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Introduction
The choice of comparator(s) is a critical design parameter for any
health economic evaluation (HE).
Numerous guidelines on conduct and reporting of HEs have been
developed over the last three decades.
HE guidelines differ in their objectives, scope and level of
prescriptiveness.
They may also differ in their recommendations on comparator
selection.

Figure 1: Frequency of specific guideline recommendations regarding
comparator selection by type of guideline
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Regarding choice of comparator, although there is great commonality
among existing HE guidelines, some differences can be seen. For
example, general guidelines were more likely than jurisdictional
mandatory guidelines to recommend comparison with all alternatives
and less likely to recommend comparison with the most common
treatment.
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Differences among guidelines seem to relate principally to the
pragmatic purpose of each guideline, its mandate and level of
prescriptiveness. For the experienced practitioner the rationale for
these differences will likely be clear; for the less experienced or a nonexpert in this field, they suggests a need to standardize the discipline.

81 HE guidelines identified

Objective
To review all publicly accessible HE guidelines to identify shared
themes and differences within their recommendations on comparator
selection.

Methods
 Systematic search for publicly accessible HE guidelines in:
– PubMed/Medline (from inception to February 2012)
– the Centre for Reviews and Dissemination (CRD)
– the EQUATOR network
– Health technology assessment agency websites
– Healthcare coverage decisionmaking body websites
 Inclusion:
– Documents containing guidance on performing or reporting
comparative HEs
– In case of different versions from the same source, most recent
version selected
– Languages: English, French, German, Spanish
 Guidelines were classified as jurisdictional mandatory, jurisdictional
non-mandatory, or general
 Recommendations on comparator selection were identified and
extracted from each guideline
 Data identification and extraction were re-examined by a second
investigator
 Recommendations were analyzed and coded under common, nonmutually exclusive themes.
 Qualitative and quantitative (including statistical) content analyses
were performed

 81 HE guidelines were identified and reviewed:
23 jurisdictional mandatory, 11 jurisdictional non-mandatory and 47
general
 Of these, 58 (72%) discussed comparators: 22 (96%) of
jurisdictional mandatory, 10 (91%) of jurisdictional non-mandatory
and 26 (55%) of general guidelines.
 Among all 58 guidelines that discussed comparator selection
(Figure 1), the most frequent recommendations were to:
 Use the most common treatment (69%);
 Include ‘no intervention’ when appropriate (43%); and
 Use best practice (e.g., guideline or specialist recommended
treatment) as comparator (24%).
 Other recommendations were to compare with the treatment
most likely to be replaced (21%), to use all alternative
treatments (17%), and the least costly treatment (14%).
 Apart from giving specific recommendations on choosing
comparators, 47% of guidelines asked analysts to justify their
choice and 22% asked for detailed descriptions of all comparators.
 When comparing the frequency of recommendation by type of
guideline, jurisdictional mandatory guidelines were significantly
more likely than general guidelines to specify most common
treatment (86% vs 46%, P<.01 Fisher’s exact test), whereas
general guidelines were more likely to recommend comparing all
alternative forms of therapy (31% vs 5%, P<.05).
 Frequency of specific recommendations was similar when
comparing guidelines published ≤ 2000 (N=21) and > 2000 (N=37)
(Figure 2), except for the recommendation to compare with the
intervention most likely to be replaced, which was significantly more
common among guidelines published after 2000 (5% vs 30%, P< .
05).
 Similar results were obtained when the comparison by publication
date was restricted to general guidelines only (Figure 2).

Discussion and Conclusions
This data is a small part of a larger study evaluating issues in currently
available HE reporting guidelines as well as quality of HE reporting,
and examining evolution in reporting guideline content over time.
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