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Methods used in the economic evaluation of the TB-RROC trial

For each participant, we estimated the total health provider cost by multiplying the
healthcare resources used by the unit cost for the resource. Structured questionnaires were
used to prospectively record healthcare resources during a defined period. Unit costs for
healthcare resources were either estimated through primary costing studies or extracted
from primary hospital costing study undertaken around the same time (1). The health
provider cost for the home-based intervention included: 1) costs of training staff; 2) costs of
training guardians to deliver intramuscular streptomycin; 3) costs of routine follow up; 4)

costs of unscheduled attendances (adverse events); and 5) costs of TB drugs.

An interviewer-administered questionnaire was developed based on previous approaches to
estimate the direct and indirect costs incurred by participants (2). Healthcare in Malawi is
provided free; however patients sometimes purchase additional drugs or investigations from
the private sector: these costs were termed direct medical costs. Direct non-medical costs
included the cost of transportation, food and drinks and other costs incurred either during
hospital admissions or when visiting a healthcare facility to receive care. Indirect costs (lost

income) were estimated by multiplying time off work by self-reported income (3).

The analysis performed was a cost-consequence analysis and is presented as the incremental

cost-difference per patient completing the intensive phase of retreatment.
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We also estimated the proportion of participants in each arm who incurred catastrophic
healthcare expenditure. Catastrophic healthcare cost was primarily defined as total user costs
(sum of direct medical, direct non-medical and indirect costs) amounting to 210% of annual
household income (4-6). A limited sensitivity analysis was performed using a threshold of
220% annual household income. Costs were recorded as the expenses incurred by the trial in
Malawi Kwacha, Pounds Sterling or US dollars, and the year the cost was incurred was noted.
The costs were adjusted to the year of reporting using the Gross Domestic Product deflator
index, provided by the World Bank. All costs were converted into 2014 US Dollars using the
market exchange rate. To examine differences in costs between the trial arms we used non-

parametric bootstrap methods to derive 95% confidence intervals for mean cost differences.
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