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• NICE specifies that Health 

State Utility Values should 

be derived from validated 

generic instruments (EQ-

5D preferred) from the 

general public using a 

choice-based method (SG 

or TTO)  

 

 









• 58 AMD patients with VA <20/40 
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• 95 diabetic patients with DR, 60% female, mean age 63y 

• Better seeing eye VA: range 0.59 (CF-) to 0.85 (20/25+) 

  

 

 

BROWN 1999 



• 325 patients with AMD (33%), DR (33%), retinal detachment (7%), 
RVO (7%), 63% female, mean age 70y -> eq 0.37*VA + 0.514 

• Better & worse seeing eye VA 
  

 
 

BROWN 2000 



• Visuall loss by means of contact lenses (better seeing eye) 
• AMD simulated  using lenses with central opacity 
• 104 visually healthy  participants mean age 32y   

 
 

Czoski-Murray 2009 



Czoski-Murray 2009 



• 171 diabetic patients (122 with DR) and 150 general population 
• Age  62 to 44 y, female 34% to 65% 
• 5 DR-related health states, Standard Gamble interview 
• Better seeing eye VA categories 
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• Manufacturer submission: EQ-5D in RESTORE (revised £30,277) 

• Scenarios: Sharma  £12,312-12,610; Czoski-Murray 2009 £23,664; 

Lloyd 2008 £24,779  

• ERG revised: EQ-5D covariate-adjusted (£33,857)  

 

 



• Manufacturer submission: Brown 1999, better seeing eye 
(reasons: 7% patients with RVO): ICER  £20,494 (BVO, vs. laser) and 
£8,643 (CVO, vs. supportive care).  

• ERG revised: regression equation from Czoski-Murray 2009  
• Manufacturer revised: 10% better-seeing eyes, gain treatment of 

worse-seeing eye 0.3  
 Utility gain 

treat  in 
worse eye 

BVO 
laser 

BVO  
dexa 

CVO best 
care 

0.3 £23,073  £2370  £13,851  

0.2 £30,778 £3029  £18,332 

0.1 £44,713 £4092  £26,263  

ERG revised  



• Manufacturer submission: Brown 2000, utilities for better-seeing 

eye, a 25% bilateral treatment QALY uplift for patients who 

received treatment in both eyes  

• Scenarios: Heintz 2012 (worse and better seeing eyes small 

difference) 

• ERG revised: 20% of patients were  treated in their best-seeing eye, 

40% in their worse-seeing eye and 40% of patients were treated in 

both eyes 

• Scenarios for all chronic DMO: Brown 1999 £63,500, Czoski-Murray 

2009 £42,700, Brown 2000 £37,600 

 



ERG comments and reasons for utility source choice 
 
• Utilities from Brown et al. (1999) may be preferable to those from 

Brown et al. (2000) because Brown et al. (1999) included more 

patients; one-third of patients in Brown et al. (1999) had diabetes 

compared with none in Brown et al. (2000).  

• Heintz et al. (2012) found  very slight differences between utilities 

for the loss of better-seeing eye vision relative to worse-seeing eye 

vision lacked face validity 

• Patients included in Czoski-Murray et al. (2009) used contact 

lenses to simulate different degrees of visual loss. It also noted that 

the duration of the simulated visual impairment was short, and so 

the utility values may not apply to patients with longer duration of 

visual loss. 



• Manufacturer submission: EQ-5D data from RCTs 

• Scenarios: Czoski-Murray 2009 

• ERG revised: ICER depended mostly on discount for 

aflibercept and ranibizumab 



• Manufacturer submission: Czoski-Murray 2009 (EQ-5D data 

from RADIANCE not used); ranibizumab dominated vPDT: 

more QALYs (13.18 compared with 12.75), lower costs (£9694 

compared with £12,455). 

• Scenarios: ERG revised: Brown et al. (1999) and  Czoski-Murray 

et al. (2009) still produced more QALYs with ranibizumab vs 

PDT 



• Manufacturer submission: Czoski-Murray 2009  

• Model structure and choice of utilities associated 

with outcome of alternative surgical 

interventions  and adverse events was most 

critical  
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Conclusions -1 : choice of utility sources in NICE 
TAs of drugs to treat retinal conditions 

• Heterogenous choices of utility source in NICE’s TAs of 

pharmacological treatments for retinal disease during the last 

three years 

• EQ-5D rarely used; Czoski-Murray 2009 deriving utilities from 

simulated vision loss and AMD in general UK population 

preferred  



Conclusions - 2 : choice of utility sources in NICE 
TAs of drugs to treat retinal conditions 

Thomas Butt [personal communication, study in press]:  

• A contact lens with central opacity reduces retinal illumination 

across the macula which reduces visual acuity and contrast 

sensitivity.   

• It causes a general reduction in retinal sensitivity and increases 

retinal blur but importantly does not create any area of 

absolute scotoma [and] does not accurately simulate the effects 

of advanced AMD 



Conclusions - 3: choice of utility sources in NICE 
TAs of drugs to treat retinal conditions 

• Large impact  of utility source selection on ICER when 

alternative scenarios presented, although a detailed discussion 

of reasons for selecting an alternative sources was not available 

in final report. 

• This is consistent with a recent systematic review showing 

large variability  among sources of utility weights  vs.VA 

classes, as well as in regression-based formulas using VA to 

compute utility 

• How to value the impact of treatment of the worse-seeing eye 

is critical 


