
Stroke—Eprosartan Compared to Nitrendipine for Secondary
Prevention’). Costs and utilities were derived from published
estimates considering country-specific health care payer perspec-
tives. Drug prices of the comparators were based on the cheapest
generics. The treatment time horizon simulated was 2.5 years
(mean observation period of the MOSES study) modelling
follow-up effects over a life-time. Costs and effects were dis-
counted according to country-specific guidelines. RESULTS:
During a 2.5-year treatment time horizon modelling follow-up
effects over lifetime in 1,000 patients eprosartan treatment
avoided about 58 events (26 cardiovascular, 32 cerebrovascular)
and produced about 30 incremental QALYs versus the compared
treatments. Irrespective of country and comparator the cost per
QALY gained by eprosartan never exceeded €20,000 and there-
fore went far below the estimated willingness-to-pay threshold of
€30,000. The probabilistic sensitivity analyses fortify these out-
comes by showing a probability of 90–100% that eprosartan is a
cost-effective treatment strategy. CONCLUSION: Even compar-
ing eprosartan to low-priced generic substances, the HEALTH
model simulations provide evidence that eprosartan treatment is
associated with obvious health benefits being obtained at reason-
able cost. Eprosartan should therefore be considered a good
treatment option for hypertensive patients with cerebrovascular
disease.
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ES5
DOES ARTHROSCOPIC ACROMIOPLASTY PROVIDE ANY
ADDITIONALVALUE INTHETREATMENT OF SHOULDER
IMPINGEMENT SYNDROME? ATWO-YEAR RANDOMIZED
CONTROLLEDTRIAL
Ketola S1, Lehtinen J2,Arnala I1, Nissinen M1,Westenius H1,
Aronen P3, Sintonen H3, Konttinen Y3, Malmivaara A4, Rousi T1
1Kanta-Häme Central Hospital, Hameenlinna, Finland, 2Tampere
University,Tampere, Finland, 3University of Helsinki, Helsinki, Finland,
4Finnish Office for Health Care Technology Assessment, Helsinki,
Finland
OBJECTIVES: To examine in randomized controlled trial the
effectiveness and cost-effectiveness of arthroscopic acromioplasty
in the treatment of stage II shoulder impingement syndrome.
METHODS: We divided 140 patients into supervised exercise
program (n = 70, exercise group) and arthroscopic acromio-
plasty, followed by a similar exercise program (n = 70, combined
treatment group). The primary health outcome measure was
self-reported pain on a 0–10 Visual Analogue Scale at 24 months
with a two-point change defined as minimal clinically important
difference (MCID). RESULTS: Results In an intention-to-treat
analysis an improvement exceeding MCID took place from base-
line to 24 months in both groups: self-reported pain diminished
from 6.5 to 2.9 in the exercise group (N = 66) and from 6.4 to
2.5 in the combined treatment group (n = 68) (P < 0.001 in
both). In the combined treatment group pain relief was attained
faster, but the groups did not any more differ at 24 months
(P = 0.37). A similar pattern was seen in the secondary outcome
measures: disability, pain at night, SDQ score, ability to work,
number of painful days and proportion of pain-free patients. The
mean total cost was €2961 in the combined treatment group and
€1864 in the exercise group. The incremental cost-effectiveness
ratio was €5852 per MCID unit, i.e., combined treatment was
considerably more costly. CONCLUSION: Arthroscopic acro-
mioplasty does not provide any significant additional value over
structured and supervised exercise program alone in terms of
subjective outcome or cost-effectiveness. Operative treatment
should be offered judiciously.

ES6
COST COMPARISON BETWEEN HAEMODIALYSIS AND
PERITONEAL DIALYSIS IN NORWAY FOR PATIENTSWHO
CAN USE EITHERTREATMENT MODALITY
Nyhus K, Kristensen FKO, Merméjean P, Sverre JM
PharmEcon, Asker, Akershus, Norway
OBJECTIVES: For patients with renal failure who from a medical
perspective can be treated with either haemodialysis (HD) or
peritoneal dialysis (PD), the choice of treatment is mainly based on
administrative, economic and patient preference considerations.
HD is performed 3–5 times per week in a hospital, while PD is
performed daily at home. Both are financed over hospitals’
budgets in Norway. This evaluation compared the costs of HD and
PD from both a societal and a hospital perspective for such
patients. METHODS: Costs were calculated based on national
data on resource use and unit costs. Estimates of resource use were
based on treatment guidelines, the literature and interviews at
three major hospitals in Norway. Unit costs were based on tariffs,
price lists, hospital accounts and salary statistics. In the societal
perspective, costs were divided in three sections: Costs born by
patients (co-payments, transportation and value of time), costs
born by hospitals (personnel, medicines and supplies, laboratory
tests, capital and infrastructure) and other public costs (funding of
medicines). In the hospital perspective, net cost was calculated
(difference between expenses and income). RESULTS: From a
societal perspective the average monthly cost per patient is for PD:
30,700 NOK (~3,800€) and for HD: 51,800 NOK (~6,400€). The
main cost driver for PD is dialysis solutions: 23,800 NOK
(~2,900€). The cost components in HD are more homogeneous.
Hospitals go about break-even performing PD and have a monthly
net income of about 600 NOK (~75€) when performing HD.
CONCLUSION: For patients who can use either treatment
modality, PD is a cost saving alternative to HD from a societal
perspective. However, the financing systems for dialysis in
Norway make hospitals relatively neutral from an economical
perspective in their choice of HD or PD for these patients.

ES7
ASSESSMENT OF LONG-RUN ECONOMIC BENEFITS
ASSOCIATEDWITH IN-VITRO FERTILIZATION (IVF) FUNDING
DECISIONS:A SIMPLIFIED LIFETIMETAX CALCULATION
Connolly MP1, Hoorens S2, Gallo F2, LedgerWL3
1Ferring International Center, Saint-Prex, Switzerland, 2RAND Europe,
Cambridge, UK, 3University of Sheffield, Sheffield, UK
OBJECTIVES: Globally there is considerable variation in public
funding for IVF treatments. IVF is unique amongst health inter-
ventions because its success leads to human life. In light of this
uniqueness we apply a Generational Accounting approach, an
accepted method used by tax authorities, to assess whether pub-
licly funded IVF represents sound fiscal policy. Our assessment
considers future lifetime net tax contributions to the British
government (taxes paid minus transfer payments) attributed to a
successful IVF birth. METHODS: Net present value (NPV) cal-
culations were applied to the average cost per successful IVF
conceived live birth (£12,931 in 2005), lifetime direct cash trans-
fers and lifetime future tax contributions discounted using estab-
lished Treasury department rates. We assume the following:
full-time education aged 6–19; full-time employment aged 20–68
(Pension Commission, 2005); education costs, child-tax credits,
and pension contributions increase with inflation. Age-specific
income was adjusted for inflation over time, and we allowed
expected income to vary with age. Current government tax rev-
enues of 35.5% gross income were held constant. RESULTS:
Based on average life-expectancy the model indicates an
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