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Quale iInnovazione possiamo
permetterci

| Bisogni della popolazioni

Quali sono le priorita del sistema

Come allocare le risorse

A chi affidare le risorse

Come verficare Il buon uso delle risorse
Come liberare risorse

Come governare Il sistema sanitario

La governance del farmaco e la MG
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Bisogni di Salute Globale - 2030
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Progettazione della Innovazione

* Indicazioni Pharmaceutical Executive
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— bisogni residuali Beyond the Blockbuster: What Can
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Innovazione ed Evoluzione della Terapia
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L a Ricerca Del Farmaco

Biotechnology Research Continues to Bolster Arsenal
Against Disease with 633 Medicines in Development

illicns of people have already benefited from
Mmedic nes and vaccines developed through

hioterhnology, and a new repart offers hope that
in the frture many more will henefit. The report found
633 biotechnology medicines in development for more
than 100 diseases. These include 254 medicines for cancer,
162 for infectious diseaszes, 59 for autcimmune diseases,
and 34 for HIV/AICS and related conditions. These potential
medicines are either in human clinical trials or under
review by the Food and Drug Administration

Approved biotechnology medicines already treat or help
prevent heart attacks, stroke, multiple sclerosis, leukemia,
hepatitis, rheumatoid arthritis, breast cancer, diabetes,
congestive heart failure, lymphoma, kidney cancer, cystic
fibrosis, and otker diszases. These madicines rely on many
cutting-edze technologies. For example, maost early biotech-
rology medicines werz protein drugs, produced by splicing
genes into bacteria. hey include recombinant insulin,
human growth hormone, clotting factor for hemophilia
patients, and erythropcietin to simulat the production of red
blood cells in kidney dia'ysis and cancer patients. Another
type of biotechnology medicine, the monoclonal antibody,

BIOTECHNOLOGY MEDICINES IN DEVELOPMENT—
BY THERAFEUTIC CATEGORY®

Autoimmune Disordes R
Bicod Discrders [l 20
Cancer/Related Conditions 254

Cardiovascular Disease [l o5
Dianetes/Related Conditions [l 19
Dizestive Disorders [l 15

Eye Conditions E%

Genetic Discrders [l 11

Growth Disorders Ji 5

HIVAIDS Infection/
Related Conditions

Infectious Diseases i162

Meourolozic Disorders
Rospiratory Discrders
Skin Disorders
Transplantation

Other

*Some medicines are listed in more then one category.




BiloTeEcHNOLOGY MEDICINES IN
DEvELOPMENT—BY PrRoODUCT CATEGORY

Antisense
Cell Therapy

Gene Therapy
Crowth Factors

Interierons

Interleukins

Monoclonal Antihodies (mAb]
Recombinant Hormones/Proteins
Vaccines
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The show’s corresponding Web site, www.sharingmiracles.com, is an interactive forum for

people to relate their own personal stories of hope and survival. Every patient’s battle is unique,
but the collective power of shared experiences can ofter great help and courage to others who
are fighting for ther lives,

You can find out where Sharing Miracles is showing in your area and order free DVDs of the
show on the web site or by calling 202-835-3460.

SHARING MIRACLES




Seven major socio-economic trends.

The burden of chronic disease is Heagfecﬁ]rgrgggﬁ]yg{;‘?ﬁﬁ{%é‘tﬁ‘ﬁg"@ﬂs
soaring. doctors can prescribe.
_ As treatment
The prevalence of chronic protocols replace individual
diseases like diabetes is growing prescribing
everywhere. As greater longevity forces decisions, Pharma’s target audience
many countries to lift the retirement age, is also becoming more consolidated
more people will still I_oe working at the and more powerful, with profound
point at which these diseases start. The . . :
social and economic value of treatments Impllcatlon?n fgrrklé?' sales and
for chronic diseases will rise accordingly, . !ng
but Pharma. will have to reduce its model. The industry WI|| have to work
prices and rely on volume sales of such much harder for its dollars,
products because many countries will collaborate
otherwise be with healthcare payers and providers,
unable to afford them.

and improve patient compliance.



Pay-for-performance The boundaries between
different forms of healthcare are blurring.

Pay-for-performance is on the rise.

A growing number of healthcare payers
are measuring the pharmacoeconomic
performance of different medicines.
Widespread adoption of electronic
medical records will give them the
outcomes data they need to determine
best medical practice, eschew
products that are more expensive
or less effective than comparable
therapies and pay for treatments
based on the outcomes they deliver.
So Pharma will have to prove that its
medicines really work, provide value for
money and are better than alternative
forms of intervention.

The boundaries between different
forms of healthcare are blurring.

The primary-care sector is expanding as
clinical advances render previously fatal
diseases chronic. The self-medication
sector is also increasing as more
prescription products are switched to
over-the-counter status. The needs
of patients are changing accordingly.
Where treatment is migrating from the
doctor to ancillary care or self-care,
patients will require more comprehensive
information. Where treatment is
migrating from the hospital to the
primary-care sector, patients will require
new services such as home delivery.



The markets of the developing world,
where demand for medicines is likely
to grow most rapidly over the next 12

years, are highly varied.

Developing
countries have very different clinical
and economic characteristics,
healthcare systems and attitudes
towards the protection of intellectual
property. Any company that wants to
serve these markets successfully will

therefore have to devise strategies
that

are tailored to their individual needs.

Many governments are beginning
to focus on prevention rather than

treatment, although they are not
yet

investing very much in pre-emptive
measures.

This change of emphasis
will enable Pharma to enter the realm
of health management. But if it is to
do so, it will have to rebuild its image,
since healthcare professionals and
patients will not trust the industry to
provide such services unless they are

sure it has their best interests at
heart.



Avversione al rischio

The regulators are becoming more
risk-averse.

The leading national and
multinational agencies have become
much more cautious about approving

truly innovative medicines



Misurare la produttivita in

sanita in ltalia:
un progetto basato su dati di MMG

A joint CEIS Tor Vergata — SIMG Foundation project

di
V. Atella”, C. Cricelli ™,

* CEIS Tor Vergata
** SIMG

*** SIMG Foundation



| risultatl attesi dal modello

Avendo a disposizione dati raccolti a livello di singolo
paziente nel tempo, si possono facilmente costruire:

* Indici di prezzo e di quantita

* [ndici del costo di trattamento

* [ndici di Health Outcomes

* Indici di Costo-Efficacia (dhealth/dinputs);
* [ndici di effetto di trattamento

Tutti i suddetti indici possono essere prodotti per bene e
servizio, gruppi di pazienti, MMG, sesso, eta, regione, ASL,
patologla ed ogni possibile combinazione delle caratteristiche
disponibili all'interno del dataset.



Costl Standard




INDICATORI DI ESITO SANITARIO



colesteralo totale

Indicatori di esito sanitario:
Trend dei livelli di colesterolo (Totale e LDL)
della popolazione italiana
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Indicatori di esito sanitario:
Distribuzione livelli del colesterolo LDL per anno

Distribuzione del colesterolo LDL per anno

.01
|

LDL,y0,= 154

kernel density compliance
002 .004 .006 .008

0
|




INDICATORI DI COSTO



Expenditure (euro)

Costo annuale pro-capite per cura colesterolo
(Colesterolo + comorbidita)
per sesso
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Expenditure {eura) - Cormorkidity
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Costo annuale pro-capite per cura colesterolo
(Colesterolo + comorbidita)
per sesso e numerosita coorti
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Costo annuale pro-capite per cura colesterolo
(patologia e comorbidita)
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Expenditure {euro) - Commorkidity

Costo annuale pro-capite per accertamenti
legati al colesterolo (Colesterolo)
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Distribuzione dei costi di cura Colesterolo

(Valori pro-capite annuali)

Expenditure {eura)
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Test diagnostici, tariffe e spesa
per regione e tipo di accertamento
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Esempi di costi standard per cura colesterolo

Treatment costs for CHOLESTEROL by region, sex, age, pathelogy — Diagnostic tests and specialistic visits

Women Men
Comorbidity Pathology Comorbidity Pathology
Regions Age 55 Age 63 Age 75 Age 53 Age bA Age 73 Age 35 Age ba Age 75 Age 55 Ape bl Age T3
Abruzzo 3571 4158 4143 439 0dd 0.9 [04.0 292.0 4637 636 48.7 278
Basilicata 2267 089 2370 667 7.9 192 (] 182.7 273.7 321 8.7
Calabria 2085 REE 2140 332 76.9 251 024 R N g 510 | 3.8 ild
Campania 3760 4255 4.2 44.9 T6.2 435 2800 486.7 3768 414 RN 243
Emilia-Romagna 33 3507 208.8 BR.9 51.5 382 187.2 BRI NN 1578 83.0 7060 545
Friuli-Ven. Giulia 5.7 Ilad 2520 49.2 508 58.1 2714 AT 7.9 353 520 39.2
Lazio Alod 4227 056 67.7 T64 274 4936 3329 2076 447 S0 679
Liguria 242.0 30006 328.7 327 29 333 3469 3225 A6 679 0N 289
Lombardia 206.4 1944 1662 515 20.7 [2.3 [11.0 1259 BR.1 514 [8.3 228
Marche 3230 4426 e 4.2 228 RR 2289 RN 480.1 295 1.6 725
Piemonte 1R 2459 275.0 265 459 284 2157 2099.0 471 .4 264 523 489
Puglia 3535 4274 3329 626 4580 R 3257 352.0 3143 6.7 0.9 301
Sardegna 3360 Jasl 2003 98.3 224 1.7 1433 RIS 404.5 3o 474 206
Sicilia 3375 IRT.O 494 8 342 550 635 2687 288.1 418.6 274 A7 374
Toscana ARO.5 2694 214 335 240 29.4 1571 2411 416.1 379 57.0 0.7
Trentino-Alto Adige 1956 [79.9 1469 1.9 075 19.0 152.7 216.2 [95.9 137 s0.2 6.7
Umbria RELNY 4224 2840 i3 63 414 275.2 3526 310.2 142 (6.0 281

Veneto 268.8 A622 4108 Ins 353 378 Al3n 2734 471.8 S9.6 RLN i“:é“



INDICATORI SU ATTIVITA" MEDICI



Prescrizione di accertamenti diagnostici da parte dei
MMG per area geografica e eta paziente
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INDICATORI DI COSTO



Costo annuale pro-capite per cura diabete
(Diabete + comorbidita)
per sesso
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Expenditure (eura) - Comorbidity
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Costo annuale pro-capite per cura diabete
(patologia e comorbidita)

Expenditure {euro)
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Esempi di costi standard per cura diabete

N Treatment costs for DIABETES by region, sex, age, pathology — Diagnostic tests and specialistic visits
Women Men
Comorbidity Pathology Comorbidity Pathology
Regions Ape 55 Ape 63 Ape T35 Apge 53 Ape b3 Ape T3 Ape 55 Age 05 Ape 75 Age 55 Ape 05

Abruzzo 6.5 3524 ) 146 86,7 [56.9 [94.1 2578 4034 [17.6 UYRS
Basilicata 344 3703 914 8.7 91 | 426 [54.9 3307 2050 6.1

Calabria 2189 247 3763 an.2 1033 1255 2138 2867 3556 102

Campania 2067 411.2 3531 1354 1577 [4d.3 289.9 wTT anl 17
Emilia-FEomagna 2n3d 336 1332 L1491 1271 2008 3596 1365

Friuli-Wen. Giulia 2543 2445 8o (T 91.5 2135 26l 1054

Lazio 209.9 3242 955 [08.4 | 60 RIVNRY 3051 5.9

Liguria 287.1 2239 [G32.3 120.7 99.1 1154 229.2 |36

Lombardia UERY | =H.6 23 ol R 87 Lol 473

Marche 1456 2686 255 2063 1.2 4058 2456 121.9

Piemonte 2723 272 | [17.8 1016 220 2635 [14.1

Puglia =503 356 2 1046 89.9 3550 3051 [29.1

Sardegna a6 2606 3l 424 88.5 2123 [98.1 098.7

Sicilia AT5E 32iz 1111 154.5 124.7 2818 2754 121.4

Toacana 194.6 2196 1088 711 .6 211 2735 0.2
Trentino-Alto Adige 200.7 A5 324 a7l 27501 1517 46,

Umbria 2367 3006 1205 115 1058 1547 33 [33.9

Veneto 553 290 834 1497 1527 281.7 3296 1224




Conclusioni

HS represents an important source of information n
for output and productivity analysis as it is based on

More important, the and
of the information collected could be
easily improved if needed.

We plan to have a of our model - wittth
several of the above mentioned measures
Implemented - bigythiee
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