Evaluacion de la

Laboratorio de ‘ sostenibilidad de |las
Analisis y Evaluacion politicas de bienestar
de Politicas en el siglo XX|

Innovacion en

sanidad: Hacia

un sistema sanitario ﬁ]
basado en el valor

Beatriz Gonzalez

Beatriz G Lopez-Valcarcel
Universidad de Las Palmas de GC
beatriz.lopezvalcvarcel@ulpgc.es

Valencia, 9 julio 2019


mailto:beatriz.lopezvalcvarcel@ulpgc.es

z . 3. Nuevas tecnologias, 4. Innovacion .,
|. Valores. SSBY | 2. QUE Sostenibilidad 5 o Conclusion
gasto y valor organizativa

Las logicas del valor: privado vs social

Privado: maximizar valor
para el accionista
Social: maximizar salud
(AVACs) de la poblacion
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Hoy hay consenso SOCIAL acerca de
ciertos VALORES:
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El Analisis Coste-efectividad (ACE)
se ha convertido en

Un método fiable (estandarizado) de analisis y comparacion
de tecnologias sanitarias

Utilizado para priorizar y decidir financiacion y cobertura
(cuarta barrera)
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Pero el coste-efectividad no es el
unico valor

0 ;Como medir el valor terapéutico
incorporando otros valores?
[E]. ESMO valor en oncologia]
0 ;CoOmo tratar la incertidumbre?
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Tendencia hacia enfoques mas basados en el valor

Cambios en el marco de financiacion del NICE

+ impacto presupuestario

Enfoque anterior Nuevo enfoque
300.000 £/AVAC
) A50-000 £/AVAC Enfermedades muy raras

Tratamientos End of Life |

l 100.000 £/AVAC _
 30:000£/AVAC 30.000 £/AVAC Operativo
’:‘ desde abril
Umbral estandar : Umbral estandar 2017

i
i

20.000 £/AVAC 20.000£/AVAC

Fast track appraisal ]
10.000 £/AVAC

A
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Precisando el marco

;Qué sostenibilidad?

Inercial (;Podremos seguir asi?)
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El gasto sanitario ha aumentado mas que el PIB en los paises
desarrollados,,Bien “de lujo”
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APORTACION AL GASTO PUBLICO EN SANIDAD TOTAL CONSOLIDADO

75,000,000
700000 +2.7%(*)
68,482,723
66,857,5 66,679,229
735,045
65,000,000
7 61,942,771
60,000,000 60,266,720
o/ [*
+9.1%(
55,678,393
55,000,000
50,551,117
50,000,000
46,314,966
45,000,000
42,914,439
40,000,000
38,528,486
35,000,000
2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016(*)  2017(*)
Fuente: MSCBS Cuenta Satélite del Gasto Sanitario Publico. https://www.mscbs.gob.es/estadEstudios/estadisticas/

(*) incremento anual medio

sisInfSanSNS/pdf/egspGastoReal.xls


https://www.mscbs.gob.es/estadEstudios/estadisticas/sisInfSanSNS/pdf/egspGastoReal.xls
https://www.mscbs.gob.es/estadEstudios/estadisticas/sisInfSanSNS/pdf/egspGastoReal.xls
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Sostenibilidad inercial
(¢, Podremos sequir asi?)



Sostenibilidad inercial
(¢, Podremos seguir asi?)

Propulsores “exdgenos” del
950 A A gasto sanitario:

1. Envejecimiento de la poblacion(1)

;oo.}u'bq%b I | ;&; o}" & ‘34"*'\‘3'9 - . -
& EFE PP "’idfu;os FESFE" 2 Cronicidad (16.400 millones € evitables
[T 20w 70w con cambios en estilos de vida)(2)

Figura 4. Evolucion de los perfiles de gasto sanitario pablico, 1998-2008. Eurcs
constantes de 1998 per cipita. Ambos sexos. Fuente: eleboracion propia.

3. Tecnologias

(1) Blanco et al (2013)Gac Sanit. 2013;27(3):220-225
(2) G Lopez-Valcarcel et al (2017) Coste de la enfermedad potencialmente prevenible en Espana
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Precisando el marco

La pregunta correcta:

;Como hacer sostenible el
SNS?
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Nos referimos a
sostenibilidad del SNS
(sanidad “publica”)
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Nos referimos a
sostenibilidad del SNS
(sanidad “publica”)

El genoma del SNS es

Financiacion publica, principalmente con cargo a
impuestos. Aseguramiento publico

Cobertura con criterios de salud poblacional



3. Nuevas tecnologias, 4. Innovacion

o Conclusion
gasto y valor organizativa

Sostenibilidad social
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Pacientes de lista espera:
+43% (2009-2012)

? Las clases medias
abandonan la sanidad
publica por la privada

s, Latinoamericanizacion
de la sanidad?

Amenaza la sostenibilidad social y
politica del SNS
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Aumento del aseguramiento
privado voluntario

ol:7-S(ao k™ Evolucion del numeru de asegurados (miles), 2013-2017

Aumento del aseguramiento privado —
. - , TN o)
voluntario en la ultima déecada. Mayor —aW sss 9
| 13

874 589

demanda de servicios privados 8000

6.000 1
4.000 4

2.000 4

0
2014 2015 2016 2017

REEMBOLSO DE GASTCS I MUTUALISMO ADMINISTRATIVD [ ASISTENCIA SANITARIA
Fuente ILEA, !

Fuente: Informe IDIS 2018



Encuesta de Presupuestos Familiares (EPF), 12532 Seguros privados relacionados con la salud, Gasto medio por hogar, Precios corrientes,
Gasto total

247,00
i 241.7€
236,60
226,20 ~
215,80
Incremento 2006-2017: +87% (+35.4% en precio constantes)
205,40
Total gastos familias: +10.3% (-0.03% en precio constantes)
195,00
184,60 -
174,20 - ——
163,80 -
153,40 -
147.7€
143,00 -
N T Y T T L T T

INE. Encuesta de presupuestos familiares
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Evolucion gasto sanitario publico y privado Espafia

2003-2016
Publi
80,000 75,574 75 118 U 1ICO 31,000
73,261
, 72,402
70,829 71,228 39’319

s DUrante

70,000
oo Privado la CHISIS.
00 Feduccion
50,000 del gasto
44,843 s .
00 publico,
40000 aumento
=" del gasto
30,000 .
privado
21,000
20,000
10,000 19,000
17,70
0 17,000

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016
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| Sistema de é::r:ac de Salud

Espafia, 2003.2017
Gasto sanitano total segir agente ce finandacion
IMiicnes de swrs comen'es

E FINANCWACION
Adninist-aciones pGblicas

Adu v isl o0ones plblias eadudas odiisy abees Je sopuided seual
Aamurisbacion cental

R
|
&y

= &

] MESIERRRYEY

Agruvabosionwa ropoelaapravingidos
AoTurishaciones ocalbsimuniciplss

- .
!'.w."‘r' ‘-’\.
By oW
B EETENELE:

el |
Moes

Sociededes [ excarioseguros medons
Reste delmusde
GASTC TOTAL

e Mistzier ko O Savad, Comumc y Desests Sccial. Sstamace Cusms o Seeud

e« Comparado con 2009, en 2017 el gasto sanitario total ha
aumentado (5.2%) pero con una desigual evolucion. El gasto

publico ha caido un 1.8% (-1,350 m<€), el privado ha crecido
un +27.2% (+6,578m<€)

» E| gasto privado representaba en 2009 el 24% del total, en
2017 el 29%

Fuente: Sistema de Cuentas de Salud. MSCBS, https://www.mscbs.qgob.es/estadEstudios/estadisticas/sisInfSanSNS/



https://www.mscbs.gob.es/estadEstudios/estadisticas/sisInfSanSNS/SCS.htm
https://www.mscbs.gob.es/estadEstudios/estadisticas/sisInfSanSNS/SCS.htm

Carga ideologica en el debate
de la sostenibilidad

Mezcla con el debz:
“modelo” y publico
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Coventry, Reino Unido (1946)
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_La huida hacia el .Seleccion de riesgos?
aseguramiento

el INSS poblacion

privado no es parte oaminsratocon 3P0

privada(1)

de la solucion, mas
bien es parte del
problema. AR 75 %

61 %

La generalizacion del
% que gastanﬂmés (0) (0)

“modelo MUFACE?”, T 2% 10%

tampoco es solucion

(1) Elaboracién propia con datos de UNESPA Memoria social del seguro 2018 https://unespa-web.s3.amazonaws.com/main-files/uploads/2019/05/
Informe+Estamos+Seguros+2018+(Version+integra).pdf y memorias MUFACE

(2) Caballer Tarazona V, Guadalajara Olmeda N, Vivas Consuelo D, Clemente Collado A. Impacto de la morbilidad en los costes asistencia- les de un Depa
de Salud de la Comunidad Valenciana a través de estudio de Grupos de Riesgo Clinico. Rev Esp Salud Publica. 2016;Vol. 90: 8 de junio: e1-e15.



https://unespa-web.s3.amazonaws.com/main-files/uploads/2019/05/Informe+Estamos+Seguros+2018+(Version+integra).pdf
https://unespa-web.s3.amazonaws.com/main-files/uploads/2019/05/Informe+Estamos+Seguros+2018+(Version+integra).pdf
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;Como hacer
sostenible el SNS?

1 .Redirigiendo el foco hacia el valor

2 .Con innovacion organizativa



Nuevas
Tecnologias

Salud Gasto
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En 1836, Nathan Rothschild, era el hombre mas rico del
mundo...

31
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Tenia 59 anos y una salud excelente

Durante el viaje de Londres a Frankfurt para la

boda de su hijo, sufre un absSceso en la
espalda, muy doloroso. Contrata uno de los
mejores cirujanos del mundo, que abre el bulto y
cura la herida.

Pero unas semanas mas tarde muere.

Tenia una infeccion que hoy en dia se curaria con

antibioticos por unos pocos pesos, incluso
en los paises mas pobres del planeta

En 1836, Nathan Rothschild, era el hombre mas rico del
mundo...

Fuente: Niall Ferguson. The House of Rothschild 3
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Nunca ha habido una
éepoca de evolucion tan
acelerada de
Innovaciones
tecnologicas
(medicamentos)

» Medicamentos vs
otros inputs (RRHH)

» AP vs AE

» Sanidad vs STP
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Healthier lifestyles, higher incomes and better education hav

all contributed to boost life expectancy in recent decades
However not just spending per se, but also how resources are used,
that makes the difference in life expectancy

Analysis based on 35 OECD countres for the time perniod 1995-2015

8.1

J Smoking

{ Alcohol 49

0 10 20 30 40
Months

Nate: Figures represent the gains in life expectancy that could be expected with doubling health spending, doubling
income, reaching 100% of tertiary education, and halving smoking and zlcohol use.

Source: Health at a Glance 2017. http://www.oecd.org/health/health-at-a-glance.htm



http://www.oecd.org/health/health-at-a-glance.htm
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Journal of Economic Literature 2012, 5((3), 645-680
hetp:/idx.doi.org/10.1257/jel 50.3.645

Valor

Technology Growth and Expenditure
Growth in Health Care

AMITABH CHANDRA AND [ONATHAN SKINNER*|

In the United States, health care technology has contributed to rising survival rates,
yet health care spending relative to GDP has also grown more rapidly than in any
other country. We develop a model of patient demand and supplier behavior to
explain these parallel trends in technology growth and cost growth. We show that
health care productivity depends on the heterogeneity of treatment effects across
patients, the shape of the health production function, and the cost structure of
procedures such as MRIs with high fixed costs and low marginal costs. The model
implies a typology of medical technology productivity: (I) highly cost-effective
“home run” innovations with little chance of overuse, such as anti-retroviral
therapy for HIV, (11) treatments highly effective for some but not for all (e.g., stents),
and (III) “gray area” treatments with uncertain clinical value such as ICU days
among chronically ill patients. Not surprisingly, countries adopting Category I
and effective Category II treatments gain the greatest health improvements, while
countries adopting ineffective Category II and Category III treatments experience
the most rapid cost growth. Ultimately, economic and political resistance in the

United States to ever-rising tax rates will likely slow cost growth, with uncertain
effects on technology growth. (JEL H51, 111, 118, O31)

37


http://www.dartmouth.edu/~jskinner/documents/Chandra_SkinnerJELSept2012.pdf
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AMITABH CHANDRA AND JONATHAN SKINNER”]

In the United States, health care technology has contributed to rising survival rates,
yet health care spending relative to GDP has also grown more rapidly than in any
other country. We develop a model of patient demand and supplier behavior to
explain these parallel trends in technology growth and cost growth. We show that
health care productivity depends on the heterogeneity of treatment effects across
patients, the shape of the health production function, and the cost structure of
procedures such as MRIs with high fixed costs and low marginal costs. The model
implies a typology of medical technology productivity: (I) highly cost-effectiv
“home run” innovations with little chance of overuse, such as anti-retroviral
therapy for HIV, (I1) treatments highly effective for some but not for all (e.g., stents),
and (IIT) “gray area” treatments with uncertain clinical value such as ICU days
among chronically ill patients. Not surprisingly, countries adopting Categ

and effective Category II treatments gain the greatest health improvements, 1
countries adopting ineffective Category II and Category III treatments exper

the most rapid cost growth. Ultimately, economic and political resistance i
United States to ever-rising tax rates will likely slow cost growth, with unce
effects on technology growth. (JEL H51, 111, 118, O31)

\ W s'(x)

Total Value of Treatment

Cost per patient

Total Cost

Value of Quality-Adjusted Life Year

Number of procedures

Figure 4: Benefits (area under the curve) and Costs of Category I Innovation Note: The
vertical axis 1s scaled to reflect a constant value per quality-adjusted live year (e.g.. $100.000 per
life year).

38



Journal of Economic Literature 2012, 50(3), 645-680
http:/idx.doi.org/10.1257fjel 50.3.645

Technology Growth and Expenditure ) i
Growthin Health Gare Tipologia de tratamientos por orden de su contribucién a la

AMITABH CHANDRA AND JONATHAN SKINNER* ° ° o 7 . .
productividad de la atencion sanitaria(*)

In the United States, health care technology has contributed to rising survival rates,
yet health care spending relative to GDP has also grown more rapidly than in any
other country. We develop a model of patient demand and supplier behavior to
explain these parallel trends in technology growth and cost growth. We show that
health care productivity depends on the heterogeneity of treatment effects across
patients, the shape of the health production function, and the cost structure of
procedures such as MRIs with high fixed costs and low marginal costs. The model
implies a typology of medical technology productivity: (I) highly cost-effective
“home run” innovations with little chance of overuse, such as anti-retroviral
therapy for HIV, (I1) treatments highly effective for some but not for all (e.g., stents),
and (II1) “gray area” treatments with uncertain clinical value such as ICU days
among chronically ill patients. Not surprisingly, countries adopting Category I
and effective Category II treatments gain the greatest health improvements, while
countries adopting ineffective Category II and Category I1I treatments experience
the most rapid cost growth. Ultimately, economic and political resistance in the
United States to ever-rising tax rates will likely slow cost growth, with uncertain
effects on technology gmw{h. (JEL H51, 111, 118, O31)

. Tecnologias Run Home: altamernte efectivas para
todos (ej: cirujanos lavar manos; antibioticos; aspirina post-
infarto;)

2. Tecnologias tipo Il:Tecnologias con gran heterogeneidad
individual de efectividad. Muchos pacientes tratados
consiguen bajos resultados de salud

3. Tecnologias tipo Ill:Tecnologias de eficacia (efectividad)
no demostrada

(*) Mejora de resultados de salud por $ de aumento de coste
39
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AMITABH CHANDRA AND JONATHAN SKINNER®

In the United States, health care technology has contributed to rising survival rates,
yet health care spending relative to GDP has also grown more rapidly than in any
other country. We develop a model of patient demand and supplier behavior to
explain these parallel trends in technology growth and cost growth. We show that
health care productivity depends on the heterogeneity of treatment effects across
patients, the shape of the health production function, and the cost structure of
procedures such as MRIs with high fixed costs and low marginal costs. The model
implies a typology of medical technology productivity: (I) highly cost-effectiv

“home run” innovations with little chance of overuse, such as anti-retroviral
therapy for HIV, (I1) treatments highly effective for some but not for all (e.g., stents),
and (III) “gray area” treatments with uncertain clinical value such as ICU days
among chronically ill patients. Not surprisingly, countries adopting Category 1

Y s'(x)

_\Total Value of Treatment

\ Cost per patient

Value of Quality-Adjusted Life Year

and effective Category II treatments gain the greatest health improvements, while Total Cost
countries adopting ineffective Category II and Category III treatments experience
the most rapid cost growth. Ultimately, economic and political resistance in the
United States to ever-rising tax rates will likely slow cost growth
effects on technology growth. (JEL H51, 111, 118, O31) x*
Number of procedures
Figure 4: Benefits (area under the curve) and Costs of Category I Innovation Note: The
vertical axis is scaled to reflect a constant value per quality-adjusted live year (e.g.. $100,000 per
life year).
> |Ws(x)
=
- —
L2
o —
2
- —
p—
o
—_—
e ——

Number of Procedures X

Figure 5: Benefits (area under the curve) and Costs of Category II Innovation Note: The
vertical axis 1s scaled to reflect a constant value per quality-adjusted live year (e.g.. $100,000 per

life year). 40
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é Y s'(x)
: e Pacientes en lista de
o espera de artroplastia de rodilla o cadera.

x Muestra de 12 hospitales (n=989 pacientes)

Number of Procedures

Figure 5: Benefits (area under the curve) and Costs of Category II Innovation Note: The
vertical axis is scaled to reflect a constant value per quality-adjusted live year (e.g., $100,000 per
life year).

Sensible a preferencias

de los pacientes # Eltipo de VPM no
puede definirse
sin teneren
cuenta el estado

Y Puntvacion global en

10 la escala WOMAC de .
989 pacientes (12 del paciente, ya
hospitales) en lista de ue
espera de q e

ariroplastia de cadera
Sensible a ="
la oferta ==

Atencion efectiva

Espalargues M. Necesidades y prionizacidn. Jomada sobre artropiastias. perspectivas efivcas, de gesiidn y de inmsligacion en senicios

sanitarios. Ministeno de Sanidad y Consumo y Red IRYSS. Madnd, 2 de junio 2005.
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i—f Ws'(x)
é \
: g Comre e Pacientes en lista de

| \ s \ espera de artroplastia de rodilla o cadera.

Tamafo de la muestra por centros:

A: 150 G: 19 L: 146
B: 46 H: 23 M: 186
D: 45 I: 8

F: SO K: 316

Espallargues M. Necesidades y priorizacion. Jornada sobre artroplastias: perspectivas clinicas, de gestion y de investigacion en
servicios sanitarios. Ministerio de Sanidad y Consumo y Red IRYSS. Madrid, 2 de junio 2005.
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AMITABY Curaxmua anm Tanaroan Quanmn

In the United States, hec § Y s'(x) §
w 3"_, _\Total Value of Treatment @ V@
— = F
m % i / Cost per PCI
a’ g Cost per patient 3
> b 2 § Total Cost
W s’(x) §
“q-) g ol Cost Number of Procedures
the most rapid cost grc - g
United States to ever-ri J — e §
effects on technology gn e — X Number of procedures igure 3: ¥ ¢ e curve) o -
© \\ "y
Q Different beliefs about s’(x)
*u-; \ Figure 4: Benefits (area under the curve) and Costs of Category I Innovation Note: The
\ vertical axis is scaled to reflect a constant value per quality-adjusted live year (e.g., $100.000 per
: \ life year).
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Figure 6: Differences in Utilization arising from Variation in Physician Beliefs or in
Demand. The dotted line represents a higher perceived benefit schedule from the procedure,
whether because of physician belief or patient demand. Differences in utilization widen where
the —s™ 1s small (1.e., between X" and Z) compared to steeper sections of the marginal
productivity curve (M versus M’). The vertical axis 1s scaled to reflect a constant value per
quality-adjusted live year (e.g., $100,000 per life year).
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El caso de los medicamentos
hospitalarios

Entre 2014 y 2018 el

gasto en farmacia Gasto

hospitalaria sube su farmaceutico Incremento
participacion en el gasto hospitalario (%)
farmaceutico del 35% al (Mm€)

38%

2014

2018 31 %

2019 (enero- 9.4 %

marzo)

Ministerio de Hacienda
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Gasto sanitario publico de las CCAA
2009-2017

GASTO SANITARIO PUBLICO 2002-2017
CLASIFICACION ECONOMICO-PRESUPUESTARIA
COMUNIDADES AUTONOMAS
Miles de euros / Porcentaje sobre el total S 2
r 20097 20107 20117 20127 20137 2014 2015 2016(") 2017() Incremento 2009-2017
Remuneracion del personal | 20,361,216 20,072,656 28,530,262 26,281,031 26,128,262 26,245,028 27,326,350 28,041,267 28,658,869 -2.4%
45.4 45.4 45.4 44.4 45.9 45.8 44.9 45.4 45.0
Consumo intermedio | 13,628,681 13,305,987 14,383,915 15,052,002 13,751,631 13,998,741  16,065000  16,105.600 16,518,569 +21.2%
21.1 20.9 22.9 25.4 24.2 24.5 26.4 26.1 25.9
Consumo de capital fijo 259,691 270,632 294,705 293,286 283,663 266,753 263,304 251,163 242,556
0.4 0.4 0.5 0.5 0.5 0.5 0.4 0.4 0.4
Conclertos 5007438 5867100 5890445 5773874 5521571 5568462 5837027 5719961 6,030,019
9.1 9.2 9.4 9.8 9.7 9.7 9.6 9.3 9.5
Transferencias comientes | 13,520,335 13,543,004 12,427,844 10,896,219 10,526,062 10,404,593 10,482,480 10,862,137 11,270,379
20.9 21.1 19.8 18.4 18.5 18.2 17.2 17.6 17.7
Gasto de capital 2,030,798 1,920,402 1,270,277 910,996 715,591 760,640 912,032 813,703 977,670
3.2 3.0 2.0 1.5 1.3 1.3 1.5 1.3 1.5
—GASTO PUBLICO EN SANIDAD GASTO CONSOLIDADO DEL — - <
SECTOR 64,726,160 64,070,688 62,797,446 59,207,408 56,926,778 57,244,216 60,886,291 61,793,832 63,698,062
() TRANSFERENCIAS INTERSECTORIALES 225,244 222,965 181,793 172,933 167,105 143,755 137,425 150,603 204,180
CONSOLIDADO 64,500,916 63,847,723 62,615,653 59,034,475 56,759,673 57,100,461 60,748,866 61,643,229 63,493,882
(*) Cifras provisionales.

Los gastos de personal, que representan el 45% del gasto sanitario
publico de las CCAA en el SNS, han caido un 2.4% desde 2009. Los
consumos intermedios han subido un 21.2%

Fuente: Estadistica de Gasto Sanitario Publico. MSCBS
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@PLOS | MEDICINE

HESEARCH AR TICLE

Prices, Costs, and Affordability of New
Medicines for Hepatitis C in 30 Countries: An

Economic Analysis

Swathi lyengar’, Kiu Tay-Teo'. Sabine Vogler?, Peter Bever', Stafan Wiktor', Kees de

Joncheerz', Suzanne Hill'*

1 Word Health Crganizaton, Genava, Swizerdand, 2 WHO Collaberating Cenre for Pharnaceutikal Pricing
anc Raimbursemeny. Polides, Health Econarics Department, Sesundheit Osterreich GmbH, Vienna, Austria

... pero alta variabiliad de precios entre
paises (y opacidad)

(a) sofosbuvir price
USD FOREX
mwith 23% rebate na rebate
O $555/9 $76,077
Tukey FRFIFIEE $50 023
United States  IEGEIGE] 584,000
Slovak Republic  IEZS S A— §55,332
Porugal IFZENEYIEEN $58,093
Slovenia  FZNKIIEEEN $54,386
Greece  BEYNEYIEEEN $56,522
ST 342907 | $55,723
(EIM $45971 | $59,703
(CEINE S43383 | $62.835
Gemany FEERIIEEEN $57 796
New Zealand ISR $65 366
lceland  IFERGTS I $61 902
Francz EZEEIGTEN $54,386
Japan BSPAFUEEEE  $43 993
Austia  FZSIEEEIE $54,336
Belgium EZSKE:IEN §$54,307
Netherlands IFSERGRENEE  $50.662
Luxembourg  IFEEIRET I $54,387
Canada EXEWIGEEEE 540724
Foland IS~ $54 051
United Kingdom [EXENGXIIE 350,358
Switzerland  EEGIEG N $50,580
Cenmark EZSIG/TEEEEE  $54 061
Sweden EXERIEE  $51621
Norway IZVRENIEEEE 554,738
Brazil | $6,875
Egypt | $932
Mangoha | $900
India | $533

*156
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The high price of anticancer drugs: ongins,
implications, barriers, solutions ] ; ;
Precios varian entre paises

Vinay Prasad, Kevin De Jesus & Sham Mailankody
Affiliations Contributions | Corresponding author

Nature Reviews Clinical Oncology (2017) | doi:10.1038/nrclinonc.2077.31

Figure 1 Cost of one month of treatment with
Published online 14 March 2017

the top 10 bestselling anticancer drugs in the USA and Norway

12,200+

I United States

10,200 Norway

8,00+

US$ per month
o
b=t
%

4,200+

2,200+

Nature Reviews | Clinical Oncology

Prasad, V. et al. (2017) The high price of anticancer drugs: origins, implications, barriers, solutions
Nat. Rev. Clin. Oncol. doi:10.1038/nrclinonc.2017.31
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The high price of anticancer drugs: ongins,
implications, barriers, solutions

Vinay Prasad, Kevin De Jesus & Sham Mailankedy

Affiliations Contributions | Corresponding author

Nature Reviews Clnical Cncology (2017)
Published online 14 March 2017

Precios excesivos

doi:10.1038/nrclinone. 20 7.31

US$ per month

Figure 2 Median monthly launch price of a new anticancer drug,
compared with median monthly household income from 1975-2014 in the

USA
12,000
— Median monthly cost of new
10,000 - anticancer drugs in the LUSA
—— Median monthly household income
8,000
6,000 -
/ \
4,000 — ——
2,000
1975- 1980- 1985— 1990- ' 1995- ' 2000- = 2005- = 2010-
1979 1984 1989 1994 1999 2004 2009 2014

Nature Reviews | Clinical Oncology

Prasad, V. et al. (2017) The high price of anticancer drugs: origins, implications, barriers, solutions
Nat. Rev. Clin. Oncol. doi:10.1038/nrclinonc.2017.31



|. Valores. SSBV | 2. QUE Sostenibilidad 3. Nuevas tecnologias, 4. Innovacion

o Conclusion
gasto y valor organizativa

Una Ley
economica:
mercado mas
concentrado
lleva a
precios mas
altos

El mercado de
medicamentos
bajo patente
esta muy
concentrado

Fig. 3.6: Distribution of market share by 2017 sales value and Herfindahl-Hirschman Index

100% -
93%
85% -+

68%

Cancer, Herfindahl-Hirschman Index

Prostate, 2005

47% =+
Melanoma, 3944

Breast, 3364

Lung, 2613

Haematology, 1869

All, 1181

Cumulative percentage market share of
sales value

0 5 10 15 20
Number of firms

(YWHO (2018) TECHNICAL REPORT. Pricing of cancer medicines and its impacts
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Farmacos para tratar distintos

Sistemas problemas, distinta eficacia/efectividad
Sanitarios

Basados en el ¢, Por qué un solo precio?

Valor

Farmacos oncoldgicos y otros
innovadores: sus precios se situan en
los limites de la disposicion social a

Tiene sentido fijar
pagar

precios diferentes

segun |r1dlcac:|on, Los precios altos son efecto

pero lo Importante s gecyndario de la falta de

sque precio? competencia y de la debilidad
negociadora del comprador publico,
atomizado y desinformado (opacidad)
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Modelos de pago y financiacion segun |
distribucion de riesgo entre las partes Enorme potencial
de los Acuerdos de

Riesgo
Compartido o
A Acuerdos Basados

+-

:‘3%0 Tarifa variable por resultados |
resultados | Pago por sulucicnes | e n Res u Itad OS Emn

_
Reembol ial de los * dedores”
T resultados en

Techo maximo de

sasto salud

Nosis eratis
e -

Descuentos iniciales sin seguimiento de
resultados (gasto compartido)
—_—

Acuerdos precio-
Descuentos volumen
confidenciales

administracion

Grado de complejidad para la

Grado de complejidad para el fabricante -+

[Participacion del
paciente]
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;Como hacer
sostenible el SNS?

1 .Redirigiendo el foco hacia el valor

2 .Con innovacion organizativa
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La légica de la
microeficiencia puede llevar
a la ineficiencia global: Las
externalidades

Ejemplo. Medicamentos
gratis para los pacientes
ingresados en tu servicio:
mayor coste futuro en AP!
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CoOomo hacer sostenible el
SNS: actuando en los tres
niveles
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APORTACION AL GASTO PUBLICO EN SANIDAD TOTAL CONSOLIDADO
HOSPITALES Y ATENCION PRIMARIA

40,000,000
*
35,000,000 +3_6°A> 35,388,336
30,000,000 _1 _3%(*)
25,000,000 o %
+10.8%(*)
20,000,000
15,851,340
HOSPITALES 15,000,000
4.4%(*)
e o o/ [*
10,000,000 +1.9 /o( )
* o —— 8,842,967
+9.5°/o( )
ATENCION
PRIMARIA >,000,000
2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015  2016(*)  2017(*)
o . Fuente: MSCBS Cuenta Satélite del Gasto Sanitario Publico. https://www.mscbs.gob.es/estadEstudios/estadisticas/
(*) incremento anual medio :

sisInfSanSNS/pdf/egspGastoReal.xls


https://www.mscbs.gob.es/estadEstudios/estadisticas/sisInfSanSNS/pdf/egspGastoReal.xls
https://www.mscbs.gob.es/estadEstudios/estadisticas/sisInfSanSNS/pdf/egspGastoReal.xls
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1.El hospital-centrismo es un lastre del
sistema

2.Buque insignia, pero no aislado (walled
citadel) sino integrado

3.Hospitales en Espana: enorme
capacidad de atraccion. Reto: apreng
a gestionar sus “encantos” con
mentalidad de valor social
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Enorme potencial de los cambios
organizativos para mejorar la eficiencia

La integracion, potente antidoto



3. Nuevas tecnologias, 4. Innovacion
gasto y valor organizativa

|. Valores. SSBV | 2. QUE Sostenibilidad

Conclusion




z o 3. Nuevas tecnologias, 4. Innovacion "
|. Valores. SSBV | 2. QUE Sostenibilidad & o Conclusion
gasto y valor organizativa

En clave macro: regulacion y gestion de los
recursos humanos es una de las claves de
sostenibilidad y calidad del SNS

Recursos Humanos: el capital BREES
mas valioso del sistema

¢, Sabotaje?

Estatuto marco: dualizacion; privatizacion; incentivos inadecuados
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HSR Health Services Research

Figure 2: Adjusted 30-day In-Hospital Mortality Rate and Hospital Annual
Volume, All Five Countries Pooled

0 Health Rescarch and Educational Trust

DOL: 10.1111/1475-6773.12508 3 ' . ~
RESEARCH BRIEF i -
oy > wy °
HSR: Health Service %“' 'y ;” ey %“‘ g
- . '\‘,‘ss:e ° 4 & N 0"‘«; ° . o: \° °2ﬁo ©
Hospital S o 0 Vi o s . o] O
after Corc ng: | AR A L T
Wemge enrwal vohvme Arenge armum véume awoage avmal woivme

Using Int
Determi

Nils Gutacker,
Alan Maynar
Lnrique Berna

Notes. LOWESS plot (left panel), average mortality by volume group (mddle panel), and seg-
mented regression line (nght panel). Estimated threshold volume: 415 procecures per hospital per
year.

Figure 1: Unadjusted 30-day In-Hospital Mortality Rates and Hospital

Objective. To est srforming Annual Volume by Country
coronary artery by
Data Source. Hospi countries, bl
20072009 (106,149 p °
Design. Hierarchical hip between
hospital volume and mo 10n analysis to £ 4.
eslimalte a threshold. & 0% °
Findings. The 30-day in- rall, 5.2 percent g Y
95 percent CI: 4.0-6.4) in {95 percent CI: R 2o°
1.8-2.3) in high-volume hosp alinear relationship s§¢| &'v Lol
between volume and mortality, fl age & o & o ® o
Conclusions. There is a clear relatid e . 08 s o A T
tality in Europe, implying a®5afe” thrcshol IScasesper)mr. 0 )
Key Words. Corunary artery bypass surgery, wnwr-volmne, morttalily, international 0 200 400 €00  B00 100D 1200 1400
comparisons Average enn.el volume
o Enjanc < Portugal » Slovena

o Denmerks @ Spain

Gutacker N, Bloor K, Cookson R, Gale CP, Maynard A, Pagano D, et al. Hospital surgical volumes and mortality after coronary artery bypass grafting: using international
comparisons to determine a safe threshold. Health Ser Res. 2016. doi: 10.1111/1475-6773.12508.
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Tasas de mortalidad ajustadas por riesgo para
distintos canceres. Comparacion por complejidad de

hospitales
Eséfago 21,5% 20,9% ,007
Colon 25,2% 22,5% <0,001
Recto y ano 22,9% 20,3% <0,001
Higado y canal intrahepatico 18, 7% 13,9% <0,001
Vesicula y vias biliares 23,9% 23,5% ,003
Pancreas 26,2% 25,6% ,003
Traquea, bronquio y pulmén 27,9% 26,5% <0,001
Mama 30% 23,1% <0,001
Prostata 27,9% 17, 7% <0,001

Fuente: Pilar Garrido en XII Reunion Cientifica de ETS y Efectividad Comparada, 2016.
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En clave meso y micro:

~Hacer + con -

~Hacer - (procedimientos de bajo valor
sobreutilizacion y sobrediagnostico)

»Hacer + con + (inyectar recursos al
sistema)

Innovacion organizativa + Incentivos
+ sistemas de informacion (benckmarking)
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Entre el 10% y el 34% del gasto sanitario ChOOSing Wisely

Tackling Wasteful Spending Not to Do
on Health

Table 1.1. Who, why and what to do? Summary of findings on wasteful clinical care

Infarmation Systems - Palicy "
recuired Poilcy levars Country exampls

Caegoryotwasie  Actors Ml drivars mpact

0» OECD OECD (2017), Tackling Wasteful Spending on Health, OECD Publishing, Paris. http://dx.doi.org/10.1787/9789264266414-en
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Tackling Wasteful Spending

/ / on Health

Table 1.1. Who, why and what to do? Summary of findings on wasteful clinical care

Information systems

at ast Acto Main ari .
Category ot waste ctors in arivers required
Lcw-value care Subopzimal cecisions,
@ poor ircentives
@))OECD _ .
Subop:imal cecisions,
e poor ircentives
‘ ‘ Atlases of health care
variation, PREMs
and PROMs

Pocr incentives

o

Policy levers

Behaviour change: audit and
feedback, quidzalines (da-not-do
lists), campaigns aromating
dialogue between patient

and dinician (Choosing Wisely®,
advanced drectives,

decision aics)

Incentivas: bundled,
performance- and va ue-based
payments, patient co-payments
for low-valie interventions,
disinves:ment from low-value
care, change in tort law towards
nc-fault systems

Regulation: systematic HTA,
pra-authorisation of certain
procedures

+

Country examples

Uniled States, Netherlands, Italy,
Canada, Australia, New Zealand,
United Kingdom (and nthers):
Choosing Wisely® campaign

England: Maternity Pathway
Payment removed the finzncial
incentive for caesarzan section
United States: Vialue-hased
programmes link paymen:

to qualty anc value

France: Rates of reimbursements
for druys based

on their effectiveness for a given
indication and condition severity
Israel: Pre-authorisation centre
for heart catheterisztion reduced
unnacessary stenting

El papel de los clinicos es esencial.
Solo se podra avanzar con
implicacion y liderazgo clinico

OECD (2017), Tackling Wasteful Spending on Health, OECD Publishing, Paris. http://dx.doi.org/10.1787/9789264266414-en
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»sobreutilizacion

Medicina defensiva en Espana:
| segun una encuesta a médicos
de urgencias hospital (n=1449)
BN = Se piden pruebas dx

II‘ REVENTING innecesarias (90%)
.alll OVERDIAGNGSS Se prolonga la estancia en

5-7D ber2019 SYDNEY '
ecember urgencias (630/0)

preventingoverdiagnosis.net

OMC Estudio "la practica médica en los Servicios de Urgencias Hospitalarios" (2017)
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AN L MAIENA SALIURAL BT 30 LAY

41 Inica JQuiénes somos? Atlas VPV  Arliculos  Apothekes Documentos  Proyectos de invastigacdn  Erlaces 54 anglish ,_j Acceder l_

WY WWARARAS W W WM WWEW TR WM W WA S ww W ¥ gy

obstétrico sobre partos de bajo riesgo an mujeres

> procedimientos de bajo valor

Exceso de cesos de cesaress e bajo -izgo oostétrico scbre
parto>s dc bojo ricsge respecto o Io taso nacional de p25 cn
2015

Purcenleje de episiolutigy resoecly gl Wla Jde partus ,

vaginales on muacres entre 15 y 55 onos en 2015

.~ Cesareas
partos de bajo riesgo]

* Madrid-Sur Oeste It 14,62
> 4

Exceso de eplsiotemias respecto a | 1asa nacional del p25
e 2015

PEDIATRIA

CIRUGIA DE LA MANO

GINECOLCGIA

CIRUGIA CARDIACA

a2030.sp

S Casos

Q1 (2,34-10,11)

23 (13,99-18,55)

B Q413,67 21,95

25 (22,07-63,62)

http://www.atlasvpm.org/desinversion



http://www.atlasvpm.org/desinversion

Espana, gran laboratorio de experiencias de
innovacion en gestion.
Pero hay que mejorar la evaluacion

(1

Premios
Profesor

I‘L!nddci()n
Signo
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Un ejemplo de buena practica para terminar:

Servicio de Analisis Clinicos del Hospital
Universitario de San Juan (Alicante)Alicante. Maria
Salinas lidera REDCONLAB

REDCONLAB GRUPO -« 3er Conselleria de sanitat
Coordinador en Hospital Universitario San Juan, Alicante, {2]  Ver informacién de contacto
Espana &5 209 contactos

Alacant y alrededores, Espafna

=3



Conclusion

valor social
aporta-hne valor privado. Iterio de oe t\
una U|a_-—-———

_ del SNS, no solc ibilidad =
V4 " g .
1ta es coOmo hacer sostenible € |
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1. En el contexto del SNS, lo que importa es el valor social que se
aporta, no tanto el valor privado. El criterio de coste-efectividad es
una guia

2. Importa la sostenibilidad social del SNS, no solo la sostenibilidad
inercia. La pregunta es cOmo hacer sostenible el sistema. Con la crisis,
gran aumento del gasto privado y riesgo de latinoamericanizacion

3. Las nuevas tecnologias propulsan el gasto sanitario. Farmacia
hospitalaria en el punto de mira. Es esencial decidir qué tecnologias se
Incorporan al sistema con criterios de valor.En situaciones de gran
incertidumbre clinica, los Acuerdos de Riesgo Compartido tienen
gran potencial para alinear incentivos

4. Una logica estrecha de la micro-eficiencia puede llevar a la
ineficiencia global. Antidoto: la integracion

5. Lainnovacion organizativa tiene un gran potencial de contribucion a la
sostenibilidad. Hay que saber qué y como hacerla, y evaluarla

6. Es posible ganar eficiencia monitorizando y actuando sobre
procedimientos de bajo valor. Los clinicos son esenciales para liderar
€S0S Procesos
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