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Editorial

Time to stand up and be counted: The need for an economic case for
investment

Health systems around the world continually have to contend
with the dual challenge of rising public expectations on the services they provide and the health-related outcomes that can be
achieved, whilst at the same time having to work with limited levels of ﬁnancial and capital resource. In most high income countries,
expenditure on health is a key element of government expenditure,
accounting for at least 20% of total government expenditure in 2013
in Germany, Japan, the Netherlands, New Zealand, Switzerland and
the USA.1 These funding challenges have been particularly great
in recent years as health systems have come under renewed pressure; several European countries have experienced substantial real
terms budget cuts since the 2008 global economic downturn,2
while growth in spending on health more generally has slowed
down.3
Policy makers are inevitably faced with many competing claims
as to how they should prioritise available funds for health and other
concerns. They have taken different actions to meet these challenges and contain costs. For example, in the Netherlands measures
have been taken to shift more health system treatment away from
hospitals to primary care, and also to task-shift activities away from
more expensive doctors to practice-supporting care professionals,
such as nurses and psychologists. There has also been a continued
strengthening of systems assessing both the effectiveness and value
for money of different health promotion, treatment and support
interventions to determine whether they should be made available
and reimbursed by publicly funded health care systems.
In England, for example, the National Institute for Health and
Care Excellence (NICE) always systematically reviews effectiveness
and economic evidence when developing public health and clinical care recommendations. These recommendations always include
the development of a formal economic model weighing up the costs
and beneﬁts of interventions against appropriate alternative care
options; interventions that do not have an economic return below a
speciﬁed threshold – in this case no more than £30,000 per year of
life in full quality gained – are much less likely to be recommended
for reimbursement.
Yet despite the importance of these economic arguments, it
remains the case that there has been relatively modest use of economic arguments for complementary therapies in medicine CIM.
CIM need not only to demonstrate their efﬁcacy but they also need,
as a routine, to present an economic case for investment.4,5 One key
reason for this may be a low level of recognition of the importance
of economic arguments among those that evaluate CIM, but health
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economists and policymakers have also to a large extent ignored
the possible contribution of CIM.
Although there is some promising evidence that CIM can be
cost-effective, and therefore contribute to healthcare expenditures
policies, results are inconsistent. One review of economic evaluation of CIM, demonstrated that in 29% of comparisons made
in 56 higher quality studies reviewed, health improvement was
found with cost savings for the CIM therapy versus usual, conventional care.6 Two studies in the Netherlands7,8 report lower health
care costs of D 225 per patient per year compared to conventional
patients, but other studies report an association between CIM treatment and higher costs9 and increased length of hospitalization.10
An argument to take the possible contribution of CIM in reducing annual healthcare expenditure more seriously and to study
CIM cost-effects is that CIM content-wise might moderate the current developments in healthcare towards an emphasis on health
promotion, self-management of patients, personalized healthcare,
and lifestyle interventions. All these developments are expected
to lower healthcare expenditures. Although evidence is promising,
more rigorous studies providing better quality evidence are needed
in order to allow CIM to be extensively considered in health care
decision-making. In particular, CIM has to expand its evidence-base
to foster the inclusion of economic evaluation into a broader health
services research agenda.4
There are several fundamental questions that economics can
help with:

• What are the costs of not taking action to address a health problem?
• What resources and required and what are the costs of delivering
CIM to address a health concern?
• What are the costs and beneﬁts within and beyond health care
systems of investing in a CIM intervention compared to usual care
or no intervention?
• To what extent can differences in costs and effectiveness be
explained by differences in the populations treated using CIM
compared to populations only using conventional therapies?
• For which indications are the cost differences the largest?
• How can economic incentives be used to help promote appropriate access to and uptake of CIM and how do different levels of out
of pocket costs impact on uptake?
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All of these questions are important, but the most critical
concerns the overall assessment of economic value, i.e. the cost
effectiveness, of CIM. Several different approaches for economic
evaluation are available; all measure costs in the same way, but
they differ in how they measure outcomes. The majority of health
economic evaluations report a speciﬁc impact on health outcome measure, e.g. reduction in pain or symptoms of depression
alongside impacts on cost—these are known as cost-effectiveness
analyses. Cost-utility analyses measure outcomes in terms of quality of life, making it possible for instance to compare investment in
acupuncture for pain relief with a very different area, such as drug
treatments for the management of cardiovascular health problems.
We have noted for instance that NICE uses Quality Adjusted Life
Years (QALYs) which weights each additional year of life gained to
take account of the quality enjoyed during that year of life. Another
approach, cost beneﬁt analysis, values both costs and beneﬁts in
monetary terms. There is no need to make trade-offs using this
approach; there is a case for investment if net beneﬁts outweigh
net costs. Regardless of the evaluation technique used, service commissioners need information on return on investment: that is not
only knowing what works and for what populations, but at what
cost and with what budgetary implications. Failure to make such
an argument places CIM at a disadvantage with health care options
that can make this case.
While it is important to build economic evaluation prospectively
into trial based evaluation, there is also a powerful role for economic modelling as an aid to the decision making process. Such
modelling techniques, synthesising data on the effectiveness of CIM
interventions with data on resource use and costs, can aid decision making by identifying the potential cost effectiveness of CIM
interventions within different scenarios which can include very
conservative assumptions around costs, uptake and beneﬁts. These
modelling approaches can also be used to look at the potential economic and health impacts of scaling up access to interventions.
From the perspective of personalized medicine this raises the question as to whether patient views should be incorporated in these
economic models. Although this may entail some risks it might
generate several beneﬁts i.e. a better understanding of economic
decision making.11
Finally, methodological questions should also be taken into
the focus when appraising the quality of economic evaluations in
CIM. According to one systematic review, 90% of health economic
studies in CIM are using the piggy back approach, meaning that
costs are determined alongside a conventional clinical trial.12 However, as sample size usually is based only on the power needed
to detect differences in outcome, this may lead to underpowered
situations, as the sample size is not sufﬁcient to detect differences in costs. Thus health economic considerations should be
considered in an early planning stage. This should also be taken
into account when combining the results of health economic
evaluations within meta-analyses. Separate cost and effectiveness
meta-analyses might not be sufﬁcient for appropriate decision
making. In this respect methodological frameworks like the comparative efﬁciency research approach (COMER)13 might be a
promising future approach to collate available evidence in the ﬁeld
of health economic evaluations in CIM.
This special issue will look in more detail at how CIM research
is addressing these key questions; what is clear is that it is time to
be counted so that CIM actions can be considered on a level playing
ﬁeld with alternative potential ways of investing in health.
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