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Why economic considerations?

”Money makes the

world go around”

Money is a metric people think they know

Money is also equal to resources

Money catches the attention of political decision makers
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Post-Polio Syndrome patients experience many types

of illness-related problems and need special support from 

both social and health-care services including medical, 

rehabilitative, educational and social work services. 

Health and social authorities are thus tasked with providing 

these interdisciplinary services and appropriate resources.

Can health economics provide relevant analysises in

this regard?

The issue
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Health economists ... 

Two types of analyses

1. Look at the economics consequences 

of disease

• the economic burden of, for instance

polio or post-polio syndrome

(also known as cost-of-illness studies)

2. Look at the relationship between 

health gains and associated costs

• cost-effectiveness of treatments, 

prevention, health promotion, rehabilitation etc.

• increasingly popular as an aid to decision making 
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However ... 

We need data about at least

• prevalence and/or incidence  of PPS

• (expected) treatment effects (health benefits)

• expected costs and savings

• labor market consequences

And ’if garbage in – then garbage out’

Good data is a sine qua non.

Or even worse: No reliable data, no analyses



Cost-effectiveness og cost-utility 
analyses

Costs Effects

(clinical) EFFECTS
• from clinical trial/meta analyses

• ’natural units’, e.g. pain, fatigue, ADL
• depends on clinically accepted 

end points  
• Quality adjusted life years, QALY
or DALY

• then the analysis becomes a
cost-utility analysis

•

COSTS
• Treatment costs (direct costs) 

• no matter who pays
• societal perspective 

• Resources saved

• (normally) not indirect costs  
• sicke leave/disability/premature death

• Ideally data (volume/quantity) collected
as an integrated part of the clinical trial

• Unit costs should ideally be marginal, not
• average costs  (’charges’ are of dubious value)   

Cost-effectiveness ratio, 
e.g. Dkr. 256,000 per QALY, or per pain unit ... 
the lower, the better
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The Lancet, vol 369, 2007:  1363-71

Examples:  Polio
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The historical and future investments translate into over 1.7 
billion vaccinations that prevent approximately 1.1 million
cases of paralytic polio and over 160,000 deaths

Due to treatment cost savings, the investment implies net
benefits of approximately $180 billion (1955 net present 
value), even without incorporating the intangible costs of 
suffering and death and of averted fear. 

Retrospectively, the U.S. investment in polio vaccination 
represents a highly valuable, cost-saving public health 
program.

Main result from Retrospective Cost-Effectiveness 

Analyses for Polio Vaccination in the United States
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’Easy’ to make economic evaluation of 

polio vaccines ... 

... because the effectiveness of the vaccine is

well-known

However, the same cannot be said about 

treatment (pharmacological and non-pharmacological)

of the post-polio syndrom

(at least as I understand available studies)
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AUTHORS' CONCLUSIONS: 

Due to insufficient good quality data and lack of randomised 

studies it is impossible to draw definite conclusions on the 

effectiveness of interventions for PPS. Results indicate that 

intravenous immunoglobulin (IVIG), lamotrigine, muscle 

strengthening exercises and static magnetic fields may be 

beneficial but need further investigation

April 2011
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Economic evaluation
Cost-effectiveness and cost-utility will be evaluated from
a societal perspective. The costs will include direct health care 
costs of visits to general practitioners, medical
specialists, therapists, medications and assistive
devices, direct non-health care costs i.e. non-reimbursable
costs for complementary medicine and over-the counter
medication, and indirect, non-health care costs
of changes in paid and unpaid work. All these data will
be collected via cost diaries.
…The effect measures used in the economic evaluation
will be our primary outcome measure fatigue and HRQoL 
measured with the EuroQol-5D [41] at the four
different time measurements. Utilities will be derived
using the Dutch tariffs and used to determine qualityadjusted
life years (QALYs)

Upcoming study: 
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Health economists ... 

Two types of analyses

1. Look at the economics consequences 

of disease

• the economic burden of, for instance

polio or post-polio syndrome

(also known as cost-of-illness studies)

2. Look at the relationship between 

health gains and associated costs

• cost-effectiveness of treatments, 

prevention, health promotion, rehabilitation etc.

• increasingly popular as an aid to decision making 
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Economic burden PPS

N * X * p

Number of persons with PPS, N, (prevalence)

Their use of health services, X, and family costs

The costs of services, p

Defined as the value of the resources that are expended or 

foregone as a result of a health problem, in casu PPS. The 

analysis includes health sector costs (direct costs), the 

value of lost productivity by the patient (indirect cost), 

and the cost of pain and suffering (intangible costs).

PLUS labor-market consequences

* fraction of N with impaired working ability

* sickness absence/disability pension ... 
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No studies of economic burden of PPS

Prevalence, N:  
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“Overcoming barriers to work participation for 

patients with postpoliomyelitis syndrome”

Disability and Rehabilitation 2011, Vol. 33(6)522-

529

For the labor market consequences we 

need more data like: 
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The Cost  (Irish survey):  Private costs

The average cost per respondent over the next 5 years of meeting 

all the needs for aids and appliances equates to some € 5,450 at 2003 

prices.  The Post Polio Support Group has a membership at time 

of writing (August 2003) of 450, so it can, therefore, be deduced that,

to satisfy all their needs for mobility and aids to daily living, 

the members need some € 2.4m at 2003 prices.

Extrapolated across the whole of the derived LEP population in Ireland

this amounts to around € 23m being needed across the next 5 

years to satisfy the perceived needs.

… the amount that carers donate to the coffers through their unpaid services 

is

€ 12.65m per annum. 
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If we – to some extent – believe that..

”Money makes the

world go around”

Money is a metric people think they know

Money is also equal to resources

Money catches the attention of political decision makers

We need more health economics research …
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Health sector costs Family costs

Hospitalization
Out-of-pocket payments (user 

fees) for hospitals and drugs 

Medication Medication

Emergency (ambulance) 

transportation and care

Transportation of the patient 

and family

Outpatient and primary clinic
Costs for taking care of 

dependents

Modifications in home as a 

result of illnessEconomists consider health to be a human capital investment. According to this 

approach, the value of health is measured in terms of its contribution to 

production activity and national income. By following the methods developed in 

the human capital approach, we can measure indirect costs by using data from the 

labor markets. Earnings lost because of time spent while ill or receiving medical 

treatments are used to estimate the value of time lost. Examples of indirect illness 

costs include the value of time spent when unable to work as productively because 

of an illness or side effect, 

earnings lost while traveling to health-care facilities, and 

productivity losses associated with caregiver time

COI and

research
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Pubmed: ’post-polio syndrome’ – only 738 references
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