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The objective of the economic evaluation is to estimate the cost-effectiveness of the
intervention in terms of additional costs per additional resident not receiving an antipsychotic
prescription. The economic evaluation will be performed from the perspective of the German
social insurance (statutory health insurance and long-term care insurance). To this end, an
incremental cost-effectiveness ratio will be calculated, i.e. the ratio of the difference in costs
between intervention and control group divided by the difference in the proportion of
residents without a psychotropic medication gained in each group.

Effect parameters will be taken from the trial (see measures in main manuscript). Cost
parameters will be collected alongside the study on intervention-related components as well
as outcome-related components - based on cost protocols developed for earlier own studies
[1-3]. For this, in addition to data of residents (e.g. medication, see measures), at points of
measurement t; to t, we will retrospectively document the following aspects referring to the
last three months: emergencies, hospital admissions, change in nursing care dependency, and
physician contacts. All other cost parameters will be registered through the course of the study
or during process evaluation. Healthcare resource use due to interventions and other reported
healthcare utilization (consultations, hospital days, etc.) will be multiplied by unit
costs/prices. Currently, there are no German guidelines for costing in economic evaluations
containing standard unit costs. Hence, healthcare resource use will be valued by unit
costs/prices obtained from published sources and official statistics for Germany (e.g. charges
and rates from administrative databases, pharmacy retail prices). Resource use and costs
directly associated with the intervention (e.g. staff time) will be derived from the study
documentations. Costs explicitly associated with the conduct of the study, such as data
collection or delivery of medication reviews, will not be taken into account.

For the health economic analysis, mean costs as well as cost differences between intervention
and control group will be calculated. Adjustment for cluster correlation is planned, if possible.
Sampling uncertainty (95 % confidence intervals) will be estimated using bootstrap procedure
because cost data are usually non-normally distributed (skewed). Effects will be taken from
the clinical analysis. Incremental cost-effectiveness ratio (ICER) will be estimated in terms of

costs per additional resident without psychotropic medication. The non-parametric bootstrap



method will be employed to generate confidence intervals around the ICER estimates derived
from the study sample [4, 5]. Uncertainty surrounding the ICER will also be presented on the
cost-effectiveness plane [6, 7] and as the cost-effectiveness acceptability curve [8, 9]. Besides
statistical uncertainty (sampling variation) with regard to costs and effects, every economic
evaluation may contain some degree of data imprecision (e.g. resource costs/prices), which
should be accounted for. To handle this type of uncertainty, sensitivity analysis will be
employed. In the sensitivity analysis, (uncertain) parameter(s) of the base-case analysis will
be varied to determine whether changes in these parameters influence the results. We will
report both the revised point estimates and revised confidence intervals for costs,

effectiveness, and cost- effectiveness that result from the sensitivity analyses.
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