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House Rules

 Let get to know each other: please indicate your name and
organisation/country in the Zoom video box.

* Let’s make sure all microphones are muted unless you are
speaking.

* If you wish to ask a question or share comments, please press the
raise hand button * on the Zoom participant box function and
wait for acknowledgement from the host. Please feel free to type
guestions and comments in the Zoom chat box as well.

* Finally, we will be recording these sessions. Please raise any
questions or concerns in the chat box as well.

* French translation is available by clicking the ‘Interpretation’ option
in the taskbar at the bottom of your Zoom screen.
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i Enabling policy and
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Working across the value chain of access and delivery
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Webinar Series Overview

Use of evidence in a healthcare technology or intervention’s life cycle
In the context of UHC and emergencies such as the COVID-19 pandemic

|dentification Procurement Implementation

and and Price and Monitoring
Prioritization Negotiation and Evaluation

Webinar 1: Webinar 2: Webinar 3:
September 7 September 23 October 7
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bjectives of Webinar 1:
Identification and Prioritization

?
Considerations?
Applications?
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Approaches?




Outline

Getting Down to Business

Covering All the Bases
The Building of a Foundation
Politics Without Principle?
Rationing Critical Care
Learning the Tools of the Trade
Break
Balancing Trade-Offs
Thought to Action

That’s a Wrap!
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Introduction

The Priority-Setting Process

Ghana’s Priority-Setting Process

The Impact of Politics in the Time of COVID-19

The Thai Guidelines for Prioritizing Critical Resources

Discussion

Introduction to the Exercise
Exercise!

Summary and Ways Forward
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Welcome to our speakers

Prof. Wanrudee Isaranuwatchai, Prof. Jesse Boardman Bump, Prof. Ole Frithjof Norheim, Dr. Brian Asare,
HITAP Harvard University University of Bergen Ghana Ministry of Health

Dr. Hugo Turner, Mr. Leslie Ong, Ms. Rachel Archer, Ms. Alia Luz,
Imperial College London UNDP HITAP HITAP
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Let’s get to know each other!

Go to the following website:
www.menti.com

of‘

*

Key in the code:
9319699

image: Freepik.com
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The Priority-Setting Process

Ole F. Norheim, Professor

Bergen Centre for Ethics and Priority Setting (BCEPS)
Department of Global Public Health and Primary Care, University of Bergen

Department of Global Health and Population
Harvard T.H. Chan School of Public Health

SCHOOL OF PUBLIC HEALTH

Department of Global Health
and Population
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Plan for the talk

* Why is priority-setting important?
* Considerations for priority-setting
* What are the boundaries of priority-setting?



Why is priority-setting important?

* Priority setting can be defined as the ranking of services or patients
according to importance

* Moving from ad hoc decision making to systematic priority setting can
improve health and the fairness of the system

* The first step for countries moving towards universal health coverage
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Making fair choices
on the path to universal

health coverage

Final report of the WHO Consultative Group
on Equity and Universal Health Coverage
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Considerations for priority-setting

* Scope
* Criteria
* Process



Making fair choices
CO p e on the path to universal

health coverage

Final report of the WHO Consultative Group
on Equity and Universal Health Coverage

e Services include treatment and prevention, diagnostics and rehabilitation
* Scope
» Essential health benefit package
* Primary care services ) o st ®
* NCD-services s
* Single health technology assessment (HTA)

Medium priority

- 533|AJ3T -

Low priority




Criteria for priority setting

health coverage

Final report of the WHO Consultative Group
on Equity and Universal Health Coverage

1. Cost-effectiveness
2. Priority to the worst-off

In terms of health

In terms of income or other disadvantages

3. Financial risk protection

Further analysis, proompss,

- §32JAL3S -

Low priority




Hom e presumptive treatment malana, Africa

Rural trauma hospital

Supply ITNs for malaria, Africa

Add Xpert to smear to dagnose TB, LMIC
Hepatitis B vaccination LICs |

Treat smear -ve TB w' first line drugs LIC
Comprehensive mgt malaria (spray, nets, treat Africa
IRS for malana, Africa

Detect and treat leprosy

IPTM in pregnancy, Africa

Preventive chemotherapy for trachoma
IPTM ininfants, Africa

Hemia repair

Cleftlip and palate repair

ACE inhibitor, heart failure, no treatm ent access
EMTCT Option B HIV vsno treatment, Africa
Treat malaria with ACT, Africa

Detect & treat visceral

Cataract surgery

* Cost-effectiveness analysis (CEA) I

Screen'treat for syphilis LIC
Pre-hospital ECG vs none, MIC
Emergency obstetric care =

* Incremental cost-effectiveness (ICER) - ——

Salt reduction policy in food | ————
Treat severe malaria w' artesunate e

Preventive chy y for -

. Give female condom to sex workers South Africa |t

[ ) N n I n ACE inhibitor, heart failure, treatment access |t
Polypill for high absolute risk CVD, UMIC

I

Blood pressure managem ent, UMIC

1 10 100 1000 10000

* Cost per DALY or cost per QALY i

Rotavirus deaths averted in Ethiopia Private expenditures averted in Ethiopia

(@)

* Extended cost-effectiveness analysis M

 Dashboard on
{1 | I

* Health gains — and distribution
Income Quintile (Poorest to Richest) Income Quintile (Poorest to Richest)
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1 )
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i

Deaths averted
600
'l
Private costs averted ($1,000)

* Financial risk protection




Fair and legitimate process

* Evidence-based

* Open and transparent

* Provide reasons

* Mechanisms of complaint

(Daniels N, Sabin JE. Setting Limits Fairly:
Learning to Share Resources for Health. OUP 2008)



ricure 1. The Core Elements of HBP Design

(Glassman, Giedion, Smith. What’s
In, What’s Out? CGD 2017)




What are the boundaries of priority-setting?

* Priority setting creates winners and losers
* Strong interest groups

* Historical budgets, hard to move

* Complex policy process

* Defining high-priority services must be followed up with
* Implementation
* Procurement mechanism



Summary

* Priority-setting aims to
* Maximize population health
* Fairly distributed
* With financial risk protection

* Tools
* Cost-effectiveness analysis
* Extended cost-effectiveness analysis
* Evidence-based, transparent processes
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The Building of a Foundation:
Ghana’s Priority-Setting Process

Dr Brian Adu Asare
Ghana HTA Technical Coordinator,
Ministry of Health



Content

 The history and development of the Ghanaian priority-setting process and
corresponding guidelines

e Understand the catalysts, stakeholders, and considerations pushing the process
creation forward

e Explore the application of the priority-setting process to an HTA research or topic
selection cycle



The history and development of the Ghanaian priority-setting

process and corresponding guidelines

1988

1993

1996

Essential Drugs
List & National
Formulary with
Therapeutic
Guidelines, 1st
Edition, 1988

Essential Drugs
List & National
Formulary with
Therapeutic
Guidelines, 2nd
Edition, 1993

Essential Drugs
List & National
Formulary with
Therapeutic
Guidelines, 3rd
Edition, 1996

2020

Ministry of Hoalth

Provisional
Standard Treatment Guidelines
for Novel Coronavirus Infection

@ l Ve n: Ghana

2020 upcoming

inigstry of Health

Provisional
Standard Treat 5 cantd
for Novel Coronavirus Infection

2nd Edition |,
(3 Cmﬂ'lb-ls| o
i JiaiNg

Increasing demand for

2000

Nl v
3*’:&‘??

Guidelines
2000

’ Standard Treatment |

Essential
Medicines
List, 4th
edition, 2000

2004

L ¥

Standard
Treatment

Guidelines

5" Edition 6™ Edition

Essential
Medicines

Essential
Medicines

List, 5th
edition, 2004

List, 6th
edition, 2010

7' Edition

Essential
Medicines

List, 7th
edition, 2017

country-led evidence-based context-driven consensus



The history and development of the Ghanaian priority-setting
process and corresponding guidelines

2010
OPEN @ ACCESS Freely available online '-@"PLOS | MEDICINE / '
@v World Health
Integrating Global and National Knowledge to Select \\Il\ } V Ol‘ganlzatm"
Medicines for Children: The Ghana National Drugs
Programme _
David Sinclair', Martha Gyansa-Lutterodt?, Brian Asare?, Augustina Koduah?, Edith Andrews?, WHO' under the Bill and
| Paul Garner' Melinda Gates Foundation
6" Edition 1 Liverpool School of Tropical Medicine, Liverpool, United Kingdom, 2 Ghana National Drugs Programme, Accra, Ghana, 3 World Health Organization, Accra, Ghana fun de d Better Me diCines for
E—— Training with Development of evidence summaries; GRADEing Children Project in Ghana
Medicines evidence; with child health as well as other priority areas
List, 6" -> Chlorhexidine for cord care, artesunate for severe malaria,
edition, 2010 amoxicillin DT, etc.

established evidence summaries as part of national medicines selection, guidelines
processes and recommendations for reimbursement



The history and development of the Ghanaian priority-setting
process and corresponding guidelines

2016-2017
11 key recommendations on institutionalization of HTA in m,-ix\
Ghana, which informed the Ghana HTA strategy version 1.0 e LI S PATH
e Develop strategic and operational plans Institutionalizing Health
e Promote and leverage Hypertension Case Study Technology Assessment
. . iy - . in Ghana to Support
e Establish HTA Unit within the MOH and support it
_ _ Access to New Health

e Reconstitute HTA-WG as HTA Steering Group (SG) and HTA Technologies

Technical Working Group (TWG) e
* TWG to start with guidelines and then reference case nGrasamor
e Build capacity *

. . . . 8

* Clarify extent of legislative amendment required seacem
e Cost recovery mechanism to support evaluation xS s
* Seekimpact on procurement, pricing, reimbursement, EML, STG e




The history and development of the Ghanaian priority-setting
process and corresponding guidelines

2017

Supporting the Development of Evidence-Informed Policy Options: An
Economic Evaluation of Hypertension Management in Ghana

Mohamed Gad, MD, MA,"* Johanne Lord, BSc, MSc, PhD,? Kalipso Chalkidou, MD, PhD,' Brian Asare, Pharm D,’
Martha Gyansa Lutterodt, BPharm, MA, MPSGH,” Francis Ruiz, BSc, MSc!

!Global Health Development group, School of Public Health, Imperial College London, International Decision Support Initiative, London, England, UK; 2Southampton . .
Health Technology Assessments Centre, University of Southampton, Southampton, England, UK; *Ghana National Drugs Programme, Ministry of Health, Accra, P rOJ ect- ba Sed HTA Wlth

Ghana; *Pharmaceutical Services, Ministry of Health, Accra, Ghana. . .
technical support from iDSI

MEdiien — Development of hypertension HTA model for Ghana
Essential informing hypertension treatment in the STG and EML.
Medicines Improved treatment algorithm prioritizing calcium channel

List, 7th ) . . .
edition, 2017 blockers and diuretics for newly diagnosed uncomplicated

cases

—

HTA conducted and implemented without country structures. The challenging path is
establishing structures and using the structures to produce and use HTA.




The history and development of the Ghanaian priority-setting
process and corresponding guidelines

2019 2020

e (Capacity Building Plan integrated with Technical Work in a learn- .' N I PH
by-doing approach

orwegian Institute of Public Healt

e Technical assistance from NIPH in collaboration with the Capacity building starting with
University of Ghana to the HTA Technical Working Group and a skills gap assessment
HTA Secretariat.

Short, Medium to Long term
relationships on capacity
building

HTA capacity building



The history and development of the Ghanaian priority-setting
process and corresponding guidelines

2018 2019

Capacity Building Plan on HTA and related topics “@u
HTA training HITAP in collaboration with iDSI National I

HITAP Indermarticnal Uit

University of Singapore

HTA related training in Vaccinology, India

Alliances



Beginning the actual challenging process
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The Structures for Institutionalization

2019

HTA Country Structures include

e HTA Steering Committee (Responsible for governance functions)

* HTA Technical Working Group (Responsible for technical functions)

* HTA Secretariat (Responsible for coordination, assistance, and process management)

! Partnerships, Networks,
HTA Steering Collaborations

State
governance Committee
HTA Secretariat
I (Technical/Admin)

mechanisms

HTA Technical Working
Group

Public and Private sector
Stakeholders




The context

NEW REGIONS OF GHANA AFTER REFERENDUM
¥ A V.
! o
o GHANA NATIONAL AGTION PLAN b
Legend FeRuiic SE otuon ON ANTIMICROBIAL RESISTANGE etosas b
e National Medicines Policy MR b 2017-2021 &
- 3 edition, 2017 Policy on Antimicrobial it
— ¥ Use and Resistance standard Treatment Guidelines for
:j Novel Coronavirus Infection
e _ Infection prevention and control > = 'M‘-, coviD-19 | for
: = PO iaith et i § & oy,
4 —P Antibiotics USEE.ESunreillanteg
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| - Testing i $Tating
‘ ik-lz Infectious diseases Agriculture
= 0% i th Wy e -
4 Ministry of Health M&mmw;;nm oo
. 1¢ Edition, 2017
TS U,A’? 80 160 320Km AMR pOIicy AMR NAP Emergency
New geo-political B Medicines policy building an requiring 21 mill response to
regions with with clear direction JLLilInl[X<H-R{-]d USD for 5 years emerging diseases
. : i i with budget shocks
requirements for for HTA with investments into e nefd o
prioritization of health  [ALEEEACELENEAS AMR .
infrastructure and procurement, P

. i i system response
services financing, UHC Yy P



Ghana HTA strategy version 1.0

Capacity building

Collaboration

Communication
and dissemination

Agenda setting

Governance
SC <-> Sec <->TWG
Power, mandates,

independence,
autonomy

Implementation,
Change management,
Impact assessment,
and Follow through
actions

Strategies,
guidelines,
manuals

Resourcing
and tooling

Resource
mobilization
and funding

e Ghana HTA

Country Strategy,
15t edition 2019

XY
LAY
.Lﬁi.
REPUBL

BLIC OF GHANA

COUNTRY STRATEGY
FOR HEALTH TECHNOLOGY ASSESSMENTS (HTA)

1% Edition, 2019

Defining the development of HTA in Ghana with strategic focus on policy
itiation, telection, rek , pricing and p




HTA strategy implementation — building a foundation

2019 2020

Capaaty bwldmg
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| O G Ghana HTA process
strateglc irection

Nominate
topics/interventions etc.

Set criteria for topic
selection and prioritization

Agencies, Entities,
Stakeholders

Stakeholder Engagement

SC Approve topics selected “ Pre-QA on topics selected

« Methodological
) ; e
considerations

HTA SEC:
Coordination of HTA work and
overall process management

Coopt expertise from academia,
external institutions, consultants etc.
as needed under TWG

Appraisal

A 4

Deliberation on Results

) _ - TWG
sC Final recommendations » Communication (appeals sub c'tee)
<

TWG
(comms sub c’tee)




Organisational structure for decision making

‘ ‘ Establish advisory committee

Identification of decision criteria

Ministry of i o _ .
Health "- Identification of services for evaluation

1 Scoping

. for ever
Steering 2 Assessment Very
committee service

3 Appraisal

Appraisals
Technical PP

working
groups

.............. Coopted
expertise

Source: Oortwijn W, Jansen M, Baltussen R. Evidence-informed deliberative processes. A practical guide for HTA
agencies to enhance legitimate decision-making. Version 1.0. Nijmegen, Radboud university medical centre,
Radboud Institute for Health Sciences, 2019.

Communication and appeal

Appeals
Communication

Monitoring and evaluation

Following an Evidence Deliberative Process
(EDPs)




The Case for Hypertension

e To estimate the cost-effectiveness of drugs to reduce
blood pressure to prevent cardiovascular disease (CVD)

* Population - Patients with hypertension, excluding those with
pre-existing CVD or diabetes, and pregnant women

* Interventions - First line drugs (main classes):

A.
B.
C.
D.

ACE inhibitors or ARB
Beta-blockers

Calcium Channel Blockers
Thiazide-like Diuretics

* Comparator - No intervention (NI)

* Outcomes - Coronary Heart Disease (Heart attack), Stroke, Heart

Failure, Diabetes, Disability Adjusted Life Years (DALYs) and costs

1. Disease burden
2. Costdriver to the NHIS



Model structure and data sources

Structure of the hypertension core treatment model.

|

—

No prior event

—— First events
» Subsequent events
» Mortality

. Stroke i

Heart failure

Parameters

Sources

Cost of blood
pressure lowering
drugs

Cost of coronary,
stroke, heart failure
and diabetes

DALYs lost

Mortality rates by
age

Effect of drug
classes

Ghanaian prices, assumes use of cheapest
drug in class at STG dose (median when
range given)

DRG for inpatient admission, plus follow up
visits, tests and drugs at NHIA tariffs.
Assumes 50% of patients access services

WHO Global Burden of Disease 2010
(weights from 2004)

WHO Global Health Observatory data
repository, Ghana 2013

Reduced blood pressure for black patients
(Brewster 2004). Relative risks of outcomes
from meta-analysis of clinical trials (Ettehad
et al 2016)




Estimated costs and DALYs

_3.0
Results
= | A
= 2.0 O
2
o 1.0 | X
=~ ]
§ 0.0 \ \ | n |
0 500 1,000 1,500 \,2/,00/0 2,500
A ACEi © ARB % BB ] CCB + Diuretic

DALYs avoide

Table 2. Incremental cost-effectiveness analysis: per 1000 treated population.

Total Incremental (compared with no ICER (compared with
intervention) next best alternative)
Cost (GH¢) Cost (GH¢) DALYs avoided ICER (GH¢ per DALY
avoided)
NI 536 562 13 447 —_ —_ —
TZD 827 495 12 394 290 933 1052 vs NI
CCB 6 034 688 1523 5498 126 1523 vs TZD
ACEi 5 383 737 690 4 847 175 690 Dominated
ARB 3 934 709 416 3398 147 416 Dominated
BB 1871136 202 1334 573 202 Dominated

ACEi indicates angiotension converting enzyme inhibitor; ARB, angiotension receptor blocker; BB, beta-blockers; CCB, calcium channel blockers; DALYs, disability-
adjusted life-years; GH¢, Ghana cedis; ICER, incremental cost-effectiveness ratio; NI, no intervention; TZD, thiazide-like diuretics.
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Politics, Priorities, and Institutions
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Jesse B. Bump, PhD, MPH

Department of Global Health and Population
Harvard T.H. Chan School of Public Health
@JesseBump bump@hsph.harvard.edu
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Part I: National Performance = National Political Economy
= National Priority Setting

Part Il: Improving Priority Setting = Managing Political
Economy Processes

Part Ill: The political imperative of priority setting
institutions



Part I: National Performance

S. Korea: 21,432 cases; 341 fatalities (pop. ~51M)
USA: 6.3M cases; 189K fatalities (pop. ~330M)

Source: JHU CSSE, 7 Sept 2020 9:29PM update



Part I: National Performance

Political economy means:

O Balance of states, markets,
and rights

O Distributional issues (who gets what)
O Contests of inferest (power)

Loosely understood via GNI/capita

Probably, COVID performance is more revealing



Part I: National Performance

Performance reveals priorities
Individual decision making?

Social cohesion?

Personal liberties?

Collective safety?

Public health expert opinion?

Evidence and argument of other origin?

Priority setting process may be unclear at this scale, but
outcomes are revealed



Priority Setting by Decision Mechanism

Personal

Collective Decisions

Government
policies start here, and
are binding on all

Politically

engagement

Private market
transactions start here,
can gain momentum from

small beginnings

-Private decisions simple to assess
-Response to immediate issue, problem
-Beneficiary and advocacy groups
organize organically around economic,
personal interests

salient

Individual Choice



Priority Setting Political Economy, base state

Collective Decisions

Government
( policies start here, and
are binding on all ’

Interest groups try to pull
governments toward specialized
(private) concerns—

seoses or products

Market failures push groups
toward@ the government:
-Can’{ buy/pay enough

-Can’t sell/charge enougpb

Politically

engagement / \7\ salient

Individual Choice

Personal




PS PE, Part 1 has problems

Priorities set by the PE of the nation; ie in many cases:
O Dominated by stronger players

Richer

Greater political resources
O Creates and/or increases inequalities

Subject to market failure

O Cannot redistribute to the marginalized

O Cannot regulate itself

O Cannot optimize across a whole population

O Cannot function according to need or benefits—just power



Part II: Priority Setting as Managing

Political Economy

Collective Decisions

Government
I policies start here, and
Remdesivir are binding on alll
Tobgicco T
%O\G
©
COVID-19 og-e
HIV/AIDS X
Dialysis
Polio Sofosbuvir
Personal — B Politically
engagement er, salient
O
) iy
<’ ANC Visits
\0
N\

Individual Choice



Part II: Priority Setting with HTA as

Political Economy Super Hero

Collective Decisions

L

; Government
i policies start here, and
' are binding on all

HTA Institutions

-Evaluate options

-Calculate benefits

-Make best public interest decisions
-EG, most fair or most health

<’

Personal
engagement )
O
f,
e
e

&
Individual Choice

Politically
salient



HTA or PS Institutions, usual concepf

Evaluate technologies, interventions, or services
O Calculate costs and benefits

ECEA
O Provide advice to government

Definitive

O Best buys, wasted buys

Parametric

O Depends on context, objectives

Health Benefit Package Design



HTA or PS Institutions, usual concepf

"Reason will prevail”
O Technical excellence
O Transparency

O Independence



Excess (COVID) Deaths/capita

Reason does

not always win

Priorities may
not include
health, or
fairness, or
risk protection

Jan Apr Jul

South Korea

56 .
26 \—-—

Jan Apr Jul

United Kingdom

B /\9——/\\_\
14 v

Jan Apr Jul

Netherlands

14 ;

Jan Apr Jul

Spain

) ’\A\
14 :

Jan Apr Jul

United States

24 : —
14 Y

Jan Apr Jul

Norway

18 —‘\—_——,—__——\_\_

Sweden

26 P
14 "

Jan Apr Jul

Joint work with Sarah Bolongaita and Stephane Verguet



Part lll; PS Institutions’ Political

Imperative

Even in reasonable countries, MAIN function is o
manage politics

O “non-partisan” is actually political

O “transparency” is a tool of influence

O Technical sophistication is influential only by political
agreement



Part Ill; PS Institutions’ Political

Imperative

Managing politics via PS Institutions must be taken
seriously

ECEA = Enhanced Constituency Engagement Analysis

O Promote fransparency, fairness, risk protection as societal
values

O Consider relationships with other institutions
Courts: Litigation?
Parliament: Testimony or lobbying?
Public: Engagement and parficipation?



Thanks for your participation!
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The Global Picture

* Countries across the world have faced shortages of critical-care resources (IcUu
beds, ventilators, hemodialysis machines and personnel) when responding to COVID-109.

* Intensive Care Unit (ICU) expansion is challenging.

 Critical-care resources cannot be procured .
a short amount of time.

* Major infrastructure investment is required.

* Countries across Europe and North America
have created guidelines for the allocation
of finite critical-care resources.

* Explicit guidance can help relieve the
burden placed on medical professionals.

T B
| 2 I “?TAP Health Intervention and Technology Assessment Program ‘ — ; IA’"'

...........................
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The coronavirus pandemic is presenting hospitals with a terrible

Who gets a ventilator? The 'gut-wrenching'  choice about whose life to save
choices facing US health workers

Under unprecedented circumstance, and in the absence of

federal guidance, hospitals have formed triage committees to WhO gets to "VG’ How dOCtOI‘S ma ke
guide life-and-death decisions . R . :
impossible decisions as COVID-19 surges
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Setting the Scene in Thailand

* At the peak of epidemic in Thailand, between
the end of March and early April 2020
(91 to 188 new cases per day), the number of
available ICU beds in the country had almost
depleted.

* The Ministry of Public Health (MOPH) called for
the creation of guidelines for critical-care
resource allocation that can be applied fairly
and consistently across Thailand.
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Health Intervention and Technology Assessment Program ‘ — I"l



Conditions for Implementation

When will this guideline be implemented?

e Thailand Centre for Covid-19 situation Administration (CCSA) declares national
public health emergency and

e After exhausting all avenues for resource mobilization, demand for critical care
exceeds supply.

Who will this protocol apply to?

e This protocol will be applied to all patients who require critical care resource
regardless of Covid-19 infection status.

e Both private and public health facilities.

SNTEE,
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Protocol Development Process

Step 1. Literature Review

Step 2. Interview with Health Professionals

> Step 3. Stakeholder Consultations

Step 4. Present Protocol to Ministry of Public Health & Medical Council

Step 5. Produce Final Report

Step 6. Manuscript in Peer Reviewed Journal
b

Health Intervention and Technology Assessment Program =00 = ‘
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Stakeholder Consultations

21 stakeholders were thoroughly consulted in two half-day workshops.

Meeting 1 Present the Medical and law experts
draft protocol (Physicians, medical council officials and lawyers)
and consult

stakeholders. In
an open-forum
style.

Policy makers and individuals from the social sector
(Anthropologists, policy makers, members of public

and religious groups)

Meeting 2

& . ,
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Main Features of
Thailand’s Triage Protocol
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Prioritization Criteria

* In the context of scarce critical-care resources, the prioritization of patients should
be based on maximizing societal benefits.

* Therefore for prioritization, patients should be assessed using objective and
measurable criteria for . This criteria should focus on the immediate

and short-term survival prospect; no more than a one-year prognosis.

SOFA score 1 2 3 4

Respiration <400 <300 <200 <100
e Pa0,/Fi0; (with respiratory support) (with respiratory suppart)
* Use at least 2 of these tools to assess the patient e
[platelets/mm
1.1 Charlson Comorbidity Index?! ialwb gl s | G o304 o
M
1.2 Sequential Organ Failure Assessment (SOFA)? Eypovenson, e || dobmamn [ ortompne 01| orEpmane > 016
(any dose) norepinephrine < ‘0.1 norepinephrine > 0.1
1.3 Frailty assessment such as Clinical Frailty Scale (CFS)? g comasane |74 [
Renal 1.2-1.9 2-3.4 3.5-4.9 >5
1.4 Cognitive impairment assessment*® f;a‘*‘f:?,‘“u?'“g’i;t R R Ei“ﬂe‘é‘émmud br <200 mijd
Abb iatio C S I aln ystem; SO , Seq al (Sep: R ola t d}Og ailure Assessment.

"(t h\mlnc d d ergic agent t dmlnt ed for t ast 1 ho dSESI ug)‘kgf

Example SOFA Assessment
https://he01.tci-thaijo.org/index.php/BJmed/article/download/138782/103129/
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Prioritization Criteria

Each hospital must apply tools consistently across cases.

When the first two tools provide an equal score, use the third and fourth tool
for additional assessment.

‘Number of life years saved’” and ‘Social utility” were presented to the
stakeholders as possible tie breaker criteria but they were disregarded.

Those charged with triage should perform a relative comparison of the scores
of the candidates for prioritization. A cut-off score should not be used.

| 10 | ““EI?IAP —————— Health Intervention and Technology Assessment Program ‘ (i:] |"‘ i
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Decision-making Process

s Attending Physician

e The literature recommends that the attending physician(s) should not have to decide
which patient can access live-saving care as this can be mentally distressing.

e However within the Thai legal framework, a decision relating to the treatment of the
patient must be made by the attending physician only.

mmmm Patient Review Committee

e This committee is responsible for providing consultation to the attending physician and
should help communicate the decisions to patients and relatives.

e At least 5 people in the committee consisting of doctors, nurses, social workers, lawyers,
or a respected figure in the community.

= |imeline for decisions

e Patients must be assessed upon the ICU admission and during the ICU stay.

| HTAP
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Flowchart of the sequential decision-making steps from O to 6

Patient review
committee

Attending
physicians

[ Patients ]

Patients considered
for critical care

Consult patient |
review committee

Patients in critical care
are pooled for reassessment
using the same criteria

A4
——— "

Assess or reassess
across all patients
considered for critical
care using the specified
\prioritisation criteria*

T g

._

Prioritisation criteria

Provide/continue Step down tEatinent 4 Gather and compare iditv i
B e ' W to palliative p 1. Charlson comorbidity index
care setting relative scores of 2. Sequential Organ Failure

all patients and prepare Assessment (SOFA)
recommendations 3. Clinical Frailty Scale (CFS)
for appropriate 4. Cognitive impairment
resource allocation assessment

Advise and assist attending
physicians in communicating
with patients and proxies

Attending physicians
make a final decision

+

. 7 g 4 e
Health Intervention and Technology Assessment Program . (—:]' %"‘
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Implementation

Legal endorsement

* Since mid-April, the COVID-19 situation Thailand has
been improving.

* Medical Council and MOPH reluctant to legally
endorse the protocol as it is no longer deemed an
urgent matter and out of worr¥ for the message it

would send to the general public.

* The protocol will be legally endorsed if Thailand
have a severe surge of cases beyond the critical
resource capacity.

Public engagement

e Extensive communication with the public for
accountability, transparency and enhanced
understanding.

i r )A J
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Lessons Learned

Stakeholder Align with
and public local context
engagement and legislation

Political and
institutional
influences

| 14 I “".’TAP e ——— | Health Intervention and Technology Assessment Program .
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How to follow along

Option 1: Download exercise from the reminder email sent today,
September 9.

Option 2: Download the exercise from the registration website!
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A vaccine prioritization exercise

Objective:

To understand and appreciate the

concepts in the webinar through a
hands-on exercise tackling an issue
that would likely occur in the real-
world.

image: Freepik.com
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A vaccine prioritization exercise

What is the situation?

We need to prioritize vaccines for the coming year.

Childhood cohort of 200,000

1. Pentavalent (combined vaccine) 0000 0000 06000 06006
5“ 2. Measles vaccine
3 | 0000 00000000 0000
&] 3. BCG vaccine
A 4. Pneumococcal conjugate vaccine 2220 02200 22202 200

5. Rotavirus vaccine 0000 0000 0000 0000

image: Freepik.com
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A vaccine prioritization exercise

Who are you?

A National Immunization Technical
Advisory Group (NITAG) member.

What is the issue?

We have a budget limitation of
USS4,000,000.

WEBINARI bickiie: e mwe oF COVID-19



Priority Setting Exercise

Vaccine S per QALYs gained per| $/QALY gained | #1: Without #2: Random #3: Based on |#4: Based on value
immunisation immunisation budget allocation based| vaccine price | for money (CEA)
limitation on limited (cheapest) and |and limited budget,
budget limited budget
Pentavalent
Measles vaccine
BCG vaccine
Pneumococcal
Rotavirus vaccine
Instruction: Assuming that you are a NITAG member of a . ) . K
b b . country with 200,000 childhood vaccination cohort and Total QALYs gamed from each p°||cV option
e W I eXa m I n e t I S limited budget of $4,000,000 per year. There are five i K
vaccines to be considered. 0.8 K
. . 0.7 K
o e L There are four ways to set vaccine priorities. Please follow
S e Ct I 0 n I n et a I the vaccine prioritization strategies carefully based on the 0.6 K
guidance described at the top of each column in the table T s X
above. Next, please examine the bar chart showing total =§
Quality Adjusted Life Years (QALYs) gained and money § 04 K
spent from each resource allocation strategy. g 03 K
&
Acknowledgement: this exercise was modified by Yot from 02 K
the original exercise of the Global Health and Development 01 QABP@athed K
Group Imperial College London https://www.idsihealth.org/ . (Hehieuin) .
If you want to use it for other trainings, please kindly #3: Priority to cheapest #2: Randomallocation | Priority based on CEA | #1; No budget constraints |
contact yot.t@hitap.net vaccine based on limited budget g
[ ALY - .
‘—Spend
Scenario #1: Full immunisation for all children (without budget constraints)
Total cost per immunised child 0 Total budget available this fisical year 4,000,000
Total QALY gained per immunised child - Vaccination cohort (childhood population) 200,000

Cost of full immunisation programme -

Total QALY gained o

Scenario #2: Random allocation based on limited budget

Vaccine % of Budget Budgetin $ Number of QALYs gained
children
immunized

Pentavalent 0% 0 0 0
Measles vaccine 0% 0 0

BCG vaccine 0% 0 0

Pne}JmococcaI ' o% 0 0 0
conjugate vaccine

Rotavirus vaccine 0% 0 0 0

Total 0% 0 N/A 0

=
WEBINAR | EAOU:E0SE INTHE TIME OF COVID-19 7 oyccseno minr
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Ways to set priorities

20

-
°'5'"

07 -~ o P
VoK g
@ %, -
First A m
What if we had all the money (the dream!)?
designed by & freepik.com
jPriority Setting Exercise
# Vaccine S per QALYs gained per| $S/QALY gained #1: Without #2: Random #3: Based on |#4: Based on value
immunisation | immunisation budget llocation based| vaccine price | for money (CEA)
limitation on limited (cheapest) and |and limited budget
budget limited budget
1 |Pentavalent 10 0.50 7] | O O
2 |Measles vaccine 6 0.10 6l L] O
3 |BCG vaccine 4 0.03 128 O O
4 |Pneumococcal 8 0.08 10 O O]
5 [Rotavirus vaccine 8.5 0.07 120 L O
0%
KNOWLEDGE 2 2 HiTAP
(", el :
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Ways to set priorities

Second way:

What if allocation was left to our discretion,
with no explicit process?

designed by & freepik

_|Priority Setting Exercise
# Vaccine S per QALYs gained per| $S/QALY gained #1: Without #2: Random #3: Based on |#4: Based on value
immunisation | immunisation budget allocation based|} vaccine price | for money (CEA)

limitation on limited (cheapest) and |and limited budget
budget limited budget
1 |Pentavalent 10 0.50 20| O L] O
2 |Measles vaccine 6 0.10 60| [ ] ]
3 |BCG vaccine 4 0.03 120] O O O
4 |Pneumococcal 8 0.08 100| O O O
5 |Rotavirus vaccine 8.5 0.07 120| 0 L O]

= 4
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Ways to set priorities

Third way:

What if we chose the cheapest vaccine(s)
we can afford within our budget?

designed by & freepik

jPriority Setting Exerci
# Vaccine S per ALYs gained per| S/QALY gained #1: Without #2: Random #3: Based on |4: Based on value
immunisation | flimmunisation budget allocation basef]| vaccine price |Rfor money (CEA)
limitation on limited (cheapest) and |find limited budget
budget limited budget
1 |Pentavalent 0.50 20| L] |
2 |Measles vaccine 0.10 60| [ O
3 |BCG vaccine 0.03 120] O O
4 |Pneumococcal 0.08 100| O O
5 |Rotavirus vaccine 0.07 120| 0 [

0%

2 3 K
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Ways to set priorities

Fourth way:

What if we accounted for the vaccine(s) value

for-money?
jPriority Setting Exe
# Vaccine S per QALYs gained per| $S/QALY gained #1: Without #2: Random #3: Based on [|#4: Based on value
immunisation | immunisation budget allocation based| vaccine price § for money (CEA)
limitation on limited (cheapest) and fland limited budget
budget limited budget
1 [Pentavalent [ L
2 |Measles vaccine ] O
3 |BCG vaccine OJ O
4 |Pneumococcal [ O
5 |Rotavirus vaccine [ O
KNOWLEDGE 7S 0 H:IAP
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What is value-for-money?

Quality-adjusted life years (QALYs)
- Health gains from an intervention

- Value between 0 and 1, with O

equating to death and 1 to full
health

- A standard measure to compare
different types of interventions (so  mage: Freepicom
can compare apples and oranges)

WEBINAR | S2iNGE NTHETIME OF COVID-19 7 peceesno B



Ways to set priorities

Fourth way:

What if we accounted for the vaccine(s) value

for-money?
jPriority Setting Exe
# Vaccine S per QALYs gained per| $S/QALY gained #1: Without #2: Random #3: Based on [|#4: Based on value
immunisation | immunisation budget allocation based| vaccine price § for money (CEA)
limitation on limited (cheapest) and fland limited budget
budget limited budget
1 [Pentavalent [ L
2 |Measles vaccine ] O
3 |BCG vaccine OJ O
4 |Pneumococcal [ O
5 |Rotavirus vaccine [ O
KNOWLEDGE 7S 0 H:IAP
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What is value-for-money?

Concept of health economics applied in “economic evaluation”

SCARCITY

wmassees  Comparison of the intervention
and its alternatives to determine
which option has the best
outcomes, or is best “value-for-
ﬂ/%\f money”

transportation, bag,

Human Ilmlted wants
‘-—lr

Z i
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What is value-for-money? .
pple Orange

Cost-effectiveness analysis compares the Cﬂj Ve
health outcomes of an intervention against
the cost

Cost: S1.00  Cost: $1.00
Fullness: 1.5 Fullness: 1

S/QALY gained

* This is the trade-off between the
monetary investment and health gains Vs

* Pentavelent example = $10/0.50 = 20

Cost and health gains

}_/;:\{ g“\‘b
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Ways to set priorities

Fourth way:

What if we accounted for the vaccine(s) value

for-money?
jPriority Setting Exe
# Vaccine S per QALYs gained per| $S/QALY gained #1: Without #2: Random #3: Based on [|#4: Based on value
immunisation | immunisation budget allocation based| vaccine price § for money (CEA)
limitation on limited (cheapest) and fland limited budget
budget limited budget
1 [Pentavalent [ L
2 |Measles vaccine ] O
3 |BCG vaccine OJ O
4 |Pneumococcal [ O
5 |Rotavirus vaccine [ O
KNOWLEDGE 7S 0 H:IAP
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If you want to know more...check out GEAR!

Guide to Economic Analysis and Research (GEAR)
www.geardhealth.com

G EAR iDSI | HITAP | HIU

PLANT-A-TREE - AN OPEN ACESS DECISION
TREE BUILDER

b

Plant
A-TREE| )

Plant-A-Tree is an open-source Microsoft® Excel Add-
In that you can use to make decision trees for use in
economic evaluations or any decision problem you
are facing. It is free and simple-to-use — try it for
yourself and download now!

DOWNLOAD PLANT-A-TREE

‘Plant-A-Tree'
iIsa
that helps you create

foolprool decision trees
In no time,

AN OPEN ACCESS
DECISION TREE BUILDER

-

I.nol(lrr? for free software that allows you to
build decision trees for economic evaluation

' models at the click of a button?

Ideal for modellers

waorking on
cost-effectiveness analyses

Designed to
help you understand

the workings of o decision tree
model while you are using it

WEBINAR| ExciiiicE INTHE TIME OF COVID-19

Markov Model

with month-level cycle:

A Discounting
Multiplier Generator

® J
=
THE ACCESS AND
DELIVERY PARTNERSHIP
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http://www.gear4health.com/

Priority Setting Exercise

# Vaccine S per QALYs gained per| $/QALY gained #1: Without #2: Random #3: Based on |#4: Based on value
immunisation immunisation budget allocation based| vaccine price | for money (CEA)
limitation on limited (cheapest) and |and limited budget,
budget limited budget

Pentavalent 10 0.50) 20)
Measles vaccine 6 0.10 60

1
2
3 |BCG vaccine 0.03 120]
4 |Pneumococcal 8 0.08 100
a o e 5 [Rotavirus vaccine 8.5 0.07| 120
c
|
u Instruction: Assuming that you are a NITAG member of a
e x e rc I s e country with 200,000 childhood vaccination cohort and Total QALYs gained from each P°|iCY option
| limited budget of $4,000,000 per year. There are five g

vaccines to be considered.

Sy

goood
ooooo
ooooo

There are four ways to set vaccine priorities. Please follow
the vaccine prioritization strategies carefully based on the
guidance described at the top of each column in the table
above. Next, please examine the bar chart showing total

Quality Adjusted Life Years (QALYs) gained and money
spent from each resource allocation strategy.

Acknowledgement: this exercise was modified by Yot from §

the original exercise of the Global Health and Development X QABPgathed

Group Imperial College London https://www.idsihealth.org/ (Hehieuin)

If you want to use it for other t gs, please kindly #3: Priority to cheapest #2: Random allocation

Spend (millions)

#4: Priority based on CEA | #1: No budget constraints

contact yot.t@hitap.net vaccine based on limited budget
| ,
o I e a g a Scenario #1: Full immunisation for all children (without budget constraints)
Total cost per immunised child 0 Total budget available this fisical year 4,000,000

Total QALY gained per immunised child - Vaccination cohort (childhood population) 200,000
Cost of full immunisation programme -

Total QALY gained S

u u u Scenario #2: Random allocation based on limited budget
s p e n I n g I n I s Vaccine % of Budget Budgetin $ Number of QALYs gained

children
immunized
| Pentavalent 0% 0 0 0
Measles vaccine 0% 0 0
BCG vaccine 0% 0 0
PneAumococcaI' 0% 0 0 0
conjugate vaccine
Rotavirus vaccine 0% 0 0 0
Total 0% 0 N/A 0

WEBINAR| B WTHeTe oF COVID-19 7 R, 8
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-!ee the QALY (or health) gains and the

spending in this section

Total QALYs gained from each policy option

On to the

0.8 A

exercise!

0.7 A

0.6 A

0.5 A

0.4 -+

Spend (millions)

0.3 A
0.2 -

0.1 - QABPgathed
(Hightasn)

#3: Priority to cheapest #2: Random allocation
vaccine based on limited budget

T T T T T T T T T 1
-~ -~ -~ -~ - = = -~ -~ -~ =

0
#4: Priority based on CEA | #1: No budget constraints

QALYs

B QALY
w—Spend

KNOWLEDGE Z i
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Let’s go into breakout rooms!

There will be French translation in

Breakout i
the main room!

room 1

Main
webinar
room

Breakout Breakout

room 3

room 2

s 2
L ‘W)
ﬂ‘#

Z8 o
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