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Health expenditure trends as a % of GDP
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Average OECD health expenditure growth rates in real terms,
2000 to 2011, public and total
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MPOBDAET NAHSYIMOY NYPAMIAS HAFISHN 2030 (EvGrpeoa oovdpsa)




Annual Per Capita Healthcare Costs by Age




H avaykn opBoAoylkwv anodpacewv

e H Aettoupyla TwWV CUOTNUATWY LVYELAC EVTOC
, ETMBAAAEL TN ARYN
TWV (OTIAVIWV) UYELOVOULKWV
OPWV

e OLONMOVTILKOTEPEC OLKOVOULKEC amodaoelc apopouv:

» otnv (armolnpuiwon) amo MAEUPOAC TOU CUCTAMOTOC
TOU LLLOLC UYELOVOMLKNG TtapEpBaonc
» otnVv uLog mapepPaonc (ouvnOwe evog

dappakou A pLog SLayvwoTIKAG eEETAONG) TIPLV TNV é\/{q&
OTO TLaPOXOAOYLO




A&lohoynon Texvoloylog Yyeilag

e To AweBvec Aiktuo Opyaviopwyv AéloAoynoncg tng
TexvoAoyiog Yyeioc (International Network of Agencies
for Health Technology Assessment-INAHTA) xapaktnpilet
v aloAoynon tng texvoloylag vyeilog wg

o «OLlemoTtnUoVIKO rtedio MOALTIKNC avaAuonc To oroio
EPEUVA TIC , , Kol
ETUTTWOELC TNC avantuéng, dlaxuonc Kol
xpnotuortoinonc tn¢ texvoAoylioc vyeiocy.




OUVUTIOAOYLOUOG

1. Health problem and current use of technolog
3. Safety
4. Clinical effectiveness

5. Costs and economic evaluation

7. Organisational aspects
Patient & clinical experts, - —
consultation comments 8. m M

What evidence does NICE use? 9. Legal aspects




HTA: n dtadikaoia AnPnc tnc amodoaonc

e Juvenwgc, n dtadikacio APnc tnc amodaonc oto
rniAaiowo pag HTA npodavwc mepthapPavel

e To {NTNUA Elval TWCE UTOPEL va N
OXETIKN BapuTnNTA TWV TTAPAUETPWV AUTWV KL VAl
evtaxBel o pla “aAyoplOuikn” dtadikacia tng
anodaonc

— Multiple Criteria Decision Analysis (MCDA)




INCORPORATING
MULTIPLE CRITERIA

METHODS AND PROCESSES

NANCY ) DEVLIN AND JON SUSSEX

2 THE INEVITABILITY OF USING CRITERIA OTHER THAN COST
EFFECTIVENESS IN HTA



In July 2013, the UK Department of Health asked NICE to
take into account additional terms of reference in the
appraisal of new health technologies

Amongst other things, the terms asked NICE to:

« Include a simple system of weighting for burden of
illness that appropriately reflects the differential value of
treatments for the most serious conditions

Encompass the differential valuation of treatments
designed to extend life at the end of life in the current

approach within a new system of burden of iliness
weights

Include a proportionate system for taking account of
wider societal benefits




NICE developed a set of proposals to incorporate these
new terms of reference into its appraisal methods

e.g. proportional and absolute QALY loss values would be
calculated as part of an appraisal and be used as the
basis for assessing burden of ililness and wider societal
impact, respectively

groups), clinicians, economists and academics, industry
and other interested groups




NICE received more than 900 comments from 121
organisations and individuals

No consensus emerged, with respondents particularly
split on the ways in which the burden of illness and wider
social impact criteria should be measured and valued

NICE has recommended to its Board that nochanges to
the technol ieal methadol hould | e |

the short term

«  Supplementary policy for the appraisal of life-extending
end of life treatments will be retained in its current form




H dtaxeiplon tou KivOUVOU Kol TNG
aBepatotntoc oto nAaioto tnc HTA:
Performance Based Risk Sharing Agreements
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H Sdtaxeiplon tou KivOUVOoU Kol TNG
aBefatotntoc

e Kivouvoc— ABefatotnta: SU0 SLUPOPETIKEG EVVOLEC
e To petllov SIAnUUa yLa Tov TPLTo MANPWTH: TTWE

koBilotatal LLLa TexvoAoyia vyelag,
yLa pa Eekabapn
amodaon
— MMnyé&c : afefatotnta we mpoc 1o

, afeBaotnta avadoplka LE T
KaBegautn
— ABeBatotnta =P kabuotEpnon =P KOOTOC



2EK: n aBePfatotnta we Kivntpo

— H

gLoaywync evoc dopLLakou

UTTOKELTOL O€ onUOVTIKA afefatotnta

E¢wtepikn eykupotnta tnN¢ RCT (artokAlogLlg petagu
nAnBuopuwv)

Real world efficacy

AodaleLa

Ko, kuplwg, n emidpoon OAwV auTwyv OTn oXEon cost-
effectiveness

(1“3‘1 tervenhon [».“\I-i mparator
ICER Interven I

Effectivenessycryvenion — Effectivenesse,




To {ntnua tn¢ afePatotntac:
The cost-effectiveness acceptability curve

Intervention is rejected

Difference in costs

Reject (usually) Cost utility
threshold

\ ccept (usually)

Intervention is rejected
(well, usually...)

>

Difference in outcomes

Intervention is
dominant



ABeBatotnta Kol KOOTOC

2 UVETIWC, LUTTO TO MPlopa TNG apfeBatotntag yLa To
oUOTNO VYELOC OLTTOLLEVOUV
NC anodaonc anolnpiwonc (yio YAouc toug
acBevelc) Ewg TNV epdavion MAEOV LOYUPwV 6ESOUEVWVY

NG teEXvoAoyiag ( TouC aoBeveic) umo
kKoBsotwc apfeBatotnrog

AUPOTEPEC OL AUCELG EVEXOULV ylLa To
oUOTNUA LYELOC

— OL2vpdwviec EmpepLlopov tou Kivduvou npbav va |

KaAUPOUV AUTO TO KEVO [ |




Zntnuata evvololoylog Kot Taélvopnong

[evika pa 2EK oplletal we pia HeTaéL Tou
KoL TOU , OTIOU N

elval LE TN EVOG

NPOLOVTOC LYElOC o€ (PBA)

— EvoAAaKTkA, Eva oupPoAato uTto afeBatotnta we mPog
TNV TEALKN EKPaON HLOC UTINPECLAC, OTIOU KABE Eval o Ta
ouvdeopeva pEpN avoAapPavel Tnv mBovoTnTa TNG
aVTAUOLBNAC N TNGC TTOWNC, avaAoywc TnS amodoonc (RSA)

Yuvavtwvtal pe TtoAAouc kat dtaadbopouc Opoug
MaAAov amodektn 6teBvnc taévopnon n €€Nc: [ |




Payer-producer/provider
arrangement
L . ¥
Cost sharing Performance-based risk sharing
arrangement arrangements

.A\

To manage utilization in the real To provide evidence regarding
world decision uncertainty

E F

Performance-linked Coverage with evidence
reimbursement development

“";7{:‘\‘K:'"

Budget capping - Qutcomes - Process of - Only with
Utilization guarantees careg research
capping - Money back

- Discounts guarantees
Price/volume - Conditional

treatment

continuation

- . . e e o o e

/

- Only in
research

Aceess for all indicated patients

Intermediate endpoint Pre-specified agreement

Clinical endpoint No pre-specified agreement

Fig. 1 - PBRSA Taxonomy. PBRSA, performance-based risk-sharing arrangement.
VALUE IN HEALTH 16 (2013) 703-719




Type of RSA

Countries where implemented
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PBRSA: peyaAn mpoodoc, mAeov kapn...

Performance-based Schemes by Year
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Appl Health Econ Health Policy. 2014 Jun;12(3):231-8. doi: 10.1007/s40258-014-0093-x.

Current status and trends in performance-based risk-sharing
arrangements between healthcare payers and medical produc
manufacturers.

Carison JJ1, Gries KS, Yeung K, Sullivan SD, Garrison LP Jr.

involved, types of arrangements, and product and market factors. Our search yielded 148
arrangements. From this set, 65 arrangements included a coverage with an evidence
development component, 20 included a conditional treatment continuation component, 54
included a performance-linked reimbursement component, and 42 included a financial utilization
component. Each type of scheme addresses fundamental uncertainties that exist when products
enter the market. The pace of adoption appears to be slowing, but new countries continue to
implement PBRSAs. Over this 20-year period, there has been a consistent movement toward
arrangements that minimize administrative burden. In conclusion, the pace of PBRSA adoption
appears to be slowing but still has traction in many health systems. These remain a viable
coverage and reimbursement mechanism for a wide range of medical products. The long-term
viability and growth of these arrangements will rest in the ability of the parties to develop mutually
beneficial arrangements that entail minimal administrative burden in their development and
implementation.



AlIFA Risk Sharing procedure

Initial cycles of treatment for
new patients

Treatment
ex-post

RESPONDERS

Treatment is Treatment is
stopped continued

Discount on price paid by Treatment is reimbursed
Marketing Authorisation by NHS
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WALUE IM HEALTH 18 (2015} 352-353

Available online at www.sciencedirect.com

ScienceDirect

x =l

EI_‘SEVIER journal homepage: www.elsevier.com/(/locate/jval

LETTER TO THE EDITOR

Do the Current Performance-Based Schemes in Italy Really
Work? “Success Fee”: A Novel Measure for Cost-Containment of
Drug Expenditure

@Crﬂsshﬂark

We read with interest the article on the latest type of
performance-based managed entry agreement (MEA) very

recently introduced in Italy, the Success Fee [1]. Although we
regret that the authors did not cite our previous contributions on

the subject [2,3], we share their conclusion that MEAs in Italy

have led to trifling payback and were basically a failure from a

financial point of view. Not only was payback minimal, but these
schemes are t:ime=::[m5uming and quuirE Eﬂﬂﬂ}i’ investments to

age all the forms [3].




Italy Results
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PBRSA kol mopeveEpPYELEC:
LOLwTLKoTToLWVTAC £va dSnuocto ayabo
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H edappoyn twv PBRSAs Betel
nellova {nTnpaToL:

e Baolkn BeTlkN CUVETELQ: N EVXEPELA TNC “
” Lo evoEXOUEVA UTTOOYXOMEVNC TEXVOAOYLOC

— Yyetlovouikn damavn “ek tov aodparovc” (avénuevn
armodoTikoTNTA)

e ApvNTLKA CNUELaL:
— Apdlonuia we mpoc Ta amoteAEopATO
— ALOXELPLOTIKO KOOTOC

— Mebilo epappoync (we amoppola TOU MWE LETPATAL TO
QTOTEAECUQL)

~ H Baxeipton e mnpodopias [k




XapaKTNPLOTIKO TNC EAALTTOUC
MANPopOpNoNg

ISPOR 17" Annual European Congress —Aamsterdam, The Netherlands — B-12 November 2014 — Workshop #W32

Evaluation of risk-sharing agreements

A real-option approach

Olivier Ethgen £ Augustin Terlinden

This presentation reflects our own understanding and

experience on the subject.

Very few publicly available information.
AL
e

Very few methodological researches.
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STATE FUNDING FOR HEAITH-CARE SERVICES
AND PUBLIC HEAILTH: IS IT BASED ON THE PRINCIPLES
OF ECONOMIC THEORY ?

ILIAS-TOANNIS KYRIOPOULOS:, KOSTAS ATHANASAKISY
TREY FOMN BEA OGO

Table 1. Public, private and common goods

Excludable Mon-excludable

Private Goods Common Goods

Competin
RELE (tood, clothes, cars) (fish stocks)

Club Goods Public Goods (free-to-air
Mon-competing

(satellite television) television, national defence)




H eAAtnc mAnpodopnon wg
«LOLWTIKOTIOlNON» €VOC ONMOoLlou ayabou

e H ektipnon tng NG texvoloylag pmopel
va BewpnBOel w¢ MayKOOLLLO
e Puig-Peiro 2011 (OHE, London):

o

— quantitative evidence exists on Is
disclosed internationally on PBRSAs”.

— “lack of consensus on the welfare consequences of the schemes
and their social desirability, partly explained by the scarce
evidence available”

 H BiBAloypadia urtodnAwvel LLkpn ex post aéloAoynon tTwv
oUUPWVIWV SLEBVWC

— J0Bapo MPORANKA e TIOMATAEG TIPOEKTAOELG [ |
QMOTEAECULATLKOTNTAG, NBLKAG KaL Sikaoouvng -



PBRSA: tepeuvwvTac TLC TIOPAMETPOUC
epappoync otnv EANada
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e AgdnAwpevn npobeon

3.3. Méoa vhomoinong

H Ermmtpomm diampayuaTteUeTdl JE Toug oupBarAoue-
voug Tou EOMLY.Y. SUuvAuEL OIKOVOUIKWY CUMPWVLIV:

3.3.1. Oykou - Tung («price volume agreementss)

ZUppwVIEG TIOU TIPOKAAOUV LEWOEIS - EKTITWOELG OTIG
TIUEG OTNV TEPIMTWOT UNMEPRAcNS TwV MMWANCEWY TIOU
gxouv ouupwvnBel mpokaTtaBoAlkd.

3.32. Emuepiopou tou Kivduvou («risk sharing agree-
ments»)

Jupgpwviec ouppeToxYng otn dwadikaoia e duampay-
HATeuoNG, aveEdpTnTa UE TO TEAIKS amoTEAeouq, Baot-
{Opevol oV AMOTEAECUATIKOTNTA Kal anodoTikeTnTa
TWV UTINPECLWV KAl TWV TIPOTOVTWY TOUg, SEXOVTAL £K-
TTWOon £l TWV TIHWY TOUG.

3.3.3. Eknmtwoelg («rebatess)

Juppwvieg MPdoBeTnC KAILAKOUUEVNC ETILOTPOYNG,
avdhoyd pe TO OUVOAKO GYKO TIWANTEWY TWV TIPOIOVTWYV
TOUg N TMAPOXNG TWV UTINPECWY TOUG.

e [leploplopevn mepypadn

E®HMEPIE THE KYBEPNHZEQS

THZ EAAHNIKHZ AHMOKPATIAZ

TEYXOZ AEYTEPO Ap. PuAAou 2543

10 OxTwRpiouv 2013



H nieplntwon epappoync otnv EAAada

nov Ba kaBoploouv TNV emLTU)ia
epoppoyNng
— e oL Ba edappootolV oL CULPWVLEC
e AdUvaTto og OAa - amapaitntn n emtloyn
— Mwc¢ Ba
e Eotw Ko av mapaPAEneTaL otnv anodaon,
amoKAELETOL VO NV avakUPEL N avaykn
— MNMwc¢ Ba
e OAa ta cuothuata performance based amattouv
evOelexelc kataypadEC
— H amdvtnon, telikd, e€optdral amnd to [ |




Task Force Focus: Four Good Practice Questions

Q1. Desirability: Is a PBRSA the appropriate way forward given
the uncertainty and the alternative methods to reduce this
uncertainty?

Q2. Evidence collection: Which PBRSA research design is most
appropriate to collect evidence that addresses the relevant
uncertainties?

Q3. Implementation: How should a PBRSA be implemented,
governed, and reported?

Q4. Evaluation: Has the PBRSA achieved its objectives? Was it
good value from a health system perspective?
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OpLloMEVEC OKEWPELC

e OLVEEC IPOOEYYLOELC oTNV TILOAOYNON, TNV anolnpiwon Kol
™ SLaxeiplon ¢ apfefatotntac «npOav ya va pLeivouvy

e Mapa ta Sopka Toug poBAnuata eival yLoL ToV
TPLTO MANPWTN KOl ELVOOUV TNV AyopA, SNULOUPYWVTOC
AOYW TNC ™NC aéloc He TNV MANPWUN

e H katevBuvon tng €pevvac Ba ival, oto PHEAAOV, N Apon TwV
BoolkwV TOUC TIEPLOPLOMWYV, KUPLwE ota Ttedla Twv

— MeBoboAoylkwV TTEPLOPLOUWV
— ZNTNUATWV OXETIKA e TN StaBeoipotnta tne mAnpodoplog [ l




OpLloMEVEC OKEWPELC

e BaolkO MpoamaltoUEVO yLa TNV edapoyn:
— 2€ TIOLEC TEXVOAOYieC Ba epapuooTouV
— Mw¢ Ba EKTIUNOOULLE TOL ATTOTEAECUOTO,
— Molog Ba Ta KAveL
— Y€ TIOLO XPOVLKO SLaotnua K.ATt.

e OepeAlwdec MpoamaltoUEVO: Lo opBoAoyLkn
oulntnon
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Aoiepwuévo og KouBeAa kat Mrodoodkn:

ECONOMISTS
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What the government thinks | do What | think | do
2



2oc Evyoplotw

kathanasakis@esdy.edu.gr
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