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A B S T R A C T

Health economic evaluations are comparative analyses of alternative courses of action in terms of their costs and
consequences. The Consolidated Health Economic Evaluation Reporting Standards (CHEERS) statement, published in
2013, was created to ensure health economic evaluations are identifiable, interpretable, and useful for decision
making. It was intended as guidance to help authors report accurately which health interventions were being
compared and in what context, how the evaluation was undertaken, what the findings were, and other details that
may aid readers and reviewers in interpretation and use of the study. The new CHEERS 2022 statement replaces the
previous CHEERS reporting guidance. It reflects the need for guidance that can be more easily applied to all types of
health economic evaluation, new methods and developments in the field, and the increased role of stakeholder
involvement including patients and the public. It is also broadly applicable to any form of intervention intended to
improve the health of individuals or the population, whether simple or complex, and without regard to context (such
as healthcare, public health, education, and social care). This Explanation and Elaboration Report presents the new
CHEERS 2022 28-item checklist with recommendations and explanation and examples for each item. The CHEERS
2022 statement is primarily intended for researchers reporting economic evaluations for peer-reviewed journals and
the peer reviewers and editors assessing them for publication. Nevertheless, we anticipate familiarity with reporting
requirements will be useful for analysts when planning studies. It may also be useful for health technology assess-
ment bodies seeking guidance on reporting, given that there is an increasing emphasis on transparency in decision
making.
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Background

Economic evaluations of health interventions are comparative
analyses of alternative courses of action in terms of their costs and
consequences. They can provide useful information to policy
makers, payers, health professionals, patients, and the public
about choices that affect health and the use of resources. Eco-
nomic evaluations are a particular challenge for reporting because
substantial information must be conveyed to allow scrutiny of
study findings. Despite a growth in published economic evalua-
tions1-3 and availability of reporting guidance,4 there is a consid-
erable lack of standardization and transparency in reporting.5,6

There remains a need for reporting guidance to help authors,
journal editors, and peer reviewers in their identification and
interpretation.
15 - see front matter Copyright ª 2021, International Society for Pharmacoec
rticle under the CC BY license (http://creativecommons.org/licenses/by/4.0/
The goal of the original Consolidated Health Economic Evalua-
tion Reporting Standards (CHEERS) statement4 was to recommend
the minimum amount of information required for reporting of
published health economic evaluations. The statement consisted of
a 24-item checklist and Explanation and Elaboration Task Force (TF)
Report.4 CHEERS was intended to help authors provide accurate
information on which health interventions are being compared and
in what context, how the evaluation was undertaken, what the
findings are, and other details that may aid readers and reviewers in
interpretation and use of the study. In doing so, it can also aid
interested researchers in replicating research findings. Some
checklist items (eg, title, abstract) were also included to aid those
researching economic evaluation literature. The CHEERS statement
consolidated previous health economic evaluation reporting
guidelines7-18 into one current, useful reporting guidance.
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The CHEERS statement overview was copublished by 10
journals that frequently publish economic evaluations in
healthcare.19-28 It has since been endorsed by other journals and
health research organizations, such as the UK National Institute
for Health Research29 and the International Society for Medical
Publication Professionals.30 CHEERS is recognized by the
Enhancing the Quality and Transparency of Health Research
(EQUATOR) Network31 as a reporting guideline for main study
types in health research, along with the Consolidated Standards of
Reporting Trials (CONSORT),32 the Strengthening the Reporting of
Observational Studies (STROBE),33 and the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA).34

Since the original publication of the CHEERS statement, there
have been several developments that have motivated an update.
These included feedback on perceived limitations of CHEERS,
including criticism of its neglect of addressing reporting of cost-
benefit analyses (CBAs).35 CHEERS has also been observed to be
used inappropriately, as a tool to assess quality of methods, for
which other tools exist36 rather than the quality of reporting.5 It
has also been used as a tool to quantitatively score studies in
systematic reviews, an approach that could mislead readers and
reviewers37 given that it has not been designed for this purpose.

There have also been methods developments in economic
evaluation motivating an update. This includes an update of
methods proposed by the Second Panel on Cost-Effectiveness in
Health and Medicine (“Second Panel”), which contained a number
of new recommendations concerning the perspective of economic
evaluations, the classification of costs and benefits in a structured
table, and the inclusion of related and unrelated healthcare costs
in added years of life.38 Health technology assessment (HTA)
bodies have also updated their guidance on conducting and
appraising economic evaluations.39,40

Other developments include an increasing calls for the use of
Health Economic Analysis Plans41 and the use of open-source
models.42-46 The latter may be of particular importance because
published economic evaluations are increasingly available in
journals with broad data sharing policies. The increased use of and
guidance for economic evaluations to support policy decisions in
immunization programs47,48 and global health in lower- and
middle-income countries49 have also motivated an update. There
has also been an increase in the number of economic evaluations
that attempt to capture consequences extending beyond health
outcomes, such as equity and distributional effects.50,51

Finally, the increased role of stakeholder participation in health
research and HTA, including patients and the public, suggests the
need to recognize a broader audience.52-54 All of these de-
velopments suggest that the scope of guidance for reporting
economic evaluations should be expanded and updated.

The objective of this “Explanation and Elaboration” TF Report is
to describe the CHEERS 2022 reporting guidance in detail. This
includes under what circumstances CHEERS should and should
not be used (“Scope”) and how it should be used (“How to Use
CHEERS”). The main body of the article describes the rationale for
recommending each reporting item with evidence (if available)
and a rationale to support the recommendation and accompa-
nying examples to facilitate its appropriate use.
Approach

In January 2020, a new ISPOR Good Practices TF was approved,
with the objective of revising and updating the CHEERS statement
and to improve theCHEERS checklist and accompanyingExplanation
and Elaboration document. The process of revising CHEERS followed
that of the ISPOR Good Practices TF Reports55 and guidance
developed by the EQUATOR Network,56 where the CHEERS 2022
update is also registered. Original CHEERS TFmembers were invited
to participate, and additional members were nominated and invited
by TFmembers based on their specific areas of expertise, geographic
region, or work environments. An informal review of reporting
guidelines published since CHEERS was undertaken, and new items
were proposed and consolidated along with the existing CHEERS
checklist. In parallel with this, a TF was convened and a group of
patient and public involvement and engagement (PPIE) contributors
was formed to review the consolidated checklist and provide sug-
gestions on language and the need for additional items. The draft
checklist was finalized by CHEERS TF members.

TF members then nominated experts in economic evaluation
and those with perspectives in journal editing, decision making,
HTA, and commercial life sciences to participate in a modified
Delphi Panel (“Delphi”) process. Panelists along with the PPIE
contributors were subsequently invited to participate by email
and directed to a web-based survey. Feedback from each round of
the Delphi process was discussed by TF members, who ultimately
finalized the item list based on the input provided. A guiding
principle in the development of CHEERS 2022 is that economic
evaluations made available publicly should be understandable,
interpretable, and replicable to those who use them.

A complete Guidance for Reporting Involvement of Patients
and the Public Version 2 (GRIPP2) checklist is featured in
Appendix A in Supplemental Materials found at https://doi.org/1
0.1016/j.jval.2021.10.008. The protocol for the Delphi process and
panel composition, size, response rates, and analytic approach can
be found in Appendix B in Supplemental Materials found at
https://doi.org/10.1016/j.jval.2021.10.008.

The CHEERS 2022 Explanation and Elaboration

Scope

The CHEERS 2022 statement is intended to be used for any
form of health economic evaluation.57 This includes analyses that
only examine costs and cost offsets (ie, cost analysis) or those that
examine both costs and consequences (eg, cost-effectiveness
analysis [CEA]/cost-utility analysis [CUAs], cost-minimization,
CBAs), or broader measures of benefit and harm to individuals
(eg, extended CEAs/CBAs), including measures of equity (eg,
distributional CEAs). Although we are aware some studies
comparing costs are labeled as CBAs, we recommend the use of
this term for studies that include a monetary valuation of health
outcomes. Although linked to economic evaluation, budget impact
analyses and constrained optimization studies are beyond the
scope of CHEERS guidance, because they require additional
reporting that addresses population dynamics and feasibility
constraints and are addressed in other reports.58,59

The primary audiences for the CHEERS 2022 statement are re-
searchers reporting economic evaluations and peer reviewers and
editors assessing them for publication. Although they are not inten-
ded to guide the conduct of economic evaluation, familiarity with
reporting requirements will be useful for analysts when planning
studies. CHEERS may be similarly useful for HTA bodies seeking
guidance on reporting, because there is an increasing emphasis on
transparency in decision making.60 HTA and the use of economic
evaluation are also becoming more commonplace globally.3 In
developing the guidelines, the TF considered issues that may be
specific to regions with developing economies and healthcare sys-
tems, including examples of these by item, to ensure the reporting
guidance will be useful in any social or political context.

CHEERS is relevant for any intervention intended to affect
health and should also be widely applicable for both simple and

https://doi.org/10.1016/j.jval.2021.10.008
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Table 1. CHEERS 2022 checklist

Section/topic Item no. Guidance for reporting Reported in section

Title 1 Identify the study as an economic evaluation and specify the
interventions being compared. _______

Abstract

Abstract 2 Provide a structured summary that highlights context, key
methods, results, and alternative analyses. _______

Introduction

Background and
objectives

3 Give the context for the study, the study question, and its
practical relevance for decision making in policy or practice. _______

Methods

Health economic analysis
plan

4 Indicate whether a health economic analysis plan was
developed and where available. _______

Study population 5 Describe characteristics of the study population (such as age
range, demographics, socioeconomic, or clinical
characteristics). _______

Setting and location 6 Provide relevant contextual information that may influence
findings. _______

Comparators 7 Describe the interventions or strategies being compared and
why chosen. _______

Perspective 8 State the perspective(s) adopted by the study and why chosen. _______

Time horizon 9 State the time horizon for the study and why appropriate. _______

Discount rate 10 Report the discount rate(s) and reason chosen. _______

Selection of outcomes 11 Describe what outcomes were used as the measure(s) of
benefit(s) and harm(s). _______

Measurement of
outcomes

12 Describe how outcomes used to capture benefit(s) and harm(s)
were measured. _______

Valuation of outcomes 13 Describe the population and methods used to measure and
value outcomes. _______

Measurement and
valuation of resources and
costs

14 Describe how costs were valued.

_______

Currency, price date, and
conversion

15 Report the dates of the estimated resource quantities and unit
costs, plus the currency and year of conversion. _______

Rationale and description
of model

16 If modeling is used, describe in detail and why used. Report if
the model is publicly available and where it can be accessed. _______

Analytics and assumptions 17 Describe any methods for analysing or statistically
transforming data, any extrapolation methods, and
approaches for validating any model used. _______

Characterizing
heterogeneity

18 Describe any methods used for estimating how the results of
the study vary for subgroups. _______

Characterizing
distributional effects

19 Describe how impacts are distributed across different
individuals or adjustments made to reflect priority
populations. _______

Characterizing uncertainty 20 Describe methods to characterize any sources of uncertainty in
the analysis. _______

Approach to engagement
with patients and others
affected by the study

21 Describe any approaches to engage patients or service
recipients, the general public, communities, or stakeholders
(such as clinicians or payers) in the design of the study. _______

Results

Study parameters 22 Report all analytic inputs (such as values, ranges, references)
including uncertainty or distributional assumptions. _______

Summary of main results 23 Report the mean values for the main categories of costs and
outcomes of interest and summarize them in the most
appropriate overall measure. _______

Effect of uncertainty 24 Describe how uncertainty about analytic judgments, inputs, or
projections affect findings. Report the effect of choice of
discount rate and time horizon, if applicable. _______

continued on next page
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Table 1. Continued

Section/topic Item no. Guidance for reporting Reported in section

Effect of engagement with
patients and others
affected by the study

25 Report on any difference patient/service recipient, general
public, community, or stakeholder involvement made to the
approach or findings of the study _______

Discussion

Study findings, limitations,
generalizability, and
current knowledge

26 Report key findings, limitations, ethical or equity
considerations not captured, and how these could affect
patients, policy, or practice. _______

Other relevant information

Source of funding 27 Describe how the study was funded and any role of the funder
in the identification, design, conduct, and reporting of the
analysis _______

Conflicts of interest 28 Report authors conflicts of interest according to journal or
International Committee of Medical Journal Editors
requirements. _______

CHEERS indicates Consolidated Health Economic Evaluation Reporting Standards; no., number.
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complex interventions, including programs of care involving
researcher-driven or commercialized products (eg, drugs; mac-
romolecules; cell-, gene-, and tissue-based therapies; vaccines;
and medical devices), public health and social care interventions,
processes of care (eg, e-health, care coordination, clinical decision
rules, clinical pathways, information, and communication; medi-
cal and allied health services), and reorganization of care (eg, in-
surance redesign, alternative financing approaches, integrated
care, scope of practice change, and workplace interventions).

CHEERS is also applicable to studies based on mathematical
modeling or empirical research (eg, patient- or cluster-level human
studies). Although CHEERS can be used for systematic reviews of
economic evaluation, its use should be limited to assessing the
quality of reporting of a study rather than the quality of its conduct.
Given that there is no validated scoring system for the checklist,
using it as a scoring tool could lead to misleading findings37 and is
strongly discouraged. If used to assess the quality of reporting in a
systematic review, a qualitative assessment of completeness of
reporting by item is a more appropriate approach. When applying
the CHEERS statement, users may need to refer to additional
reporting guidance (eg, for randomized controlled trials, patient
and public involvement, modeling, health state preference mea-
sures), and these are referenced throughout the report.

How to Use CHEERS

The CHEERS 2022 statement (checklist and Explanation and
Elaboration TF Report) replaces the 2013 CHEERS statement,
which should no longer be used. The new CHEERS checklist
BOX 1. 2022 CHEERS - Major changes to the 2013, CHEERS Statem

� Items related to patients or service recipients, the general public
added.

� Language broadened to make CHEERS more widely applicable to
butional cost-effectiveness.

� Item related to reporting and availability of a health economic a
� Item related to characterizing distributional effects added.
� Items distinguishing between model-based and study-based me
� Recommendation to report where publicly available models can

reviewers encouraged.

CHEERS indicates Consolidated Health Economic Evaluation Reporting Standards.
contains 28 items with accompanying descriptions. Major changes
are described in Box 1. Each section below describes a checklist
item (Table 1) along with its description and an explanation of
why it is important for interpreting a published economic evalu-
ation. Empirical evidence to support the claim is provided, if
available, as well as an illustrative example. All examples provided
contain an open-access copyright to allow readers to further un-
derstand context. When examples make references to other works
or article component (eg, figures), references and component la-
bels within the examples have been relabeled to avoid confusion
with references use within this report. Items and recommenda-
tions are subdivided into 7 main categories: (1) Title, (2) Abstract,
(3) Introduction, (4) Methods, (5) Results, (6) Discussion, and (7)
Other Relevant Information.

Those using the checklist should indicate the section of the
article where relevant information can be found. We recommend
using a section heading with a paragraph number because refer-
ring to line or page numbers becomes confusing as repagination
or line number changes occur within or after the publication
process. If an item does not apply to a particular economic eval-
uation (eg, items 11-13 for cost analyses or items 16 and 22 for
nonmodeling studies), then checklist users are encouraged to
report “Not Applicable.” If information is otherwise not reported,
checklist users are encouraged to write “Not Reported.” Users
should avoid the term “Not Conducted” because CHEERS is
intended to guide and capture reporting.

As before, in developing the CHEERS statement, the TF recog-
nizes that the amount of information required for adequate
reporting will exceed conventional space limits of most journal
ent

, and community or stakeholder involvement and engagement

cost- benefit/benefit-cost analysis, as well as equity- or distri-

nalysis plan added.

asures removed.
be found added. Sharing of unlocked models with editors and



Example of Item 2: Abstract66

Introduction: Cannabinoid oils are being increasingly used
to treat Dravet syndrome, yet the long-term costs and
outcomes of this approach are unknown. Thus, we examined
the cost effectiveness of cannabinoid oil as an adjunctive
treatment (added to clobazam and valproate), compared
with adjunctive stiripentol or with clobazam and valproate
alone, for the treatment of Dravet syndrome in children.
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reports. Therefore, in making our recommendations, we assume
that authors and journals will make necessary information avail-
able to readers using online and supplementary appendices or
other means.

To encourage dissemination and appropriate use of CHEERS,
we would encourage authors to become familiar with and cite this
open-access Explanation and Elaboration TF Report. In addition,
we have also developed templates, an interactive form (https://
ispor.org/cheers), and educational materials for authors and edi-
tors to facilitate its use. We encourage authors to visit the
CHEERS61 and EQUATOR62 websites to discover what is available.

Checklist Items

Title
Item 1. Title: Identify the study as an economic evaluation

and specify the interventions being compared.

Explanation. The title should enable economic evaluations
to be easily identified through a literature search. There are at
least 2.5 million research articles published annually and this
volume continues to increase.63 Identification of articles of inter-
est is reliant on effective search strategies. Previous research has
suggested current search approaches to identify economic evalu-
ations fail to capture relevant studies.64 Therefore, it is essential
that economic evaluations are correctly indexed in electronic da-
tabases to help maximize sensitivity and precision of literature
searches. Authors should use the term “economic evaluation” in
the title and specify the interventions compared and the setting
under investigation to ensure appropriate indexing and enhance
discoverability of economic evaluations. Alternatively (or in
addition), authors are encouraged to use specific terms to define
the form of analysis (eg, “cost-effectiveness,” “cost-utility,” “cost-
benefit,” or “distributional cost-effectiveness analysis”).
Example of Item 1: Title65

“Cost-effectiveness of a specialist smoking cessation package
compared with standard smoking cessation services for
people with severe mental illness in England: a trial-based
economic evaluation from the SCIMITAR1 study”

Methods: We performed a probabilistic cost-utility analysis
from the perspective of the Canadian public health care
system, comparing cannabinoid oil and stiripentol (both on a
background of clobazam and valproate) with clobazam and
valproate alone. Costs and quality-adjusted life-years
(QALYs) were estimated using a Markov model that followed
a cohort of children aged from 5 to 18 years through model
states related to seizure frequency. Model inputs were
obtained from the literature. The cost effectiveness of
adjunctive cannabinoid oil, adjunctive stiripentol, and
clobazam/valproate alone was assessed through sequential
analysis. The influence of perspective and other assumptions
were explored in scenario analyses. All costs are expressed
in 2019 Canadian dollars, and costs and QALYs were
discounted at a rate of 1.5% per year.
Results: The incremental cost per QALY gained with the use
of adjunctive cannabinoid oil, from the health care system
perspective, was $32,399 compared with clobazam and
valproate. Stiripentol was dominated by cannabinoid oil,
producing fewer QALYs at higher costs. At a willingness-to-
pay threshold of $50,000, cannabinoid oil was the optimal
treatment in 76% of replications. From a societal perspective,
cannabinoid oil dominated stiripentol and clobazam/
valproate. The interpretation of the results was insensitive to
model and input assumptions.
Conclusion: Compared with clobazam/valproate, adjunctive
cannabinoid oil may be a cost-effective treatment for Dravet
syndrome, if a decision maker is willing to pay at least
$32,399 for each QALY gained. The opportunity costs of
continuing to fund stiripentol, but not cannabinoid oil,
should be considered.
Abstract
Item 2. Abstract: Provide a structured summary that high-

lights context, key methods, results, and alternative analyses.

Explanation. Journals and reporting guidelines recom-
mend the use of structured abstracts when reporting original
research or systematic reviews.32,34 Structured abstracts contain
headings that allow readers to quickly locate key information
about the study. Journals may have guidance regarding the spe-
cific headings to be used and headings may also vary depending
on the study and author preferences.

Abstracts are commonly used as a basis to screen articles
for further review. Furthermore, some readers may only have
access to the abstract, although this is less common with the
increasing drive to open-access publications. The previous
CHEERS TF Report highlighted evidence that the reporting
quality of published abstracts of economic evaluations needed
improvement because they commonly lacked critical informa-
tion or were inaccurate.4 An abstract should be sufficiently
detailed to allow the reader to assess the relevance of the
economic evaluation and to serve as an accurate summary of
the study.

Authors should include a structured summary of the economic
evaluation that includes the aim or objectives of the study; key
methods, including study population and setting (including
country), comparators, time horizon, inputs, perspective, currency
year, and discount rate; results (mean values of costs and out-
comes), including base case and key alternative analyses; and
conclusions. Conclusions should indicate any potential impact on
patients, the public, or application in policy or patient care and
describe impact of relevant analyses of uncertainty. As a guide, we
recommend a word limit of 300 words; nevertheless, we recog-
nize journals may have their own limits that need to be observed
and that on occasion there may be a need to exceed this limit for a
particularly complex article.

Authors should additionally consider producing a plain lan-
guage summary of their study, which would be helpful to
nontechnical audiences, including patients, healthcare pro-
fessionals, and the general public. Furthermore, we recommend
authors check that the information in the abstract or plain lan-
guage summary is consistent with that in the full text, that all
information can be found in the body text, and that the con-
clusions are not different.

https://ispor.org/cheers
https://ispor.org/cheers
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Introduction
Item 3. Background and objectives: Give the context for the

study, the study question and its practical relevance for decision
making in policy or practice.

Explanation. Readers need to understand why the study
was conducted and the specific policy or practice decision being
addressed. Therefore, authors should provide an explicit state-
ment of the motivation for the study, present the study question
(ie, decision problem), explain its practical relevance for health
policy or practice decisions, and describe its importance to pa-
tients and the general population.

Sometimes the motivation for a study may reflect the interests
of researchers, but increasingly economic evaluations are being
conducted to meet the needs of decision makers, such as deter-
mining whether a new treatment or intervention should be
reimbursed. If the study was undertaken for a decision maker or to
address a particular decision problem, this should be outlined.
Otherwise, a description of the importance of the study question
should be given.

It is not enough to state that “the purpose of the study was to
assess the cost-effectiveness of treatment X.” Correct specification
of the study question or decision problem should be consistent
with reporting items 5 to 8 and state the study population and
subgroups, the setting and location, the study perspective, and the
interventions or strategies being compared.
Example of Item 3: Background and objectives67

The Dutch national authorities responded to the recent
mismatches by switching from the [trivalent influenza
vaccine (TIV)] to the quadrivalent influenza vaccine (QIV) as of
the 2019 to 2020 influenza season.[citation provided] QIV
may provide better health outcomes compared to TIV
because QIV contains both B-type strains in the vaccine,
potentially avoiding future mismatches; however, QIV is also
more expensive than TIV. The clinical and economic effects
of replacing TIV with QIV for The Netherlands have so far
only been captured by a straightforward static model, which
estimated the cost-effectiveness of QIV if it had been
implemented in The Netherlands during the last 8 influenza
seasons.[citation provided] An integrated analysis designed
to fully capture the complexity of the dynamics of infections
in humans, including the indirect effects of herd protection
on unvaccinated individuals, is yet to be realized. As these
factors may considerably influence the cost-effectiveness of
a national immunization program against influenza, this
study aimed to assess the incremental price at which the
switch from TIV to QIV is still cost-effective using a dynamic
modeling approach.

Example of Item 4: Health economic analysis plan71

The economic analysis followed intention-to-treat (ITT)
principles and a prospectively agreed analysis plan (see
Appendix X).
Methods
Item 4. Health economic analysis plan: Indicate whether a

health economic analysis plan was developed and where available.

Explanation. Statistical analysis plans are now routine in
clinical trials and provide the reader with some reassurance that
bias has not been introduced by selected reporting of results or
analyses. Nevertheless, in contrast to statistical analysis plans,
health economics analysis plans (HEAPs) are not very common in
economic evaluations. A recent survey found that only approxi-
mately 30% of responding clinical trials units in the United
Kingdom always use some form of HEAP and there was little
consistency in the approach taken.68 In addition, economic eval-
uations are not only conducted alongside clinical trials and may be
based on alternative study designs or economic models. Never-
theless, there have been recent initiatives to improve the trans-
parency of, and to build trust in, real-world secondary data studies
for hypothesis testing.69

Currently, there is no standardized guidance on developing
HEAPs,buta recentexpertDelphiconsensussurvey identified58core
items that were considered essential for inclusion within a HEAP.70

Although this focused on economic evaluations conducted along-
side randomized controlled trials, it should also be useful as a tem-
plate for all types of economic evaluation (eg, model based,
observational study based). Although the use of HEAPs is still in its
infancy, authors should indicatewhether a health economic analysis
plan was developed and where it is available for readers to consult.
Authors areencouraged to includeavailableHEAPsassupplementary
information or in an open-access repository to aid access.
Item 5. Study population: Describe characteristics of the
study population (such as age range, demographics, socioeco-
nomic, or clinical characteristics).
Explanation. Readers need information on the character-
istics of the target population, plus any identifiable subgroups, to
assess the relevance of the study to the population and potential
subgroups of interest to them. The economic impact of any
intervention can be quite different across subgroups, given that
costs and consequences of interventions vary according to pop-
ulation characteristics. Understanding population features (such
as age range, gender, sex, income level, and ethnic groups) and
clinical characteristics (severity, subtypes of illness, histology,
etc) that could affect the evaluation results will also aid in
transferring (generalizing) results to local contexts, where char-
acteristics may differ. In many instances, studies from which
effectiveness estimates are taken will define baseline character-
istics for an economic evaluation. Subgroups may relate to uni-
variate risk factors (eg, presence or absence of a particular
genotype or phenotype) or multivariate risk factors (eg, a con-
tinuum of cardiovascular risk as determined by a multivariable
risk equation).

There is considerable evidence to suggest that subgroup ana-
lyses in clinical trials are often poorly conducted, reported, and
interpreted.72-77 Therefore, authors should report or provide a
reference to factors that may support their inclusion and
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interpretation of results, such as biological plausibility of hy-
potheses and prespecification of subgroup testing.78
Example of Item 7: Comparators83

“Patients randomized to the [cardiovascular risk reduction]
intervention group received a medication therapy
management review, laboratory assessment, individualized
CV risk assessment and education, prescription
recommendations, adaptation or de novo prescriptions, and
monthly pharmacist follow-up visits (a minimum of every 3
to 4 weeks) for 3 months. The intervention was based on
defined protocols from a clinical pathway (www.CKD
pathway.ca; http://www.epicore.ualberta.ca/epirxisk)
developed based on current Canadian guidelines. The usual
care group did not receive the aforementioned interventions
but received usual pharmacist and physician care.”

Example of Item 5: Study population79

“Participants were men and women who presented at 40-80
years with total cholesterol concentrations of at least
3.5mmol/l (135mg/dl) and a medical history of coronary
disease, cerebrovascular disease, other occlusive arterial
disease, diabetes mellitus, or (if a man aged .= 65) treated
hypertension . participants were divided into five similar
sized groups of estimated five-year risk of a major vascular
event, with average risks in the groups ranging from 12% to
42% (which correspond to risks of 4% to 12% for non-fatal
myocardial infarction or coronary death).”
Item 6. Setting and location: Provide relevant contextual
information that may influence findings.

Explanation. An economic evaluation addresses a question
relevant to the place and setting in which resource allocation de-
cisions are being contemplated. This includes the geographical
location (country or countries) and the particular setting of health-
care (ie, primary, secondary, tertiary care, or community/public
health interventions)andanyother relevant sectors, suchaspayment
schemes (health maintenances organization, national health insur-
ance, or national health services), education, or legal systems.57 A
clear description of the location, setting, or other relevant aspects of
the system in which the intervention is provided is needed so that
readers can assess external validity, generalizability, and trans-
ferability of study results to their particular setting. Authors can
subsequently interpret findings in light of system-specific factors in
the “Discussion” section (see item 22).
Example of Item 6: Setting and location80

“The trial was conducted in 18 public primary health care
centers in poor urban areas of Argentina (in Buenos Aires,
Misiones, Tucuman, Corrientes, and Entre Ríos provinces).
Cluster randomization was stratified by geographic region,
and primary health care centers were randomly assigned to
the control group or the intervention group."
Item 7. Comparators: Describe the interventions or strate-
gies being compared and why chosen.

Explanation. Economic evaluations alongside studies
compare only the interventions in the study concerned, whereas
model-based evaluations allow a broader set of comparators to be
assessed. Interventions and delivery of technologies may differ
among countries or settings, making it important to describe the
relevant characteristics of studied interventions. This includes
intensity or frequency of treatment (for behavioral or nondrug
interventions), drug dosage schedule, route, and duration of
administration.

Particular consideration should be taken when reporting eco-
nomic evaluations of complex interventions, which consist of
multiple interacting components and may permit a certain degree
of flexibility in the delivery of the intervention.2 A detailed
description of the elements in the intervention, including the
complexity of the intervention and any variability in the manner of
delivery, should be provided to allow a comprehensive under-
standing of how the intervention was performed. Pathway dia-
grams canbeused,where appropriate, todepict the intervention. To
guide the description of complex interventions, relevant checklists
and guidelines can be referred to. For example, the Template for
Intervention Description and Replication (TIDieR) checklist serves
as a useful template todescribe interventions81whereas Criteria for
Reporting the Development and Evaluation of Complex In-
terventions in healthcare: revised guideline (CReDECI 2) outlines
specific recommendations on reporting complex interventions.82

Comparators may include “do nothing,” “current practice,” or
“the most cost-effective alternative,” but the underlying compo-
nents or actions underlying these should still be described in
detail. Authors should describe why particular comparators were
chosen and should consider listing all potentially relevant com-
parators and explaining why a more common, lower priced, or
more effective comparator was not considered.
Item 8. Study perspectives: State the perspectives adopted
by the study and why chosen.

Explanation. The study perspective is the viewpoint from
which costs and consequences associatedwith the comparators are
evaluated. A study could be conducted from one or more stated
perspectives, including a patient perspective, an institutional
perspective (eg, hospital perspective), a healthcare payer’s
perspective (eg, sickness fund, Medicare in the United States), or a
societal perspective. Most studies are conducted from a health
systemor payer perspective (eg, National Health Service in England
or Medicare in the United States) or from a societal perspective.84

The health system and payer’s perspectives typically include
direct medical care costs, including the cost of the intervention
itself and follow-up treatment costs. A societal perspectivewill also
estimate broader costs to society (eg, productivity losses resulting
from poor health or premature death, informal care costs, or costs
to other sectors such as the criminal justice system).38

Because these perspectives lack standard definitions and are
often misspecified,84 authors should describe the perspective (eg,
healthcare system, societal) in terms of costs included and their
associated components (eg, directmedical costs, direct nonmedical
costs, and indirect/productivity costs) and how this fits the needs of
the target audience and decision problem. Creating a structured
table (called an “impact inventory”) developed by the Second Panel
may be helpful in conveying what costs and consequences were
considered.38 This will also facilitate reporting disaggregated im-
pacts across these sectors and perspectives when reporting results,
which is strongly encouraged (see item 23).38 References to
jurisdiction-specific guidelines or documents describing local

http://www.CKDpathway.ca
http://www.CKDpathway.ca
http://www.epicore.ualberta.ca/epirxisk
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economic evaluation methods can also be provided, along with a
reason for why these were chosen. Authors should also state why
the perspective was chosen and, if applicable, state the decision
makers for whom the study was conducted.
Example of Item 8: Study perspective(s)85

“A limited societal perspective was taken, in which health
care costs and costs outside the health care sector (i.e.,
productivity losses related to MS, informal care, out-of-
pocket or copayments for patients for equipment, aids and
modifications, and community services, such as home help,
transportation, or personal assistance) were included.”

Example of Item 10: Discount rate89

“In both cases discounting at a rate of 3.5% per year (for both
healthcare costs and QALYs) was used. As an alternative
scenario, we also evaluated the effects of applying a 1.5%
discount rate to health impacts; this was in response to the
CEMIPP report which highlighted that 3.5% discounting was
not always appropriate given disparate delays from infection
time to health effects, and..[as] .[t]his is the case for HPV,
when there may be many years between vaccination,
infection and the onset of life-threatening cancers. 1.5% was
chosen”
Item 9. Time horizon: State the time horizon for the study
and why appropriate.

Explanation. The time horizon refers to the length of time
over which costs and consequences of the interventions are being
evaluated and reported. The results and interpretation of an eco-
nomic evaluation, particularly in preventive medicine and treat-
ment of chronic diseases, may be particularly sensitive to the
choice of the time horizon.86 An intervention with a large “up-
front” cost that generates benefits over a period of years, for
example, will become more cost-effective, the longer the time
horizon considered.

Time horizons are typically long enough to capture the most
important differences in costs and consequences and often longer
than the length of follow-up in empirical studies. In these in-
stances, it may be useful to report findings until the end of follow-
up of a study and projected, longer-term costs and consequences.
This can provide the reader with an understanding of the impact
of extrapolation assumptions.
Example of Item 9: Time horizon87

“A 15-year time horizon was chosen for the base case of the
analysis,beginningwith the indexprocedures.A long-termtime
horizon (lifetime) was not considered appropriate due to the
immaturity of utility data available for the analysis; extensive
extrapolation over such a time horizon would be associated
with considerable uncertainty. However, differences in HRQoL
outcomes for patients treated with VBT and spinal fusion (eg
due to improved range of motion), if present upon reaching
skeletal maturity, are anticipated to persist into the long term.
Therefore, it was important to choose a time horizon of
sufficient length to capture plausible mid- to long-term
differences inHRQoLoutcomes.Additional timehorizons (5, 10,
and 20 years) were explored in scenario analyses.”
Item 10. Discount rate: Report the discount rate and reason
chosen.

Explanation. Healthcare interventions may result in short-
or long-term impacts on cost and consequences. A discount rate
reflects societal preferences for immediate impacts versus those
that occur in the future. Discounting beyond the first year after
an intervention allows analysts to provide present values by
adjusting for time preferences, catastrophic risk, and the
diminishing marginal utility of anticipated higher levels of
future consumption. Reporting discount rates is important
because the findings of an economic evaluation, specifically a
more common situation in which costs or consequences of an
intervention are not realized for several years, may be
particularly sensitive to what discount rate is chosen.

Analysts will need to report the impact of findings when the
discount rate is varied (item 23), which is of particular importance
when outcomes occur far in the future.88 Discount rates are not
universal, so authors must say why particular rates were chosen.
Typically, this involves citing local economic evaluation guidelines
or treasury reports. Some jurisdictions recommend a common rate
for discounting both costs and outcomes, whereas others pre-
scribe differential rates. Although a discount rate for economic
evaluations with short (1 year or less) time horizons may not be
applied, analysts should report this as 0% for clarity.
Item 11. Selection of outcomes: Describe what outcomes
were used as the measures of benefits and harms.

Explanation. Evaluation of the consequences of any set of
comparators in health economic evaluation requires the selection
of one or more outcome measures reflecting benefits and harms.
Although these are typically health outcomes, they may also be
one or more broader measures (eg, wellbeing, social care,
recidivism, educational achievement) or any number of measures
combined into a composite outcome (eg, quality-adjusted life-
years [QALYs] or disability-adjusted life-years). Health
outcomes often lack standard definitions (eg, severe
exacerbation) and should be clearly defined. If a composite
outcome measure (eg, QALYs, major adverse cardiovascular
events) is used, the components of the composite measure and
how they contribute to the overall effect should be made clear
to the reader.

The choice of outcome typically depends on the type of
analysis being performed and the perspective that is being
adopted. For example, CEAs will typically focus on clinical out-
comes (eg, life-years, cases avoided), where CUAs and some CBAs
require additional consideration of preferences for these
outcomes.

The rationale for choosing the outcome should be described.
This typically involves describing the relevance of the outcome to
patients, the public, key stakeholders (eg, carers, providers, or
industry) and others affected. If a primary outcome is prespecified,
authors should cite a protocol or clinical study publication from
which it is derived and justify excluding any other outcomes that
were prespecified. Authors are encouraged to describe the nature
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of any patient, public, community, or stakeholder involvement and
engagement in the choice of outcomes.
Example of Item 11: Selection of outcomes90

“An individual-based Markov model was constructed using
guidance from a stakeholder advisory board (SAB), a patient
Delphi panel, and published literature to evaluate direct-
acting antivirals (DAAs) compared to no treatment.. beyond
the traditional QALY health outcome, this study included two
novel outcome measures developed from the HCV patient
Delphi panel and reviewed by our SAB. Patients identified
‘fear of harming others’ as an important problem caused by
having HCV in addition to the consideration of indirect costs
such as ‘financial issues’ or ‘impact on work or career.’ This
patient input was used to develop two measurable health
outcomes in our model: infected life-years (ILYs) and
workdays missed.”
Item 12. Measurement of outcomes: Describe how out-
comes used to capture benefits and harms were measured.

Explanation. The methods for measuring changes in out-
comes should be described. If this is the first-time differences in
clinical outcome measures are reported for the chosen
comparators, authors should defer to existing reporting
checklists for single study-based32,91-94 or synthetic34,95-99

approaches to estimation. Analysts should consult the EQUATOR
Network62 for specific information related to alternative study
designs or outcome measures, if reported for the first time.

Preference-based outcomes that capture impacts on health (eg,
QALYs or disability-adjusted life-years) or on patients and caregivers
beyondhealth (eg, extending theQALY [e-QALY]s100)will additionally
require reporting of the approach to obtaining preference measures
andweights (item13)andanalytic considerations (item17) for readers
to understand how the underlying components (eg, preference
weights and life-years) contribute to the overallmeasure andhow the
measure was constructed (eg, area under the curve approach).
Example of Item 12: Measurement of outcomes101,102

“We conducted a cost-effectiveness analysis (CEA) alongside
the cluster-randomized, controlled, multicenter, prospective
DeTaMAKS-trial ..Further details on the recruitment
strategy of DCCs and the eligibility criteria of DCCs and
participants are described in detail elsewhere.The trial’s
registration number is ISRCTN16412551. The effect of MAKS
on cognitive abilities was operationalized by the Mini-Mental
Status Examination (MMSE) [citation provided]. The effect on
capabilities to perform ADLs was operationalized by the
Erlangen Test of Activities of Daily Living in Persons with Mild
Dementia and Mild Cognitive Impairment (ETAM) [citations
provided]. MMSE and ETAM were both assessed at t0 and t1.
Both tests have a range from 0 to 30 points with higher
values indicating better performance.”

“We previously published an agent-based model of C difficile
transmission in a simulated general, 200-bed, tertiary, acute
care adult hospital.[citation provided] Output from this
model was used to evaluate the cost-effectiveness of
infection control strategies in terms of 2 primary outcomes:
the cost per quality-adjusted life-year (QALY) saved and cost
per hospital-onset CDI (HO-CDI) averted. for additional
modeling details, see the eAppendix in the Supplement.”
Item 13. Valuation of outcomes: Describe the population
and methods used to measure and value outcomes.

Explanation. Analyses based on preference-based outcome
measures should describe how outcomes were measured and valued
(eg, to estimate health state “utilities” [HSUs] or willingness to pay).
If developed de novo, reporting guidance has been developed for
direct approaches to monetary valuation for nonmarketed
outcomes103 (eg, stated preference surveys104 [contingent valuation
approaches,105 conjoint analysis106/discrete choice experiments107]).
Similarly, guidance is available for reporting of direct approaches to
health state preference elicitation, including choice (eg, standard-
gamble or time-trade-off methods) or scaling (eg, rating scales and
ratio scales) methods.108 An alternative approach is to develop HSUs
through translating measures across quality-of-life instruments or
patient-reported outcome measures (ie, mapping). In this case, the
Mapping onto Preference-Based Measures Reporting Standards
(MAPS) Statement should be used to guide reporting.109

Indirect approaches to obtaining preference measures may also
be used. Reporting guidance is available to describe indirect ap-
proaches to consumer preferences (eg, hedonic wage models110). If
multiattribute utility instruments are used to indirectlymeasure and
value states of health (eg, EQ-5D-3L, SF-6D), themain characteristics
should be described, including the name and version of the instru-
ment, the format and frequency of administration of the instrument,
the valuation method (eg, type of stated preference survey), the
population fromwhichvaluationswere obtained in terms of size and
demographic characteristics, and the source of any (proxy) prefer-
encemeasurementandwhythis isappropriate. This isalsoapplicable
to instruments intended tomeasure broader impacts beyond health,
such as capability, wellbeing, or social care (eg, Investigating Choice
Experiments Capability Measure [ICECAP],111Adult Social Care Out-
comesToolkit [ASCOT]112).A referencetothe instrument,withdetails
of its valuation approach, should be provided.113

Authors may also choose to obtain values from the literature. This
could include identifying preference-based measures or monetized
values for health states from studies using approaches as already
described. Ifso,authorsshouldreportwhetherasystematicreviewwas
undertaken. Authors should be aware that some study designs (eg,
cost-of-illness) do not apply preference-based measures or generate
monetized values that reflect willingness to pay.114 For systematic re-
viewsofHSUs, recentguidance toaid reportinghasbeendeveloped.115

Authors are encouraged to fill out appropriate reporting checklists
when citing sources of preference measures to guide readers, when
completed checklists are lacking in original publications. Given the
considerable detail required, authors are encouraged to use supple-
mentary reports or appendixes to convey this information.
Example of Item 13: Valuation of outcomes116,117

“Under this approach, the health outcome in conventional cost-
utility analyses, namely QALY, was monetised using individual
WTP for an additional QALY gained. Based on a study that
assessed WTP for the respondent’s own additional QALY
gained (WTPsel) in the UK[citation provided], we applied
£23,000 to the discounted QALY gained.”

“Themainoutcomemeasure for thecost-effectivenessanalyses
wasQoLmeasuredby thefive-dimensional, three-level EuroQol
(EQ-5D-3L).[citation provided] Dimensions assessed are
mobility, self-care, usual activities, pain/discomfort andanxiety/
depression which are scored on three levels, ‘no problems’,
‘some problems’ and ‘extreme problems’. UK tariffs were used
to transformscores intoutilitieswhich range from20.59 (worse
than dead) to 1 (full health).[citations provided] Utilities using
Dutch tariffs range from20.33 to 1.34.[citation provided]
Quality-adjusted life years (QALYs)were calculated fromutilities
by using the area under the curve method.”
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Item 14. Measurement and valuation of resources and
costs: Describe how costs were valued.

Explanation. Reporting of costs in health economic evalu-
ation requires consideration of 2 related, but separate, processes:
(1) the degree of disaggregation used in the identification and
measurement of resource and cost components (eg, microcosting
vs gross-costing) and (2) the method for the valuation of resource
and cost components (eg, top-down vs bottom-up).118 Approaches
to cost estimation may vary widely because they require
methodological choices and are likely to involve trade-offs or
compromises between theoretical soundness and practical
feasibility.118

Because of this, a key requirement is that authors are trans-
parent about their chosen approach to the measurement and
valuation of resources and costs and their data sources. The data
sources for resource components could, for example, be derived
from a single study, an existing database, routine sources, or the
broader literature. Similarly, the prices (unit costs) attached to
resource items might be derived from alternative sources for the
purposes of a bottom-up, microcosting study, for example, national
unit cost databases or institution-specific cost lists. Authors should
be aware that microcosting studies may be poorly reported.119

If the economic evaluation adopts or cites published estimates
using different methodological approaches for different sets of
resource and cost components, then each should be described. It
may also be relevant to report any adjustments made to cost es-
timates to approximate to opportunity costs. For example, if
capital assets contribute to the cost calculus, authors should
describe any adjustments that reflect potential returns on those
assets. These issues are explored more fully, in the context of drug
costs, in the ISPOR Good Research Practices for Measuring Drug
Costs in Cost-Effectiveness Analysis TF Report.120
“We estimated the costs for the base-case and intervention
scenarios in 2018 US dollars, adopting a South African
health-care system perspective (table 1). Average costs
reflect 2018 estimates for tuberculosis health-care and
diagnostic services in Cape Town that were obtained through
review of the published literature and the official price list of
the National Health Laboratory Service, South Africa. Cost
estimates from previous years were converted into US
dollars (where applicable) and adjusted for inflation using an
average annual South African gross domestic product
deflator rate of 5.71%.”

Example of Item 14: Measurement and valuation of
resources and costs.121

“Resource assessments occurred at scheduled clinic visits.
Use by patients of study and non-study drugs was recorded
in the trial drug log. BP-related health service contacts were
recorded during clinic visits using patient diaries as an aide
memoire. At clinic visits, all health service resource use was
recorded, together with attribution of resources to BP.
Study drugs were prescribed at varying doses and durations.
Using national Prescribing Cost Analysis (PCA) data, average
costs per unit weight of therapeutic were determined and
applied to patient drug use records: doxycycline £0.0015/mg
and prednisolone £0.0221/mg. Use of topical steroids was
costed similarly using PCA data. Costs of inpatient stays (in
days) and outpatient visits were estimated using Hospital
Episodes statistics (HES) and the National Schedule of
Reference Costs (NSRC)”
Item 15. Currency, price date, and conversion: Report the
dates of the estimated resource quantities and unit costs, plus the
currency and year of conversion.

Explanation. It is important to report dates in the form of
calendar years or financial years for estimated resource quantities
or cost components and their associated prices (unit costs)
because these assumptions can greatly affect the findings of the
economic evaluation. Although prices for most resource items and
cost components will be available for the same year for which
overall costs are reported, some may only be available for previous
years. In these cases, the method of price adjustment, for example,
by applying a specific price index (eg, US Personal Health Care
deflator), should be reported.

The currency used should be clearly reported, especially when
.1 jurisdiction has a currency with the same name (eg, dollars,
pesos). Depending on journal requirements, authors should
consider using the convention described in International Organi-
zation for Standardization 4217 (eg, USD for US dollars, EUR for
euros) to aid reporting. Some studies may include currency ad-
justments, specifically when prices of a resource item or cost
component are not available in the country of interest or if ana-
lysts prefer to report findings in a widely used currency (eg, USD)
or report results from several countries simultaneously.

If currency conversions are performed, the method used (eg,
through purchasing power parities) should be reported. If the
evaluation involves both price and currency adjustments, the
stages followed to arrive at costs expressed in a target currency and
price year and any accompanying algorithms should be reported.
For example, the Campbell and Cochrane Economics Methods
Group provides guidance and accompanying algorithms for
adjusting costs to a specific target currency and price year using a
gross domestic product deflator index values and purchasing
power parity conversion rates produced by the International
Monetary Fund and the Organisation for Economic Co-operation
and Development.122 The reporting of studies from different
countries in a widely used currency, such as USD, may facilitate
comparisons of the cost-effectiveness of different interventions
but harbors caveats, outlined in the ISPOR Good Practices TF on
Transferability of Economic Evaluations Across Jurisdictions.123
Item 16. Rationale and description of model: If modeling is
used, describe in detail and why used. Report if the model is
publicly available and where it can be accessed.

Explanation. The article should describe the model
structure used for analysis and explain why it is appropriate for
use in the study. For consistency, analysts may want to use
published guidance for describing model types.125-127 This
explanation might refer to the similarity of the model structure
used for analysis to the model structure used in previous studies
of the disease of interest where this is available.126,128 Alterna-
tively, if an innovative modeling approach is being used, this
approach might be related to the outcomes needed for decision
makers or how the chosen model structure better reflects disease
natural history, current treatment practice, and efficacy and
safety compared with previous models in the disease area. The
use of an innovative approach might also be related to the extent
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to which credible data are available to populate the model. In
both cases, the model structure should be described in enough
detail that an interested researcher could replicate it. In most
cases, a figure illustrating the model structure and patient flows
through the model is recommended.
Figure [X]. Model Structure

ACF indicates, Active Case Finding; HC, healthcare; HIV/TB; human immunodefi

Example of Item 16: Rationale and description of model129

“In our symptom-based care seeking model, we defined
three TB-symptom levels—asymptomatic, nonspecific,
classic—based on the corresponding probability of
diagnostic evaluation for TB. We calculated monthly
transition rates between these symptom levels based on
three constraints: 1. Probability of progression is 2 times that
of regression; 2. Lifetime probability of TB self-cure equals
that of death in the absence of treatment (untreated case
fatality ratio of 0.5); and 3. Mean duration of asymptomatic
period is 9 months. These values (monthly transition rates
between symptom levels and monthly probabilities of
seeking care) were inputted into a decision tree Markov
model which was constructed to reflect the diagnostic
algorithm (CXR and Xpert) used for Active Case Finding (ACF)
in the Zambia TB REACH program. 100,000 individuals
defined by TB/HIV status and symptom level and modeled as
having a one-time chance to attend ACF (86% for nonspecific
and classic symptom). Those who did not access ACF were
modeled as seeking routine care with a monthly probability
based on symptom development (20% for nonspecific and
40% for classic symptom) throughout the duration of the
analysis. Individuals with untreated TB at the end of each
monthly cycle experienced a monthly probability of
symptom level transition (progression or regression). More
detailed model structure and clinical diagnostic algorithms
are described in the supporting information S2 and S3
Tables in S1 File; S2 and S3 Figs in S1 File.”
Item 17. Analytics and assumptions: Describe any methods
for analyzing or statistically transforming data, any extrapolation
methods, and approaches for validating any model used.

Explanation. Input values based on assumptions including
structural assumptions in models make up a critical set of infor-
mation needed to understand the report findings. The report
should present a listing of all the assumptions and calculations
needed for a reader with the necessary expertise to potentially
replicate the analysis including programming and running the
model.128 There are also a variety of approaches to sharing models
with peer reviewers or readers; this will be mandatory for jour-
nals with open data sharing policies. At a minimum, sharing of
unlocked models with reviewers is encouraged regardless, as in
most cases, a basic model description with calculations and as-
sumptions are insufficient to allow a complete replication of
findings that includes the use of additional macros, Visual Basic for
Application code, and other hidden but important details.

Authors should provide the rationale for and the basis of as-
sumptions (eg, specific data source/article, expert opinion, stan-
dard practice, or convenience). Assumptions may include
information about the characteristics of the modeled population,
disease natural history, and disease management patterns
including choice of comparators and treatment pathways.130

Additional analytic methods may be required for study- or
model-based analysis including approaches to transform or
extrapolate data beyond observed values not addressed in items
11 to 15. This could include how preference-based outcomes are
calculated (eg, area under the curve) or the durability of treatment
efficacy beyond the time period observed in clinical trials.

Validation of assumptions, formulas, and modeling will require
additional reporting that addresses what type of validation was
undertaken and its approach. Given that the information needed
to convey this may be extensive, citations to existing published
reports or sharing of de novo information in appendices or open
data repositories will likely be required. Reporting guidance for
ciency virus/tuberculosis; ICER, incremental cost-effectiveness ratio.
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calibration and validation of modeling has been published to assist
authors.131-133
Example of Item 17: Analytics and assumptions134,135

“A summary of . key assumptions around modelling
approach [is] in Table 2; . [The model] is publicly available,
accessed through the Open Research Exeter repository.”
“We calibrated our [agent-based model] to capture the key
characteristics of meningococcal epidemics under both
strain replacement scenarios, including the age-distribution
of meningococcal incidence (Figure [XA]), average carriage
prevalence among different age groups (Figure [XB]), and
weekly average incidence of meningococcal cases
(Figure [XC]) between 2002 to mid-2015 (the full duration of
the available time series). We emphasize that our goal is
not to fit to the timing of past epidemics but instead to
calibrate the model against the periodicity of past epidemics
in additional to calibration targets depicted in Figure [X].
Details of our calibration approach are described in the
Appendix [X]”

Example of Item 19: Characterizing distributional effects140

“A series of scenario analyses was performed to explore the
impact of altering the socioeconomic differences in model
inputs on [distributional cost-effectiveness analysis] results,
corresponding to the 4 questions raised in introduction. The
intervention impacts estimated in each scenario analysis
Item 18. Characterizing heterogeneity: Describe any
methods used for estimating how the results of the study vary for
subgroups.

Explanation. The separation of heterogeneity from uncer-
tainty is important for the interpretation of findings of any eco-
nomic evaluation. Consideration should be given to how
heterogeneity in a study’s results could arise to appropriately
explore and report the effect of different types of heterogeneity.
This includes heterogeneity that results when treatment effects
are homogeneous on the relative scale (eg, relative risk, odds ra-
tios, or hazard ratios) but the baseline risks (prognosis) vary by
characteristics of individuals and traditional subgroup differences
when treatment effects differ and particular population charac-
teristics are predictive of the treatment effect (effect modifica-
tion). Authors should clearly describe their methods for
Example of Item 18: Characterizing heterogeneity136

“Intention-to-treat comparisons were made for hospitalization
and statin costs during the scheduled study treatment period.
Previous analyses of [theHeart Protection Study] had indicated
similar proportional reductions ofz25% in the rate of [major
vascular events] with allocation to 40 mg simvastatin daily in
different categories of participant. Across the different
subgroups studied, similar proportional reductions ofz22% in
UK hospitalization costs associated with vascular events, and
similar absolute differences in the costs of statin treatment,
were also observed between the study treatment groups.
Consequently, it was hypothesized that the proportional
reductions in US hospitalization costs associated with vascular
events, and the absolute differences in US costs of statin
treatment between the study treatment groups, would also be
similar acrossdifferent subcategoriesofparticipant.Hence, the
absolute reduction in the US costs of vascular event
hospitalizations in any particular subgroup was derived by
applying the overall proportional reduction in vascular event
costs observed among all participants to the vascular event
costs observed in the placebo group for that particular
subgroup. Absolute reductions in vascular deaths within
subgroups were estimated similarly.”
investigating both potential types of heterogeneity. If assuming
homogeneity across the population in their study, authors should
justify this assumption.

Item 19. Characterizing distributional effects: Describe how
impacts are distributed across different individuals or adjustments
made to reflect priority populations.

Explanation. Characterizing distributional effects may be
important if decision makers are interested in the equity impacts
of the interventions evaluated based on social variables such as
socioeconomic status, ethnicity, and geographical location or
disease categories such as disability and severity of illness.137

Authors should describe any methods they applied to address
distributional concerns through the use of population-specific
parameters (eg, higher costs for rural settings, lower adherence
for high-risk groups), differential weights applied to preference-
based measures by distributional factors such as age,138 or any
adjustments to a cost-effectiveness threshold for special cases
such as rare diseases or end-of-life treatment.139

The underpinning premise for characterizing distributional
effects should be stated. For example, this might be driven by the
requirements of methodological guidelines in the local jurisdic-
tion or a desire by authors to advance egalitarian or other
distributive notions of justice in society. Methods for assessing
trade-offs between efficiency and equity concerns, such as the
equity-efficiency impact plane, should be described.137 If distri-
butional concerns were not considered in the evaluation, then this
should be explicitly stated.
were compared with the base case estimates, which
constitute the results when all of the socioeconomic
differences in the model inputs mentioned previously are
incorporated. We assume that the base case represents the
best estimate of the intervention impacts. The base case
results and the results of each scenario analysis are
presented as scatter plots on the health equity impact plane.
The differences from the base case reflect in which direction
and to what extent each scenario affects how well each
model estimates the intervention impact on the distribution
of health.”
Item 20. Characterizing uncertainty: Describe methods to
characterize any sources of uncertainty in the analysis.

Explanation. Authors should report approaches to
capturing uncertainty. Statistical uncertainty associated with eco-
nomic evaluations undertaken with individual patient data (IPD)
can be reflected by reporting confidence intervals or Bayesian
credibility intervals of incremental costs and incremental effects.
Because confidence or credible intervals can be problematic to es-
timate and misleading,141 cost-effectiveness planes and cost-
effectiveness acceptability curves may be more appropriate
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presentational tools. These presentational devices are more
consistent with decision making compared with an inferential
approach to interpreting uncertainty. For model-based economic
evaluations and hybrid analyses combining IPD analyses with
models, parameter uncertainty may be represented for individual
parameters in a deterministic sensitivity analysis or across all
parameters simultaneously with probabilistic analysis. Where
probabilistic analysis is used, the same presentational tools (cost-
effectiveness planes/acceptability curves) can be used as for IPD
analyses. For deterministic analyses, tornado diagrams are useful.

Approaches to capturing uncertainty that are not related to
sampling, such as methodologic (eg, choice of discount rates, unit
cost vectors, and study perspective) or structural (eg, duration of
treatment, effectiveness over time, events included in analysis,
model used) uncertainty, should also be described.
Example of Item 20: Characterizing uncertainty136

“Parameter uncertainty in the estimates of life years gained,
hospitalization cost savings, and cost per life year gained was
assessed by nonparametric bootstrapping of the event and
cost equations used in the model.[citation provided]... The
effects of changing selected analytic parameters on the cost-
effectiveness estimates were assessed. First, the predicted
life expectancy was adjusted for age- and gender-specific
health-related quality of life derived from a representative
sample of the US population in the Agency for Healthcare
Research and Quality’s Medical Expenditure Panel Survey.
Second, an assessment was carried out for the impact on
cost-effectiveness estimates of persistent use of statin
therapy declining to 35% by the sixth year after initiation (i.e.,
persistence during each of the first 5 years of 80%, 70%, 60%,
50%, 40%, and 35% thereafter). Finally, the cost-effectiveness
of lifetime use of generic 40 mg simvastatin at $0.20 per day
was assessed. Further extrapolation was made (as in the UK
setting [citation provided]) to 5 years beyond the eligible age
limits for [the heart protection study (HPS)] (i.e., down to 35
years and up to 85 years) and to vascular risk down to a 5-
year [major vascular event] risk of 5% (compared with the
12% risk in the lowest quintile of HPS).”

Example of Item 21: Approach to engagement with patients
and others affected by the study146

“We established a public reference group of individuals with
an interest in vaccination and with a range of backgrounds
who felt comfortable working in complex areas such as
modelling. We used a series of 21 meetings or ‘knowledge
spaces’ to create opportunities for deliberative dialogue
about modelling in order to identify the potential areas
where the public can contribute. Each meeting focused on a
different topic or stage in the modelling process. Deliberative
elements included presentations on concepts and methods
to ensure the [Principal Investigator] Reference Group built
up an understanding of the modelling process”.
Item 21. Approach to engagement with patients and
others affected by the study: Describe any approaches to engage
patients or service recipients, the general public, communities,
or stakeholders (eg, clinicians or payers) in the design of the
study.

Explanation. PPIE, wider community engagement, and
stakeholder involvement aim to enhance the relevance, accept-
ability, and appropriateness of research, ultimately improving its
quality.142 Community engagement directly involves local pop-
ulations in all aspects of decision making, implementation, and
policy. It can strengthen local capacities, community structures,
and local ownership to improve transparency, accountability, and
optimal resource allocations across diverse settings. To under-
stand the contribution PPIE or community engagement makes to
research, we encourage reporting of the approach to stakeholder
and PPIE when included in health economic evaluation.

Acknowledging that PPIE and community engagement in
health economic evaluation is still in its infancy,143,144 this item
requires authors to report any approaches they use and is pur-
posively broad. In addition to reporting the general approach to
PPIE, authors may wish to report more specific details of PPIE
using GRIPP2 guidance.145 The involvement of stakeholders more
traditionally used in developing economic evaluations (eg, clini-
cians, payers, industry) should be similarly mentioned.
Results
Item 22. Study parameters: Report all analytic inputs (eg,

values, ranges, references) including uncertainty or distributional
assumptions.

Explanation. When models are used, sufficient informa-
tion must be provided to allow interpretation by reviewers
experienced with the same type of model, decision makers who
must understand generalizability to their own decision context,
and interested researchers who wish to replicate the analysis.
Providing a table with all the input values and data sources used
is critical to full reporting. Additional information on the study
design of each source is also encouraged. A table with key pa-
rameters in the main body of the report with a supplementary
table of the ranges and actual distributions including type of
distribution and relevant moments used in the uncertainty an-
alyses for all model parameters is a good approach (see
Example). Given that some or many of these values will be
transformed according to methods in items 9 to 17, Study Pa-
rameters are more appropriately reported in the “Results” sec-
tion of a report.



Example of Item 22: Study parameters134
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Item 23. Summary of main results: Report the mean values
for the main categories of costs and outcomes of interest and
summarize them in the most appropriate overall measure.

Explanation. Authors should report the mean values for
the main categories of estimated costs (including total costs) for
each comparator group and the mean values for the main out-
comes of interests (including outcome categories if applicable) for
each comparator group. Both the discounted and undiscounted
mean values for the main categories of costs and outcomes should
be reported, to be transparent about how sensitive findings are to
(the method and rate of) discounting.

Authors should also report the effect of underlying heteroge-
neity, such as reporting mean costs and effects by identifiable
subgroups of the population of interest. Similarly, authors should
strongly consider reporting disaggregated mean costs and conse-
quences by perspective, to aid understanding of differential im-
pacts, if applicable. When distributional assumptions are used to
create weighted measures, both weighted and unweighted find-
ings should be represented to aid interpretation.

Summary measures, such as incremental cost-effectiveness
ratios, cost-benefit ratios, net health/monetary benefit outcomes
can then additionally be reported. Reporting negative incremental
cost-effectiveness ratios when an intervention is either dominant
or dominated is not relevant for decision making and should be
avoided. Estimates of net health benefit/net monetary benefit
should be accompanied by the cost-effectiveness threshold to
which they relate, and its source. A cost-effectiveness plane is a
helpful aid to understanding the extent to which interventions are
dominated or extendedly dominated.



[Discounted] cost-effectiveness results for transplant recipients, patients who did not receive a transplant and all patients combined

Average undiscounted Life years and QALYs per patient for each allocation scheme

Example of Item 23: Summary of main results147
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Item 24. Effect of uncertainty: Describe how uncertainty
about analytic judgments, inputs, or projections affect findings.
Report the effect of choice of discount rate and time horizon, if
applicable.

Explanation. Uncertainty should be described using
appropriate uncertainty intervals for quantities. Authors should
always report the impact of choice of discount rate and time
horizon, at minimum, if included in the study. Authors are
encouraged to use figures along with data where possible to
depict the effect of uncertainty regarding structural or meth-
odologic choices, such as extrapolation approaches. Tornado
diagrams should be used if deterministic analyses are per-
formed; cost-effectiveness plane scatter plots depicting
distinguishable points for each intervention and accompanying
cost-effectiveness acceptability curves should be used for
probabilistic analysis, if appropriate.
Item 25. Effect of engagement with patients and
others affected by the study: Report on any difference patient/
service recipient, general public, community, or stakeholder
involvement made to the approach or findings of the study.

Explanation. A key area of reporting is the difference, or
the impact, patient, public, community, and stakeholder involve-
ment has made to research because this builds the evidence base
for practice.148,149 When studies have involved patients, carer,
payers, the public, or communities as active collaborators in the
research process (as opposed to participants in a research study),
we would encourage authors to report any difference this
involvement made to the research. Differences may include dif-
ferences in scope, methods, results, interpretation of results, or
process of research. In addition to reporting the difference or
impact of public or stakeholder involvement, authors may wish to
report more detailed aspects of PPIE using GRIPP2 guidance.145



Figure 2. Cost-effectiveness plane, incremental cost-
effectiveness, and net-benefit analysis of the base case. (A) The
costs and effectiveness of the 2 comparators are plotted for
1,000 sampled individuals in each group. (B) The incremental
costs and effectiveness of artificial intelligence (AI) compared
with no AI are plotted. Quadrants indicate comparative cost-
effectiveness (e.g., upper right: higher costs at higher
effectiveness; lower right: lower costs and higher effectiveness).
Inserted cross-tabulation: Percentage of samples lying in different
quadrants. (C) We plotted the probability of comparators being
acceptable in terms of their cost-effectiveness depending on
the willingness-to-pay threshold of a payer. The range of
willingness to pay was expanded from 0 to 100 euro and did
not considerably change beyond this threshold.

Example of Item 25: Effect of engagement with patients and
others affected by the study146

[This] study identified the difference that public involvement
canmake tomathematical andeconomicmodelling. Atamacro
level, we found the public contributed to reviewing context,
reviewing relevance, assessing data and justifying model
choice, troubleshooting, interpreting and reviewing outcomes
anddecision-making.Atamicro level,we identifiedspecific type
of contribution according to each stage of the modelling
process.Public contributors enhanced thevalidity of themodel,
potentially enhancing its relevance, utility and transparency
through diverse inputs, enhancing the credibility, consistency
and continuous development through scrutiny, in addition to
contextualising the model within a wider societal view.

Example of Item 24: Effect of uncertainty134
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Discussion
Item 26. Study findings, limitations, generalizability, and

current knowledge: Report key findings, limitations, ethical or
equity considerations not captured, and how these could affect
patients, policy, or practice.

Explanation. The discussion provides context to the results
and aids the reader to interpret and critically review the study
findings. Authors may wish to use subheadings to aid read-
ability.150 The discussion should summarize the key results and
how these support the study conclusions. Authors should indicate
the degree and main areas of uncertainty. Notable subgroup and
distributional effects should be discussed together with any
ethical and equity considerations, such as the use of sociodemo-
graphic characteristics or biomarkers to determine which sub-
groups should have access to treatment.151,152 It is also important
to relate the study findings to relevant decision-making
frameworks or thresholds to demonstrate the relevance of the
study to decision making for a relevant jurisdiction/setting.

Transparency and validation are essential for decision makers
to have trust and confidence in economic data. A section on study
limitations should include a discussion addressing the impact of
assumptions and methodological choices that were made in the
conduct of the study. Such assumptions and choices give rise to a
number of areas of uncertainty. Any limitations arising from dis-
crepancies in tests of model validity (or absence of validation)
should also be discussed.130,133

It is important to discuss the potential impact of the research on
patients, policy, or practice and highlight how the study advances
knowledge. In this respect, the discussion section should relate the
studyfindings back to the original decisionquestion and explainhow
the results might affect the reader’s understanding of the decision
problem. The studyfindings should be discussed in the context of the
current literature and possible explanations provided for differing
results from previous studies. The generalizability (external validity)
and potential transferability of the study findings to other settings
Example of Item 26: Study findings, limitations,
generalizability, and current Knowledge153

[e.g., limitations]: “This analysis has important limitations.
First, we assume homogenous population mixing. This
assumption may over- or under-estimate the benefits of
[polymerase chain reaction (PCR)] testing; however, we have
calibrated our model to reflect observed data, using a
transmission multiplier. When relevant, we selected values
or made assumptions which would provide a conservative
estimate of the benefits of testing (PCR sensitivity, test cost,
transmission reduction after a negative test), and then varied
these values widely in sensitivity analyses. Second, we do not
address supply chain lapses which could impact the
feasibility of implementing these strategies. Third, we
exclude several factors that may result from expanded
testing that would render these strategies even more cost-
effective, including averting quality-of-life reductions due to
[coronavirus disease 2019 (COVID)]-related morbidity or self-
quarantine-related mental health issues, preventing school
closure-related workforce gaps, increasing economic
purchasing, and enabling economic activity to reopen due to
reduced COVID incidence. We also assume that
transmissions vary with a constant daily rate by disease
state; emerging data suggest that infectivity may be highest
early after acquisition of the virus. If true, testing strategies
which diagnose people in early or asymptomatic stages of
infection would be of higher value. Finally, we do not model
contact tracing, which is likely to be a critical tool to respond
to a patchwork of surging outbreaks over time.”



ISPOR REPORT 27
should also be discussed. Finally, the discussion section should pre-
sent future research directions. Questions related to the research
problem that remain unanswered after the study or have become
more focused as a result of the study should be presented.

Other relevant information
Item 27. Source of funding: Describe how the study was

funded and any role of the funder in the identification, design,
conduct, and reporting of the analysis

Explanation. Funding relationships in economic evaluation
have been shown to correlate with the direction of findings.154-161

Authors should describe any relationship of the funders to other
organizations or individuals with a financial or other interest in
the work including nonmonetary sources of support. If no funding
or nonmonetary support was received, authors should so state.
Example of Item 27: Source of Funding162

“This work was supported by the [National Institute for
Health Research (NIHR)] School for Primary Care Research
(grant reference 117a). [The author] was funded by NIHR
Research Professorship (NIHR-RP-02-12-012). A trial steering
committee provided independent supervision on behalf of
the funder and sponsor (University of Bristol) and an
independent data monitoring committee oversaw safety.”
Item 28. Conflicts of interest: Report authors conflicts of
interest according to journal or International Committee of Med-
ical Journal Editors (ICMJE) requirements.

Explanation. Authors should declare anything that readers
might think is a competing interest, regardless of whether the
authors themselves feel their impartiality is affected. Authors may
be unaware of their bias, believe they are impartial, or believe that
multiple COI cancel each other out and use this to justify keeping
potential COIs concealed.163-166 COI information may further help
the reader interpret the credibility of the results. In the absence of
a journal policy, we suggest that authors complete a standard COI
form (eg, that of the ICMJE,167 http://www.icmje.org/conflicts-of-
interest/). At a minimum, authors should declare financial in-
terests present within 36 months before publication and any other
interests that could appear to have influenced the work.
Example of Item 28: Conflicts of Interest162

“All authors have completed and submitted the ICMJE Form
for Disclosure of Potential Conflicts of Interest. Dr Thompson
reports that he has received funding from Alere Inc to
conduct research on C-reactive protein point-of-care tests,
has received funding from Roche Molecular Diagnostics for
consultancy work.”
Discussion

We hope this update of the CHEERS statement will be useful to
those who need to identify, prepare, and interpret reports of health
economic evaluations. Despite the promotion and increased number
of available health economic evaluations and the availability of
CHEERS in multiple languages since 2013, there is still some indica-
tion that CHEERS could be more widely and appropriately used. A
convenience sample of 50 articles citing CHEERS revealed only 42%
(95%confidence interval28-56)madeanappropriateuseofCHEERS.5

This is a similar rate to that observed in other major reporting
guidelines (CONSORT, PRISMA,AnimalResearch: Reportingof InVivo
Experiments [ARRIVE]). The same study also found that the
inappropriate use of CHEERS increased from its time of publication.

In creating this update, we also wanted to ensure the
broadest possible application of CHEERS. Previous concerns
raised about its lack of applicability in CBAs were understand-
able, given original CHEERS guidance leaning strongly toward
proving direction for those conducting CEAs (including CUAs).
This was driven, in part, by the small prevalence and impact of
published CBAs at the time of the original CHEERS guidance.
Nevertheless, it is clear that broader characterizations of the
benefits of healthcare, in concert with the promotion and
publication of other forms of economic evaluation, such as CBAs
and distributional CEA, are becoming increasingly important.
Health economic evaluation is also finding increasing applica-
tion across a wider spectrum of health interventions. We hope
the revised CHEERS statement addresses these concerns.

We are also aware that the final checklist reflects the perspec-
tives of the TF members, PPIE advisors, Delphi Panel members, and
peer reviewers involved. Although nominal group techniques such
as the Delphi approach are intended to minimize the unnecessary
influence of dominant experts in a group, we acknowledge the
output of these processes is only as good as the experience and
perspectives represented. Despite seeking a diversity of expertise, it
is possible that more could be said for specific applications of
CHEERS for interventions that have impacts beyond health (eg,
educational, environmental, social care). Wewould encourage those
who see opportunities to expand CHEERS 2022 items or to create
additional reporting guidance that provides clarification in specific
areas to provide feedback to, or work with, one ormore members of
the CHEERS TF to develop CHEERS extensions in these areas.

The updated guidance is also anticipating future developments in
the conduct and reportingof published health economic evaluations.
These include the use of health economic analysis plans, model
sharing, and the increasing involvement of stakeholders in health
research, includingengagementwith communities, patients, and the
public. Although some on the Delphi Panel suggested these de-
velopments did not warrant their own reporting items, the TF ulti-
mately felt addressing these developments through the creation of
separate items could foster awareness of their use and development.

Given that there is an ever-increasing need for clarity of in-
formation to support healthcare decision making and attention to
healthcare expenditure, we anticipate the role of published health
economic evaluation to become even more important. Although
we hope the CHEERS 2022 statement and accompanying resources
will ultimately improve the quality of reporting (and decision
making), the impact of the original CHEERS statement on
reporting quality is still uncertain. A formal evaluation study is
ongoing and results will be available in 2022.168 In the meantime,
we have focused our attention on strategies to increase the
appropriate use of CHEERS, including creating a wider range of
tools and resources for editors and authors, seeking endorsement
across a larger group of journals, and increasing outreach efforts.

We also recognize researchersmay alsowish to translate CHEERS
2022 into other languages. In these cases, we would encourage
appropriate methods56,169 and collaboration with one or more TF
members to ensure consistency with CHEERS. We encourage
authors, peer reviewers, and editors to regularly consult the CHEERS
2022 webpage and to provide feedback on how it can be improved.

http://www.icmje.org/conflicts-of-interest/
http://www.icmje.org/conflicts-of-interest/
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Conclusions

ThisExplanationandElaborationReport is intendedtoaidusers in
appropriately applying the new CHEERS 2022 28-item checklist. The
CHEERS 2022 statement is primarily intended for researchers
reporting economic evaluations for peer-reviewed journals and the
peer reviewers and editors assessing them for publication. Never-
theless,we anticipate familiaritywith reporting requirementswill be
useful for analysts when planning studies. It may also be useful for
HTA bodies seeking guidance on reporting, given that there is an
increasing emphasis on transparency in decision making.
Supplemental Material

Supplementary data associated with this article can be found in the
online version at https://doi.org/10.1016/j.jval.2021.10.008.
Article and Author Information

Accepted for Publication: November 3, 2021

doi: https://doi.org/10.1016/j.jval.2021.10.008

Author Affiliations: University of Ottawa, School of Epidemiology and
Public Health, Ottawa, Ontario, Canada and Institute of Health Economics,
Edmonton, Alberta, Canada (Husereau); Centre for Health Economics,
University of York, York, UK (Drummond); Health Technology Assessment
and Health Economics Department of the Institute for Clinical Effectiveness
and Health Policy (IECS- CONICET), Buenos Aires; University of Buenos
Aires, Buenos Aires; CONICET (National Scientific and Technical Research
Council), Buenos Aires, Argentina (Augustovski); Erasmus School of Health
Policy & Management, Erasmus University Rotterdam, Rotterdam, The
Netherlands (de Bekker-Grob); London School of Hygiene and Tropical
Medicine, London, England, UK (Briggs); Adis Journals, Springer Nature,
Auckland, New Zealand (Carswell); Department of Otolaryngology - Head &
Neck Surgery, University of Ottawa, Ontario, Canada; Clinical Epidemiology
Program and Center for Journalology, Ottawa Hospital Research Institute,
Ontario, Canada; Department of Epidemiology, Erasmus University Medi-
cal Center Rotterdam, Rotterdam, The Netherlands (Caulley); Department
of Pharmacotherapy, College of Pharmacy, University of Utah, Salt Lake
City, UT, USA (Chaiyakunapruk); Department of Health Policy and Man-
agement, School of Public Health, Faculty of Health Sciences, Ben-Gurion
University of the Negev, Be’er-Sheva, Israel (Greenberg); Harvard Medical
School, Boston, MA, USA; The BMJ, London, UK (Loder); RTI Health Solu-
tions, RTI International, Research Triangle Park, NC, USA (Mauskopf);
School of Pharmacy, University of Maryland Baltimore, Baltimore, MD, USA
(Mullins); Nuffield Department of Primary Care Health Sciences, University
of Oxford, Oxford, UK (Petrou); National Hepatitis C Program Office, Min-
istry of Health and Welfare, Taipei City, Taiwan (Pwu); Warwick Research in
Nursing, University of Warwick Warwick Medical School, Warwick, UK
(Staniszewska).

Correspondence: Don Husereau, BScPharm, MSc, 879 Winnington Ave,
Ottawa, Ontario, Canada K2B 5C4. Email: donh@donhusereau.com

Author Contributions: Concept and design: Husereau, Drummond,
Augustovski, Briggs, Carswell, Caulley, Chaiyakunapruk, de Bekker-Grob,
Greenberg, Loder, Mauskopf, Mullins, Petrou, Pwu, Staniszewska
Acquisition of data: Husereau, Drummond, Augustovski, Briggs, Carswell,
Caulley, Chaiyakunapruk, de Bekker-Grob, Greenberg, Loder, Mauskopf,
Mullins, Petrou, Pwu, Staniszewska
Analysis and interpretation of data: Husereau, Drummond, Augustovski,
Briggs, Carswell, Caulley, Chaiyakunapruk, de Bekker-Grob, Greenberg,
Loder, Mauskopf, Mullins, Petrou, Pwu, Staniszewska
Drafting of the manuscript: Husereau, Drummond, Augustovski, Briggs,
Carswell, Caulley, Chaiyakunapruk, de Bekker-Grob, Greenberg, Loder,
Mauskopf, Mullins, Petrou, Pwu, Staniszewska
Critical revision of the paper for important intellectual content: Husereau,
Drummond, Augustovski, Briggs, Carswell, Caulley, Chaiyakunapruk, de
Bekker-Grob, Greenberg, Loder, Mauskopf, Mullins, Petrou, Pwu,
Staniszewska
Statistical analysis: Husereau
Obtaining funding: Husereau
Administrative, technical, or logistic support: Husereau

Mr Husereau is a Task Force co-Chair and the submitting and corresponding
author; Dr Drummond is a Task Force co-Chair. All other authors (Drs
Augustovski, de Bekker-Grob, and Briggs, Mr Carswell, and Drs Caulley,
Chaiyakunapruk, Greenberg, Loder, Mauskopf, Mullins, Petrou, Pwu, and
Staniszewska—listed in alphabetical order by surname) and the cochairs
conceived this article anddesigned theDelphi survey conducted to inform the
guideline content. Mr Husereau conducted a literature review, administered
the Delphi survey, and analyzed the data for both. Mr Husereau and Dr
Drummond prepared materials for each meeting and led the drafting and
editing of the article. Drs Augustovski, de Bekker-Grob, and Briggs, Mr Cars-
well, and Drs Caulley, Chaiyakunapruk, Greenberg, Loder, Mauskopf, Mullins,
Petrou, Pwu, and Staniszewska drafted particular sections of the article. Drs
Drummond and Staniszewska led the patient and public involvement and
engagement (PPIE) advisory group. Mr Husereau and Dr Carswell led the Ed-
itors Advisory Group. All authors were involved in revising the article critically
for important intellectual content.All authors approved thefinal versionof the
article. Mr Husereau is the guarantor of this work. The corresponding author
attests that all listed authors meet the authorship criteria and that no others
meeting the criteria have been omitted. DrMoher served as scientific advisor
andreviewedthe initial proposalandattended initialmeetings;allmembersof
the PPIE (Ivett Jakab, Emma Kinloch, Eric Low, Jean Mossman, Declan Noone,
Phil Posner, and Jo Watson) critically reviewed the initial checklist and sug-
gested and provided review and advice on subsequent drafts of the checklist
and Explanation and Elaboration Report. Members of the PPIEwere invited to
participate in the Delphi Panel exercise. All members of the PPIE and Delphi
Panel were invited to review drafts of the checklist and accompanying report.

Conflict of Interest Disclosures: Mr Husereau reported in-kind support
from ISPOR to host task force meetings. Support from 9363980 Canada Inc
for the online form. DrMauskopf reported contracts with RTI-HS fromMerck,
National Pharmaceutical Council, Eisai, Sanofi, Glaxo Smith Kline Biopharma,
and Pfizer. Dr Mullins reported receiving grants from Merck; consulting fees
from AstraZeneca, Bayer Pharmaceuticals, Incyte, Merck, Pfizer, Sanofi, and
Takeda; payment or honoraria for lectures, presentations, speaker bureaus,
manuscript writing or educational events from Janssen and Pfizer; support
for attending meetings and/or travel from Takeda. Drs Drummond and
Mullins are editors of Value in Health and had no role in the peer-review
process of this article. No other conflicts were reported.

Funding/Support: Funding to support ongoing meetings was provided
by ISPOR—The Professional Society for Health Economics and Outcomes
Research. The funders had no role in considering the study design or in
the collection, analysis, interpretation of data, or writing of the report.
Funding for Mr Husereau and the Delphi Panel exercise was provided by
9363980 Canada Inc. Dr Staniszewska is partly funded by the National
Institute for Health Research (NIHR) Applied Research Collaboration West
Midlands, the NIHR Health Protection Research Unit Gastrointestinal In-
fections, and the NIHR Health Protection Research Unit Genomics and
Enabling data.

Acknowledgment: Very special thanks to those who served as our PPIE
Advisory Group: Ivett Jakab, Emma Kinloch, Eric Low, Jean Mossman,
Declan Noone, Phil Posner, and Jo Watson. Thanks also to those who
participated on our Editors Advisory Group: Wendy Babidge, Lyn Bea-
mesderfer, Dior Beerens, Chris Carswell, Tillie Cryer, Ana Donnelly, Manuel
Espinoza, Dan Greenberg, Wolfgang Greiner, Laura Happe, Mickaël
Hiligsmann, Christine Laine, Lin Lee, Ken Lee, Elizabeth Loder, Natalie
Pafitis, Julia Robinson Kenneth Stein, Eva Szunyogova, WimWeber, Timothy
Wrightson, and Brian Zikmund-Fisher. Thanks to all those who participate
in the Delphi Panel exercise: Marie-Claude Aubin, Marc Berger, John
Campbell, Doug Coyle, Matthew Dyer Richard Edlin, Rita Faria, Veronica
Gallegos, Alastair Gray, Scott Grosse, Jason Guertin, Dyfrig Hughes, Flor-
encia Hutter, Denny John, Hanin Farhana Kamaruzaman, David Kim,
Murray Krahn, Dan Moldaver, Ku Abd Rahim Ku Nurhasni, Daniela Vianna
Pachito, Michael Paulden, Clinton Pecenka, Andrés Pichon-Riviere, John
Powell, Lisa Prosser, Dean Regier, Anna Ringborg, Rossana Rivas, Chris
Sampson, Marisa Santos, Paul Scuffham, Mark Sculpher, Katia Senna,
Eldon Spackman, Lotte Steuten, David Tamblyn, Kilgore Trout, Dick Willke,
and Torbjorn Wisloff. Special thanks to the additional ISPOR reviewers who
provided helpful comments on our drafts: Tadesse Abegaz, Alex Kostyuk,
Kelly Lenahan, Nan Luo, Joshua Soboil, Richard White, and members of the
PPIE. Thanks to David Moher for initial advice on approach, and a very
special final thanks to Elizabeth Molsen-David.

https://doi.org/10.1016/j.jval.2021.10.008
http://doi.org/https://doi.org/10.1016/j.jval.2021.10.008
mailto:donh@donhusereau.com


ISPOR REPORT 29
REFERENCES

1. Pitt C, Goodman C, Hanson K. Economic evaluation in global perspective: a
bibliometric analysis of the recent literature. Health Econ. 2016;25(suppl 1):9–28.

2. Neumann PJ, Thorat T, Shi J, Saret CJ, Cohen JT. The changing face of the cost-
utility literature, 1990-2012. Value Health. 2015;18(2):271–277.

3. Panzer AD, Emerson JG, D’Cruz B, et al. Growth and capacity for cost-effec-
tiveness analysis in Africa. Health Econ. 2020;29(8):945–954.

4. Husereau D, Drummond M, Petrou S, et al. Consolidated health economic
evaluation reporting standards (CHEERS)–explanation and elaboration: a
report of the ISPOR health economic evaluation publication guidelines good
reporting practices task force. Value Health. 2013;16(2):231–250.

5. Caulley L, Catalá-López F,Whelan J, et al. Reporting guidelines of health research
studies are frequently used inappropriately. J Clin Epidemiol. 2020;122:87–94.

6. Emerson J, Panzer A, Cohen JT, et al. Adherence to the iDSI reference case among
published cost-per-DALYaverted studies. PLoS One. 2019;14(5):e0205633.

7. Economic Analysis of Health Care Technology. A report on principles. Task
Force on Principles for Economic Analysis of Health Care Technology. Ann
Intern Med. 1995;123(1):61–70.

8. Gold MR. Cost-Effectiveness in Health and Medicine. Oxford, United Kingdom:
Oxford University Press; 1996.

9. Drummond M, Jefferson TO. Guidelines for authors and peer reviewers of
economic submissions to the BMJ. The BMJ Economic Evaluation Working
Party. BMJ. 1996;313(7052):275–283.

10. Siegel JE, Weinstein MC, Russell LB, Gold MR. Recommendations for reporting
cost-effectiveness analyses. Panel on cost-effectiveness in health and medi-
cine. JAMA. 1996;276(16):1339–1341.

11. Nuijten MJ, Pronk MH, Brorens MJ, et al. Reporting format for economic
evaluation: part II: focus on modelling studies. Pharmacoeconomics.
1998;14(3):259–268.

12. Vintzileos AM, Beazoglou T. Design, execution, interpretation, and reporting
of economic evaluation studies in obstetrics. Am J Obstet Gynecol.
2004;191(4):1070–1076.

13. Drummond M, Manca A, Sculpher M. Increasing the generalizability of eco-
nomic evaluations: recommendations for the design, analysis, and reporting
of studies. Int J Technol Assess Health Care. 2005;21(2):165–171.

14. Ramsey SD, Willke RJ, Glick H, et al. Cost-effectiveness analysis alongside
clinical trials II-An ISPOR Good Research Practices Task Force report. Value
Health. 2015;18(2):161–172.

15. Goetghebeur MM, Wagner M, Khoury H, Levitt RJ, Erickson LJ, Rindress D.
Evidence and Value: impact on DecisionMaking–the EVIDEM framework and
potential applications. BMC Health Serv Res. 2008;8:270.

16. Davis JC, Robertson MC, Comans T, Scuffham PA. Guidelines for conducting
and reporting economic evaluation of fall prevention strategies. Osteoporos
Int. 2011;22(9):2449–2459.

17. Petrou S, Gray A. Economic evaluation alongside randomised controlled tri-
als: design, conduct, analysis, and reporting. BMJ. 2011;342:d1548.

18. Petrou S, Gray A. Economic evaluation using decision analytical modelling:
design, conduct, analysis, and reporting. BMJ. 2011;342:d1766.

19. Husereau D, DrummondM, Petrou S, et al. Consolidated Health Economic Eval-
uation Reporting Standards (CHEERS) statement. BJOG. 2013;120(6):765–770.

20. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. BMC Med. 2013;11:80.

21. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. BMJ. 2013;346:f1049.

22. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. Clin Ther.
2013;35(4):356–363.

23. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. Cost Eff Resour Alloc.
2013;11(1):6.

24. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. Int J Technol Assess
Health Care. 2013;29(2):117–122.

25. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. J Med Econ.
2013;16(6):713–719.

26. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. Eur J Health Econ.
2013;14(3):367–372.

27. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. Pharmacoeconomics.
2013;31(5):361–367.

28. Husereau D, Drummond M, Petrou S, et al. Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) statement. Value Health.
2013;16(2):e1–e5.

29. Report submission. National Institute of Health Research. https://www.journals
library.nihr.ac.uk/information-for-authors/getting-started/report-submission.
htm. Accessed April 6, 2021.

30. Code of ethics for medical research publication principles for publication
professionals. International Society for Medical Publication Professionals.
https://www.ismpp.org/code-of-ethics-a#:w:text=The%202019%20ISM
PP%20Code%20of,work%20of%20medical%20publication%20professionals.
Accessed July 21, 2021.
31. Enhancing the QUAlity and Transparency Of health Research. The EQUATOR
Network. https://www.equator-network.org/. Accessed April 9, 2021.

32. Moher D, Hopewell S, Schulz KF, et al. CONSORT 2010 explanation and
elaboration: updated guidelines for reporting parallel group randomised
trials. BMJ. 2010;340:c869.

33. Vandenbroucke JP, von Elm E, Altman DG, et al. Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE): explanation and elabo-
ration. Ann Intern Med. 2007;147(8):W163–W194.

34. Page MJ, Moher D, Bossuyt PM, et al. PRISMA 2020 explanation and elabo-
ration: updated guidance and exemplars for reporting systematic reviews.
BMJ. 2021;372:n160.

35. Sanghera S, Frew E, Roberts T. Adapting the CHEERS statement for reporting
cost–benefit analysis. Pharmacoeconomics. 2015;33(5):533–534.

36. Walker DG, Wilson RF, Sharma R, et al. Best practices for conducting eco-
nomic evaluations in health care: a systematic review of quality assessment
tools. Agency for Healthcare Research and Quality. http://www.ncbi.nlm.nih.
gov/books/NBK114545/. Accessed July 12, 2021.

37. Jüni P, Witschi A, Bloch R, Egger M. The hazards of scoring the quality of
clinical trials for meta-analysis. JAMA. 1999;282(11):1054–1060.

38. Sanders GD, Neumann PJ, Basu A, et al. Recommendations for conduct,
methodological practices, and reporting of cost-effectiveness analyses: sec-
ond panel on Cost-Effectiveness in Health and Medicine [published correc-
tion appears in JAMA. 2016;316(18):1924]. JAMA. 2016;316(10):1093–1103.

39. Guidelines for the economic evaluation of health technologies: Canada.
CADTH. https://www.cadth.ca/about-cadth/how-we-do-it/methods-and-
guidelines/guidelines-for-the-economic-evaluation-of-health-technologies-
canada. Accessed April 6, 2021.

40. Practical considerations when critically assessing economic evaluations.
Guidance document. European Network for Health Technology Assessment.
https://eunethta.eu/wp-content/uploads/2020/03/EUnetHTA-JA3WP6B2-5-
Guidance-Critical-Assessment-EE_v1-0.pdf. Accessed April 6, 2021.

41. Thorn J, Ridyard C, Hughes D, et al. Health economics analysis plans: where
are we now? Value Health. 2016;19(7):A397.

42. Dunlop WCN, Mason N, Kenworthy J, Akehurst RL. Benefits, challenges and
potential strategies of open source health economic models. Pharmacoeco-
nomics. 2017;35(1):125–128.

43. Jansen JP, Incerti D, LinthicumMT. Developing open-source models for the US
health system: practical experiences and challenges to date with the open-
source value project. Pharmacoeconomics. 2019;37(11):1313–1320.

44. Smith R, Schneider P. Making health economic models Shiny: a tutorial.
Wellcome Open Res. 2020;5:69.

45. Open source models. ISPOR. https://www.ispor.org/member-groups/special-
interest-groups/open-source-models. Accessed April 6, 2021.

46. Cohen JT, Neumann PJ, Wong JB. A call for open-source cost-effectiveness
analysis. Ann Intern Med. 2017;167(6):432–433.

47. WHO guide for standardization of economic evaluations of immunization
programmes. World Health Organization. https://www.who.int/
immunization/documents/who_ivb_19.10/en/. Accessed April 6, 2021.

48. Mauskopf J, Standaert B, Connolly MP, et al. Economic analysis of vaccination pro-
grams: an ISPOR Good Practices for Outcomes Research Task Force report [pub-
lished correction appears in Value Health. 2019;22(3):383] [published correction
appears in Value Health. 2019;22(4):502]. Value Health. 2018;21(10):1133–1149.

49. Wilkinson T, Sculpher MJ, Claxton K, et al. The international decision support
initiative reference case for economic evaluation: an aid to thought. Value
Health. 2016;19(8):921–928.

50. Cookson R, Drummond M, Weatherly H. Explicit incorporation of equity
considerations into economic evaluation of public health interventions.
Health Econ Policy Law. 2009;4(Pt 2):231–245.

51. Cookson R, Griffin S, Norheim OF, Culyer AJ, Chalkidou K. Distributional cost-
effectiveness analysis comes of age. Value Health. 2021;24(1):118–120.

52. Lorgelly PK. Patient and public involvement in health economics and out-
comes research. Patient. 2021;14(4):379–380.

53. Ryan M, Moran PS, Harrington P, et al. Contribution of stakeholder engage-
ment to the impact of a health technology assessment: an Irish case study. Int
J Technol Assess Health Care. 2017;33(4):424–429.

54. Hawton A, Boddy K, Kandiyali R, Tatnell L, Gibson A, Goodwin E. Involving
patients in health economics research: “the PACTS principles.”. Patient.
2021;14(4):429–434.

55. Malone DC, Ramsey SD, Patrick DL, et al. Criteria and process for initiating
and developing an ISPOR good practices task force report. Value Health.
2020;23(4):409–415.

56. Moher D, Schulz KF, Simera I, Altman DG. Guidance for developers of health
research reporting guidelines. PLoS Med. 2010;7(2):e1000217.

57. Drummond M. Methods for the Economic Evaluation of Health Care Pro-
grammes. 4th ed. Oxford, United Kingdom: Oxford University Press; 2015.

58. Sullivan SD, Mauskopf JA, Augustovski F, et al. Budget impact analysis-prin-
ciples of good practice: report of the ISPOR 2012 Budget Impact Analysis
Good Practice II Task Force. Value Health. 2014;17(1):5–14.

59. Crown W, Buyukkaramikli N, Thokala P, et al. Constrained optimization
methods in health services research - an introduction: report 1 of the ISPOR
Optimization Methods Emerging Good Practices Task Force. Value Health.
2017;20(3):310–319.

60. Bond K, Stiffell R, Ollendorf DA. Principles for deliberative processes in health
technology assessment [published online August 4, 2020]. Int J Technol Assess
Health Care. https://doi.org/10.1017/S0266462320000550.

http://refhub.elsevier.com/S1098-3015(21)01795-2/sref1
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref1
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref2
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref2
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref3
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref3
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref4
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref4
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref4
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref4
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref5
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref5
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref6
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref6
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref7
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref7
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref7
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref8
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref8
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref9
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref9
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref9
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref10
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref10
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref10
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref11
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref11
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref11
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref12
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref12
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref12
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref13
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref13
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref13
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref14
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref14
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref14
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref15
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref15
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref15
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref16
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref16
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref16
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref17
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref17
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref18
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref18
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref19
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref19
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref20
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref20
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref21
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref21
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref22
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref22
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref22
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref23
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref23
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref23
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref24
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref24
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref24
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref25
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref25
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref25
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref26
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref26
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref26
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref27
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref27
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref27
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref28
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref28
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref28
https://www.journalslibrary.nihr.ac.uk/information-for-authors/getting-started/report-submission.htm
https://www.journalslibrary.nihr.ac.uk/information-for-authors/getting-started/report-submission.htm
https://www.journalslibrary.nihr.ac.uk/information-for-authors/getting-started/report-submission.htm
https://www.ismpp.org/code-of-ethics-a#:%7E:text=The%202019%20ISMPP%20Code%20of,work%20of%20medical%20publication%20professionals
https://www.ismpp.org/code-of-ethics-a#:%7E:text=The%202019%20ISMPP%20Code%20of,work%20of%20medical%20publication%20professionals
https://www.ismpp.org/code-of-ethics-a#:%7E:text=The%202019%20ISMPP%20Code%20of,work%20of%20medical%20publication%20professionals
https://www.equator-network.org/
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref32
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref32
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref32
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref33
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref33
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref33
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref34
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref34
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref34
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref35
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref35
http://www.ncbi.nlm.nih.gov/books/NBK114545/
http://www.ncbi.nlm.nih.gov/books/NBK114545/
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref37
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref37
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref38
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref38
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref38
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref38
https://www.cadth.ca/about-cadth/how-we-do-it/methods-and-guidelines/guidelines-for-the-economic-evaluation-of-health-technologies-canada
https://www.cadth.ca/about-cadth/how-we-do-it/methods-and-guidelines/guidelines-for-the-economic-evaluation-of-health-technologies-canada
https://www.cadth.ca/about-cadth/how-we-do-it/methods-and-guidelines/guidelines-for-the-economic-evaluation-of-health-technologies-canada
https://eunethta.eu/wp-content/uploads/2020/03/EUnetHTA-JA3WP6B2-5-Guidance-Critical-Assessment-EE_v1-0.pdf
https://eunethta.eu/wp-content/uploads/2020/03/EUnetHTA-JA3WP6B2-5-Guidance-Critical-Assessment-EE_v1-0.pdf
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref41
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref41
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref42
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref42
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref42
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref43
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref43
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref43
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref44
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref44
https://www.ispor.org/member-groups/special-interest-groups/open-source-models
https://www.ispor.org/member-groups/special-interest-groups/open-source-models
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref46
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref46
https://www.who.int/immunization/documents/who_ivb_19.10/en/
https://www.who.int/immunization/documents/who_ivb_19.10/en/
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref48
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref48
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref48
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref48
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref49
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref49
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref49
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref50
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref50
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref50
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref51
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref51
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref52
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref52
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref53
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref53
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref53
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref54
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref54
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref54
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref55
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref55
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref55
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref56
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref56
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref57
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref57
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref57
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref58
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref58
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref58
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref59
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref59
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref59
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref59
https://doi.org/10.1017/S0266462320000550


30 VALUE IN HEALTH JANUARY 2022
61. Consolidated health economic evaluation reporting standards (CHEERS) II.
ISPOR. https://www.ispor.org/member-groups/task-forces/consolidated-
health-economic-evaluation-reporting-standards-(cheers)-2. Accessed August
13, 2021.

62. Altman DG, Simera I. A history of the evolution of guidelines for reporting
medical research: the long road to the EQUATOR Network. J R Soc Med.
2016;109(2):67–77.

63. Ware M, Mabe M. The STM report: an overview of scientific and scholarly
journal publishing. International Association of Scientific, Technical and
Medical Publishers. https://digitalcommons.unl.edu/cgi/viewcontent.cgi?
article=1008&context=scholcom. Accessed July 21, 2021.

64. Paisley S. Classification of evidence in decision-analytic models of cost-
effectiveness: a content analysis of published reports. Int J Technol Assess
Health Care. 2010;26(4):458–462.

65. Li J, Fairhurst C, Peckham E, et al. Cost-effectiveness of a specialist smoking
cessation package compared with standard smoking cessation services for
people with severe mental illness in England: a trial-based economic eval-
uation from the SCIMITAR1 study. Addiction. 2020;115(11):2113–2122.

66. Elliott J, McCoy B, Clifford T, Potter BK, Wells GA, Coyle D. Economic evalu-
ation of cannabinoid oil for Dravet syndrome: a cost-utility analysis. Phar-
macoeconomics. 2020;38(9):971–980.

67. Zeevat F, Crépey P, Dolk FCK, PostmaAJ, Breeveld-Dwarkasing VNA, PostmaMJ.
Cost-effectiveness of quadrivalent versus trivalent influenza vaccination in the
Dutch National Influenza Prevention Program. Value Health. 2021;24(1):3–10.

68. Dritsaki M, Gray A, Petrou S, Dutton S, Lamb SE, Thorn JC. Current UK
practices on health economics analysis plans (HEAPs): are we using heaps of
them? Pharmacoeconomics. 2018;36(2):253–257.

69. Orsini LS, Monz B, Mullins CD, et al. Improving transparency to build trust in
real-world secondary data studies for hypothesis testing-Why, what, and
how: recommendations and a road map from the real-world evidence
transparency initiative. Pharmacoepidemiol Drug Saf. 2020;29(11):1504–1513.

70. Thorn JC, Davies CF, Brookes ST, et al. Content of Health Economics Analysis
Plans (HEAPs) for trial-based economic evaluations: expert Delphi consensus
survey. Value Health. 2021;24(4):539–547.

71. Chalmers JR, Wojnarowska F, Kirtschig G, et al. A randomised controlled trial
to compare the safety, effectiveness and cost-effectiveness of Doxycycline
(200 Mg/Day) with that of oral Prednisolone (0.5 Mg/Kg/Day) for initial
treatment of bullous pemphigoid: the bullous pemphigoid steroids and tet-
racyclines (BLISTER) trial. Health Technol Assess. 2017;21(10):1–90.

72. Assmann SF, Pocock SJ, Enos LE, Kasten LE. Subgroup analysis and other (mis)
uses of baseline data in clinical trials. Lancet. 2000;355(9209):1064–1069.

73. Pocock SJ, Hughes MD, Lee RJ. Statistical problems in the reporting of clinical
trials. A survey of three medical journals. N Engl J Med. 1987;317(7):426–432.

74. Hernández AV, Boersma E, Murray GD, Habbema JD, Steyerberg EW. Sub-
group analyses in therapeutic cardiovascular clinical trials: are most of them
misleading? Am Heart J. 2006;151(2):257–264.

75. Gabler NB, Duan N, Liao D, Elmore JG, Ganiats TG, Kravitz RL. Dealing with
heterogeneity of treatment effects: is the literature up to the challenge?
Trials. 2009;10:43.

76. Lagakos SW. The challenge of subgroup analyses–reporting without dis-
torting [published correction appears in N Engl J Med. 2006;355(5):533].
N Engl J Med. 2006;354(16):1667–1669.

77. Brookes ST, Whitley E, Peters TJ, Mulheran PA, Egger M, Davey Smith G.
Subgroup analyses in randomised controlled trials: quantifying the risks of
false-positives and false-negatives. Health Technol Assess. 2001;5(33):1–56.

78. Sun X, BrielM,Walter SD, Guyatt GH. Is a subgroup effect believable? Updating
criteria to evaluate the credibility of subgroup analyses. BMJ. 2010;340:c117.

79. Heart Protection Study Collaborative,Mihaylova B, Briggs A, et al. Lifetime cost
effectiveness of simvastatin in a range of risk groups and age groups derived
from a randomised trial of 20,536 people. BMJ. 2006;333(7579):1145.

80. Augustovski F, Chaparro M, Palacios A, et al. Cost-effectiveness of a
comprehensive approach for hypertension control in low-income settings in
Argentina: trial-based analysis of the hypertension control program in
Argentina. Value Health. 2018;21(12):1357–1364.

81. Hoffmann T, Glasziou P, Boutron I, et al. Better reporting of interventions:
template for intervention description and replication (TIDieR) checklist and
guide. BMJ. 2014;348:g1687.

82. Möhler R, Köpke S, Meyer G. Criteria for reporting the development and
evaluation of complex interventions in healthcare: revised guideline (CRe-
DECI 2). Trials. 2015;16:204.

83. Tam-Tham H, Clement F, Hemmelgarn BR, et al. A cost analysis and cost-
utility analysis of a community pharmacist–led intervention on reducing
cardiovascular risk: the Alberta Vascular Risk Reduction Community Phar-
macy Project (RxEACH). Value Health. 2019;22(10):1128–1136.

84. Kim DD, Silver MC, Kunst N, Cohen JT, Ollendorf DA, Neumann PJ. Perspective
and costing in cost-effectiveness analysis, 1974-2018 [published correction
appears in Pharmacoeconomics. 2020;38(12):1377]. Pharmacoeconomics.
2020;38(10):1135–1145.

85. Kremer IEH, Hiligsmann M, Carlson J, et al. Exploring the cost effectiveness of
shared decision making for choosing between disease-modifying drugs for
relapsing-remitting multiple sclerosis in The Netherlands: a state transition
model. Med Decis Making. 2020;40(8):1003–1019.

86. Kim DD, Wilkinson CL, Pope EF, Chambers JD, Cohen JT, Neumann PJ. The
influence of time horizon on results of cost-effectiveness analyses. Expert Rev
Pharmacoecon Outcomes Res. 2017;17(6):615–623.
87. Polly DW, Larson AN, Samdani AF, et al. Cost-utility analysis of anterior
vertebral body tethering versus spinal fusion in idiopathic scoliosis from a US
integrated healthcare delivery system perspective. Clinicoecon Outcomes Res.
2021;13:175–190.

88. O’Mahony JF, Newall AT, van Rosmalen J. Dealing with time in health eco-
nomic evaluation: methodological issues and recommendations for practice.
Pharmacoeconomics. 2015;33(12):1255–1268.

89. Datta S, Pink J, Medley GF, et al. Assessing the cost-effectiveness of HPV
vaccination strategies for adolescent girls and boys in the UK. BMC Infect Dis.
2019;19(1):552.

90. Mattingly 2nd TJ, Slejko JF, Onukwugha E, Perfetto EM, Kottilil S, Mullins CD.
Value in hepatitis C virus treatment: a patient-centered cost-effectiveness
analysis. Pharmacoeconomics. 2020;38(2):233–242.

91. Benchimol EI, Smeeth L, Guttmann A, et al. The REporting of studies Con-
ducted using Observational Routinely-collected health Data (RECORD)
statement. PLoS Med. 2015;12(10):e1001885.

92. Ogrinc G, Armstrong GE, Dolansky MA, Singh MK, Davies L. SQUIRE-EDU
(Standards for QUality Improvement Reporting Excellence in Education):
publication guidelines for educational improvement. Acad Med.
2019;94(10):1461–1470.

93. Bossuyt PM, Reitsma JB, Bruns DE, et al. STARD 2015: an updated list of
essential items for reporting diagnostic accuracy studies. BMJ.
2015;351:h5527.

94. Vandenbroucke JP, von Elm E, Altman DG, et al. Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE): explanation and elabo-
ration. PLoS Med. 2007;4(10):e297.

95. Hoaglin DC, Hawkins N, Jansen JP, et al. Conducting indirect-treatment-
comparison and network-meta-analysis studies: report of the ISPOR Task
Force on Indirect Treatment Comparisons Good Research Practices: part 2.
Value Health. 2011;14(4):429–437.

96. Stewart LA, Clarke M, Rovers M, et al. Preferred reporting items for system-
atic review and meta-analyses of individual participant data: the PRISMA-
IPD Statement. JAMA. 2015;313(16):1657–1665.

97. Hutton B, Salanti G, Caldwell DM, et al. The PRISMA extension statement for
reporting of systematic reviews incorporating network meta-analyses of
health care interventions: checklist and explanations. Ann Intern Med.
2015;162(11):777–784.

98. Caro JJ, Briggs AH, Siebert U, Kuntz KM. ISPOR-SMDM Modeling Good
Research Practices Task Force. Modeling good research practices–overview: a
report of the ISPOR-SMDM Modeling Good Research Practices Task Force–1.
Value Health. 2012;15(6):796–803.

99. Salameh JP, Bossuyt PM, McGrath TA, et al. Preferred reporting items for
systematic review and meta-analysis of diagnostic test accuracy studies
(PRISMA-DTA): explanation, elaboration, and checklist. BMJ.
2020;370:m2632.

100. Extending the QALY: about the project. The University of Sheffield. https://
scharr.dept.shef.ac.uk/e-qaly/about-the-project/. Accessed May 20, 2021.

101. Steinbeisser K, Schwarzkopf L, Graessel E, Seidl H. Cost-effectiveness of a
non-pharmacological treatment vs. “care as usual” in day care centers for
community-dwelling older people with cognitive impairment: results from
the German randomized controlled DeTaMAKS-trial. Eur J Health Econ.
2020;21(6):825–844.

102. Barker AK, Scaria E, Safdar N, Alagoz O. Evaluation of the cost-effectiveness of
infection control strategies to reduce hospital-onset Clostridioides difficile
infection. JAMA Netw Open. 2020;3(8):e2012522.

103. Neumann PJ, Goldie SJ, Weinstein MC. Preference-based measures in
economic evaluation in health care. Annu Rev Public Health.
2000;21(1):587–611.

104. Menegaki AN, Olsen SB, Tsagarakis KP. Towards a common standard – A
reporting checklist for web-based stated preference valuation surveys and a
critique for mode surveys. J Choice Modell. 2016;18(C):18–50.

105. Smith RD, Sach TH. Contingent valuation: what needs to be done? Health
Econ Policy Law. 2010;5(Pt 1):91–111.

106. Bridges JF, Hauber AB, Marshall D, et al. Conjoint analysis applications in
health – a checklist: a report of the ISPOR Good Research Practices for
Conjoint Analysis Task Force. Value Health. 2011;14(4):403–413.

107. Hauber AB, González JM, Groothuis-Oudshoorn CG, et al. Statistical methods
for the analysis of discrete choice experiments: a report of the ISPOR conjoint
analysis good research practices task force. Value Health. 2016;19(4):300–315.

108. Stalmeier PF, Goldstein MK, Holmes AM, et al. What should be reported in a
methods section on utility assessment? Med Decis Making. 2001;21(3):200–
207.

109. Petrou S, Rivero-Arias O, Dakin H, et al. The MAPS reporting statement for
studies mapping onto generic preference-based outcome measures: expla-
nation and elaboration. Pharmacoeconomics. 2015;33(10):993–1011.

110. Evans MF, Taylor LO. Using revealed preference methods to estimate the
value of reduced mortality risk: best practice recommendations for the he-
donic wage model [published online September 29, 2020]. Rev Environ Econ
Policy. https://doi.org/10.1093/reep/reaa006.

111. Coast J, Kinghorn P, Mitchell P. The development of capability measures in
health economics: opportunities, challenges and progress. Patient.
2015;8(2):119–126.

112. Malley JN, Towers AM, Netten AP, Brazier JE, Forder JE, Flynn T. An assessment
of the construct validity of the ASCOT measure of social care-related quality
of life with older people. Health Qual Life Outcomes. 2012;10:21.

https://www.ispor.org/member-groups/task-forces/consolidated-health-economic-evaluation-reporting-standards-(cheers)-2
https://www.ispor.org/member-groups/task-forces/consolidated-health-economic-evaluation-reporting-standards-(cheers)-2
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref62
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref62
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref62
https://digitalcommons.unl.edu/cgi/viewcontent.cgi?article=1008&amp;context=scholcom
https://digitalcommons.unl.edu/cgi/viewcontent.cgi?article=1008&amp;context=scholcom
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref64
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref64
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref64
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref65
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref65
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref65
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref65
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref65
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref66
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref66
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref66
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref67
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref67
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref67
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref68
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref68
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref68
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref69
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref69
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref69
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref69
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref70
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref70
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref70
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref71
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref71
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref71
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref71
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref71
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref72
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref72
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref73
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref73
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref74
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref74
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref74
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref75
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref75
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref75
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref76
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref76
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref76
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref77
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref77
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref77
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref78
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref78
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref79
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref79
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref79
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref80
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref80
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref80
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref80
http://refhub.elsevier.com/S1098-3015(21)01795-2/optxTzCvHOXFp
http://refhub.elsevier.com/S1098-3015(21)01795-2/optxTzCvHOXFp
http://refhub.elsevier.com/S1098-3015(21)01795-2/optxTzCvHOXFp
http://refhub.elsevier.com/S1098-3015(21)01795-2/optVgfsKaHi8C
http://refhub.elsevier.com/S1098-3015(21)01795-2/optVgfsKaHi8C
http://refhub.elsevier.com/S1098-3015(21)01795-2/optVgfsKaHi8C
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref81
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref81
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref81
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref81
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref82
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref82
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref82
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref82
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref83
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref83
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref83
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref83
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref84
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref84
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref84
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref85
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref85
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref85
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref85
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref87
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref87
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref87
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref88
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref88
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref88
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref89
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref89
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref89
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref90
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref90
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref90
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref91
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref91
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref91
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref91
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref92
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref92
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref92
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref93
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref93
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref93
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref94
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref94
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref94
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref94
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref95
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref95
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref95
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref96
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref96
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref96
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref96
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref97
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref97
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref97
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref97
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref98
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref98
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref98
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref98
https://scharr.dept.shef.ac.uk/e-qaly/about-the-project/
https://scharr.dept.shef.ac.uk/e-qaly/about-the-project/
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref100
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref100
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref100
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref100
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref100
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref101
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref101
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref101
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref102
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref102
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref102
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref103
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref103
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref103
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref104
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref104
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref105
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref105
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref105
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref106
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref106
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref106
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref107
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref107
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref107
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref108
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref108
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref108
https://doi.org/10.1093/reep/reaa006
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref110
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref110
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref110
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref111
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref111
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref111


ISPOR REPORT 31
113. Xie F, Pickard AS, Krabbe PF, et al. A checklist for reporting valuation studies
of Multi-Attribute Utility-Based Instruments (CREATE). Pharmacoeconomics.
2015;33(8):867–877.

114. Tarricone R. Cost-of-illness analysis. What room in health economics? Health
Policy. 2006;77(1):51–63.

115. Brazier J, Ara R, Azzabi I, et al. Identification, review, and use of health state
utilities in cost-effectiveness models: an ISPOR Good Practices for Outcomes
Research Task Force Report. Value Health. 2019;22(3):267–275.

116. Park M, Jit M, Wu JT. Cost–benefit analysis of vaccination: a comparative
analysis of eight approaches for valuing changes to mortality and morbidity
risks. BMC Med. 2018;16(1):139.

117. Verberne DPJ, van Mastrigt GAPG, Ponds RWHM, van Heugten CM,
Kroese MEAL. Economic evaluation of nurse-led stroke aftercare addressing
long-term psychosocial outcome: a comparison to care-as-usual. BMJ Open.
2021;11(2):e039201.

118. �Spacírová Z, Epstein D, García-Mochón L, Rovira J, Olry de Labry Lima A,
Espín J. A general framework for classifying costing methods for economic
evaluation of health care [published correction appears in Eur J Health Econ.
2021;22(5):847]. Eur J Health Econ. 2020;21(4):529–542.

119. Xu X, Lazar CM, Ruger JP. Micro-costing in health and medicine: a critical
appraisal. Health Econ Rev. 2021;11(1):1.

120. Hay JW, Smeeding J, Carroll NV, et al. Good research practices for
measuring drug costs in cost effectiveness analyses: issues and recom-
mendations: the ISPOR Drug Cost Task Force report–Part I. Value Health.
2010;13(1):3–7.

121. Mason JM, Chalmers JR, Godec T, et al. Doxycycline compared with pred-
nisolone therapy for patients with bullous pemphigoid: cost-effectiveness
analysis of the BLISTER trial. Br J Dermatol. 2018;178(2):415–423.

122. Shemilt I, Thomas J, Morciano M. A web-based tool for adjusting costs to a
specific target currency and price year. Evidence and Policy. 2010;6(1):51–59.

123. Drummond M, Barbieri M, Cook J, et al. Transferability of economic evalua-
tions across jurisdictions: ISPOR Good Research Practices Task Force report.
Value Health. 2009;12(4):409–418.

124. Marx FM, Cohen T, Menzies NA, Salomon JA, Theron G, Yaesoubi R. Cost-
effectiveness of post-treatment follow-up examinations and secondary pre-
vention of tuberculosis in a high-incidence setting: a model-based analysis.
Lancet Glob Health. 2020;8(9):e1223–e1233.

125. Brennan A, Chick SE, Davies R. A taxonomy of model structures for economic
evaluation of health technologies. Health Econ. 2006;15(12):1295–1310.

126. Stahl JE. Modelling methods for pharmacoeconomics and health technology
assessment: an overview and guide. Pharmacoeconomics. 2008;26(2):131–148.

127. Dahabreh IJ, Trikalinos TA, Balk EM, Wong JB. Recommendations for the
conduct and reporting of modeling and simulation studies in health tech-
nology assessment. Ann Intern Med. 2016;165(8):575–581.

128. Sculpher M, Fenwick E, Claxton K. Assessing quality in decision analytic cost-
effectiveness models. A suggested framework and example of application.
Pharmacoeconomics. 2000;17(5):461–477.

129. Jo Y, Kagujje M, Johnson K, et al. Costs and cost-effectiveness of a compre-
hensive tuberculosis case finding strategy in Zambia. PLoS One. 2021;16(9):
e0256531.

130. Eddy DM, Hollingworth W, Caro JJ, et al. Model transparency and validation:
a report of the ISPOR-SMDMModeling Good Research Practices Task Force–7.
Value Health. 2012;15(6):843–850.

131. Stout NK, Knudsen AB, Kong CY, McMahon PM, Gazelle GS. Calibration
methods used in cancer simulation models and suggested reporting guide-
lines. Pharmacoeconomics. 2009;27(7):533–545.

132. Eddy DM, Hollingworth W, Caro JJ, et al. Model transparency and validation:
a report of the ISPOR-SMDMModeling Good Research Practices Task Force–7.
Med Decis Making. 2012;32(5):733–743.

133. Vemer P, Corro Ramos I, van Voorn Ga, Al MJ, Feenstra TL. AdViSHE: a vali-
dation-assessment tool of health-economic models for decision makers and
model users. Pharmacoeconomics. 2016;34(4):349–361.

134. Griffin E, Hyde C, Long L, et al. Lung cancer screening by low-dose computed
tomography: a cost-effectiveness analysis of alternative programmes in the
UK using a newly developed natural history-based economic model. Diagn
Progn Res. 2020;4(1):20.

135. Arifin SMN, Zimmer C, Trotter C, et al. Cost-effectiveness of alternative uses
of polyvalent meningococcal vaccines in Niger: an agent-based transmission
modeling study. Med Decis Making. 2019;39(5):553–567.

136. Heart Protection Study Collaborative Group. Statin cost-effectiveness in the
United States for people at different vascular risk levels. Circ Cardiovasc Qual
Outcomes. 2009;2(2):65–72.

137. Cookson R, Griffin S, Norheim OF, Culyer AJ, eds. Distributional Cost-Effec-
tiveness Analysis: Quantifying Equity Impacts and Trade-Offs. Oxford, United
Kingdom: Oxford University Press; 2020.

138. Bobinac A, van Exel NJ, Rutten FF, Brouwer WB. Inquiry into the relationship
between equity weights and the value of the QALY. Value Health.
2012;15(8):1119–1126.

139. Norheim OF, Emanuel EJ, Millum J, eds. Global Health Priority-Setting: Beyond
Cost-Effectiveness. 1st ed. Oxford, United Kingdom: Oxford University Press;
2019.

140. Yang F, Angus C, Duarte A, Gillespie D, Walker S, Griffin S. Impact of socio-
economic differences on distributional cost-effectiveness analysis. Med Decis
Making. 2020;40(5):606–618.
141. Briggs AH, Weinstein MC, Fenwick EA, et al. Model parameter estimation and
uncertainty: a report of the ISPOR-SMDM Modeling Good Research Practices
Task Force–6. Value Health. 2012;15(6):835–842.

142. Staniszewska S, Denegri S, Matthews R, Minogue V. Reviewing progress in
public involvement in NIHR research: developing and implementing a new
vision for the future. BMJ Open. 2018;8(7):e017124.

143. Xie RZ, Malik ED, LinthicumMT, Bright JL. Putting stakeholder engagement at
the Center of Health Economic Modeling for Health Technology Assessment
in The United States. PharmacoEconomics. 2021;39(6):631–638.

144. van Voorn GA, Vemer P, Hamerlijnck D, et al. The Missing Stakeholder Group:
why patients should be involved in health economic modelling. Appl Health
Econ Health Policy. 2016;14(2):129–133.

145. Staniszewska S, Brett J, Simera I, et al. GRIPP2 reporting checklists: tools to
improve reporting of patient and public involvement in research. Res Involv
Engagem. 2017;3:13.

146. Staniszewska S, Hill EM, Grant R, et al. Developing a framework for public
involvement in mathematical and economic modelling: bringing new dyna-
mism to vaccination policy recommendations. Patient. 2021;14(4):435–445.

147. Li B, Cairns JA, Johnson RJ, et al. Equity-efficiency trade-offs associated with
alternative approaches to deceased donor kidney allocation: a patient-level
simulation. Transplantation. 2020;104(4):795–803.

148. Brett J, Staniszewska S, Mockford C, et al. A systematic review of the impact
of patient and public involvement on service users, researchers and com-
munities. Patient. 2014;7(4):387–395.

149. Brett J, Staniszewska S, Mockford C, et al. Mapping the impact of patient and
public involvement on health and social care research: a systematic review.
Health Expect. 2014;17(5):637–650.

150. Docherty M, Smith R. The case for structuring the discussion of scientific
papers. BMJ. 1999;318(7193):1224–1225.

151. Sculpher M. Subgroups and heterogeneity in cost-effectiveness analysis.
Pharmacoeconomics. 2008;26(9):799–806.

152. Love-Koh J, Peel A, Rejon-Parrilla JC, et al. The future of precision medicine:
potential impacts for health technology assessment. Pharmacoeconomics.
2018;36(12):1439–1451.

153. Neilan AM, Losina E, Bangs AC, et al. Clinical impact, costs, and cost-effec-
tiveness of expanded Severe Acute Respiratory Syndrome Coronavirus 2
testing in Massachusetts. Clin Infect Dis. 2021;73(9):e2908–e2917.

154. Baker CB, Johnsrud MT, Crismon ML, Rosenheck RA, Woods SW. Quantitative
analysis of sponsorship bias in economic studies of antidepressants. Br J
Psychiatry. 2003;183:498–506.

155. Bell CM, Urbach DR, Ray JG, et al. Bias in published cost effectiveness studies:
systematic review. BMJ. 2006;332(7543):699–703.

156. Friedberg M, Saffran B, Stinson TJ, Nelson W, Bennett CL. Evaluation of con-
flict of interest in economic analyses of new drugs used in oncology. JAMA.
1999;282(15):1453–1457.

157. Garattini L, Koleva D, Casadei G. Modeling in pharmacoeconomic studies:
funding sources and outcomes. Int J Technol Assess Health Care.
2010;26(3):330–333.

158. Hendrix N, Kim DD, Patel KS, Devine B. Differences in the selection of health
state utility values by sponsorship in published cost-effectiveness analyses.
Med Decis Making. 2021;41(3):366–372.

159. Catalá-López F, Ridao M. Potencial sesgo de patrocinio en los análisis coste-
efectividad de intervenciones sanitarias: un análisis transversal [Potential
sponsorship bias in cost-effectiveness analyses of healthcare interventions: a
cross-sectional analysis]. Aten Primaria. 2017;49(6):335–342.

160. Al-Badriyeh D, Alameri M, Al-Okka R. Cost-effectiveness research in cancer
therapy: a systematic review of literature trends, methods and the influence
of funding. BMJ Open. 2017;7(1):e012648.

161. Catalá-López F, Sanfélix-Gimeno G, Ridao M, Peiró S. When are statins cost-
effective in cardiovascular prevention? A systematic review of sponsorship bias
and conclusions in economic evaluations of statins. PLoS One. 2013;8(7):e69462.

162. Moure-Fernandez A, Hollinghurst S, Carroll FE, et al. Economic evaluation of
the OSAC randomised controlled trial: oral corticosteroids for non-asthmatic
adults with acute lower respiratory tract infection in primary care. BMJ Open.
2020;10(2):e033567.

163. Jang S, Kwang CY, Majhail NS. Financial conflicts of interest are common and
frequently influence conclusions of economic analyses presented at the
American Society of Hematology annual meeting. Blood. 2009;114(22):810.

164. Jang S, Chae YK, Haddad T, Majhail NS. Conflict of interest in economic an-
alyses of aromatase inhibitors in breast cancer: a systematic review. Breast
Cancer Res Treat. 2010;121(2):273–279.

165. Valachis A, Polyzos NP, Nearchou A, Lind P, Mauri D. Financial relationships in
economic analyses of targeted therapies in oncology. J Clin Oncol.
2012;30(12):1316–1320.

166. Polyzos NP, Valachis A, Mauri D, Ioannidis JP. Industry involvement and
baseline assumptions of cost-effectiveness analyses: diagnostic accuracy of
the Papanicolaou test. CMAJ. 2011;183(6):E337–E343.

167. Drazen JM, Van Der Weyden MB, Sahni P, et al. Uniform format for disclosure
of competing interests in ICMJE journals. CMAJ. 2009;181(9):565.

168. Catalá-López F, Caulley L, Ridao M, et al. Reproducible research practices,
openness and transparency in health economic evaluations: study protocol
for a cross-sectional comparative analysis. BMJ Open. 2020;10(2):e034463.

169. Sperber AD. Translation and validation of study instruments for cross-cul-
tural research. Gastroenterology. 2004;126(1 suppl 1):S124–S128.

http://refhub.elsevier.com/S1098-3015(21)01795-2/sref112
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref112
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref112
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref113
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref113
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref114
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref114
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref114
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref115
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref115
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref115
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref116
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref116
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref116
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref116
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref117
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref117
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref117
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref117
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref118
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref118
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref119
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref119
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref119
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref119
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref120
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref120
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref120
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref121
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref121
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref122
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref122
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref122
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref123
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref123
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref123
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref123
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref124
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref124
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref125
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref125
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref126
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref126
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref126
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref127
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref127
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref127
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref128
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref128
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref128
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref129
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref129
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref129
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref130
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref130
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref130
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref131
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref131
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref131
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref132
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref132
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref132
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref133
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref133
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref133
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref133
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref134
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref134
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref134
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref135
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref135
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref135
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref136
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref136
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref136
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref137
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref137
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref137
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref138
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref138
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref138
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref139
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref139
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref139
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref140
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref140
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref140
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref141
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref141
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref141
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref142
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref142
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref142
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref143
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref143
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref143
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref144
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref144
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref144
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref148
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref148
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref148
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref145
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref145
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref145
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref146
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref146
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref146
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref147
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref147
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref147
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref149
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref149
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref150
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref150
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref151
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref151
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref151
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref152
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref152
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref152
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref153
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref153
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref153
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref154
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref154
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref155
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref155
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref155
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref156
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref156
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref156
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref157
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref157
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref157
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref158
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref158
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref158
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref158
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref159
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref159
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref159
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref160
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref160
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref160
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref161
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref161
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref161
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref161
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref162
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref162
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref162
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref163
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref163
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref163
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref164
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref164
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref164
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref165
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref165
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref165
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref166
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref166
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref167
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref167
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref167
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref168
http://refhub.elsevier.com/S1098-3015(21)01795-2/sref168

	Consolidated Health Economic Evaluation Reporting Standards (CHEERS) 2022 Explanation and Elaboration: A Report of the ISPO ...
	Background
	Approach
	The CHEERS 2022 Explanation and Elaboration
	Scope
	How to Use CHEERS
	Checklist Items
	Outline placeholder
	Item 1

	Abstract
	Item 2
	Explanation

	Introduction
	Item 3
	Explanation

	Methods
	Item 4
	Explanation
	Item 5
	Explanation
	Item 6
	Explanation
	Item 7
	Explanation
	Item 8
	Explanation
	Item 9
	Explanation
	Item 10
	Explanation
	Item 11
	Explanation
	Item 12
	Explanation
	Item 13
	Explanation
	Item 14
	Explanation
	Item 15
	Explanation
	Item 16
	Explanation
	Item 17
	Explanation
	Item 18
	Explanation
	Item 19
	Explanation
	Item 20
	Explanation
	Item 21
	Explanation

	Results
	Item 22
	Explanation
	Item 23
	Explanation
	Item 24
	Explanation
	Item 25
	Explanation

	Discussion
	Item 26
	Explanation

	Other relevant information
	Item 27
	Explanation
	Item 28
	Explanation



	Discussion
	Conclusions
	Supplemental Material
	References


