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    Abstract
Background Diabetes mellitus (DM) is a chronic-degenerative disease associated with a high risk of chronic complications and comorbidities. The aim of this study is to estimate the average annual cost incurred by the Italian National Health Service (NHS) for the treatment of DM stratified by patients' comorbidities. Moreover, the model estimates the economic impact of implementing good clinical practice for the management of patients with DM.

Methods Data were extrapolated from administrative database of the Marche Region and specific inclusion and exclusion criteria were developed from a clinical board in order to estimate patients with DM only, DM+1, DM+2, DM+3 and DM+4 comorbidities (cardiovascular disease, neuropathy, nephropathy and retinopathy). Regional data were considered a good proxy for implementing a previously developed cost-of-illness (COI) model from Italian NHS perspective already published. A scenario analysis was considered to estimate the economic impact of good clinical practice implementation in the treatment of DM and its comorbidities in Italy.

Results The model estimated an average number of patients with DM per year in the Marche region of 85.909 (5.5% of population) from 2008 to 2011. The mean costs per patients with DM only, DM+1, DM+2, DM+3 and DM+4 comorbidities were €341, €1,335, €2,287, €5,231 and €7,085 respectively. From the Italian NHS perspective, the total economic burden of DM in Italy amounted to €8.1. billion/year (22% for drugs, 74% for hospitalization and 4% for visits). Scenario analysis demonstrates that the implementation of good clinical practice could save over €700 million per year.

Conclusions This model is the first study that considers real world data and COI model to estimate the economic burden of DM and its comorbidities from the Italian NHS perspective. Integrated management of the patients with DM could be a good driver for the reduction of the costs of this disease in Italy.
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Key messages
	This study has tried to estimate the economic burden of the patients affected from diabetes in Italy, reporting the data recorded in a central Italy region at national level, and breaking down the results by type and number of comorbidities associated with the diabetic patients.

	The cost of hospitalization was the main item of health care costs for the treatment of diabetes in Italy. However, pursuing a policy of appropriate drug treatment and diabetes monitoring could allow a better allocation of resources and potential savings from the NHS perspective.

	Applying the scenario analyses, that assume an improvement on the therapeutic management, early diagnosis, appropriate therapy and care, the italian NHS could reduce direct costs between €340 and €980 million each year.



Introduction
Diabetes, mainly type 2 diabetes, is a major health problem with global estimates exceeding 387 million people.1 The mortality rate, particularly for cardiovascular events, in patients with DM is about twice as high as in non-diabetic individuals of similar age.2 Diabetes is also strongly associated with microvascular complications, particularly retinopathy, nephropathy and neuropathy. This makes diabetes a leading worldwide risk factor for morbidity and mortality which accounts for 5.1 million deaths yearly and a cost of US$548 billion in healthcare spending.1 This scenario is expected to worsen with the increasing prevalence of diabetes worldwide.
According to the ARNO observatory (an Italian Network System for the Epidemiological and Economic Surveillance), which identifies individuals with DM through record linkage among prescriptions, hospital admissions, and local diabetes registries, 5.8% of the Italian population live with diabetes, with a progressive and constant increase in the last few years.3
Milestone studies have shown that an intensive glycemic treatment significantly reduces microvascular complications4 ,5 with a moderate positive long-term effect on macrovascular complications.6
Interventions aiming to reduce macrovascular complications (ie, cardiac heart diseases, stroke and peripheral artery disease (PAD)) include an aggressive blood pressure control and the reduction in serum cholesterol (low-density lipoprotein in particular) level.7 ,8
Despite international9 and Italian guidelines for standard medical care of patients with diabetes10 suggesting stringent glycemic control, through measurement of HbA1c and other cardiovascular risk factors such as blood pressure, lipids and microalbuminuria, there is a disappointing accomplishment to such stringent indications11 with negative effects also on the costs of the disease. Diabetes is expensive, mainly for its complications, such as cardiovascular events, blindness, kidney failure, amputation and hospital admissions. However, an early and active prevention of the complications can limit their impact on the person's life, reducing the cost amount with positive impact on the Health system.
A European study published in 2010,12 aimed at comparing the national cost of DM among five European countries, indicates that the direct health costs incurred for drugs, hospitalizations and specialist care amounted to about €7.92 billion. Moreover, it reported an estimate of indirect costs incurred by Italy in 2010 due to the absence from work (€5.36 billion), early retirement (€7.19 billion) and social benefits (€0.97 billion), a total of about €12.64 billion. On the basis of literature data and using a probabilistic model to estimate direct and indirect costs of diabetes, a recent study by Marcellusi et al13 has estimated a yearly average expense of over €20.3 billion, half of which is related to indirect costs.
The implementation of strategies aimed at improving the treatment of diabetes, as indicated in the National Diabetes Plan, is key to guarantee the efficiency and sustainability of the Italian National Health Service (NHS; guidelines of SID—Italian Diabetology Society—and AMD—Italian Association of Diabetologists14).
This work is aimed at implementing the cost-of-illness (COI) study conducted by the research group EEHTA of CEIS,13 using administrative data and breaking down the population with DM by a number of comorbidities. Indeed, the main objective of the study is to obtain an epidemiological estimate of the patients treated and managed by the Marche region over the period 2008–2011, along with the distribution of patients with DM and the comorbidities, which are associated with DM. Assuming inference estimates from regional data, the study has tried to parameterize a probabilistic COI model at national level. Finally, its secondary aim was to model estimates of the economic impact, resulting from improving the efficiency in the management of diabetes by the sociohealth system, on the economic burden of disease in terms of direct health costs.

Methods
Data source
Data were extracted from healthcare administrative databases of the Marche region, a central Italian region with a population of about 1.54 million people (2.5% of the Italian population), which has not statistically significant differences compared with the general Italian population.15 The study was based on administrative databases: Territorial Pharmacy Database, Hospital Discharge Database and Outpatient Service Registry. Using the Territorial Pharmacy Database, local health units routinely measure the volume of expenditure generated by dispensing of drugs to enrolees.16 Specifically, the prescriptions were extracted from the information system of the pharmaceutical prescriptions of the Marche region, containing all the prescriptions received from regional private and municipal pharmacies, reimbursed by the NHS (class A drugs). In the Italian Pharmaceutical System, the drugs are registered with the marketing authorization code (AIC) that allows to identify the active ingredient (ATC code—anatomical-therapeutic-chemical classification) and the exact quantity distributed. For each prescription, the shipment date of the drug, the price and the patient's data are indicated.
The Outpatient Service Registry is the information system of the specialist services, containing all the outpatient visits for diagnostic or therapeutic services of a local unit, which includes all laboratory investigations, instrumental tests and specialist check-up requests.
The Hospital Discharge Database includes all hospitalization data, with the principal and secondary discharge diagnosis codes classified according to the International Classification of Diseases, Ninth Revision (ICD9CM), and the diagnosis-related group (DRG) code.
In this study, a deterministic record linkage among different administrative databases of the Marche region was carried out to individuate subjects with DM and main comorbidities associated with this disease. The linkage among the different administrative sources took place through an anonymous identification code, on the data related to the 4-year period 2008–2011, where the selection of comorbidities per patient can be deepened in online supplementary appendix A.
Supplementary appendix A
[bmjdrc-2016-000197supp_AppendixA.pdf]

In order to be compared with the COI model, already used in the literature, the national prevalence data of diabetes were extracted from the most recent literature available nationally (6.3%; 5.5–7.3% range3 ,17–19). Later, it was assumed that the estimated population with DM in Italy (3 483 860 subjects), which had the same distribution and the same costs, was identified through linkage of the Marche region databases (see online supplementary appendix B).
Supplementary appendix B
[bmjdrc-2016-000197supp_AppendixB.pdf]


Cohort definition
For the identification of the patients' cohort with DM, three types of inclusion criteria were used for each year of analysis (see online supplementary appendix A). In order to be defined subjects with DM, one of the following criteria had to be met:

	a primary or secondary diagnosis (code ICD9CM 250), associated with a hospital discharge form;

	a medical exemption certificate (013)—any type of diabetes;

	an ATC A10 prescription—hypoglycemic drugs.


Once the cohort of patients with DM was identified, the breakdown criteria of the population with DM were determined with the support of a board of clinical experts, according to the comorbidities treated during the year of recruitment within the Marche region. Specifically, the patients with DM were broken down by cardiovascular, kidney, neuropathic (specifically the diabetic foot) and retinal diseases. Essentially, a patient selected in each year of analysis (2008–2011) was identified with one or more comorbidities if he/she had used at least one of the considered services in the reference year.
For the selected subjects, the health costs related to each year of analysis were calculated in terms of

	cost of diabetic therapy (ATC A10)

	cost of concurrent drugs per comorbidity treatment (ATC reported in see online supplementary appendix A)

	cost of potentially associated outpatient specialist services

	cost of potential diabetes-related hospitalization

	cost of potential comorbidity-related hospitalization


The cost of the pharmacological therapy was calculated as the sum of the prescriptions made during the reference year, based on the prices identified by the information system of the Marche region.
The cost of outpatient specialist services was calculated selecting from the information system of the specialist service of the Marche region the services potentially associated with the therapy during the reference year (see online supplementary appendix A). These were valued through the regional tariffs in force. The selection was made taking into account the expert opinion of the clinical board.
The cost of hospitalizations was calculated selecting from the hospital information system of the Marche region the hospitalizations of the identified cohort of patients with DM and breaking down the results by potentially associated hospitalization considering the main diagnostic groups (major diagnostic category, MDC),20 potentially associated hospitalizations (even if not included in MDC groups) with at least one of the considered diseases (diabetes or comorbidities) in the main or secondary diagnosis and other hospitalizations. In particular, the following classes were included: MDC 2 (ear diseases and disorders), 5 (cardiovascular diseases and disorders), 10 (endocrine, metabolic and nutrition diseases and disorders), 11 (kidney and urinary tract diseases and disorders) and ICD 9-CM. Specialist care and hospitalizations were associated with the single subject through a record linkage procedure, as described previously.
Once the costs of each patient were estimated and broken down according to the comorbidity, the average costs per patient treated in the Marche region were calculated according to the number of comorbidities: Diabetes+1, Diabetes+2, Diabetes+3 and Diabetes+4 comorbidity. The total costs were broken down into

	Costs associated with diabetes: cost of diabetes drugs (ATC A10), cost of hospitalisations per MDC 10 and cost of specialist care.

	Costs associated with diabetes + comorbidities: total costs of drugs for diabetes and comorbidities, total costs of specialist care and costs of hospitalisations due to comorbidities (MDC 2, 5 and 11+hospitalisations with diagnosis of at least one comorbidity).

	Total costs of patients with DM: total costs of drugs for diabetes and comorbidities, total costs of specialist care and costs of hospitalisations of patients with DM.



COI model
A COI study aims to determine the total economic impact of disease or a health condition on NHS and the society through the identification, measurement and valuation of all direct and indirect costs.21 A comprehensive COI study includes direct and indirect costs, although the specific focus of a study may make one or the other unnecessary.22
This approach is widely used in health economics, where the choice of any specific methodology used is often determined by data available (Real World Data, systematic literature review (SLR), etc).21
With the aim of estimating the annual costs caused by DM in Italy, a new COI model was developed. This model was based on the publications of Marcellusi et al13 in 2013. The 2013 analysis estimated only the costs of patients under pharmacological treatment, broken down by type of therapy (Oral, basal supported oral therapy (BOT) and basal bolus therapy (BBT) therapies). In particular, the analysis used cost data deriving from a SLR. The model developed in this study breaks down the patients with DM according to the comorbidities, using the epidemiological and cost parameters resulting from the administrative database analysis of the Marche region.
Starting from prevalence data estimated by the SLR conducted by the study of COI in 201313 and updated with recent sources, the current model assumes that the breakdown of patients according to the comorbidities is the same as the one identified for the Marche region. Furthermore, the model assumes that no high variability exists in the other Italian regions (people residing in the Marche region represent about 3% of total Italian population13).
The same estimation method of comorbidity prevalence was used to estimate costs associated with patients nationwide. The national COI model assumes that the costs for the treatment and care of diabetes at national level are the same as those of the Marche region and applies the same costs per patient estimated in the region to the national model. The variability ranges were estimated according to the SDs of the regional database.
The use of administrative databases of the Marche region allowed at determining only the direct healthcare costs, while direct non-medical costs, indirect costs and out-of-pocket costs were not included.

Scenario analysis
Finally, on the basis of the analyses discussed with the board (see online supplementary appendices Band C) and as reported in published data on the correct management of the patient with DM,14 ,23–27 a scenario analysis was built in order to modify the epidemiological and cost parameters of the COI model. The base case scenario represents the actual cost sustained by NHS for the treatment of diabetes. So as to identify the potential saving deriving from a correct management of the patient, the model performed different simulations, considering an improvement in the management of patients with DM. For example, in order to observe what happens in the hypothesis of alternative intervention scenarios, the identified parameters (table 1) were modified by 10% (sensitivity analysis 5–20%) to try evaluating the costs of the disease in Italy resulting from an improvement of diabetes management. This allows an early diagnosis and a slower progression of the disease and its complications.
Supplementary appendix C
[bmjdrc-2016-000197supp_AppendixC.pdf]
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Table 1 Scenario analysis: how could the improvement of the general recommended monitoring parameters condition the progression of diabetic complications? (hypothesis based on Expert Opinion Evidence)



Specifically, table 1 reports the analysis scenarios in which it is assumed that increasing the monitoring of glycated hemoglobin (1.4 visits a year estimated in the Marche region vs 3 optimal visits23), complications and hospitalizations could be reduced by 10%. This depends on a better monitoring of non-target patients and modifying the treatment accordingly. The changes were made on the primary parameters estimated in the Marche region and by modifying the average costs per patient based on his/her comorbidities accordingly.

Statistical analysis
In order to evaluate the robustness of the data used in the analysis, a probabilistic approach (probabilistic sensitivity analysis) was used, where each parameter was assigned a statistical distribution and the results were re-calculated using 5000 Monte Carlo simulations to obtain interval estimates (95% CI) of the main epidemiological and economic data. The probabilistic distribution was made applying the probabilistic models used in the economic evaluations, distinguishing between costs (gamma distribution) and epidemiological parameters (β distribution).28 The parameters and distributions that generated the results may be examined in online supplementary appendix B.


Results
Database analysis of the Marche region
In the Marche region, 84 330 diabetic patients were estimated totally in 2008, 85 207 in 2009, 85 881 in 2010 and 88 216 in 2011 (table 2). Between 2008 and 2011 on average, 85 909 subjects a year corresponding to about 5.5% of total residents in the Marche region were treated (mean of the four considered years). Of these, about 56% were enrolled exclusively through the ATC A10 prescription, 28% had an A10 prescription and the medical exemption certificate for diabetes and over 7% had a prescription and hospitalization in the same year of analysis. Over 90% of the subjects with DM were recruited in the cohort as they had at least one prescription of antidiabetic drugs during the year.
View this table:	View inline
	View popup



Table 2 Enrolled patients with DM per year from 2008 to 2011



The number of subjects with only DM is equal to 13% (no comorbidity). Over 78% of the diabetic population had at least one cardiac comorbidity, over 55% at least one neuropathic comorbidity, about 8% a kidney comorbidity and about 3% a retinal comorbidity. The detailed breakdown according to the concurrent comorbidities is reported in table 3. It indicates that the subjects with DM plus heart and neuropathic diseases are over 34% of the diabetic population while 27% had diabetes and only cardiac comorbidities.
View this table:	View inline
	View popup



Table 3 Enrolled patients with DM per kind of comorbidities, percentage distribution and mean cost per patient—average patients 2008–2011



Table 4 shows that the average age of the patients is around 67, and it increases with the number of comorbidities. On average, women seem to have a lower number of comorbidities in comparison to men.
View this table:	View inline
	View popup



Table 4 Distribution of patients, average age and sex of the diabetic population by number of comorbidities



Finally, the costs associated with each group of patients were estimated. Figure 1 shows that a patient having only diabetes costs on average €341 annually (red line of the chart) to the regional health system of the Marche region. The cost increases exponentially with associated comorbidities, reaching a yearly average cost of over €7000 when four comorbidities are treated in the same year. Moreover, figure 1A clearly shows that the cost variables grow with the increase in comorbidities. The increase is exponential in terms of pharmaceutical expense for diabetes and comorbidities and, especially, in terms of hospitalization.
[image: Figure 1]
[image: Figure 1]
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Figure 1 Direct medical costs per patient according to comorbidity and cost item (excluding the item other hospitalizations)—Marche region 2008–2011. (A) Average yearly costs per patient. (B) % distribution. DM, diabetes mellitus.



Figure 1B once again demonstrates that as the comorbidities increase, hospitalizations represent the higher cost item. The main cost item of a patient having only diabetes is the drug treatment (59% of total expense). In the event of a comorbidity, the drug expense represents only 31% of total expense, while hospitalization is over 67% of the direct health cost required to manage these patients. Hospital expense grows as the comorbidities associated with the patient's diseases increase, reaching up to 72–80% of the expense for a patient with diabetes plus three or four comorbidities.

National COI results
Reporting the regional results to a national-scale COI probabilistic model, the total number of subjects with DM estimated in Italy was 3 483 860 (95% CI 2 962 053 to 4 032 448) (table 5). Projecting the distribution of patients per comorbidity estimated in the Marche region on the total number of patients estimated in Italy, it is expected that about 462.1 thousand (95% CI 383.6 to 547.8) patients have only diabetes and over 3.0 million (95% CI 2.6 to 3.5 million) patients have one or more comorbidities. In particular, 1.2 million (95% CI 1.0 to 1.4 million) patients with DM have one comorbidity, 1.4 million (95% CI 1.2 to 1.7 million) have two comorbidities, 317 thousand (95% CI 268.9 to 368.2 thousand) and just over 14 thousand (95% CI 11.7 to 17.0 thousand) subjects have three and four comorbidities, respectively (table 5).
View this table:	View inline
	View popup



Table 5 Distribution of patients per comorbidity and associated costs (€ billion)



Assuming at national level the same cost estimate per patient identified in the Marche region, the COI model estimates a total expense of €8.1 billion (95% CI €6.91 to €9.36 billion) for the treatment of patients with DM in Italy (table 5). Of these, about 46% of total expense (3.7 billion; 95% CI 3.15 to €4.27 billion) are closely associated with the treatment of diabetes, and over 86% of total expense (€6.9 billion; 95% CI €5.9 to €8.02) are associated with the treatment of diabetes and its comorbidities.
Taking into account only the costs associated with diabetes (figure 2B), subjects having only diabetes (13% of total diabetic population, figure 2A) absorb only 4% of total expense. Despite representing a small share of total patients with DM (about 10%), the patients with a higher number of comorbidities (+3 or +4 comorbidities) represent no less than 23% of total expense. This indicates that the expenses of subjects with multicomorbidities are disproportionately high, even if only the costs of diabetes are considered (table 5).
[image: Figure 2]
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Figure 2 Distribution of patients and costs by number of comorbidities. (A) Distribution of diabetic patients. (B) Distribution of diabetes costs. (C) Costs of diabetes+comorbidity. (D) Total costs of diabetic patients.



Analyzing the costs for diabetes and its comorbidities (figure 2C), it may be observed that patients with two or three comorbidities, making up about 50% of the patients with DM, account for over 73% on total expense, demonstrating once again that a higher number of comorbidities is a more than proportional economic burden. The same analysis may be conducted observing the total expense for patients with DM (figure 2D).

Results of scenario analysis
Assuming the scenarios described in table 1 with a static situation in which the new approach is consolidated, the model estimates that increasing the monitoring of glycated hemoglobin to three visits a year (−10% of complications, −10% hospitalizations for diabetes and +10% of drug expense due to increased adherence), the total cost of the patients with DM is reduced by 4.2% compared to the base case (−€0.34 billion; 95% CI −€0.44 to −€0.24 billion). Adding a close monitoring of microalbuminuria, total expense would be reduced by 9.2% compared to the base case (−€0.74 billion; 95% CI −€0.88 to −€0.6 billion). At the same time, considering also a higher number of accesses for cholesterol checks, the saving would be over €0.98 million (95% CI €−1.16 to €−0.81), −12.2% compared to the base case. Finally, considering also a further check of blood pressure, the overall reduction of total cost of patients with DM would decrease to €0.38 billion (95% CI −€0.5 to −€0.25 billion) equal to 4.7% compared to the base case (table 5).
Observing only the specific costs of diabetes (A10 ATC drugs, associated specialist care, hospitalizations with MDC10 or with ICD among the hospital discharge diagnoses), the cost reduction is significant in the considered scenarios, moving from €3.7 billion in the base case to just over €3 billion in the last scenario (figure 3). The close monitoring of the four considered parameters would allow an expense reduction of over 17% (−€633 million taking into account only the services closely linked to diabetes).
[image: Figure 3]
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Figure 3 Scenario analysis of only costs associated with diabetes.



Finally, assuming different scenarios with changes in the analysis parameters, table 6 reports the cost results according to the different hypotheses of analysis. In particular, table 6 shows the total cost estimates of patients with DM when the analysis scenario changes, increasing or decreasing the improvement percentage of comorbidities, hospitalizations and expense estimates for drugs (table 1). The results show that in all the analyzed scenarios the diabetes cost would be reduced, from a minimum of estimated €207 million (−2.6% compared to current expense) for the S1 scenario (−5% impact on comorbidities and hospitalizations and +10% impact on drugs) to a maximum of estimated €2.9 billion (−36.5% with reference to the expense in the base case) in the S4 scenario (−30% impact on comorbidities and hospitalizations and +10% impact on drugs).
View this table:	View inline
	View popup



Table 6 Scenario analysis change in total diabetic patient costs (base case change 10%)



With reference to the S0 base case analysis (−10% impact on comorbidities and hospitalizations and +10% on drugs), in which an expense of €7.2 billion was estimated, the other six scenarios estimate a much lower total expense for patients with DM in the scenarios 4 and 6, where it is assumed that the impact on adherence and subsequent increase of the drugs is lower than the variations on comorbidities and hospitalizations. The remaining scenarios seem not to have a considerable impact with respect to S0, showing lower variations.


Discussion and conclusions
As of today, many national studies have been conducted with the aim of identifying the epidemiological and social weight of diabetes in Italy.3 ,12 ,13 ,29 However, no study has ever used data from administrative databases, re-adjusting them inferentially at national level. Our work has tried to estimate the economic burden of the patients affected by diabetes in Italy, reporting the data recorded in a region of central Italy at national level and breaking down the results by type and number of comorbidities associated with the patients with DM. Moreover, applying scenario analyses discussed with a board of experts, the model has simulated the expense impacts deriving from an improvement of diabetes management indicators, so as to guarantee an improvement of the therapeutic management or early diagnosis, therapy and care and, consequently, effectiveness (reduction of comorbidities and hospitalizations).
The model has estimated that the expense of the direct health costs incurred by the Italian NHS is about €8.1 billion. This is consistent with the estimates of Kanavos et al,12 who estimated an expense of €8.5 billion in 2010, and Marcellusi et al,13 who estimated €9.6 billion (95% CI €8.1 to €11.1). The differences are due to the fact that our model has not estimated the glycemic monitoring (equal to €1.31 billion according to Marcellusi et al). With respect to already published studies, our model supplies additional information on costs closely linked to diabetes (€3.7 billion) and to diabetes and its comorbidities (€6.9 billion). Furthermore, real world data produced lower uncertainty over the estimated epidemiological and cost stratification. Consequently, the new COI estimations provide lower 95% CI if compared to the original literature-based model.13
The results show that the yearly average cost per single patient with DM, in terms of direct health costs, amounts on average to €2318. This is in line with the estimates of the 2011 ARNO report3 used in the models of Marcellusi et al13 and Kanavos et al.12 Also in this case, our model supplies additional detailed information, breaking down the average costs per patient with DM and number of comorbidities. It estimates that, with the increase of the comorbidities, the costs grow from €437 a year for subjects with diabetes only to €7574 for subjects with diabetes plus four comorbidities.
A recently published study concerning the specific regional context of Lombardia29 estimated the average costs per patient managed within the region through administrative databases similar to those used in this work. Considering a sample of 312 223 patients with DM, the authors estimated an annual average cost of €3315. This amount is about €1000 higher than our study's estimates (average annual 2008–2011 cost of €2318 calculated on 343 634 patients). These differences are partly due to a different historical period (the study conducted in Lombardia analyzed only data of 2000), but also to a different distribution of total costs. In fact, in the year 2000, the annual average expense in Lombardia was 54.2% for hospitalization, 31.5% for drugs and 14.3% for specialist services. No more than 64% of the annual average cost is due to hospitalizations, only 25% to drugs and just over 11% to specialist services.
As in all these types of analyses, the model and especially the scenario analysis are characterized by the specific limits of these kinds of approaches. The first limit is related to the inferential assumption. The Marche region data are not necessarily applicable to the national context (the Marche region represents only 3% of total patients in Italy). However, this assumption confirms a consistent management of the patient with DM at national level, along with a compliance with national guidelines.23
A second limit consists in the association of specialist visits and hospitalizations related to the diseases being analyzed. However, it has not been possible to associate them differently, as each patient and related access cannot be considered in detail. The consultation with the board of experts has been the only way to identify the services potentially associated with the care and treatment of the patients with DM in Italy. Finally, the last limit concerns the estimates of the scenarios in the management of the patients with DM. The scenarios are not supported by scientific literature supporting the methodological decisions used. However, for explanatory purposes, a constant rate of increase and decrease in the cost items is based on the scenarios designated by the board of clinical experts. These scenarios only aim at observing the expense impact for the NHS that an integrated management of the patient and a correct monitoring would have on the economic burden of diabetes.
In conclusion, this is the first COI model based on administrative data referring to the patient, including a national inference that highlights the economic opportunity deriving from the improvement of management of DM. It is based on the importance of early diagnosis and recruiting, limiting its evolution and reducing related complications.
As of today, no study has been able to provide a breakdown and detail of the costs associated with the treatment of diabetes, demonstrating that the comorbidities are the clinical parameters most able to predict the cost increase of the patient with DM.
As indicated in the SID-AMD treatment standards of 2014, all diabetology services should be able to demonstrate their compliance with the best scientific knowledge and include the planning and implementation of measurement, analysis and monitoring tools (table 7).
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Table 7 Costs of diabetes per scenario analysis and reduction of total expense with reference to the base case



Therefore, the implementation of health indicators, predicting the onset of complications, in the regional strategic plans and in the diabetology services, would be useful to understand in the long/medium run if the implemented strategies can actually give results.

Acknowledgments
This work was supported by an unconditional grant from AstraZeneca Italia.

References
	↵International Diabetes Federation. IDF Diabetes, 6 ed. Brussels, Belgium: International Diabetes Federation, 2014. http://www.diabetesatlas.org



	↵	Seshasai  SR, 
	Kaptoge  S, 
	Thompson  A, et al

., Emerging Risk Factors Collaboration. Diabetes mellitus, fasting glucose, and risk of cause-specific death. N Engl J Med 2011;364:829–41. doi:10.1056/NEJMoa1008862
OpenUrlCrossRefPubMedWeb of Science


	↵Observatory Diabetes ARNO. The assistance of the population with diabetes. Bologna: CS-E. Scientifiche, 2011.



	↵Intensive blood-glucose control with sulphonylureas or insulin compared with conventional treatment and risk of complications in patients with type 2 diabetes (UKPDS 33). UK Prospective Diabetes Study Group. Lancet 1998;352:837–53.
OpenUrlCrossRefPubMedWeb of Science


	↵	Patel  A, 
	MacMahon  S, 
	Chalmers  J, et al

., ADVANCE Collaborative Group. Intensive blood glucose control and vascular outcomes in patients with type 2 diabetes. N Engl J Med 2008;358:2560–72. doi:10.1056/NEJMoa0802987
OpenUrlCrossRefPubMedWeb of Science


	↵	Ray  KK, 
	Seshasai  SR, 
	Wijesuriya  S, et al

. Effect of intensive control of glucose on cardiovascular outcomes and death in patients with diabetes mellitus: a meta-analysis of randomised controlled trials. Lancet 2009;373:1765–72. doi:10.1016/S0140-6736(09)60697-8
OpenUrlCrossRefPubMedWeb of Science


	↵	Kearney  PM, 
	Blackwell  L, 
	Collins  R, et al

., Cholesterol Treatment Trialists’ (CTT) Collaborators. Efficacy of cholesterol-lowering therapy in 18,686 people with diabetes in 14 randomised trials of statins: a meta-analysis. Lancet 2008;371:117–25. doi:10.1016/S0140-6736(08)60104-X
OpenUrlCrossRefPubMedWeb of Science


	↵Tight blood pressure control and risk of macrovascular and microvascular complications in type 2 diabetes: UKPDS 38. UK Prospective Diabetes Study Group. BMJ 1998;317:703–13.
OpenUrlAbstract/FREE Full Text


	↵American Diabetes Association. Standards of medical care in diabetes. 2015. http://care.diabetesjournals.org/content/38/Supplement_1



	↵	De Micheli  A

. Italian standards for diabetes mellitus 2007: executive summary: Diabete Italia, AMD Associazione Medici Diabetologi, SID Societa Italiana di Diabetologia. Acta Diabetol 2008;45:107–27.doi:10.1007/s00592-008-0030-2
OpenUrlCrossRef


	↵	Bruno  G, 
	Bonora  E, 
	Miccoli  R, et al.

, SID-CINECA ARNO Working Group. Quality of diabetes care in Italy: information from a large population-based multiregional observatory (ARNO diabetes). Diabetes Care 2012;35:e64. doi:10.2337/dc12-0765
OpenUrlFREE Full Text


	↵	Kanavos  P, 
	van den Aardweg  S, 
	Schurer  W

. Diabetes expenditure, burden of disease and management in 5 EU countries. LSE Health, London School of Economics, 2012.



	↵	Marcellusi  A, 
	Viti  R, 
	Mecozzi  A, et al

. Direct and indirect cost of diabetes in Italy: a prevalence probabilistic approach. Eur J Health Econ 2016;17:139–47. doi:10.1007/s10198-014-0660-y
OpenUrl


	↵Associazione Medici Diabetologi (AMD)—Società Italiana di Diabetologia (SID). Standard italiani per la cura del diabete mellito 2014. 2014. http://care.diabetesjournals.org/content/suppl/2014/12/23/38.Supplement_1.DC1/January_Supplement_Combined_Final.6-99.pdf



	↵Italian National Institute of Statistics. Demographic indicators. 2015. http://demo.istat.it/altridati/indicatori/index.html



	↵	Degli Esposti  L, 
	Saragoni  S, 
	Buda  S, et al

. Glycemic control and diabetes-related health care costs in type 2 diabetes; retrospective analysis based on clinical and administrative databases. Clinicoecon Outcomes Res 2013;5:193–201. doi:10.2147/CEOR.S41846
OpenUrl


	↵Italian Barometer Diabetes Observatory Foundation. Il diabete: una sfida per il sistema sanitario in Italia. In: Lauro  R, Novelli  G, eds. Italian barometer diabetes report 2014. Roma: 4Educational, 2015:35–41.



	↵Italian Society of General Medicine. VII Report Health Search. Year 2011/2012. Florence: Research Institute of the Italian Society of General Medicine, 2012.



	↵Italian National Institute of Statistics (ISTAT). Italian Statistical Yearbook 2014. Rome: ISTAT, 2014.



	↵Ministry of Health (Italy). Report on the Health Status of Country 2012–2013. 2013. http://www.salute.gov.it/imgs/C_17_tavoleRelazione_49_listaTabelle_tabelleItemName_1_fileTabella.pdf



	↵	Berger  ML, 
	Bingefors  K, 
	Hedblom  EC, et al

. Cost of illness study, in health care cost, quality, and outcomes. USA: ISPOR, 2003:43–4.



	↵	Joel  E, 
	Segel  BA

. Cost-of-illness studies—a primer. RTI-UNC Center of Excellence in Health Promotion Economics, 2006.



	↵Progetto Integrazione and gestione e assistenza (IGEA). Gestione integrata del paziente Diabetico. Roma: P. scientifico, 2012. http://www.epicentro.iss.it/igea/strumenti/linee_guida.asp



	↵	Liebl  A, 
	Mata  M, 
	Eschwège  E

, ODE-2 Advisory Board. Evaluation of risk factors for development of complications in type II diabetes in Europe. Diabetologia 2002;45:S23–8. doi:10.1007/s00125-002-0863-0
OpenUrlCrossRefPubMedWeb of Science


	↵	Viberti  G, 
	Mogensen  CE, 
	Passa  P, et al

. St Vincent Declaration, 1994: guidelines for the prevention of diabetic renal failure. In: Mogensen  CE, ed. The kidney and hypertension in diabetes mellitus. Dordrecht: Kluwer Academic Publishers, 1994:515–27.



	↵The Framingham Heart Study. May 2016. http://www.framinghamheartstudy.org/index.php



	↵	Brenner  BM, 
	Cooper  ME, 
	de Zeeuw  D, et al

., RENAAL Study Investigators. Effects of losartan on renal and cardiovascular outcomes in patients with type 2 diabetes and nephropathy. N Engl J Med 2001;345:861–9. doi:10.1056/NEJMoa011161
OpenUrlCrossRefPubMedWeb of Science


	↵	Briggs  A, 
	Claxton  K, 
	Sculpher  M

. Decision modelling for health economic evaluation. New York: Oxford University Press, 2007.



	↵	Scalone  L, 
	Cesana  G, 
	Furneri  G, et al

. Burden of diabetes mellitus estimated with a longitudinal population-based study using administrative databases. PLoS One 2014;9:e113741. doi:10.1371/journal.pone.0113741
OpenUrl






View Abstract
  


  
  



  
      
  
  
    Footnotes
	Contributors AM, FSM and RV wrote the manuscript, performed analysis, analyzed and discussed the results. PS researched data and analyzed the results. GA, SDC, VP and GT reviewed/edited the manuscript and contributed to discussion. AM (PhD) and Professor FSM are the guarantors of the article.

	Competing interests None declared.

	Patient consent Obtained.

	Provenance and peer review Not commissioned; externally peer reviewed.

	Data sharing statement No additional data are available.





  


  
  



  





  


  
  



  
        Read the full text or download the PDF:

    
  
  
    
  
    
  
    
    
      
        
  
      
  
  
      


  
  



      

    


    
      
        
  
      
  
  
    Subscribe  


  
  



      

    

    
    
      
        
  
      
  
  
    Log in   


  
  



  
      
  
  
    
  
    
  
      
  
  
    Log in via Institution
Log in via OpenAthens
  


  
  



  
      
  
  
    Log in using your username and password

 For personal accounts OR managers of institutional accounts



  Username *
 



  Password *
 




Forgot your log in details?Register a new account?

Forgot your user name or password?




  


  
  



  



  


  
  



      

    

  
  
   
  
    



  


  
  



      

      
    

    
    
      
        
  
      
  
  
      


  
  



      

    

  
  
   
    
    
    
      
        
  
      
  
  
    
  
      
  
     
          

          

          

          

          




  


  
  



      

    

  
  
   
  


  



  

          

        


        
        
      

    

   

 


    
    
      
          
    

    
  
    
  
    
  
      
  
  
    	[image: American Diabetes Association]

  


  
  



  



  



  

      

    

  
    
    
      
          
    

    
  
    
  	Content	Latest content
	Archive
	Browse by collections
	Most read articles
	In the news
	Responses


	Journal	About
	Editorial board
	Thank you to our reviewers
	Sign up for email alerts


	Authors	Instructions for authors
	Submit an article
	Open Access at BMJ


	Help	Contact us
	Reprints
	Permissions
	Advertising
	Feedback form





  



  

      
            
        
            
    

    
  
    
  
    
  
      
  
  
    	 RSS
	 Twitter
	 Facebook

  


  
  



  



  



  

        
      

          

  
      
    
      
    

    
      
        	Website Terms & Conditions
	Privacy & Cookies
	Contact BMJ


        
        Cookie Settings
        
        Online ISSN: 2052-4897

        Copyright © 2023 BMJ Publishing Group Ltd. All rights reserved.

      

    

  
      
    
        
    

    
  
    
  
    
  
      
  
  
    


  



  


  
  



  



  



  

    

  

  
  




