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Rehabilitering – når livet skal leves hele livet 



Cost-effectiveness og cost-utility analyser 

Costs Effects 

EFFEKTER   
•  Leveår, kvalitetsjusterede leveår,  
   QALY (quality adjusted lifeyears) 
 
•  Fx  ændring i ADL, funktions- 
    indeks m.m.   
    (eller andre ’naturlige’ enheder) 
 
•  Baseret på kontrollerede studier 
   eller meta-analyser/Cochrane  
   (Evidens om effekt er således 
    en central forudsætning) 
    

OMKOSTNINGER  
•  Forebyg/behandling/pleje/rehab ..  
    omkostninger  (direkte ressourceforbrug) 

•  uanset, hvor de afholdes  
•  Sparede ressourcer 

• uanset, hvor det finder sted 
 

•  (normalt) ikke ændringer i indirekte  
    omkostninger (tabt/vundet produktion) 
 
 

Cost-effectiveness brøken,  
fx kr. 256.000 per QALY eller leveår,  
jo lavere jo bedre–OG HELST NEGATIV 
                                = nettobesparelser 

Hvis man vil have 

’mest mulig sundhed 

per krone’ så beslut 

efter omkostnings- 

effekt-brøken 



intervention ’usual care’ 

intervention ’usual care’ 

Omkostnings-effekt-brøken 

den inkrementelle omkostnings-

effekt brøk, ICER (Incremental 

cost-effectiveness ratio) 



Example:  Home exercise programme to prevent falls 

•  Randomized experiment (New Zealand):  121 persons in inter- 

   vention group, 119 in ’usual care group’, participants> 74 years 

 

•  Outcome:  number of falls and number of resulting injuries 

 

•  Result:  46% reduction in falls, 5 hospital admissions less in  

    intervention group.   

 

•  Cost/ressource use integrated part of experiments 

• careful distinction between  

   - quantities  (basically ’flow-charted a hospital stay’) 

   - unit costs  (marginal and average) 

 

 

Source:  BMJ, 2001 



Example:  Home exercise programme to prevent falls (cont.) 

 

 

•  average cost per participant for 1 year:   432 New Zealand $ 

 

Cost-effectiveness ratios: 
 

•  average costs per fall prevented: 

• 1629 $ NZ 

• - 140 $NZ  (if net costs, i.e. savings deducted, are used) 

 

•  marginal costs per fall prevented: 

• $NZ 1337 

• $ - NZ 153  (i.e. a ’saving’) 



Results:  

•  The mean age: 83.3 years (SD: 5.9 years).  

•  216 (90%) were followed-up at 12 months.  

 

•  The intervention group had significantly better scores than the 

    control group on the Goal Attainment Scale (odds ratio 2.1; 95%         

    confidence interval (CI) 1.3 to 3.3, P = 0.004) and  Life Space       

    Assessment (4.68 points, 95% CI 1.4 to 9.9, P = 0.005).  

 
•  At the activity level, the intervention group walked 0.05 m/s      
   faster over 4 m (95% CI 0.0004 to 0.1, P = 0.048) than the  
   control group, and scored higher on the Activity Measure for Post      
   Acute Care (P < 0.001). 



J Am Med Dir Assoc. 2014 Sep 16. [Epub ahead of print] 

Economic Evaluation of a Multifactorial, Interdisciplinary Inter-

vention Versus Usual Care to Reduce Frailty in Frail Older People. 
Fairhall N et al. 

 

OBJECTIVE: To compare the costs and cost-effectiveness of a multifactorial 

interdisciplinary intervention versus usual care for older people who are frail. 

DESIGN:  Cost-effectiveness study embedded within a randomized controlled trial. 

SETTING:  Community-based intervention in Sydney, Australia. 
 

MEASUREMENTS:  Health and social service use, frailty, and health-related 

quality of life (EQ-5D) were measured over the 12-month intervention period.  

The difference between the mean cost per person for 12 months in the intervention 

and control groups (incremental cost) and the ratio between incremental cost and 

effectiveness were calculated. 
 
RESULTS:  There was no significant between-group difference in EQ-5D utility 
scores.  
The cost for 1 extra person to transition out of frailty was $A15,955 (at 2011 prices, 
kurs 1 $A= ca. kr. 5).  
In the "very frail" subgroup …the intervention was both more effective and less 
costly than the control.  
 
A cost-effectiveness acceptability curve shows that the intervention would be cost-
effective with 80% certainty if decision makers were willing to pay $A50,000 per 
extra person transitioning from frailty. In the very frail subpopulation, this reduced to 
$25,000. 
CONCLUSION:  
For frail older people residing in the community, a 12-month multifactorial intervention 
provided better value for money than usual care, particularly for the very frail, in whom it has a 
high probability of being cost saving, as well as effective 

http://www.ncbi.nlm.nih.gov/pubmed?term=Fairhall%20N%5BAuthor%5D&cauthor=true&cauthor_uid=25239014






besparelse 

ingen besparelse 







                                                                    

Aftaleparterne er enige om at tage følgende initiativer: 

 

Ny lovbestemmelse om hjælp til selvhjælpsforløb 

•Kommunerne forpligtes til - forud for vurdering af behovet for hjemmehjælp - at 

tilbyde et hjælp til selvhjælpsforløb (rehabiliteringsforløb) til borgere, som har 

brug for hjælp i dagligdagen, og som har potentiale til at forbedre deres 

funktionsevne. 

 

•Forløbet skal baseres på en individuel, helhedsorienteret og tværfaglig 

vurdering af borgerens samlede situation, hvor der både ses på den fysiske, 

psykiske og sociale funktionsevne. 

 

•Forløbet skal være tidsafgrænset og korterevarende (typisk af 8-12 uger 

 

•Det skal indgå i vurderingen, om det er realistisk, at borgeren vil kunne opnå de 

ønskede forbedringer af funktionsevnen med et tidsafgrænset forløb. 

 

•Kommunen skal fastsætte målene for forløbet i samarbejde med borgeren. Det er 

vigtigt, at det bliver borgerens egne mål og behov, som er omdrejningspunktet for 

arbejdet med målfastsættelsen, ligesom at pårørende inddrages i processen, hvor 

det er relevant. 

•Det nærmere indhold og omfang af et hjælp til selvhjælpsforløb vil variere i 

forhold til den enkelte borgers behov og ressourcer, og det vil løbende skulle 

tilpasses borgerens aktuelle situation. Det er vigtigt, at der er balance mellem 

borgerens egen indsats og oplevelsen af at bevæge sig mod de fastsatte mål.  

•Borgeren skal under forløbet have den nødvendige støtte til at nå de fastsatte mål 

og have hjælp til de ting, som borgeren (endnu) ikke selv kan klare. 

•Den nærmere tilrettelæggelse af forløb med hjælp til selvhjælp bliver op til 

kommunerne. Det gælder også i forhold til muligheden for at inddrage eventuelle 

private leverandører 

 

Politisk Forlig om fremtidens hjemmehjælp (juni  2014) 



Tele-rehabilitering, TR 

Kilde: UfL, 12. maj, vol 176, nr. 10 

TR kan inddeles i tre kategorier: 

billedbaseret TR, sensorbaseret TR 

og TR baseret på virtual reality-

teknologier 

”Brugen af velfærdsteknologi kan 

potentielt føre til, at flere patienter kan 

rehabiliteres for de samme resurser, og at 

udgiften til hospitalsindlæggelser, 

ambulante kontrolbesøg og besøg hos 

praktiserende læger kan reduceres” 



Økonomi og tele-rehabilitering 

1. Ingen gode undersøgelser 
 

2. Cochrane Database Syst Rev. 2013 Dec . Telerehabilitation services 

for stroke 

“We found insufficient evidence to reach conclusions about the 

effectiveness of telerehabilitation after stroke. Moreover, we were 

unable to find any randomised trials that included an evaluation of 

cost-effectiveness. Which intervention approaches are most 

appropriately adapted to a telerehabilitation approach remain unclear, as 

does the best way to utilise this approach.” 

 

3.   A systematic review of clinical outcomes, clinical process, healthcare 

      utilization and costs associated with telerehabilitation, Disability and       

      Rehabilitation, 2009; 31(6): 

”high-qualityevidence regarding impact on resource allocation and costs 

is still needed to support clinical and policy decision-making” 

 

 


