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1. Introduction

Health resources In all countries are limited 1n relation to the need for the prevention and
control of disgeazez and the growing demand for care. At the same time, the burden of many
diseases on the economy ls becoming increasingly heavy. An evaluation of the economie burden
of various diseases, fogether with an economic evaluation (in terms of cost effectiveness, cost
benefit, ete.) of procedures for thelr prevention and control, should stimulate and facilitate
the selection of more effective and economical measures.

The natural history and the preventlion and control of many communigable diseases have been
intengively studied and constitute therefore a suitable subject for econmomic appralsal. Due
" aceount has, of course, to be taken of difflculties in applying economic econgepts to health.
While = number of Individual econemic studies have alrsady been made in Eurcpssn countrles, there
1z a need for s more systematlic and more wldely applicable approach, In particular, there 1% s
great nesd to review and stendardize economlc evaluatlion and methodolegy in this f£ield.

The purpose of the European Frogramme on Economlo Aspeets of Communicable Digeases iz to
contribute to the development and proper testing of such a standard methodology. As a result of
& plenning meeting held In March 1975 and of subsequent discussions, it was decided to implement
the programme in three phasss: first to Invite interssted national institutes to design “study
protocols” on & limited number of diseases snd Lo carry oubt such multinational studles on a pilot
basis; secondly, to inform governments in the Region of the results of the pilot studies, inviting
then to apply and adapt the methodeology developed; and thirdly, te convene & working group to
anglyse the pesulis achieved and subsequently, a larger conference to review the metheodoleogies
and results. ’

The first activity of the pllot phase, which 1s an Iintegral part of the health econcmics
programme of the Reglonal Office, conzisted of obtaining the sdvice of experts and institutes in
the flelds of communlcabile diseases and health econcmics in a number of countries. They stated
that they would like to study the egonomic aspsects of communlceble dizeases in the follewing order
of priority: viral hepatitls, sexually transmitted diseases, enteric infections, rables, and a
few other diseases. In accordance with the expressed preference of the interssted experts and
ingtitutes, the Regional COfflece convened a first Meeting on Economic Aspects of Viral Hepatltis
in Copenhagen frem @ to 11 November 1976. The list of participants is given in Mnmex II.

The purpose of the meeting was te outlire a common approach to (a) estimating the cost of
viral hepatitis, and (b) study collaboration and coordination. In all the discussions, it was
recognized that the report of the Working Group on Viral Hepatliis, Bucharest, 25 to 29 Aupust 1975,
(dooument no. ICP/VIR 001), provided an egsentigl background, Attention is drewn, in particular,
to Annex IV of that report, on the Economle Aspects of Hepatitis A and B,

2. The prokblem of viral hepatitis

Soon after itz establizhment, the World Health Organization recognized viral hepatitiz as a
major publie health problem, and deplored the faot that knowledge of itz etlolopy and epldemlology
was limited. Since that time much progress hag been achieved in this field with the development
of specific laboratory methods for detecting infectlon. Viral hepatitis 1s defined as acute
Inflammation of the liver caused by one of two different viruszes, whilch are referred to as
hepatitis A and heprtitis B, or hy other hepatitisz viruses.
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Hepatitiz A

This infection has a worldwide distribution, bul the exact Inecldence 1s difficult to estimate
because of the high proportion of subelinieal infectionz and infections without Jeundice, differing
patternz of diseese, apnd differences in survelllance and reporting., The degree of under-reporting
iz believed Lo he very high.

In most European countries. infectlons occur at all ages, probably about %0% of the clinleal
vases being in children under the age of 15 years. Some evidence suggests that the incldence of
hepatitiz A iz at present deglining and that a greater proportion of cases lsz occurring among
adulls. '

Hepatitis A virus 1z spread by the Intestinal-oral route, most commonly by close contact, and
infection cccurs readily in conditleons of poor sanitatlon and overcrowding. Food-borne or water-
borne transmission 1= not a major factor in the maintenance of thiz infection In Europe, but the
ingestion of shellfigh cultilvated in polluted water 1s assoclated with a high risk of acquiring
hepatitls A. This infsetlion Iz not Infrequently acquired by travellers to areas of hiph endemictity.
Outhreaks of hepatlitisz A in handlers of newly=-captured nonhuman primetes heve also bech deseribed.
Hepatitles A ig rarely transmitted by bleoed transfusion.

The spresd of infection 1s reduced by simple general hyglenic measures and the sanltary dls-
posal of exereta. Routine or compulsoery admission to hogpital is practised in some countries, bul
recent data suggest that this practiee 1ls unneceszary and epidemiologically ineffective. Normal
human Lemuneglotulin may prevent or attemuate a cllinical 1llness, while net always preventing the
infection. The use of normal immupoglobulin is of value in the control of outbreaks of infection
in piven etroumsgtances, such as in Instituticns and nursery schoolz. The view hag been expressed
that the uge of lmmunoglobulin on a very large scale 1s undesirable because unrecognized subcelinicel
cases and anleteric cases may diszeminate the virus, because the prectice is wasteful, and becauszo
the repeated injectlon of immunoglobulin, for example In echildren, may be harmful,

A vaccine apeinst hepatitis A iz nol svallable.

Hepatitis B

Infeotion with hepatitiz B vims is esscciated with the appearance in the gerum of a speciflin
surface antigen and its homologous antibody. A second antigen, pregent in the gore of the virus,
appears Lo be Intimately related to the infection, A third antigen, named hepatitiz B & antigen,
appears to correlate with the number of virus partlclez and the degree of Infectivity of surface
antigenmpogitive sera. The pregence of this antigen 12 thought 4o be assoesliasted with an unfavour-
able prognosis and the development of ghronle liver disesse. There 1s some evidehcs that antibody
to the ¢ antigen indiecates relatively low infectivity.

The gurface antigen thus serves as 8 useful marker of infection with hepatitisz B virus, The
avallabllity of a bewildering array of serclogleal methods for detecting antigens and antiboadies
agzoelated with thig infection makes it neceszary o consider which methods are best asulted for
practice and regsarch applicationz. These technigques vary considerably in thelr sensitivity,
specificlty, objectivity, the cost of capltal egquipment, the maintensnce of the equipment and the
gost of the reagents. The majer uses of these laboratory technlaues are: (1) o establish
preclze dlagnosis; {(11) to identify bloed donors whe gre carriers; ({411) +to define the apld-
emiology of the infection, and (iv) to evaluate pazsive and, in future, active immunization.

The importance of hepatltis B cen be conzidered under a variety of headings which tnglude itz
effects In cvery field of medical practice, the impect that it haz on blood transfusion services
and its asgoelrlion with progression to chromic liver dlzease, Including chronie active hepatitis,
¢lrrhosis, and, in some areas of the world, primary liver canger. In additlon, infection with
hepatitiz B virus may be followed by the persistent carrier state. 3uch a carrier ztate may be
assocliated with liver damage. The survival of hepatitiz B virus 1z ensured by the reservolr of
carriers, estimated toc number about 120 million. It appears that the prevalence of carriers,
particularly among blood donors, in Northern Europe 1is 0.1% or less, in Central and Esstern Europe
up to 5%, while there 1z a higher frequency in Southern Europe and countries bopdering the
Medlterrancan. The highest prevalence 1s obzerved in the 20-4C year agpe-group. The importance of
the parenteral and Inapparent parenteral routez of transmisszion of hepatitis B virus {3 now well
recognized, Although various body flulds such as sallva, menstrual and vaglingl digcharges, seminal
fluid, and breagl milk have been implicated In the spread of infectlon, Infectivity appears to be
egpecially related Lo blood.
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The impact of scraening of blood for surface antigen on the incidence of pogtetransfugion
hepatitis is difficult to measure, but it appears in some countries to have cgused a reduction of
gbhout 50%, Many cases of pogtetransfusion hepatitiz remain unregoghlized because of their mild or
subelinteal nagture. Certaln plasmg derivalilves prepared from large pools of plasme carry a hish
risk of contamination with hepetitis B virus. Immunoglobulin prepared by the cold ethanel fracticna-
tion pethod of Cobn has a well-established reputation of freedom from contamination with
hepatitizs B virus. Thiz may not be true for immunoglobulin prepared by other methods.

High-risk groups include persong requiring multiple transfusions of blood or plagma or injec-
tion of bleod products, prolonged inpatient treatment, patientsz in whom freguent tisszue penetra-
tion or repeated accesz Lo the circulatory system iz needed, patients with natural or acquired
immune deficiency and patients with malignant diseases., Viral hepatitiz ip an ogoupational hazard
among health care personnel and the stalff of institutions for the mentally retarded and other
closed institutions. High rates of infectlon have been reported in drug abusers, prestitutes and
homogexusls. Individualz working in areaz with high endemicity are also sublect to an ineresszed
risk of infection.

It appears that gpecific hepatitiz B Inmeneoglobulin is uszeful for postexposure prophylaxls
of single acute exposure such as occurs after accldental inoculation. Ceonsiderable progress 1s
belng made in the development of vaceinss againgt hepatitis B, but these are liksly to be very
expensive. Engouraging preliminary {findirngs have precently been reported conecerning the usze of
interferon for modifying the courge of chronic hepatitizs B vires infection, However, it is
eszential Lo establiszh its safety and therapeutic efflicacy. Interferon iz not readily available
at present and iz exceedlingly expensive. There are no other methods of speclfle treatment for
viral hepatitis.

Other hepatitls viruses

Progress in the specific diagnosis of viral hepatitls has revealsd a new type of hepatitis
that iz unprelated to hepatitisz A or B virus. It appears to be now the most common form of hepa-
titis occurring after blood transfugion in gome areas. There are no laboratopry legtz availaeble
as yet for identifylng thils agenti or agents.

2. Costins
2.1 Introduction

Over the past few years there has been an inereasing awareness of the Cinancial conseguences
of health service development az medical technelegy steadily improeves, The propoptiosn of the
naticonal product devoted to health servicesz has risen steadily and this has brought the financial
congtraint on health services more and more into the limelight. As far as sconomic research is
concernsd, this has been reflected in two developments, Firstly, there have heeh attempts to
eatimate the size of certaln dlszease problems 1n cost terms. Secondly, there have been attempts
at cost/benefit and cost/effectivensss studies of particular measures Tor disease prevention and
control.

Cost/benelit and cogl/effectivensss studies are means of helping decision-makers to choose
among a number of alternative ways of using limited resources, in this cage to improve health
services, Although it 1s the intention to progress to such studies in relation io viral hepatitis
gventually, in the irst place il was considered more useful to develop the necessary methodeology
sztep by step, 1o establish the glze of the problem az a whole and of itz component partsz, as
measured in monetary terms.

For this reason interest iz being confined initially te s gosting study of viral hepatitis.
An account of the cost of viral hepatitls I1s useful for assessing the relative economlie Importance
of this dizeasge and itg sequelae, for Jjustifying the nesd for particular items of biomedical and
health service resesarch, and Tor developing arguments for negetiations with other gectorg of the
ecOnoOny .

The term "dizease costing” here means an altempt to estimete all the financial consequences
of dlsease. It has besn customary to divide cogts inte diresat and indirect, The direct gost of
& disease means its cost to the health services in terms of health manpower, materials, eguipment
and facilities; the indirect cost means the consequences of the exiztence of the disecase in
question for the output of goods and services 1n the economy as & whole.
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An alternative view ig that disease costing attempts to estimate, from the polnt of view of
the overall economy, both the éexcess consumption and the defieit production which a particuler
dizease causes through the behaviour and care of those who have the discase and those who are at
high rizk of exposure to 1%, Excess consumption, which roughly corresponds to direct costa and
defleit productlon, which roughly corresponds to indireet cost, are geen in pelation to the
typloal comsumption and production of healthy persons wlth characteriztlces similar to those of
persons with the discase, especially a&s regards age, mex, resldence, education and ocoupation.
Thiz marginal gosting approach iz velid only if the disesse in guestlon dows not change the Key
reletlonships and key parameters of the macrosconomic system. Fortunately, this assumption can
safely be made in the case of viral hepatitia. A measure of direct and indlyect costs which 1z
conslstent with the usual forms of national accounting will necessarily exclude guch items as
housewlves' tlme, non-werking +ime and voluntary efforts. Cost/beneflt and copt/effectiveness
analyzcy are not themselves, of course, necessarily consistent with nationzl accounts.

It is herdly necessary to add that monetary costs zre nol mesnt to repragent the iotal "cost!
of a digease in the senze of the adverse effects that the diseaze has, In general 1t ig not
pessible to represent all these 111 effects (pain, suffering, disability, prematurc death, ete.)
eotivinelngly in menetary terms, although some of thege effecls, such az premature death, will have
financial azpects. Although not all of these effects are explicitly represented here, they do, of
acurse, form the beckground Lo the toples dizcussed here.

2.2 Direct dizesse costs {health care nostsz)

For many dizesses, ezpecially infectious disecases, direct heslth care costs cen be geen to
fellow & predictable eyele over a longer op shorter period. Initially, the diseasse is aither
nenexlstent or unrecognized. Thus, no preventive or therapeutie measures are applied and the
reported eost of the diseazs is consequently negligible or wera, although therapy may be provided
under different diagnoszcs., When it ls first recognlzed, its incidence is usually underestimated;
tts treatment 1z still inadequate, offen conzlsting mainly of oustodial hogpital care, and its
cogt therefore remalns relatively low. At the third stage, there iz an Increased awarencss of
the exlstence of the diseaze; its reported incidence increages and there are enhanced public
expectations of prevention and treatment. These lead to steeply rising costs. At the same time,
mgjor research programmes are usually initiated and these add to the already tnereasing expendl-
ture.

At the fourth stapge, mebthods of specific treatment are developed so that expensive custodial
care slarts to bo replaced by eaffeqtive therapy. Methods of prevention are introduced and thepe
should be a recognition that the eost/sflfectiveness of these new forms of medical intervention
(as well as their efficacy) must bDe taken into acceount. TIf this happensz, the direct costz of the
dlzease can start to decline. Then, in the final stage, the disesse will be brought under
effective conlrel, usually by programmes of prevention. Hence, no mere than minimal "maintenance"
health care wlll be needed at thisz stage to keep the disease under control. In some inzstances,
the diseaze may eveh be eradicated.

At pregent, hepatitiz B appears to be in the third stage of this eycke, It 1z, therelore,
esgential that the cost/effeclivenscas of measures for 1tz preventlon and trestment ghould be taken
Into aceount as scon as poszible in order to prevent a further increase in costs and to galn the
benefits of declining costs which zhould be enjoyed at the next stape.

It may be concluded from this that technical progress can ralse or lower direst costz, and
experlence also serves to dlsprove the myth that prevention 1z neceszarily less costly than cure,
the main point here belng that the comblnation of technical progress and the "zearch" for cascs,
as In sereening, may well increase the reported prevalence of the dizease.

To gummarize, the main catsporles under which direet costs ocour are:

(1) Preventive activity

{a} Promotion of environmental heslth, Many infeetious diseases are particularly susceptible
to the traditional public health invesiments in sanitation and hyglene.

(b} Health education: campalpng to make the public aware of health dangers and to alter its
behaviour.
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(¢) Eerly disgnosls and sereening. For wmany diseases 1t may be hypothesized that detectlon
of the dizesse at an earller stage in its natural history will lead to a better prognosis
for treatment and control of its zpread. It may therefore be wise to devole resources
to detecting presymptomatlc cases.

{d) Immunizatien. Many communicable dlseazez are susesptible to Immunization and it may be
worth devoting pesources to this activity as well as to devising procedurss to reduce
the rigk of infestlon.

{e) Prophylaxis: for example, the protection of hospltal and laboratory staff from the risk
of infeetion can involve considerable cogta.

{2) Curative and follow-up mctivity

(s} Outpatient care. Thls covers both primery care (by the general practiticner) and
diapnosls and treatment in polyelinies and hospltal outpatisnt departments.

(b) Hogpital care. This tends to be the most expensive zector of hemlth and naturally
attracts the most atiention.

{¢) HRebabilitation, Thisz aetlvity, which may alsce inglude occupational retraining, can
play an imporitant role in reducipg the long-term sonsgguences of disease.

{3) SBuppertive gelivity

{a) FResearch. In general, certain programmes of clinical and health services research In
relation to specific dizeases will be in progress or can be commissioned.

(bY Identification of high-risk groupz. In order to channel rescurges in the most effective
way 1t will often pay to devote gome part of the resources to seeking ocut those most
likely to benefit from health measures, and to fogusing preventive care on thoge groups.

(2} Development of g health information system. Epidemiologleal studies and notifieation,
ate., play an important part in the ceontrol of all communicable disessss.

(d) Training of health pergomnel. The control of diseases often needs specific training,
e.g. in laboratery techniques.

The example of viral hepatitis

In respect of viral hepatitis in particulap, the following four examples illustrate which
types of direet cost might need to be taken into agscount.

Blood donor ' Primery care

goresnin Research outpatlant Inpatient
Capital” capital” Capital’ Capital”
Manpower Selentific manpower Staff Staff
Test materials Aneillary manpower - medical - medieal
-~ hasmagglutinatlion Materials (=nd =« mursing = pursing
= radioimmunopssay animals) = laboratory =~ laboratory
Equipment Materials ‘ - domestic
~ therapy = other
- laboratony Mzterials
- therapy
- laboratory

- food and other
items of patlent main-
oo ‘ tenunes (Yhotel" cost)
Capital costs include buildingz and equipment. Thiz should not he their total value, bat should
be converted inte an smnual sum, e.g. taking inte ascount the ‘gxpected life of the:equipment.
Where the equipment or btullding is used to combat mere than one dlsease, annual capital costs

*




ICF/ESD 0O (1)
page 9

may be apportioned to viral hepatitis according to the share of hepatltis staff, workloed, working
spaca, eto.

Similar liste could be complled for all the headings mentloned above, such as prophylaxis
and follow=up care.

2.% Indirect digeaze gosts (costs of disease impact)

The guestion of the indirect costs of dlszesse wmay be considered under four conceptual headings.
Theze are:

(1) short-Lerm absence from work,

(7)Y change of work situation due to disability,

(3) loss of work due to prematurs mortality,

(4) other personal and soelal costs of i1l health and premature death.

To take the last heading first, 1t has already been noted that despite the undoubted impor-
tance of thisg fagtor there iz ne way in which such cozts can be ineluded that iz in any form
consistent wlth national ingome accounting. In addition, although there are many supggested methods
for placing monetary values on such effects (e.g. health Indices, legal Judgements, implicit
valuationg, etc.) it is unforiunately necessary for the purposes of this multinsticnal cellabora-
tive study, which involves gountries with differing social and esconomle systems, to avold such
thorny problems and concentrate on thoge items which can in practice be quantified fairly esaully.

There are many difficulties in measuring "short-term absenca from work”. S8hort-term abgence
1s often not recorded or identifiable az beling attributable te g partioular dilsease. In the
United Kingdom, for example, absences of three days or less arc not notiflable for =icknesz hehe-
fit purposes. 1In addlition, there is often migregording of diagnoses or, as 1n Denmark, no diag-
noszlis may be glven.

When 1t comes Lo placing a mgnetery value on absence from work one can measure the losg of
earnings. One can also attempt to measure the loss of productivity by adding to earnings, where
applicable, the extra costs which are incurred when an employee is hired, such as the employer's
contpibution to secial insurance schemes, Tringe benefits and so on. In some sountries siclkness
payments ars a better indicator of less of productivity than net or gross earnings, Whighever
meazure it 1s deelded to use, the impeortant thing 1s to be explicit about one's assumptlons.

It is important te aveld committing the potential error of double~counting by adding to lfors-
gone earnings the ceoszt of sickness payments, Although the latter may be an additional cost to the
Ministry of Tinance, the insurance funds or the employer, they are not necessarily an additionel
cogt to the communlty as a whole. If 1t 1z deszired to show both lost earnings snd slckness pey-
ment gostg, they should be gst out under szeparate headings.

Becaugse of the difficultles of estimating work absence and bepausze those affected by a
particular dlseasze may not be "typleal' workers, it may be necessary to carry out speclal studies
rather than rely on routine statisllies.

Az noted above, national accounting systemz do not allow for the time away from work of thoze
who are nol In wage-earming employment, e.g. housewlves., I 1t 1z felt that sugh faglors should
pe measured and valued to glive & total pleture of the effect of the dizease on soclal functienting,
then thesze measurements should alzo be get out separately, rather than added to the measure of
lost earnings or leost productivity.

Under the heading "Change of work situation due to disablility", account 1s to be taken of
events which may lead a person to chenge te g less well-paid job or to part-time work or may cause
him to withdraw from the work-force altogether. It is often Ailfficult te sequire data on changes
in work as a result of impalrment and on premature retirement. There may be & need for special
gtudies in this area.

Another 1tem which might be congzldered under this heading iz the effect of the =ickness of
a spousc or child on a person's abllity to work. Here too, specilal sztudies may be necceosary.
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Under the heading "Loss of work due to premature mortality" the financial aspects of pre-
mature mortality as measured by the less of working 1ife are considered, Such measurements bring
in thelr train a host of congeptusl and practical problemz. How should future ecarnings be valued
campared with present earnings (the discounting problem)? Sheould congumption expenditures be
subtracted or not¥ What about the deaths of ehildren and the slderly?

If the alternative view on disease costlng were adopted (see 2.1), the gonceptual answer to
the last two questionz would be gtralghtforward, namely, one would impute an economic lossz
copresponding o the expected (future) productive contributlien by the average healthy person with
charasteriztics zimilar to the dlsessed or deceased, especially az regards aze, sex, residence,
education and oceupation. The practical problems would then seem to be the availability of infor-
matich on reference groups - speclal studics may be necessary - and the selection of a seocially
relevant time or discount rate.

Given these difficulties, the most practical solution iz to gpecify the extenlt of the pre-
mature mortality and allow those who wish te egtimate 1ts value to set out such an estimate
separately with expliclt assumptions.

Although &ll of these measures of indirect epst are subject to critieiszm, it was felt that in
a study such as the present one, whleh 1z intended primarily %o develop a methodology capable of
as broad an application as possible, thig flexlble approach offers the best hope of srriving at
comparable international measures. That 1s not to say that individual countries or groups of
countries should neot atiempt, In edditlon, to devise other forms of monetary evaluatlon based,
for cxample, on notionsg of the value of reductions in the rizk of illness, of distingtions between
private and socclal cozt, on the digtribution of costs and benefits, and so on. Such caleulatiens
hewever, would supplement rather than replace the bazinc methodelogy.

In the cage of viral hepatitis B, significant progress mlght be made by estimating in detall
the indirect costs of the disease in particular high-risk groups such as:

(1) medical and other health care personnel,

{2) multiple-transfused patients,

{%) patients with chronilec renal failurs, with certaln malignant diseases, and with other
naturel or acguired immune deficlency states,

(4) regidents of large institutions.

A possible ocutline or checke«list of headings under which divect and indireet costs might be
raecaorded is get out in Arnex I.

3. Further polints of discusgion

In the discussicns which Tollowed the presentaticns meny problems wers highlighted, and many
participants drew upon the exparisnce of their own countriles to illustrate the difficulties which
would be encounitered in practice when the study ot under way. Some of the main points which were
made are summarlzed here.

It was congtantly emphasized that, slpee the main purpose of the study was Le develop metho-
dology, it would be foollsh to impose too rigid m strait-jacket on the partlicipants in the esti-
mation of costs, Nevertheless, there had to be a basic similarity.

Although it was aclnowledged by all that viral hepatitis was a name covering st least two
diztinet digeazes, an attempt should be made to assess the cost of the impact of viral hepatitis
as a whole. Type A was declining In importance but was still & major cause of disease in many
Member States. It was also realized that in many cases the diseases were not recorded separately
in routine figures.

A profound problem was caused by the unreliability of dats eon the incidence of hepatitis and
an the proportion of the ineidence mocounted for by types B and non-B. It was evantually agreed
that, howsver the participants declded 4o estimate the incidence of the diseases, the important
thiry waa ©o descerlbe the assumptions upon whigh the estimation was based az clearly a=z possible
in order to facilitale comparison between countries. Some participants might choose to confine
themselves to published nationsl statistleos. Others might wish to correct those fipures by refe-
renee to specific or locel ad hoe statistlcal studies; it was essential to make it clear what was
belng done.

]
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Practice in the detection, prophylaxls and care of viral hepatitiz clearly differed greatly
from country to country. OSome countries, for example, hospitallized almost all patlients, whereas
others hogpitalized very few; some countries made extensive use of human Immuineglobulin and of
sereening tests, while others made less usc of them. 3ince the purpoze of Lhe sludy was to
estimate actual cogts, the main task at that stage was not teo declde what ghould be done, but to
nalculate the cost of what was actually being done.

It was streszed that the pilet study could provide an epportunity to ilmprove szouraes of data
on viral hepatitls. In any case, the study should make as explicit as pessible the effects of
viral hepatitiz in terms of morkidity and mertality and of 1tz complicaticns ahd sequelae. When
estimating direct and indlrect aogls, the extent Lo which type B hepatlitis progressed to chronig
Lliver dlzeasez should bhe made explicit.

The costs should refer to a =mpecific year, but the choice of year should be left to the
participants., It wag agreed that, in estimating costs, participants ecould proceed where appli-
epble from the eztimation of unit costsl to the estimation of total costs.

Although this study is intended primarily te develep methodology a2 a basis for Turther
studies, it may alrcady provide Information which may be used by health planners to compare lhe
relative cogte of different practices 1n respect of hepatitls.

Ag to future actlon, 1t was apreed that particlpants would dizcuss with thelr governments
tha pugsibllity of earrying out a study of the costz of viral hepatitisz as outlined in this reportl.

It was sgreed that a report of the meeting, topether with a covering letter recommending lhe
study to Momber States, would be zent out az mvon ps pozalble. It was hoped that 1t might be
pasgible Lo obtaln agrecment from a significant number of Member States by Qotober 1977, and Lo
complete the study by June 19Y8. A review could then be held in October 1978. At that time,
sultable sublects for cost/benefit or cost/effagtiveness ztudies in hepatitis would be chosen.
Common protoeols for thogse studies would be designed and then processed in the same way.

The WHO Reglonal Office for Eurcope would act as coordinator at sll stages of the present and
succeading studies. The Office waz asked to ensure that relevant information on experience gained
ghould be made available to all participants.

1 .
For example, qopt per hogpitalebed-day for type E hepatitiz; cost per hepatitis Bepogitive
blood donor; average wage lost per month; aversge income logs per year.
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LIST OF MAJCR HEADENGS FOR THE MULTINATIONAL STUDY ON

THS COST OF VIRAL HMEPATITIS'

Introduction

The immediate purpozse of this multinational study is to establish as acourately as posgible
the direct and indirect cost.of hepatitis in sach of the participating countries in the year 1975
(or nearesl practicable year™ ).

It should be emphasized that this llst 1s not a formal questionnaire, but a chegk-ligt of
possible cost headings From which partieclpants can build up eztimatez of fotal costs. In cazes
where total estimates are based on unlt costs (cost per hespital-bed-day, for example), it may
be umecessary Lo break down costs into gosts of capltal, manpower and materials.

Participants should not be disecouraged from providing information on thosge headings for
which it is available merely because it 1s not possible to complete all headinga, In addition,
when gathering the necessary cost information, participants should hear in mind the subsequent
use which plannmers might be able to make of the dats. Since information on average costs may be
relevant for future cost/henefit or cost/effeclivensss studies, such infermation is desired as
well,

In the study it 1z recopnized that hepatitis A and hepatlitis B should be regarded as sepa-
rate diseazes and hence should be costed separatsly. However, 1t is also recognlzed that, in
many countries, and for many specific categories of cost, it may be impozsible at present to
soparate hepatitis A and B. FProvislon is therefore made for individual costs to be ghown for
hepatltis A and B gither zsparately or combined. Some studlies may wish to utilize or conduct
pilot surveys and use thelr results for retroactively allocating hepatitis cases to categories A
and B, Ingenlous gtudy leaders will often find waysz of producing relevant information from
sparse data.

Where the costs are shown separately i1t would be helpful If partlelpants would include =
note on the criteria for the differential diagnosis bhetween categories A and B, and on the degree
of accuracy of the allocatlon of coszts between the two categories. Some studies way also wish To
inelude a further category "Hepatltis, type unknown" for cases where the diagnesis is not olear.

In most cases the total cost flpures o be entered in the 1list below willl be derived from
an aggregation of a more detalled breakdown of figures; for example, hospital inpatient costs
might be based on local or regional estimates of individual daily cozts for different types of
hosplital and for different types of patient. While the purpose of the study 1z to assess the
total national cost of viral hepatitls types A and B, it is useful Lo know the basis of, and the
methods for, the estimgtion of gost and other ftemg.

IL would be surprising 1f every study was able to measure or estimate, in kind and money, all
activities under each headinhg In Parts I and II, nor would this be neeessary. In general, both
the desirability and the required degree of precision of & particular estimate will have te depend
on the importance of that item for Total cost. FParticipanisz should therefore indlecate which 1tems
are net accounted for in thelr studies and the reasons for their omission {e.g. lack of importance,
lack of method of sstimetion, or lack of data and information).

1Prepared by the 3ecretariat on the bazizs of discussionsz during and subseguent to the
meetling.

2 . . .
Thiz may al=sc be the current year, the resulis being based, for instance, on routine
and ad hog information or on a progpective assessmenl and evalugtion.
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PART T: DIRECY (HEALTH CARE) COS3TS

Direct health care costs are defined as those Incurred in the treatment, care or prevention
of cases of hepatitis A and B. They include the costs of research into future developments in
these respects.

In order to determine the degree to which cosf figures are comparable among sountries, 14 1z
negegsary, In principle under =ach major cost ltem™ :
(1) to deseribe briefly currcnt health practice and health policye;

{i1) +to glve flgures on epldemiological paramecters and health sctivitiesz
where these congtlitute the hasis for costing;

(111) to describe in sufficient detail the methods of costing and estimation
that are applied; and

(ftv} to state brisfly how complete and acourste the cost and other estimetes
are judged Lo be.

1. PREVENTIVE ACTIVITY SFECIFIC TO VIRAL HEPAT[TIS

1(a) Promotion of envirommental health~ Hep.A Hep.B Total

(1) capita]J+

(11) medical salaries
{1i1) eother =alaries

(iv) materials

(v) other (please speoify)

{(vi) total of (1) -~ {v)

Hep.A |Hep.E Total
1(b) Health eduaation” P P

{1) capital
(11) =elaries
(1i1) materials
{tv) other (plesse specify)

{v) +total of (1) = (iv)

L e, for the fellewing 1tems: 1(a), L(b), 1(c), (&), 1{e), 1{£), 1{g), 2(a), 2(b),
a(d), ale), 2(r), 2(g), »(h), 2(1), 2(x), 2(1), 3{a), 3(b}, =(e).

EIt would also be ugeful Lo preface the study with a summary mccount of national heslth
rolicies regarding hepatitis prevention and control az zeen agalnst the background of the
available health infrastructure and the population at risk.
§Where aetivities sre not specific o viral hepatitis aleone but pertain to a complex of
diseases, one mlght apportion the cost according to the frequengy and severity of such diseases.
Fleage explain your method of aestimallon.

!
IThPDUahout this Annex, the torm "capltal" refers to the estimated annual cost of buildings
and equipment, not their tolal value, A speclal survey may be required in some countries.
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1
1{e¢) Enquiry inteo sources of infection Hep. A Hep.B Total
(1) =alsries
(11) other (please zpacify)
(i1i) total of (1) - (it)
1(d) S&ereening of bleood doners for viral hepatitis
I. Sereening of new blood donors Hep. A Hep.B Total
(1) cwapital
(i1) mediczl salries
(ii1) other salaries
{iv) materials
{v) other (please zpecify)
{vi) total of (1) - {v)
(vii) number of new blood donors sereened
{viii) average cost per new blood donor
sorecned
IT. Screenlng of bloed from sstablished danorg” | Hep.A Hep.B Total
(i) capital
(11) medieal salaries
{1i1) other =salaries
(1v) materials
{(v) other (please specify)
{vi) total of (i) - (v)
{vii) number of established bloed doncrs
screened
{viii} average cost per estsblished bleod
donor goreearned
III. Total cost of gereening blood donors for Hep.A Hep.BE Total
viral hepatlitis
(1) total of T {vi) and 15 {vi)
{11} number of blood dohors sereened
{ii1) average cost per blood donor

lWhere activities are not specific to viral hepatitis alene but pertain te a complex of
diseaszes, one might apportion the cost according to the fregquency and severity of such dlseases.
Pleage explain your method of egtimation,

EDivide total cost of screening by the number of persons screensd.
apply to the term "average cost" throughout thiz Annex,

3

i.e. those who have previously donated blood,

Similar calculations

e bt o AN




ICP/ESD QOPH (1)

page 1z
Annex I
1{e} Secreening of selectoed risk groups
(e.g, surgical palients, pregnant Hep.A Hep.B Total
mothers, ete.)l
{1} capital
{11} medical =zalarles
{1ii) other salaries
(1v) matertals
(v} other (pleoase specify)
(vi) total of (1) - (v)*
{vii} number of persons screenedl
(viii) &average cost per person screenedl
1(f) Application of human immunoglobulin for
hepatltis prophylaxisl Hep. A Hep.B Total
(£) salaries
(11) immanoglobulin: normal
(111) immunoglobulin: speeific
hepatitis B
(1v) other (pleasze zpecify)
1
{(v) hotal of (1) - {iv)
{vi} number of persons immunized:
(vit) average cost per immunized personl
1() Other preventive activity (please specify) Hep. A Hep.B Total
(i} capital
(11) salaries
{311) materials
(1v} other (please specify)
(v} total of (i) - (iv)
1{h} "otal cost of preventive activity Hep.A | Hep.B | Total

{1)

Total of (a)(vi): (B){v): (e){1i1i):
(@) 11T (1); (eilvi); (r}(v); and (g)(v)

lThis may be broken down or differsntiatcd by major risk-groups (please specify)
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2. CURATIVE AND FOLLOW-UF ACTIVITY

1
A, Treatment of viral hepatitis

=) 2 Hep. A Hep.B Total
2{a) Outpaiieni™ treatment of viral hepatlitis

(1) medical salaries
(1i) other salaries

{iii)
(iv)
(v}

drugs
other
other

materials

(please specify)

(wi)

total

of (1) = (v)7

3

(vii) number of oulpatisnt visits

{viii) average cost per ouipatient visit}

2(b) Hospital inpetient treatment of viral hepatitis Hep,A | Hep.B Potal

I. Transport to hesplial

(i) teotal

I1. Capital costs Hep. A Hep.B Total

(1) building
(i1} equipment
{iii1) wother {pleaze specify)

{tv) total of (1) - (1ii)

T1I. Manpower salarlies Hep.A Hep.B Total
(1} medical

{ii) rnursing
(111} laboratory technicians4

(iv) other, including domestic
(plesse speaify)

(v) total of (1) w {(iv}

1
Fleaze note that follow-up care, inecluding treatment of complications, should in prinelple
be costed under heading B (Follow-up care, items 2(d) - (i},

2
The term "outpatient” iz meant here Lo cover patients ftreated in general practice, poly-
clinice and hogpital ocuipatient depariments.

-
“This may be differentimted by major Lypes of health care unit (please specify).

4Wher'e lgbopratories are separate entilies, laboratory costs should be shown separately. These
costs may be itemized as capital oosgts, salaries of leboratory techniclans and other laboratory
staff, cost of laboratopry materigls, cost of transperting the laboratory samples, and other costz
{please =specify).
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V. Therapy Hep.A Hep.B Total

{1} drugs
{i1) other (please specify)

(111) total of (i) - (i1)

V. Lahoratory materialsl Hep, A Hep.B Total
(1) total
VI. "Domestic" costs
Hep A Hep.B Totel
{i) food
(41} lighting and heating
(111) lavndry
{iv) other (please explain)
{v) total of (1) - [iv)
VIE. Total t 105t
I Motal hospltal costs Hep, A Hep.B Total

(1) total of I(i); II(iv); III{v);
IV(iii}: V(i) and VI(v)

{11} number of imnpalient days fer viral
hepatitis
(111) average cost per hoszpital-bed-day

(iv)} number of persons hospitalized with
virel hepatitiz

(v) average number of hospital-bed-days

2z{e) Zublotal A (cost of ireatment of patients

for vipal hepatitis) Hep. A Hep.B Total

(1) total of 2(a)(vi) and 2{b)VII (1)

1 Whera laboratories are separate entlilies, laboratory costz should be shown scparately.
These costs may be ltemized as capital costs, salaries of leboratory techinicisns and other
laboratory zteff, cost of laboratory materlals, cost of transporting the laboratory zamples,
and other costs {please specify).
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B. Follow-up care
1,2
2(d) Follow-up medlcal consullations o2 Hep. A Hep. B Total
(1) mediecal salaries
(ii) other salaries
{1ii) drugs
{(iv) other materials
(v) other (please specify)
2
{vi} tetal of (i) - (v)
{vii) number of consultations2
2
{viii) average cost per consultation
2(e) Follow-up laboratory tests Hep.A Hap.B Total
(1) medical salaries
{i1) salaries of laboratory technicians
(111} other =salaries
(iv) laboratory materials
(v} transport of samples
{vi) other (please specify)
{vii) total of {i) - (v)
{viii) number of laboratery tests
{ix} average cost per test
2(f) Quitpatient” dlagnosis and treatment of Hep.A Hep.B Total

complications+

(i}
(11)
(111)
{iv)
(v)

medical salariesx
other salaries
drgs

other materials

other (pleaze specify)

{vi)

total of (1) - (V)L‘L

(vii)

(viit)

number gf patients with complicaticns

treated
average cost per patient 1::*:-:31:@:;1lL

lConsultations in connexion with treatment of complications should in principle he costed

under item 2{f).
2This may be differentiated by major type of health care unit (please specify).

3

polyelinlies and hospliel outpatlent departments.

"The Lerm "ocutpatient" iz intended here to aover patients treated in peneral practice,

4’I‘his item may ke differentlated by major type of complicatlon (please specify).
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X 1
2(z) Hospital diagnoesls and treatmeni of complicetionz
Hep.A Hep.B Total
T. Transport to hogpital
(1) total
IL. Capital costs Hep. A Hop.B otal
{1} bullding
(11) equipment
{11i) other (please specify)
{iv) total of (1) ~ (1i1)
III. SHalaries Hep. A Hep.B Total
(1} medical
(11) nursing
(1i1) laboratory tcchniciansa
(tv) others, including demestic
(pleasze specify)
{(v) total of {1) - {1iv)
T, Therapy Hep. A Hep.B Total
(1) drugs
{11) other {please zpecify)
(111) total of (i) ang (it)
2 i
V. Laboratory materials Hep.A Hep.B Total
{1} total
VI. Domestic" costs Hep. A Hep.B Total
(1) food
(11) lighting and heating
{1ii) laundry
{1v) other (please speclify)
{v) +total of {1) - (iv)

lThis item may be differentiated by major type of complications {please specify)

EWhere laborateries are sepapate entities, laboratory costs should be shown sceparately.
Thege costz may be ltemized as capital costs, salaerlies of laboratory techniglans ang other
laboratory staff, cost of laboratory materials, cosbt of trangporting the laboratory samples,
and other costs {(please speclfy).
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Hep.4

Hep.B Total

(11)

(111)
(1v)

(vl

(vi)

number of Inpatient days fop
complications

gverage cost per hospital-bed-day

number of pergons with hozpital
treatment

average number of hospltal-bed-days
per palient with complications

average cost per hogpitalized personl

2(h) Donvalescent car&g

I. Capital costs

building
eguipment

other (pleasge speolfy)

Hep.A

Hep.EB Total

total of (1) - (111}

II. Salaries

(1)
(i1}

medical and nursing

other, including domestie
(please spasify)

Hep. A

Hep.B Total

(113}

total of (1) ~ (i1}

TII. Diagnosis and therapy

{1)
(11)
(111)

drigs
laboratory materials
other (plesse specify)

Hep, A

Hep.B Total

(iv)

total of (i) - (i11)

iv. "Domestic" costs

(1)
(ii)
(111}
(1v)

Tood

lighting and hesting
laundry

octher (please specify)

Hep.A

Hep.B Tatal

(v

total of (i) ~ {iv}

1
Thiz item may be dilfferentiated by malor type of complication (please specify)

2
This may be differentipted by major type of institution {please apscify)
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V. Potal gonvelezcent qare cozts Hep.A Hep.B Totel
(1) teotal of I(iv); II(iI1):

IIT(iv) and IV{v)l

{(i1) number of convalescent daysl

{1i1) average cost per convalescent dayl

{iv) rnumber of patients cared fDr‘l

(v) average number of comvalescent days

per patient

{vi) average cost per patientl

2(1) Survelllance of carriers Hep, A Hep.B Tntal
{1} medical salaries

(11) other salaries (plesse specify)

(111) drugs

{{v) other materials (pleasze specify)

{v) other (please specify)

(vi) total of (i)} - {v)

(vii) rmumber of carriers under
survelllance

(viil) average cost per carrier undsr
survelllance
205 Subtotal B (cost of patient follow-up) Hap.A | Hep.B Total
(1) totel of 2(d)(vi); 2le){vil); 2(f)(vi):

2lg) VIT(1); 2(nh)v(i) and 201) (vL)

(11) rnumber of persons followed up
{111} saverage cost per person follewed up

1This may be differentiated by major type of institution (please specify)
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. All other curative and fellow-up activities

2{k) Doemieciliary carel

(1) total cstimated cost to
families (pleasc explain)

{(11) number of persons cared for at home

(1i1) average cost per person capred fop
at home

{iv) number of days of domiciliary care

{v) average cost per day of domiciliery
care

2(1) Other activities (plesse specify)

(1) total

Subtotal C (cost of all other curatlve
and follow-up activities)

{1} total of 2{k)(1) and 2(1){1)

D. All gupative and follow-up activities combined

2(n} Total cost of curative and follow-up
aetivities

(1) total of 2(e)(1); 2{J)(1) and 2{m) (1}

SUPPORTIVE ACTIVITY

3{a) Applied research into viral hepatitis

I. PBiemedical researeh (including
industrial rezearch)

{1) cepital
medical salaries
other salaries
materdals (ineluding animals)

other {please specify)

total of (1) - (v)

lThe cost of dimiciliary care 1s usually borne by individual families, but may be reimbursed
or compensated, at least in part, by socisl security schemes. It is suggested that domieiliary
care costs be entered before reimpursement or compensation.

EFlease note that home visits by medical and nursing steff should, in principle, already be
included under 2(a), 2(d) or 2{f). Flease nots in addition that work and earnings losses of
family members who remaln at home to provide cara should, in principle, be inecluded later under
heading of indirect cozt (Part II, items 4(a) (i1}, 4(b){ii), 4(c)(11)).
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II. Haalth service research in viral --
hepatitis (including service Hep.A Hep.B Tatal
information systems)
{1} =aelaries
(1i) other {please specify)
(11i) total of (1) and (11)
III. Total cost of applied research Hep. A Hep.B Total
(1) total of I{vi) and IT{ii1)
3(b} Specialist training and continuing ,
education in the hepatitis field Hep. A Hep.n | Total
(1) capital
(11} s=alaries
(11t} ‘teaching mzterials
{iv) other (plesze speclfy)
{v) total of {1) = (1iv)
*(g) Management and other logistic Euppoft
to 811 other asativities shown above
I. Manapgement supportE'J Hep.A Hep.B Total
(1} salaries
(1i) materials
(111) other
(tv) +total of {1} - (1i1)
. 2,3
II. Other logistie support ' Hep. A Hep.E Total
(1) selaries
(11} materials
{111} other
(1v) total of (i) = {111)
III. Total ecozt of management and other Hep. A Hep.B Total
loglstic support - -
(i) totel of I{iv) and II(iv)

lThese activities zhould be included here only 1f they are not alresdy acoounted for under

previous headings (please sxplain)

2 )
Fleage define Lhe type of support given

jWhere the agtivities relate not only to the prevention and control of viral hepatitis, but
also to other health programmes, the cozt might be apportioned ageoprding to the time spent upen,
and the lmportance of, sueh support. Please explain your method of estimation,
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3{d) Total gost of suppertive activity Hep.A Hep.B Total
(1) total of (a)ITI{1); (b){v) and
(e)}ITI{L)
1N GRAND TQTAL OF DIRECT COST Hep. A Hep.B Total

(i) total of 1(h){i}; 2(n)(i) and 3(a)(i)

{ii) +total (1) as proportion of total
nationgl health care sipenditura

1 :
The estimate of totel national health care expendifture (plesse give estimate) should

preferabdly gover an area similay te that of the above cost headings;

public and private s=ctors.
caleulated in your country.

it should gover beth
Please state briefly in which way health care accounts ars
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PART TI: INDIRECT (DISEASE IMFACT) COSTS

In this part of the study, an attempt 1z made to eztimate the cogt of lozs of egarnings and/or
production cauged by viral hepatitis, its complicalions and other effects, in =0 far as these are
evident during the year under conslderation.

It Iz recognized that many other indirect costz can be incurred, snd that such costs can be
caleulated In many differsnt ways. You are invited to glve guantitative or at least qualitative
estimates of any of thege other nosts or burdens whilch you conglder relevant to your country,
regardlessz of whether or not they can be converted into monetary value., Different cogt Ltemg
expressed in monetary valuc cannot, of course, be added up to yleld "total indirect cost" 1f this
would involve double counting or Lhe summation of conflicting viewpolnts in socclety.

in oerder to determine the degree to which cozst flguresz can be compared among countrlesz 1t iz
nacessary, in principle, under esch ilem:

{1} Lo demeribe in zufficient detail the methods of estimation that are
applied; and

"11)  to state briefly how complete and aceurate the cost and other estimates
are judged to be.

1. RATE OF INCIDENCE OF VIRAL HEPATITISl

1{a) Rate of incidence in males Hep. A Hep.B Total

=
(1) aged O = 14 years’
. 2
(41) sged 1% - &4 years
(111)  aged 65 years and overs

{iv) all males

1(b) Rate of ineidence in females Hep. A Hep.E Total

=
(1) aged 0 - 14 years
(i1} aged 15 - 64 year32
(111) aged &5 years and overE

{iv}) =all females

1{c) Ratez of incidence, bolh gexes Hep. A Hep. B Total

(1) aged O - LA year52
.- o
(1i) mged 1% = 64 years

. 2
(111) =aged 65 years and over

{iv}) =81l percons

ll.e. new cases per 100 000 perzons

QPlease spacify age=proup if difforent breakdown 18 uged
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2. RATE OF MORTALITY DUE TO VIRAL ]'IEP.A'I'I'I':I:S:L

2(a) Rate of mortality in males Hep.A | Hep.B toval
{i) pged 0 - 14 yearsa
(11) aged 1% - &4 yearug

(i1i) aged 65 yesrs and over'2
(iv) all males

2{b) Hate of morﬁality in females Hep. A Hep.B Total
(1) aged O - 14 yearsE
{i1) aged 15 - 64 yearse

{111 =aged €5 vears and Gver2
{iv}) 81l females
2{s) Rate of mortality, both sexes Hep. 4 Hep.B Total
(1) aged O - 14 yearsa
{i1) aged 15 - 64 yearse
o
(111) aged 6% years and over
1iv}  &ll perschs
R DISABILITY DUE TO VIRAL HEPATITIS
3.&) Temporary disability (1 day to 130 daysj} Hep, A Hep.B Total
(i) rate of temporary disability per;
100 Q00 cazes of viral hepatitis
(i1) number of days of absence from
ordingry activities of life” due
to viral hepatitis”
(iil) other faclors (please specify)

3(b) Long-term disability {(mere than 180 daysj) e A Hen.B Total
due te viral hepatitis, its sequelas and ep- &b, v
complications
{1} rate of long=term liver damagc and

other sequelae agd complications
per 1000 casesu‘
(11) number of persons with long-tern
disabilityh©
J g
(111) number of leng-term disabllity days*’ﬁ
(iv) other factors (please speaify)

li.e. deaths per 100 000 persons, The flgures may be differentisted by final cause of death
EPlease specify age-group 1f different breakdown 1= used

5P1ease specify criteris in distinguishing "temporary" from "long-lterm dlsabiiity"if different
from above. The term "dlsabpility” is intended here to cover the absence of persons from their
normal or ordinary activities of life kecause of 1llregs

i .
These may be differentiated by major age/sex-groups |pleass specify)

Thiz term is meant to applg to tha entire population, not only to the labour force
EThene may be differentlated by major type of compllicatlon or sequelae
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&, LOG5 OF BEARNINGS AND PRODUCTION DUE TO VIRAL HEPATITIA

4(a) Number of days of absence from wurkl'g Hep. A Hep.B Total

(i) for viral hepatitisz patien't..f_;3>

{11} for family members in the case
of domicliliary care

{111) total of {1) and {ii)

(iv) total (1ii) as proportion of the
total nunber GfudaYS of abzence
due to sickness

l.2,5

4{b) Loskt sarnings Hep.A Hepn.B Total

{1) for viral hepatitis patients

{11) for family members in the case of
domicililary care

{111) total of (1) and (i1}

lThis may be differentiated by malor types of cccupation (please specify)

EIf an estimale of the economic congequences of premature mortality due to viral
hepatitis and its complications 1s deszired, 1t should be zet oult zseparately and 1ts
assumptlions and methods clearly indicated

!
Apig may be differentiated by days inside and outslde care institutlons

l‘LI.’lmas_-.e state brielfly how sickhesz abzenteelszm accounts are calculated 1n
your countrey

51.@. number of days of work absence multiplied by average dally earnings
(please explaln which "earnings" concept you apply). These earnings loszzes are
usually borne by individual familles, but may bo reimbursed or compensated, at leagtl
In part, by soclal securlty schemeg. Tt iz suggested that earnings losges before
reaimbursement or compensation be entered
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4{e) Cash benefits to individual persons

in connexion with viral hepatitisl Hep. A Hep.3 Total

v1) =ilcknessz absence benefits pald

.11) Dbenefits paid to family members in
the caze of domiciliary care

(i1i) pensions pald to the permanently
digabled

“iv} other benefits (please explain)

{v) tetal af (1) - {iv)

403} Numper of health personnel with viral Hep.A Hep.B Total
hepatitis who are eTG%uded from
certain health work !

(1) total®

L{g) FEstimates of leost prndgction and C Mep,A Hep,B Tatal
other relgvant impacits

{1) total”

5.  OTHER RELEVANT EFFECTS OF VIRAL HEPATITIS Hep.A | Hep.B Total

{please specify)

1 . .
Fleaze state briefly current practice and policy in your country
F'>Th'ls may be differentiated by type of health persennel and by type of health work

3For example, on toupism and trade; please specify




ICF/ESD QOZH (1)
page 26

Annex I

FART TII: TNFORMATION ON THE 3TUDY

L. STUDY CONTENTS
{1} Gurrency and currency units in whish the
nagl items are recorded in Parts I and IT Caeraseaaans b
(11) EBEgulvelence of currency unit in US dollars {by year) B e eaeeaaaaaa e i

(111) Ycar(s) to which the costs and other items in
Parts I and If refer L., et e

2. IDENTTFICATION OF STUDY PARTICIPANTS

(1) name . e eerea e ranaan
{11) title e s
(111) diseiplinary background e hh e
(iv) type or nature of siudy invelvement L ...... o d et e eann

3. STUDY TMPLAMENTATION

(1) commencement date Cirteie eeeaeessasaaas . 1976
day month vear
{11} nmajor implementatian phases and

milestones please indicete briefly) e e s i vea
{(111) termination date Caierre eeaseweaawaaian . 9T
day month year

{iv) study duralion e it i ed e months

4, COST OF JTUDY IMPLEMENTATTON

(1) estimated man-monthe of =tudy e, v ea . man-menths
{11} total coat of the study e v

(11i1) additional cost to participating institutes’ P e er e s E s

Yauen as travel, conguliant and other fees, deta collection and support, reports,
Fleaze identify currency unit employed. Coist of manpower, equipment and supplies which
are normally depleyed by the participating institutes should be excluded from your
extimate




LIST OF PARTICIFPANTS

BULGARTA

Dr Magdalina Pavlovs Teoharova
Director
Hepatitis Viruses and Experimental Virusoleogy Laboratory
Institute of fommumnicable and Papasitic Diseasges
Sofis

DENMARK

Mrz Hedda Bille
Directorate of Health
Copenhagen

Dr B. J#rgensenl
Treponocnatores Department
Nalional Serum Institute
Copenhagen

by J.O. Nielsenl
Senior Registrar
Liver Unit
Dapartment of Hepatology
Copenhagen Commune Hospital
Hvidovre

1

Dr C.J. Slevers
Directorate of Health

Copenhagen

FRANCE

Mr H. Veiga—Piresl
Research Anslsiant
Ngtional Tnstitute of Health and Medical Research (INSERM)
Le Vésinet

Dr A.F. Morvan
Medical Inspector of Health
Directorgte~General ol Health
Minigtry of Health
Parie

GERMAN DEMOCRATIC REFUBLIC

Dr Roesslerl
Ministry of Public Health
Berlin

Frofessor Wagenknecht
Ministry of Publis Health
Berlin

1Expennes not paid by WHO
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NETHERLANDS

D F.J.M. Werner (Cha;rman}
Minletry of Publlic Health and Envirommental Hygiene
Leidgohendam

POLAND

v W. Magdzik
Director
Department of Health Tnspeation
Minigtry of Health and Seocial Welfare
War=aw

SWEDEN

Dr L, Mattsunl
Department of Economics
National Economice Inntitute
University of Gothenburg at Karlsted
Karlstad

Dr 0. Ringertzl
National Bacteriologlcal Laboratory
Stockholm

Mr &, Thowpsonl
MNational Economicz Institute
Univergity of Gothenburg at Karlstad
Karlgtad

SWITZERLAND

Dr B. Horisbergerl
3%t. Gall Institute for Interdiseiplinary
Health Reszearch
3t. all

Dr PF. Regli
Unit of Clinical Immunology
Department of Internel Medicine
Zurlech

Us3R

Dr V.V. Golovtieev
Chlct
Finangial Flanning Department
Minlstry of Health of the USSR
Mozcow

or V.I. Pckrovskyl
Director
Central Research Ingtitute of Epidemiology
Moscow

UNTITED KINGDOM

Mr N. Glass (Rapporteur)
Bconomic Adviser
Department of Health and Soclal Security
London

1
“Rxpenses not pald by WHO
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TEMPORARY ADVISERS

Mr J. Teellng=-3mith
Director
Office of Health Economics
Carrington Housze
130 Regent 3treet
Landdon
inited Kingdom

Frofessor A. Zuckerman
Director
Department of Microbiology
Londen Schoel of Hygiene and Tropical Medicine
London
United Kingdom

WORLD HEALTH ORGANIZATION

Hegional Orfice for Bureps

Dr M.R. Radovanovic
Regional Officer for Communicable Dizcases

Dr H.F.K. Z6llner (Sseretary)
Health Plaming snd Evaluation Officer

Headguarters

Dr B, Cvistanovic
Chief, Bacterial Digeazer




