(£} Center Imperial College ’
¥ &Global P g
Develop?neant London UIDSI

Better decisions. Better health.

Global HTA movement: the
battle for sustainable UHC

Tokyo, December 2019

Kalipso ChalkidouviD, PhD
Professor of Practice in Global Health, Imperial College London
Director of Global Health Policy and Senior Fellow, Center for Global Development
Director, international Decision Support Initiative



INSUFFICIENT INEFFICIENT : INEQUITABLE

By 2030, the People in developing
. -] countries spend

in financing UHC in
the 54 poorest
countries will be about

Health spending Is
too often
insuffici ent, s Ths paies
iInefficient and
inequitable s

is wasted
into extreme poverty

= 7 The time to ACT is NOW!

_ Emerging challenges ¢ Pandemic disease
like aging and ¢ outbreaks can
chronic diseases will ¢ cause health and

—_ = - drive health costs : economic crises

' even higher
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More money does not alway
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Figure 14: Maternal mortality and public expenditure on health, deviations from
estimates based on per capita income (2011 PPP), 2014
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Public expenditure for health as a % of GDP (deviations from predicted)

International Monetary Fund, World Economic Outlook Database, April 2016. WHO, UNICEF, UNFPA, The World Bank, and the United Nations
Population Division. Trends in Maternal Mortality: 1990 to 2015. Geneva, World Health Organization, 2015. All data extracted using wbopendata in Stata

World Health
Organization

A & -_’! Yy
@) OECD &)

USD PPP
10000 ® Government/Compulsory  ®Voluntary/Out-of-pocket
8o
o o o
~ ©
8000 N
3
o
Bi%2n.
6000 ©own N8 g
ceBRgge,
e 3 OES 0w
Y+ 88
~ o
<t w3 = 3
| - B
4000 -9 § g 5 S 3 )
“teell85gre,
N :ﬁ_ ?: 3 2 Lo«
2000 TI%8%23
T228%q
~
88
0
E R ONREEREE R CE TSR RN P AL HESDLEL L SN & 300
\|- BEE P P S S S & S WS G ELFRREL L P LSS S8 5o I SR
58S ST ERE TGO TL XX F OGS RS A0 (L TS o e &~
SETG GGG T PR I VY
United States - Relative performance compared to the OECD average
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Health expenditure per capita, 2016 (or nearest year)
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BPJS is collecting premiums in some of georestparts of Indonesia

Percent of district population registered with BPJS in district. Indonesia 2014
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Source: BPJS kesehatan. Population data Susenas 2014, Analysis: Pisani, Pratiwi, Setiyaningsih
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Health status index, by district, Indonesia 2013
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eubsidisitgpfoRidedzhdd neglecting
the neediest: the case of Indonesia
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Average BPJS claims paid for inpatient senices, per registered BPJS participant,Indonesia 2014
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Data source: BPJS. Analysis: Plsani, Pratiwil, Setijaningsh
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Pct of villages in district with no easy access to a hospital
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Reproduced from Elizabeth Pisano analysis, 2018 4 Tern\ﬁgg



Without strong government, mdustry can get
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Less benefit 2 -
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Figure 2: Price per life year gained versus approval date
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Price per life year gained ($1,000s of 2013 USD)
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The best fit line is: Price per life year gained = $54,100 + $8,500 x Approval year.

Approval Year = 0 for 1995, 1 for 1996, etc. For purposes of display, we re-coded one value
from $802,000 to $400,000.

Source: Authors

No proof of added benefit 125

Fig 1 IQWiG's assessment of added benefit of new drugs entering the market in Germany, 2011-17 (Maximum added
benefit in any patient group included in a given assessment. Proof requires a statistically significant benefit on patient

Howard DH. et al Pricing in the Market for Anticancer Drugs I pect 2015_29(1)_1%2 relevant outcomes in a randomised controlled trial or very large benefit in a non-randomised trial)
BMJ 2019,366:14340 doi: 10.1136/bmj.14340 (Published 10 July 2019)



