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Abstract

Purpose: Measure the preferences of decision makers and researchers associated with the 

Advisory Committee on Immunization Practices (ACIP) regarding the recommended format for 

presenting health economics studies to the ACIP.

Methods: We conducted key informant interviews and an online survey of current ACIP work 

group members, and current and previous ACIP voting members, liaison representatives, and ex-

officio members to understand preferences for health economics presentations. These preferences 

included the presentation of results and sensitivity analyses, the role of health economics studies in 

decision making, and strategies to improve guidelines for presenting health economics studies. 

Best-worst scaling was used to measure the relative value of seven attributes of health economics 

presentations in vaccine decision making.

Results: The best-worst scaling survey had a response rate of 51% (n=93). Results showed that 

summary results were the most important attribute for decision making (mean importance score: 

0.69) and intermediate outcomes and disaggregated results were least important (mean importance 

score: −0.71). Respondents without previous health economics experience assigned sensitivity 

analysis lower importance and relationship of the results to other studies higher importance than 

the experienced group (sensitivity analysis scores: −0.15 vs. 0.15 respectively; relationship of the 

results: 0.13 vs. −0.12 respectively). Key informant interviews identified areas for improvement to 

include additional information on the quality of the analysis and increased role for liaisons familiar 

with health economics.

Conclusion: Additional specificity in health economics presentations could allow for more 

effective presentations of evidence for vaccine decision making.
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Introduction

Since 1964, the United States Advisory Committee on Immunization Practices (ACIP) has 

been making policy recommendations regarding vaccines for recommended age of 

vaccination, number of vaccine doses, time between doses, precautions and 

contraindications with each vaccine, and target populations.(1–3) These policy 

recommendations are used by the Centers for Disease Control and Prevention (CDC) to set 

the U.S. childhood and adult immunization schedules.(1–4) Under provisions of the 

Affordable Care Act, starting in September 2009, vaccination recommendations by the ACIP 

that are adopted by the CDC must be covered by health plans with no copayment.(1) ACIP 

recommendations also guide the purchase, delivery, and administration of pediatric vaccines 

in the Vaccines for Children Program.(1)

In making vaccine policy recommendations, the ACIP considers information on prevalence 

of the disease and disease severity; safety; efficacy and effectiveness; cost-effectiveness; and 

feasibility of different vaccines and vaccine schedules.(1, 5) The presentation and discussion 

of cost-effectiveness studies, or more broadly health economics studies, in the ACIP review 

process has evolved over the past several decades.

In order to improve the standardization and comparability of health economics presentations 

to the ACIP, the CDC developed guidelines and a presentation template for health economics 

studies in 2007. (6–8). The purpose of the current study is to understand preferences 

regarding content and approach for health economics studies presented to the ACIP in order 

to identify ways to enhance the value and interpretability of these presentations.

Methods

The ACIP consists of 15 voting members, an executive secretary, eight ex-officio members 

from government agencies other than the CDC, and liaison representatives from 30 health-

related professional organizations and foundations. There are also ACIP work groups that 

include researchers who meet regularly under the direction of CDC Leads to review relevant 

vaccine information and prepare draft policy recommendations for the full ACIP. (2) A 

quantitative online survey was developed to understand preferences among those involved 

with the ACIP. This study was reviewed and given exempt status under the Medical 

Institutional Review Board at the University of Michigan (IRB# HUM00087889). CDC’s 

determination of this study was non-engaged.

Survey Sample

The survey sample included all current ACIP work group members and current and previous 

ACIP voting members, CDC Leads, liaison representatives, and ex-officio members dating 

back to 2007 (n=181).
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Survey Development and Design

We conducted 13 key informant interviews to understand qualitatively the context and any 

potential issues around health economics presentations to the ACIP and to guide the 

development of the quantitative survey (see Supplemental Materials for more details).

To evaluate which aspects of health economics presentations were most and least valuable to 

respondents, we used an object case best-worst scaling approach for the quantitative survey. 

(9, 10) We defined seven primary attributes of health economics presentations (Table 1) and 

refined these using results from the key informant interviews. A balanced incomplete block 

design was used to create seven blocks of questions. Each question asked participants to 

compare three of the seven attributes and decide which was the most valuable and which was 

the least valuable to them for decision making.

Additional questions assessed more detailed preferences for the presentation of results (text 

descriptions, figures, or tables) and sensitivity analyses (credible intervals or bar charts with 

error bars, tornado diagrams, cost-effectiveness plane scatter-plots, and cost-effectiveness 

acceptability curve plots). We also asked questions on the following topics both in key 

informant interviews and the online survey: appropriateness of presenting health economics 

studies, influence of health economics studies, aspects requiring improvement, barriers to 

interpretation, ways to improve collaboration between the work groups and voting group, 

value of a quality measure, and use of supplemental materials.

The survey was pre-tested with one ACIP work group and then fielded to the full sample in 

August and September 2015. The final survey instrument is provided in the Supplemental 

Materials.

Analysis Plan

We analyzed the best-worst scaling questions by calculating mean importance scores, also 

known as sample-level best-minus-worst choice frequencies. (11) These were calculated as 

the percentage of times the attribute was chosen as the most valuable for decision making 

minus the percentage of times the attribute was chosen as least valuable for decision making. 

Stratified subgroup analyses were also conducted by calculating the importance scores 

among previous or current voting members, those without previous involvement in a health 

economics study, and those with previous involvement in a health economics study. We also 

conducted a regression analysis using a sequential best-worst conditional logit model. (11) 

For the reference group, we used the middle-ranked attribute (i.e. fourth) which we 

identified using the mean importance scores ranking. Stata® 14 was used to conduct the 

regression analysis.

Results

Survey Response

Of the potential 181 respondents, 93 responded yielding a 51% response rate. Among 

previous or current ACIP voting members, the response rate was 83%. 2% of the 
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respondents were economists, however, 26% had participated in a health economics study 

and 49% reported they had read the ACIP guidance on health economics studies. (Table 2)

Attribute Mean Importance Scores

Using mean importance scores, the most valuable attribute of health economics 

presentations for decision making was the attribute of summary results or cost-effectiveness 
ratio. When this attribute was present in a best-worst scaling question, 72% of the time it 

was chosen as the most valuable attribute and only 10% of the time it was chosen as the least 

valuable attribute, with an overall mean importance score of 0.63 (Table 3a). The least 

valuable attribute for decision making was the attribute of intermediate outcomes and 
disaggregated results, which had an overall mean importance score of −0.69 (the negative 

value meaning that more people voted this as least valuable rather than most valuable). All 

other variables were considered least valuable nearly as often as they were considered most 

valuable. (Table 3a)

Subgroup Analysis

Previous or current voting ACIP members identified the same attributes as most and least 

important compared with the full sample. (Table 3a) We did find some differences for those 

with previous experience in health economics studies (Table 3b). The relationship of the 
results to other relevant studies had a lower mean importance score (−0.15) among 

respondents that were experienced with health economics studies compared with others 

(0.13). Conversely, sensitivity analysis results and methods had a higher mean importance 

score of 0.15 for the experienced group compared with −0.12 for the inexperienced group. 

Despite these differences, both groups consistently identified summary results or cost-
effectiveness ratio as the most important for decision making and intermediate outcomes and 
disaggregated results as least important. (Table 3b)

Regression Analysis

Regression results confirmed summary results or cost-effectiveness ratio and the 

intermediate outcomes and disaggregated results as the most and least important attributes, 

consistent with the mean importance scores. There were no significant differences among 

the middle ranked attributes. Results were also similar for subgroup analyses (Tables 3a and 

3b).

Additional questions on presentation format

For comparisons of study results, the most commonly preferred comparison was between 

studies of the same vaccine. When multiple studies have been conducted on the same 

vaccine or vaccine policy, respondents preferred either a full presentation when there were 

large differences or if one of the studies was industry funded (40% of respondents) or they 

said a slide or two would be sufficient regardless of the magnitude of the differences (38% 

of respondents). (Table 4) Most respondents (62% of all; 64% of current or previous voting 

members) ranked tables or bar graphs with credible intervals as the most valuable for 

decision making, with cost-effectiveness acceptability curves as the least preferred. (Table 4)

Richardson et al. Page 4

Vaccine. Author manuscript; available in PMC 2019 April 08.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Suggestions for improving health economics presentations and guidelines

67% of all respondents and 59% of voting members reported the most common barrier to 

understanding the content of health economics presentations was because the technical 

language was not well defined (Table 5). In addition to this, the most common element of a 

presentation that was commonly inadequate was the relationship of the results to other 

relevant studies (39% of all respondents, 47% of previous or current ACIP voting members). 

72% of all respondents desired that work group review comments of the health economics 

studies be presented to the ACIP voting group (80% of previous or current voting members). 

Respondents on average said that having an overall score of the quality of the health 

economics study would be quite helpful.

Role of health economics studies in the ACIP

Nearly all survey respondents (92%) said that health economics studies should be presented 

to and discussed by the ACIP. However, some responded that health economics studies 

should not be discussed (5% of all respondents and 8% of previous or current voting 

members), and a few that had no opinion (3% all respondents).

Among previous or current voting members, 19% said that health economics studies had not 

influenced any vaccine recommendation decision of which they were a part. The situations 

where voting members were most frequently influenced by health economics studies were 

with the meningococcal vaccine recommendations (57% reported being influenced) and the 

human papillomavirus vaccine recommendations (48% reported being influenced). Other 

vaccine recommendations that only a few voting members reported as having some kind of 

influence on their vote were pneumococcal conjugate vaccine (14%); Tdap vaccine (10%); 

zoster vaccine (10%); hepatitis A vaccine (10%); hepatitis B vaccine (5%); rotavirus vaccine 

(5%); Japanese encephalitis and yellow fever vaccine (5%); measles, mumps, rubella, and 

varicella (MMRV) vaccine (5%); and influenza vaccine (5%).

Discussion

Key informant interviews and survey results demonstrated that all elements of health 

economics studies discussed in the current guidelines for the ACIP were considered 

necessary and important to the presentation; the summary statistic or cost-effectiveness ratio 

was identified the most valuable element for decision making. Sensitivity analyses had the 

second highest importance score among those that had experience conducting health 

economic studies. For those who were not experienced with conducting health economic 

studies, which consisted of the majority of respondents, the relationship of the results to 

other relevant studies was also highly valued in decision making. The majority of ACIP 

members stated ill-defined technical language as a significant barrier to understanding health 

economics presentations in general. Ongoing training was suggested to help overcome this 

barrier. Additional preferences and suggestions from the ACIP members were to provide 

more comparisons of the results to other studies, have the work groups describe to the voting 

group their assessments of the economic models, and establish a measure of overall quality 

that could be used by reviewers and reported with each health economics study.
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Only one previous study has evaluated the role of health economics evidence in the ACIP 

process. Dempsey and colleagues found some similar results regarding overall use of health 

economics evidence in decision making when interviewing ACIP voting members in 2006. 

(6) ACIP members desired a standardized process for presenting health economics studies. 

The majority thought that health economic information was important but should not 

outweigh the important issues of vaccine efficacy, disease burden, and safety. This study 

provides additional detail on the presentation of the economic study results.

Recent opinion articles have emphasized that cost-effectiveness should not be a determining 

factor for vaccine decision making. Luyten and Beutels argue that economic evaluations do 

not capture the full value of vaccination programs particularly in the areas of health equity, 

sustaining the public good of herd immunity, and social integration of minority groups. (12) 

Schwartz and Mahmoud make a similar point and emphasize that more research should be 

done to understand how evidence is used in vaccine decision making. (13) From this study 

we found that decision makers associated with the ACIP do not solely use cost-effectiveness 

information in making decisions; however, in the case of meningococcal and HPV vaccine-

related policies, health economics information did have an impact on the decisions of some 

ACIP voting members who participated in the key informant interviews. It was also clear 

that almost all respondents agreed that the economic information for new vaccination 

recommendations continue to be presented to the ACIP.

Many suggestions for improving the presentation and use of health economics studies were 

made that align with the current literature. Currently, the ACIP guidelines do not include any 

recommendations on intermediate outcomes and disaggregated results. Even though these 

types of results were found to have little relative value in the ACIP decision making, the 

qualitative interviews suggested that they may be valuable in understanding the overall 

health impact of the vaccine recommendation. Many guidelines for health economics studies 

in other countries request the presentation of intermediate outcomes and disaggregated 

results to help understand the impact of the vaccine in greater detail and to assess the 

validity of both the modeling assumptions and the summary results. (14–23)

Some respondents suggested a more active role for work group members or CDC 

economists in interpreting the economic evidence. From assessing the quality of the 

modeling approach to the validity of the model to the strength of the evidence, there could 

be a potential role for a trusted expert to provide additional interpretation and comparison, 

especially across multiple analyses. While decision makers in the US do not use a formal 

cost-effectiveness threshold, there was discussion that some additional context could be 

provided to assist interpretation of the ratios.

A related area for future research is the development of quality scores for health economic 

studies. Survey participants reported that having an overall score of the quality of each 

health economics study would be quite helpful, either as part of an overall interpretation of 

the analysis or as a separate piece of information. Using GRADE criteria (24) or something 

similar to assess the quality of model inputs was one suggestion made by interviewees; 

however, this scoring system is not directly applicable to economic models and available 

scoring systems have not been widely used.(25)(26, 27) Future research could focus on 
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development of a measure of quality that is applicable to various types of health economics 

analyses, includes an assessment of both the quality of the overall model as well as the 

inputs to the model, and can be generated quickly so as not to delay the use of the cost-

effectiveness evidence in decision making.

Data visualization is also an area that was suggested for future development, specifically in 

how sensitivity analyses are presented. Recent literature has encouraged the use of 

infographics or other meaningful yet simple ways to display complex information. (28) 

Within the complex information of health economics studies, survey participants preferred 

simple formats, such as tables and bar graphs, over the more complex formats of cost-

effectiveness scatter plots and cost-effectiveness acceptability curves. These more complex 

forms of sensitivity analyses, however, can be useful tools for decision making. More 

training may be required to help ACIP members understand them and use them as decision 

tools.

Additional training may also help to overcome some of the other barriers to understanding 

health economics studies that were identified through this survey. Due to the changing 

membership of the ACIP and its work groups, training would need to be an ongoing effort in 

order to ensure that newer members are informed and that continuing members remain 

informed regarding the various elements of health economic analyses. Since poorly defined 

technical language was the most common barrier to understanding health economics 

presentations, a glossary of technical terms similar to those found in guidance documents of 

other guidance documents on health economic studies may be helpful. (16, 22, 29–31)

A common theme among respondents was that while training would address interpretation 

of the economic evidence, the ACIP charter provides no specific guidance regarding how 

much weight should be given to health economics studies relative to other types of evidence. 

The ACIP charter does not provide weights for other types of evidence either. One approach 

that could potentially be used in providing transparency in the weights in the decision 

making process is multi-criteria decision analysis. (32) This approach has been used in a few 

applications, primarily outside the US. (33) Some examples include the Analytic Hierarchy 

Process (34) , the EVIDEM framework (35), and the SMART Vaccine tool developed by the 

Institutes of Medicine in the US. (36) The SMART Vaccine tool specifically allows 

individuals to specify the weight given to cost-effectiveness evidence in addition to other 

forms of evidence that is relevant to vaccine policy (e.g., health considerations, public 

concerns, programmatic considerations, etc.). (36)

Even though detailed reviews of health economic evidence happen within the ACIP work 

groups, there are still some groups that have never examined health economic studies. 

Health economists have varying levels of involvement with the different work groups. As 

suggested by one of the interviewees in this study, a protocol for identifying and conducting 

health economics studies at the work group level could help establish uniformity in how and 

when health economic evidence is considered in the ACIP decision making process.

Some limitations to the study are that the survey only asked participants to consider the 

value of different elements of health economics presentations in terms of decision making 
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and not in terms of quality assessment. This study also had lower response rate for non-

ACIP members or former members. One of the major strengths of this study, however, was 

that among ACIP voting members we had a high response rate and therefore we assume that 

our estimates for this subgroup are fairly representative.

In conclusion, there are various guidelines for health economics studies (7, 25, 31, 37–40) 

and this study provides information that can be used to revise and refine and tailor one set of 

guidelines for use by a decision making body in the US. Having a clearer understanding of 

the value of different aspects of health economics presentations allows for the development 

of more efficient and effective presentations. Also, allowing for open feedback and 

suggestions for improvement by the decision making body has provided insights that may 

not have been known otherwise. These results can inform the improvement of guidance and 

training for the ACIP, and can guide researchers in presenting high quality health economics 

studies that are tailored to the decision making needs of the ACIP.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Table 1.

Attributes of health economics studies used in best-worst scaling questions.

Attributes of Health Economics 
Studies Definition

1. Model overview and structural 
assumptions

The model and structural assumptions include a description of: (1) the health states included, (2) the 
progression of illness recovery and immunity, (3) how individuals enter, exit, or remain in the model, 
(4) how individuals in the model interact.

2. Description of cost and health 
valuation inputs

Costs may include direct medical, direct non-medical, and changes in productivity (i.e., time costs). 
Health utility valuations are assigned to each health state. Utilities are assigned on a scale from 0 
(representing dead) and 1 (representing perfect health) and are used to determine the quality adjusted 
life years (QALYs) gained by the intervention.

3. Intermediate outcomes and 
disaggregated results

Intermediate outcomes are those that precede the key outcomes. Disaggregated results show the 
separate contributions of costs and the separate components of QALYs by source or health state.

4. Summary results or cost-
effectiveness ratio

These are the results that answer the study question, typically the ratio of incremental costs divided by 
the incremental gain in QALYs.

5. Sensitivity analysis results and 
methods

Sensitivity analyses explore how the results change when model inputs are varied across a predefined 
range.

6. Discussion of limitations to the 
analysis

Study limitations describe the potential biases of the model due to missing evidence or characteristics 
of the studies used to develop model inputs.

7. Relationship of the results to 
other relevant studies

The results and sensitivity analysis of the study are compared to other studies that examine the same 
vaccine or alternative interventions for the same condition.
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Table 2.

Characteristics of survey respondents.

Respondent Characteristics
All respondents

Previous or Current ACIP Voting 

Members
a

N % N %

Current role with ACIP 93 25

 ACIP voting member 7 8% 7 28%

 ACIP liaison representative 15 16% 4 16%

 CDC employee regularly working with the ACIP 10 11% 0 0%

 ACIP ex officio member 3 3% 1 4%

 ACIP work group member (only) 48 52% 8 32%

 Not currently affiliated with the ACIP or regularly working on ACIP projects
b 10 11% 5 20%

Primary role outside of ACIP 91 25

 Clinician or medical provider 27 30% 7 28%

 Biomedical or clinical researcher 23 25% 7 28%

 Epidemiologist 24 26% 6 24%

 Economist 2 2% 0 0%

 Other 15 16% 5 20%

Number of health economics presentations seen at ACIP or Work Group meetings 91 25

 None 11 12% 2 8%

 1 to 2 24 26% 2 8%

 3 to 5 26 29% 6 24%

 6 or more 30 33% 15 60%

Prior participation in a health economics study 91 25

 Yes 24 26% 3 12%

 No 67 74% 22 88%

Familiarity with ACIP’s guidance for conducting and reporting health economics 
studies

90 25

 Read through it and am very aware of it 15 17% 8 32%

 Read through it but do not remember much 29 32% 7 28%

 Never read through the guidance 46 51% 10 40%

Notes:

a
7 people (28%) were current voting members and 18 people (72%) had previously been a voting member.

b
This may include CDC employees that are not currently working on ACIP projects but have done so in the past, or former work group or voting 

members that are no longer working with the ACIP.
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Table 3a.

Attributes ranked by mean importance score—all respondents.

Attributes of 
health 

economics 
presentations

Most Valuable Frequency
a

Least Valuable Frequency
b

Mean Importance Score
c

CLogit
d
 Coefficient CLogit

d
 P-value

All respondents

Summary 
results or 
cost-
effectiveness 
ratio

0.72 0.10 0.63 1.09 <0.0001

Model 
overview and 
structural 
assumptions

0.39 0.32 0.07 −0.15 0.7913

Relationship 
of the results 
to other 
relevant 
studies

0.37 0.32 0.06 −0.17 0.9007

Discussion of 
limitations to 
the analysis

0.29 0.27 0.01 −0.19 Reference

Description 
of cost and 
health 
valuation 
inputs

0.24 0.27 −0.03 −0.25 0.6514

Sensitivity 
analysis 
results and 
methods

0.26 0.32 −0.05 −0.29 0.4409

Intermediate 
outcomes and 
disaggregated 
results

0.06 0.74 −0.69 −1.59 <0.0001

Previous or current ACIP voting members

Summary 
results or 
cost-
effectiveness 
ratio

0.78 0.04 0.74 1.65 <0.0001

Relationship 
of the results 
to other 
relevant 
studies

0.36 0.26 0.10 −0.04 0.6351

Model 
overview and 
structural 
assumptions

0.37 0.35 0.02 −0.21 0.8662

Sensitivity 
analysis 
results and 
methods

0.31 0.30 0.00 −0.19 0.9924

Discussion of 
limitations to 
the analysis

0.25 0.25 0.00 −0.16 Reference
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Attributes of 
health 

economics 
presentations

Most Valuable Frequency
a

Least Valuable Frequency
b

Mean Importance Score
c

CLogit
d
 Coefficient CLogit

d
 P-value

Description 
of cost and 
health 
valuation 
inputs

0.20 0.35 −0.15 −0.45 0.2921

Intermediate 
outcomes and 
disaggregated 
results

0.07 0.78 −0.71 −1.63 <0.0001

Note:

a
Sample-level frequency or percent, ranging from 0 to 1, of being voted as most valuable.

b
Sample-level frequency or percent, ranging from 0 to 1, of being voted as least valuable.

c
Score ranges from −1 to 1 and is the difference between the most valuable frequency and the least valuable frequency.

d
Coefficients and P-values were calculated using sequential best-worst conditional logit regression.
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Table 3b.

Attributes ranked by mean importance score—subgroup analysis.

Attributes of 
health 

economics 
presentations

Most Valuable Frequency
a

Least Valuable Frequency
b

Mean Importance Score
c

CLogit
d
 Coefficient CLogit

d
 P-value

Experienced with health economics studies

Summary 
results or 
cost-
effectiveness 
ratio

0.75 0.07 0.69 1.36 <0.0001

Sensitivity 
analysis 
results and 
methods

0.38 0.23 0.15 0.05 0.3143

Model 
overview and 
structural 
assumptions

0.39 0.36 0.03 −0.21 0.987

Description 
of cost and 
health 
valuation 
inputs

0.25 0.25 0.00 −0.16 0.8468

Discussion of 
limitations to 
the analysis

0.31 0.31 0.00 −0.21 Reference

Relationship 
of the results 
to other 
relevant 
studies

0.23 0.38 −0.15 −0.45 0.3699

Intermediate 
outcomes and 
disaggregated 
results

0.03 0.75 −0.71 −1.55 <0.0001

Inexperienced with health economics studies

Summary 
results or 
cost-
effectiveness 
ratio

0.71 0.10 0.61 1.01 <0.0001

Relationship 
of the results 
to other 
relevant 
studies

0.43 0.30 0.13 −0.06 0.4613

Model 
overview and 
structural 
assumptions

0.39 0.30 0.08 −0.13 0.7648

Discussion of 
limitations to 
the analysis

0.28 0.26 0.02 −0.18 Reference

Description 
of cost and 
health 
valuation 
inputs

0.24 0.28 −0.04 −0.28 0.5227
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Attributes of 
health 

economics 
presentations

Most Valuable Frequency
a

Least Valuable Frequency
b

Mean Importance Score
c

CLogit
d
 Coefficient CLogit

d
 P-value

Sensitivity 
analysis 
results and 
methods

0.22 0.35 −0.12 −0.40 0.1442

Intermediate 
outcomes and 
disaggregated 
results

0.06 0.74 −0.68 −1.60 <0.0001

Note:

a
Sample-level frequency or percent, ranging from 0 to 1, of being voted as most valuable.

b
Sample-level frequency or percent, ranging from 0 to 1, of being voted as least valuable.

c
Score ranges from −1 to 1 and is the difference between the most valuable frequency and the least valuable frequency.

d
Coefficients and P-values were calculated using sequential best-worst conditional logit regression.
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Table 4.

Preferences for the presentation of results and sensitivity analyses

Preferences for results
All Respondents Previous or Current ACIP 

Voting Members

n % n %

Preferred results comparisons 41 100% 10 100%

 To other studies of the same vaccine 32 78% 9 90%

 To other vaccines for the same illness 29 71% 7 70%

 To vaccines for other illnesses 24 59% 7 70%

 To pre-specified ranges of low, medium, and high incremental cost-effectiveness 
values 23 56% 7 70%

 To non-vaccine interventions for the same illness 20 49% 1 10%

 To non-vaccine interventions for other illnesses 6 15% 0 0%

 None - the results of the study should not be compared to anything else 2 5% 0 0%

Preference for an entire presentation comparing results from multiple studies 
on the same vaccine 40 100% 10 100%

 Yes - always 2 5% 0 0%

 Yes - but only if there are large differences 7 18% 1 10%

 Yes - but only if there are larger differences OR if one was industry funded 16 40% 4 40%

 No - a slide or two would be sufficient 15 38% 5 50%

Preferences for sensitivity analyses n % n %

Table or bar graph with credible intervals 37 100% 10 100%

 Ranked first 23 62% 7 64%

 Ranked second 6 16% 2 18%

 Ranked third 6 16% 1 9%

 Ranked fourth 2 5% 1 9%

One-way sensitivity analysis tornado diagram 37 100% 10 100%

 Ranked first 5 14% 3 27%

 Ranked second 14 38% 4 36%

 Ranked third 10 27% 2 18%

 Ranked fourth 8 22% 2 18%

Cost-effectiveness acceptability curve 37 100% 10 100%

 Ranked first 7 19% 1 9%

 Ranked second 8 22% 3 27%

 Ranked third 11 30% 4 36%

 Ranked fourth 11 30% 3 27%

Cost-effectiveness scatter plot of simulations 37 100% 10 100%

 Ranked first 2 5% 0 0%

 Ranked second 9 24% 2 18%

 Ranked third 10 27% 4 36%

 Ranked fourth 16 43% 5 45%
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Note: Survey respondents were randomly assigned to either the preferences for results or the preferences for sensitivity analysis questions. See the 
Supplemental Materials for the specific questions asked.
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Table 5.

Most common barriers to understanding health economics presentations and the elements of the presentation 

that are most commonly not presented adequately

All Respondents Previous or Current ACIP Voting 
Members

Preferences n % n %

Most common barriers to understanding health economics presentations 58 100% 17 100%

 Technical language was not well defined or explained 39 67% 10 59%

 Adequate justification for analytic decisions or assumptions was not provided 23 40% 10 59%

 Not enough time was spent on the details 23 40% 9 53%

 Interpretation of figures and tables was not provided 14 24% 7 41%

 Other (please specify) 9 16% 2 12%

Elements of presentations that are most commonly inadequate 77 100% 19 100%

 Relationship of the results to other relevant studies 30 39% 9 47%

 Discussion of limitations to the analysis 22 29% 6 32%

 None - these elements are always presented adequately to the ACIP 20 26% 3 16%

 Intermediate outcomes and disaggregated results 16 21% 6 32%

 Description of cost and health valuation inputs 12 16% 3 16%

 Sensitivity analysis results and methods 12 16% 3 16%

 Model overview and structural assumptions 8 10% 2 11%

 Summary results or cost-effectiveness ratio 3 4% 1 5%
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