	 
	Are the ranges over which the variables are varied stated?




[bookmark: _Toc127893882]A3.  Chiou CF, Hay JW, Wallace JF, et al. Development and validation of a grading system for the quality of cost-effectiveness studies. Med Care 2003;41(1):32-44. doi: 10.1097/01.MLR.0000039824.73620.E5
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Objective
	Was the study objective clearly defined?
	Was the study objective presented in a clear and specific manner?

	
	Was the study objective measurable?
	 

	Perspective
	 
	Were the perspective of the analysis (societal, third-party payer, etc.) stated?

	
	 
	Were the reasons for selecting the perspective of the analysis (societal, third-party payer, etc.) stated?

	Evidence
	Were variable estimates used in the analysis from the best available source (i.e. RCTs—Best, Expert Opinion—Worst)?
	Was the methodology for data abstraction (including value health states and other benefits) stated?

	Heterogeneity
	If estimates came from a subgroup analysis, were the groups pre-specified at the beginning of the study?
	 

	Uncertainty
	Was a statistical analysis performed to address uncertainty of random events?
	 

	
	Was a sensitivity analysis to performed cover a range of assumptions?
	 

	Comparator(s)
	Was incremental analysis performed between alternatives for resources?
	 

	
	Was incremental analysis performed between alternatives for costs?
	 

	Time Horizon(s)
	Did the analytic horizon allow time for all relevant and important outcomes?
	 

	
	Were benefits and costs that went beyond 1 year discounted between 3–5%?
	 

	
	Was the discount rate justified?
	Was justification for the discount rate provided?

	Costs
	Was the measure of costs appropriate?
	Was the methodology for the estimation of quantities and unit costs clearly described?

	Transparency
	Were the major short term, long term and negative outcomes included?
	Were the primary outcome measure(s) for the economic evaluation clearly stated?

	
	
	Were the economic model (including structure) stated?

	
	Were the study methods and analysis displayed in a clear transparent manner?
	Were the study methods and analysis stated?

	
	Were the components of the numerator and denominator displayed in a clear transparent manner?
	Were the components of the numerator and denominator stated?

	
	Were the choice of economic model justified?
	Were the main assumptions of the study stated?

	
	Were the main assumptions of the study justified?
	Were the limitations of the study stated?

	
	
	Was there a statement disclosing the source of funding for the study?

	
	 
	Did the author(s) explicitly discuss direction and magnitude of potential biases?

	Health Outcome(s)
	Were the health outcomes measures/scales valid and reliable?
	 

	
	Were the health outcomes measures/scales justified?
	If previously tested valid and reliable measures were not available, was justification given for the measures/scales used?

	
	Were the conclusions/recommendations of the study justified and based on the study results?
	 





[bookmark: _Toc127893883]A4. Philips Z, Bojke L, Sculpher M, et al. Good practice guidelines for decision-analytic modelling in health technology assessment: a review and consolidation of quality assessment. Pharmacoeconomics 2006;24(4):355-71.
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Transparency
	Is the objective of the evaluation and model specified and consistent with the stated decision problem?
	Is there a clear statement of the decision problem?

	
	Where choices have been made between data sources, are these justified appropriately?
	Is the primary decision maker specified?

	
	Has the quality of the data been assessed appropriately?
	Are the sources of data used to develop the structure of the model specified?

	
	Are the pre-model data analysis methodology based on justifiable statistical and epidemiological techniques?
	Are the structural assumptions [of the model] transparent and justified?

	
	Has the use of mutually inconsistent data been justified?
	Are the data identification methods transparent and appropriate given the objectives of the model?

	
	 
	Where expert opinion has been used, are the methods described and justified?

	
	 
	Is the choice of baseline data described and justified?

	
	 
	Have all data incorporated into the model been described and referenced in sufficient detail?

	
	 
	Is the process of data incorporation transparent?

	Comparators
	Have all feasible and practical options been evaluated
	Is there a clear definition of the options under evaluation?

	
	Is there justification for the exclusion of feasible options?
	If the model has been calibrated against independent data, have any differences been explained and justified?

	
	Have the results of the model been compared with those of previous models and any differences in results explained?
	 

	Perspective
	Are the model inputs consistent with the stated perspective?
	Is the perspective of the model stated clearly?

	Outcome Measures
	Are the outcomes of the model consistent with the perspective, scope, and overall objective of the model?
	Is the source for the utility weights referenced? 

	
	If relative treatment effects have been derived from trial data, have they been synthesized using appropriate techniques?
	 

	
	Have the methods and assumptions used to extrapolate short-term results to final outcomes been documented and justified?
	 

	
	Have assumptions regarding the continuing effect of treatment once treatment is complete been documented and justified?
	 

	
	Are the utilities incorporated into the model appropriate?
	 

	
	Are the methods of derivation for the utility weights justified?
	 

	Time Horizon
	Is the time horizon of the model sufficient to reflect all important differences between options?
	Is the time horizon of the model, and the duration of treatment and treatment effect described and justified?

	
	Has a lifetime horizon been used? If not, has a shorter time horizon been justified?
	 

	
	Has a half cycle correction been applied to both cost an outcome? If not, has this omission been justified?
	 

	
	Is the cycle length defined and justified in terms of the natural history of disease?
	 

	Heterogeneity
	Has heterogeneity been dealt with by running the model separately for different sub-groups?
	If data have been incorporated as distributions, has the choice of distribution for each parameter been described and justified?

	Uncertainty
	Do the disease states (state transition model) or the pathways (decision tree model) reflect the underlying biological process of the disease in question and the impact of interventions?
	If data have been incorporated as distributions, is it clear that second order uncertainty is reflected?

	
	Are transition probabilities calculated appropriately?
	Is there evidence that structural uncertainties have been addressed via sensitivity analysis?

	
	Have methodological uncertainties been addressed by running alternative versions of the model with different methodological assumptions?
	If data are incorporated as point estimates, are the ranges used for sensitivity analysis stated clearly and justified?

	
	Are the methods of assessment of parameter uncertainty appropriate?
	 

	
	Has probabilistic sensitivity analysis been done, if not has this been justified?
	 

	
	Have the four principal types of uncertainty been addressed? If not, has the omission of particular forms of uncertainty been justified?
	 

	
	Have alternative assumptions been explored through sensitivity analysis?
	 

	Other
	Is the structure of the model consistent with a coherent theory of the health condition under evaluation?
	Has the evidence regarding the model structure been described?

	
	Have any competing theories regarding model structure been considered?
	Are any counterintuitive results from the model explained and justified?

	
	Are the structural assumptions [of the model] reasonable given the overall objective, perspective and scope of the model?
	 

	
	Is the chosen model type appropriate given the decision problem and specified causal relationships within the model?
	 

	
	Has particular attention been paid to identifying data for the important parameters in the model?
	 

	
	Has the process of selecting key parameters been justified and systematic methods used to identify the most appropriate data?
	 

	
	Is there evidence that the mathematical logic of the model has been tested thoroughly before use?
	 

	
	Are the conclusions valid given the data presented?
	 

	
	Are the causal relationships described by the model structure justified appropriately?
	 







[bookmark: _Toc127893884]A5.  Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic Evaluation Reporting Standards (CHEERS) statement. BMJ 2013;346:f1049. doi: 10.1136/bmj.f1049
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Title and Abstract
	Title
	 
	Title identified study as an economic evaluation or used more specific terms (e.g. cost-effectiveness analysis)?

	
	
	
	Title described interventions being compared?

	
	Abstract
	 
	Abstract summarized objectives, perspectives, setting, methods (study design and inputs), results (base case and uncertainty analyses), and conclusions?

	Introduction
	Background
	 
	Background explicitly stated broader context of study?

	
	Objectives
	 
	Stated study question and its relevance for health policy or practice decisions? 

	Methods
	Target Population and Subgroups
	 
	Described characteristics of base case population and why they were chosen?

	
	
	
	Described characteristics of subgroups analyzed and why they were chosen?

	
	Setting and Location
	 
	Stated relevant aspects of the system(s) in which the decisions(s) need(s) to be made?

	
	Study Perspective
	Perspective related to costs being evaluated?
	Described perspective?

	
	Comparators
	 
	Described interventions or strategies being compared and stated why they were chosen?

	
	Time Horizon
	Time horizon(s) appropriate to costs and consequences evaluated?
	Stated the time horizon(s) and why it was appropriate?

	
	Discount Rate
	 
	Reported choice of discount rate(s) used for costs and outcomes and why it was appropriate?

	
	Health Outcomes
	Outcomes relevant to type of analysis performed?
	Described outcomes used as the measure(s) of benefit in the evaluation and their
relevance?

	
	Measurement of Effectiveness
	For single study-based estimates, single study was sufficient source of clinical effectiveness data?
	For single study-based estimates, fully described design features of the single effectiveness study and why it was appropriate?

	
	
	 
	For synthesis-based estimates, fully described methods used for identification of included studies and synthesis of clinical effectiveness data?

	
	Measurement and Valuation of Preference Based Outcomes
	 
	Describe population and methods used to elicit preferences for outcomes? (if applicable)

	
	Estimating Resources and Costs
	For single study-based economic evaluation, estimated resource use associated with the alternative interventions?
	For single study-based economic evaluation, described approaches used to estimate resource use. Described any adjustments made to approximate to opportunity costs.

	
	
	For single study-based economic evaluation, resource items valued in terms of its unit cost?
	For single study-based economic evaluation, described primary or secondary research methods for valuing each resource item?

	
	
	For model-based economic evaluation, estimated resource use associated with model health states?
	For single study-based economic evaluation, described any adjustments made to approximate to opportunity costs?

	
	
	For model-based economic evaluation, resource items valued in terms of its unit cost?
	For model-based economic evaluation, described approaches and data sources used to estimate resource use?

	
	
	 
	For model-based economic evaluation, describe primary or secondary research methods for valuing each resource item?

	
	
	 
	For model-based economic evaluation, describe any adjustments made to approximate to opportunity costs.?

	
	Currency, Price Date, and Conversion
	 
	Reported dates of estimated resource quantities and unit costs?

	
	
	Adjusted estimated unit costs to the year of reported cost? (if necessary)
	Described methods for adjusting estimated unit costs?

	
	
	Converted costs into common currency base and exchange rate?
	Described methods for converting costs and exchange rate?

	
	Choice of Model
	 
	Described and gave reasons for specific type of decision-analytical model used?

	
	
	
	Provided figure to show model structure? (strongly recommended)

	
	Assumptions
	 
	Described all structural or other assumptions underpinning the decision-analytical model?

	
	Analytical Methods
	Analytical methods can include methods for dealing with skewed, missing, or censored data; extrapolation methods; methods for pooling data; approaches to validate or make adjustments to a model; and methods for handling population heterogeneity and uncertainty.
	Described all analytical methods supporting the evaluation?

	Results
	Study Parameters
	Used reasons or sources for distributions to represent uncertainty were appropriate?
	Reported values, ranges, references, and, if used, probability distributions for all parameters?

	
	
	 
	Reported why reasons or sources for distributions used to represent uncertainty were appropriate?

	
	
	 
	Provided a table to show the input values? (strongly recommended)

	
	Incremental Costs and Outcomes
	 
	For each intervention, reported mean values for the main categories of estimated costs and outcomes of interest, and mean differences between the comparator groups?

	
	
	
	Reported incremental cost-effectiveness ratios (if applicable)?

	
	Characterizing Uncertainty
	For single study-based economic evaluation, performed uncertainty analysis for estimated incremental cost and incremental effectiveness parameters?
	For single study-based economic evaluation, described effects of sampling uncertainties and impact of methodological assumptions (e.g. discount rate, study perspective)?

	
	
	For model-based economic evaluation, performed uncertainty analysis for all input parameters?
	For model-based economic evaluation, described effects on the results of uncertainty analysis, and uncertainty related to the structure of the model and assumptions?

	
	Characterizing Heterogeneity
	Considered differences in costs, outcomes, or cost-effectiveness explained by variations between subgroups with different baseline characteristics or other observed variability?
	Reported differences in costs, outcomes or cost-effectiveness due to heterogeneity? (if applicable)

	Discussion
	Study Findings, Limitations,
Generalizability, and Current
Knowledge
	Key study findings supported conclusions reached?
	Summarized key study findings and conclusions reached?

	
	
	Findings fit with current knowledge?
	Discussed limitations and the generalizability of the findings?

	
	
	 
	Discussed how findings fit with current knowledge?

	Other
	Source of Funding
	 
	Described how the study was funded?

	
	
	 
	Described role of the funder in the identification, design, conduct, and reporting of the analysis?

	
	
	 
	Described other non-monetary sources of support?

	
	Conflicts of Interest
	In the absence of a journal policy, complied with International Committee of Medical Journal Editors recommendations?
	Described any potential for conflict of interest of study contributors in accordance with journal policy?





[bookmark: _Toc127893885]A6.  The National Institute for Health and Care Excellence. Developing NICE guidelines: the manual 2014 [Available from: https://www.nice.org.uk/process/pmg20/chapter/incorporating-economic-evaluation#the-reference-case].
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Transparency
	Is the objective of the evaluation and model specified and consistent with the stated decision problem?
	Is there a clear statement of the decision problem?

	
	Where choices have been made between data sources, are these justified appropriately?
	Is the primary decision maker specified?

	
	Has the quality of the data been assessed appropriately?
	Are the sources of data used to develop the structure of the model specified?

	
	Are the pre-model data analysis methodology based on justifiable statistical and epidemiological techniques?
	Are the structural assumptions [of the model] transparent and justified?

	
	Has the use of mutually inconsistent data been justified?
	Are the data identification methods transparent and appropriate given the objectives of the model?

	
	Does the analysis answer a question that cannot be sufficiently answered by an existing analysis?
	Where expert opinion has been used, are the methods described and justified?

	
	 
	Is the choice of baseline data described and justified?

	
	 
	Have all data incorporated into the model been described and referenced in sufficient detail?

	
	 
	Is the process of data incorporation transparent?

	
	 
	Are potential bias and limitations discussed?

	Comparators
	Have all feasible and practical options been evaluated
	Is there a clear definition of the options under evaluation?

	
	Is there justification for the exclusion of feasible options?
	 

	
	Have the results of the model been compared with those of previous models and any differences in results explained?
	 

	
	If the model has been calibrated against independent data, have any differences been explained and justified?
	 

	
	Is the intervention routinely delivered, including those regarded as best practice?
	 

	Perspective
	Are the model inputs consistent with the stated perspective?
	Is the perspective of the model stated clearly?

	Outcome Measures
	Are the outcomes of the model consistent with the perspective, scope, and overall objective of the model?
	Is the source for the utility weights referenced? 

	
	If relative treatment effects have been derived from trial data, have they been synthesized using appropriate techniques?
	Is the cost per QALY gained calculated as the difference in mean cost divided by the different in mean QALYs for 1 intervention compared with the other?

	
	Have the methods and assumptions used to extrapolate short-term results to final outcomes been documented and justified? Have alternative assumptions been explored through sensitivity analysis?
	 

	
	Have assumptions regarding the continuing effect of treatment once treatment is complete been documented and justified? Have alternative assumptions been explored through sensitivity analysis?
	 

	
	Are the utilities incorporated into the model appropriate?
	 

	
	Are the methods of derivation for the utility weights justified?
	 

	
	Are non-health effects appropriate?
	 

	Costs
	Are costs related to the perspective used?
	 

	
	Are costs valued using the prices relevant to the perspective used?
	 

	
	If contributed to the outcomes, are costs borne by people using services and the value of unpaid care included?
	 

	Time Horizon
	Is the time horizon of the model sufficient to reflect all important differences between options?
	Is the time horizon of the model, and the duration of treatment and treatment effect described and justified?

	
	Has a lifetime horizon been used? If not, has a shorter time horizon been justified?
	 

	
	Has a half cycle correction been applied to both cost an outcome? If not, has this omission been justified?
	 

	
	Is the cycle length defined and justified in terms of the natural history of disease?
	 

	Discounting
	Is the annual rate for both costs and health effects the same (3.5%)?
	 

	
	Are sensitivity analyze using rates of 1.5% for both costs and health effects presented alongside the reference-case analysis, particularly for public health interventions?
	 

	
	Analyses that use a non-reference-case discount rate for costs and outcomes may be considered if CEAs are very sensitive to the discount rate
	 

	Heterogeneity
	Has heterogeneity been dealt with by running the model separately for different sub-groups?
	If data have been incorporated as distributions, has the choice of distribution for each parameter been described and justified?

	Uncertainty
	Do the disease states (state transition model) or the pathways (decision tree model) reflect the underlying biological process of the disease in question and the impact of interventions?
	If data have been incorporated as distributions, is it clear that second order uncertainty is reflected?

	
	Are transition probabilities calculated appropriately?
	Is there evidence that structural uncertainties have been addressed via sensitivity analysis?

	
	Have methodological uncertainties been addressed by running alternative versions of the model with different methodological assumptions?
	If data are incorporated as point estimates, are the ranges used for sensitivity analysis stated clearly and justified?

	
	Are the methods of assessment of parameter uncertainty appropriate?
	 

	
	Has probabilistic sensitivity analysis been done, if not has this been justified?
	 

	
	Have the four principal types of uncertainty been addressed? If not, has the omission of particular forms of uncertainty been justified?
	 

	Equity Considerations
	Does the QALY have the same weight regardless of the other characteristics of the people receiving the health benefit?
	How were equity considerations addressed in the economic evaluation?

	
	Are equity considerations relevant to specific topics?
	 

	Other
	Is the structure of the model consistent with a coherent theory of the health condition under evaluation?
	Has the evidence regarding the model structure been described?

	
	Have any competing theories regarding model structure been considered?
	Has the process of selecting key parameters been justified and systematic methods used to identify the most appropriate data?

	
	Are the structural assumptions [of the model] reasonable given the overall objective, perspective and scope of the model?
	Are any counterintuitive results from the model explained and justified?

	
	Is the chosen model type appropriate given the decision problem and specified causal relationships within the model?
	Are the causal relationships described by the model structure justified appropriately?

	
	Has particular attention been paid to identifying data for the important parameters in the model?
	 

	
	Is there evidence that the mathematical logic of the model has been tested thoroughly before use?
	 

	
	Are the conclusions valid given the data presented?
	 





[bookmark: _Toc127893886]A7. Chapter 3. Critical assessment of economic evaluation. Drummond MF, Sculpher MJ, Claxton K, et al. Methods for the economic evaluation of health care programmes: Oxford university press 2015.
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Transparency
	Was a well-defined question posed in answerable form?
	Were the sources of all values clearly identified?

	
	Were the conclusions of the analysis based on some overall index or ratio of costs to consequences? If so, was the index interpreted intelligently or in a mechanistic fashion?
	Did the presentation and discussion of study results include all issues of concern to users?

	
	Were the results compared with those of others who have investigated the same question? If so, were allowances made for potential differences in study methodology?
	Did the study discuss the generalizability of the results to other settings and patient/client groups?

	
	Were the implications of uncertainty for decision-making, including the need for future research, explored?
	Did the study allude to, or take account of, other important factors in the choice or decision under consideration?

	
	 
	Did the study discuss issues of implementation, such as the feasibility of adopting the 'preferred' programme given existing financial or other constraints, and whether any freed resources could be redeployed to other worthwhile programs?

	Comparators
	Did the study involve a comparison of alternatives?
	Was a comprehensive description of the competing alternatives given? (i.e. can you tell who did what to whom, where, and how often?)

	
	Were any relevant alternatives omitted?
	 

	
	Was a 'do nothing' alternative considered?
	 

	
	Were relevant alternatives identified for the patient subgroups?
	 

	Perspective
	Was the study placed in any particular decision-making context?
	Was a perspective for the analysis stated?

	Outcome Measures
	Was this done through a randomized controlled clinical trial? If so, did the trial protocol reflect what would happen in regular practice?
	Were effectiveness data collected and summarized through a systematic overview of clinical studies? If so, were the search strategy and rules for inclusion or exclusion outlined?

	
	Were observational data or assumptions used to establish effectiveness? If so, were any potential biases recognized?
	Was the effectiveness of the programmes or services established?

	
	Was the valuation of consequences appropriate for the question posed?
	Were the sources of all values clearly identified?

	Costs
	Was the range wide enough for the research question at hand?
	Were the sources of resource utilization described and justified?

	
	Did it cover all relevant perspectives?
	Were any of the identified items omitted from measurement? If so, does this mean that they carried no weight in the subsequent analysis?

	
	Were capital costs, as well as operating costs, included?
	Were all the important and relevant costs and consequences for each alternative identified?

	
	Were costs and consequences measured accurately in appropriate physical units prior to valuation (e.g. hours of nursing time, number of physician visits, lost work-days, gained life-years)?
	 

	
	Were there any special circumstances that made measurement difficult? Were these circumstances handled appropriately?
	 

	
	Were market values employed for changes involving resources gained or depleted?
	 

	
	Where market values were absent, or market values did not reflect actual values, were adjustments made to approximate market values?
	 

	
	Were costs and consequences valued credibly?
	 

	
	Were the additional costs generated by one alternative over another compared to the additional effects, benefits, or utilities generated?
	 

	Time Horizon
	Did the study examine both costs and effects of the service(s) or programme(s) over an appropriate time horizon?
	 

	Discount Rate
	Were costs and consequences adjusted for differential timing?
	Was any justification given for the discount rate used?

	
	Were costs and consequences that occur in the future 'discounted' to their present value?
	 

	Heterogeneity
	 
	Were the patient population or any relevant subgroups adequately defined?

	
	 
	Was heterogeneity in the patient population recognized, for example, by presenting study results for relevant subgroups?

	Uncertainty
	If patient-level data on costs or consequences were available, were appropriate statistical analyses performed?
	Was uncertainty in the estimates of costs and consequences adequately characterized?

	
	Were the conclusions of the study sensitive to the uncertainty in the results, as quantified by the statistical and/or sensitivity analysis?
	If a sensitivity analysis was employed, was justification provided for the forms of sensitivity analysis employed and the ranges or distributions of values?
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	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Conceptualization and Structure
	Research question and modeling goals specified using literature-based information, expert knowledge, or input from stakeholders?
	Research question explicitly stated?

	
	Models and simulations based on a clear conceptual model informed by substantive knowledge and previous empirical studies?
	Modeling goals explicitly stated?

	
	Perspective dependent on the research question and the relevant stakeholders?
	 

	
	Societal or health care sector perspectives used as base cases to facilitate comparability of results across various modeling efforts? (optional)
	 

	
	Model scope consistent with the research question and modeling perspective?
	Model scope includes definition of condition or disease of interest, populations, risk factors, and diagnostic or therapeutic interventions?

	
	
	Decision models include target population, alternative strategies, decision-relevant outcome quantities, decision criteria, time horizon, and decision-making perspective?

	
	Structure of mathematical model corresponds to research question, model's scope, and modeling perspective?
	Provided rationale for chosen mathematical structure?

	
	
	Structural assumptions and computational approximations explained and justified?

	
	Comparisons among all relevant interventions to the research question and the model's
scope allowed?
	 

	
	Time horizon long enough to allow all relevant outcomes to be fully evaluated?
	 

	
	Considered nature of modeled phenomenon and convenience of (and approximation errors associated with) alternative choices when deciding how to handle time, spatial location, interactions among agents, and health states?
	 

	
	Determined targeted level of complexity (or parsimony) based on research question and model scope?
	 

	Data
	Data choices based on research question and model's scope and structure?
	Described methods for identifying and analyzing data?

	
	Obtained values for model inputs following epidemiological and statistical principles?
	Clearly reported all data sources with explicit references?

	
	Used “best evidence approach” to select data sources for model parameters?
	 

	
	Obtained estimates for influential parameters by using systematic review methods?
	 

	
	Assess risk of bias of available evidence?
	 

	
	Accounted for sources of bias when estimating values for model parameters?
	 

	
	Used formal elicitation methods to quantify expert opinion and its associated uncertainty?
	 

	
	Used appropriate methods to quantify preferences for different outcomes?
	 

	
	Subjected assumptions to stability and sensitivity analyses?
	Reported and justified assumptions required for extrapolating beyond observed data and transporting information from various data sources to a common (target) setting?

	
	Accounted for heterogeneity in statistical analyses?
	Explained heterogeneity by incorporating information on determinants of variation?

	
	Uses modeling methods that propagated uncertainty from inputs to outputs?
	 

	Model Assessment and Consistency
	Anticipated, detected, and corrected errors in the model's logic and implementation?
	Verified, describe, and explain counterintuitive model results?

	
	Performed model checks and software production quality control practices?
	 

	
	Invited topic experts to review model's structure and outputs?
	 

	
	Invited topic experts to judge whether model seems consistent with expectations?
	 

	
	Assessed consistency between model outputs and data on which the model was based?
	 

	
	Used combination of graphical and statistical methods to compare model outputs with observed results?
	 

	
	Used all of the available data during model development?
	 

	
	Considered if using future observations to assess model is appropriate based on the research question and modeling goals?
	 

	
	Updated model as new data is available, new interventions added, and understanding of investigated phenomenon improves?
	 

	
	Compared results to models addressing the same research question?
	Provided explanation of any discrepancies between new model and models addressing same research question?

	
	Transparent about model structure, computational implementation, and data?
	Reported results clearly and in a way that addresses users' needs?

	
	
	Provided detailed technical description of model structure?

	
	
	Provided description of implementation of the model in computer code?

	
	
	Provided detailed tabular presentation of model inputs together with the data sources used?

	
	Implementation of model structure and data used meets standards of reproducible
research?
	Interpreted and reported results in a way that communicates uncertainty in model outputs?

	
	 
	Provided full discloser of any potential conflicts of interest.
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	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Reference Cases & Perspectives
	Reference case analysis based on health care sector perspective reported?
	Summarized as an ICER?

	
	
	Net monetary benefit or net health benefit stated? (optional)

	
	
	Range of cost-effectiveness thresholds considered?

	
	
	Formal health care sector costs reimbursed by third-party pares or paid out-of-pocket by patients included?

	
	
	Current and future costs included?

	
	Reference case analysis based on societal perspective reported?
	Impact inventory in the form of disaggregated consequences across different sectors included?

	
	
	Medical costs included?

	
	
	Time costs of informal caregivers included?

	
	
	Transportation costs included?

	
	
	Effects on future productivity and consumption included?

	
	
	All other costs and effects outside the health care system included?

	
	
	Nonhealth consequences quantified and valued? (attempted)

	
	
	Health and nonhealth effects of interventions summarized as ICER, net monetary benefit, or net health benefit?

	
	
	One or more summary measures included?

	
	
	Items, and how they are measured and valued, clearly identified?

	
	
	Rationale for methodological decisions included?

	
	Reference case based on other perspectives reported? (optional)
	Perspective clearly stated?

	
	
	Results from other decision makers' perspectives, in addition to health care sector and societal perspectives, included?

	
	
	Primary decision maker indicated?

	
	Transparent about how analyses were conducted?
	 

	
	Conveyed how results changed with alternative assumptions?
	 

	
	Sensitivity analysis described the assumptions to which results for different perspectives are sensitive?
	 

	
	Health effects measured in QALYs?
	 

	Designing a CEA
	All aspects of the interventions that may affect their cost of effectiveness defined?
	Target population included?

	
	
	Specific technologies used included?

	
	
	Personal delivering intervention included?

	
	
	Site of delivery included?

	
	
	Whether service is "bundled" with other services included?

	
	
	Frequency of intervention included?

	
	
	Timing included?

	
	Scope of study broadly defined to encompass full range of groups of people affected by the intervention and all important consequences?
	 

	
	Subgroup analysis performed when there is heterogeneity?
	 

	
	Both reference case analyses considered full range of available feasible options, including existing practices and a do-notion option?
	 

	
	Options being compared include more than specific interventions? (optional)
	 

	
	Costs and outcomes that have little impact on estimate of cost-effectiveness or the likelihood of an intervention being cost-effective excluded but included in impact inventory?
	 

	
	Time horizon adopted long enough to capture all differences between options in relevant costs and effects?
	 

	
	Written protocol for the design and conduct of the CEA included?
	Objectives of the study and research questions stated?

	
	
	Type of economic evaluation to be conducted stated?

	
	
	Perspective stated?

	
	
	Intervention and comparators stated?

	
	
	Population under consideration stated?

	
	
	Time horizon stated?

	
	
	Sources of data stated?

	
	
	List of key assumptions included?

	
	
	Analysis plan and outcomes the analysis will assess included?

	Decision Models in CEA
	Broad conceptualization of decision problem with input from clinical and policy experts performed?
	Scope of CEA for which the model is being used clearly defined?

	
	Initial conceptualization of the model independent of the data identification phase?
	 

	
	Model represents decision problem and described in detail and transparent manner?
	 

	
	Model structure accommodates relevant consequences of the alternatives under consideration?
	 

	
	Conceptualization process iterative with the model development and parameterization phases?
	 

	
	Factors considered in consultation with the decision maker?
	Need for extrapolation?

	
	
	Need to integrate multiple data sources?

	
	Model used is appropriate for address study questions?
	Short-term fixed time horizon appropriate?

	
	
	Unit of analysis appropriate?

	
	
	Interactions between simulated individuals or other model components appropriate?

	
	Full documentation and justification of structural assumptions provided?

	
	Clear specification?
	Starting population specified? Including all subgroups?

	
	
	Specify whether a cohort of population is being analyzed?

	
	
	Rationale for analyzing a population instead of defined cohort provided?

	
	All available evidence for informing model parameters considered?
	Summarized all evidence as appropriate?

	
	
	Identified all data sources within reason?

	
	
	Justified choice of evidence used?

	
	Methods used to critically appraise sources of data for cost-effectiveness models clearly stated?

	
	Used appropriate methods to analyze or combine data from different sources?

	
	Estimated parameters using a calibration approach?
	Presented data sources used for calibration target(s)?

	
	
	Presented goodness-of-fit metric used to determine the degree of fit?

	
	
	Presented the manner in which the parameter space was searched?

	
	
	Presented the criteria used to determine that the fit was reasonable?

	
	Reported how model results are calculated?
	If individual level simulation performed, specified and justified the number of iterations per model run?

	
	
	If probabilistic sensitivity analysis is performed, specified the number of simulations per parameter set?

	
	Validation of the decision model occurring throughout conduct of a CEA?
	Described and justified how model was validated?

	
	
	Face validity included?

	
	
	Internal validity included?

	
	
	External validity included?

	
	Model descriptions detailed enough to allow for production?
	Model results presented in a disaggregated format for purposes of model transparency?

	Identifying & Quantifying the Consequences of Interventions
	Identified all types of consequences affected by the choice of interventions being compared?
	Consequences relating to survival and/or health status identified?

	
	
	Consequences relating to resource use in health sector identified?

	
	
	Consequences outside the healthcare sector identified?

	
	
	Positive consequences identified?

	
	
	Negative consequences identified?

	
	Comprehensive identification of consequences summarized in impact inventory?
	Organized consequences based on the sector to which they pertain?

	
	
	Indicated, for each of the consequences, whether consequence is included in each of perspectives used in the analysis?

	
	Decisions about which consequences to measure and value in the analysis consistent with the specified perspective of the analysis?
	 

	
	Decisions about which consequences to measure and value in the analysis reasonably balanced between expense and difficulty, and potential importance?
	 

	
	Estimates of the probabilities of frequencies of health and economic consequences associated with the alternative choices based on best available evidence?
	 

	
	Estimates of the probabilities of frequencies of health and economic consequences associated with alternatives choices in consideration of the full array of available information from either primary or secondary data sources, including corrections for sources of bias to the extent possible and in recognition of time and resources constraints?
	 

	
	Estimates of the probabilities or frequencies of health and economic consequences associated with alternative choices specific to the individuals and groups
affected by the intervention?
	 

	Valuing Health Outcomes
	A saved life year will counted as less than 1 full QALY?

	
	Quality weights preference-based, interval-scaled, and measured or transformed into an interval scale where the reference point "dead" has score of 0.0 and reference point "perfect health" has score of 1.0?

	
	Community preferences for health states used in reference case analyses?
	Generic preference based measures such as EuroQol 5D, Health Utilities Index, Short Form 6D, Quality of Well-Being used?

	
	Included sensitivity analysis that furnishes information of preferences of persons with the condition when community preferences are used and program is related to an illness or condition?
	 

	
	If distinct subgroup preferences identified that markedly affect a cost-effectives ration, reference case analyses include separate sensitivity analyses that reflect the difference?
	 

	
	Sensitivity analysis conducted to explicitly indicate how analysis ifs affect by health-related quality of life of those influenced by age, sex ,race of socioeconomic status?
	 

	
	CEA based on a health-state classification system which reflected attributes that are important for the particular problem under consideration?
	 

	
	Effects of morbidity on productivity and leisure estimated in pecuniary terms, and included in the numerator in a CEA?
	 

	Costs and Valuations of Non-Health Benefits in CEAs
	All resource use valued in monetary terms and included in the enumerator of an ICER?
	 

	
	Denominator of an ICER reflect only health as expressed in QALYs?
	 

	
	All resource use that is both germane to the analysis and non-trivial in magnitude included in the Reference Case analyses from both the healthcare sector and societal perspectives?

	
	From long-term perspective, costs in CEA reflect opportunity costs of resources used? which represent the marginal or incremental costs of resource?
	Resources used represented the marginal or incremental costs of resources, and not average costs?

	
	Full three-step approach to determining costs, entailing the identification, measurement (quantification), and valuation of resource uses? 
	Choice between micro-costing and gross-costing approaches reflects importance of precise cost estimates, feasibility, and cost?

	
	Prices that reflect opportunity costs appropriate basis for valuing changes in resources?
	Adjusted prices not adequately reflecting opportunity costs because of market distortions?

	
	
	Proxy for opportunity cost used when substantial bias is present and adjustment is not feasible?

	
	All healthcare resources consumed over patient lifetime as part of, or as a result of, an intervention valued in monetary terms and included in ICER numerator?
	 

	
	Considered all, related or unrelated, healthcare costs?
	 

	
	Fixed costs for research and development of a healthcare intervention taken into account?
	 

	
	In USA, Federal Supply Schedule (FSS) for drug prices used to reflect social marginal costs of drugs from both Reference Case analyses?
	 

	
	Costs reflected transaction prices from the perspective of the analysis In CEAs conducted from other perspectives?
	 

	
	All non-healthcare resources consumed over patient lifetime as part/result of, an intervention valued in monetary terms and included in numerator of an ICER for a Reference Case analysis from societal perspective?
	Patients' time costs included? And reflects time spent receiving an intervention?

	
	
	If time spent receiving intervention has significant  positive/negative impact on health-related
quality of life, impact incorporated into the denominator of an ICER and left time component in numerator?

	
	
	Caregivers' formal and informal time costs included? And viewed as productive time and valued with
the marginal pre-tax wage rate plus fringe benefits in the formal caregiver market?

	
	
	Productivity benefits (time spent in formal labor markets, informal labor markets, and household production) included? And valued using marginal pre-tax wage rate plus fringe benefits?

	
	
	Consumption costs reflecting non-healthcare consumptions included? And considered only where there is differential survival across comparator interventions?

	
	
	Friction/administrative costs included?

	
	
	Relevant costs from all other sectors included?

	
	
	Costs transferred from one section of population to another left out?

	
	
	Intrinsic nonhealthcare benefits included?

	
	Degree to which marginal wage rates, tax rates, and fringe benefit rates stratified based on age, sex, and/or disease conditions and dependent on needs of the decision makers?
	Distributional consequences of such an approach discussed?

	
	CEAs conducted in constant dollars that removed general price inflation?
	 

	
	If the prices in question change at a rate different from general price levels, variation reflected in the adjustments used?
	 

	
	For non-healthcare sector expenditures, the regular Consumer Price Index (CPI) used?
	 

	
	Costs used reflects costs in the jurisdiction where the intervention is or will be implemented?
	 

	
	Costs discounted at the same rate as health effects?
	 

	Evidence Synthesis for Informing CEAs
	CEA and evidence synthesis team (if separate) coordinated to refine the scope and goals of the evidence synthesis?
	 

	
	Identified important model results or critical to perceived validity of the model parameters?
	 

	
	Provided analytical description and a critique of the evidence base?
	 

	
	Quantitative evidence syntheses used methods that modeled statistical variability of data, allowed between-study heterogeneity, and yielded consistent estimates for all parameters?
	 

	
	Evidence synthesis explicit about whether and how bias in each study and across studies was handled?
	 

	
	Evidence synthesis explicit about whether and how estimates were adjusted for transferability?
	 

	
	Enumerate scenarios for sensitivity analyses for (i) structure and (ii) parameter values based on the findings of the qualitative synthesis and assumptions made when accounting for/dealing with biases and transferability of estimates in the quantitative synthesis?
	 

	Discounting in CEAs
	Costs and health effects of all interventions expressed in terms of present value to society?
	 

	
	Costs and health consequences discounted at the same rate?
	 

	
	Discount rate subject to review, and possible revision, over time in light of significant changes in the underlying economic data?
	3% used in base case analyses from both Reference Case perspectives for at least the next 10 years?

	
	Sensitivity analyses conducted on the discount rate used in a CEA?
	 

	Reflecting Uncertainty in CEAs
	Clear report regarding what has been assumed about decision makers’ policy options, including those relating to decision delay and further research?
	 

	
	Specifications of all forms of sensitivity analysis justified on the basis of the available evidence?
	 

	
	Very little information on a parameter reflected in a broad range of possible values in the form of a distribution for PSA and a range for deterministic sensitivity analysis?
	Parameters not excluded from uncertainty analysis on grounds that there is insufficient information to estimate uncertainty?

	
	For PSA, continuous distributions characterize uncertainty realistically over theoretical range of the parameter? Transparent about choice and specification of distribution for each parameter?
	 

	
	Correlation among parameters considered?
	 

	
	Structural uncertainties tested in uncertainty analysis?
	 

	
	Scenario analysis undertaken when uncertainty analysis not possible?
	 

	
	Decision uncertainty presented using probabilities for specified cost-effectiveness
thresholds?
	If structural uncertainties left unparameterized, probabilities for each scenario relating to the structural uncertainty presented?

	
	
	If cost-effectiveness acceptability curves (CEACs) used, curves for each option plotted on the same graph, together with a cost-effectiveness acceptability frontier (CEAF)?

	
	Expected value of information analysis used to guide decision making under uncertainty? Considered other factors with potential relevance to decisions?
	Included likelihood that research will be undertaken if an intervention is generally funded compared with being funded only in the context of research?

	
	
	Included extent of irreversible costs being incurred in delivering a new intervention?

	
	
	Included extent of irreversible costs being incurred in delivering a new intervention?

	Ethical & Distributive Considerations
	Significant accommodation likely to disability states being evaluated reflected in alternative values for relevant health states and examined in sensitivity analyses?
	 

	
	When comparing alternative life-extending interventions that would benefit patients of substantially different ages, gave greater weight to benefitting the patients who had significantly fewer life years or QALYs if they do not receive treatment? Conducted sensitivity analysis to illustrate the impact.
	 

	
	Where CEA is of alternatives providing significant benefits to persons in very different initial states of health, considered giving some priority to worse off potential beneficiaries? Conducted sensitivity analysis to illustrate the impact of alternative assumptions?
	 

	
	When CEA compares alternatives that provide large benefits to some individuals with other alternatives that provide much smaller benefits to a much larger number of individuals, considered giving greater priority to the alternatives that concentrate benefits or disperse burdens? Highlights this issue when important?
	 

	
	When CEA favors one group of beneficiaries over other potential beneficiaries based on a small difference in cost-effectiveness ratios, considered whether mitigating factors cited in the text reduce the fair chances problem. Highlighted and discuss this issue when important?
	 

	
	Assessed whether CEA significantly discriminates against disabled patients on the basis of their disabilities and how that discrimination?
	 

	
	When recommending departure from most cost-effective alternative on ethical grounds, considered reduced benefits or increased costs to others of doing so?
	 

	Reporting Cost-effectiveness Analyses
	CEAs documented in two parts? Journal article and a comprehensive technical appendix?
	 

	
	For peer review, editors requested and authors submitted technical appendix together with journal article to assist reviewers in assessing the study’s methodology?
	 

	
	Structured abstract for the journal article included?
	 

	
	Impact Inventory reported in the journal article? Additional perspectives beyond Reference Case perspectives explicitly identified in journal report?
	 

	
	Provided sufficient detail on study design, type of analysis, and modeling approach, inputs, and assumptions to enable replication of the analysis?
	 

	
	Include essential descriptors of preference elicitation method used to measure preference weights?
	Direct or indirect (multi-attribute) elicitation method included?

	
	
	Elicitation task or measurement system employed included?

	
	
	If weights reflect community-based preferences or not included?

	
	Highlight the Reference Case results? Key sensitivity analyses conducted with respect to the Reference Case assumptions?
	 

	
	For undominated strategies, ICERs reported in increasing order of cost and effectiveness?
	 

	
	ICERs not reported for options ruled out because of dominance or extended dominance?
	 

	
	ICERs for current analysis are compared to available ICERs for other interventions that compete for resources with the intervention being considered?
	 

	
	Discussion section included a description of any significant ethical implications of the CEA results?
	 

	
	Disclosed any potential conflicts of interest relevant to the analysis, including funding source, whether or not this is required by the publisher?
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	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Abstract
	Included all elements into a structured abstract in the journal article?
	 

	
	Succinctly stated the research questions specific to the analysis?
	Objective?

	
	Listed all interventions and comparators included in the analysis? Identified time frame of the interventions?
	Intervention(s) and comparator(s)?

	
	Identified age range(s), clinical characteristics and other characteristics for all subgroups evaluated in the analysis?
	Target population?

	
	Identified whether the analysis uses the Reference case perspectives and any alternative perspectives presented?
	Perspective(s)?

	
	Specified time horizon?
	Time horizon(s)?

	
	Specified discount rates?
	Discount rate?

	
	Specified costing year?
	Costing year?

	
	Described whether this is a trial-based or model-based analyses? For model-based, briefly described model type (e.g. decision tree, state-transition, microsimulation, discrete event) and size and characteristics of simulated population?
	Study design?

	
	For model-based, briefly described model type (e.g. decision tree, state-transition, microsimulation, discrete event) and size and characteristics of simulated population?
	

	
	Did analysis meet Reference Case requirements?
	

	
	Described types of data sued to derive inputs for analysis? (e.g. primary data, secondary data, administrative data, and/or unpublished trial data)
	Data sources?

	
	Listed primary and secondary outcome measures? (e.g. ICER in $/QALY, $/LY, or $/clinical endpoint; total costs; total QALYs for specified cohort; population level outcomes)
	Outcome measures?

	
	Briefly described results for primary outcome measure(s) and notable results? (e.g. deaths averted, hospitalizations averted, specific subcategories of costs) Identified any substantial changes in non-healthcare-sector consequences?
	Results of base-case analysis?

	
	Briefly described whether the results are robust to changes explored in uncertainty analyses?
	Results of uncertainty analysis?

	
	Described important limitations or controversial assumptions of the analysis?
	Limitations?

	
	Summarized key clinical or policy conclusions?
	Conclusions?

	Introduction
	 
	Stated background of the problem?

	Study Design and Scope
	All aspects of the interventions that may affect their cost of effectiveness was defined for the analysis?
	Objectives?

	
	
	Audience?

	
	
	Type of analysis?

	
	
	Target population(s)?

	
	
	Description of interventions and comparators?

	
	
	Other intervention descriptors? (e.g. care setting, model of delivery, intensity and timing of intervention)

	
	
	Boundaries of the analysis?

	
	
	Analytic perspectives? 

	
	Time horizon long enough to capture all differences between options in relevant costs and effects?
	Time horizon(s)?

	
	Scope of study defined broadly enough to encompass full range of groups of people affected by intervention and all important consequences?
	 

	
	Reference case perspectives included? (e.g. healthcare sector, societal) Other perspectives such as employer or payer included?
	Whether this analysis meets requirements of the reference case?

	
	
	Analysis plan?

	
	Both Reference Case analysis considers full range of available and feasible options, including existing practice (status quo) and do-nothing option? 
	 

	
	In all cases, options specified as mutually exclusive options and be compared using incremental CEA?
	 

	
	Costs and outcomes that have little impact on the estimate of cost-effectiveness or the likelihood of an intervention being cost-effective  excluded from analysis?
	 

	
	Conducted subgroup analyses to present differences due to heterogeneity in estimates of cost-effectiveness between different subpopulations? 
	 

	
	Developed written protocol for the conduct of the CEA?
	Protocol included objectives, research questions, type of economic evaluation, perspective, intervention and comparators, population, time horizon, data sources, key assumptions, analysis plan, and outcomes plan will assess?

	
	Updated protocol as study progressed?
	

	
	Performed broad conceptualization of decision problem with input from clinical and policy experts?
	 

	
	Initial conceptualization of model independent of the data and identification phase?
	 

	
	Model appropriate for addressing study questions?
	 

	
	Fully documented and justified structural assumptions?
	 

	
	Considered all available evidence for informing model parameters and used summary of that evidence where appropriate?
	 

	Methods and Data
	 
	Explicitly stated primary and secondary outcomes of interest?

	
	Study traced sequence of events, describing links between intervention, its short-term effects, longer term events and final outcomes?
	Provided table or set of tables reporting quantitative values for parameter inputs, including any associate distributional assumptions and sources?

	
	Appropriate methods used to critically appraise sources of data?
	 

	
	Trial-based or model-based analysis?
	Description of event pathway/model (describe condition or disease and health states included)

	
	For model-based analysis:
	Diagram of event pathway/model (depicting the sequencing and possible transitions among health states included)

	
	
	Description of model used (e.g. decision tree, state transition, microsimulation)

	
	
	Modeling assumptions?

	
	
	Software used?

	
	Used 3% discount rate for both costs and health effects?
	 

	
	Identification of key outcomes?
	 

	
	Complete information on sources of effectiveness data, cost data, and preference weights?
	 

	
	Methods for obtaining estimates of costs and preference weights?
	 

	
	Critique of data quality?
	 

	
	All resource use valued in monetary terms and included in the numerator of an ICER
	Statement of cost year (year to which all costs have been adjusted for the analysis)?

	
	
	Statement of method used to adjust costs for inflation?

	
	
	Statement of type of currency?

	
	One reference case analysis on a healthcare sector perspective and another reference case analysis based on a societal perspective?
	Source and methods of obtaining expert judgment (if applicable)?

	
	Included essential descriptors of preference elicitation method used to measure preference weights: direct or indirect elicitation method, elicitation task or measurement system employed, if weight reflect community-cased preferences or not?
	 

	Impact Inventory
	Full accounting of consequences within and outside of the healthcare sector?
	Longevity effects?

	
	
	Health-related quality of life effects?

	
	
	Other health effects (e.g. adverse events and secondary transmission of infections)?

	
	
	Medical costs (third party payer, out of pocket, future related medical costs, and future unrelated medical costs)

	
	For informal health care sector and non-healthcare sector perspectives:
	Patient time costs?

	
	
	Unpaid caregiver time costs?

	
	
	Transportation costs?

	
	
	Labor market earnings lost?

	
	
	Cost of unpaid lost due to illness?

	
	
	Cost of uncompensated household production?

	
	
	Future consumption unrelated to health?

	
	
	Cost of social services as part of intervention?

	
	
	Number of crimes related to intervention?

	
	
	Cost of crimes related to intervention?

	
	
	Impact of intervention on education achievement of population?

	
	
	Cost of intervention o home improvements?

	
	
	Production of toxic waste of pollution by intervention?

	Results
	Model calibration and validation conducted?
	Results for model validation?

	
	Technical appendix describes tests performed to demonstrate accuracy of programming and established face validity of the model calculations and checks for internal and external validity?
	

	
	Discounted and undiscounted reference case results?
	Total costs and effectiveness?

	
	
	Incremental costs and effectiveness?

	
	
	Incremental cost-effectiveness ratios

	
	
	Measure(s) of uncertainty?

	
	
	Disaggregated results for important categories of costs, outcomes or both?

	
	
	Graphical representation of cost-effectiveness results?

	
	
	Graphical representation of uncertainty analysis?

	
	
	Aggregate costs and effectiveness information?

	
	
	Secondary analyses?

	
	Key sensitivity analyses conducted with respects to Reference Case assumptions?
	Results of sensitivity analysis? 

	
	
	Other estimates of uncertainty?

	
	Totals allowed reader to follow and reproduce computations?
	How model results were calculated?

	
	ICERs reported in increasing order of cost and effectiveness?
	 

	
	ICERs reported as costs per unit of analysis?
	 

	
	Each Intervention compared to the next most effective option after eliminating dominated options?
	 

	
	Quality weights preference-based, interval-scaled, and measured or transformed onto an interval scale where reference point "dead" has score of 0.0 and reference point "perfect health" has score of 1.0?
	 

	
	Used community preferences for health states in Reference Case analysis? Generic preference0based measures recommended. 
	 

	Disclosures
	 
	Statement of any potential conflicts or interests relating to fund source, collaboration or outside interests?

	Discussion
	 
	Summary of Reference Case results?

	
	 
	Summary of sensitivity of results to assumptions and uncertainties in the analysis?

	
	 
	Discussion of the study results in the context of results of related CEAs?

	
	 
	Discussion of ethical implications? (e.g. distributive implications relating to age, disability, or other characteristics of the population)

	
	 
	Limitations of the study?

	
	 
	Relevance of study results to specific policy questions or decisions?

	Technical Appendix
	Provided enough detail on methods and data sources to that , along with the main journal report, analysis can reasonably replicate the analysis?
	Detailed description of models, transitions among health states, validation and calibration, micro-costing, approaches, elicitation of health utility values, additional sensitivity and scenario analyses, intermediate outcomes and disaggregated results?
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	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Transparency
	Were equity considerations presented transparently to make it feasible for decision-makers to substitute different weights?
	Is the target population clearly specified?

	
	Do the investigators have independence regarding methodological considerations at all stages of the study, and have the right of publication in the journal of their choice?
	Was the perspective broken down into those of other relevant viewpoints, including that of the primary decision-maker?

	
	 
	Was a comprehensive listing of assumptions and associated rationale contained within the explanation of the methodology for the analysis?

	
	 
	Were funding and reporting relationships clearly described?

	Comparators
	Is the treatment under study compared to one or more relevant alternative treatments? (may include "do nothing" alternative)
	 

	
	Was the treatment should be compared with both existing practice and minimum practice?
	 

	Perspective
	Was the viewpoint a comprehensive societal perspective?
	Is the study report from a comprehensive societal perspective?

	
	Was the perspective consistent on both sides of the cost-outcome ratio? (i.e. in both the numerator and the denominator)
	 

	Outcome Measures
	Are incremental costs compared to the incremental outcomes as measured in physical or natural units?
	Are effects reported as increments and as totals?

	
	Was a processed established within each disease category to agree upon standard clinical outcomes? 
	Were all assumptions used in such extrapolation techniques
stated explicitly and thoroughly tested with sensitivity analysis?

	
	Does the study report on drug effectiveness rather than efficacy?
	Were all results reported in disaggregated detail first, with aggregations and the use of value judgments (e.g. preference scores) being introduced as late as possible?

	
	If HRQOL is being included in a prospective study as an outcome, was one instrument of the following three types used: specific measures, generic profiles, and preference-based measures?
	Was a probability tree of clinical outcomes should be provided for the relevant alternatives

	
	If the study used QALYs, was the same methodology used? For example, the same QALY weights, the same
perspective, the same discount rate, etc.
	 

	Costs
	Were all direct health care costs, social services costs, spillover costs on other sectors, and costs that fall on the patient and family included?
	Are costs reported as increments and as totals?

	
	Were economic definitions of costs used and the concept of opportunity cost recognized? 
	Was a probability tree of the therapeutic pathway which describes all relevant downstream events provided, when appropriate?

	Time Horizon
	Was every effort should be made to extend the analytic horizon to capture all relevant outcomes?
	Was the structure and rationale of the horizon model presented?

	
	Was the time horizon applied to both costs and outcomes?
	 

	Discounting
	Were future outcomes discounted at the same rate as costs?
	If the study differentiated between discount rates for outcomes and costs, were these results presented as a supplementary analysis and the relevance fully explained?

	
	Was the base case discount rate 5% per year?
	 

	
	Was a 3% discount rate for comparability with future
studies considered?
	 

	Heterogeneity
	If cost-effectiveness is compromised by an inadequate sample size, was a subgroup analysis investigated?
	Were any investigations of subgroups, disease subtypes, severity levels, comorbidity groups clearly identified by an explicit hypothesis in the study protocol? 

	
	Is the magnitude of the observed difference in subgroup responses clinically important (so that it would lead to different treatment recommendations for each subgroup?)
	 

	
	Was the observed difference in subgroup responses statistically significant?
	 

	
	Did a hypothesis that the subgroups ought to differ precede rather than follow the analysis?
	 

	
	Was this subgroup analysis one of a small number of subgroup analyses performed in the study?
	 

	
	Was the observed difference in subgroup responses suggested by comparisons within a study (as opposed to between two studies)?
	 

	
	Was the observed difference in subgroup responses consistent across two or more studies?
	 

	
	Is there indirect (e.g. biologic) evidence to support the hypothesized difference in subgroup responsiveness?
	 

	Uncertainty
	Was the discount rate varied in a sensitivity analysis with a discount rate of 0% (no discounting) at minimum?
	Did the study clearly address the issue of uncertainty?

	
	If subgroups differ in any controversial or discriminatory fashion, was a sensitivity analysis used?
	 

	
	Were sampling errors dealt with by making use of confidence intervals?
	 

	
	For each important assumption, were alternative plausible assumptions included?
	 

	Equity Considerations
	Did the study identify which groups of individuals would be the main beneficiaries if the program were implemented?
	Are all equity assumptions, whether implicit or explicit, highlighted in any analysis intended for use in the resource allocation process?

	
	 
	Were results presented using equal weights for all lives, life-years or QALYs?






[bookmark: _Toc127893891]A12.  Neumann PJ, Willke RJ, Garrison LP, Jr. A Health Economics Approach to US Value Assessment Frameworks-Introduction: An ISPOR Special Task Force Report [1]. Value Health 2018;21(2):119-23. doi: 10.1016/j.jval.2017.12.012
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Recommendation I: Be explicit about decision context and perspective in value assessment frameworks.
	Clearly articulated value construct and the perspective and decision context? and to be well validated and reliable  within that construct and  context?
	 

	
	Value construct and the perspective and decision context well validated and reliable within that construct and  context?
	 

	
	Perspective reﬂected (at minimum) those who ultimately pay for care (e.g. enrollees, employees, taxpayers) 
	 

	Recommendation II: Base health plan coverage and reimbursement decisions on an evaluation of the incremental costs and beneﬁts of health care technologies as is provided by CEA
	Results measured by cost per QALY?
	 

	Recommendation III: Develop value thresholds to serve as one important input to help guide coverage and reimbursement decisions
	Considered a value threshold, limits or ranges?
	 

	Recommendation IV: Manage budget constraints and affordability on the basis of cost-effectiveness principles
	Conducted budget impact analysis? (optional)
	Reported adjustment costs of reducing spending on, or replacing, existing technologies?

	
	
	Reported health and cost impact of delaying or staging implementation of new technologies?

	
	
	Reported cost-effectiveness ratios of existing technologies relative  to that of the  innovation?

	Recommendation V: Test and consider using structured deliberative processes for health plan coverage and reimbursement decisions
	Emphasized structure and transparency?
	 



[bookmark: _Toc127893892]A13.  Institute for Clinical and Economic Review. 2020-2023 Value Assessment Framework 2020 [Available from: https://icer.org/wp-content/uploads/2022/01/ICER_2020_2023_VAF_120821.pdf].
	Quality Domains
	Methodological Attributes
	Reporting Attributes

	Transparency
	Conducted and referenced systematic literature reviews with meta-analyses?
	Is the goals of the analysis, specific to the topic area stated?

	
	When infeasible or impractical to a conduct systematic review, justified data sources used?
	Stated the software (including version number) used to develop the model?

	
	Identified key data and structural assumptions in a table along with rationale for each?
	For each effect captured in the model, stated the method for identifying the treatment effect estimates?

	
	Conducted internal validation checks using validation checklist?
	Stated and justified any corrections for biases or adjustments for transferability in the estimates used in the model?

	
	Compared base case results to those from other published analyses?
	Stated assumptions related to the natural history of disease?

	
	 
	Stated assumptions related to whether there is an associated change in health or additional cost associated with each consequence?

	
	 
	Stated assumptions related to the extrapolation of short-term data to longer time horizons?

	
	 
	Stated assumptions related to linking intermediate outcomes to long-term outcomes?

	
	 
	Stated assumptions related to extrapolation to other populations?

	
	 
	Stated assumptions related to the adherence and treatment discontinuation?

	
	 
	Stated assumptions related to calculations of treatment costs, as appropriate?

	
	 
	Stated assumptions related to which transitions each intervention is assumed to affect?

	
	 
	Describe the limitations of the evidence and analysis

	
	 
	Described internal validation checks?

	Target Population
	 
	Is the population(s) and setting(s) in which the interventions are to be used described?

	
	 
	Are any subpopulation(s) specified and defined?

	Intervention
	Identified all downstream effects of the intervention(s) as they relate to health, resource use, and other economic impacts (healthcare sector and societal)?
	Are the health care intervention(s) being evaluated (components, dose, duration, etc.) clearly described?

	
	Effects of interventions include those that are intended and unintended, both positive and negative?
	Listed all effects of interventions in the Impact Inventory?

	
	 
	Specified the effects of the interventions included in each of the analytic perspectives?

	
	 
	If applicable, justified the rationale for not including any intervention effect in the analysis?

	
	 
	Defined the pathway of events that stem from how the use of the intervention(s) or comparator(s) relates to each effect included in the analysis?

	
	 
	Include conceptual schematic of model?

	Comparators
	Compared to available and feasible relevant alternative treatments, including specific active comparators, “usual care” (i.e., the treatments currently generally used), or a “do-nothing” option, as appropriate?
	 

	Perspective
	Is the health care sector perspective the default perspective?
	 

	
	If societal perspective is used as scenario analysis, are the net productivity impacts estimated and includes all relevant societal impacts to the extent possible?
	 

	Outcome Measures
	Are costs (undiscounted and discounted) included?
	For each intervention and comparator, presented the following results in tables:
o Costs, including intervention/comparator costs, other health care costs and total costs (discounted)
o Costs, including intervention/comparator costs, other health care costs and total costs (undiscounted, by year for years 1-5)
o Life-years (discounted)
o QALYs (discounted)
o Additional clinical effectiveness measure(s) as appropriate (e.g., hospitalizations avoided)

	
	Are life-years (undiscounted and discounted) included?
	For each intervention relative to its comparator(s), present the following point estimate results in tables:
o Incremental cost per LY
o Incremental cost per QALY
o Incremental cost per other effectiveness measure

	
	Are quality-adjusted life years (QALYs, undiscounted and discounted) used?
	 

	
	Are other natural outcomes (e.g., hospitalizations avoided), used when feasible?
	 

	
	Are results given as cost per quality-adjusted life year (QALY)?
	 

	
	If mortality effects, are cost per life years used?
	 

	
	Cost per consequence (e.g., cost per hospitalization avoided) used when appropriate and feasible?
	 

	Costs
	Included all relevant resources and costs based on the health system payer perspective?
	Stated costs paid by third-party payers?

	
	Used Federal Supply Schedule (FSS) prices if SSR net prices not available?
	Stated if costs paid out of pocket by patients are included (or cannot be determined as excluded)?

	
	Used publicly available data for other health care costs?
	Identified any excluded costs, and rationale?

	
	Applied estimate of provider mark-up for hospital- or clinic-administered drugs from literature or other sources?
	Describe source of resource utilization and cost data?

	
	Converted all costs to current-year US dollars, using the Personal Health Care (PHC) Expenditure deflator developed by the Centers for Medicare and Medicaid Services (CMS)3 for healthcare expenditures and general CPI for non-healthcare costs?
	 

	
	Used payer-specific discounts if payer mix is known?
	 

	
	If potential discount range is provided, use conservative end of the range for discount price?
	 

	
	If no estimate from manufacturers, used average discount for SSR net prices of drugs in same class or considered analogs?
	 

	
	If no estimate from manufacturers and no analogs, use average discount for brand drugs from IMS cost trends reports?
	 

	Time Horizon
	Is the lifetime time horizon the default?
	Is the time horizon clearly stated?

	
	If time horizon is shorter than lifetime, is it long enough to capture all relevant differences in future costs and outcomes associated with treatments being compared, and rationale for shorter duration?
	 

	Discounting
	Discounted 3% per year for both costs and outcomes?
	 

	Uncertainty
	Conducted one-way sensitivity analysis?
	If using URD framework, acknowledged and highlight additional uncertainty in translating patient outcomes into quality-adjusted life year (QALY) measures?

	
	Conducted threshold analyses for intervention prices to achieve $50,000, $100,000, and $150,000 per QALY?
	Presented results in tornado diagrams of one-way sensitivity analyses?

	
	Derived expected values of costs and outcomes for each intervention through probabilistic analysis, using sufficient sampling to reflect distributional uncertainty?
	Reported % achieving $50,000, $100,000 and $150,000 per QALY thresholds?

	
	Conducted scenario analyses where evidence on distinct subgroups is available, conduct a stratified analysis and present results for each subgroup?
	Included discussion of the influence of lower utilities for individuals with chronic severe conditions on $/QALY?

	
	Conducted scenario using (modified) societal perspective?
	 

	
	When major impact of intervention is to extend life with a chronic and severe condition, compared $/LY with $/QALY?
	 

	
	Conducted other scenarios as appropriate? (e.g., different age cohorts, risk levels, long-term effectiveness, time horizons, utility scales/functions, survival functions, payment strategies)
	 

	Health Measures and Valuation
	Do health preferences reflect those of the general US population (preferably)?
	Provide rationale if patients with the condition, individuals at heightened disease risk, or a different population is used?

	
	When there are challenges translating outcome measures used in clinical trials and available patient‐reported data into QALYs, conducted a search for “mapping” studies that allow translation of surrogate outcomes into quality of life measures?
	Described health preferences source/measurement (usually from an indirect method of measurement based on a generic classification system, e.g., EQ-5D-5L)?

	
	 
	Discussed validity of mapping studies and translation into QALYs, as well as rationale for choosing?

	Type of Model
	Are how events over time are handled (e.g., health states that include event history or number of years in a state, as appropriate) specified?
	Is the model type (e.g., decision tree, state transition, microsimulation, dynamic transition, dynamic simulation) clearly described?

	
	Is the unit of analysis (e.g., individual, cohort, population) specified?
	Was it stated if the model is an existing model or if it was developed de novo?

	
	Are whether and how individuals can interact with others in the model specified?
	 

	
	Reviewed feedback from external stakeholders to assess model validity
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[bookmark: _Toc127893894]Table B1. The Initial List of 36 Quality Attributes for Methods Criteria
	Quality Domain
	Attribute
	Attribute Description
	Original Importance Score
	Rescaled LL
	Rescaled UL
	Included in Final 24 Items? †

	01.      Decision problem and scope
	1
	The analysis answers an important question for decision-making.
	3.9
	3.24
	4.54
	Yes

	01.      Decision problem and scope
	2
	The study objective (decision problem) is measurable.
	4.8
	4.24
	5.37
	Yes

	02.      Intervention and comparator(s)
	3
	All feasible options are evaluated, including existing practices and a "do-nothing" option, as appropriate.
	2.3
	1.89
	2.74
	No

	02.      Intervention and comparator(s)
	4
	Comparator is the best possible option that appropriately measures the opportunity cost of using the new treatment.
	3.0
	2.60
	3.54
	Yes

	03.      Perspective
	5
	Analytic perspective is appropriate to answer the research question posed.
	3.7
	3.28
	4.17
	Yes

	03.      Perspective
	6
	Analysis is conducted from a Reference Case perspective. (Note: A reference case analysis specifies a set of standard methodologies considered by a specific decision body or practice guidelines).
	1.8
	1.55
	2.10
	No

	04.      Population
	7
	The scope of the study encompasses all populations affected by the intervention.
	0.8
	0.68
	0.95
	Yes, Rescued

	05.      Outcome measures
	8
	Health outcomes are measured in health metrics that aggregate survival and health-related quality of life or disability (e.g., QALY or DALY).
	2.8
	2.34
	3.26
	Yes

	05.      Outcome measures
	9
	Major adverse outcomes are included.
	2.6
	2.32
	2.97
	No

	06.      Time Horizon
	10
	Time horizon is sufficient to reflect all important differences between intervention(s) and comparator(s).
	3.6
	3.10
	4.04
	Yes

	07.      Discounting
	11
	Costs and health effects that occur in the future are discounted to their present value using a recommended discount rate.
	1.2
	1.00
	1.37
	Yes, Rescued

	07.      Discounting
	12
	Costs are discounted at the same rate as health effects.
	0.7
	0.59
	0.82
	No

	08.      Modeling
	13
	The chosen model type is appropriate to address study questions.
	5.1
	4.54
	5.68
	Yes

	08.      Modeling
	14
	Structure of the model reflects the underlying health condition and the impact of interventions.
	6.7
	6.12
	7.30
	Yes

	08.      Modeling
	15
	Modeling assumptions are reasonable given the underlying data.
	4.4
	3.92
	4.99
	Yes

	08.      Modeling
	16
	Need for extrapolation and/or need to integrate multiple data sources are considered.
	2.9
	2.54
	3.34
	Yes

	08.      Modeling
	17
	Model validation - including an assessment of the model structure, assumptions, data, and results - is conducted.
	6.4
	5.74
	7.00
	Yes

	09.      Data inputs and evidence synthesis
	18
	A "best available evidence" approach is used to select data sources for model parameters (e.g., conducted or references systematic reviews/meta-analysis).
	5.1
	4.51
	5.72
	Yes

	09.      Data inputs and evidence synthesis
	19
	Data inputs are generated by appropriate statistical and epidemiological techniques.
	4.3
	3.82
	4.84
	Yes

	09.      Data inputs and evidence synthesis
	20
	Quality of the data, including sources of bias, are assess appropriately.
	4.7
	4.22
	5.28
	Yes

	10.      Consequences
	21
	Consequences of interventions included are consistent with the analytic perspective.
	2.6
	2.24
	2.89
	No

	10.      Consequences
	22
	Major consequences affected by the choice of interventions being compared are identified.
	4.0
	3.54
	4.57
	Yes

	11.   Utilities (preference measures)
	23
	Generic preference-bases measure is used. (e.g., EQ-5D, SF-6D, HUI, QWB).
	1.1
	0.90
	1.25
	No

	11.   Utilities (preference measures)
	24
	Methods of derivation for the utility weights are justified.
	1.5
	1.26
	1.68
	No

	11.   Utilities (preference measures)
	25
	Health preferences reflect those of the jurisdiction(s) of interest (as specified in the decision problem).
	1.8
	1.49
	2.07
	Yes, Rescued

	12.   Costs and resource use
	26
	Resource use that is non-trivial in magnitude are included in the Reference Case analysis.
	1.5
	1.25
	1.70
	Yes, Rescued

	12.   Costs and resource use
	27
	CEAs are conducted in constant dollars that remove general price inflation.
	0.6
	0.50
	0.68
	No

	13.   Analysis
	28
	Incremental analyses are conducted (i.e., the additional costs generated by one alternative over another are compared to the additional effects generated).
	2.8
	2.36
	3.21
	Yes

	13.   Analysis
	29
	ICERs are obtained by comparing each intervention to the next most effective option, after eliminating dominated options.
	2.8
	2.37
	3.33
	Yes

	13.   Analysis
	30
	Probabilistic sensitivity analysis is conducted to account for uncertainty in input parameters simultaneously.
	2.7
	2.31
	3.10
	Yes

	13.   Analysis
	31
	One-way sensitivity analysis is conducted to account for uncertainty in individual input parameters.
	1.5
	1.30
	1.81
	No

	13.   Analysis
	32
	Alternative modeling choices and assumptions (structural uncertainty) are explored through additional sensitivity analysis (i.e., scenario analysis).
	3.2
	2.76
	3.68
	Yes

	13.   Analysis
	33
	Heterogeneity (i.e., variability in sociodemographic and/or biological characteristics between patients) in the analyses is accounted for (e.g., subgroup analyses).
	1.6
	1.40
	1.89
	No

	13.   Analysis
	34
	Expected value of information analysis is used to guide decision making under uncertainty.
	0.6
	0.53
	0.75
	No

	13.   Analysis
	35
	Half cycle correction is applied to both cost and outcome.
	0.3
	0.28
	0.39
	No

	14.   Equity considerations
	36
	Relevant equity or distributional considerations are taken into account.
	0.7
	0.60
	0.82
	Yes, Rescued

	Total
	
	
	100.0
	
	
	


† We applied two criteria to select the set of quality attributes deemed most important to evaluate CEA quality among the original 36 quality attributes.  First, we selected the top half of the attributes that exceeded the median importance score (2.7 for methodology and 2.6 for reporting from the original 36-attributes model) for each assessment. The second criterion was “rescue”, where we rescued the highest-scoring attribute for domains in which none of their attributes met the first criterion.  


[bookmark: _Toc127893895]Table B2. The Initial List of 36 Quality Attributes for Reporting Criteria
	Quality Domain
	Attribute
	Attribute Description
	Original Importance Score
	Rescaled LL
	Rescaled UL
	Included in Final 24 Items? †

	01.      Decision problem and scope
	1
	The study objectives (or decision problems) are clearly stated.
	5.5
	4.86
	6.11
	Yes

	01.      Decision problem and scope
	2
	The primary decision maker (or a relevant system in which the decisions need to be made) is indicated.
	1.3
	1.07
	1.51
	No

	02.      Intervention and comparator(s)
	3
	All aspects of the interventions that may affect their cost-effectiveness are defined (e.g., frequency of delivery, setting of delivery, specific technologies used).
	5.9
	5.22
	6.50
	Yes

	02.      Intervention and comparator(s)
	4
	Comparator(s) are clearly stated.
	5.1
	4.52
	5.61
	Yes

	03.      Perspective
	5
	Perspective is clearly stated.
	3.4
	2.96
	3.80
	Yes

	04.      Population
	6
	Target population is clearly stated.
	3.3
	2.93
	3.75
	Yes

	04.      Population
	7
	Subgroups are listed.
	1.0
	0.83
	1.12
	No

	05.      Outcome measures
	8
	Primary outcome measure(s) are clearly stated.
	4.7
	4.17
	5.24
	Yes

	05.      Outcome measures
	9
	Incremental cost-effectiveness ratios (ICERs) are reported.
	3.6
	3.07
	4.15
	Yes

	06.      Time Horizon
	10
	Time horizon is clearly stated.
	2.6
	2.33
	2.91
	Yes

	07.      Discounting
	11
	Discount rate is clearly stated.
	1.3
	1.11
	1.46
	Yes, Rescued

	08.      Modeling
	12
	Type of model used is clearly stated.
	3.3
	2.81
	3.73
	Yes

	08.      Modeling
	13
	Justification of modeling choices and assumptions are provided.
	6.1
	5.48
	6.81
	Yes

	08.      Modeling
	14
	Model descriptions are detailed enough to allow for replication.
	7.3
	6.62
	8.02
	Yes

	08.      Modeling
	15
	Description of how model was validated is provided.
	2.8
	2.40
	3.28
	Yes

	08.      Modeling
	16
	Software used to develop the model is clearly stated.
	4.6
	4.09
	5.03
	Yes

	09.      Data inputs and evidence synthesis
	17
	All data sources are referenced.
	4.1
	3.57
	4.67
	Yes

	09.      Data inputs and evidence synthesis
	18
	Data identification methods are sufficiently described.
	2.4
	2.04
	2.76
	No

	09.      Data inputs and evidence synthesis
	19
	Choice of distribution for each parameter is described.
	1.2
	1.05
	1.44
	No

	10.      Consequences
	20
	Comprehensive identification of consequences are summarized using an Impact Inventory table. (Note: An Impact Inventory is a structured table listing an intervention's health and non-health consequences)
	1.3
	1.08
	1.53
	Yes, Rescued

	11.   Utilities (preference measures)
	21
	Sources for the utility weights are clearly stated.
	2.4
	2.12
	2.76
	Yes, Rescued

	12.   Costs and resource use
	22
	Quantities of resources are reported separately from the prices (unit costs) of those resources.
	1.2
	1.00
	1.41
	Yes, Rescued

	12.   Costs and resource use
	23
	Details of price adjustments for inflation or currency conversion are reported.
	0.8
	0.68
	0.91
	No

	13.   Analysis
	24
	ICERs are not reported for options that are ruled out because of dominance (i.e., when alternatives are more effective and less costly) or extended dominance (i.e., when the strategy has a higher ICER than a more effective alternative).
	0.8
	0.65
	0.93
	No

	13.   Analysis
	25
	For undominated strategies, ICERs are reported in increasing order of cost or effectiveness.
	1.1
	0.90
	1.29
	No

	13.   Analysis
	26
	Approach to secondary analyses (e.g., sensitivity, scenario, or subgroup analysis) is sufficiently described.
	2.7
	2.32
	3.05
	Yes

	14.   Equity considerations
	27
	Discussion section includes a description of any significant ethical implications of the CEA results.
	0.9
	0.79
	1.11
	Yes, Rescued

	15.   Transparency and reporting
	28
	Written protocol for the design and conduct of the CEA are developed and included.
	1.0
	0.77
	1.18
	No

	15.   Transparency and reporting
	29
	Results are presented in a disaggregated format for transparency.
	3.2
	2.69
	3.82
	Yes

	15.  Transparency and reporting
	30
	Study results are discussed in relation to a value threshold, limits, or ranges, to help guide decision-makers.
	2.3
	1.88
	2.75
	No

	15.   Transparency and reporting
	31
	Relevance of study results to specific decision problems are discussed.
	3.0
	2.49
	3.51
	Yes

	15.   Transparency and reporting
	32
	Implications of uncertainty for decision-making, including the need for future research, are explored.
	2.6
	2.15
	3.07
	Yes

	15.  Transparency and reporting
	33
	Potential bias and limitations are discussed.
	3.9
	3.39
	4.44
	Yes

	15.   Transparency and reporting
	34
	Any potential conflicts of interest relevant to the analysis, including funding sources, are disclosed.
	1.8
	1.43
	2.13
	No

	15.   Transparency and reporting
	35
	Source code for the simulation model(s) use in the analysis is available. 
	0.7
	0.59
	0.86
	No

	15.   Transparency and reporting
	36
	Study results are discussed in the context of results of related CEAs.
	1.3
	1.10
	1.51
	No

	Total
	
	
	100.00
	
	
	


† We applied two criteria to select the set of quality attributes deemed most important to evaluate CEA quality among the original 36 quality attributes.  First, we selected the top half of the attributes that exceeded the median importance score (2.7 for methodology and 2.6 for reporting from the original 36-attributes model) for each assessment. The second criterion was “rescue”, where we rescued the highest-scoring attribute for domains in which none of their attributes met the first criterion.  
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[bookmark: _Toc127893897]Text B4: Best-Worst Scaling Design Survey: Pre-testing Procedures
 	During the best-worst case scaling survey development process, we conducted pre-testing.  The purpose of pre-testing was to gauge respondents' comprehension of the aim of the survey and the survey questions. Additionally, we sought to collect the different thought processes respondents may experience while completing the survey. 
 	We conducted three rounds of pre-testing. Each round consisted of separate interviews between the survey administrator and individuals with trained knowledge in cost-effectiveness analysis. In total, we interviewed nine individuals. During each pre-test interview, respondents read survey components aloud and verbally paraphrased what they had read to the survey administrator. The survey administrator recorded, in writing, the respondents' comments, questions, and suggestions. For some survey components, the survey administrator may have asked the following questions:
· Explain how you would answer this question, detailing your thought processes to the best of your ability.
· In this context, what does [term that may have multiple interpretations] imply?
· Did any part of this description or question confuse you?
These interviews helped us determine if respondents understood each question, could perform the tasks, and had all the necessary information to perform the task. Depending on the results of each round, we modified specific survey descriptions, questions, and quality attributes, and tested them with new subjects in the following round. Common reasons that required modification included the following: respondents' lack of understanding of specific terms, respondents providing two distinctly different interpretations of the same question, or respondents admitting confusion.

[bookmark: _Toc127893898]Figure B5: Sample Questions from the Online Survey Administered
[bookmark: _Toc127893899]Section 1: Introduction/Informed Consent
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[bookmark: _Toc127893900]Section 2: Methods quality assessment
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[bookmark: _Toc127893901]Section 3: Demographic information
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[bookmark: _Toc127893902]Section 4: Reporting quality assessment
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[bookmark: _Toc127893903]Table B6. Most important and least important quality attributes: MaxDiff analysis of the initial survey data (72 quality attributes) 
	Attribute
	Total count of appearance
	Count of “most important” selection
	Count of “least important” selection
	Standardized BWS Score

	Methods Quality Attributes

	Top 5: most important attributes

	Structure of the model reflects the underlying health condition and the impact of the intervention
	3042
	213
	10
	0.067

	Model validation - including an assessment of the model structure, assumptions, data, and results - is conducted.
	2814
	203
	18
	0.066

	The chosen model type is appropriate to address study questions.
	2844
	164
	17
	0.049

	A “best available evidence” approach is used to select data sources for model parameters
	3078
	164
	25
	0.048

	The study objective (decision problem) is measurable.
	2754
	136
	23
	0.041

	Bottom 5: least important attributes

	Relevant equity or distributional considerations are taken into account.
	2988
	15
	177
	-0.054

	Costs are discounted at the same rate as health effects.
	2922
	10
	175
	-0.056

	The expected value of information analysis is used to guide decision-making under uncertainty.
	2826
	24
	203
	-0.063

	CEAs are conducted in constant dollars that remove general price inflation.
	2886
	4
	192
	-0.065

	Half cycle correction is applied to both cost and outcome.
	3078
	5
	293
	-0.094

	Reporting Quality Attributes

	Top 5: most important attributes

	Model descriptions are detailed enough to allow for replication
	2628
	228
	24
	0.078

	Justification of modeling choices and assumptions are provided
	2592
	190
	16
	0.067

	All aspects of the interventions that may affect their cost-effectiveness are defined
	2640
	176
	14
	0.055

	The study objectives (or decision problems) are clearly stated
	2616
	158
	14
	0.045

	Primary outcome measure(s) are clearly stated.
	2616
	125
	8
	0.040

	Bottom 5: least important attributes

	Discussion section includes a description of any significant ethical implications of the CEA results
	2598
	20
	135
	-0.044

	Details of price adjustments for inflation or currency conversion are reported
	2622
	3
	134
	-0.050

	ICERs are not reported for options that are ruled out because of dominance
	2622
	28
	160
	-0.050

	Source code for the simulation model(s) use in the analysis is available
	2628
	40
	179
	-0.053

	Software used to develop the model is clearly stated
	2610
	4
	245
	-0.092


[bookmark: _Hlk97288315]Note: This analysis is based on the original 72 attributes (36 for each methods and reporting quality criteria). The full Max-Diff analysis results are available in Online Supplement Figure B5 and B6. The standardized BWS scores was estimated by subtracting the number of times the attribute selected as “least important from the number of times selected as “most important,” then this number was divided by the number of times the attributes appeared in the survey. The standardized BWS scores range from -1 (least important) to +1 (most important). 
[bookmark: _Toc127893904]
Figure B7. MaxDiff analysis results: Methods quality (initial 36 attributes – See Table B1)
[image: ]
Note: The standardized BWS scores was estimated by subtracting the number of times the attribute selected as “least important from the number of times selected as “most important,” then this number was divided by the number of times the attributes appeared in the survey. The standardized BWS scores range from -1 (least important) to +1 (most important).


[bookmark: _Toc127893905]Figure B8. MaxDiff analysis results: Methods quality: Reporting quality (initial 36 attributes – See Table B2)
[image: ]
Note: The standardized BWS scores was estimated by subtracting the number of times the attribute selected as “least important from the number of times selected as “most important,” then this number was divided by the number of times the attributes appeared in the survey. The standardized BWS scores range from -1 (least important) to +1 (most important).







[bookmark: _Toc127893906]Table B9. Attribute-specific agreement for the inter-rater reliability assessment 
	Methods quality assessment
	Reporting quality assessment

	
	ARTICLE ID
	
	
	ARTICLE ID
	

	Quality attributes
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Agreement
(%)
	Quality attributes
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Agreement
(%)

	M1
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R1
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M2
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R2
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M3
	YES
	YES
	YES
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	90
	R3
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	NO
	YES
	80

	M4
	YES
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	80
	R4
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	90

	M5
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R5
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M6
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R6
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M7
	NO
	NO
	YES
	YES
	NO
	NO
	NO
	YES
	YES
	NO
	40
	R7
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M8
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R8
	YES
	NO
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	80

	M9
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	YES
	NO
	YES
	80
	R9
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	YES
	YES
	YES
	90

	M10
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R10
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M11
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	YES
	NO
	YES
	80
	R11
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	90

	M12
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	90
	R12
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M13
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	NO
	YES
	80
	R13
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	YES
	90

	M14
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	NO
	80
	R14
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M15
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R15
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M16
	YES
	YES
	YES
	NO
	YES
	NO
	YES
	YES
	NO
	YES
	70
	R16
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M17
	YES
	NO
	YES
	NO
	NO
	NO
	YES
	NO
	NO
	NO
	30
	R17
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	YES
	NO
	YES
	80

	M18
	YES
	YES
	NO
	NO
	NO
	NO
	YES
	YES
	NO
	NO
	40
	R18
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	NO
	80

	M19
	YES
	YES
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	90
	R19
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M20
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R20
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M21
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R21
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	90

	M22
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100
	R22
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	M23
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	NO
	80
	R23
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	90

	M24
	NO
	YES
	YES
	YES
	YES
	YES
	YES
	NO
	YES
	YES
	80
	R24
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	YES
	100

	Percent Agreement: 83.75%
	Percent Agreement: 94.17%


Note: The level of agreement was coded “Yes” if both reviewers’ assessment was concordant. We considered the following combinations as concordance: Yes/Yes, Somewhat/Yes, Yes/Somewhat, No/No.    	


[bookmark: _Toc127893907]Table B10. Case study: quality assessment of 10 cost-effectiveness analyses published in 2020 using the CHEQUE tool
	
	
	Methods Points (Total Possible: 100)
	Reporting Points (Total Possible: 100)

	Article ID
	PubMed ID
	Reviewer A
	Reviewer B
	% Difference
	Average Score
	Reviewer A
	Reviewer B
	% Difference
	Average Score

	1
	31563507
	85
	82.5
	3%
	83.75
	87
	94
	-8%
	90.5

	2
	31952034
	88.5
	95
	-7%
	91.75
	94.5
	93
	2%
	93.75

	3
	31982640
	96
	99
	-3%
	97.5
	95.5
	97
	-2%
	96.25

	4
	32401264
	98
	91.5
	7%
	94.75
	97.5
	97.5
	0%
	97.5

	5
	31985313
	85.5
	91
	-6%
	88.25
	89
	89
	0%
	89

	6
	32234647
	66
	83
	-26%
	74.5
	81.5
	85.5
	-5%
	83.5

	7
	31821151
	88
	90
	-2%
	89
	94
	94
	0%
	94

	8
	32840620
	85.5
	91
	-6%
	88.25
	90.5
	87
	4%
	88.75

	9
	32915063
	63
	95
	-51%
	79
	85
	83.5
	2%
	84.25

	10
	33124449
	75
	83.5
	-11%
	79.25
	92
	92
	0%
	92

	Average
	
	83.1
	90.1
	-10%
	86.6
	90.6
	91.3
	0.7%
	90.9





image1.emf
Block x1 x2 x3 x4 x5 x6

1 18 34 3 15 12 25

2 8 15 23 32 30 20

3 26 7 23 6 5 35

4 1 16 20 12 19 14

5 6 19 30 3 24 2

6 27 28 16 4 9 6

7 16 12 4 11 23 3

8 7 27 8 17 12 33

9 34 19 21 10 22 23

10 19 5 8 31 4 18

11 33 21 18 2 17 16

12 28 25 33 18 29 11

13 14 18 22 24 27 26

14 9 29 21 30 1 5

15 11 2 9 34 8 26

16 17 29 26 20 3 10

17 15 20 2 5 28 22

18 23 1 36 8 2 25

19 35 18 7 13 20 30

20 6 33 19 26 36 15

21 10 36 12 32 18 9

22 22 9 7 19 25 13

23 24 10 15 7 11 1

24 14 31 17 9 35 15

25 3 13 5 27 14 36

26 4 8 13 21 26 24

27 12 22 6 29 31 8

28 16 23 29 13 15 27

29 30 26 25 31 16 10

30 31 30 28 27 1 34

31 25 6 11 14 20 21

32 21 3 31 36 7 28

33 11 32 27 35 21 19

34 4 11 36 22 30 17

35 13 17 1 34 6 32

36 36 24 35 16 34 29

37 32 35 22 1 3 33

38 2 35 10 28 13 12

39 17 5 32 25 28 24

40 29 4 14 2 32 7

41 20 9 24 23 33 31

42 5 14 34 33 10 4

Attribute position
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Tufts

UNIVERSITY

You have been invited to participate in a research project, entitled "Developing
a Quality Assessment Tool for Cost-Effectiveness Analysis”. This project
aims to develop a minimum set of criteria for rating the methodological and
reporting quality of cost-effectiveness analyses (CEAs). In this survey, we will
ask you a total of 12 questions. Each question lists 6 different methodological
or reporting quality attributes, and you will be asked to select the most
important and least important quality attributes for evaluating the quality of a
CEA.

This survey will take approximately 15 minutes to complete.
We appreciate your willingness to lend us your valuable time by participating in
this survey.

Institutional Review Board Compliance:

The Institutional Review Board at Tufts Medical Center/Tufts University Health
Sciences determined that this project is exempt in accordance with 45 CFR
46.104(d), as this study does not involve the use or collection of protected
health information.

Risks of Participation

Your responses will be collected confidentially. There is the potential risk for loss
of confidentiality as part of the nature of research. Participation is completely
voluntary, and there will be no penalty or loss of benefits if you choose not to
participate in this research study at any time. If you choose not to participate,
you may discard this survey. We are not collecting identifiable information as
defined by the HIPAA Privacy Rule regulations as part of this research project.
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Benefits of Participation:

You will receive no direct benefits from participating in this research study.
However, your responses will advance our understanding of the variability of
study quality across CEAs and help identify the best available economic
evidence to inform individual and population-level value-based decisions. We
will randomly select 15 survey participants to receive a $100 Amazon
gift card. To be eligible for the raffle, you must provide an email address at the
end of this survey. To maintain the anonymity of the survey, your email address
will be recorded independently from your survey responses

Project Funding:
This project is supported by the 2020 PhRMA Foundation Value Assessment
Research Award.

Tufts-CEVR CEA Quality Assessment Tool Project Team:
David D. Kim, PhD (Principal investigator)

Peter J. Neumann, ScD (Co-investigator)

John B. Wong, MD (Co-investigator)

Tara A. Lavelle, PhD (Co-investigator)

Lisa A. Prosser, PhD (Co-investigator)

Patricia G. Synnott, MS, MALD (Project team member)
Lauren A. Do, BS (Project team member)

Please let us know if you have any suggestions or questions.

(cea@tuftsmedicalcenter.org)

Would you like to participate in the survey?

O ves
O No
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From the list below, please select the most and least important attribute for
evaluating the methodological quality of a cost-effectiveness analysis study.

Most important Least important
Alternative modeling choices and
o assumptions (structural uncertainty) are o
explored through additional sensitivity
‘analysis
o Half cycle correction is applied to both o

cost and outcome.

Major consequences affected by the
[e] choice of interventions being compared [e]
are identified.

o The analysis answers an important o
question for decision-making.

All feasible comparators are evaluated,
[e] including existing practices and a "do- [e]
nothing"option.

o Heterogeneity in the analyses is o
accounted for (e.g., subgroup analyses).

Optional comments
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Tufts

UNIVERSITY

From the list below, please select the most and least important attribute for

evaluating the methodological quality of a cost-effectiveness analysis study.
Most important Least important
Model validation - including an
o assessment of the model structure, o
‘assumptions, data, and results - is
conducted
o Analytic perspective is appropriate to o
answer the research question posed.
o assumptions (structural uncertainty) are o
explored through additional sensitivity
‘analysis

Health preferences reflect those of the

[e] jurisdiction(s) of interest (as specified in [e]
the decision problem).

[e] Incremental analyses are conducted. [e]

o Methods of derivation for the u o

weights are justified.

Optional comments
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Hooray! You're halfway through the survey. Let’s take a break with some
demographic questions.

Please rate your understanding of cost-effectiveness analysis.

O No understanding at all
O Limited understanding
O Very good understanding

O prefer not to answer

How long have you been working in the field of health economics and outcomes.
research? (If you are retired or have switched to another field, please mark the
total number of relevant years you worked in this field).

O Thave never worked in this field
O Less than 5 years

O s5-10years

O 1120 years

O 2130 years

O More than 30 years

O prefer not to answer

Which of the following best describes the sector you work in?

O university/Academic

0 Consulting/Contract research

O Government

[ Biotech/pharmaceutical/Medical technoloay.
[ Hospital/Medical care delivery

0 Non-profit organization (e.g. foundation)
O other

O prefer not to answer
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From the list below, please select the most and least important attribute for

evaluating the reporting quality of a cost-effectiveness analysis study.
Most important Least important
Implications of uncertainty for decision-

o making, including the need for future o
research, are explored.

o Source code for the simulation model(s) o
used in the analysis is available.

Quantities of resources are reported
o separately from the prices (unit costs) of o
those resources.

o The study objectives (or decision o
problems) are clearly stated.

All aspects of the interventions that may
o affect their cost-effectiveness are defined o
(e.q., frequency of delivery, setting of
delivery, specific technologies used).

Potential bias and limitations are
o discussed. o

Optional comments
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UNIVERSITY

From the list below, please select the most and least important attribute for
evaluating the reporting quality of a cost-effectiveness analysis study.

Most important Least important

The primary decision maker (or a relevant
o system in which the decisions need to be o
made) is indicated.

I} Source code for the simulation model(s) o

used in the analysis is available.
ime horizon is clearly stated.

o Time hori learl d. o
Written protocol for the design and
conduct of the CEA is developed an

o duct of the is developed and o

published.
I} Justification of modeling choices and I}

‘assumptions are provided.

o Type of model used is clearly stated. o

Optional comments
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