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Biotech products
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National Health Reform Needs To Follow The Money

Type Of Care Percent Of Resources Used
Catastrophic
Chronic

14
Episodic 25
Well 18 81

Percent Of Population
Chart: RWHC, 9/03
Data: Cerner Corporation, '99 and Wisconsin Hospital Association, 9/03
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Americas
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Technology
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Special Reports
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ON THIS DAY
EDITORS' BLOG

BBC News in video and audio

B E-mail this to a friend &b Printable version
Herceptin: Was patient power key?

By Sanchia Berg
BBC Today programme correspondent

The breast cancer drug
Herceptin has been
approved for use on the NHS
for the treatment of early
stage breast cancer.

The decision by the National
Institute for Clinical and Health
Excellence {NICE) was made in
record time following an
emotional campaign, and a
number of high profile court
cases.

ceptin has proved effective in
trials

It all began in May last year.

That is when US doctors indicated a trial of Herceptin on early
stage breast cancers had been promising - and was also when
Professor Lisa Jardine received a call.

She had been suffering from breast cancer, and had written
that she might benefit from Herceptin.

She said: "I was phoned within  g¢ tha ol nailice <l (i
a day by somebody who asked our independent advisory
if I would like help in getting committees are not for

my health service trust to get Pushing around by 3"\"'5'0'1;,
me Herceptin prior to NICE's

authorising of it. Andrew Dillon

"I asked who this person was, and they told me they worked
for a PR company working for Roche (which makes Herceptin).

"I was rather obviously outraged that the pharmaceutical
company should be trying to persuade me to go public in
trying to get the drug - which incidentally my hospital would
have given me, should I have wanted it - and I hung the
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Percentage

Erlotinib in pancreas cancer

(responsemates 8:654)

Overall Survival for All Patients

100
HR = 0.B1*
95%; CI (0.67, 0.97)
P = 0.025

Gemcitabine + Erlotinib
Median = 6.37 months
1 Year Survival = 24%

Gemcitabine + Placebo

Median = 5.91 months
1 Year Survival = 17%

5.91 = 6.37 months

Percent age

Progression-Free Survival

HR = 0.76%
95% CI (0.63, 0.91)
P = 0.003

Gemcitabine + Erlotinib

Median = 3.75 months
N=285

Gemcitabine + Placebo

“*1 Median = 3.55 months

N=284

10 16
Time (Morths)

* Adiusted for PS, pain and disease extent at randornization

3.55 = 3.75 months

(Moore M; ASCO 2005) > FDA &1t > &= Al2td 50> =01 ? |
SO






Key Concepts

o OHAEE Il SM=S 480 EQY
- ZIE/ARIA XA
- MIAHl W
 Rationing =
=mp 1124l 2(resource allocation)
= P M=S| A (priority setting)
===d K| =5 ) 1S &(sustainability)

ke T I'_'_'l"l’l
i W - F;itﬁw.é,%vﬁ@ *i
<,y i Wi L Ty }'.-.'{'.'ﬁ!m
= e e -fi."—m‘.’hﬁ'ﬂ!fh“;"h_ e N B ,“ih‘&%!"



“Value for Money”
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“/alue for Money & i1t 5 Jlio| M

- Value-based Medicine

- Pay for Performance (P4P)




VValue-based Medicine

- 2H =Al9| (Evidence-based) 2l&t/o| &
— Silfleffectiveness] — “right treatment, right
patient, right time ”

- 3l
- 25/efficiency] - best net “value” in allocation of
scarce resources
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Proportion of Evidence-Based Healthcare

- BMJ Editorial: about 15%
- Kerr White: 19-20%
- Archie Cochrane: less than 10%
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Opinion-based
decision making
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Evidence-based
decision making
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the NEW ENGLAND
JOURNAL of MEDICINE

APRIL 12, 2007

ESTABLISHED [M 1813

Optimal Medical Therapy with or without PCI
for Stable Coronary Disease

Williarm E. Boden, M.D., Robert A, O Rourke, M.D., Koon K. Teo, M.B,, B.Ch,, Ph.D., Pamela M. Hartigan, Ph.D.,
David ). Maron, M.D., William |. Kostuk, M.C., Merril Knudtsen, M.D., Marcin Dada, M.D., Paul Casperson, Ph.D.,

WOL, 386 N0, 1%

Crystal L. Hamis, Pharm.D., Bernard R. Chaitrman, M. D., Leslee Shaw, Ph.D., Gilbert Gosselin, M.D.,
Shah Mawaz, M.D., Lawrence M. Title, M.D., Gerald Gau, M.D., Alvin 5. Blaustein, M.Dv, David . Booth, M.D.,
Eric R. Bates, M.D., John A, Spertus, M.D., M.P.H., Daniel 5. Berman, M.D.,, G.B. John Mancini, M.D.,
and William 5. Weintraub, M.D., for the COURAGE Trial Research Group®

ABSTRACT

BACKCROUND

In patients with stable coronary artery disease, it remains unc'ear whether an initial
management strategy of percutaneous coronary intervention (PCI) with intensve
pharmacologic therapy and lifesty'e intervention (optima! medical therapy) is superior
to optimal med:cal therapy alone in reducing the risk of cardiovascular events.

METHO DS

We conducted a randomized trial involving 2257 patients who had objectve evidence
of myocard:al ischemia and significant coronary artery disease at 50 115, and Cana-
dian centers. Letween 1999 and 2004, we assigned 1149 patients to undergo PCIwith
optima! medical therapy (PCIgroup) and 1138 to receve optimal medica’ therapy alone
(medicaktherapy group). The primary outcome was death from any cause and non-
fatal myocardial nfarcton during a follow-up period of 2.5 to 7.0 vears (median, 4.6).

RESULTS

There were 211 primary events in the PCI group and 202 events in the medica'-
therapy group. The 4.6-vear cumulative primary-event rabes were 19.0F in the [PCI
group and 18.5% in the medical-therapy group (hazard ratio for the BCI group,
L.05; 95% confidence interval [CI], 0.87 to 1.27; P=0.62). There were no significant
ditferences between the PCI group and the medi:caktherapy group in the composite
of death, myocardial infarction, and stroke [20.07% vs. 19.5%; hazard ratio, 1.05;
95 CI, 0.87 to 1.27; P=0.62); hospitalization for acuke coronary syndrome (12.4% vs.
11.8%; hazard ratio, 1.07; 95 CI, 084 to 1.57; P=0.56); or myocardia! infarction
(13.2% vs. 12.3%: hazard rabo, 1.1%; 95% CI, 0.89 to 1.43; P=0.23).

CONCLUSISNE

As An initid Management strabepy in patients with stable coronary areery disease,
EBCI did not reduce the risk of death, myocardia! infarction, or other mawor cardio-
vascular events when added to optmal medical therapy. (ClinicalTria!sgov number,
HCTO0007E57.)

Affiliations for all authors are listed inthe
Apperdin. Address reprint requasts to .
Boden atthe Divisionof Cardiclogy, Buf
ok General Haspital, 100 High St. Buffak,
N 14203, or at whaden@kaleidahealth.
org.

*Kembers of the Clinical Cutcomes Uti-
lizing Revascularization and Aggressive
Drrug Evaluation (COURAGE) trial are liss
ed in the &ppendic and in the Supplemen-
tary Appendie aailable with the full bext
of this articke at www. nejm.org.

This article (10,1056 NEJMoatf 03 23] was
publshed at www. nejm.org on March 26,
2007,

H Engl] Med 2007;356 1503 16,
Coppight £ 2007 Masschane ts Madcal Sooy.
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! 3 onomic Evaluation)

- HI2FA Cost Analysis

- HI28 }EAM Cost-Effectiveness Analysis

— cost-effectiveness ratio

e costl/outcomel Vs. cost2/outcome?

— Incremental analysis

* (costl-cost2)/(outcomel-outcome?2)
- HIMAZEAM Cost-Benefit Analysis
— Net benefit approach

— Cost benefit ratio
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stematic Review)

Structured process involving several steps:
— Well formulated question
— Comprehensive data (all relevant literature) search
— Unbiased selection and abstraction process
— Critical appraisal of data
— Synthesis of data

— Structured report
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2 (=2 %)ol A9} “Myth” of Odds Ratio

SMIl=0f Slet M E 24 £ 200/100,000 — 100/100,000

2=:2.0 (100% H=})
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Evidence-Based to
Value-Based Medicine
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Moving from evidence-based
to value-based medicine

Ey Christopher Quadagrmno,

T FnDD Melissa Brown, MDD, is
e DipeREs G e Cnter T
Sanpy 5 ; recior af the Center for
Published July 2006
B Vahie-Based Medicine, and
® React to this aticle in - is on the faculty at
- —_ . - T haiaapcisng A7 pﬂwn@;jvanja
onowat— V alue-based Medi 5 e
lealtheare
Photodynamic therapy applicable across all specialties.® Utility authar of
_______________________________________________________________________________________ analysis fits the criteria splendidly. -Based to
Until a standardised database of sine.

| b d d' M utility values is obtained from patients
VG ve dase medicine with diseases across all specialties in me-based

medicine, the great majority of cost

MM BI‘OWH, G C Brown utility analyses will not be comparable.
Thus, the establishment of meaningtul Geemtentho

lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll ‘ralue baqed I',I.',I.Edi.ci.l'_I.E ﬁtandardﬁ Wi_ll nnt
h be possible, and both quality of care and Sl

i * > ol ’ f

Lef's 981- " ng t the efficiency of use of healthcare sed-based
ohlems or

in this issue of the BJO (p 982) is a

well performed study that utilises a
torm of healthcare economic analysis
that is increasing in popularity through-
out the healthcare literature. This
instrument, cost utility analysis, has
also been referred to by some as cost
etfectiveness analysis. A review of the
healthcare literature wusing the key
waords “cost utility analysis™ and “cost
effectiveness analysis™ reveals 386 hits
tor the years 1999 through 2003, 248

The article by Hopley and associates

life. Utility values numerically quantify
the quality of life associated with a
health state. By convention, they range
from 1.0 for perfect permanent health
{or perfect permanent vision) to 0.0 for
death. The higher the utility value, the
better the quality of life associated with
a health state. In ophthalmology, utility
values are most highly correlated with
the visual acuity in the better seeing eye.

The method of utility analysis, as well
as the respondent source of utility
values can make a dramatic ditference

oF DL

e

services will sutfer.

Can it be done? Absolutely. The key is
selecting a right preference based tool
and sticking with it. After experiment-
ing with multiple quality of life instru-
ments, We believe time trade-off utility
analysis 15 the most reproducible and
well understood by patients. Once the
standardised utility value database inte-
grates the utility values associated with
ophthalmic diseases with those asso-
clated with diseases across all of med-
icine, the value based sky is the limit.

Stay tuned.
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Pay for Performance (P4P)

“The use of incentives to encourage and

reinforce the delivery of evidence-based
practices and health system

transformation that promote better
outcomes as efficiently as possible”

American Journal of Managed Care, February, 2006
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EXHIBIT 2
Quality Deficits Found In All Types Of Care And in All Twelve Community Quality Index
Study Communities

Boston 1 »Y |

Cleveland 1 3 O Overall
Greenville FQ > < Preventive care
Indianapolis > O Acute care
Lansing e P Chronic care
Little Rock >

Miami o e

Newark o0 b

Orange County »

Phoenix ®»

Seattle -

Syracuse mer

30 40 50 80 70 20 S0 100
Percent of recommended care received

SOURCE: Authors' analysis of original data from the Community Quality Index (CQI) study, 1988-2000.
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Example of PAP: US

Process Measures:

* Diabetes

o Asthma
Child and Adolescent well care
Cardiovascular Conditions

* Appropriate testing for children with pharyngitis

Outcome Measures:
 Diabetes
e (Cardiovascular Conditions

e (Childhood & Adolescent Immunizations

Technology Adoption (EMR, EHR, eRX, Electronic
disease registry adoption or AQI Portal use)

Generic pharmacy utilization Measure

~-———_

Part of the Anthens Quality Insights suite of inmovative,
quality and kealth

—
BRSO

— L]
- o~
, A.nthem Blue Cross and Blue Shield ~ = < -
\ 2006 Primary Care \

- - /
~ . Quality Incentive Prograln’
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Process Measures

- DM: Annual Dilated Retinal Exam, HbA1c
Test, LDL-C Test

- Asthma: Appropriate Medication Use

- Cardiovascular conditions: LDL-C Test
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