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A story of COPD and value
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...& clinical decision-making and influences

In 2010
pharmaceutical
companies spent
$18.5bn promoting
medicines to

doctors in top 5 B
L

European
countries

e

60% of that on
“detailing” and
10% on meetings

Top 5 drug costs to
NHS are respiratory
inhalers



Where did we start in 2007? What and who?

e What s right care?

e Who are the right
professionals? Or is it about
competences?

e What proof is required to
show we are the right
professionals? What about
competition?

e Who are the right recipients
of care:

need/demand/individuals/pop
ulations?

Respect and trust
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spend: £4.41bn (so represents 6% increase) Compare : 0.3% decrease
[2011/12 d: £4.41bn ( 6% i ) C CvD: 0.3% d ]
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Underuse of smoking cessation

Rationalising oxygen prescribing (see
IMPRESS separate guide)

Reducing inhaler waste

Overuse of high dose inhaled
corticosteroids and/or combination
products

Underuse of inhaled corticosteroids
for patients with asthma prescribed
long acting beta agonists

Underuse of reviews of patients with
asthma requesting excess short
acting beta agonists with no other
treatments

Underuse of audit of adverse effects
eg percentage of children prescribed
or using >800 micrograms per day of
inhaled beclametasone who are not
under the care of a specialist
respiratory physician

More for Less, 2010: consensus from respiratory specialists
using Ovretveit’s classification

veruse of enteric-coated
prednisolone tablets for patients
with COPD or asthma instead of
uncoated prednisolone tablets. At

e time of drafting (Jan 2010) there
a six-fold difference on the
tariff)

Underuse of person-centred
consultation and records review to
identify and support people with
poor asthma control

Overuse of hospital beds (eg asthma
admissions and COPD length of stay)
and underuse of hospital respiratory
specialist care

Underuse of referral to pulmonary
rehabilitation

Underuse of psychological support

Overuse of outpatients for common
conditions

Under-coordination with social care




Example of a simple change to reduce cost for same quality
and enough volume to make it worthwhile

One SHA: April to June 2010 compared to April to June 2011
Prednisolone prescribing, change from red to white tablets

Priority area Low cost prednisolone Low cost prednisolone

Metrics April to June 2010 April to June 2011 Lost opportunity
{3 month average) Prednisolone 5mg tablets as | Prednisolone 5mg tablets
Prednisolone 5mg tablets as | % of all prednisolone Smg as % of all prednisolone
% of all prednisolone 5mg amg

Key Performance indicator / 95% 95%

max or minimise

Cluster 1 31.49% E£85,673
Cluster 2 39.66% £52,168
Cluster 3 51.22% £22,956
Cluster 4 40.49% £41,581
Cluster 5 28.92% £66,426

£89,825

Cluster 6




Colleagues looking at VALUE

agdill. 1990 Fen,04(£).1£VU-0

£50 saving for over 65

Thorax. 65(8):711-8, 2010 Aug.

3. Thorax 2001;56:779-784 £0-
1000 per QALY

4.  Tiotropium in the treatment of
COPD: Health technology

r

Tripledierapy Assessment KCE reports
£7.000- O/QALY 108C Neyt M et al £7,456 per
’ QALY

5. OBAY Cost effectiveness of
long acting bronchodilators for

LABA COPD. Mayo Clinic Proc
£8,000/QALY 2007;82:575-582 £5,396 per
QALY
6. CADTH. LABA plus
Tiotropium Corticosteroids vs LABA alone

for COPD. Issue 83 March
2007. Mayers | et al £130,000
per QALY and NICE COPD

£7,000/QALY

Pulmonary Rehabilitation management of COPD in
adults in primary and
£2,000-8,000/QALY secondary care 2010
£131,000 per QALY
Stop Smoking Support with pharmacotherapy BUT... no
£2,000/QALY account of

severity, or

. VHS

London London Respiratory Team

Improving the experience of all Londoners with COPD and minimising the impact of the disease



STAR: what did we do?

* Modelled a population of 300,000 including about
11,000 at risk of COPD

e |dentified 3 population segments and created an
archetype for each:
undiagnosed (6000 people),
diagnosed with mild-moderate disease (3000) and
diagnosed with severe-very severe disease (1900)

e Defined a list of evidence-based interventions for each
population segment

e Debated the effectiveness of each intervention for the
archetype

* Drew rectangles that plotted the segmented
population’s health benefit of selected interventions,
and from that

 Added in the cost dimension to create value triangles



COPD (update)

8.11.5 Theophylline and other methylxanthines. 379
8.11.6 Respiratory stimul 380
8.12 Oxygen therapy during exacerbations of COPD 382
8.13 Non invasive ventilation (NIV) and COPD exacerbations 386
8.14 Invasive ventilation and intensive care 389
8.15 Respiratory physiotherapy and exacerbations 392
8.16 Monitoring recovery from an exacerbation 394
8.17 Discharge planning 395
9 AUDIT CRITERIA 397
10 Areas for Future Research 403
10.1 General Points 403
10.2 Specific points 404
10.2.1 Pharmacological Manag 404
10.2.2 Adjunctive therapies 405
10.1.3 Patient focused strategies 405
10.3 NEW 2010 UPDATE Future research recommendations 406
11 Appendix A Details of questions and literature searches 410
12 Appendix B Cost effectiveness of opportunistic case finding in primary care 431
13 Appendix C Educational pacl 454
14 Appendix D Economic costs of COPD to the NHS 455 CORGriupdare)
15 Appendix E Searching for health i id 459
16 Appendix F Evidence tables 462 21 Appendix ] NEW 2010 update literature searches ... s ssesssnssesssssssssees 397
17 Appendices for NEW 2010 update 463
22 Appendix K NEW 2010 deleted sections from original guideling ...ccuusssmmmasmsssmsssssnssesmsssnssssassssnssns 531
18 Appendix G NEW 2010 update Scope. 464
18 Appendix H NEW 2010 pdate PICO quuests - 23 Appendix L NEW 2010 update criteria for selecting high-priority research recommendations.......... 559
20 Appendix | NEW 2010 update research protocol 476 24 Appendix M NEW 2010 update cost effectiveness modelling.......ccccccinicnruninniininsisisssinanssssssssssnnsness 561
Page 16 of 673 25 Appendix N NEW 2010 COPD update GDG declarations of interest register .........ccua exsennensnenens G09

26 Appendix O NEW 2010 COPD update forest plots ........ccssmmrasmsnismimmiasisnsmssssmsnnasssssssnaasss 613

et e IR o L N e e e e L R h



Also built on IMPRESS Pulmonary rehabilitation evidence
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Benefit per person

Population health benefit
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"Value-for-money" triangles

Population health benefit
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Conclusions: severe COPD

* Interventions such as stop

smoking and consideration
for referral to pulmonary
rehabilitation should happen
before any trial of triple
therapy. Patients should be
optimised on treatment
prior to pulmonary
rehabilitation, not
necessarily maximised

e (Clinicians and commissioners

should take much more note
of the cost-effectiveness data
of drug therapies, (we used
NICE, Canadian and Belgian
systematic reviews up to
mid-2011)

* Triple therapy should be

reserved for patients for
whom it is appropriate: for
people with severe disease
who have persistent
exacerbations despite using
either ICS/LABA or LAMA



So how does it help engage clinicians in prioritisation?

e Fair evaluation of both * Smoking is a treatable
medicines and non- dependency, so it’s my
medical intervention business

* Have to look at e Physical activity and PR
population too: the scale are effective, so | should

o Start asking: ensure | can refer to

them

Who am | responsible for?
Who am | NOT seeing? * | know the value of
prescribing, and should
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