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VERSION 1 - REVIEW 

REVIEWER Thomas Berger 
University of Bern 

REVIEW RETURNED 30-Jul-2015 

 

GENERAL COMMENTS The manuscript presents a cost-effectiveness study in which the 
cost-effectiveness of Internet-delivered CBT (ICBT) for severe health 
anxiety is compared with Internet-delivered behavioural stress 
management. This is a timely study, the presentation is very clear, 
methods used are adequate and very well described, and limitations 
such as the fact that the study did not include a trial arm with 
conventional face-to-face treatment are addressed.  
I can only suggest this manuscript for publication with one very 
minor comment/suggestion:  
Please say some more words about why intervention costs in ICBT 
were higher than in IBSM. Both treatments are guided self-help 
treatments. Was therapist time devoted to each client higher in ICBT 
than IBSM? If yes, why?  

 

REVIEWER Peter Tyrer 
Centre for Mental Health, imperial College, London 

REVIEW RETURNED 01-Aug-2015 

 

GENERAL COMMENTS This is a competent paper from a well-established research team. 
However, I am not competent to comment fully on the health 
economics analysis, although to my primitive economic mind it 
appears to have followed the right rules.  
 
My comments are minor:  
1. The title and text refer to severe health anxiety. What is the 
justification for using 'severe'? There has been a lot of comment in 
the journals suggesting that the patients presenting for internet 
treatment of all psychiatric disorders have less serious conditions 
than the equivalent group seen in clinical practice, so any use of 
'severe' has to be justified.  
2. Mindfulness training was a small component of the CBT group. As 
mindfulness CBT has also been shown to be effective in treating 
health anxiety (McManus et al, 2013) this needs a bit more 
explanation.  
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3. Medication costs were much higher in the CBT group. A 
psychopharmacologist might look at the data and say that the 
differences in outcome could be explained by anti-anxiety drugs 
being given to a greater degree in the CBT group. I suspect this is 
not the case but some explanation of the source of differences 
should be made.  
4. Four of the references are incomplete.  

 

REVIEWER Jill Newby 
University of New South Wales 

REVIEW RETURNED 03-Aug-2015 

 

GENERAL COMMENTS Thank you for asking me to review this interesting paper. This paper 
was well written, and the study was well-conducted, which is not 
surprising given the high quality research conducted by this research 
team. This is the first study to compare the cost-effectiveness of 
ICBT for health anxiety to an alternative internet-based 
psychological intervention, and the first to demonstrate that ICBT is 
cost effective in comparison to IBSM for health anxiety. The results 
therefore have important economic and treatment implications. I 
have a few questions that I hope the authors will clarify.  
1. I am confused as to why the abstract states that the cost of 
clinically significant improvement in ICBT compared to IBSM was 
$144, yet in other sections, it states $2214. Please clarify.  
2. When looking at the results table, it looks like overall expenditure 
reduces between pre-and post-treatment and was lower for the ICBT 
vs IBSM program at post-treatment. However, the costs break down 
suggests that indirect costs may increase slightly in ICBT, but 
reduce in IBSM? Given this, I’m not sure that the authors’ conclusion 
regarding the mechanisms is justified (see page 16, line 34). While it 
could be argued that participants in the ICBT program refrained from 
seeking health care and this was the driver of reduction in health 
care expenditure, it seems to me that iCBT may not have increased 
workforce participation as the costs of work cutback had increased 
at post-treatment.  
3. What was the proportion of participants in both groups who met 
criteria for clinically significant change?  
4. What was the effect size for the between-groups difference on 
page 13, line 7?  
5. I may have missed it in the manuscript, but what accounted for 
the higher intervention costs in the ICBT group? Was it clinician time 
spent per participant? 

 

REVIEWER C.Barr Taylor 
Stanford Medical Center  
USA 

REVIEW RETURNED 18-Jan-2016 

 

GENERAL COMMENTS MS. “Cost-effectiveness of Internet-based cognitive behaviour 
therapy and behavioural stress management for severe health 
anxiety” addresses the important issue of the cost-effectiveness of 
on-line treatments for severe health anxiety. The authors have 
previously demonstrated the cosst0effectivenss of their program 
(ICBT) compared to a no treatment control but here add an active 
comparison group. The study has many strengths including a large 
sample, and very high post-treatment follow-up rates.  
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Introduction.  
A minor issue: the authors hypothesis is that “an additional case of 
improvement or quality adjusted life year….would be achieved at a 
not exceeding20,000 pounds.” For those of us not familiar with the 
NICE some discussion of how this was chosen and what it means is 
needed. Achieving one year QALY for 20,000 pounds seems both 
very expensive and of dubious value. They might also justify why 
they chose a somewhat expensive comparator, versus say, merely 
bibliotherapy  
 
Methods  
 
Another minor issue: The authors say that the QALy analyses 
represent the benefit of a new treatment compared to an alternative. 
I believe the alternative is usually an established treatment whereas 
the control treatment is not that well established as being beneficial 
for this condition. A minor point: DSM-IV actual uses the tem “Illness 
Anxiety Disorder.” I don’t think there is a severe health anxiety 
category.  
 
Cost Assessment.  
The authors indicate that they used the TIC-P but they don’t 
describe how the data was collected. For instance, is it passed on 
the participants self-report of time lost from work?  
 
Data analysis  
How did the authors arrive at their clinically significant improvement 
criteria?  
 
Figure 2 is interesting but seems rather artificial. Is there some 
standard indicating what “society is willing to pay.” Perhaps the 
author could reference has this is used in health care policy  
 
Discussion  
 
The discussion is clear, appropriate and addresses the important 
findings and limitations. 

 

 

VERSION 1 – AUTHOR RESPONSE 

Comments from Reviewer 1  

1. Reviewer 1 wrote “The manuscript presents a cost-effectiveness study in which the cost-

effectiveness of Internet-delivered CBT (ICBT) for severe health anxiety is compared with Internet-

delivered behavioural stress management. This is a timely study, the presentation is very clear, 

methods used are adequate and very well described, and limitations such as the fact that the study 

did not include a trial arm with conventional face-to-face treatment are addressed.  

 

I can only suggest this manuscript for publication with one very minor comment/suggestion: Please 

say some more words about why intervention costs in ICBT were higher than in IBSM. Both 

treatments are guided self-help treatments. Was therapist time devoted to each client higher in ICBT 

than IBSM? If yes, why?”  

1. Author response  

Reviewer 1 is correct that the slight difference in intervention costs (Table 1) was due to somewhat 

more therapist time used in ICBT (median minutes per week=11.0) compared to IBSM (median 
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minutes per week=9.2). In the revised manuscript this information has been added (p. 14, paragraph 

1). This difference in therapist time used was not part of the design (in contrast, all therapists were 

encouraged to spend the same amount of time in both treatment arms) so one can only speculate 

about the causes. One possible such cause is that IBSM is a relatively more straightforward and 

easily understood treatment as it is based on applied relaxation, whereas exposure exercises (which 

is often somewhat counterintuitive) in ICBT may require that therapists need more time to formulate 

answers to patients.  

 

Comments from Reviewer 2  

2. Reviewer 2 wrote: ”This is a competent paper from a well-established research team. However, I 

am not competent to comment fully on the health economics analysis, although to my primitive 

economic mind it appears to have followed the right rules.  

 

My comments are minor:  

The title and text refer to severe health anxiety. What is the justification for using 'severe'? There has 

been a lot of comment in the journals suggesting that the patients presenting for internet treatment of 

all psychiatric disorders have less serious conditions than the equivalent group seen in clinical 

practice, so any use of 'severe' has to be justified.”  

 

2. Author response  

We agree with Reviewer 2 that it is important to justify the terminology used. As health anxiety can be 

viewed as a dimensional phenomenon, ranging from adaptive concerns motivating appropriate health 

care seeking behaviours to severely debilitating anxiety [1], the term severe health anxiety is used in 

this paper to denote that we refer to clinically significant impaired individuals meeting diagnostic 

criteria of DSM-IV hypochondriasis. In the revised manuscript, we have added information about this 

(Introduction, p. 5, paragraph 1).  

 

3. Reviewer 2 wrote “ Mindfulness training was a small component of the CBT group. As mindfulness 

CBT has also been shown to be effective in treating health anxiety (McManus et al, 2013) this needs 

a bit more explanation.”  

 

3. Author response  

In the present study, mindfulness training was used throughout the treatment as a way to enhance 

exposure, i.e. it was not a stand-alone intervention but used as a way to increase the possibility that 

patients would conduct exposure exercises. This meant that participants were encouraged to use 

mindfulness techniques as a means to handle anxiety triggered by exposure. The treatment thus 

differed in this regard from the mindfulness-based cognitive treatment by McManus et al. [2] where 

mindfulness training is the main treatment component. In the revised manuscript, we elaborate on the 

purpose of mindfulness training (Methods, p. 9, paragraph 2).  

 

4. Reviewer 2 wrote “Medication costs were much higher in the CBT group. A psychopharmacologist 

might look at the data and say that the differences in outcome could be explained by anti-anxiety 

drugs being given to a greater degree in the CBT group. I suspect this is not the case but some 

explanation of the source of differences should be made.”  

 

4. Author response  

We checked the data and compared the two groups in terms of medication. There was no differences 

between ICBT and IBSM at baseline (Z=0.546; P=.585) or post-treatment (Z=1.706; P=.088) 

regarding medication costs. In the manuscript, this information is provided in the Results (p. 14, 

paragraph 1).  

 

5. Reviewer 2 wrote “Four of the references are incomplete.”  
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5. Author response  

We thank Reviewer 2 for this detailed feedback, we have scrutinized the reference list and updated 

the four previously incomplete references.  

 

Comments from Reviewer 3  

6. Reviewer 3 wrote “Thank you for asking me to review this interesting paper. This paper was well 

written, and the study was well-conducted, which is not surprising given the high quality research 

conducted by this research team. This is the first study to compare the cost-effectiveness of ICBT for 

health anxiety to an alternative internet-based psychological intervention, and the first to demonstrate 

that ICBT is cost effective in comparison to IBSM for health anxiety. The results therefore have 

important economic and treatment implications. I have a few questions that I hope the authors will 

clarify.  

 

I am confused as to why the abstract states that the cost of clinically significant improvement in ICBT 

compared to IBSM was $144, yet in other sections, it states $2214. Please clarify.”  

 

6. Author response  

We truly apologize for this typo in the abstract. The correct ICER is $2214. The correct ICER is 

provided in the Abstract of the revised ms.  

 

7. Reviewer 3 wrote “ When looking at the results table, it looks like overall expenditure reduces 

between pre-and post-treatment and was lower for the ICBT vs IBSM program at post-treatment. 

However, the costs break down suggests that indirect costs may increase slightly in ICBT, but reduce 

in IBSM? Given this, I’m not sure that the authors’ conclusion regarding the mechanisms is justified 

(see page 16, line 34). While it could be argued that participants in the ICBT program refrained from 

seeking health care and this was the driver of reduction in health care expenditure, it seems to me 

that iCBT may not have increased workforce participation as the costs of work cutback had increased 

at post-treatment.  

 

7. Author response  

Because the paragraph (Discussion) that Reviewer 3 refers to, regarding the potential mediating role 

of behaviours related to costs, was somewhat speculative we have removed that paragraph in the 

revised manuscript (p. 16, paragraph 2).  

 

8. Reviewer 3 wrote “ What was the proportion of participants in both groups who met criteria for 

clinically significant change?”  

 

8. Author response  

The total number of clinically significant improved in ICBT was n=38 (48%). In IBSM, the 

corresponding number was n=27 (34%). This information has been added in the revised manuscript 

(Results, p. 14, paragraph 3).  

 

9. Reviewer 3 wrote “ What was the effect size for the between-groups difference on page 13, line 7?”  

 

9. Author response  

The post-treatment between-group effect size was d=0.3. This effect size estimate has been added in 

the revised manuscript (Results, p. 13, paragraph 2).  

 

10. Reviewer 3 wrote “I may have missed it in the manuscript, but what accounted for the higher 

intervention costs in the ICBT group? Was it clinician time spent per participant?”  
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10. Author response  

Reviewer 3 is correct that the slight difference in intervention costs (Table 1) was due to somewhat 

more therapist time used in ICBT (median minutes per week=11.0) compared to IBSM (median 

minutes per week=9.2). In the revised manuscript this information has been added (p. 14, paragraph 

1). This difference in therapist time used was not part of the design (in contrast, all therapists were 

encouraged to spend the same amount of time in both treatment arms) so one can only speculate 

about the causes. One possible such cause is that IBSM is a relatively more straightforward and 

easily understood treatment as it is based on applied relaxation, whereas exposure exercises (which 

is often somewhat counterintuitive) in ICBT may require that therapists need more time to formulate 

answers to patients.  

 

Comments from Reviewer 4  

11. Reviwer 4 wrote “MS. “Cost-effectiveness of Internet-based cognitive behaviour therapy and 

behavioural stress management for severe health anxiety” addresses the important issue of the cost-

effectiveness of on-line treatments for severe health anxiety. The authors have previously 

demonstrated the cosst0effectivenss of their program (ICBT) compared to a no treatment control but 

here add an active comparison group. The study has many strengths including a large sample, and 

very high post-treatment follow-up rates.  

 

Introduction.  

A minor issue: the authors hypothesis is that “an additional case of improvement or quality adjusted 

life year….would be achieved at a not exceeding20,000 pounds.” For those of us not familiar with the 

NICE some discussion of how this was chosen and what it means is needed. Achieving one year 

QALY for 20,000 pounds seems both very expensive and of dubious value. They might also justify 

why they chose a somewhat expensive comparator, versus say, merely bibliotherapy”  

 

11. Author response  

The threshold for what should be considered a cost-effective treatment is of course to some extent 

arbitrary and varies between countries. As described by Mihalopoulos and Chatterton [3], the World 

Health Organization on Macroeconomics and Health has suggested that a general cost-effectiveness 

criterion should be that if a the cost of a DALY does not exceed the average income per capita in a 

given country the treatment can be considered very cost-effective [4]. In 2013, the average annual 

income in Sweden was approximately (USD) $42500 [5] meaning that also when using the World 

Health Organization’s criterion, the findings of the present study indicate that ICBT is cost-effective. In 

the revised manuscript, we have added information about this (p. 16, paragraph 2).  

 

12. Reviewer 4 wrote “Another minor issue: The authors say that the QALy analyses represent the 

benefit of a new treatment compared to an alternative. I believe the alternative is usually an 

established treatment whereas the control treatment is not that well established as being beneficial for 

this condition.  

 

12. Author response  

In the health economic literature, cost-effectiveness analysis using incremental cost-effectiveness 

ratios have been used when comparing a given treatment to a variety of alternatives, including no 

treatment, care-as-usual and placebo [e.g. 6]. As long as one is clear regarding which treatment 

conditions that are compared we regard the ICER calculation to be a sound analysis method. We 

have therefore made an effort throughout the manuscript and especially in the Discussion to be clear 

with how the ICER should be interpreted (e. g. p. 17, paragraph 2).  

 

13. Reviewer 4 wrote “A minor point: DSM-IV actual uses the tem “Illness Anxiety Disorder.” I don’t 

think there is a severe health anxiety category. “  
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13. Author response  

Reviewer 4 is correct that severe health anxiety is not a diagnostic category in DSM. Illness anxiety 

disorder is however the diagnostic term used in DSM-5 while the corresponding diagnostic disorder in 

DSM-IV was hypochondriasis. In the present study, participants were required to meet diagnostic 

criteria for DSM-IV hypochondriasis. However, as the term hypochondriasis has been criticized by 

experts in the field, not least due to its pejorative connotations [e.g. 7], we decided to use the term 

severe health anxiety synonymously with hypochondriasis, following the same terminology as in the 

main outcome study [8]. In the revised manuscript, we hade added information justifying the use of 

severe health anxiety (Introduction, p. 5, paragraph 1).  

 

14. Reviewer 4 wrote “Cost Assessment. The authors indicate that they used the TIC-P but they don’t 

describe how the data was collected. For instance, is it passed on the participants self-report of time 

lost from work?”  

 

14. The TIC-P is a self-report measure where participants report activities relating to direct medical 

costs (e.g. medications and psychological treatments) as well as indirect costs (e.g. sick leave or 

unemployment). More information about this has been added in the revised manuscript (Methods, p. 

10, paragraph 4).  

 

15. Reviewer 4 wrote “Data analysis How did the authors arrive at their clinically significant 

improvement criteria?”  

 

15. Author response  

The criteria for clinically significant improvement was that participants had to be improved by at least 

18 points on the HAI and have an end point score of 66 or lower. Participants classified as clinically 

significant improved were thus reliably improved beyond what be could expected from measurement 

error using the Jacobson and Truax formula [9] (pre-to-post-treatment change divided by the standard 

error of the difference between scores) and were closer to the healthy population than to the clinical 

population. Healthy control scores (28.9) were obtained from the study by Salkovskis et al. [10] and 

baseline scores (104) of participants of the present study were used as reference for the clinical 

population. More information about this has been added in the revised manuscript (Methods, p. 12, 

paragraph 2).  

16. Reviewer 4 wrote “Figure 2 is interesting but seems rather artificial. Is there some standard 

indicating what “society is willing to pay.” Perhaps the author could reference has this is used in 

health care policy”  

 

16. Author response  

In the revised manuscript we have added an explanation of what the cost-effectiveness acceptability 

curve represents (Methods, p. 13 paragraph 1), i.e. the proportion of scatter points falling south and 

east of a range of slopes through the origin of the ICER plane where a slope coefficient of 0 

(equivalent to the x-axis) represents that willingness to pay is zero and 1 (equivalent to the y-axis) that 

willingness to pay is infinite. The cost-effectiveness acceptability curve is thus directly derived from 

the ICER plane and is another way of describing the distribution of scatter points. As noted by 

Fenwick and Byford [11], the cost-effectiveness acceptability curve has become a common way of 

presenting data from cost-effectiveness analyses.  
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VERSION 2 – REVIEW 

REVIEWER Thomas Berger 
University of Bern 

REVIEW RETURNED 20-Feb-2016 

 

GENERAL COMMENTS The authors responded appropriately to my comments. I can 
suggest the manuscript for publication. 

 

REVIEWER Peter Tyrer 
Centre for Mental Health, Imperial College, London 

REVIEW RETURNED 05-Feb-2016 

 

GENERAL COMMENTS This paper is now acceptable for publication  

 

REVIEWER C. Barr Taylor, M.D. 
Stanford Medical Center, and mHealth Institute, Palo Alto University, 
USA 

REVIEW RETURNED 12-Feb-2016 

 

GENERAL COMMENTS The authors have done an excellent job in addressing reviewer 
concerns. I have nothing else to add  
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