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Abstract

We present the cost and cost-effectiveness of referral to an alcohol health worker (AHW) and information only control in alcohol misusing
patients. The study was a pragmatic randomised controlled trial conducted from April 2001 to March 2003 in an accident and emergency
department (AED) in ageneral hospitalin London, England. Atotal of 599 adults identified as drinking hazardously according to the Paddington
Alcohol Test were randomised to referral to an alcohol health worker who delivered a brief interventid®7) or to an information only
control (1=312). Total societal costs, including health and social services costs, criminal justice costs and productivity losses, and clinical
measures of alcohol consumption were measured. Levels of drinking were observably lower in those referred to an AHW at 12 months
follow-up and statistically significantly lower at 6 months follow-up. Total costs were not significantly different at either follow-up. Referral
to AHWSs in an AED produces favourable clinical outcomes and does not generate a significant increase in cost. A decision-making approach
revealed that there is at least a 65% probability that referral to an AHW is more cost-effective than the information only control in reducing
alcohol consumption among AED attendees with a hazardous level of drinking.
© 2005 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction fits of brief interventions. Studies dedicated to understand-
ing the economic benefits of addiction interventions are
Alcohol misuse is implicated in up to 30% of adult rare McCollister and French, 2003but are of increas-
Accident and Emergency Department (AED) attendancesing importance since financial constraints and scarce health
at a massive cost to both individuals and soci€@glfinet care resources dictate that we should consider the cost-
Office, 2004. A recent report by the British Prime Minis-  effectiveness of health care interventions as well as their
ter's Strategy Unit estimated that the annual financial burden clinical effectiveness. There are a few published economic
of alcohol misuse on society was between £18 and £20 evaluations of brief interventions for alcohol misuskming
billion, including £510 million in AEDs Cabinet Office, etal. (2000, 20023ompared monetary reductions in adverse
2003. drinking outcomes with the cost of treating alcohol misuse
Descriptive cohort studies of people offered brief inter- with brief intervention in a primary care setting. The per-
vention for alcohol misuse suggest they may be beneficial patient benefit of the programme was estimated at $1151 over
(Wright et al., 1998 To date, the literature has mainly 12 months and $7985 over 48 months. One study evaluated
focussed on the clinical rather than the economic bene-screening and brief intervention in the AED settifkginz
et al. (2004)randomised 294 individuals to brief interven-
* Corresponding author. Tel.: +44 207 848 5091; fax: +44 207 7701 7600. tion Or control treatment in an AED in a poor, multi-ethnic
E-mail addressb.barrett@iop.kcl.ac.uk (B. Barrett). inner city area. Evidence from this pilot study indicated that
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screening and brief intervention was relatively low in cost alert and orientated, aged 18 or over, able to speak English

and potentially cost-effective. sufficiently well to complete study questionnaires and be res-
Attempts to conduct a randomised trial of brief inter- ident within Greater London. Individuals already in contact
vention in an AED have proved difficultPeters et al.,,  with alcohol services, those already included in the study and

1999, although evidence is accumulating that brief inter- those who specifically requested help with alcohol problems
vention for alcohol misuse in AEDs may have clinical ben- were excluded. PAT positive patients were told they were
efit (Longabaugh et al., 2001; Monti et al., 1999; Wright drinking alcohol at a level that might be detrimental to their
etal., 1998. In arecent study, opportunistic identificationand health and asked if they would be willing to receive brief
referral to an alcohol health worker (AHW) in an AED was intervention. Patients who accepted the offer were asked to
demonstrated to be feasible and associated with lower levelsgive consent and were randomised by means of sequential
of alcohol consumption over the following yeatrawford sealed envelopes.
et al., 2004. This paper examines data from this mostrecent  Patients randomised to the experimental treatment
study, reporting a cost-effectiveness analysis of referral to anreceived the information leaflet “Think About DrinkAgalth
AHW delivering a brief intervention versus an information Education Authority, 1999with contact details for local
only control, in people attending an AED with a hazardous and national alcohol agencies and an appointment card ask-
level of drinking. ing the participant to re-attend for an appointment with an
AHW. Patients randomised to the control treatment received
the information leaflet and a blank card of the same dimen-

2. Methods sions and weight as the appointment card. Since the patient
had been identified as drinking hazardously, receipt of the

2.1. Economic evaluation leaflet was considered the minimum intervention that could
be offered.

A cost-effectiveness analysis was undertaken, involving
the identification, measurement and valuation of both the 2.4. Intervention
costs and outcomes of an intervention and a comparator
(Drummond et al., 1997 Costs included all services used, AHWSs have been employed in St. Mary’s AED since
criminal justice resources and lost productivity. Outcomes 1994. They deliver a brief intervention lasting between 30
were measured in terms of units of alcohol consumed perand 50 min that establishes the patients’ drinking history,

week. establishes their current level of alcohol consumption and
determines what further help may be appropriate, including
2.2. Hypothesis onward referral to alcohol treatment services.

The primary economic hypothesis was that opportunistic 2.5. Outcome measures
identification and referral to an AHW is a more cost-effective
approach to reducing alcohol consumption compared Outcomes data have been reported previoushagford
with opportunistic identification and an information only et al., 2004. Baseline data was limited to demographic and

control. clinical data collected as part of routine pragmatic clinical
practice because recruitment had to take place withoutimped-
2.3. Experimental design and sample ing the work of clinicians in the AED. Follow-up assessments

were carried out at 6 and 12 months following randomisa-

We conducted a single-blind pragmatic randomised con- tion either in person or by telephone by a researcher blind
trolled trial among patients attending the AED at St. Mary’s to allocation status. The primary outcome measure was units
hospital, London between March 2001 and April 2002. St. of alcohol consumed per week, which was self-reported in
Mary’s is an inner city hospital serving a population of interview using FORM90AQN]iller, 1996) and the Steady
around 450,000 residents that are younger, more ethnicallyPattern Grid $obell and Sobell, 1979
diverse and more mobile than other parts of Britairifice
for National Statistics, 2003 2.6. Costs

Adults attending the AED were selectively screened for
alcohol misuse as part of clinical practice using the Padding-  For the purpose of the economic evaluation, a broad cost
ton Alcohol Test (PAT) Patton et al., 2004 Any man drink- perspective was taken to assess the impact of the intervention
ing more than eight units of alcohol in any one session at on each individual's use of all possible services and each
least once a week, any woman drinking more than six units individual’s contribution to the economy in terms of their
of alcohol in any one session at least once a week and anyability to be in productive employment.
person who believed their attendance in the AED could be = The AHW team collected data on contacts with AHWs by
related to alcohol are PAT positive and judged to be misus- study participants. The AHW service was already established
ing alcohol Smith et al., 199§ Study participants had to be at the AED of St. Mary’s hospital and AHWs were experi-
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enced mental health nurses employed by the local Nationalsalary. The human capital approach is criticised because of its
Health Service (NHS) Mental Health Trust. Sessions lasted inability to consider characteristics of the labour market that
45 min and AHWSs estimated they spent an additional 10 min are acknowledged by the friction cost approach. Specifically,
on referral and paperwork per session. The cost of the inter-that workers can be replaced from the pool of unemployed
vention was estimated as the long-run marginal opportunity labour, colleagues may cover for those off work and individ-
costs employing methods developed and recommended byuals may catch up on work missed on their return to work
the Personal Social Services Research Unit at the Univer-(Koopmanschap and van Ineveld, 199Zhus, the human
sity of Kent (Netten et al., 1998 The cost was based on the capital approach willtend to overestimate productivity losses.
mid-point of the relevant AHW salary scales and included all For this reason, the impact of productivity losses on the main
employer costs (National Insurance and superannuation con+esults of the study was examined in a sensitivity analysis
tributions) and appropriate overhead costs (capital, adminis-by varying productivity losses from the maximum level as
tration, managerial etc.). calculated by the human capital approach to a minimum of

Information on hospital and community health and social zero.
services including social services provided accommodation,
medication and contacts with the police and the courts were2.7. Statistical methods
collected at 6 and 12 months follow-up using a questionnaire
designed for the study, but based on previous work carried Sample sizes were calculated on the basis of the power
out by the Health Promotion and Addiction group of the required to demonstrate differences in clinical outcomes
Centre for Health Economics, University of YorRdrrott, (Crawford et al., 2004 There was no power calculation
200)). Self-report service utilisation by patients misusing for costs. All analyses were carried out on an intention-
alcohol is considered a good measure of actual service useto-treat basis using a statistical plan drawn up prior to the
Killeen et al. (2004)assessed the accuracy of self-report collection of follow-up data. Initially, traditional statisti-
utilisation of services compared to service record extrac- cal tests for differences in costs were undertaken. Despite
tion and found that the level of agreement between the two the skewed distribution of the cost data, parametric tests
was good for most services, although there was less agreewere used on untransformed costs, because this method
ment for AED visits. Information collected in the service use enables inferences to be made about the arithmetic mean
questionnaire on re-attendance to St. Mary’s AED was cor- (Thompson and Barber, 20p(Non-parametric bootstrap-
roborated with data from electronic patient records held atthe ping was used to assess the robustness of confidence
hospital. intervals to non-normality of the cost distributioBgrber

In order to calculate total costs, unit costs were applied and Thompson, 2000 The primary analysis was of total
to each service. Costs were taken from local and nationalcost over 12 months, but results are also reported for
sources for the financial year 2001/02 and published costs6 months.
were inflated to 2001/02 where necessary using the Hospital A number of study participants did not complete the ser-
and Community Services indekXétten and Curtis, 2002 vice use questionnaire. Complete case analysis was used
Hospital costs were taken from Trust Financial Returns in the first instance and was based on subjects with full
(CIPFA, 2002 and NHS Reference CostBépartment of data available for both 6 and 12 months follow-up. How-
Health, 2003 Contacts with the police were costed using the ever some commentators have suggested that this approach
Metropolitan Police Ready Reckonevi¢tropolitan Police, reduces the potential power of analysis and could bias results
2000 and time spent in prison using cost data contained if the complete cases differ significantly from the original
in the Prison Service Annual Repoiti Prison Service, sample Briggs et al., 2008 Consequently, in a sensitivity
2002. It was not possible to calculate other costs on a analysis we explored the impact of including data on par-
local basis; instead national unit costs were udedtiéh ticipants for whom only 6-month follow-up was available in
Medical Association & Royal Pharmaceutical Society of order to increase the follow-up rate and sample size. Their
Great Britain, 2002Finn et al., 2000; Harries, 1999; Netten 12-month follow-up data was estimated using the last value
and Curtis, 2002; Weiner, 20RIThese costs were weighted carried forward (LVCF) technique, which assumes that costs
where possible to take into consideration the higher costsin the second 6-month period were equal to costs in the first
associated with services in London. Discounting was unnec- 6 months Briggs et al., 2008
essary as neither costs nor benefits were recorded beyond Domestic accommodation is sometimes included in stud-
12 months. ies involving patients who spend a relatively significant

To measure the impact of the intervention on patients amount of time in hospital, prison or supported accommo-
working patterns, productivity and the economy, we col- dation. The costs of these facilities include living expenses,
lected information on the number of days taken off work which are excluded from the cost of individuals in domes-
that the individual attributed to alcohol misuse. Productiv- tic accommodation, thus potentially introducing bias against
ity costs were calculated using the human capital approach,those in service provided accommodation. In order to test for
which involves multiplying the number of days taken offwork  this, we included the cost of domestic accommodation in a
due to alcohol consumption by the individual’s gross daily sensitivity analysis.
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2.8. Cost-effectiveness Table 1
Comparison of baseline characteristics for patients with missing and avail-
able economic data over 12 months

Cost-effectiveness is concerned with the joint difference

in costs and effects between interventions and was assesseg@seline variable AvailablenE290)  Missing (=309)
over the 12-month period through the calculation of incre- Gendet

mental cost-effectiveness ratios (ICERJaf Hout et al., Male % & 84

1994; Briggs, 200}l The ICER is the ratio of differential Ageean 43,41 4417
average costs of the two interventions to the differential gepeat attendee ' '

average effects. Once an ICER has been calculated, one ves% 25 30
treatment can be defined as more cost-effective than itsPAT units at baseline

comparator if: (a) it is less costly and more effective (dom- _ Mean 21.07 2135

. ) L . PAT drinking frequency at baseline
inance); (b) it is more costly and more effective, and the Once a week or more % o4 94

additional cost per extra unit of effectiveness is considered par yrigger attendance related to alcohol

worth paying by decision-makers; or (c) it is less costly and  ves % 74 63
less effective and the additional cost per extra unit of effec- ~« < o5

tiveness for the alternative intervention is not considered
worth paying. The primary cost-effectiveness analysis used
the primary outcome measure to explore the relative impact
of the interventions on the level of alcohol consumed per
week.

3.2. Outcomes

At 6 months follow-up, for participants with service use
information, the difference in the mean number of alcohol

nev(\f(:nsgt?]fg?jcg;lfgersess;rifﬁpﬁzlISZchrJt;Vii? iﬁrgu;ﬂiwiﬁ units consumed per week was statistically significantly lower
P 9 Y 9 M€ the experimental group (experimental treatment=59.7,

summary measure of cqst—effectivgness, the IC?ER' They alsocontrol treatment=383.1p=0.02). By 12 months follow-up
mcorporat.e.the uncertainty regardmg the maximum amount the number of units consumed per week remained lower in
thgtgdeusmn-mqkerwould consider acceptable to pay for Athe experimental group, but the difference was no longer
unit |mproveme_nt in outcomes. The curves are calculated by significant (experimental treatment=56.20, control treat-
repeat resampling of the costs and effectiveness data (boot- _ _
. o ment=67.20p=0.09).
strapping) to generate a distribution of mean costs and effects
for the two treatmentsHfron and Tibshirani, 1993 These o
distributions are then used to calculate the probability that 3-3- Resource utilisation
each of the treatments is the optimal choice, subject to arange i o
of possible maximum values (ceiling ratio) that a decision-  'able 2details the resources used by study participants
maker might be willing to pay for a unitimprovement in out- N the experimental and control groups over the 12 month
come. A cost-effectiveness acceptability curve is presentedfollow-up period, alongside the unit costs applied to each ser-
showing the probability that the brief AHW intervention is  Vice. Among those referred to an AHW, only 41 of 131 (33%)
more cost-effective than the information only control for a attended a session. In addition, in this pragmatic trial a small
range of possible values of the ceiling ratitag Houtetal., ~ number of participants who were randomised to treatment as
1994; Fenwick et al., 2001 usual appear to have received the active intervention. Whether

this was due to participants making independent contact with
AHWSs, or staff in the AED providing informal information

3. Results about the AHW service to those in the control arm of the trial
is unknown. Thirty three percent of the experimental group
3.1. Patients and 31% of the control group used other alcohol treatment

services during follow-up, these included community treat-

Five hundred and ninety nine patients were randomised Ment and support services and hospital-based detoxification
to the experimental treatmeni 287) or the control treat- @S an inpatient, day patient or outpatient. Study participants
ment = 312). Full service use data for both 6 and 12 months in Poth treatment groups used a wide range of health, social
follow-up were available for 131 of the experimental treat- @nd voluntary sector services. In each group 30% had had
ment group and 159 of the control treatment group (48% of SOMe contact with the police or the criminal justice system
the total). Comparison of available baseline characteristics OVer the follow-up period.
in Table 1reveals that there were no significant differences
in clinical characteristics between patients for which there is 3.4. Treatment cost
full service use information and patients for which service
use information is missing. Analysis of demographic details ~ The cost of a one-to-one 45-min session with an AHW,
revealed that women were more likely to have full service plus 10 min for paperwork and onward referral was estimated
use information than men. to be £19. The total cost per patient was only £6 as a result of
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Table 2 . . £5454 in the experimental group and £5207 in the control
Use of resources during the 12-month follow-up period group. The difference in cost was not statistically significant
Service (unit) Use of resources, mean (S.D.) (p=0.85). The biggest proportion of total costs was borne
Experimental  Control py the health sector (49 and 53% qf total costs in' the exper-
treatment treatment imental and control groups respectively) and social services
(n=131) (n=159) (38 and 36% of total costs in the experimental and control
Alcohol Services groups respectively). Productivity losses were small in both
AHW intervention (number) 31 (0.46) 003 (0.16) groups and not significantly different (experimental group
gpf‘“etm (tdf‘{z dance) 3;; 897-253) 370 ? 5331-3’) £119, control group £94)=0.56). Total costs at 6 months
utpatient (attendance . . . P . . g .
Day patient (attendance) D (0.00) 035 (3.86) were s_lmllar in the two groups and not 5|gn|f|cantly different
Other alcohol support (contacts) .48 (28.87) 581 (23.52) (experimental group £3068, control group £31@2;0.95).
Hospital Services .
Accident and emergency 0.90 (1.84) 097 (1.91) 3.7. Cost-effectiveness
(attendance)

Emergency ambulance (call outs) .56 (1.49) 054 (1.28) The observed data suggests that the experimental treat-
'O”pf‘“et_m (td?ﬁ dance) Q%Sg-ig; 1732 g“é%@ ment generated slightly higher costs alongside improved
utpatient (attendance . . . . . . . .
Day patient (attendance) 5 (0.38) 004 (0.27) effectiveness, with an ICER of £22 per unit reduction in

the amount of alcohol consumed per week (experimental

Primary care treatment minus control treatment, incremental mean cost

GP (contact) 617 (10.40) 465 (6.56) . .

Practice nurse (contact) 4B (1.21) 098 (3.03) £247, mcrgmental mean ef_fgct 11 gnlts pf alcohol). The

District nurse (contact) @9 (6.16) 096 (7.31) cost-effectiveness acceptability cunfed. 1) illustrates the

Community psychiatric nurse 0.24 (2.37) 035 (1.83) uncertainty associated with the costs and effects of the inter-

(contact) ventions and demonstrates that the brief AHW intervention

Psychiatrist (contact) 80(2.03) 030 (1.34) dominates the control treatment for the full range of poten-

Psychologist (contact) .52 (2.99) 013 (0.71) ial val fth ili io. Th h hat th .

Occupational therapist (contact) .00 (0.56) 004 (0.34) tial values of the ceiling ratio. The curve shows that there is a

Counsellor (contact) 27 (7.44) 088 (5.13) greater than 65% probability that the brief AHW intervention
Other social and non-statutory services is more effective than the_ c_ontrol treatment f_or all va_Iues_ a

Social worker (contact) 89 (3.87) 065 (2.80) decision-maker may be willing to pay for a unit reduction in

Social work assistant (contact) 4D (3.76) 296 (19.60) alcohol consumption.

Home help (contact) .88 (33.90) 370 (29.00)

Advice service (contact) .14 (4.99) 152 (4.98) e

Solicitor (contact) ™1 (2.93) 042 (1.78) 3.8. Sensitivity analyses

Fire service (call out) @5 (0.31) 004 (0.19) . . L

Other community service (contact) .37 (6.38) 060 (3.81) A number of assumptions were tested in sensitivity anal-
Criminal Justice ysis and are detailed ifable 4 Varying productivity losses

Police (contact) @9 (2.83) 734 (79.71) to zero did not change_the results._Costs specific to London

Probation officer (contact) .08 (4.97) 041 (3.37) were replaced with national UK unit costs to test the gener-

Prison (nights) (34 (2.88) 070 (7.32) alisability of the results, but the difference in cost remained

Court (days) @5 (1.15) 017 (0.73) insignificant. Using the LVCF technique to impute missing

data increased the number of cases included in the cost anal-

the small number of participants in the experimental group ysis, but still the difference between the two groups remained

who attended the AHW session.

100%

@ 90%

3.5. Cost of visits to accident and emergency £ s
departments % -1k
2 607

The average cost of visits made by study participants to g S0
AEDs over the 12-month follow-up was £132 in the experi- T 40
mental group and £152 in the control group. The difference . ;.
in cost of £20 was not statistically significapt< 0.49). é 0%
107

3.6. Total cost of all resources = o

0 200 400 600 800 1,000 1,200 1,400

. . . Willingness to pay for a unit reduction in alcohol consumption (£)
Table 3details the average total costs by service provid-

ing sector. The average total cost of all resources incurredrig. 1. Cost-effectiveness acceptability curve of referral to AHW versus
by individuals in the trial over the 12-month follow-up was control treatment.
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Table 3

Total cost of all resources used over 12-month follow-up period (£)

Experimental treatmenh& 139) Control treatmenn(= 159) Mean Difference (95% CI) P
Mean S.D. % Mean S.D. %

Health 2647 5603 49 2775 7692 53 —128 (—1713 to 1458) 0.87
AHW 6 9 0 0 3 0 5(to7) 0.00
Other hospital costs 2385 5478 44 2576 7635 49 —192 (—1758 to 1375) 0.81
Primary care 257 482 5 198 370 4 5940 to 157) 0.24

Social services 2082 7897 38 1876 7148 36 206535 to 1946) 0.82

Voluntary services 106 265 2 54 148 1 52 (3to 100) 0.05

Fire services 190 1110 3 134 681 3 56163 to 265) 0.60

Criminal justice 310 1524 6 274 1324 5 36294 to 365) 0.83

Productivity losses 119 401 2 94 345 2 256(1 to 111) 0.56

Total 5454 11,065 100 5207 10,419 100 24Pp42 to 2735) 0.85

Table 4

Sensitivity analysis of total cost of all resources used over 12-month follow-up period (£)

Sensitivity analysis Experimental treatment Control treatment P ICER

Productivity losses to zeram € 290) 5335 5113 86 20

National unit costsr(=290) 3077 2986 00 8

LVCF missing datar{=369) 6272 6506 88 =21

Including domestic accommodation¥ 290) 21,105 19,659 .09 131

similar. Exploring the costs borne by public services alone collection of further costly data, decisions are made on the
(excluding productivity losses) revealed total 12-month costs basis of the best available evidence of cost and effects. In this
of £5335 in the experimental group and £5113 in the con- case, the available evidence on the cost and effects of referral
trol group ©=0.86). Similarly, the inclusion of domestic to an AHWSs was used to plot the cost-effectiveness accept-
accommodation did not alter the findings. These sensitivity ability curve inFig. 1, which establishes the dominance of
analyses suggest that the primary cost result, that differenceshe experimental treatment over the control treatment for all
in total cost between the experimental and control groups arevalues of a decision-maker’s willingness to pay for a unit
small and statistically insignificant, is robust to the underly- reduction in alcohol consumption. There is at least a 65%
ing assumptions made. probability that referral to an AHW is the most cost-effective
intervention, and a 35% probability that the control treatment
is the most cost-effective option.
4. Discussion There were a number of limitations to the study. Trial
recruitment took place in a busy AED, using clinical staff
Despite the well-documented burden of alcohol misuse to recruit participants pragmatically, so that the collection of
on AED workloads Cabinet Office, 200¢ there has been  baseline datawas limited. The lack of baseline data meant that
very little research into the cost-effectiveness of interven- we were unable to adjust for any baseline differences in cost
tions whose aim is to reduce levels of drinking among those that may have existed between the two groups. However, there
attending an AED. were no statistically significant differences between group
The study participants in both treatment groups used acharacteristics at baseline and randomisation was considered
wide range of health, social and voluntary sector services, assuccessful@rawford et al., 2004 There was a lower level of
well as having a substantial level of contact with the criminal economic follow-up data than clinical outcomes data, proba-
justice system. Although total costs were slightly higher in bly because the service-use questionnaire was last in a fairly
the experimental group, the small cost difference was not long interview schedule. Lower levels of follow-up reduced
statistically significant. the power of the economic analysis and may therefore have
Statistically insignificant differences in costs and effects been inadequate to detect meaningful differences in cost at
would traditionally result in the rejection of the hypothesis follow-up. In terms of study validity however, comparison of
that referral to an AHW is more cost-effective than provid- available baseline characteristics of patients with available
ing the information-only control. However, the development economic data and those with missing data demonstrated that
of more sophisticated tools to measure and represent costthe groups were fairly similar, except that women were more
effectiveness has led to criticisms of decision-making basedlikely to have full economic data than men. Low levels of
purely on statistical inference&{axton, 1999. Such judge- follow-up are not unique to this study and are often found in
ments could resultin the selection of the intervention with the patients misusing alcohol. A pilot study of brief intervention
lowest probability of being cost-effective. Instead a decision- among attenders at an inner city AED managed only a 66%
making approach is advocated where, in the absence of thefollow-up at 3 monthsKunz et al., 200 compared to 48%
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over 12 months in this study. It should be noted that the costsBriggs, A., 2001. Handling uncertainty in economic evaluation and pre-
of the intervention were based on an established AHW ser-  senting the results. In: Drummond, M., McGuire, A. (Eds.), Economic
vice and there may be short-run cost implications of setting Z\CI)?iluatlon in health care: merging theory and practice. Gaskell, Lon-
up a'S|m|Iar serv!ce in different InStItUtl_OnSj Briggs, A., Clark, T., Wolstenholme, Clarke, P., 2003. Missing
Since excessive alcohol consumption impacts upon not  presumed at random: cost-analysis of incomplete data. Health Econ.
only the individual but many facets of the econon@abinet 12, 377-392.
Office, 2004, a strength of this study is the broad cost per- British Medical Association & Royal Pharmaceutical Society of
spective taken, where costs to all service providing sectors S;Zi; /Pigtri;r;cefﬁf;'Prg;';'ston’;‘c?rti'ona' Formulary  43. BMJ
Wer'e I.nCIUded as well as prOdUCtIV_Ity losses. An |mportant Cabinet Office Prime Minister’s' Strategy Unit, 2003. Alcohol misuse:
omission was the personal costs incurred by study partic-  How much does it cost? Cabinet Office, London.
ipants when attending an AHW session, which may have Cabinet Office Prime Minister's Strategy Unit, 2004. Alcohol harm reduc-
included travel and childcare costs. However, these costs are tion strategy for England. Cabinet Office, London. _
likely to be small given the brevity of the intervention and thus C'PZFQS;OI%ZF' T(?ri H deoar:th Service Financial Database & Comparative Tool
un”kely to greatlyimpaCt upon the cost differences observed. Claxton,. K., ’1999y. THe irrelevance of inference: a decision-making
A second strength of the study was the robustness of the  approach to the stochastic evaluation of health care technologies. J.
resultsto sensitivity analysis. For example, the trial took place  Health Econ. 18, 341-364.
in the clinical area of a busy London AED and the results, Crawford, M.J., Patton, R., Touguet, R., Drummond, C., Byford, S., Bar-
particularly the cost estimates of the intervention, should be €t B., Reece, B., Brown, A., Henry, J.A., 2004. Screening and
viewed in this light. To aid generalisability, unit costs were referral for brief |nt.ervent|0n of glcohol-m|_susmg patients in an emer-
] . . o . ; gency department: a pragmatic randomised controlled trial. Lancet
adjusted to national UK costs in sensitivity analysis but this 34 1334-13309.
did not alter the results. Thus, the cost and cost-effectivenessepartment of Health, 2003. Reference Costs 2002. Department of

data presented should prove valuable to UK decision-makers Health, London.
outside. as well as within. London Drummond, M.F., O'Brien, B., Stoddart, G.L., Torrance, G.W., 1997.

. . Methods for the economic evaluation of health care programmes, Sec-
The recently published Alcohol Harm Reduction Strat- ond ed. Oxford University Press, Oxford.

egy for England Cabinet Office, 2004asserts the need for  Efron, B., Tibshirani, R.J., 1993. An introduction to the Bootstrap. Chap-

information on programmes to establish whether earlieriden-  man and Hall, New York.

tification and treatment of those with alcohol problems can Fenwick, E., Claxton, K., Sculpher, M., 2001. Representing uncertainty:
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