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OBJECTIVES RESULTS DISCUSSION
« Health state valuations (utilities) are an essential component of « Fifty-nine studies were identified as potentially reporting utility weights * The variability and inconsistency of reported utility
cost-utility analyses; the quality of utility data applied in these for breast cancer health states. estimates for breast cancer health states present a problem

analyses is critical to market access decisions in a growing for researchers performing cost-utility analyses.

number of countries.

These studies were assessed for relevance to the health states defined
and for methodological compliance with the NICE reference case.

In the absence of accepted methods for the formal

The National Institute for Health and Clinical Excellence (NICE) in Fifty studies were excluded (Table 1). synthesis of utility estimates, the range of available

the UK stipulates that utilities should be measured in patients estimates should to be explored. However, the degree of
using a generic and validated classification system for which Details of the nine included studies are presented in Table 2. variability introduces substantial uncertainty into cost-

reliable UK population preference values, elicited using a choice- + The individual estimates reported are presented in Figure 1. utility estimates for breast cancer interventions.
based method such as the time trade-off (TVO) 0‘f standard « The reason for the discrepancies between studies and the
gamble (SG) (but not rating scale), are available. Table 1. Study Inclusion/Exclusion inconsistencies within studies is unclear, and authors have

The aim of this review was to systematically identify utility not often commented on the variability.

weights for specified health states in breast cancer and to assess ECSUMPE L ded - The new NICE methods guide (currently under review)' is
their methodological compliance with the NICE reference case. Studies reporting utility esti for breast cancer 59 likely to explicitly recommend that utility estimates be
Excluded studies elicited from patients within trials using the EQ-5D, with an
Literature review 3 acknowledgement that this may not be appropriate in all
Secondary report of data reported previously 14 cases. In the case of early breast cancer trials, the number
Health states not relevant to those specified in this study? 21 of relapse events is relatively low, and most patients are in
METHODS Sample not consistent with NICE reference case 6 remission for the duration of the trial. Therefore, the
Elicitation method not consi with NICE reference case 3 amount of information about post-relapse health states
A systematic review of studies in English language journals E'acitaﬁ"" method and sample not consistent with NICE 3 that can be collacted withithe EQ-5Dis limited.
reporting health-state utilities for breast cancer was completed. I rT Zred"ce Z?SE - Important information about the impact of adverse events
Searches of the following sources were performed: (S UTHEL) GG g could be collected within trials. However, care should be
0f these, 10 studies were methodologically consistent with the NICE reference case. taken in schedulin tility assessments in relation to the
« Electronic databases (PubMed, EMBASE, Cochrane Library, Al LI ¢ Clnsy it
including Database of Abstracts of Reviews of Effectiveness, Table 2. Details of Included Studies station O,f Carlh EhEmeinerEy GyEle, Mes aavees
National Health Service Economic Evaluation Database, and Study | Method of Elicitation |Sample e}/e:'ts ar:qtransm.nt a:d.ar.etreszlv.t:(tihbefo:.e thte. net)'(ltl cycle
Health Technology Assessment databases) 1990 to date Jansen et al., 20012 SG, TTO 94 early breast cancer patients ore e.mo erapy Is acministered; it the pa.lerj s stl
ty b suffering from an adverse event, the cycle is likely to be
. 3 1 . . o
Internet resources mesen etal, 1998‘ 170 68 early breast cancer p : postponed until they have recovered. Collecting utility
- Reference lists of relevant articles and reviews Lidgren et al., 2007 EQ-5D, TTO 345 early breast cancer patients information only at the time of each chemotherapy
26 early and advanced breast cancer ini i i i i
Inclusion/exclusion of studies was performed by two people. Mansel et. al., 2007 &g patient\é agmlmstratlo: will thell'.e;for? Igfndf;;?;mati the |mpacttof
Databases were searched using a combination of MeSH and Grann et al., 1998° TT0 54 members of the public adverse events on quall y? _' e 5 ftiona a.ssessmen S
free-text terms. MeSH headings included: == = . should be scheduled to coincide with the period of
Lloyd et al., 2006 S6 100 s of the public maximum impact of adverse events.
- “Mastectomy” Schleinitz et al., 2006° SG 156 bers of the public
« “Quality of life” Wolowacz, et al., 2008° E(‘}rgg lg;_lg'%i;%sgggffd 929 early breast cancer patients
= “Economics” " Unspecified number of early breast
Sorensen et al., 2004 SG cancer patients

Non-MeSH terms included:
EQ-5D = EuroQol-5D; QLA C-30 = EORTC QLQ-C30; SG = standard gamble; TTO = time trade-off.

- “Breast neoplasms” CONCLUSIONS

+ “"Standard gamble” + There was substantial variability between alternative estimates for similar This review of utility weights for breast cancer health
* “Time trade-off” health states (Figure 1). states revealed a high level of uncertainty about the
evidence base that informs cost-utility analyses in this

« “Cost-utility” « In some cases, the estimates within the same study were inconsistent N
disease area.

with each other. For example, the study by Lidgren and colleagues (2007)*

Studies reporting utility weights relevant to the following health
? J v g g reported EQ-5D and TTO estimates elicited from 345 early breast cancer

states were included:

Despite the quantity of information available, there is no

o patients. The EQ-5D estimate for “first year after primary breast cancer” universally accepted set of health states covering the
* Remission (0.696 [95% Cl 0.634-0.747]) was similar to that for “metastatic disease” whole disease pathway from diagnosis of early breast
- First locoregional recurrence, on treatment (0.685 [Cl 0.620-0.735]). cancer to death; numerous utility estimates for numerous
) i . . e . . health states have been reported.
- First locoregional recurrence, after treatment - No estimates were identified for second or third locoregional recurrences.
« Second locoregional recurrence « Figure 1 displays the range of utility values retrieved for each of the » Rigorous research is required to address the need for high-

quality and precise utility estimates for an accepted set of

specified health states.
s breast cancer health states.

Third locoregional recurrence

Distant disease
Figure 1. Utility Estimates Identified for Specified Breast Cancer Health States
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LRR = locoregional recurrence; Tx = therapy.
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