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Contexto

A ElNational Institute for Health and ClinicalExcellencgNICE)
produce guias de practica clinica para el National Health
Servicg NHSEnN Inglaterrg Galesy Norte de Irlandg

A El National ClinicalGuidelineCentre (NCGClesarrollaguias
de practicaclinica(GPCgn nombrede NICE

A El Departamento de Salud encarga a NICE hacer
recomendacione®asadasen criterios de efectividady coste

efectividad
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Objetivo

Estapresentaciontrata de describircomo el
criterio de costeefectividad es evaluado y
consideradcen lasguiasde practicaclinicadel
ReinoUnido, y los avancesque se han hecho
en estepaisal respecto

W Brunel
EEEEEEEEEEEEEEEEEEEEEEEE Y
EN ECONOMI:A I SALUT-CRES N

O NDO




Evaluacion Economica en las GPC

Elcosteefectividadse consideraen cadauno de
los estadios de desarrollo de las guias de
practicaclinicadel NICEdesdela concepcidono
alcancehastala necesidadde suactualizacion
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Métodos

Guideline Development Stage Consideration of Economic Issues
Scope development Stakeholders asked to identify economic issues at scoping workshop
Cuideline development Systematic literature review of published economic studies

Study applicability and quality assessed
Summaries presented to GDG
Development of cost-effectiveness analyses in priority areas
GDG prioritizes areas for cost-effectiveness analysis
CDG discusses model inputs and interpretation of results

Develop recommendations GDG considers cost-effectiveness alongside clinical evidence for each area of the guideline when
forming recommendations
Cuideline draft Published economic studies and results of new cost-effectiveness analyses are reported alongside results

of clinical studies
A full technical report for any new cost-effectiveness analyses is included in an appendix to the full
guideline
Guideline consultation Stakeholders comment on the guideline documents (including economic review analysis) and may
request the cost-effectiveness analysis files to validate the model; the guideline is peer-reviewed by
2 methodological experts

Guideline implementation MICE produces a costing tool (a report and spreadsheet) to help providers assess the budget impact of
implementing the guideline recommendations in their own organizations
Updating guideline Three years after publication, NICE considers whether an update is required, bearing in mind new trial

evidence, changes in licensing, and major changes in costs

GDG = guideline development group; NICE = National Institute for Health and Clinical Excellence.

Wonderlinget al, 2011 % Brunel
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Métodos

Guideline Development Stage Consideration of Economic Issues
Scope development Stakeholders asked to identify economic issues at scoping workshop
Guideline development Systematic literature review of published economic studies

Study applicability and quality assessed

Summares presented to GO0
Development of cost-effectiveness analyses in priority areas
GDG prioritizes areas for cost-effectiveness analysis

Develop recommendations GDG considers cost-effectiveness alongside clinical evidence for each area of the guideline when
forming recommendations
Cuideline draft Published economic studies and results of new cost-effectiveness analyses are reported alongside rzsults

of clinical studies
A full technical report for any new cost-effectiveness analyses is included in an appendix to the fu |

Guideline consultation Stakeholders comment on the guideline documents (including economic review analysis) and may
request the cost-effectiveness analysis files to validate the model; the guideline is peer-reviewed by
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Guideline implementation MICE produces a costing tool (a report and spreadsheet) To help providers assess the budget impact of
implementing the guideline recommendations in their own organizations
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GDG = guideline development group; NICE = National Institute for Health and Clinical Excellence.
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Métodos

Element of Technology Appraisal Reference Case
Comparators Therapies routinely used in the NHS, including technologies regarded as current best
practice
Perspective on costs NHS and personal social services
Perspective on health outcomes All health effects on individuals
Type of economic evaluation Cost-effectiveness analysis
Synthesis of evidence on outcomes Based on a systematic review
Measure of health effects QALY
Source of data for measurement of health-related quality of life Reported directly by patients or caregivers
Source of preference data for valuation of changes in health-related Representative sample of the general public
quality of life
Discount rate An annual rate of 3.5% on both costs and health effects
Equity weighting An additional QALY has the same weight regardless of the other characteristics of the

persons receiving the health benefit

NHS = National Health Service; QALY = quality-adjusted life-year.

Wonderlinget al, 2011 ( NICE, 2008) e
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Métodos

A Lasdecisiones acercade si recomendarintervencioneslas
toma el GDG (Guideline Development Group), el cual
comprende expertos clinicos pacientes o cuidadores un
project manager un revisor de la literatura, un experto en
informacion y un economistade la salud

A Seesperaque el GDGconsidereno solo criterios de coste
efectividad sino otros factores durante el desarrollo de las
guias incluyendocriteriosde equidad

=
Brunel
ccccccccccccccc UNIVERSITY
EN ECONOM:A,,,,SA. LONDON

1A | SALUT-CRES

1573--"‘:’

L £ 0 Py o n i -
f—fe S5 50 A e gy T



Métodos

ARevisidrde la literatura

AModelizacion
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Meétodos: revision de la literatura

I Estudioseconomicosrelevantespublicados
de cualquierade los temas relacionadaos
conla guiade practicaclinica(no esposible
realizar nuevos analisisde todas las areas
gue cubrela guiade practicaclinicg;

I Estosestudiosse resumenparalos GDGen
una tabla llamada deconomic evidence
pl’OfIleé, [.?.i/ Brunel
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Meétodos: modelizacion

i Ademasde la revisionde la literatura, se desarrollanuno o mas
modelosde decisionpara casicadaunade las guiasde practica
clinicaparaasesorael costeefectividaden areas prioritarias

i No se pueden actualizar o hacer nuevos analisis coste
efectividadparatodaslasareasde lasguias

i Eleconomistade la saludy el GDGdecidencualessonlasareas
mas importantes a modelizaral principio del desarrollode la
guiade practicaclinicg
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Meétodos: modelizacion

A Areas prioritarias son aquellas cuya practica actual varia y la
Incertidumbreacercadel costeefectividadde lasintervencioneses
alta, o un cambiopuedetener implicacionesn términosde costes
elevadas(grandiferenciaen coste o porque el areacubre un gran
numerode poblacior);

A Elequipode la guiallevaa cabometanalisisy network metanalisis
aunguealgunasvecesse utilizananalisisactualesy relevantesde la
literatura;

A Los economistasde la salud del equipo facilitan y extienden la
comprensionde los conceptoshasicosde costeefectividadal resto
del equipO; [lfi// RRRRRRR Brunel
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Meétodos: modelizacioaretos

A No siemprehay disponiblesestudiosrecientesde coste-efectividad
con calidad metodoldgica en el Reino Unido para todas las
cuestionesy la actualizaciérde estosanalisiso inclusorealizarlos
nuevamenteplanteanretos,

A Los datos que utilizamos para analizarel modelo provienen de
fuentes muy diversasy por tanto cadafuente debe ser analizada
paradisminuirel posiblesesgade informacional minimg

A Mantenerlasrecomendacionesctualizadaplantearetos
(actualizaciorevidencig;

Pou—"

-? Brunel
sssssssssssss UNIVERSITY
EN ECONOMIA SAL LONDON

[ UT-CRES

7 1o gy

/ OOEY |
- g —f—
m@“ﬂu---------a



Meétodos: modelizacion

A En un mundo ideal, se podria desarrollarun tnico
modelo representando todo el curso de la

enfermedad desdeel diagnosticohastael final de la
trayectoriaclinica

I Ventaja asegurarsejue toda la trayectoriaclinicaque se
recomiendarepresentael uso mas costeefectivo de los
recursos

i Desventaja modelizacion muy ambiciosa pero que
actualmenteestasiendoestudiada(MAPGuidé /:/
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Elproyectode MAPGuide

A Financiadgor MRC Methodology Research (G0901504)

A Colaboradores

i Joanne Lord, Marta Trapef®ertran, Julie Eatock,
Catriona Crossan, Simon TayBrunel University)

I Sarah Willis, Alec Mine(ESHTM)

I Paul Tappende(ScHARRSheffield University)

I Maggie Westby, David WonderliiNCGC, RCP)

I Ifigeneia Mavranezou(NCCMH, UCL)

I Phil Alderson, Francis Ruiz, Prashanth KandasWisdGQE)
I Paul JacklifNCCWCH, RCOG)

A Empezéen Junio2010,acabéen Mayo 2012
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Como
modelizar
gulasde
practica
clinic&
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“I think we
need
just a little
more detail
right here”

Then a
miracle
occurs
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Amplituddel analisi&

Fulidose PPI for
1 0r 2 months

Ulcer not
Heajiaine

Return to self carg

,
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Refer to speci
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Refer to
speciniary care

Seleccionar Sub-secciones Trayectoria clinica
areas De la completa
Trayectoria clinica
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Profundidaddel analisi®

Confiar en las evaluaciones
publicadas

Calculos hechos en base a
ensayos clinicos o
metanalisi

Modelos analiticos de decision



a think that guidelinedevelopmentneedsto be strengthened
from the outset by injectinginto the processa strongdose of
decisioranalytic expertise,so as to ensure that the whole
territory iIs mappedout in a systematiovay.

X we need not only a largescale map of what to do at
particularlytricky junctions,but alsoa smallscalemap of the
entire systemcoveringall the relevanthighwaysand byways,
and estimating the traffic flows along eache

G

Diagnosj | Alan Williams
b What could be NICER than NICE
OHE Lecture 2004

Screening




Objetivosinvestigacion

A Investigarla capacidadde modelizartrayectoriasclinicascompletas
recomendada®n lasguiasde practicaclinicade NICEparaestimar
losresultadosen saludy costesasociados

A llustrar como estosmodelospuedenser utilizadoscomo basepara
evaluarel costeefectividadincrementalde posiblesvariacionesen
la trayectoriaclinica

A Utilizar estos métodos para estimar el valor de actualizar
determinadasareasde la guiade practicaclinica

A Compararlas prioridadesde actualizaruna guiade practicaclinica
segunresultado de esta modelizaciony aquellasestiupuladaspor
los participantesen larutina del procesode actualizacion




Plan delroyecto

Recogesugerenciaparala actualizaciorde lasareas |
(

Preguntara expertoslasareaspotencialesparala actualizacic’)rl
(|

Utilizarel modeloparavalorarlasareasa actualizaren laguia |
(|

, Comparatnasprioridadesestablecidagpor el modeloy expertos‘
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Julie Eatock

Department of Information Systems and Computing

Joanne Lor& Marta TrapercBertran
Health Economics Research Group (HERG)

FIBRILACION AURICULAR
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Laguiade NICE

NCC Chronic Conditions
(now National Clinical
Guidelines Centre)

Royal College of Physicians
June 2006

Actualmenteen proceso
de actualizacion

Atrial fibrillation Treatment strategy decision trea

Treatment strategy decision tree

Confirmed diagnosis
of AF

Further investigations and dinical assessment induding
risk stratification for stroke/thromboembalism

Paroysmal AF j g Persistent AF j ( Permanent AF )

Rhythm or rate?

Remains symptomiatic

Failure of rhythm-control

Try rhythm-control first for patlents Try rate-control first for patlents with
with persistent AF: persistent AF:
» who are symptomatic * over 65
#® who are younger ® with coronary artery disease
® presenting for the first time with lone AF ® with contraindications to antiarrhythmic
# secondary to a treated or corrected drugs

precipitant * unsuitable for cardioversion®.

with congestive heart failure.

In all cases:
— explain the advantages and disadvantages of each strategy to the patient before you decide which
o use
— take into account comorbidities when deading which to use
— use appropriate antithrombotic therapy.

# For rhythm-control, see pages 11 and 15.

® For rate-control, see page 14.

3Iratients unsuitable for cardioversion indude those with: contraindications to anticoagulation; structural heart disease (e,

large left atrium =5.5 cm, mitral stenosis) that precludes long-term maintenance of sinus rhythm; a long duration of AF (usually
=12 months); a history of multiple falled attempts at cardioversion andfor relapses, even with concomitant use of antiarrhythmic
drugs or nen-pharmacclogical approaches; an cngoing but reversible cause of AF fe.g. thyrotoxicoss).

http://quidance.nice.org.uk/CG36

NICE dlinical guideline 36

o
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http://guidance.nice.org.uk/CG36
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incident
cohort
(THIN]

Fibrilacionauricular:modelode riesgo

RISK FACTORS

Demographic
1D number

Age [years)
S (FAM)

Health data

Family history CHD
Systolic BP {mmHg)
Diastalic BP [mmHg)

BMI (kefm®)

Srroker (yes/no)

Total cholesterol (mmal/L)
HOL chodestercl {mmal/L)

AF status
Diagnasis (yes/na)

» Treatments
Antiplatelet (BF 2.9)
NSAID (BMF 10.1.1)

Diagnoses

Vasc (M ar PAD)
CHD (angina, MI, IHD)
TE {15, TIA, other)
Haem [ulcer, bleed)
Heart failure

LVH

Hypertension
Diabetes

Alcohiol

Kidney disease
Liver disease

RISK CALCULATIONS

Update attributes [and rerun pathiway If checkup indicated)

TREATMENT EFFECTS

(" CARDIOVERSION

Acute/non-acute
Electrical /Pharmacological

-
AF PROGRESSION

Far para Mg rsistent
Recumrence rates {Kemr et al (2004]

o #Paroxysmal undocumented

] #Paroxysmal documented (consult)
=CAF (=7 days, cardioversion)

Far Permanent
Rate of change in heart rate {77]

L 4

[amiadarone, flecainide)
= Success (no immediate recurrence)
» Recurrence (early/late)

(" RHYTHM CONTROL
Pre-ECV/ fong-term
[beta-blocker, sotalol, flecainide,

A J

propafenons, amiodarone)
» Recurrence (early/late}
= Withdrawals (%)

o

UTCOMES

AF CONTROL

For paroxysmal/persistent

Recurrence
[less of sinus rhythim)

RATE CONTROL

{Beta-blocker, diltimzem, veropamil,
digoxin, amisdarons)

TE RISK

B CHA,DSVASC (Lip et al 2010)
=f{age, sex, ht, hi, diab, te, vasc)

BLEED RISK
ol HAS-BLED (Lip ot ol 2010}

= ffageshp, kidney, liver, te, haem,
antip, alcohol)

OTHER RISKS

First CHD [Anderson 1991)
Subsequent CHD (D'Agnosting 2000)
Diabetes [Wilson 2007)

h 4

Hypertension {Parikh 2008}
Heart failure {Cowie 1999)

= fiage, sex, sbp, dbp, smoker, tsg, hdl,
bmi, diab, thehd, heh)

¥

= Beduction in heart rate (bBpm)
= Withdrawals (3]

-
ANTITHROMBOTIC
Pre CV acute (Heparin)
Pre C\ non-acute (Waorforin, Heparin)
Post O (Warfarin)
Long-term (Warfarin, Dabigotran,
Aspirin]
= Thramboembaolism event rates
= Bleed event rates
= Withdrawals (%)

¥

#Parowysmal undocumented
#Paroxysmal dacumented
=CAF

For Permanent

Rate not controlled (>&0bpm)

.

i ™y

(" TE EVENT

= |schemic stroke

=TiA
= Other thromboembolism
e S

I
BLEED EVENT

¥

= Hemorrhagic stroke
= iajor eed

L

[ OTHER RISK FACTOR

= jge threshold
= Hypertension onset

™ Mortality rates by age/sex

NON-AF MORTALITY (GAD) ]

Y

= Digbetes anset
= CHD event
= Heart failure onset

-

AF RELATED DEATH

{excluding AF-related causes) J

-
L

ooy

OTHER DEATH ]

}.—

ﬁkup?

Y

Acute
onset?

Fatal?




Modelo en SIMULS8

Simulaciénde eventosdiscretos

(DES)

AReplicarromportamientoindividuos
en THIN database (FA/no FA)

AEstimarosriesgosde losresultados
en saludmasrelevantes(arritmias
Ictus,sangradgetc.)

ASeguilosindividuosa lo largo de la
trayectoriaclinicaparadeterminar
los tests ytratamientosque
recibiran

AEstimarel tiempo del préximo
suceso

ARevisiordel tratamiento
ASeguilosindividuoshasta lamuerte




Leccionesie MAPGuidghastaahoraX 0

POTENCIAPARAVIODELOB®E
TRAYECTORMGLINICAOMPLETA

' .-;'unsmg-"m----r;



Leccionesle MAPGuide

A Modehzamonconceptualescrumal

Clarificarobjetivos establecedimitesy contextodel modelg
Modelizarla trayectoriaclinicaen detalle (e]. diagramasvisio);

Modelizarcomola enfermedadprogresa y comoéstavariaconlas
caracteristicasle pacientesy efectosde tratamiento;

Hablarconexpertos comprobarguiastrayectoriasclinicagprotocolos
|dentificarfuentesde datosantes deconstruirel modelg,
Resistilatentacionde empezara programardemasiadaemprand,
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Leccionesle MAPGuide

A Ventajasde laSimulacidonde EventosDiscretos(DES)

Puedeasumirtrayectoriasclinicascomplicadas

y conpacientescomplejos(heterogeneidagt
Puederecordarhistoriasde lospacientes

y reflejarrestriccionegealesde recursos cuellosde botellay colas;

Puedemodelizarunapoblacidonentera (prevalenciae incidencig, con
suscostes resultadosen saludy costeefectividadpor paciente

Flexibilidadoaraadaptarsea localidades/ cambiosen latrayectoria
clinica
Puedeintroducir unainterfacefacil de entendery agradable
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Leccionesle MAPGuide

A Desventajagiel DES

I Necesitaun software especiak(y curvade aprendizajé;

I Consumdiempo de programaciory validaciondel modelg,

I Puedeserlento obtenerresultados(esto hacedificilun PSA);

I Existeriesgode quedarseatrapadoen lacomplejidaddel modelg

A Alternativas
I Hojade calculosencilla(ej. Analisisdel impactodel costeNICE);

I Sistemao modelodinamico(perotambiéntiene problemasy
debilidades;
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Leccionesle MAPGuide

A Modelizartrayectoriasclinicascompletasesposible
I Estimarosflujosde pacientes saludy impactopresupuestarioy
costeefectividad;

I Puedecapturarefectosconcatenado&derivadospor cambiosen el
sistema
I Utilizarel mismomodelopararesponder anuchascuestiones

A pero...

I No hayque subestimaros inputsgue senecesitan(experienciaclinica
y analiticg datos tiempo, €, etc. )
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