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Abstract Background: Idiopathic intracranial hypertension (IIH) is associated with significant morbidity,
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predominantly affecting women of childbearing age living with obesity. Weight loss has demon-
strated successful disease-modifying effects; however, the long-term cost-effectiveness of weight
loss interventions for the treatment of IIH has not yet been established.
Objectives: To estimate the cost-effectiveness of weight-loss treatments for IIH.
Setting: Single-payer healthcare system (National Health Service, England).
Methods: A Markov model was developed comparing bariatric surgery with a community weight
management intervention over 5-, 10-, and 20-year time horizons. Transition probabilities, utilities,
and resource use were informed by the IIHWeight Trial (IIH:WT), alongside the published literature.
A probabilistic sensitivity analysis was conducted to characterize uncertainty within the model.
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Results: In the base case analysis, over a 20-year time horizon, bariatric surgery was “dominant,” led
to cost savings of £49,500, and generated an additional 1.16 quality-adjusted life years in comparison
to the community weight management intervention. The probabilistic sensitivity analysis indicated a
probability of 98% that bariatric surgery is the dominant option in terms of cost-effectiveness.
Conclusion: This economic modeling study has shown that when compared to community weight
management, bariatric surgery is a highly cost-effective treatment option for IIH in women living
with obesity. The model shows that surgery leads to long-term cost savings and health benefits,
but that these do not occur until after 5 years post surgery, and then gradually increase over
time. (Surg Obes Relat Dis 2021;17:1310–1316.) � 2021 American Society for Bariatric Surgery.
Published by Elsevier Inc. This is an open access article under the CC BY license (http://
creativecommons.org/licenses/by/4.0/).
Keywords: Cost-effectiveness; Bariatric surgery; Idiopathic intracranial hypertension; Weight loss
Idiopathic intracranial hypertension (IIH) is a highly
incapacitating condition, characterized by raised intracra-
nial pressure (ICP) [1,2], that mainly affects women living
with obesity [3]. Elevated ICP can lead to swelling of the
optic nerve head, referred to as papilledema, which can
potentially result in blindness [4]. IIH is typically associated
with significant morbidity due to chronic, disabling head-
aches [5] and varying degrees of visual disturbances that
cause a reduction in health-related quality of life (HRQoL)
and productivity loss in the workplace [6].
The pathogenesis of IIH remains unclear [7]; however, it

predominately affects females aged between 25 and 36
years, and obesity is a major risk factor [8]. The annual inci-
dence of IIH in female patients increased from 2.5 per
100,000 person-years in 2005 to 9.3 per 100,000 person-
years in 2017 [9]. Once considered a rare condition, the
burden of IIH is rapidly increasing [3]. Hospital IIH admis-
sions in England have risen by 442% between 2002 and
2014, and associated costs over the same period increased
from £9.2 million to £50 million per annum [3]. This rising
incidence of IIH is significantly correlated with rising
obesity levels [3]. If the IIH incidence continues to increase
at the same rate, these annual costs are projected to increase
to £462 million by 2030 [3]. These increasing excessive
costs have also been shown in the United States, where
the total hospital costs per IIH admission in 2007 were 4
times greater than for a population-based per-person admis-
sion, with the total economic costs of IIH patients exceeding
$444 million [10].
Weight loss is currently the only established disease-

modifying therapy for IIH [8,11]. Lifestyle behavioral
weight-loss interventions [12] resulting in 15% weight
loss are effective in lowering ICP, improving papilledema
and visual functions, and decreasing headache frequency
and severity, with concomitant reduction in analgesia usage
[11], but long-term weight maintenance is challenging,
leading to weight regain in the majority of patients [6]. A
recent meta-analysis found reports and series that have
shown the beneficial clinical effects of bariatric surgery in
resolving IIH [13]. Bariatric surgery is safe and is the
most effective method of achieving weight loss (25%–
30%) that is sustainable over the long term [14], and conse-
quently reducing IIH, but with high upfront costs. Hence,
more research is needed to understand the long-term cost-
effectiveness of surgery when compared to lifestyle weight
loss interventions.

In England, the National Institute for Health and Care
Excellence (NICE) currently recommends bariatric surgery
for people with a body mass index (BMI) over 40 kg/m2 and
for people with a BMI over 35 kg/m2 who fulfill certain
criteria. IIH is not currently considered as a significant co-
morbidity associated with obesity that would qualify for
bariatric surgery in patients below a BMI of 40 kg/m2.

With the goal of informing new treatment recommenda-
tions for IIH and guidelines for bariatric surgery, the IIH
weight trial (IIH:WT) was designed to compare the efficacy
and cost-effectiveness of bariatric surgery and community
weight management interventions [15]. The IIH:WT was
conducted within England, and therefore within the context
of a single-payer healthcare system (National Health Ser-
vice [NHS]). This paper reports on the economic evaluation
by extrapolating the trial data and modeling the long-term
cost-effectiveness from the perspective of the healthcare ser-
vice in England. The gains are captured using quality-
adjusted life years (QALYs), which are commonly used to
enable judgements about cost-effectiveness. The IIH:WT
findings are modeled over 5-, 10-, and 20-year time horizons
to assess the long-term cost-effectiveness of bariatric sur-
gery as a treatment for IIH, compared to a community
weight management program.

Methods

Study design

IIH:WT was a randomized, controlled, parallel-group,
multi-center trial [16]. Inclusion criteria for the trial were fe-
male patients with active IIH and no other significant co-
morbidity, aged between 18–55 years, with a BMI �35
kg/m2, consistent with the NICE obesity guideline [17].
The National Research Ethics Committee West Midlands
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approved the trial (14/WM/0011). The economic evaluation
was conducted using a decision-analytic model to facilitate
extrapolation of trial findings over an extended time
horizon.

Model structure

A Markov model was applied to reflect cyclical fluctua-
tions in weight over time and to allow for the consideration
of weight recidivism following bariatric surgery. The model
structure is shown in Fig. 1. The model compares bariatric
surgery with community weight management, and therefore
the surgical arm comprises the suite of surgical procedures
that were performed within the IIH:WT. A cycle length of
1 year was used, as this was considered to be the shortest
sufficient time period for patients to change between BMI
categories. The time horizons for the model were 5, 10,
and 20 years.

The model started with a hypothetical cohort of 1000 pa-
tients who were considered to have a health state of either
obesity or severe obesity, as determined by their BMI and
in line with NICE guidance for eligibility for bariatric sur-
gery [17]. Classifying the states according to weight
(BMI) category enabled the effects of weight recidivism
on IIH status to be captured, as well as allowed for the wider
consideration of the health impacts of obesity, such as the
incidence of co-morbidities other than IIH.

Patients were distributed between the baseline health
states in line with the distribution of BMI from the IIH:WT.
Following intervention, the patients then progressed to 1 of
3 states: severe obesity (BMI�40 kg/m2), obesity (BMI 30–
39.9 kg/m2), or no obesity (BMI ,30 kg/m2), or into an
absorbing state, death. Maximum weight loss generally oc-
curs between 12–24 months following surgery [18], and
from that point onwards, patients typically experience
Fig. 1. Markov model structure. The structure is idential for both the bariatric sur

indicate possible transitions between states. Patients can transition to “Dead” from

following baseline measurements.
some degree of weight regain. Weight regain continues
gradually until approximately 10 years postsurgery, at
which point it plateaus [19]. To reflect this process, the
model required distinct transition probabilities between
health states over 4 time periods: cycle 1, cycle 2, cycles
3–10, and cycle 11 onwards.

Sources of data

Both primary and secondary data were used to inform the
model parameters (Table S1). Data on resource use, costs,
and effectiveness were derived from the IIH:WTand supple-
mented with data from targeted literature review where
necessary.

Transition probabilities

The IIH:WT followed patients for 24 months, and these
data were used to estimate the transition probabilities for
the first 2 model cycles (Table S2). From year 2 onwards,
transition probabilities were calculated using weight regain
data from the Swedish Obese Subjects (SOS) study [19], in
conjunction with data from the IIH:WT. Once the patients
reached cycle 10, their weight was assumed to plateau.
Hence, the transition probabilities applied in cycles 11–20
assume only the possibility of transitioning to dead or
remaining within the same state. The model included a
BMI-specific mortality risk [20] and an additional mortality
risk associated with bariatric surgery [21].

Costs

The costs included in the model were those relevant to the
healthcare service, detailed in Table S1. All costs are re-
ported in 2017/2018 GBP prices [22]. For the surgical
arm, the design of the IIH:WT did not predetermine the
gery arm and the community weight management intervention arm. Arrows

any of the states. The dashed line indicates the interventions taking place



Table 1

Cost-utility analysis

Time horizon for model Additional sensitivity analysis

5 yr 10 yr 20 yr Scenario analysis Probabilistic

sensitivity analysis

Surgery WM Surgery WM Surgery WM Surgery WM Surgery WM

Total costs £15,900 £27,400 £29,900 £58,600 £55,100 £112,400 £81,100 £143,900 £65,500 £118,600

Incremental costs 2£11,500 2£28,700 2£57,300 2£62,900 2£53,000

Total QALYs 3.83 3.53 7.62 7.04 14.28 13.12 14.28 13.12 14.26 13.14

Incremental QALYs .29 .58 1.16 1.16 1.12

ICER* 2£39,000 -£49,300 2£49,500 £54,300 2£47,200

WM 5 weight management; QALY 5 quality-adjusted life years; ICER 5 incremental cost-effectiveness ratio.

* ICER 5 difference in total costs between surgery versus WM/Difference in total QALYs between surgery versus WM.
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type of surgery to be given, as this was a pragmatic decision
to reflect routine clinical practice. The cost of bariatric sur-
gery therefore was determined by the weighted average of
the 3 surgery types performed—laparoscopic adjustable
gastric band (LAGB), laparoscopic sleeve gastrectomy
(LSG), and Roux-en-Y gastric bypass (RYGB)—as the
intention of the model was not to recommend a surgery
type, but rather to assess the incremental cost-
effectiveness of surgery versus community weight manage-
ment. The total cost of surgery was inclusive of the weighted
costs of revisional surgery for gastric banding. Data on
resource use derived from the IIH:WTwere used in conjunc-
tion with the NHS National Tariff [22,23] to calculate the
average costs per patient, per cycle for the first 2 cycles.
The cost of the community weight management program
comprised WeightWatchers vouchers that provided access
to online and mobile tools for 12 months.
For each health state, the average cost of IIH management

was estimated by multiplying the incidence of IIH by the
annual per-patient costs of IIH [3]. Evidence suggests that
weight regain results in recurrence of IIH within both indi-
viduals living with obesity and those with a healthy weight
[6,24,25]. It was therefore assumed that IIH would recur at
the same rate regardless of whether the patient had lost
weight and then subsequently regained weight or remained
in an obesity health state throughout.

Outcomes

Utility values for each health state were derived from the
IIH:WT data (Table S1). HRQoL was assessed using the
EuroQoL-5 dimension-5 level (EQ-5D-5L) instrument at
baseline and at 12 and 24 months, and it was assumed that
utilities remained constant for each health state over time.
All costs and benefits were discounted at 3.5%, consistent

with UK NICE guidelines.

Cost-utility analysis

The cost-utility analysis estimated the cost of the change
in QALYs due to surgery when compared with that of the
weight management program. This results in an incremental
cost-effectiveness ratio, which is the difference in costs
divided by the difference in QALYs and gives an estimate
of the cost per QALY gained.

Scenario and sensitivity analysis

To assess the uncertainty around the model parameters, a
probabilistic sensitivity analysis was conducted. The proba-
bility that surgery is cost-effective when compared to weight
management is then estimated for different threshold values
of willingness to pay for a QALY, presented as a cost-
effectiveness acceptability curve.

To account for the wider cost impact from weight loss and
lowering the incidence of these co-morbidities associated
with obesity, a scenario analysis was conducted that
included costs associated with type 2 diabetes and coronary
heart disease (CHD). The annual incidences and associated
healthcare costs of CHD and type 2 diabetes were obtained
[26] and applied to the health states using the same method
described above for IIH. Any disutility associated with dia-
betes and CHD was not applied, as it was felt that this was
already captured within the self-reported HRQoL values
from the trial data.

Results

Across all 3 time horizons of 5, 10, and 20 years, bariatric
surgery dominates (less cost and more benefit) the commu-
nity weight management intervention, generating more
QALYs with cost savings (Table 1). The extent of domi-
nance increases over time, with more cost savings accumu-
lating the longer patients are followed-up. At 20 years,
surgery led to an incremental cost saving of £49,500 and
an additional 1.16 QALYs when compared to community
weight management. When the additional costs of type 2
diabetes and CHD were considered, these cost savings
increased to £54,300.

The probabilistic sensitivity analysis confirmed the base
case results, producing a cost saving of £47,200 and an in-
cremental gain of 1.12 QALYs. The distribution of incre-
mental cost-effectiveness ratios is shown in Fig. S1. At a
willingness to pay £20,000 per QALY, the lower threshold
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used by decision-making bodies such as NICE, there is a
98% chance that bariatric surgery is cost-effective when
compared to the community weight management interven-
tion (Fig. 2).
Discussion

This paper is the first to report on the long-term cost-
effectiveness of bariatric surgery compared to a community
weight management intervention to treat IIH. This was done
within the context of a single-payer healthcare system. The
economic model combined the costs associated with bariat-
ric surgery to treat IIH with the HRQOL benefits and found
it to increase QALYs and decrease costs, when compared to
community weight management. This finding was robust to
sensitivity analysis. Varying the time horizon showed that
both the incremental costs saved and the incremental
QALYs gained from surgery increase over time.

Although there is evidence for the cost-effectiveness of
bariatric surgery and despite multiple guidelines for treat-
ment, including from NICE [17], access to bariatric surgery
within the English healthcare service remains limited, with
less than .002% of the potentially eligible adults having sur-
gery annually [27]. This is due to barriers for referral from
primary care and funding constraints from the commis-
sioners [27]. This economic model demonstrates that
improving access to bariatric surgery is likely to be cost
Fig. 2. Cost-effectiveness acceptability curve
saving, reduce the burden of IIH in women with BMIs
�35 kg/m2, and improve patient HRQoL.
The economic model only included the co-morbidities

of type 2 diabetes and CHD as part of a scenario analysis.
Expanding the model to account for additional cost savings
from reducing the risks of further obesity-related co-mor-
bidities will only make bariatric surgery even more cost
saving. Furthermore, the model was conducted from a
health service perspective, meaning that any out-of-
pocket payments or indirect costs of IIH were not included.
If these indirect costs, such as days off work or time to
travel to appointments to manage ongoing IIH symptoms,
were included, then this would make surgery even more
cost saving. The model classified health states according
to BMI category with the aim of capturing the wider health
impacts of obesity (type 2 diabetes and CHD), as well as
effects of weight recidivism on IIH status. A strength of
the model is that it used data from the IIH:WT study,
including EQ-5D-5L data that were directly collected
from patients to construct QALYs. And as the patients
moved between the BMI health states over time, the effects
of weight loss upon IIH symptoms and wider obesity ef-
fects will have been captured within this EQ-5D-5L data
and modeled accordingly. Using QALYs as a commensu-
rate outcome allows comparisons of cost-effectiveness to
be made between alternative treatments across different
disease areas.
. QALY 5 quality-adjusted life years.
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There are some limitations to consider. The model
uses data from the IIH:WT, and as IIH is a rare condi-
tion, the model was unable to differentiate between the
different surgery types offered in IIH:WT due to the
reduced sample size within each group, so any differen-
tial costs and effects were not included. There is evi-
dence that LAGB is associated with lower procedure
costs, but has a much higher rate of revisional surgery,
as well as a smaller and less well-maintained effect on
body weight than RYGB and LSG [28]. However, the
range and distribution of bariatric surgeries performed
in the IIH:WT broadly reflect current practice in the En-
glish healthcare system [15,21], and therefore the results
are applicable to assessing surgery versus community
weight management for treatment of IIH. At an interna-
tional level, more research is needed to fully estimate
the differential cost-effectiveness between the surgery
types. Within the IIH:WT, only half of the community
weight management cohort attended 75%–100% of
weekly sessions, but evidence suggests this is similar
attendance to that seen in other trials [29], and it is un-
known how adherence would have varied outside the
trial setting. The model used data from the IIH:WT up
to the end of cycle 2; beyond that, data from the SOS
study were used, as this study contained some of the
longest follow-up data available on bariatric surgery.
However, this study was conducted 16 years ago, was
based exclusively in Sweden, and the surgical tech-
niques differ, as the SOS study also used vertical
banded gastroplasty, which is no longer performed;
therefore, surgical outcomes may have since changed.
Alternative sources of long5term data were available,
including a meta-analysis [30]; however, the data were
reported as percentages of expected weight loss and
the economic model tracked weight trajectories using
BMI categories, making it challenging to use these
data for the model structure. Within the SOS study, ver-
tical banded gastroplasty weight loss at 10 years was
similar to LABG weight loss, and we know that LSG
is more effective than LAGB at achieving long-term
weight loss; therefore, by using the SOS data to popu-
late the model, we believe this to be a conservative es-
timate for the likely long-term effectiveness for the
surgical arm.
Conclusion

The results suggest that bariatric surgery is a dominant
treatment option for IIH patients living with obesity when
compared to a community weight management intervention.
It provides evidence to inform funding bodies that IIH should
qualify as a co-morbidity of obesity that can be improved
with weight loss. Hence, IIH patients with a BMI over 35
kg/m2 should meet the criteria to be recommended for bariat-
ric surgery under NICE clinical guidance [17].
A

(
a
(
(
ic
R

Disclosures

This Trial was funded by grant NIHR-CS-001-028 (Clini-
cian Scientist Fellowship) from the National Institute for
Health Research (Dr Sinclair) and grant MR/K015184/1
from the Medical Research Council UK (Dr Sinclair). EF
was funded by a National Institute for Health Research
(NIHR) career development fellowship award (NIHR-CDF-
2015-08-13) for the duration of the study. AJS was funded
by an NIHR clinician scientist fellowship (NIHR-CS-011-
028) for the duration of the study; is funded by a Sir Jules
Thorn Award for Biomedical Science; and reports personal
fees from Invex therapeutics, during the conduct of the study
but outside the submitted work. AATwas funded by an NIHR
Clinician Scientist Award for part of the duration of the study
(CS-2013-13-029) and reports grants from Novo Nordisk,
personal fees from Novo Nordisk, nonfinancial support
from Novo Nordisk, personal fees from Eli Lilly, nonfinancial
support from Eli Lilly, personal fees from Janssen, personal
fees from AZ, nonfinancial support from AZ, nonfinancial
support from Impeto medical, nonfinancial support from
Resmed, nonfinancial support from Aptiva, personal fees
from BI, nonfinancial support from BI, personal fees from
BMS, nonfinancial support from BMS, personal fees from
NAPP, nonfinancial support from NAPP, personal fees from
MSD, nonfinancial support from MSD, grants from Sanofi,
and personal fees from Sanofi. SPM reports other Invex Ther-
apeutics, other Heidelberg engineering during the conduct of
the study; other from Chugai-Roche Ltd, other from Janssen,
other from Allergan, other from Santen, other from Roche,
and other from Neurodiem, outside the submitted work. OG
reports consulting work for Invex Therapeutics during the
conduct of the study but outside the submitted work. BRW re-
ports consulting work for Invex Therapeutics during the
conduct of the study but outside the submitted work. All other
authors declare no competing interests. The views expressed
are those of the authors and not necessarily those of the UK
National Health Service, the NIHR, or the UK department of
Health and Social Care.
Supplementary materials

Supplementary material associated with this article can
be found, in the online version, at https://doi.org/10.1016/
j.soard.2021.03.020.

https://doi.org/10.1016/j.soard.2021.03.020
https://doi.org/10.1016/j.soard.2021.03.020


Laura Elliot et al. / Surgery for Obesity and Related Diseases 17 (2021) 1310–13161316
References

[1] Mollan S, Grech O, Alimajstorovic Z, et al. New horizons for idio-

pathic intracranial hypertension: advances and challenges. Brit Med

Bull 2020;136:118–26.

[2] Virdee J, Larcombe S, Vijay V, et al. Reviewing the recent develop-

ments in idiopathic intracranial hypertension. Ophthalmol Ther

2020;9:767–81.

[3] Mollan SP, Aguiar M, Evison F, et al. The expanding burden of idio-

pathic intracranial hypertension. Eye 2019;33:478–85.

[4] Piper RJ, Kalyvas AV, Young AMH, et al. Interventions for idiopathic

intracranial hypertension. Cochrane Database Syst Rev

2015;2015(8):CD003434.

[5] Mollan SP, Hoffmann J, Sinclair AJ. Advances in the understanding of

headache in idiopathic intracranial hypertension. Curr Opin Neurol

2019;32:92–8.

[6] Daniels A, Liu G, Volpe N, et al. Profiles of obesity, weight gain, and

quality of life in idiopathic intracranial hypertension (pseudotumor

cerebri). Am J Ophthalmol 2007;143:635–41.

[7] Hornby C, Mollan SP, Botfield H, et al. Metabolic concepts in idio-

pathic intracranial hypertension and their potential for therapeutic

intervention. J Neuroophthalmol 2018;38:522–30.

[8] Mollan SP, Hornby C, Mitchell J, et al. Evaluation and management

of adult idiopathic intracranial hypertension. Pract Neurol 2018;18:

485–8.

[9] Adderley N, Subramanian A, Nirantharakuman K. Association be-

tween idiopathic intracranial hypertension and risk of cardiovascular

diseases in women in the United Kingdom. JAMA Neurol 2019;76:

1088–98.

[10] Friesner D, Rosenman R, Lobb BM, et al. Idiopathic intracranial hy-

pertension in the USA: the role of obesity in establishing prevalence

and healthcare costs. Obes Rev 2011;12:e372–380.

[11] Sinclair AJ, Burdon MA, Nightingale PG, et al. Low energy diet and

intracranial pressure in women with idiopathic intracranial hyperten-

sion: prospective cohort study. BMJ 2010;341:c2701.

[12] Mollan SP, Davies B, Silver NC, et al. Idiopathic intracranial hyperten-

sion: consensus guidelines on management. J Neurol Neurosurg Psy-

chiatry 2018;89:1088–100.

[13] SunWYL, Switzer NJ, Dang JT, et al. Idiopathic intracranial hyperten-

sion and bariatric surgery: a systematic review. Can J Surg

2020;63:E123–8.

[14] Sj€ostr€omL,Narbro K, Sj€ostr€omCD, et al. Effects of bariatric surgery on

mortality in Swedish obese subjects. N Engl J Med 2007;357:741–52.

[15] Ottridge R, Mollan S, Botfield H, et al. Randomised controlled trial of

bariatric surgery versus a community weight loss programme for the

sustained treatment of idiopathic intracranial hypertension: the Idio-

pathic Intracranial Hypertension Weight Trial (IIH:WT) protocol.

BMJ Open 2017;7:e017426.

[16] Mollan S, Mitchell J, Ottridge R, et al. Bariatric surgery versus com-

munity weight management intervention for the treatment of idio-

pathic intracranial hypertension (IIH:WT): a randomized controlled
trial. JAMA Neurol. Epub 2021 April 26. https://doi.org/10.1001/

jamaneruol.2021.0659.

[17] National Institute for Health and Care Excellence [homepage on the

Internet]. Obesity: identification, assessment and management: clin-

ical guideline [CG189]. c2014 [cited 18 March, 2021]. Available

from: https://www.nice.org.uk/guidance/cg189.

[18] Sj€ostr€om L. Review of the key results from the Swedish Obese Sub-

jects (SOS) trial–a prospective controlled intervention study of bariat-

ric surgery. J Intern Med 2013;273:219–34.

[19] Sj€ostr€om L, Lindroos A-K, Peltonen M, et al. Lifestyle, diabetes, and

cardiovascular risk factors 10 years after bariatric surgery. N Engl J

Med 2004;351:2683–93.

[20] Berrington de Gonzalez A, Hartge P, Cerhan JR, et al. Body-mass in-

dex and mortality among 1.46 million white adults. N Engl J Med

2010;363:2211–9.

[21] Welbourn R, Small P, Finlay I. National bariatric surgery register, sec-

ond registry report. 2014. Dendrite Clinical Systems Ltd: Oxfordshire.

Available from: https://e-dendrite.com/Publishing/Reports/Bariatric/

NBSR2014.pdf.

[22] NHS Improvement. National tariff payment system 2019/20: a consul-

tation notice. Available from: https://improvement.nhs.uk/resources/

national-tariff-1920-consultation/. Accessed 18 March, 2021.

[23] Curtis LA, Burns A. Unit Costs of Health and Social Care 2017, Per-

sonal Social Services Research Unit, University of Kent: Canterbury.

https://doi.org/10.22024/UniKent/01.02/65559.

[24] Thaller M, Tsermoulas G, Sun R,Mollan SP, Sinclair AJ. The negative

impact of COVID-19 lockdown on papilloedema and idiopathic intra-

cranial hypertension. J Neurol Neurosurg Psychiatry. Epub 2020 Dec

24. https://doi.org/10.1136/jnnp-2020-325519.

[25] Ko MW, Chang SC, Ridha MA, et al. Weight gain and recurrence in

idiopathic intracranial hypertension: a case-control study. Neurology

2011;76:1564–7.

[26] McTigue K, Larson JC, Valoski A, et al. Mortality and cardiac and

vascular outcomes in extremely obese women. JAMA 2006;296:79–

86.

[27] Hazlehurst JM, Logue J, Parretti HM, et al. Developing integrated

clinical pathways for the management of clinically severe adult

obesity: a critique of NHS England policy. Curr Obes Rep

2020;9:530–43.

[28] Gulliford MC, Charlton J, Prevost T, et al. Costs and outcomes of

increasing access to bariatric surgery: cohort study and cost-

effectiveness analysis using electronic health records. Value Health

2017;20:85–92.

[29] Dixon K, Shcherba S, Kipping R. Weight loss from three commercial

providers of NHS primary care slimming on referral in North Somer-

set: service evaluation. J Pub Health 2012;34:555–61.

[30] O’Brien PE, Hindle A, Brennan L, et al. Long-term outcomes after

bariatric surgery: a systematic review and meta-analysis of weight

loss at 10 or more years for all bariatric procedures and a single-

centre review of 20-year outcomes after adjustable gastric banding.

Obes Surg 2019;29:3–14.

http://refhub.elsevier.com/S1550-7289(21)00155-6/sref1
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref1
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref1
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref2
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref2
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref2
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref3
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref3
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref4
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref4
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref4
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref5
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref5
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref5
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref6
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref6
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref6
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref7
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref7
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref7
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref8
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref8
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref8
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref9
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref9
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref9
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref9
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref10
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref10
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref10
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref11
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref11
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref11
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref12
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref12
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref12
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref13
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref13
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref13
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref14
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref14
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref14
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref14
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref14
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref14
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref15
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref15
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref15
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref15
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref15
https://doi.org/10.1001/jamaneruol.2021.0659
https://doi.org/10.1001/jamaneruol.2021.0659
https://www.nice.org.uk/guidance/cg189
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref18
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref18
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref18
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref18
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref18
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref19
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref19
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref19
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref19
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref19
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref20
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref20
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref20
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref21
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref21
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref21
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref21
https://improvement.nhs.uk/resources/national-tariff-1920-consultation/
https://improvement.nhs.uk/resources/national-tariff-1920-consultation/
https://doi.org/10.22024/UniKent/01.02/65559
https://doi.org/10.1136/jnnp-2020-325519
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref25
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref25
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref25
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref26
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref26
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref26
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref27
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref27
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref27
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref27
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref28
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref28
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref28
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref28
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref29
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref29
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref29
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref30
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref30
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref30
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref30
http://refhub.elsevier.com/S1550-7289(21)00155-6/sref30

	Cost-effectiveness of bariatric surgery versus community weight management to treat obesity-related idiopathic intracranial ...
	Methods
	Study design
	Model structure
	Sources of data
	Transition probabilities
	Costs
	Outcomes
	Cost-utility analysis
	Scenario and sensitivity analysis

	Results
	Discussion
	Conclusion
	Disclosures
	Supplementary materials
	Acknowledgments
	References


