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National cost impact report to accompany ‘Bipolar disorder: the management of bipolar disorder in adults, children and adolescents, in primary and secondary care’.
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This report is an assessment of the costs of implementing the recommendations in ‘Bipolar disorder: the management of bipolar disorder in adults, children and adolescents, in primary and secondary care’.

The Institute's full guidance is available from the NICE website (www.nice.org.uk/CG038NICEguideline).

An abridged version of the guidance (a 'quick reference guide') is also available from the NICE website (www.nice.org.uk/CG038quickrefguide). Printed copies of the quick reference guide can be obtained from the NHS Response Line: telephone 0870 1555 455 and quote reference number N1076.
‘Understanding NICE guidance’ – information for patients and carers – is available from the NICE website (www.nice.org.uk/CG038publicinfo) or from the NHS Response Line (quote reference number N1077).


	This guidance is written in the following context

This report represents the view of the Institute, which was arrived at after careful consideration of the available data and through consulting healthcare professionals. It should be read in conjunction with the NICE guideline. The report and templates are implementation tools and focus on those areas that were considered to have significant impact on resource utilisation. 

The cost and activity assessments in the reports are estimates based on a number of assumptions. They provide an indication of the likely impact of the principal recommendations and are not absolute figures. Assumptions used in the report are based on assessment of the national average. Local practice may be different from this, and the template can be used to estimate local impact.
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Executive summary

This costing report looks at the resource impact of implementing the NICE guideline ‘Bipolar disorder: the management of bipolar disorder in adults, children and adolescents, in primary and secondary care’ in England.

The costing method adopted is outlined in appendix A; it uses the most accurate data available, was produced in conjunction with key clinicians and reviewed by clinical and financial experts.

Supporting implementation 

 The NICE clinical guideline on the management of bipolar disorder is supported by the following implementation tools available on our website www.nice.org.uk/CG038: 
· costing tools

· a national costing report; this document

· a local costing template; a simple spreadsheet that can be used to estimate the local cost of implementation

· a slide set; key messages for local discussion
· implementation advice; practical suggestions on how to address potential barriers to implementation
· audit criteria (in appendix C of the NICE guideline).
A practical guide to implementation, ‘How to put NICE guidance into practice: a guide to implementation for organisations’ is also available to download from the NICE website. It includes advice on establishing organisational level implementation processes as well as detailed steps for people working to implement different types of guidance on the ground. 

Significant resource-impact recommendations

Because of the breadth and complexity of the guideline, this report focuses on the recommendations that are considered to have the greatest impact on resources and will therefore require the most additional resources to implement or that will generate savings. The costing work has concentrated on changes in pharmacological prescribing, increases in psychological therapy, introducing an annual review for all people with bipolar disorder and improved access to weight management programs. 

Total cost impact
The annual revenue changes in costs and estimated savings arising from fully implementing the guideline are summarised in the table below. It is recognised that implementing the recommendations may take place over a number of years.

Summary of annual national revenue changes

	Recommendations with significant resource impact
	Annual cost

£000s

	Valproate should not be routinely prescribed to women of childbearing potential
	3,617

	Increased cost of providing psychological therapy
	20,851

	Annual reviews for all people with bipolar disorder
	3,419

	Weight gain interventions for people who have gained weight during treatment for bipolar disorder
	3,671

	Cost of implementing bipolar disorder guideline
	31,558

	Reduced service costs through increased psychological therapy
	-11,409

	
	

	Total net cost of implementing the bipolar guideline
	20,149


It is assumed that indirect and longer term significant savings may be realisable through a reduction in the prescribing of valproate to women of childbearing potential, although no figure has been estimated within the costing report or template. Possible savings may occur through a reduction in the number of birth defects such as neural tube defects, which are associated with valproate use. There is also evidence that valproate use is associated with a significant reduction in the cognitive functioning of children born to mothers who used valproate during pregnancy.

Local costing template 
To accompany this report, a template has been produced that enables organisations such as primary care trusts to estimate the impact locally and replace variables with ones that better depict the current local position. A sample calculation using this template showed that a population of 300,000 could expect to incur additional costs of about £134,168.
The costing template is designed to assist those assessing the resource impact of the guideline at a local level. NICE clinical guidelines are developmental standards within the Department of Health’s document ‘Standards for better health’ and therefore full implementation of the guideline may take place over a number of years. The cost-impact data presented here may help inform local action plans demonstrating how implementation of the guideline will be achieved.
1 Introduction

1.1 Supporting implementation

1.1.1 The NICE clinical guideline on the management of bipolar disorder in adults, children and adolescents, in primary and secondary care is supported by the following implementation tools available on our website www.nice.org.uk/CG038: 

· costing tools

· a national costing report; this document

· a local costing template: a simple spreadsheet that can be used to estimate the local cost of implementation

· a slide set; key messages for local discussion
· implementation advice; practical suggestions on how to address potential barriers to implementation.
· audit criteria, which can found in appendix C of the NICE clinical guideline.
1.1.2 A practical guide to implementation, ‘How to put NICE guidance into practice: a guide to implementation for organisations’ is also available to download from the NICE website. It includes advice on establishing organisational-level implementation processes as well as detailed steps for people working to implement different types of guidance on the ground.

1.2 What is the aim of this report?

1.2.1 This report provides estimates of the national cost impact arising from implementing the guidance on the management of bipolar disorder. These estimates are based on assumptions about current practice and predictions of how current practice might change following implementation.

1.2.2 This report aims to help organisations in England plan for the financial implications of implementing NICE guidance.

1.2.3 This report does not reproduce the NICE guideline on bipolar disorder and should be read in conjunction with it (see www.nice.org.uk/CG038). 

1.3 Epidemiology of bipolar disorder

1.3.1 Bipolar disorder, previously known as manic depression, is an episodic and potentially life-long disabling disorder. Bipolar disorder is characterised by marked mood swings between mania and depression that cause significant personal distress or social dysfunction, and are not caused by drugs or known physical disorders. 
1.3.2 Bipolar I disorder is diagnosed when episodes of depression are interspersed with mania or mixed episodes. Bipolar II disorder is diagnosed when depression is interspersed with less severe episodes of elevated mood that do not lead to significant dysfunction or disability (hypomania). 

1.3.3 Typically, after a manic episode 50% of people will have a recurrence within 12 months (Tohen et al 1990). People with bipolar disorder also experience high rates of disabling mood symptoms between recurrences (Judd et al 2002).
1.3.4 Individuals with bipolar disorder currently receive treatment in a wide range of NHS settings, including primary care services, general mental health services and specialist secondary-care mental health services.

1.3.5 Following consultation with members of the GDG, the cost of treating people younger than 17 has been excluded from the costing report. The number of people presenting with bipolar disorder before this age is very small and is therefore not considered to be material in the context of this report.

1.3.6 Published studies have shown wide variations in the incidence of bipolar disorder, ranging from 2.6 to 20.0 per 100,000 per year, (Lloyd and Jones 2004). 
1.4 Estimated cost of bipolar disorder to the NHS

1.4.1 The total annual societal cost of bipolar disorder was estimated at £2.055 billion in 1999–2000 prices (Gupta et al 2002), consisting of £199 million incurred by NHS resource, £86 million associated with non-healthcare resource use and £1.77 billion related to productivity. A breakdown of NHS expenditure is summarised in table 1.
Table 1 Estimated cost of bipolar disorder to the NHS in 1999–2000


[image: image1]Annual cost of bipolar disorder to UK society (Gupta et al 2002).
1.5 Models of care

1.5.1 It is estimated that 91% of people with a psychotic illness are receiving medication, and/or some form of psychosocial intervention or therapy Adults with a psychotic disorder living in a private households, 2000. This estimate, along with published studies and clinical advice was the starting point for understanding and developing a generalised model of care.

1.5.2 In order to establish the model of care, we contacted clinicians involved in the care of people with bipolar disorder and discussed the current baseline treatment and how this may change following implementation of the guideline. These discussions confirmed that current treatment varies across the country. The setting for care also varies considerably, and includes inpatient, day-care, outpatient attendances and community or primary care. Where possible, the costing report has attempted to estimate the average national baseline, taking into account wider practice within the NHS rather than concentrating on centres of excellence.

2 Costing methodology

2.1 Process

2.1.1 We use a structured approach for costing guidelines (see appendix A).

2.1.2 Limited information is currently collected in relation to the treatment of bipolar disorder, and this led to problems in building a comprehensive bottom-up model for costing.

2.1.3 To overcome this limitation, we had to make assumptions in the costing model. We developed these assumptions and tested them for reasonableness with members of the Guideline Development Group (GDG) and key clinical practitioners in the NHS.

2.1.4 The costing template will allow local organisations to vary activity and cost figures to better reflect their local circumstances.

2.2 Scope of the cost-impact analysis

2.2.1 The guideline makes recommendations for the pharmacological treatments and the use of psychological and service-level interventions. Specifically it aims to:

· evaluate the role of specific pharmacological agents in the treatment and management of bipolar disorder

· evaluate the role of specific psychological interventions in the treatment and management of bipolar disorder
· evaluate the role of specific service delivery systems and service-level interventions in the management of bipolar disorder
· integrate the above to provide best practice advice on the care of individuals with a diagnosis of bipolar disorder through the different phases of the illness, including the initiation of treatment, the treatment of acute episodes and the promotion of recovery
· consider the economic aspects of various treatments of bipolar disorder.
2.2.2 The guideline does not cover treatments that are not normally available on the NHS, so we have not considered this either.

2.2.3 This report considers direct costs to the NHS in England that will arise from implementation. Where applicable, any cost savings arising from a change in practice have been identified and offset against the cost of implementing the change.

2.2.4 We initially considered all the recommendations in the guideline. However, because of the breadth and complexity of the guideline, we worked with the GDG and other healthcare professionals to identify the recommendations that would have the most significant impact on resources (see table 2). Costing work has focused on these specific recommendations. 
Table 2 Recommendations that have significant impact on resources

	Key areas
	Recommendation number
	Key priority?

	Use of valproate

Prescribers should not routinely prescribe valproate for women of childbearing potential with bipolar disorder. If valproate is prescribed to women of childbearing potential, ensure adequate contraception is used and explain the risks to the health of the unborn child.


	
	(

	Structured psychotherapy

For people with bipolar disorder who are relatively stable (but who may experience mild to moderate affective symptoms), healthcare professionals should consider individual structured psychological therapy (normally at least 16 sessions over 6 to 9 months) in addition to prophylactic medication which should:

· include psychoeducation about the illness and the promotion of regular daily routine and sleep, and of medication adherence

· include monitoring of mood, detection of early warnings and strategies to prevent early stages from developing into full-blown episodes

· enhance general coping strategies.


	
	

	Annual review

An annual review of the physical health of a person with bipolar disorder should ensure that over the course of a year the following are assessed: lipid levels including cholesterol in people over 40 even if there is no other indication of risk, glucose levels, weight and waist measurement, smoking status and blood pressure.

	
	(

	Weight gain management 
For people who have gained weight during treatment for bipolar disorder, healthcare professionals should review the medication and consider:

· giving dietary advice and support from GP and mental health services

· advising regular increased aerobic exercise

· referring to a specialist mental health diet clinic or health delivery group where available

· referring to a dietician for people with complex co morbidities (for example additional physical problems, dietary problems or dietary difficulties such as celiac disease).

	
	


2.2.5 Ten of the recommendations within the guideline have been identified as key priorities for implementation, and two of these are also among the recommendations considered to have significant resource impact.

2.2.6 As stated above, only two of the key priorities for implementation have been included in the costing report. It was decided that the other key priorities for implementation are not likely to have not a significant cost impact nationally. 
2.3 General assumptions made

2.3.1 The model is based on incidence and population estimates. 

Table 3 Prevalence of bipolar disorder in adults and adolescents

	Age range
	Prevalence of bipolar I disorder
	Prevalence of bipolar II disorder
	Total number with condition

	Aged 17+
	0.9%
	0.5%
	544,631

	
	
	
	


2.3.2 The prevalence of bipolar I and bipolar II disorder has been taken from the ‘Diagnostic and statistical manual of mental disorders’, fourth edition. The manual quotes a range of prevalence for bipolar I disorder; for the purpose of the costing work a prevalence of 0.9% has been used. 
2.3.3 One of the assumptions made is that not all people included in the incidence figures will be diagnosed and treated. Within the costing report it is estimated that about 9% of people who are suffering with bipolar disorder are currently not receiving treatment, this is taken from the report Adults living with a psychotic order living in a private household’, 2000. Based on this estimate, 495,614 people are currently receiving treatment for bipolar disorder in England.

2.3.4 Following implementation of the guideline, diagnosis of bipolar disorder may improve and people with bipolar disorder who are currently receiving care for unipolar depression will receive the appropriate care for bipolar disorder. We have not included any assumptions for the increase in patients resulting from improved prescribing but this can be completed locally within the costing template.
2.3.5 The assumptions made to support the costs of specific recommendations are detailed in section 3 of this report. Appendix C summarises the main assumptions about current and future models of care.

2.4 Basis of unit costs

2.4.1 The way the NHS is funded has undergone reform with the introduction of Payment by Results, based on a national tariff. The guideline recommends the use of structured psychological therapy such as cognitive behavioural therapy, interpersonal therapy and family therapy. These psychological therapies are currently not included in the national tariff. At present, costs arising from implementation of this clinical guideline are outside the scope of Payment by Results. 

2.4.2 Psychological therapy cost calculations have been based on therapies provided by NHS staff only. For the purpose of this report it is assumed that currently psychological therapies are provided by clinical psychologists, and this will still be the case following implementation of the guideline.

2.4.3 The cost of a course of therapy is based on the unit cost of clinical psychologist, £56 per hour of clinical contact, based on the following assumptions and summarised in table 4.

· The average grade for a clinical psychologist under Agenda for Change is Band 8a, although it is recognised that local services may be provided by staff on higher or lower grades. 

· It is estimated that mental health psychologists spend 55% of their time on client contact.

Table 4 Assumptions about clinical psychologists’ hourly rate

	Basic mid-point salary plus on-costs Band 8a
	£46,235

	Working weeks per year (allowing for annual leave and training)
	40

	Working hours per week
	37.5

	Percentage of time spent with clients
	55

	Total hours per year of patient contact time
	825

	Cost per hour of patient contact
	£56


2.4.4 This table includes staff costs only and not indirect costs, for example, the amount of clinic space required may change with a change in staff numbers and service delivery configurations. 
2.4.5 Drug unit costs have been taken from the ‘British national formulary’ 51st edition (‘BNF’ 51) and exclude VAT. NHS organisations may negotiate discounts with suppliers depending on the level of spend; the local costing template allows this to be factored into the costing calculation. 

3 Cost of significant resource impact recommendations

3.1 Valproate for women of childbearing potential

Key priority for implementation

3.1.1 Prescribers should not routinely prescribe valproate for women of childbearing potential with bipolar disorder. If valproate is prescribed to women of childbearing potential, ensure adequate contraception is used and explain the risks to the health of the unborn child. 

Background

3.1.2 Prenatal exposure to valproate may be associated with an increased risk of developmental problems, including reduced cognitive performance.
3.1.3 A recent North American study (Wyszynski et al 2004) showed that 16 of 149 mothers prescribed valproic acid monotherapy gave birth to children with major malformations, a rate of 10.7%, compared with a 2.9% rate associated with other anti-epileptic drugs. (Valproate is used for the treatment of both epilepsy and bipolar disorder.)

3.1.4 It is estimated that 50% of pregnancies are unplanned. Given this data it is prudent that all women of childbearing potential are made aware of the possible risks. 

Assumptions made

3.1.5 For the purpose of the costing report it is assumed that 50% of all people with bipolar disorder are female.

3.1.6 Through communication with clinical experts and following a review of published and unpublished data, it is estimated that 20% of women with bipolar disorder receive valproate.

3.1.7 The age range for women of childbearing potential has been taken as 12 to 55 years, although as previously stated people younger than 17 have been excluded from the costing report. Applying these assumptions it has been estimated that about 57% of the 49,561 women currently receiving valproate are of childbearing potential. 
Table 5 Women receiving valproate

	Total people with bipolar disorder receiving treatment 
	495,614

	Estimated % who are female
	50

	Number who are female
	247,807

	Estimated % receiving valproate
	20

	 
	 

	Estimated number of women receiving valproate
	49,561

	 
	 

	Of those receiving valproate, estimated % who are of childbearing potential
	57

	Total women of childbearing potential receiving valproate
	28,250

	 
	 

	% sterilised or using long acting reversible contraception (LARC) for contraception
	18

	Total women of childbearing potential receiving valproate and using LARC
	5,085

	% of women who will continue receiving valproate 
	15

	Number of women who will continue receiving valproate
	4,238

	Estimated number of patients to stop taking valproate


	18,927



3.1.8 The 2004–05 contraception and sexual health survey reported that 10% of women have been sterilised and 8% are currently using IUD or hormonal injection or implants as a method of contraception. Within the costing report it is assumed that in this group of women about 5085 will continue to receive valproate because the risk of pregnancy is considered insignificant. 
3.1.9 It is assumed that about 15% of women (about 4238 women) receiving valproate will continue to receive the drug because changing could cause them to become unstable. This is based on clinical opinion and may not reflect actual local practice.
3.1.10 Unpublished prescribing data suggests that 57% of those receiving valproate take semisodium valproate and 43% take sodium valproate.

3.1.11 Uptake of medication following withdrawal of valproate was made by consulting experts, and estimated as being 30% olanzapine, 20% to resperidone and 50% to lithium. Predicted uptake of drugs is completed for costing purposes only and should not influence future prescribing practice.
3.1.12 The price for semisodium valproate has recently been reduced under the pharmaceutical price regulation scheme. This reduction in price has been reflected within the costing report.

Cost summary

3.1.13 The national cost impact of the recommendation on prescribing of valproate to women of childbearing potential is expected to be £3.6 million. The local cost impact will depend on the current level of valproate use by this group and the choice of drug for future prescribing.
Table 6 Valproate changes in prescribing

	Number to stop taking valproate
	18,927

	 
	 

	Estimated current valproate prescribing to this group:
	 

	semisodium valproate 1250 mg daily
	57%

	sodium valproate 1000 mg daily
	43%

	Daily drug costs 
	

	semisodium valproate 1250 mg
	£0.68

	sodium valproate 1000 mg
	£0.36

	Estimated current annual drug cost £000s
	£3,747

	 
	 

	Proposed prescribing to this group
	 

	olanzapine 7.5 mg daily
	30%

	resperidone 2 mg daily
	20%

	lithium carbonate 1000 mg daily
	50%

	
	

	Daily drug costs 
	

	olanzapine 7.5 mg daily
	£2.61

	resperidone 2 mg daily
	£1.14

	lithium 1000 mg daily
	£0.11

	Proposed annual drug costs £000s
	£7,364

	 
	 

	Increase in prescribing costs £000s
	£3,617


Other considerations

3.1.14 Neural tube defects are serious malformations caused by the failure of the neural tube to properly fuse. They may lead to stillbirth, neonatal death and severe disabilities. The occurrence of neural tube defects, especially spina bifida, is associated with maternal valproate therapy. No estimate has been included within the costing reporting for avoiding these events, although the potential financial savings could be significant. The average lifetime financial cost to society for each infant born with spina bifida has been estimated to be $532,000 in the USA; no similar figure is available for the UK.  (Improving awareness and uptake of folic acid) 2004
3.1.15 There is also evidence of an association between a significant reduction in the cognitive functioning of children and the mother’s use of valproate during pregnancy. The report has not estimated the cost to society or the individual of reduced cognitive function.

3.2 Individual structured psychological therapy

Key priority for implementation

3.2.1 For people with bipolar disorder who are relatively stable (but who may experience mild to moderate affective symptoms), health care professionals should consider individual structured psychological therapy (normally at least 16 sessions over 6 to 9 months) in addition to prophylactic medication which should:

· include psychoeducation about the illness and the promotion of regular daily routine and sleep, and of medication adherence

· include monitoring of mood, detection of early warnings and strategies to prevent early stages from developing into full-blown episodes 

· enhance general coping strategies.
Background

3.2.2 The aims of psychological therapy are the prevention of relapses and the promotion of social functioning. Other aims may include the reduction of mood symptoms and mood fluctuations, promoting good coping skills, the enhancement of medication compliance and promoting communication within the family.

3.2.3 Psychological treatment approaches specific to bipolar disorder identified by the GDG to have some evidence of treatment efficacy include:

· cognitive behavioural therapy 

· ‘complex’ psychoeducation

· focused family therapy

· interpersonal social rhythm therapy

· identifying early warnings and seeking early help.

3.2.4 Irrespective of differences in theoretical frameworks and mode of delivery, there are some common features in psychological work in relapse prevention in bipolar disorders. These include:

· psycho education about the illness

· promoting medication adherence

· promotion of regular daily routine and sleep

· monitoring mood, detection of early warnings and strategy to prevent early stages from developing into full-blown episodes

· general coping strategies, including problem-solving techniques.

This method of intervention is highly favoured by people with bipolar disorder.

Assumptions made

3.2.5 Following expert opinion, it is assumed that all people with bipolar I disorder and 50% of people with bipolar II disorder will be offered individual structured therapy. 

3.2.6 Expert opinion suggests that nationally currently between 3 and 5% of people with bipolar disorder receive psychological therapy. We have used 4% in the model.

3.2.7 We have assumed that a course of therapy is between 12 and 16 sessions long (in the costing template we have used the average of 14 sessions) and that each session lasts 50 minutes. This equates to a course length of approximately 12 hours of therapy. At £47 per session, the average cost per course of therapy is £658.
3.2.8 Within the costing report we have estimated that structured psychological therapy will be increased to include 15% of people with bipolar disorder, although not all of the people offered psychological therapy will chose this treatment
3.2.9 It is assumed that 25% of people will refuse therapy when offered, with 75% participating. Local participation rates may vary. 

3.2.10 Expert opinion suggests that between 15 and 20% of people drop out after attending an average of 3 sessions. A dropout rate of 18% has been factored into the cost impact calculation.

3.2.11 Potential savings through events avoided and therefore a reduction in service use has been calculated from ‘cost-effectiveness of relapse-prevention cognitive therapy for bipolar disorder: 30 month study’ Lam et al 2005. 

3.2.12 One 30-month study (Lam DH et al 2005) showed that people receiving therapy were admitted less frequently than those not receiving therapy. The study also found that people receiving therapy had a shorter length of stay causing reduced service costs. 

3.2.13 The reduced service cost for each person attending a full course of therapy has been calculated at £377. It is anticipated that the reduction in service use would occur in psychiatric inpatient care, general inpatient care and in community services.

Cost summary

3.2.14 The net cost of recommended psychological intervention is summarised below.
Table 7 Net cost of psychological therapy for England, £millions

	% of people who currently receive individual structured therapy
	4

	Proposed % of people to receive individual structured therapy
	15

	 
	 

	Increase in % eligible for therapy
	11

	Estimated % participating
	75

	Increase in number to receive therapy
	36,908

	 
	 

	Estimated average number of sessions
	14

	Cost per session
	£47

	Assumed % dropping out before session 4
	18

	Number dropping out before session 4
	6,643

	Costs associated with dropping out before session 4, £000s
	£936

	Costs associated with completing entire course, £000s
	£19,914

	
	

	Estimated total cost of increased therapy
	£20,850

	 
	 

	Estimated savings from reduced service use, £000s
	-£11,409

	 
	 

	Estimated cost impact
	£9,441


Other considerations

3.2.15 The increased demand for therapy services arising from increased referral of people with bipolar disorder may have implications for workforce levels and training capacity. 

3.2.16 It has been estimated within the costing report that the increased costs associated with providing more psychological therapy would be to some extent be offset through a reduction in service use elsewhere. This reduction in service use has been estimated at £11.4 million, and has been offset within the template against the increased costs of providing additional therapy.

3.3 Annual review of a person with bipolar disorder

Key priority for implementation

3.3.1 An annual review of the physical health of a person with bipolar disorder should ensure that over the course of a year the following are assessed: lipid levels including cholesterol in people older than 40 even where there is no other indication of risk, plasma glucose levels, weight, smoking status, alcohol use and blood pressure.
Background

3.3.2 The high recurrence rate and use of long-term medication, with the potential for adverse effects on both mental and physical health, for bipolar disorder necessitates a systematic approach to follow-up for bipolar disorder in primary care.
3.3.3 Use of atypical antipsychotic drugs in some people is associated with elevated glucose levels. Many people with bipolar disorder may also be at high risk of developing diabetes mellitus and dyslipidaemias due to aspects of their lifestyle irrespective of antipsychotic treatment. 

Assumptions made

3.3.4 Following discussions with healthcare professionals, we have assumed that approximately 30% of people with bipolar disorder currently receive an annual review. In some areas this may be higher; the template allows local practice to be factored into the calculation.

3.3.5 It has been estimated that the annual review will be completed by a practice nurse at a cost of £29 per hour of patient contact, with the review lasting 20 minutes. Therefore the review will cost approximately £10. Some reviews may take longer than 20 minutes to complete, but some may take place on an opportunistic basis and therefore cost less. 
3.3.6 It is acknowledged that additional costs may be incurred if patients do not attend for an annual review and need to be actively encouraged. These costs have not been included within the report but may need to be investigated locally. 

3.3.7 Based on unpublished regional data, it is assumed that currently 20% of patients receive a lipid profile test and 30% receive a glucose test.

3.3.8 Based on these assumptions, it is estimated that nationally an additional 346,930 annual reviews will need to be carried out.

3.3.9 It is assumed that approximately 35% of patients will require a lipid profile test because the guideline recommends that this is required only in people older than 40.

3.3.10 Lipid and glucose tests have been priced at £2.04 and £0.68 respectively, taken from the economic model completed as part of the guideline development.

3.3.11 On the basis of these assumptions, the potential cost impact of implementing an annual check for all people with bipolar disorder is £3.41 million.

Table 8 Annual reviews of people with bipolar disorder 
	% currently receiving an annual review
	30

	Number currently receiving an annual review
	148,684

	 
	 

	Cost of 0.33 hours of practice nurse time 
	£9.57

	% receiving lipid profile test
	20

	% receiving glucose test
	30

	Number receiving lipid profile test
	99,123

	Number receiving glucose test
	148,684

	Unit cost lipid profile test
	£2.04

	Unit cost glucose test
	£0.68

	 
	 

	Estimated current cost of annual reviews £000s
	£1,726

	 
	 

	% receiving an annual review following implementation
	95%

	Number receiving an annual review following implementation
	470,833

	 
	 

	Cost of 0.33 hours of practice nurse time 
	£9.57

	% receiving lipid profile test
	35

	% receiving glucose test
	95

	Number receiving lipid profile test
	164,792

	Number receiving glucose test
	447,291

	Unit cost lipid profile test
	£2.04

	Unit cost glucose test
	£0.68

	 
	 

	Estimated cost of annual reviews following implementation £000s
	£5,146

	 
	 

	Increase in costs £000s
	£3,419


3.4 Weight gain during treatment for bipolar disorder

Recommendation for implementation

3.4.1 For people who have gained weight during treatment for bipolar disorder, healthcare professionals should review the medication strategy, and consider:

· giving dietary advice and support from GP and mental health services

· advising regular increased aerobic exercise

· referring to a specialist mental health diet clinic or health delivery group where available

· referring people with complex comorbidities (for example additional physical problems or dietary difficulties such as coeliac disease) to a dietitian.
Background

3.4.2 Many psychotropic drugs can cause weight gain including conventional and atypical antipsychotics, tricyclic antidepressants, mirtazapine, lithium, sodium valproate and gabapentin (Haddad 2005).
3.4.3 Use of olanzapine is associated with perhaps the greatest increase in weight gain, with about 30% of people gaining more than 7% of body weight in short term trials. 

3.4.4 Consequences of weight gain include decreased self-esteem, reduced quality of life, reduced adherence with medication and increased morbidity and mortality from a range of physical disorders (Haddad 2005).
Assumptions made

3.4.5 It is assumed that 30% of people with bipolar disorder will experience weight gain during their treatment.

3.4.6 Following communication with experts, it has been estimated that currently 89% of those experiencing weight gain receive no specific intervention other than general advice from their GP or key worker, 10% are referred to a mental health diet clinic or health delivery group and 1% are referred to a dietician. See care pathway within costing template.
3.4.7 It is assumed that the specialist mental health diet clinic or health delivery group is staffed by a community psychiatric nurse and an occupational therapist, and that group sessions occur weekly and last 1 hour (Pendlebury et al 2005)
3.4.8 It is estimated that people receiving treatment through a specialist mental health clinic or health delivery group will attend an average of 30 sessions.

3.4.9 The average number attending each of these group sessions has been taken as 30. Communication with experts suggests that increasing the number of participants above 30 would not be beneficial.

3.4.10 Within the template it is assumed that those people referred to a dietitian for complex comorbidities will attend an initial hour-long consultation followed by four follow-up sessions of 20 minutes each. 

Table 9 Assumptions about dieticians’ hourly rate

	Basic mid-point salary plus on-costs Band 6
	£36,838

	Working weeks per year (allowing for annual leave and training)
	40

	Working hours per week
	37.5

	Percentage of time spent with clients
	75

	Total hours per year of patient contact time
	1,125

	Cost per hour of patient contact
	£32


3.4.11 It is estimated that dieticians spend about 75% of their time in direct contact with patients.

Table 10 Assumptions about community psychiatric nurses’ hourly rate

	Basic mid-point salary plus on-costs Band 6 
	£31,686

	Working weeks per year (allowing for annual leave and training)
	40

	Working hours per week
	37.5

	Percentage of time spent with clients
	65

	Total hours per year of patient contact time
	1,024

	Cost per hour of patient contact
	£31


3.4.12 It is estimated that community psychiatric nurses spend about 65% of their time in direct contact with patients.

3.4.13 Following implementation of the guideline it is assumed that everyone who experiences significant weight gain during treatment for bipolar disorder will be eligible for an intervention. It is estimated that 90% will be eligible for a mental health diet clinic or health delivery group and 10% will be eligible to visit a dietician. It is assumed that all patients will still receive basic dietary advice from their GP or key worker.

3.4.14 It believed that 50% of those eligible for interventions will participate. Local participation rates may vary and this will affect the cost impact of this recommendation. 
3.4.15 Based on these assumptions, this recommendation will cost about £3.67 million.
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Table 11 Weight gain intervention

	Estimated % of people gaining weight as a result of treatment
	30

	Number gaining weight
	148,684

	 
	 

	Estimated current treatment:
	 

	% who currently receive dietary advice from primary care and mental health services
	89

	% who are currently referred to a specialist mental health diet clinic or health delivery group
	10

	% with complex comorbidities currently referred to a dietitian
	1

	 
	 

	Estimated cost of current treatment £000s
	£1,033

	 
	 

	Proposed treatment following implementation:
	 

	Estimated % who will be eligible to receive dietary advice from primary care and mental health services
	All 

	Estimated % who will be eligible to attend a specialist mental health diet clinic or health delivery group
	90%

	Estimated % with complex comorbidities who will be eligible for referral to a dietician 
	10%

	 
	 

	Participation in diet clinics/referral to dietitian
	50%

	 
	 

	Estimated cost of proposed treatment £000s
	£4,704

	 
	 

	Increase in costs £000s
	£3,671


Other considerations

3.4.16 Attending a weight management clinic can facilitate improved patient contact, enhance general health and increase patients’ self esteem. This may lead to improved concordance with pharmacological treatment and therefore a reduction in the need for inpatient care.
3.4.17 The distress of drug induced weight gain may result in poor adherence to medication and an increased risk of relapse (Perkins 2002)
3.4.18 No estimate has been made in the costing report of potential savings from improved concordance with pharmacological treatment, but savings may be achievable through events avoided.

4 Sensitivity analysis

4.1 Methodology

4.1.1 There are a number of assumptions in the model for which no empirical evidence exists. Because of the limited data the model has been based mainly on discussions of typical values with NHS practitioners, and is therefore subject to a degree of uncertainty.

4.1.2 As part of discussions with practitioners, we discussed possible minimum and maximum values of variables and calculated their impact on costs across this range.

4.1.3 It is not possible to arrive at an overall range for total cost because the minimum or maximum of individual lines would not occur simultaneously. We undertook one-way simple sensitivity analysis, altering each variable independently to identify those that have greatest impact on the calculated total cost.

4.1.4 A table detailing all variables modified is attached as appendix C and the two elements that have greatest impact are discussed below.

4.2 Impact of sensitivity analysis on costs

Prevalence of bipolar I disorder
4.2.1 The prevalence of bipolar I disorder varies from 0.4% to 1.6% as quoted in the diagnostic and statistical manual of mental disorders. Following expert advice a prevalence of 0.9% was used in the costing model. To calculate the sensitivity analysis, costs were estimated using 0.4% and 1.6% prevalence. Varying the prevalence independently between 0.4% and 1.6% resulted in implementation costs ranging from £12.2 million and £31.2 million.
The number of patients eligible for individual structured therapy - following implementation.
4.2.2 Expert opinion has advised that the percentage of people eligible to receive treatment following implementation ranges from 12 to 18%, for the purpose of the costing report we assumed that 15% of patients would be eligible for treatment. Varying the percentage of eligible people independently from 12% to 18% resulted in costs ranging from £17.5 million to £22.7 million.
The number of psychological therapy sessions 
4.2.3 Expert opinion suggested that the number of sessions provided would range from 12 to 16, for the purpose of the costing report we assumed that people receiving this treatment would receive 14 sessions. Varying the number of sessions provided resulted in costs ranging from £17.3 million to £22.9 million.
5 Conclusion

5.1 Total National costs for England
5.1.1 Based on the recommendations that have significant resource impact shown in table 1 and the assumptions specified within the report we have calculated that the cost of fully implementing this guideline to be £20.1 million, as detailed below
	Recommendations with significant resource impact
	Annual cost

£000s

	Valproate should not be routinely prescribed to women of childbearing potential
	3,617

	Increased cost of providing psychological therapy
	20,851

	Annual reviews for all people with bipolar disorder
	3,419

	Weight gain interventions for people who have gained weight during treatment for bipolar disorder
	3,671

	Cost of implementing bipolar disorder guideline
	31,558

	Reduced service costs through increased psychological therapy
	-11,409

	
	

	Total net cost of implementing the bipolar guideline
	20,149


5.1.2 The accompanying template (available from www.nice.org.uk/CG038) enables you to update assumptions to reflect local practice and costs.
5.2 Summary

5.2.1 This report gives a national picture of current practice and the potential changes arising from implementation of the NICE guideline on the management of bipolar disorder in adults, children and young people. We produced it by developing a model based on expert opinion and on detailed data that is available and has been validated by other experts involved in the treatment of bipolar disorder. 

We consider this assessment to be reasonable, given the limited detailed data regarding diagnosis and treatment paths and the time available. However, the costs presented are estimates and should not be taken as the full cost of implementing the guideline.

5.2.2 Appendix A: Approach to costing guidelines























Appendix B: Results of sensitivity analysis
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