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World population evolution (% of +65)

Chart 7.5.2. Relative hospital in-patient
expenditure by age group
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HAIR can be moved, follicles and all, from sRAN A pacemaker-like device can be implanted to calm tremors, and a shunt /

the back and sides 10 the top of the head can be inserted to drain fluid in hydrocephalus. Researchers now know the
brain can grow new cells, particularly in the learning and memory centers. In
EARS AND NOSE — mice, neural stem celis have been used to replace brain cells lost to strokes of

VT O

Cochlear implants can cerebral palsy.
restore hearing.
Prosthetic noses and
external ears can
replace lost ones.

LUNGS can be

scientists are
studying temporary VOICE BOX Researchers at
M.LT. are working with the
singer Julie Andrews, whose
vocal cords were scarred by
‘ surgery. They hope to create
artificial material to replace
portions of vocal cord o use
tissue engineering to grow
new ones

artificial lungs.

NERVES Ina
transplant, a donor ‘
nerve forms a scaffold
to bridge a missing

segment of nerves.

Eventually, the nerves
regenerate.

LIVER, KIDNEY
Beyond transplants,
dialysis machines
are in use for kidneys
and being tested for
fivers. Experiments
are under way for an —!
artificial iver and a
kidney that combines
human tissue with a
pumping mechanism.

HEART Along with transplants
and artificial hearts, artificial
valves replace original ones,
and battery-operated
pacemakers regulate the
heartbeat. Ventricular assist
devices help the heart pump
while a patient awaits a
donor heart

PANCREAS An artificial
pancreas, newly approved
by the FD.A., checks
diabetic patients’ blood

BLOOD VESSELS
of synthetic

material sugar, calculates how much
sometimes insulin they need, and
combined signals an implanted
with human pump to send out the
tissue, can right dose. In mice,
replace

killing the cells
responsible for
diabetes leads the
pancreas to
regenerate cells
that produce
insulin
Researchers
hope to try the
same
experiments
in humans.

arteries
and
veins

GENITALS

implants can

replace testicles

that have been removed

Vaginas are rebuilt, generally
for cancer patients

BONES Metal rods or natural grafts can
replace broken or shattered ones. Now,
artificial bones are being made of plastic:
after about two months, what's left of
natural bone tissue bonds with the artificial
material, which is eventually absorbed into
the body. Researchers are experimenting
fiolding that fuses with bone

s Last summer, a 10INTS Knee, finger,
13-year-old British girl  hip, elbow and

with cancer became shoulder joints can
the first recipient of a be replaced with
bionic leg,” a bone metals, plastics or
implant that mimics ceramics. Toes are

natural growth with sometimes

the help of an transpanted from

electromagnetic the feet to replace

device lost fingers.

ELBOW JOINT

s The cornea can be transplanted, and researchers hope to make an
plantable microchip to restore vision

_ veETH Unlike sharks, we cannot regrow teeth, but implants replace lost teeth
and roots. And last year, researchers implanted pigs’ tooth ¢
transplartsd, and ‘ intestines of rats. In five months, tooth crowns had formed

near the

SKIN can be

transplanted from one nical

part of the bady to hands are used
as prostheses.

developed artificial and hands have

skin that meshes with  been

a burn victim's own transplanted

skin, allowing it to from one pers:

regenerate 1o another.

How Much
Of the Body
Is Replaceable?

By EINDA VILLAROSA

Legendhasit that in the fifth century A.D.,a
beautiful woman ki hand of Pope Leo
1 during Mass. The pope, mortified at feeling
desire for the woman, ordered a servant to cut
off the offending hand. The Virgin Mary later
restored the limb by performing the Miracle
of the Severed Hand, an act immortalized in
stained glass at the Church of Orsanmichele
in Florence.

Many centuries later, replacing a body part
is no longer miraculous, but simply common-
place. From the top of the head (o the tips of
the toes, nearly every part of the body can be
replaced by transplanting organs and t

m one person to the next or substituting ar-
tificial parts for weakened or damaged tissue.
al

better medical devices to creating artificial
organs to growing new ones with the help of
stem cells — is progressing at a fast pace.
“How much of the body is replaceable?
1 have not come across a part of the body
that someone somewhere isn't working
on,” said Dr. Robert Langer, professor of
chemical and biomedical engineering at
M.LT. and a pioneer of tissue engineering.
even

y every part
if that day is centuries away.”"

transplanted from
person to person
Cartilage can be
grown in a lab, using
the patient's o
tissue, then injected
back into the body.
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C. Potential savings in public spending !
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3. Potential savings represent the difference between a no-reform scenario and a scenario where countries would
become as efficient as the best performing countries.

Source: OECD Health Data 2009; OECD calculations.
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Preventable Medical Errors Still Kill
Thousands, Cost Billions as Employers
Foot Bill

Despite a landmark report a decade ago detailing the deadly natare of the U 5.
health care system. a consumer group finds that litile has been done to prevent
errors that cost the nation $17 billion to $29 billion and kill as many as
100,000 patients annually .

Commenis 0 | Recommend 12

May 20, 2005

Preventable Medical Errors Still Kill Thousands, Cost Billions as
Employers Foot Bill

Despite a landmark report a decade ago detailing the deadlyv namre of the TS5
health svstem. a consumer group said Tuesday, Maw 19, that little has been
done to prevent the errors that still kill as many as 100,000 patients each
wvear—a number that the group said 1s a conservative estimate.

Consumers Union. which publishes the magazine Corsumer Reporits.
published what it called a “review of the scant evidence” of the health
system s efforts to reduce preventable errors that cost the countrv $17 billion
to $29 billion annually. a cost bome by the emplovers that pay for shoddy
care.




the same rate of preventable fatalities I\/Ion@r
that we currently see in hospitals. ..

1. Flying would be much safer
2. Therewould be a crash every week
3. Therewould be 100,000 passengers Killed per year
4. There would be 17 crashes per day and 600,000 deaths per year
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AVOTTOTEAEGUATIKOTNTA OTNV BEATIOTOMOLNON TWV
UYELOVOMLKWYV OITOTEAECHATWY
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Country Results Question: QA3.1. Thinking now about your own experiences of health care services in (OUR

._. Belgium . 93% COUNTRY) and those of people close to you, please tell me if you think that the
— L ctria 92% quality of each of the following is very good,fairly good, fairly bad or very bad.

== eden %% option: Hospitals

poes Finlang 88% Map Legend

— Answers: Goaoad

- | e Netherlands B7% . 85% - 1004

Em Denmark 85% e %

* W Mmata 84% B 75 -84z

B B France B3% - 60% - 74%

= Spain B2% B S0% - 59%

—Luxembourg B2% 0% - 49%

B Czech Republic 80%

MR Germany | T9%

EE% United Kingdom 77%

B} tretand B4%
BB aly 63%
W Slovakia | 62%
Bl Portugal | 58%
B Lithuania 57%
- Latvia | 55%
== Greece 48
T Hungary | 43%
Em Butgaria 43%
mmm Poland 42%
B B Romania . 42%
|
Bl Turkey 68% -~

e Croatia 65% o



YTt0 KoOEOTWC MEPLOPLOUEVWV
nPoUTToAOYLOLLWV OL Bepartelec
TTOU MEYLOTOTIOLOUV TO
UYELOVOULKO OPEANOC VIO TOV
acBevn dev peylotonolovv
artopotnTa To 0PeAOC YL TO
oUVOAO TOUC
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MNepintwon Epyaotiac:

‘EXETE OPLOTEL OTNV EMLTPOTIN YLO TNV Kataption TnG Alotag ko Ba mpemeL va
ETUAEEETE €va ATIO TA 2 EYKEKPLUEVA DAPLLOLKA YLOL TNV PEVMATOELON
apBpitda. MNapakatw Sidetal n emBiwon pe Baon tig KAWIKEC peAETEC. TL Oa
eTUAEYQTE?

Live-Well 5

Live-For-Ever 7



Qotooo n mototnta {wng eivat emiong dtadopeTikn Kal ota Aol auTa Kol
TOL TTOLOTLKA £TN (WNAC. TL Ba eTAEYQTE?

dappoko: Mowotnta Mototika
{wiig £tn {wng

Live-Well 5 90% 4,5

Live-For-Ever 7 55% 4,0

EONIKH
DOAH
SHMOTIAY
YTEIAE

1%

- s




Entiong to k6otoc eival SLadopeTLKO KoL CUVETIWE TO KOOTOC avVA £TOC XWNC.
Tt Oa enAéyarte?

dappako: Mowotnta Mototika Kootog Koéotog Ava Koéotog Ava
{wng “Etn ZwAg Ogpaneiog 'ETog Zwng Mototiko Etog
(€) (€) Zwig (€)

Live-Well 5 90% 4,5 10.000 2.000 2.222

Live-For-Ever 7 55% 4,0 15.000 2.143 3.896
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Tu yivetal otav o npolmoAoylopoc eivat dedopgvoc? (mouv cuvnBwe siva)
H amoteAeopatikotepn Beparmeila yla To ATOUO SeV iVl AMTOTEAECUATIKOTEPN VLA TO
oUvoAo Twv acBevwv. Tt Ba eTAEyaTe?

dappako: Mowotnta Mototika Kootog Kootog Ava Koéotog Ava AcBeveic pe | Etn Zwng ‘Etn {wng
Twng ‘Etn Zwng Oepaneiog ‘Etog Zwng Movotikd Etog 1.000.000(€) TIOLOTIKA

(€) (€) Zwng (€) budget

Live-Well 5 90% 4,5 10.000 2.000 2.222 100 500 450

Live-For-Ever 7 55% 4,0 15.000 2.143 3.896 67 467 257
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[Lot oTLONTIOTE AYOPACOULLE
(xpnuatodotovpue) otnv {WN KOG
aéLOAOYOUE TL OXECN OVOLULECDL
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We are paying more for better technology and

outcome

MILES-

higher cost

worse and more
costly

lower cost

<«
LADA

cheaper,
but worse

COST+

better,
but more costly

worse value

MILES+
reference
vdlue
better and
chv
)
better value o |9

COST-

Source: adapted from Prof. Matthias Graf von der Schulengurg
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Why not doing the same in health care ?
More money for better technologies

better,
DNt more costly

worse and more
costly

higher cost

20 YES

LIFE YEARS- LIFE YEARS+

|reference
technology
better and
= cheaper
(@]
(&]
)
= /
o
= cheaper,
but worse
worse value better value {9 :
1, ;,;, -

COST-

Source: adapted from Prof. Matthias Graf von der Schulengurg
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ORIGINAL ARTICLE

Economic analysis of a
Multicentre, randomised, phase
Il trial comparing FOLFOXIRI
with FOLFIRI in patients with
Metastatic colorectal cancer in

Greece

N. Maniadakis?®, A. Pallis®, V. Fragoulakis®, P.

Prezerakos® and V. Georgoulias®

*University General Hospital of Heraklion, Voutes 711 10, Crete, Greece

® Department of Medical Oncology, University General Hospital of Heraklion,
Voutes 711 10, Crete, Greece

“Health Economics Department, Foundation for Economic and Industrial
Research, Athens, 11742, Greece

“Centre of Educations and Specialisations, Municipality of Athens, 5 Mayer
and Favier, Athens, Greece

Address for correspondence: N. Maniadakis, BSc, MSc, PhD, C.E.O and President, University
General Hospital of Heraklion, Voutes 711 10, Crete, Greece. Tel.: +30 2810 542061;
Fax: +30 2810 542064; e-mail: nmaniadakis@yahoo.com



Teaable 2. Cost prer item

Chemotherapy CastE])
Folinic acid per mg 0.34
Irinotecan per g 2.39
Crxcaliplatin per mg =217
S-Fluorouracil per mg o.1=

Second line drugs

Capecitabine 1 50 mg S5.12
Temozolomide 5 mg 33.34
Cisplatin 10 mg .38
Gemocitabine per mg o.1=
Cetuxirmab 100 mg IF9 a7
Bavacizurmab 1000 s 531.11

BRhiSG-CSF

(Granocyte 263 pg 44 TE

IMiagnostics
T scan F0
N —rans S0
ST 4 49
sSSP 4 49
Wi 502
L.HI™>» 4 .75
Seruim creatine 4 .05
Adburmin 522
Bilirulin 288
I~Ia 522
EL 522
LI 4. 75
AL 502
TTric acid 288
RO 271

R esource use
Hospital dasy TS0
[ rawy wrisit A0

2254 Ecomnonye evaluafion of frst e Seatmeant i meaetastaliic cofomecfal camncer '



| mFOLFIRI

o FOLFOXIRI |

Table 3. Total treatment cost and differences between treatment groups

FOLFIRI FOLFOXIRI Difference

Min 855 1666 811

Max 45796 50280 4484

Mean 12201 18344 6143

S.D. 610 712 660 w——
95%UCI 13427 19776 6253 E,ia s
95%LCI 11011 16951 6033 £ .
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ORIGINAL ARTICLE

XELOX versus FOLFOX6 as an
adjuvant treatment in colorectal
cancer: an economic analysis

Nikos Maniadakis®, Vasilios Fragoulakis®,

Dimitrios Pectasides® and George Fountzilas®

“Department of Health Services Organisation and Management, National
School of Public Health, Athens, Greece

bsocial Insurance Institute, Athens, Greece
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ORIGINAL ARTICLE

XELOX versus FOLFOX6 as an
adjuvant treatment in colorectal
cancer: an economic analysis

Nikos Maniadakis®, Vasilios Fragoulakisb,
Dimitrios Pectasides® and George Fountzilas®

Table 3. Mean treatment cost (in euros) per item and treatment group*

FOLFOX6 (n=86) XELOX (n=83) Difference A - B p value
National Health Service Perspective
Total Cost 17480 (15846; 19085) 12525 (11328; 13778) 4955 (2423; 6524) <0.001
Chemotherapy 8762 (7857; 9916) 9713 (8862; 10710) —954 (—2386; 484) 0.1943
Hospitalisations 5154 (4816; 5598) 1050 (958; 1146) 4104 (3677; 4530) <0.001
Erythropoietin 2754 (2473; 3085) 1714 (1511; 1905) 1040 (662; 1417) <0.001
G-CSF, Labs, Other Drugs 638 (560; 730) 357 (318; 397) 281 (185; 377) <0,001
Social Insurance Perspective
Total Cost 16240 (14668; 17793) 12617 (11522; 13830 3623 (1467; 5439) <0.001
Chemotherapy 0164 (8240: 10335) 10160 (9237: 11250)  —996 (—4263; 2271)  0.1924
Hospitalisations 3079 (2874; 3344) 185 (154; 226) 2829 (1836; 3788) <0.001
Erythropoietin 2892 (2593; 3247) 1800 (1578; 2003) 1092 (695; 1489) <0.001
G-CSF, Labs, Other Drugs 661 (582; 755) 369 (328; 413) 292 (193; 391) <0.001

*Figures in parentheses represent 95% lower and upper uncertainly intervals
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Economic evaluation of docetaxel/gemcitabine
versus docetaxel as frontline treatment of
patients with advanced/metastatic non-small
cell lung cancer in Greece™

N. Maniadakis?-*, V. Fragoulakis®, A. Pallis?, P. Prezarakos¢, V. Georgoulias?

» Department of Medical Oncology, University General Hospital of Heraklion, Voutes 71110, Crete, Greece
® Health Economics Department, Foundation for Economic and Industrial Research, Athens 11742, Greece
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Economic evaluation of taxane-based first-line
chemotherapy in the treatment of patients with
metastatic breast cancer in Greece: an analysis
alongside a multicenter, randomized phase Il clinical

trial

N. Maniadakis™, U. Dafni“, V.. Fragoulakis®, I. Grimani®, E. Galani®, A. Fragkoulidi® &
G. Fountzias®

'Department of Economics, University of Piraeus, Pirasus; "'L.ab-:rrar-:lq.f of Biostatistics, University of Athens School of Nursing; FAdministration Office, Social Insurance
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Oncology, Papageorgiou Hospital, Anstotle University of Thessaloniki Schodl of Medicing, Thessalonik, Greece
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Table 3. Treatment cost (EUR) per item and treatment group (undiscounted )

Total cost 20 498 (19 044-22 020) 19343 (18 088-20 570) 20 578 (19 249-21 985)
Chemotherapy 12687 (11 853-13 516) 11198 (10 490-11 872) 11934 (11 B%-12 614)
Bisphosphonates 768 (362-1395) 745 (562-9%) 18 (303-606)
Erythropoietin 740 (487-1052) 91 (617-1307) 34 (554-1123)
Granulocyte colony-stimulating factor 694 (508-902) 876 (701-1063) 397 (266-542)
Homonotherapy 477 (38-578) 199 (412-589) 317 (415-69)
Hospitalization 164 (421-521) 380 (809-957) 947 (892-1004)
Laboratory exams 203 (185-202) 255 (227-265) 350 (309-3%4)
Imaging 2190 (2065-1322) 2088 (1952-224) 2187 (2047-13%)
Trastummab 275 (1576-3010) 1871 (1269-2507) 2963 (20574012)

Figures in parentheses represent 95% lower and upper uncertanty intervals,

PCh, paclitaxel with carboplatin; GDoc, gematabine with docetaxel; Pw, weekly paclitaxel,



Table 5. Incremental cost (EUR) per lfe year saved of Pw versus GDoc for vanious patient subgroups

PS0 ps1 No TYes HER2 OvNo HER20vYes
Mean 6378 Dommance Dominance Dominance Dominance 26 162
Standard deviation 38 641 G941 2661 267 TH RALS 310 242
95%LUI Dominance Dominance Dominance Dominance Dominance Dominance
950 UUI 20 158 Dominance 397 1935 1371 227 170

HINo HTYes MET] MET2 MET3 AGET0
Mean 539% 19 12 948 1831 Dominance Dominance
5D 104 626 2465 76 140 [§ 152 3938 165093
95%LUI Dominance Dominance 883 Dominance Dominance Dominance
950 UUI U731 4384 63 471 9830 5215 109 087

EUR, Euros; Pw, weekly paclitaxel; GDoc, gemcitabine with docetaxel; P50, 1, performance status 0 or 1; TNo, Yes, trastuzumab administration no o yes;
HER2OvNo, YES, HER2 overexpression no or yes; LUL lower uncertainty interval; UUL, upper uncertainty interval; HTNo, Yes, hormonal therapy No or
Yes; MET1, 2, 3, metastatic sites 1, 2, 23 at study entry; AGET0, age greater than 70.
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£50.000 -

£40.000 A

£30.000 -

£20.000 -

£10.000 -

£0 -

£45.354

ZDV vs placebo,
CD4<500,

1-yr effect
(Schulman, 1991)

HIV

Costs converted @ US$1.555=£1
but not inflated

£31.383 £15.264 £6.431 £6.276
ZDVvsnone  ZDV/ddCvs ZDV ZDV/3TClindinavir ~ ZDV/3TC
in AIDS, CD4<300 vs ZDV, vs ZDV,

200<CD4<500 200<@D45500!
(Moore, 1994)  (Simpson, 1994)  (Moore, 1996) A, '
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TNF inhibitors in the treatment of rheumatoid arthritis in
clinical practice: costs and outcomes in a follow up study of
patients with RA treated with etanercept or infliximab in
southern Sweden

G Kobelt, K Eberhardt, P Geborek

Ann Rheum Dis 2004;63:4-10. doi: 10.1136/ard.2003.01062%

Table 3 Cost per QALY gained with one year treatment (€)

Incremental
No cost (€)* QALY gain* Cost/QALY (€)
Direct costs only 116 12455 0.28 44500
Base caset 116 12184 0.28 43500
Improvement linear 116 12184 0.19 64100
Improvement after 6 weeks 116 12184 0.33 36900
Drop outs included 160 10727 0.2 53600
Patients with HAQ <0.6 at baseline 8 14131 0.111 128500
Pafients with HAQ 0.6<1.1 at baseline 21 11131 0.181 61800
Patients with HAQ 1.1<1.6 at baseline 30 15241 0.25t 61000
Patients with HAQ 1.6<2.1 ot baseline 36 11176 0.301 37300
Patients with HAQ =2.1 at baseline 21 6888 0.16t 43000

1€=9.05 SEK.

*Incremental costs and QALY gains are calculated compared with baseline, assuming that without TNF inhibitor
treatment patients would remain at the baseline level throughout the year; thase case assumption for QALY gain:
improvement of utility after three months.




TNF inhibitors in the treatment of rheumatoid arthritis in
clinical practice: costs and outcomes in a follow up study of
patients with RA treated with etanercept or infliximab in
southern Sweden

G Kobelt, K Eberhardt, P Geborek

Ann Rheum Dis 2004;63:4—10. doi: 10.1136/ard.2003.010629

Table 4 Costs and utilities at different levels of functional impairment
Costs and utilities by levels of functional disability by HAQ
<0.6 0.6<1.1 1.1<1.6 1.6<2.1 =2.1
Baseline
Number of patients 8 21 30 36 21
Mean HAQ score 0.38 0.90 1.34 1.83 2.35
Mean DAS28 5.45 5.44 6.05 6.11 6.08
Mean utilities 0.680 0.455 0.299 0.174 0.063
Mean costs (€) 4350 19200 20550 36250 40850
12 Months
Number of patients 29 24 33 16 14
Mean HAQ score 0.19 0.88 1.31 1.81 2.33
Mean DAS28 2.48 3.61 3.49 3.63 4.66
Mean utilities 0.829 0.686 0.634 0.576 0.270
Mean costs [€) 19140 38800 48100 49500 44000
Epidemiological cohort, Lund*
Mean utilities 0.717 0.636 0.611 0.422 0.235
*See Kobelt et al.’ *




Figure 2-1 — Mean annual cost per patient with RA (C 2008)

Mean total annual cost per RA patient (€ 2008)
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3.3.2.F7 Proportion of patients treated across Europe

Figure 3-19 Proportion on treatment end of 2008

Estimated proportion of prevalent patients treated with biologics (2008)
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Figure 4-3: Affordability index (Germany = 100)
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Access to innovative treatments for rheumatoid arthritis in New Zealand. A comparison with Australia and the UK. May 20120,
G. Kobelt, I. Lekander, Y. Santesson Nicolae

Comparison of health expenditures per capita (index) to the price of biokgics (index). Low indexss indicate good affordability, high indexes indicate difficulties to afford.



Table 4-3: Published cost-effectiveness analyses of biological treatments
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Figure 5-6: Relationship of costs to HAQ’

Mean annual cost per patient (France, societal perspective, 2005 €)
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Figure 5-7: Changing structure of costs with advancing disease®

Mean annual cost per patient (Sweden, € 2005)
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Table 5-1: Reductions in costs in the first year of TNF inhibitor freatment?

Mean costs per year {€,2002] and utilities

T AT TR

0.28 (0.33)
Work capacﬂ}', full sample (%)* 27
Work capacity, patients <65 (%) 31
Sick leave (days) 1.6 (5.0)
Indirect cost 21880 (17030)
Total cost cortisone 97 (95)
Total cost NSAID 117 (81)
Total cost analgesics 63 (51)
Total cost DMARD 289 (734)
Total cost hospital 3823 (7179)"
Total cost surgery 569 (989)
Outpatient visits™ 367
Acute care visits™ 246
Total cost anti-TNF treatment
Total costs 27447 (20933)

0.65 (0.23)
28
33
1.1 (2.6)
21739 (18110)
44 (52)
89 (87)

51 (49)
109 (387)
1963 (3839)
356 (675)
568"

143
14704 (3065)™
39630 (20829)

N/A
N/A
N/A
N/A

34 (44)
87 (87)
54 (50)
98 (343)

N/A
N/A
N/A

16202 (3584)

N/A

&lekli

]

Access to innovative treatments for rheumatoid arthritis in New Zealand. A comparison with Australia and the UK. May 20120,

G. Kobelt, I. Lekander, Y. Santesson Nicolae



Figure 5-8: Decrease in outpatient consultations with TNF inhibitor therapy!?

Change in specialist and general practitioner visits with anti-TNF therapy

at 21 months by HAQ at baseline
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Figure 5-9: Weekly working hours lost by baseline HAQ'?
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Rheumatology 2008:47;188-193 doi:10.1093/rheumatology kem317
Advance Access publication 3 January 2008

Personal and economic burden of late-stage rheumatoid arthritis
among patients treated with adalimumab: an evaluation from a
patient’s perspective

T. Mittendorf’, B. Dietz*, R. Sterz®, M. A. Cifaldi’, H. Kupper” and J.-M. von der Schulenburg'

Objectives. This study evaluated the patients’ perspective of burden of disease among 505 patients with severe, long-standing rheumatoid
arthritis receiving adalimumab.

Methods. Health-related quality-of-life and resource use data were collected during a 144-week open-label study.

Results. Adalimumab maintained pain control and reduced the duration of moming stiffness. Work impairment decreased and work
productivity was maintained over the duration of the study. Costs were estimated at ~€2100 over the course of the study, and personal help
and transportation costs comprised a large percentage of total costs.

Conclusions. These results suggest that adalimumab could improve many aspects of a patient’s burden of disease.

Key worns: Rheumatoid arthritis, Patient perspective, Adalimumab, Qut-of-pocket payments.




Figure 4-5 Studies on costs, patient outcomes and cost-effectiveness in
HEED related to RA between 1990-2008

Studies related to RAin the HEED database
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Table 33. Use of HTA (Q62)

L MNew high-cost
el

Structure and | effectiveness

capacity for and E ‘q:';
health affordability E E
technology taken into a E E @ E E @ E
assessment account in ? = = E = = E =
HrA s |55 £ |2 |55| £ | ¢ £
LS ) o (] L] s = (] L] L]
Austraha Yes Yes > > b4 > * X > x X
Austria Yes Yes x x
Belgium Yes Yes x x x x x x
Canada Yes Y es x x x X X
|czech Republic  No - |
Denmark Yes Yes x x x x x x x x x
Finland Yes Yes x x x X
France Yes Mo X x X X X X
Sermany Yes n.a.
I Greece MNo - I
Hungary Yes Yes > > x o
iceland Yes n.a. x
Ireland Yes Yes x
Eahy Yes n.a
Japan Yes Yes > > > x x x
Korea Yes Yes x x x
I Luxembourg MNo - I
Mexico Yes Yes > x x > x x x
MNetherlands Yes Y es x > x x x x > K x
MNew Zealand Yes Y es o x x o x K
Mornw ay Yes Yes > x > x o x
FPoland Yes Yes > x > X x
Portugal Yes Yes x > x x x
| Slovak Republic No - |
Spain Yes Yes X > x o x
Sw eden Yes Yes > x x
Sw tzerland Yes Y es > >
| Turkey MNo - |
Unied Kimgdom  Yes Yes X X X

MNote (1) In Mexico, the use of HTA is yet limited.
MNote: n.a. means Mot Awvailable; "-" Mot Applicable.
Source: OECD Survey on health system characternstics 20028-2009._
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