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Abstract Background: Drug-related morbidity has been associated with increased

healthcare costs and has been suggested as one of the leading causes of death.

Previous reviews have identified heterogeneity in research methods in studies

measuring the cost of drug-related morbidity. To date, no attempt has been

made to analyse different methods and cost sources used when estimating the

costs of drug-related morbidity.

Objective: The aim of this review was to evaluate and compare methods and

data sources in cost estimates of drug-related morbidity.

Methods: A literature search was conducted in three electronic databases

(CINAHL,EMBASEandMEDLINE) to identify peer-reviewed articles written

in English and published between January 1990 and November 2011. Articles

were included if estimating the direct or indirect costs of drug-related morbidity

based on clinical data from general patient groups. The general patient groups

were defined as patients visiting, being admitted to, treated at or discharged from

a general hospital, excluding studies fromnursing homes or specialized hospitals.

Study information was collected using a standardized data collection sheet.

Studies were categorized according to the type of costs included in the cost

analysis. Thereafter, the cost analyses of included studies were reviewed re-

garding viewpoint, costing methods and adjustments for timing of costs.

Results: In total, 9569 articles were identified, of which 25 publications were

included in this review, and four additional articles were identified from re-

ference or citation lists of publications already included. Eighteen studies

measured either the total or attributable costs of drug-related morbidity,

while seven studies estimated the increased costs using matched controls or

regression analyses. Six studies measured costs from a payer perspective,

while the other 23 measured costs to the hospital. One study included costs
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resulting after discharge, and discounted future costs, while the remaining 28

studies measured costs during the initial admission only and involved no

adjustment for timing of costs.

Conclusions: The data sources and costs measured in the included studies

varied considerably in terms of perspectives and use of data sources. Even

though there is a trend towards more studies estimating costs from the payer

perspective, the identified studies still focused on costs resulting from patients

attending hospital, therefore underestimating the cost of drug-related mor-

bidity. There is thus a need for more research on the costs of drug-related

morbidity to providers other than hospitals, and costs occurring outside of

hospitals and after the initial care episode. Such studies require clear de-

scriptions of how the costs of drug-related morbidity are measured, and

should adhere to published guidelines for observational studies and economic

evaluation studies.

1. Background

Drug-related morbidity includes unwanted
effects of drugs, such as adverse drug reactions
(ADRs), drug dependence and intoxications by
overdose, as well as insufficient effects of medi-
cines. Drug-related morbidity has been suggested
not only to affect the clinical outcome of drug
treatment, but also as a cause of increased health-
care use resulting in major costs.[1] However, little
is known about the actual costs to society and
individual patients, and resources needed for
prevention and monitoring of these outcomes.[2]

Previous reviews[1-3] have suggested there has
been large methodological heterogeneity between
studies measuring costs of drug-related morbidity,
e.g. methods for detection of cases of drug-related
morbidity, assessment of causal relationship be-
tween the drug and the resulting morbidity, and
how drug-related morbidity has been defined. In
2003, Rodriguez-Monguio et al.[1] reviewed the
cost of drug morbidity in hospitalized patients,
ambulatory care and the population. The authors
concluded that results need to be interpreted care-
fully because of differences in, for example, meth-
odological approaches, inclusion of resources and
the healthcare system. In addition, cost studies
need to clearly describe, for example, the viewpoint
and timeframe of the economic analyses[4,5] and
which costs are included.[6,7] To our knowledge, no

attempt has beenmade to evaluate the methods for
cost analysis used in studies measuring the cost of
drug-related morbidity. Economic analyses are
largely dependent on the sources of cost data.[8]

There is thus a need for reviewing the methods and
sources of cost data usedwithin studies on the costs
of drug-related morbidity.

The aim of this review was to evaluate and
compare methods and data sources in cost esti-
mates of drug-related morbidity.

2. Methods

2.1 Identification of Studies on the Cost of
Drug-Related Morbidity

A literature search was conducted on 24 No-
vember 2011 in three electronic databases: CI-
NAHL, EMBASE andMEDLINE (via PubMed).
Headings and keywords emerged from screening
of search terms used in selected review studies on
drug-related morbidity and associated healthcare
utilization,[1,9-13] and from headings or MeSH
terms identified from a selection of research papers
within the field.[14-19] Search terms were then
adapted to keywords or subject headings available
in each database (table I).

Observational studies of drug-related mor-
bidity, written in English and published electro-
nically between January 1990 and November
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2011, were considered for inclusion. Articles were
included if estimating the direct or indirect costs
of drug-related morbidity based on observational
studies of clinical data from general patient
groups. Clinical outcomes of, for example, adverse
drug events, ADRs and medication errors were
included in drug-related morbidity. The general
patient groups were defined as patients visiting,
being admitted to, treated at or discharged from
healthcare facilities, excluding studies from nurs-
ing homes for elderly patients only, and in spe-
cialized hospitals. Case reports were excluded, as
were studies of drug-related morbidity associated
with a specific patient group (e.g. cardiology or
internal medicine patients), selected treatment or
disease (e.g. selective serotonin reuptake inhibitors
or anxiety disorders), a particular drug-related
illness or symptom (e.g. nausea), potential drug-
related problems, or change in outcome resulting
from an intervention. Commentaries, notes, edi-
torials, letters and short reports were deemed un-
suitable for extracting information on methods
and cost analysis and were excluded. One author
(HG) performed the search and scrutinized iden-
tified titles as well as potentially relevant abstracts
based on the inclusion and exclusion criteria, to
identify eligible articles.

Further potentially relevant publications were
located by manual search of references and lists
of articles citing included papers, and a selection
of reviews addressing the costs of drug-related

morbidity.[1-3,13,20] Citation lists of 22 of the
included studies were retrieved from Webb of
Science (ISI Web of KnowledgeSM/Thomson
Reuters) and, of those not available in Webb of
Science citations, lists of six articles were identi-
fied from Scopus (Elsevier B.V.). Titles, abstracts
and articles published between 1990 and 2011,
and deemed potentially relevant from the ref-
erence or citation list search, were scrutinized as
described previously, using the same inclusion
and exclusion criteria.

2.2 Data Extraction and Analysis

Information from included studies was ex-
tracted using a standardized data collection sheet,
including study design, methods and perspectives
used for cost analyses, sources used for identifying
costs, and how the resulting costs were presented.
Studies including costs to the healthcare setting were
judged to use a provider perspective, while those in-
cluding costs paid by the government, insurance
company, individual patients or sickness funds were
judged to use a payer perspective. Studies were judg-
ed to measure the societal costs if they included
direct and indirect costs to the hospital, to any third-
party payer and to the patient. In the included
studies, costs were divided into direct and indirect
costs. Direct costs were expenditures for prevention,
detection, treatment, rehabilitation, research, train-
ing and investment in medical facilities, while in-
direct costs were the loss of output to the economy
due to illness.[21]

Studies were reviewed according to the meth-
ods used for measuring the cost of drug-related
morbidity. The review was based on items used
for assessing economic evaluation studies, in-
cluding study viewpoint[4,5] (i.e. the perspective of
the cost analysis: provider, payer, other), costing
(i.e. methods used for estimations, and quantities
and prices of resources reported separately;[4] data
sources used for estimating costs: charges, unit costs,
length of stay [LOS][1]), and adjustments for timing
of costs[4,5] (i.e. the period of cost inclusion, and
possible discounting). The guidelines also contain
items concerning consequences (as opposed to
costs), which were deemed irrelevant for the current
review and were therefore excluded. Studies were

Table I. Search methods, designed according to data source, used

to identify articles in this review

Database Search method

CINAHL MH ‘‘Adverse Drug Event’’

Explode: Adverse Effects, Analysis, Economics,

Epidemiology and Evaluation

EMBASE (‘exp drug treatment failure/’ OR ‘exp medication error/’
OR ‘exp therapeutic error/’ OR ‘exp *adverse drug

reaction/’)
AND (‘health economics’/exp)

MEDLINE ((drug OR ‘‘Drug Therapy’’[Mesh])

AND (‘‘Medication Errors’’[Mesh] OR ‘‘adverse

effects’’[Subheading])

AND (‘‘Economics’’[Mesh]))

OR

((‘‘medication error’’ OR ‘‘adverse drug event’’ OR

‘‘drug related morbidity’’)

AND (economic OR cost))
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also categorized according to how costs were in-
cluded, i.e. total healthcare costs of patients with
drug-related morbidity, all costs resulting from
drug-related morbidity, the incremental costs of
drug-related morbidity using matched controls,
or the incremental costs of drug-related morbid-
ity using regression analyses.[6,7]

3. Results

The electronic search identified 9569 unique ar-
ticle titles between January 1990 and November
2011. After application of inclusion and exclusion
criteria, 25 relevant articles were included, together
with four articles identified from the bibliographic
search of citations and references (figure 1). In-
cluded studies are presented in table II.[14,16,22-48]

Six studies were judged to measure costs of drug-
related morbidity from a payer perspective, includ-
ing costs paid by the public healthcare sector,[33]

patient,[32] sickness funds[27] or an insurance com-
pany.[36,40,41] The remaining 23 studies included
costs from the provider perspective, limiting the
analysis to in-hospital costs from the hospital per-
spective. Thomas et al.[36] also measured costs
resulting after the initial healthcare episode. One
study included indirect costs, e.g. lost income and
household production.[36] Another study presented
travel costs and costs resulting from the patients’
care episode (i.e. accommodation and food) as in-
direct costs.[32] These were judged to be direct non-
healthcare costs.

Of the 29 included studies, three studies[31,35,37]

listed the quantities of resources used and the
applied prices, and three studies[38,40,41] reported
the method used for estimating both quantities
and prices.

Of the 29 included articles, one study[36] iden-
tified costs after discharge from the healthcare
setting. This study discounted future costs to
1996 dollars using a real interest rate of 2.75%,
and provided a reference for the rate used.[36] The
remaining 28 studies did not include future costs,
and therefore did no discounting.

4. Discussion and Implications of Findings

Regarding the perspective dimension, a major-
ity of the included studies focused on drug-related
morbidity in patients attending hospital, and mea-
sured the direct costs from a hospital’s perspective.
The review has identified a large variation in
sources (e.g. costs from charges, billed charges or
claims payments, several methods for measuring
unit costs, and length-of-stay-based cost estimates
based on reimbursements or daily hospital costs),
and the type of costs (e.g. total, attributable or
incremental costs), included in studies measuring
the cost of drug-relatedmorbidity. In amajority of
the included studies, costs were measured only
during the initial care episode; therefore, adjust-
ments of future costs were rarely made.Moreover,
the cost analyses of included studies were often
described in brief, thus making it difficult to in-
terpret how the analyses were made.

A total of 9980 hits (equals
9569 unique article titles):
CINAHL: 557 articles
EMBASE: 2761 articles
MEDLINE: 6662 articles

1005 abstracts retrieved

25 relevant articles included

108 articles collected

4 articles identified from
citations and references 
of included studies:
citations: 4
references: 2

29 articles reviewed

8564 titles excluded based on
title or information about the
type of article (e.g. not peer-
reviewed articles such as
commentaries, disease- or
drug-specific)

897 abstracts with no indication
of cost analysis, or not written
in English, were excluded

83 articles excluded based on 
inclusion/exclusion criteria

Fig. 1. Identification of relevant studies. Inclusion criteria: ob-
servational studies measuring the overall cost of drug-related mor-
bidity, written in English and published between January 1990 and
November 2011; exclusion criteria: case reports, intervention studies
or other observational studies of selected patient groups, therapies,
diseases or drug-related symptoms, or where only potential drug-
related morbidity is studied. Studies published only in brief, as com-
mentaries, notes, editorials, letters or short reports.
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4.1 Study Viewpoint

4.1.1 Provider Perspective

All included papers measuring costs to the
provider were judged to identify costs from a
hospital perspective, and included only costs that
occurred during the visit or admission to hospi-
tal. If the major costs of drug-related morbidity
occur during hospital episodes, the focus on costs
during hospitalization does not present a pro-
blem. However, previous research has indicated
there are considerable costs outside of the hospi-
tal setting. Thomas et al.[36] suggests lost wages
and household production equals 47% of the to-
tal costs, with, for example, an estimated average
of 460 days of lost household production for each
adverse event at $US20 assigned per day. Accord-
ing to an expert panel appraisal by Johnson and
Bootman,[19] of drug-related morbidity in the am-
bulatory setting, the associated direct costs to
American healthcare were $US76.6 billion during
1995, from which drug-related morbidity result-
ing in admission to long-term care facilities rep-
resented the second largest cost component. Also,
a mail-survey conducted by Isacson et al.[49] esti-
mated that 10% of all prescription drug users and
6% of the Swedish population experienced side
effects during a 2-week period, compared with the
5% frequency in hospitalized patients suggested in
previous studies.[10,11] Therefore, focusing on hos-
pitalization costs and including costs to providers
only will underestimate the costs of drug-related
morbidity to society.

4.1.2 Payer Perspective

Six studieswere judged tomeasure costs from the
payer perspective, although it may be argued that
studies using charges (the price claimed by the pro-
vider, from the payer) as a proxy for costs are
measuring costs from a payer perspective rather
than the hospital. Because of differences in the
healthcare systems of each country, the payer varied
between studies. Hence, the differing health-care
systems make it unfeasible to compare the studies.
Also, focusing on a specific payers perspective
does not give the entire cost since, for example,
mixed payer systems are common in health-care.
One example would be the study by Pattanaik
et al.,[32] whereby costs during the first 48 hours

were not all included in the costs paid by the patients
since the initial 48 hours were partially subsidized by
the hospital.

4.1.3 Alternative Perspectives

The current review identified several studies
estimating costs from the payer perspective, and
mainly published after 2002; therefore, only one
of these studies was identified in the review by
Rodriguez-Monguio et al.[1] However, none of
the included studies measured the societal costs
of drug-related morbidity. Therefore, the costs of
drug-related morbidity resulting in primary care,
indirect costs from lost productivity and out-of-
pocket costs paid by the patients are still to be
measured. Knowledge about the costs to society
is needed for directing financial incentives and
policy decisions in society. Therefore, there is a
need for studies of costs of drug-related morbid-
ity in the general population, including patients
not attending hospital due to the event. Since the
outcome of costs analyses of drug-related mor-
bidity depend not only on the methods, defini-
tions and costing data used, but also on the
healthcare system under study, it is important
that results on costs are reported in sufficient
detail. Providing only a cost per case gives little
information on the actual implications to the
hospital, and even less information on the burden
to society. Therefore, future research measuring
the cost of drug-related morbidity should clearly
state the economic perspective.

4.2 Costing

The cost analyses of identified studies
used data from administrative cost-account-
ing data,[14,16,22-26,28,31-35,42-46] unit costing
data[36,37,39-41,47,48] or reported hospital costs
based on length of stay multiplied by a reference
daily price.[27,29,30,38]

4.2.1 Administrative Cost-Accounting Data on
Charges

Administrative data on charges were the most
common source of costs in the included studies.
As has been established in a previous review,[3]

research on costs associated with drug-related
morbidity has so far been based on pragmatism
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and easily available data. The main aim of the
included studies was not always to conduct a cost
analysis, but the cost analysis was conducted e.g.
since the data were available.[43] Administrative
data can be billed charges, e.g. the price for ser-
vices conducted, claim payments that differ de-
pending on insurance company agreements and
the healthcare system under study, and costs esti-
mated from charges using cost-to-charge ratio,
either departmental- or hospital-specific.[50] There-
fore, at least in US studies, billed charges would be
the amount of money the hospital demands for its
services, while claims payments are the payments
of the insurance company, and costs should be
an estimate of the actual expenses resulting from
the treatment. However, none of the studies
using costs based on charges, reported how costs
were developed from charges. Moreover, of the
five studies using billed charges as a proxy for
costs, three studies[28,31,34] described charges
as costs. Of the included studies, only Bates
et al.[14] reported both charges and costs, and four
studies[16,23,24,43] included the cost-accounting
programme used. Two[31,35] of the studies using
charges reported more detailed information on the
quantities and prices of resources used, but costs
were otherwise reported as total cost of drug-
related morbidity or an average cost per patient
with drug-related morbidity. With insufficient in-
formation on the administrative system under
study, charges or costs derived from charges are
difficult to interpret or extrapolate to other set-
tings. As was identified by Rodriguez-Monguio
et al.,[1] costs provide a more accurate measure-
ment to the hospital, i.e. the provider, than charg-
es. Also, billed charges are an overestimation
compared with the costs to the payer, while claims
payments can underestimate the costs to the pro-
vider depending on the reimbursement or in-
surance system. Therefore, the perspective of the
cost analysis becomes important when deciding on
the methods for estimating costs.

Nine of the studies[22-26,28,31-33] using admin-
istrative cost data and three studies[27,29,30] using
LOS-based estimates included the total cost of
patients suffering from drug-related morbidity.
Since the studies did not specify costs resulting
from drug-related morbidity, the analyses were

likely to overestimate the average cost per pa-
tient. In ten of the included studies,[22,23,25-32] this
was solved by only including patients hospita-
lized because of drug-related morbidity, and one
study[33] included patients with International
Classification of Diseases (ICD) codes related to
ADRs as the primary or secondary diagnosis.
However, since previous research[51] has sug-
gested there is an underreporting of drug-related
morbidity when only including ICD codes or
voluntary reports, compared with medical record
review, including the resulting costs will under-
estimate the total magnitude of costs resulting
from drug-related morbidity.

4.2.2 Unit Costing Data

Compared with the review by Rodriguez-
Monguio et al.,[1] which identified only one study
using unit costs, according to the studies included
in this review this is now the second most
common method for estimating costs. To include
both quantities and prices of resources used,
studies using unit costs need to report both de-
tailed information on what is included and how
the prices and resource use were measured. In the
included studies using unit costs, only one study[37]

reported the quantities of resources used, but all
six studies[36,37,39-41,47] reported how the resource
use was measured. In addition, Ayani et al.[37] re-
ported the prices of resources used, while five of
the studies[36,37,40,41,47] reported how and when
prices were set. In the majority of included studies
identifying costs resulting from drug-related mor-
bidity, costs were applied using unit costs for each
service, which is a commonmethod for conducting
a bottom-up cost-of-illness study.[7] However, al-
ternative methods were also used, either multi-
plying the total cost by an imputability score based
on a WHO algorithm for imputability,[38] includ-
ing all patients with drug-related morbidity but
only charges of patients where the visit or ad-
mission was caused mainly by the drug-related
morbidity,[34] or identifying charges of services
used for treating drug-related morbidity were
possible to transform to costs using service-specific
cost-to-charge ratios.[35]

Micro-costing is a detailed analysis of changes
in resource use due to a particular interven-
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tion.[52] Estimating costs based on the collection
of patient-specific cost data (time and motion
studies, e.g. how much time does this patient re-
quire, and what laboratory tests are done), using
applicable unit costs, can be argued to be the
most valid approach to cost analysis.[8] If col-
lecting cost-accounting data at a high level of
detail, the information available will be similar
to the results of time and motion studies, and
therefore equally valid. One example is the study
by Pinilla et al.,[47] where costs are estimated by
multiplying the resource consumption from the
cost-accounting system by its unit cost. Collec-
tion of detailed resource consumption from, for
example, medical record review, is costly but
gives informative cost data.

In this review, studies were interpreted as using
unit costs if costs were not based on charges or
costs estimated from charges, and were measured
at amore detailed level than the average daily cost.
However, the terminology is open for discussion.
Charges may be based on unit costs depending on
the accounting system used, and unit costs may
entail only using an average cost per diem multi-
plied by LOS.[8] Studies may also use a combina-
tion ofmethods, e.g. applying unit costs to services
used while LOS is used for days in hospital.[40,41]

Pattanaik et al.[32] used charges for hospitalization
costs, while non-healthcare costs were estimated
using unit costs for each service used. Studies re-
porting quantities of resources from clinical data
should make extrapolations to other settings re-
latively easy since prices are exchangeable, but
data collection will be costly compared with stud-
ies using LOS-based measures or administrative
data on costs.

4.2.3 Length of Stay

When using LOS-based measures, the quan-
tity will be the days spent in hospital, while the
price is the cost per diem. LOS-based estimates of
costs give useful information on how much time
is spent in hospital because of drug-related mor-
bidity, and it is possible to model the costs within
another setting with similar patients’ character-
istics (e.g. the analysis by Goettler et al.[20]). Of
the four studies using LOS for measuring the cost
of drug-related morbidity, three[27,29,38] report

the cost applied to each day, but only one study
gave information of how and when the daily cost
was estimated.[38] However, estimates based on
LOS also have the disadvantage of using an
average cost per day, assuming that there are no
variations in costs during a hospital admission.
Evidence suggests the incremental costs decline
during the hospitalization, which causes the LOS
method to overestimate the cost of longer hospi-
tal admissions,[53] and the costs of short hospital
admissions could be underestimated due to
comparably high treatment intensity during the
brief stay. The possibility of measuring increased
LOS has also been questioned. In one study of
internal medicine admissions the researchers
chose to measure the cost of drug-related hospi-
talizations only, since it was judged too difficult
to discriminate prolongation of stay or proce-
dures related to drug-related morbidity.[54] None
of the studies measuring costs resulting from
drug-related morbidity used LOS-based mea-
sures, which would require a decision to be made
on the actual increased LOS that was due to drug-
related morbidity. However, studies using unit
costs will suffer the same disadvantage in terms
of putting a unit cost on the increased LOS. A
solution has been suggested, i.e. conducting a
sensitivity analysis using several methods for
measuring the increased LOS,[55] but this was not
done in the included studies. Both matched con-
trols and regression analyses may solve the issues
with measuring increased LOS; however, using
LOS-based measures for estimating costs as-
sumes costs are evenly distributed between days
in hospital. As with all studies using matched
controls, bias will be introduced if cases and con-
trols are not well matched. Cost-estimates based on
LOS may add useful knowledge about the cost of
drug-related morbidity if they include clear in-
formation on patient’s characteristics or if they use
regression analyses for estimating the cost increase.

4.2.4 Methods and Sources for Costing

Irrespective of the methods used for cost anal-
ysis, the sources used and costs included should
mirror the resource consumption resulting from
the illness under study, e.g. drug-related mor-
bidity. Including the total cost of all patients where
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the main diagnosis was drug-related excludes the
costs resulting from drug-related morbidity if there
is another main diagnosis. If also including drug-
related morbidity as a secondary or third diag-
nosis, the total cost will be an overestimate since
the costs resulting from the main diagnosis are
included. Using unit costs can result in double-
counting of costs, but is still the most valid ap-
proach to cost analyses. The quality of results in
studies estimating incremental costs of drug-
related morbidity, using either matched controls or
regression analyses, also depends on how costs are
included since the analysis will not give better re-
sults than the initial data collection allows.

According to Chevat et al.[56] costs are coun-
try-specific, and the main difference is generally
the cost applied to each healthcare intervention
(e.g. cost per day in hospital or specific labora-
tory tests). Therefore, presentation of both quan-
tities and prices are essential for comparison of
results between studies and countries, together
with information on the method used for esti-
mating both costs and quantities.

4.3 Adjustments for Timing of Costs

All the included studies identify drug-related
morbidity in patients admitted or visiting hospi-
tals, and costs were only included during the care
episode in all but one study.[36] None of studies
report the date of costs in greater detail than
when the study was conducted, or gave conclu-
sive information on how costs were included at
the start or end of the study period. If studies are
incidence-based, all present and future costs
should be collected or calculated based on pre-
vious research.[57] Since there are ADRs resulting
in repeat admissions,[58] costs to the hospital need
to also include costs resulting from readmissions,
which may need to be discounted. Failing to
include readmissions in incidence-based hospita-
lization costs will result in underestimation. Pre-
valence-based studies should identify all costs
during the study period, exclude all future direct
costs, but include future indirect costs resulting
from permanent disability or death.[57] Therefore,
drug-related morbidity initiated before the study
period, but still resulting in costs, needs to be

identified. Also, there should be a cut-off at the
end of the study period. Not doing this is likely to
result in a disproportion between included cases
and estimated costs, and an underestimation of
both the prevalence measure and the average cost
of drug-related morbidity.

Only the study by Thomas et al.[36] reported
any discounting, but since other studies only in-
clude costs during the care episode this should
not be a problem. However, with those studies
continuing over several years, it is unclear if costs
should be discounted, depending on the max-
imum length of the included care episodes.

4.4 Implications for Future Research

According to the results of our review, the
perspectives of costs analyses in the included
studies are often limited to estimating costs to the
hospital. Compared with a review conducted in
2003,[1] there is however a trend towards cost
analyses using unit costs and estimating costs
from the payers perspective. Still, there is a gap in
the knowledge regarding the costs of drug-related
morbidity to providers other than hospitals, costs
occurring outside of hospitals and costs after the
initial care episode. Because of the identified
variation in methods and sources used for cost
analysis, and few studies reporting both quan-
tities and prices, there is a need to further elabo-
rate the methods sections regarding cost analyses.
Also, often the terminology used to describe the
cost analyses deviates from what is usually re-
commended in economic evaluation studies. To
avoid underestimating the economic impact of
drug-related morbidity in society, future studies
are needed to estimate the costs occurring outside
of the hospital setting, during readmission, and
using unit costs and detailed resource consump-
tion identified from medical record review.

Previous reviews[1-3,20,59] have suggested there
has been large methodological heterogeneity be-
tween studies measuring costs of drug-related
morbidity, e.g. methods for detection of cases of
drug-related morbidity, assessment of causal re-
lationship between drug and the resulting mor-
bidity, and how to define drug-related morbidity.
According to the results of this review, there is also
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a large heterogeneity between the methods and
cost sources used for cost analysis within these
studies. Methods for estimating costs should be
viewed as an equally important part of the meth-
ods section. It has been argued that there is a need
for closer relationships between researchers and
research within the fields of pharmacoeconomics
and pharmacoepidemiology.[60] A start would be
to develop an evaluation tool based on published
checklists aimed at measuring the quality or guid-
ing research within the field of observational de-
scriptive studies,[61-63] and economic evaluation,[4,5]

respectively. Depending on the research question,
adapting to international guidelines and termi-
nology within economic cost analyses is recom-
mended.[64,65] The recently published guidelines
for critical evaluation of cost-of-illness studies[66]

should add valuable items regarding the use of
top-down/bottom-up methods, and of incidence/
prevalence measures. Also, the term ‘indirect costs’
should be used primarily for reporting productivity
loss due to illness, rather than hospital overhead
costs, in accordance with the terminology sug-
gested by Rice.[21] Such a tool can be adjusted to
fit the needs of researchers measuring the costs of
drug-related morbidity.

4.5 Limitations

The search was developed based on keywords
and phrases identified from screening previous
reviews and were designed to identify a wide
range of articles, since the differences in termi-
nology made it difficult to identify adequate
keywords. To minimize the number of studies
missed, the search of relevant articles was con-
ducted in three databases. To verify that no arti-
cles had been missed, an initial search was also
performed in the Cochrane Database for Sys-
tematic Reviews and the International Pharma-
ceutical Abstracts database, but without identifying
any unique hits. Moreover, citation lists and re-
ference lists of included articles as well as previous
reviews were scrutinized to identify eligible articles.

More than 99% of articles found in the initial
database search were excluded in the review
process. The main reasons for exclusion were
studies of a specific treatment or disease, articles

not written in English or the text not presenting a
peer-reviewed original study article. Also, articles
excluded during the full-text analysis were mainly
studies of costs within a specific setting (i.e.
internal medicine, or only cardiology or oncology
patients) or using a proxy measurement for iden-
tifying drug-related morbidity (e.g. prescription
errors identified within the pharmacy or poten-
tially inappropriate medicines use). The exclusion
of studies estimating costs in specific settings or
diseases does result in the review giving only
partial knowledge of how costs of drug-related
morbidity are measured, but was made to sim-
plify comparisons between included studies.
Since the aim was to study methods used rather
than costs, excluding studies in specific settings or
patient groups and eligible articles not identified
through the search (as long as articles were left
out randomly), should not affect the conclusions
much. However, exclusion of non-English arti-
cles could result in a lack of knowledge regarding
methods used in countries less likely to publish
reports in English.

This review used selected items for assessing
economic evaluation studies.[4,5] Development of
a common standard for cost analysis in studies
measuring the overall costs of drug-related mor-
bidity may include using other categorizations
and may find additional issues for discussion.

5. Conclusions

The data sources and costs measured in the in-
cluded studies varied considerably in terms of
perspectives and use of data sources. Even though
there is a trend towards more studies estimating
costs from the payer perspective, the identified
studies still focused on costs resulting from patients
attending hospital, therefore underestimating the
cost of drug-relatedmorbidity. There is thus a need
for more research on the costs of drug-related
morbidity to providers other than hospitals, costs
occurring outside of hospitals and after the initial
care episode. Such studies require clear descrip-
tions of how the costs of drug-related morbidity
are measured, and should adhere to published
guidelines for observational studies and economic
evaluation studies.
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