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*6 A 17 8(2MA): &+ & &L ACOI8 & » # Vancouver #§ AC8363 ¥4k $ # 5 (Victoria)

Monday Tuesday Wednesday Thursday Friday
June 18 June 19 June 20 June 21 June 22
Session 1 Session 3 Session 5 Session 7 Session 9
AM | 1. Welcome & 1. Current Status Introduction to Medical Services Healith Technology
Review of of Health Health Plan Clinical Assessment:
9:00 Schedule Technology Technology Practices Guidelines | Hospital
to Assessment in Assessment (II): and Profocols: Perspective
12:00 | 2. Overview of Canada: 1. Systematic history, organization | (Capital Health
BC organizations Reviews & and process. Region Office)
Healthcare and mandates Other Sources
Systemn 2. RoleofHTA in of Unblased FHEA
Utilization Information | XiFA: Barbara Poole
FEA: Management 2. Vendor Mary Baker JimE:
Steve Kenny Information | 3% Eric Martin
HumkL FRA 3. HTAasatool TN A{SREH% | Pavilion, Royal
&AM Steve Kenny Jor 4@ (BC Ministry | Jubilee Hospital
4R BC bk 5 evidence-base of Health)
Ministry of &R ¥ESFHER d
Health) A& (University management
of Victoria) FREA:
Rebecca Warburton
M
A SIS
A& (University of
Victoria)
Lunch (BCHIDO) |  Working Lunch Lunch Lunch Lunch
Session 2 Session 4 Session 6 Session 8 Session 10
PM Orientation to Introduction to Introduction to 1. British Roundtable
Victoria Health Technology | Health Columbia Discussion:
1:30 Assessment (I): Technology Pharmacare
to 1. definifion & Assessment: Program End of Week
4:30 | EFA: terminology 2. Drug Benefits | Review and
Steve Kenny | 2. Assessment & Case Study Committee Discussion
Lk Technology Life 3. Facility Tour:
INEXMRFEE Cycle BC Pharmanet | X{%A:
f#5<pR(BC 3. Economic FEA: FHEA: Steve Kenny
Ministry of Evaluation Malcolm Nerys Hughes Rebecca
Health) MacLure bRk Warburton
EFA RS M&EAFFEZEY) | Malcolm MacLure
Rebecca mEX KESFEE | REMSRTHARRA | R
Warburton A% (University of | Z(BC Pharmacare Eric Martin
Hugs: Victoria) Office) Pavilion, Royal
&R HEZFTE Jubilee Hospital
A& (University
of Victoria)
dinner dinner dinner dinner dinner
PM ' oYY POY PO BRACIFSE
FEFA: ERA:
5:00 EERER LR RMeEE
to HBG: BRAE G HRAE
6:30 (Queen Victoria Inn (Queen Victoria Inn)

*6 A 23 B(RN): HMA AR FH(in Victoria)
*6 24 A(2¥A):
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B ¥ $ A B (Victoria)4T £Z - § (Vancouver) -




Monday Tuesday Wednesday Thursday Friday
June 25 June 26 June 27 June 28 June 29
AM Session 11 Session 13 Session 15 Session 17 Session 19
9:00 | Introduction to British Columbia Meeting the Experts Overview of Summary
to British Columbia | Therapeutic on Pharmaceutical | British Columbia | Roundtable
12:00 | (and Canadian) Initiative (Il): Issues: Office of Health Discussion:
Pharmaceutical 1. Review of Technology
Policies Case Studles and BNHI/NTU Assessment (I): What is next for
Discussions initiative 1. Overview & HTA in Tuiwan?
2. Review of NTU | /Organization
FREA: FA: Sample - 2. Case study
Bob Nakagawa | Jim Wright Assessment Case FEA:
Hugk: SR 3. Roundtable FRA: Ken Bassett
MEIERT R | MEAEEERLE discussion Ken Bassett Arminee
HEERA B B AS(UBC) Arminee Kazanjian Kazanjian
(University of FiEA: Hbgk: Isabelle
British Columbia, Jim Wright TIEASE RS HR Savoie
UBC) B LEEERE(UBC) | Hu®:
InEASERERLE & KEBE R
EIAZ(UBC) LEEE RS (UBC)
Lunch Lunch Lunch Lunch Lunch
PM Session 12 Session 14 Session 16 Session 18 Session 20
1:30 | British Columbia | British Columbia Individual Research | Overview of
to Therapeutic Pharmacoeconomic | Time British Columbia | Preparation for
4:30 | Initiative (I): Initlative (I): Office of Health returning to
1. Program 1. Program Technology Taiwan (332
overview overview Assessment (II): Tl T 647
2. Organization | 2. Organization %)
3. Policy and 3. Policy and Case Study
Procedure Procedure
4. Case Study 4. Case Study
Hu®h: ERA
FEA FREA M (Rosedale on Isabelle Savoie
Jim Wright Aslam Anis Robson) bk s
bk Higs: MEXEREE | HifE(Rosedale
INEAEMWER | St Paul’ s LEER K% (UBC) on Robson)
LLEEAS(UBC) | Hospital
dinner dinner dinner dinner dinner
LRRIF LR
PM | ¥ 2¥
FRA: FRA:
5:30 | R bl it =l b
to s hReE MuRs: fiReE
7:00 | (Rosedale on (Rosedale on
Robson) Robson)

*6 A 30 B(EX~): & » 7RI #(Vancouver)# AC9801 = £3b(7 B 1 Aikik)




(Z) Ao K BC 24 #H4k 3045 42 B 4% B 48 1k (website)
AEEMENTEIERNTEY  FEARBTRILEFHSHE -
B AEAHIS 2SR 11 R AAWMRIERBREE S o 4 — o
(@) wEAABRFALEEHBTEEEIAY
ERANF G AEHHARM ERARENZBREA-AMAEE
B AF O aEROANBENeRRRIAZN  HEEEMNBR
RERDRS  READTD THRBYR  BNE FoM4E= -
() BCHGBRBHR A
MERAAEERAZR B Y B F i (Federal) ~ £ 8
(Provincial) & & & % 4 & (Region/community) ¥ =4 ; @ K4EEER
(Canada Health Act)z 4§25 % Universality - Comprehensiveness * Accessibility -
Portability + Public Administration % %.38 » #4d 4t AR A A 3244 R R &9 A -
ASHAFRMEKEAINAFE SHRECEAPARE - SR -4
KEH (P ERABRE) Mg  RFREACERES > SRFEZRR
RERBRAGRR  SHEEMERPITRAL  #lormA BB H AL
ERRRERAS M EBHHRT BRBERRAS ALY LA
Mt RNEA R RRR A %A Pharmacare 988 i R iék— =~
ZHTM -



(X) RRABPEFNEABRT AP RBERRFER A GMA
1. {8k #4324 (Health Technology Assessment) Z & & :
(1) B SRR E—AGMG LM - A S (the evaluation or
testing of a technology for safety, efficacy, and effectiveness. ) -
) & A-HEERT ARRE-RXARBERFAENARMER
(a process for policy research examining short- and long-term
consequences of individual health-care technologies. ) °
2. REABPEHESELT ERANLIE
REABFER—HACTEERARTBLHRMBR RN T %
(1)K %% (Evidence-based medicine, EBM)
RAEBRG AL \EHERE > ALARRENRAN  AAREER
HHXERTAR ACHY  RIF - MENBERATBIPHASL
HHRE BOEANERFRAORE - EREFAFTH —AHALED
LB R P ~ 4 F M08 (Evidence) ~ #4038 # 47 critically
appraise AR A FEMRME - EATEBRLRBA LTRSS
AHHRR -
(2) % #3045 (Systematic Review)

HERE PP E Ak o 424K Cochrane 8 &35 » A %P5 H

10



BETEHRBEARYE  BREN 1980 £4& » AR AR EMRSA
theh 4 (critical review) » A4 BME —HEEMOLFLGTRE &
B AGRWY ERBITH TR MMERERER D - L ERL KA
—@FWHG A - OEAAFRARABRRRER (L4 "gray" UK )
£ A critically appraise & & &M L& Ry H xR T & (o critical
appraisal ~ meta-analysis - £ F — X &/ 0SB R E RV ES
BERHE) -

OAMTRAZSETH AL ERATAMARRERE  BEIDT
ML WE o £ ¥4 5 MMmat(website) * LA REHEIPEMB M
W~ REFRBIPEERZIS & BYeRTNESALTH > THAHR
BAEREABRE S THRIR - 8454857 T4 A 44 $93k(website)

#£ 0924 R+ OABMIT GEoma—):

A. Health Technology Assessment
B. Regulatory Status

C. Clinical Practice and Practice Guidelines
D. Meta-analysis

E. Quality of Life Measurement

F. Systematic Reviews

G. Sources of Evidence

H. Hospital HTA

I. Journals online

J. Social Sciences

K. HTA: Case studies

L. Health Policy Research

11



M. Drug Therapy Information
N. Canada Government Links

3. G BT v A A B R AR AR A& 4 B 1A
MM B #3845 (Health Technology Assessment, HTA) » fu g X ¥ 3t
BRMNEABRERN 45 EREBZEREABRRERE RERAFTISNT
FARE] EBITRILELRBEAPOPE A RARE T T8 - G RERHE
YR REBELERABERPAT EEORABRHERAARASKZESR
% B B4R EOT $ € 4 % 45 5] & 3 7((quideline and protocol) ~ & X
RUMBZ oW REFIHNEBRZBNA L) REARIEHTEL
FRAXABTH/LEE (BCK) ZdA(Provincia)R BER KA E
(region/community) 3t R ¥ sk B2 7 ik 4o 2L & 43245 (systematic review)
w7 KB R - MBHRABHRTH SRS E » 4t Pharmacare -
Medical Services Plan ~ Hospital & & % 41 & 5] ¢4 i R4k -
(t) WmEFAREBCERRALEHEZ B EH
L @ AR H BT A0 B R X
(1)7 1989 # 12 A F RBABA ~ &4 KRB EBUFH F % F A L iwE
2 B #H i 492 £ (Canadian Coordinating Office for Health
Technology Assessment » CCOHTA) » 3 &k 48 ir 5k & JE & F) ta % »
47> Ottawa gy A £ 7 1990 48 A E X4 - itz il =

ST E - 1993 £ 4 A B Reh et 0 2 #k CCOHTA &34t

12



R E KA -7 1999 £ 12 A 48 Conference of Deputy Ministers
of Health & &) & 3 & » L 42 % R kA& =45 £ ;w & CCOHTA-

() B B & AMA LR #4551 & (acquisition) ~ A A A Z FRHA
AEBRGBRT  BARRO T ELRAPRGERARFT (LRAEE
#7442 M (safety) & 2 4 (efficacy) 242 £ ) » CCOHTA R & hiE &
BRRGBRABEFER > RARAR  (AREFZSTEMN - ST
BRARAATZRERABHARRRPROURE  B)RELBAR
HERRALTS AR > SAHRTRSEGRS | CRRBLIHT
KA Re o DTN THRANEAB RS ESRATK
#(E)THARBFBT ST BUF MR EAZZ TR (F)TARZE
RERARTBRHTLE -

(3)CCOHTA £ 1990/91 £ R s FA N £ 54 ¥ % » 30%R & B 77 BUHF »
T0%R BT B » RAKAOBRTE » RORFGARA2 ik -

(4)F & (mandate) : CCOHTA ¢44e8 R s B F R A A HRAHBALR
BERBRARHREOGRET AR SLETHEIEBH T HY
Ko AR ANASEEE  RERELSTEARERNE - &
AR Ry CCOHTA » SR BT MR B ~ R E - R
FRESRFHERTEHREABER -

(5)CCOHTA 14 ¢ i #2 4w it 4 09 ©

13



(6) 428 : CCOHTA Bl #4038 2 45 8 o Bl — P 57 =

Bl — Organization Chart in 1992

Conference of Deputy Ministers of Health Non-profit
(13 members) Corporation
Board of Directors
CCHOTA Each Deputy Minister has a
(14 members) representative on the Board.

5 full time, others part-time.

Staff (in the first year, there area
CCHOTA gastroenterologist, a health care
economist, a pharmacist, and

(6-8 members)

two biostatisticians)

BAHEFRABHEAT AHERALT

A. Board of Directors : ¥4 14 4 » B FREHF - 10 H & 2 A4 & th45
ERBPREL - EFF# 4§ CCOHTA 1 % - Y XBRAE LR
F-B2A44 Kz -BFFAREH4EE & (Executive
Committee ) » & 4 X & ~ & £ /% & Member-at-Large % & —14i - 4,
ABARBRHBF TS A ARTERTOTH -

B: Scientific Advisory Panel (SAP) : £ B & 154 - #ETH - HIL AR K
EOAEHERSL CCOHTARZF & - SR AW BEF L EEZLMR
g RROPAAERTERE - BREE - 3t F4 - Aot

14



EEH  BYAATRLE BALSEABRHERE =% Fif
—R-SAP THEZMEERARERERST REBEE - 7 SAP
$ Pharmaceutical Advisory Committee 3% ] %} 8 4748 B 49 3015 F R R
BER  RAREREHEIIETF

C. Pharmaceutical Advisory Committee (PAC) : £ B4 14 4 - 4L M8
%Iﬂ‘{tﬁ*ﬁ MBMHERL CCOHTAR S & - L HAWEFRE
B REEE - BB R LIPFI AR 8B 7 £ 30 R Patented
Medicine Prices Review Board -

D. Devices and Systems Advisory Committee (DSAC) : & § % 14 4z « B#*
BRBHRERE A R OREFETERE  REZRLNER
M43 CCOHTAZF#RAMAR - ZRAAGEFIHEL » K&
% - HERBIMBEAHER -

(7) — A& %) %&

A. Coordination : 2 i 2 4 35w § KR £ 40 Ak 5 LA R AR AR A
Hirtt  FIAEARBNAL R LA EH RIBEE - EoTX
EERRGRTNTEFRAF ~ REB 30K BUR £ R BIRE

AR TE c BTREMFANBEERGTEHBAR

B. Anticipation the Future : & RI#t & e9 s X B8 & ~ A L@ 4T

MY~ BRI AR -

15



C. Knowledge Development : 58 & #+1% #F45 41 R &9 B AR A ~ R B FAH
WHEREER ~ FRERABEIPE TR -
D. CCOHTA # R sk £ » {¥4242 critical analyses » & % B #912
Al AR TS ERARER -
E. £RRLE - BRAABBAZRER FORE T DI SHIRESE-
(8) 4T CCOHTA Z e R B —Fi 77 *

B — CCOHTA Organization (Now)

President
External
Relations (1)
Vice-President Manager Manager
Research Communication Administration
I & Dissemination & Finance
Pharmaceuticals Devices & Production & Financial
3) Equipment | Distribution 2.5) - Management
3) 0.5)
Technology, Tools . . .
| & Techniques (1) Administration
{ & Support
Health Systems ?)
3 Outreach &
1 Awareness (1)
Data/ Info/Library
Services
(3.65)
I Project Control
[ (1)
Health Economics
(2) 16




O) % Ew R ABITPIAEFAAELE (Wbt —) LT HR
i 3 4 48 #3115 E B (347 9& & & Guidelines of Economic Evaluation
of Pharmaceuticals Canada”, CCOHTA 2 Ed., 1997) R g A &%
FEEBARETHES -

(R44# F# : Technology Assessment: National and International
Perspectives on Research and Practice (a Satellite Symposium of ISTAHC 8)

June 13, 1992, pp3-6)

2. %/& F41k 3 A 2(University of British Columbia, UBC) £ v g X 3£ B
TRIEEEERABTERAGAERANE
mERZRTRLEEGRRASITEEN > EZURBTRILE
A% BC &4 KA B R4 E (British Columbia Office of Health
Technology Assessment * BCOHTA ) » £{#87 1990 % » s AR B R
BB ERRF] s KBRS BB R A RSP ERR
RAEEBEITHR - ©RRERAA > AAERAGHART ERRIESHE
MARER T HREEFHBITHS (effectiveness) ¥ @ &9 #H £ K ik
(scientific evidence ) #:8% - 71 7 48 ¢ 240 R A 4 B - BB 3284 B3R »
R R Y P
(1) Center for Health Services and Policy Research, CHSPR

#1990 £ #k & & £ B ¥ 44tk 35 X % the Board of Governors and

17



Senate £ » X B IR BEHARMRZ » EREHLN M
FHEF RIERA R @ 2R B ABRARIRIG ZF K o F PSR
EHE—REOHBELHABTRLEBEHMERNRTE » ZF £ 9B
¥ - BC HaE#Eurttm A% (BCOHTA) BrixE £ CHSPR 2/
A. CHSPR g2 73 9} 40 48 &4 Bl 8 H o B &R . ©
B. R4 B AR P Z I A Msk (Rskdo i)
(2)BC % 4t # & ir & #2 £ (British Columbia Office of Health
Technology Assessment, BCOHTA)

#1990 4 12 A& » B 3% 8 44tk 2 X% Center for Health
Services and Policy Research 2z 384 $.4 » 23f2 K39 R 8 A B4
LB A AT EARMR  ERELRANNGTE  ABEBBR K
3 BN GMATZEREEIEXRAZAT RABwEREE
#FE 448442 £ (Canadian Coordinating Office for Health
Technology Assessment © CCOHTA) #ysasidesix » BHEMLH
HREAEEANBRRR4ERIOTE  RRAEERARL
Therapeutics Initiative (TI) & Pharmacoeconomics nitiative (PI) -

UBC ~ CHSPR - BCOHTATI Pl 8 M2 o B = °

18



B = The Relationship among BCOHTA, Tl & PI

UBC Dept. of
Pharma. &
CHSPR Therap.
| Dept. of Family
BCOHTA Jv— > Tl Practice
' 7N
Dept. of Health Care
& Epidemiology /
Pl
1 A
Pharmacoeconomics Program

at St. Paul’s Hospital

. % & (Mandate) : {2 & 8 By -4 A 40 B # BOR A 8 » ANES
FEEBRBRHPIRRZAR ~ 3R - #0318 - BRAAGHR
Z4Y -

B. RAMRAIAHRE HrROFREM - RANSE - THEBETHRE
RARBMHEHEY -

C.iaEX8: ()R - HHEMHEARSE  D)MAH® - HITFTE R
ER8 (C)RRRMEER ; (A LTI~ REIRBF 254 ~ R
BREE -

19



D. 8 eHAREFPZARFEALL AR (Bakof4F—)

E. £ % %% : (a) Comprehensive framework : Population impact
Populatiog at risk ~ Social Context - Effectiveness evidence ~ Economic
Concerns ; (b) Systematic reviews : Systematic Search ~ Critical
Appraisal ~ Synthesis

F. B 4:EA evidence-based medicine RiH8hER & #3P4E - BBIR
PE R R RAERAHPAE AN T B o MakoN

(3) Therapeutics Initiative, Tl
% & 3 B 451t 3 X % Department of Pharmacology and
Therapeutics $t Department of Family Practice £ B 44kt 2 &
fir 0 BATERBIR - AR B A RIS EKT > 11994 432 0 2L
RUBGRBEHRMN (up-to-date) (R BHERTM - BRARRKR

ARES—M-RAEBTRILEEHGLTEAREREBLLER THAL

EREHESE -

ATI B4R QKA RN B AR B BT R BGRE  BEH
BRAAGEMSGHE OFHA LEZPARIE - SFABRHERLE
BRARER it (C)ABGRBGRUTEAAMER  RIHA
PAT S F 4 ¥ (d)E A Pharmacare/Pharmanet ¥4 & & §

RIS AR REHTEHHEGHBIEHHE AL

20



HRRERERAKREA R ERHTOHIRBEHBE S %48 MH
RO EER QA A ORASKRT N BRAXERGRBG K

¥ ; (h)i24t Pharmacare -BC X B 2 3 H B2 R ER

B. Tl éh4a 8 B 4o ] 9 :

B v Therapeutics Initiative Organization

Managing Director(s)
Executive Committee Advisory Committee
Scientific Information &
Education Committee (SIEC)
Therapeutics Letter Drug Assessment Education Evaluation
Working < Working Working » Working
Group Group (DAWG) Group Group

C. Education Working Group & B ik R ¥ 7 E & oo ekt -
D. R 2 AR R RN -

E SRR RAREFTXARARELL AL (BatofiF—)-
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(4) Pharmacoeconomics Initiative, Pl
ROABTRILEREHRBHB[LEM SIHBHAEZRE
B HEAREGEE » By BC 4 #4p B 3% ¥ % (Pharmacare)
UK AHRBITHRR - Pl 1995 £4]3x > LBRAREBC H%
ROEHAREIMRS ARELM - BRARBRRELF—H - RA
RETRULEEMEACEARBRETLARTR/LERENH LS -
A. 8 g Pharmacare - BC'’s provincial formulary & — £ 8 £
BC % # 4 % 3 & € (Pharmacare) Drug Benefits Committee %
BMRRARTMARE  RoBROIPHRE  MARE BRT HAR
XA RS bR LOAEEFEE R 4847 critically appraise
SRAAHEE TI R Pl
(@ Z—mf: TIHR Pl &4 Tl & critically appraise #; %8 #97¢ %
R (BrmA fGE0ER)  RERET R efficacy & toxicity
HE APEEREHE APl bk i efficacy st - £ ¥ &
# health-related quality-of-life & compliance s tolerability % i 28 -
(b) # —me 8% - Tl & Pl 345 8 £ — 42 A BC 4 # Drug Benefit
Committee (DBC » #£3% % & 4 ¥ Pl ~ T| & Pharmacare 4% — 4t
RELR) & DBC & #4-46 TI & Pl 4% R, it 58 3 Pharmacare
MBRHLEXMRE | R2EM - FXARBRI M > BRR
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Z 4 4£ Pharmacare 89 £ & -
©MmERBEWNAEBCEAONtario KEXBRAMAE MBI HHA

provincial formulary approval &% 8 — 4t it H B @ FE L pL B o

(d) % &= sy A Pharmacare ~ BC's provincial formulary — e i £ 12842
Z W B AT

H & BC's two-stage drug approval process

Manufacturers’ submissions

v

Pharmacare
/ Review \ -
Therapeutics Pharmacoeconomic
Initiative (TT) Initiative (PI)
N\ /
Therapeutic evaluation Cost-effectiveness evaluation

N "4

Drug Benefit Committee recommendations

I I I

Full-benefit Non-benefit Restricted
status status benefit status

N : N

Final decision: Director of Pharmacare
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B. Pl fi& & #+ 3 ## 4 2 Pl Drug Submission Form ( i 4% E4Lit4 8
5 ) & Feedback Form (A RE WL B@RRME » R
e e R B R) JoRHERAL -
C.HREMERRRENTZIRARERRFRLALE (BikoMH—) -
() BC B4R #4640 B 2 K FriE4k
1. AR PP A BR AR & 32 (Utilization Management ) A7 4% #
A e R B A B AR %A (Ministry of Health and
Ministry Responsible for Seniors, British Columbia, Canada)x % j#
#] R £ (Utilization Management) AR HAH KRG REHTEH
%o RN R REH B - MMBEEF > TRZLGHER
LB S BRI KLEH BT MARTZA  TARYES
B BRITH - BATA ZEAATH R © Across Canada
(CIHI-CHAP) - Rates per 1000 BC Comparison ( £A b & 3 b 8% 4 7
#) ~ 3-LOS Trend ~ Physician Specific: LOS Comparison + Cost
Comparison (A L& PEFLLEA IS ) -
2. 31 & Guidelines & protocols #44 /& : BC 4 Medical Services Plan (MSP)
- i6M 45 5| R E R %% B € (Guidelines and Protocols Advisory
Committee)i 1995 &3 » B R A EEXFTAGEBRAUTEAL

# Guidelines & protocols » protocols i $4% B % 4184 (o Mk +) °
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B3BCHMRRBMBERRIAZERRE : KB P A BCERHE
# & £ (Pharmacare) Drug Benefits Committee i # LA X F A
B R RAPEEE  d TIRPIRBUTEARNEZER 4
MR AMTI R PI A3 S - SHIPE T BATHHBEREZER
B Pl ELSPIRTRAME > AEFTERARSRAZINFR
time-series #9 %# » T # %] ﬁﬁ'l. B FRAER -

4 ERBERWEAREFABIPENARRS BCEEHRRERMAE
(Capital Health Region Office) i A4 & A & #rF » BR— A FI4THK
Bk RAGENERRBAZGTH  ARANERFSHER
B BH M85 & X B TR BRE TR T AN
R w R R (AW M+ —)

5. EAHIPELEHFMALERMNGTHERBL ALY " #SHD
A £ (University of Victoria) i 7 &5 48 H] 8 % - 4= 34 delayed policy trial
2 BC 4 MSP ty3k R 4£4 » 1L evidence-based 7 % » 4%} protocol
2B (REBZERZER  BRERERER)  FRTITRAR
MR seiT ) & T3eR93647 , W4 - 4% independent 53 B S ik ik

T2 BPREME A A D 0e Tk, 8 (10% 866 ) et
& iR HRAL -
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(FL) AmERABFHILEEBRARH o TR E &R AL
MAEREHER  THRAMATaANE—FEFRARMN

To set up

1. Establish where?

2. Funding from where?
(1)Reporting
(2)Contract

What mandate?

Steering committee?

Champions

Staffing
(1)Fuii time
(2)Confidence
(3)Attitude

7. Priorities

o o ko

8. Dissemination

9. Success factors

BBELEANEHRRS B R RS RREHEL  AHERELAR
LERENs TR, LH (F3R2R)-
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g~ O
HWBCHABRMHERA - REATPLHENEEL T L RERRHH
REMA - T REBC HRABFEHEZ AREM - BC HieR#
FIEHEZXHEEEEBY DMK -
(—)BC &t B RMA R A
1. AR R IR BRI RERRBERTFR A RMEE
ARERANTY &AL ABEBHK -
2. MBRAARN—ZERBAATAA  FRRRRRAZSLRH -
3. Pharmacare 4 A} PharmaNet R % 3% » #|f F M A 4 online A real
time W EWETFEL RAFENRERS HTHEARRRIRS -
() EHBPE R Ry R R F ikfo BB RIS A o 44
1. Clinical path &.48 £ £ $ T » B34 & 3] evidence-based medicine »
systematic review 2 E £ & F ik -
2. Systematicreview B AT R A B R G RGMEREA KKK 7T
A 38 38 R 7 35 B A -
3. Systematic review g4 KR €L B2 B L 48 & » °f article review
#o systematic review £ RBERA R » EALF 2T hIHKZ -
4. RHGBRRAABEBLEGMAANA MAATARRS  AXREAR -
5. Ml HEREBRASPEGTRZ— R AP HAR G RH&
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FRAERAFX  RETAAOREARKALRETAI T EEEH
Bz THEEARAHRE -

6. HINTREW— B HEMF B REABIFEHAN G dERE
RE () BREBREFAR S AHNLARG  LFTRBRE
WAk TFREEMRHR AR FEMMLEY HRRAET
Fikg BRRBPAT  TAA—  —RARBEEF S BFIk
BFERS -

7. BRBRA LB R Y AR systematic review - R EERBMANTE
KEmEaHSERR SERREZHEE » systematicreview T
WehIR B A AR B AP

8. & RAE4R review gy ik bk - KR T RH%KA systematic
review o R F P EFHRT HROTHETERAIRFRHRH
Tk TRAMMEE—AHRMRRARESUE FENTRELRSE -
¥ —-RRAAEBROFRE=ZMBAZA » F_RBAARAE systematic
review i B4 » BEmAREN - tEEHGHER SARE N aD
MR R RKE » ME R AT RSB EHE SRR
2 MANHBEREZATREAR—EBHETRARBBRMAHIL -

9. HBHAHARPEIM NG AMGFTERERE 2 RBH LME

BPRERFAOT & BESELAFEAREABAR  KEEH
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shared vision #3842 474 BCOHTA &) TI 3£ & & X {# /| meta-analysis’
MAARLEE - RHORE  BARKALC B TR TILAT % -
(2) o F AR BC Z4RHHIPAH E 2 a8 £

1.BCOHTA sy a i A —K¥ 9> —RERAHEREF » TR OGIMAEHR
AT A4 Y -

2. &g BCOHTA & a8 811 T 49 2 e 45 4% » fc Tindependent ; i& 18 ¥ &
FE > CRAAREREKBH -

3. TCOHTA 483 B & AR » AERTUELAEALKERYE
& RITARNFRGSERRS  Hlio QP TERREZHR LA ER—
BAEE » BAEEHEE A RLERBAT

4. BCOHTA 4 A Bt AL r EAHE DUBERHERR
review e

5. 2 £ A RRAK I F o b A BC & 08K - EMAIREH
MRS RTRLLE T REEFRBRAZI -

(m)BC % 4 & #+ B 345 51 B2 W H384E

L. mEABCERRRARPEIRHNBRITENTREN T »
delayed policy trial 4 Ap &% » 4& policy gy & B & £ A BK » LK
R iRk evidence-based : @ - AR EBR A SR Réeh 4

R A RSB AT AR independent » AREME L VS A (10% 8
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) MR & HESBOHRTRRAB S BAHRERAH BT
1Etb i B ¥k 0 iwE X BC 4 & restriction 3 $ delayed policy trial » & 4%
28 RBHMEEA R delisting B R — R4 BRAR B AL E
ER (RALHK) #FHR -

2./u% X BC % 2 protocol 44 4# guideline s X #H41 B 44 > AERRE
22 (ZARM) 884 > ERATAE RS | guideline ALK -
FE ERRHBESHE - AITE guideline Z 27 & %4 guideline for
guidelines -

3. /m® X BC # clinical guideline #5347 » & # medical service plan ¥
* & & general practitioner /£ BB E K& A & » ¥ guideline X &%
# 4t 44 general practitioner 4 A - B guideline X 3£ 4-#f A ££ general
practitioner» B £4£ EHA RGBT BEAFAMAE - AMEM
TR AR ko R8s 1R BEFE general practitioner » 4&4% 5 B 3%
48 KA AR ZEAE guideline B &M - wRARALEHA
BERE KM guideline » BHEXAAAHBGTRARETEITRET 2
HRFRHERRIVRAEREAIV G B HBEANRBMBESF -

4. e g X BC 4 47 protocol 247 £ RAgh B FEHEE TS
RRVIARRARM G THRBRBBFARASETAEE  #£45

protocol g #] # 47 - & M T & ¥ #X3 & protocol (R L H4lEEL ) £
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AR aHdAME  MABBTIREH AR THIVERADHRK
8BERA o

5. Bl oey BRI fTER By ZRRFEAT  EHFERTUA RE
RABEABRAKBORL WwREBRERLBEGOE  REARTIHS
HERFERMAAEBERAER - ot X BC ook BEX
HLEHER  RFARRMEABRRH ﬂﬁ;’cﬂﬁﬁ&i#ﬁ@ﬁ °

6. TCOHTA (4 4 ¥ BB AR MEAN - $rHERB KRR (clinical
practice guideline ) & £k ' % Bt % & % 2] (protocol ) 3% & B A »
REBHTRTFHRGEH ARG ARt B NEHAE  BITHE
e » TCOHTA T4/ e TR fE RE TR o

7. BCOHTA 94 R Y R SR BE RO R » 4 A5 R %] - R4
ARERFENTH ZEGHIRE - AU BRLCLTHRRT B
pt b

8. BC & & #8315 %1 B AT 8 R ¢ TI letter » & dissemination % 7 ik &
) -
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A X
HBAHBETITHAGGBREREAHPENE  GOXEINEALEE
REFZERHRGZHFHE BRELAREEAZIPERA  BX
KR4 (evidence-based medicine) ~ i EH K IFEFRALEIL B
BREFE ~ RASRRBTRRAGABELELARMY Ml T *
(=) B EAHIT M A
RBFRnFABRK  £ERBA TR IRRARPEZEBAL

FHAHZEM  THAHHR - FHRERBRARMBE =T R EsT -

1. R R A8 A4 2 objective ~ mandate - general principle :
B AR AN A 8 2255 A objective ~ mandate -
general principle #1588 » ZF A HHIPEHEHR S e (F—4
ERARFAER) REARBERHR -

2. BRZEA AR ERREAUPGABRIDEATHAFL A
EARGBRARARIPERAZIMRBREME ? RILBEBHE X
HARTOMMBR ? RLBHE TR A RELARROMK ?
S BBERZBBERLBE R LRI AL? BRARAEMALELR
BRERTEIT i+ RBEER XHFRWATHEFIOTR? &
REEBUARENTR » AR ELRERAFIPSAREEFESH P50
Wk KRBT §REFRHILEH -
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S BRRAZEH  BRRRIEHUERF SR ERARIPEARL
BB HhRA BRAEN S FRARAREHEBRIAT
HEZRK - BRRAZIFHAIRNRSERTY - K 5 AN E
RIFRARE—BMNBERERE? RT MBS HRKREBESH
FA?BRARANE RS ?

Amﬁkﬂkﬁﬂiﬁﬁﬁﬁiﬁﬁmﬁémﬁﬁ?$m§&?#Mﬁ
RIMERHAFREER LT HRBREREBA - ABCRERAL
LREBRBEAZPERALNIRTOVERKZ— - 3o 48
B BURHF] - BERRBEREFTAL  BAZFHAZTELRASN
AE #lnEA R AL HARERO L (RBUFXEY) £ER
BABAH R -

5. &4 8 Pl oy 12 -

(1) TCOHTA i8R A &M AL > L ERTULHEAR
HERERETRNFAGSERRS  ploBHTHREZHEL
JRAER—BME > BANELBERAIRESKIIT FHRRE
BAF > STRILERSETRAOMH - AHAFFIRFREKA
TCOHTA W M ABERER » & ER I M EZ LA

QB AREADFEERKABAEB NG AL RRGBREALTHE
HMERRER > RAS - HERBTHAEL BRI SARERE
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484/ (working group) + 0 &4 Bl £ 8 & K 45 &R
HE ARRHERARECABENNRIIFHERES » Lo
AEX st %% R & (steering committee) XML E &

(advisory committee ) #§4 & & ik T4/ @@ B TR R
At ATEMAIBRESERBITRE -

6. SMRERMABIPHXIMRRKIBRENEH ARG LM
BATEE  RRARPEHERKIBERELS R FRRSZAE
SEREFHEBGH KX - B F ¥4 (dissemination) & F AL
REBRKZ -

7. B ER R A BIFEEERSE (annual report) © B H B RER
SR ERBRERAA  BESFEREZ N EMEEH
BOHEHMAERA A FRAABTEHERS A (FERE
&) R¥EH -

8. wEMEHB L AE IR
(1) R RASPEH R Z A8 RRFE RS B EAT  RERE AT

EEIAAFE > BHEBNXMN  ARRESRMBAEDRE
3 AL BV EABKBICSPITFT R RIGBRERRAKIPLES
RIIRFF » HREBRETHHBY - Gl MRA2ERR AL RE

FHEGTEARIT AEREFL TRETK ARERREGRR TR
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S NEA ) ETR(gap) (@ %dedy) > ARIL—EAKRAR
REREHELKA (potential benefits) » &8 F-#AAR & L&
pEw (S8L B AERRAMORERFIXE) LAR
BATREAL AR » G EETHGMAL P RERLIR
BEGAEH  THoRRAE REEEAR - RBRALEASGEL
REEBHGAL - EROFBRS AR BERGHY B BAT
A4 s s WA -Delphi $REAWERZBESAR (32 18
EARALAREREEZAL AR EARBATREDH THA A
E8 - RERN - XF - CHRAEKRHEIK) -

QERAEFBRAUBEAKSOTRELAR UARERBAAAN
FHARKY &AM B hARHH R R - BEREAKA

(diffusion) kM eIPEER > RBREMEABIPEELRST
ool &4 E  (A)EMAE LGSR HA SR LHRE
RERBAN > AARARBANZ  RI4F BRI OALHBZH
¥ B4k (inventory) » U ¥ - EMAXELER TR EHH S (B)E
REEEHEMMEZ  RRTIEOEMHT - ©BF > AAERRK
RAEBDFOEHREET BFRPRE  (C)ERSEHHM @ 2
BMOHM R A R (D) BEA — B A RPAT oW MA
B R BEATH T 4E -
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(=) %K xR Y (evidence-based medicine » EBM)

1. #AEdEK & #3115 (systematic review) & ¥ i2% % (evidence-based
medicine) &9 K 4 ik ¢ FHT AR E HARRA A %34 (systematic
review) 2K %% (evidence-based medicine) &3 Falsk - FiF
EREHEABPEZRERT ISR TR ELEE (GHRALER
REAR R 7R 232 ~ A REEE - TRAU= IR ~ B BRI
#®) £%-

2. REBRAEAATNARREABFEARGTHUEAR - ZAER
REMBORGARTH R EGIAARAARBRHAICIEMNEZ
T BRARSAS T G HRE - PHEHRAREZIHRE ¥
BRERARPEHEARAGAKPERATERRE L RERE
R ER > THEERARAOT XS » RREGERL > BRTHRAT
St BB R MM AWMAF (dissemination) # 44t » & MELRA
B AHERYS  BURRMA o P R REERRAHRATERGEETZ
ARE BEREYRELEARRABFEZEREAR BLER
FREBBEERE RREFI A FSREABFERA - RBFR

R H AR LSS REARRERREE ) FRETRELE
A RIE AT OISR RETHBREA - BRRBARBARZ
REEALEBEHRA
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(Z)ERAFRE R ARG LR - ERERABIPELENT > FREF
HHEEARREBARBITHAMA (dissemination) sy ik » &4
We A8 A8 AL W S 2K o
1. RS LABELILRXRARTTIBRERBRBHR

BRSO RE -

2. s RAFPE A RETTRIREA-HGRERBEARPE T
w8y GeFkd) dhERakKE "B R T, ¥
(B R~ SaREIH® - BRRRZEHE) -

3. £y

(1) AERMERAK - G FHREAATKPE I (BEE 2 LHE)%
BER >  TARET - ARSI ETHANE - i A2
WBZ) SM— - EXFNE REALARRT AR
FRAREER  AHLAHEBERARAEER ~ GLTHRHAE
RERER AT (YREHEL ) TRANMBHTARLRE -
ARRAAERHS - FAHELMATLT ¢
o REMABIREHNTLB
¢ RFBRAATRERALIPE

¢ mEREEHRPLSERTHARP - TIgham
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¢ IEEMABIPETHEEHNE
¢ LBERRREABITREHRHIRS
N EXE
(2) A EATHRARASHBUEE R TETRALSHFORE (i
MESHBR - EER - ERBEE) 24 BRHRH -
(3) EREBBEAXE + 98 BATMBREA LIS I -
(=) B PR44E
BRRELARCH HRENBR FVBRE (B A2 i
B ot - - 2R - RB - S e AG88 LEREAR
EEEITRRAE AN A CHFLEARRABRBAZIAIRRAE
5 SAEEAR RAM AR AR R B A A R A e AHEE 0 Bk IRE B S
A BRI AR N et S REARE () * Al
S BRATHRH LT R EABC ERF LA 6BALANLR
FhatbE R%®E (UBC) i EX&E1EM A -
(B)ERAERTASRA 6y A%
1L ARATAETEEBRANTAFERRERARHE &M BAAHT
HZRIRPAT , AR ERIEMS @ ¢
(1) 47 ¥ 6y 84} review » HERZHMILB XA Tl &% Pl 7 review

mEAE%  BRAREREE % (#{ Scientific Information and
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Education Committee & Pharmacoeconomic Initiative Scientific
Committee) ¥ % » s XARMEHE

(2) i E ABCHMAHR &M ey #HH3p45/ 4 B AT B ©4 content
expertr RRBEXEREI AL R XA HHN S EE
ERWLXEE  ARAKANRR B 583034 % method expert -
MERERY -

Q) BAREABITEGTHERA LSS a0 (0£5 £) ;&M (5
FUL) HHRBEEREA ARRAEARPYEXQRBEETR
SRR A RAREEE ORI IR EH ks 8 AT EHE
MRARENERAREZERBATF WA T ERFEI —wRkHEX
B2H LTERINBARERAAGHEBT BRI ERARBERY
REMARE KX oW RR-HRE AT SR EHA 301 8% 301
HREED TR TRREAKEL - LBRS -4 Ly
FEETAAH ERIFEARRHBTRFE AR EHBIPYHES -
AABBERHBR MM BRAEEREEDLYT -

2. EAEASHAMER
(1) #%424%5EA co-management ¢y X' AL EE LR QHANLT
FREFHABZPEHNE - WERBC HHEE - RRAFT A AT — %

# #% HTA - guideline ~ protocol ~ Tl letter %388 —k¥ 4 » TS

39



FHER R BRIBRESRE - REAPIPE T B - KRITTURAE
RIEEF e A R — R/ -
QERABFEHENT B REERAZACTHERK S RER
BASTHRER B F - B ER LA assam
FHEAR  TREFEMNLAMAIARERBRERGHE -
(35 AR AR E A B BB RS K B 7 (practice guidelines) 4R
BRI EERR (protocol) : THHwEABC 4 » SR E
¥ E A SR A EOREE A Bl R B4 A AT § Z guidelines
& protocol @ &% % %47 4 & guideline for guidelines » FKB/EZ
RAIRA > B HREGAE > o~ 24 MREB TR - BB
BRELHBMYL  &£04 8 XM/ §#F 4 guidelines th &
% 0 Bl iRir R B AR X AT R X 854 R4k & protocol ¢ 4
ARBRZ -
(4) HREBABPEEAS BRI R2HAT - THHNTRABCHY
i delayed policy trial » E#URFEREHREEALEF -
(5) ER kA2 BRA A ¥ E (Utilization Management) ¢ &
R RBEERERGBRERBHEEENSEM R KMN -
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M-
fag K BC 4 #1 53715 48 B 4 #5 & 48 1k (website)

— B

Ministry of Health and Ministry Responsible for Seniors, British Columbia, Canada
1515 Blanshard Street

Victoria, British Columbia

Canada V8W 3C8

URL: http://www.hith.gov.bc.ca/

British Columbia Health Industry Development Office
2170 Mt. Newton X Road

Saanichton. British Columbia

Canada V8M 2B2

Tel: +1-250-544-2554

Fax: +1-250-544-2506

URL:  http:/www.hinetbc.org/ hitp://iwww.bchido.org/

Guidelines and Protocols Advisory Committee, MSP, BC
1515 Blanshard Street 1-2

Victoria, British Columbia

Canada V8W 3C8

Tel: +1-250-952-1347

Fax: +1-250-952-1417

E-mail: guidelines.protocols@moh.hnet.bc.ca

URL: http:/Awww.hith.gov.bc.caimsp/protoguides/

Pharmacare
Ministry of Health
P. O. Box 9655 Stn Prov Govt
Victoria, British Columbia
Canada V8W 9P2
Tel:
Greater Victoria: +1-250-952-2866
Lower Mainland: +1-604-682-6849
Elsewhere in British Columbia: 1-800-554-0250

URL:  hitp://mwww.hith.gov.bc.ca/pharme/index.html/

Capital Health Region Office, BC

2334 Trent Street

Eric Martin Pavilion, Royal Jubilee Hospital
Victoria, British Columbia

Canada
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Center for Health Services and Policy Research of BC
429-2194 Health Sciences Mall

Dept. of Pharmacology & Therapeutics

The University of British Columbia

Vancouver, British Columbia

Canada V6T 1Z3

Tel: +1-604-822-4969

Fax: +1-604-822-5690

URL: http:/Amww.chspr.ubc.ca/

British Columbia Office of Health Technology Assessment (BCOHTA)
429-2194 Health Sciences Mall

Center for Health Services and Policy Research

The University of British Columbia

Vancouver, British Columbia

Canada V6T 1Z3

Tel: +1-604-822-7049

Fax: +1-604-822-7975¢c

E-mail: bcohta@chspr.ubc.ca

URL: http:/mwww.chspr.ube.ca/bcohta/

Therapeutics Initiative of BC

2176 Health Sciences Mall

Dept. of Pharmacology & Therapeutics
The University of British Columbia
Vancouver, British Columbia

Canada V6T 1Z3

Tel: +1-604-822-0700

Fax: +1-604-822-0701

E-mail: info@lti.ubc.ca

URL: hitp://www.ti.ubc.ca/

Pharmacoeconomics Initiative of BC

620-1081 Burrard Street

Vancouver, British Columbia

Canada V6Z 1Y6

Tel: +1-604-806-8712

Fax: +1-604-806-8778

E-mail: pi@hivnet.ube.ca

URL: hitp:/mwww.pharmacoeconomics.ubc.ca/Pl/

University of British Columbia

URL:  http://iwww.ubc.ca/
Office of the Coordinator of Health Sciences (OCHS) & the Council of Health &

Human Service Programs
http://www.health-sciences.ubc.cal/index.html/
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Department of Pharmacology & Therapeutics
hitp://www.pharmacology.ubc.ca/

University of Victoria
URL: hitp://www.uvic.ca/

=~ RAeT 4 4 2 4 5k (Website)

Health Technology Assessment

Canadian Coordinating Office for Health Technology Assessment, CCOHTA

http://www.ccohta.ca/
Albert Heritage Foundation for Medical Research, AHFMR

http:/iwww.ahfmr.ab.ca/
International Network of Agencies for Health Technology Assessment, INAHTA

http:/mwww.inahta.org/
Intemational Society of Technology Assessment in Health Care, ISTAHC

http://www.istahc.org/
WHO Program on Health Technology
Clinical Technology
http://www.who.int/pht/clinical technology/index.htm

Technology assessment and quality assurance

http://www.who.int/pht/technology assessment/index.html/
U. S. Food and Drug Administration: Center for Drug Evaluation and Research

http:/mww.fda.gov/cder/
Agency for Health Care Research and Quality, US

http:/mww.ahcpr.gov/
National Information Center on Health Services Research and Health Care
Technology, NICHSR, US

http:/mww.nim.nih.gov/pubs/factsheets/nichsr_fs.html/
Office of Technology Assessment. OTA, US

http://mwww.wws.princeton.edu/~ota/

RAND Corporation

http://www.rand.org/

Medical Technology and Practice Patterns Institute, MTPPI, USA
(WHO Collaborating Center for Health Technology Assessment)

http://www.mtppi.org/
NSW Therapeutic Assessment Group

http://www.clininfo.health.nsw.gov.au/nswtag/about/index.htmi/
Medicare Service Advisory Committee, MSAC, Australia

http://www.health.gov.au/haf/msac/
Health Technology Board for Scotland

hitp://www.htbs.org.uk/
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Scottish Health Purchasing Information Center, SHPIC, closed in 1998

http://imww.nhsconfed.net/Scotland/index.html/
National Coordinating Center for Health Technology Assessment, UK

http://www.hta.nhsweb.nhs.uk/
University of York NHS Center for Reviews and Dissemination

http://nhscrd.york.ac.uk/

New Zealand Health Technology Assessment — Clearing House for Health Outcomes
and Health Technology Assessment, NZHTA, New Zealand

http://nzhta.chmeds.ac.nz/

Catalan Agency for Health Technology Assessment and Research, CAHTA, Catalonia
(WHO Collaborating Center for Health Technology Assessment)

hitp:/mww.aatm.es/ang/ang.html/
Swedish Council on Technology Assessment in Health Care, SBU

http://www.sbu.se/admin/index.asp/
TNO Prevention and Health

hitp:/mww.tno.nl/homepage.html/

Regulatory Status

Health Canada
Notices of Compliance —Drugs
http://www.hc-sc.gc.ca/hpb-dgps/therapeut/htmleng/noc _drugs.htmli/
Medical Device Licence Issued
http://Aww.hc-sc.gc.ca/hpb-dgps/therapeut/htmleng/md _lic.html/
Patent Register
http://www.hc-sc.gc.ca/hpb-dgps/therapeut/htmleng/patents.html/

U.S.
U. S. Food and Drug Administration: Center for Drug Evaluation and Research

hitp://www.fda.gov/cder/

Clinical Practice and Practice Guidelines

Agency for Healthcare Research and Quality, US (formerly AHCPR: Agency for Health
Care Policy and Research)

http://www.ahrp.gov/news/gdluser.htm/

National Guideline Clearinghouse

http:/imwww.quideline.gov/

U. S. National Library of Medicine, NLM

http://text.nim.nih.gov/
Health Services/Technology Assessment Text, National Library of Medicine

hitp://hstat.nim.nih.gov/
U. S. CDC Prevention Guidelines Database

http://aepo-xdv-www.epo.cdc.gov/iwonder/PrevGuid/prevguid.shtml/
Oncolink at the University of Pennsylvania

hitp://oncolink.upeen.edu/
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University of lowa's the Virtual Hospital: Information for Healthcare Providers
http://www.vh.org/Providers/ClinGuide/CGType.html/
University of lowa’s the Virtual Hospital: Family Practice Handbook

http://www.vh.org/Providers/ClinRef/FPHandbook/FPContents.html/
EMBBS Emergency Medicine & Primary Care

http://www.embbs.com/

Ontario Association of Medical Laboratories (OAML) - Guidelines
http://www.oaml.com/quide.html/

British Columbia Office of Health Technology Assessment (BCOHTA): Supporting

Clinical Practice Guidelines Development

http://www.chspr.ubc.ca/bookall. htm/
Canadian Medical Association, CMA ~ Clinical Pra_ctioe Guidelines Listing

http://www.cma.ca/cpgas/
Centers for Health Evidence, Alberta, Canada

http://www.cche.net/principles/content all.asp
National Institute of Clinical Excellence, NHS, UK

hitp:/Mww.nice.org.uk/

Meta-analysis

hitp://www.cochrane.dk/cochrane/handbook/handbook.htm/
http://www.bmj.com/cgi/content/full/321/7260/540/

Quality of Life Measurement

hitp://www.hsph.harvard.edu/organizations/hcra/cuadatabase/intro.htm/

Systematic Reviews

http://www.updateusa.com/enter/

hitp://hiru.mcmaster.ca/cochrane/cochrane/revhb302.htm/
http:/mww.update-software.com/ccweb/cochrane/revabstr/mainindex.htm/

hitp://www.update-software.com/Cochrane/order.htm
http://nhscrd.york.ac.uk/welcome.html/

http:/www.ingenta.com/

sdurces of Evidence

hitp://cebm.jr2.ox.ac.uk/docs/levels.html/
http://www.acponline.org/catalog/electronic/best evidence.htm/
hitp://igm.nim.nih.gov
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hitp://195.84.253.17/sub-site/reports/abstracts/119e/
http://www-med.standford.edu/medworld/medbot/
http://iwww.hon.ch/

http://www.inahta.org/

hitp://hta.uvic.ca/

Hospital HTA

hitp://www.chspr.ubc.ca/cgi-bin/pub?program-BCOHTA/

Journals online

http://www.il-st-acad-sci.org/health/medijrnis.html/
http://mwww.bmj.com/

http://jama.ama-assn.org/

http:/iwww.nejm.org/

hitp://www.thelancet.com/

Social Sciences

http://campbell.gse.upenn.edu

HTA: Case studies

Bone Densitometry
hitp://www.bmj.com/cgi/content/full/312/7041/1254
http://www.bmj.com/cgi/content/full/318/7187/862
hitp://cebm.jr2.ox.ac.uk/docs/spPinsnNout.html/

Health Policy Research

Health Services Utilization and Research Commission, Saskatchewan
http://iwww.sdh.sk.ca/hsurc/index.htm/
Center for Health Economics and Policy Analysis, CHEPA

hitp://chepa.mcmaster.ca/
Institute for Clinical Evaluation Sciences on Ontario, ICES

http:/www.ices.on.ca/
Institute for Work and Health

hitp://www.iwh.on.ca/
Canadian Institute for Health Information, CIHI

http:/Mmww.cihi.ca/index.html/
Manitoba Center for Health Policy & Evaluation, MCHPE

http://mwww.umanitoba.ca/centres/mchpe/
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Health and Prevention Social Research Group, GRASP

http:/tornade.ere.umontreal.ca/~marchand/grasp.htmil/
Population Health Research Unit, Dalhousie University

hitp://mwww.mcms.dal.ca/gorgs/phru/
International Health Economics Association, iHEA

hitp://ghp.queensu.caliheal/
Canadian Health Economics Research Association, CHERA
http://www.healtheconomics.org/chera/

Drug Therapy Information

Australian Prescriber
hitp://www.australianprescriber.com/
Canadian Medical Association (CMA) Infobase (guidelines)

hitp://cma.ca/cpgs/
Cochrane Library (unbiased systematic reviews of drug therapy evidence)

, hitp://cochranelibrary.com/
Drug and Therapeutics Bulletin (UK)

hitp://which.net/health/dtb/main.html/
Drug of Choice ( published by CMA)

hitp://cma.cal/catalog/252.htm/

Food and Drug Administration US
http://iwww.fda.qov/cder/

Goodman and Gilman
hitp://www.mcgrawhill.ca/medical/hardman.htm/

lowa drug info service (US)

hitp://iwww.uiowa.edu/~idis/idisnews.htm/
Medical Letter (US)

hitp:/www.medletter.com/
Prescrire International

hitp://www.esculape.com/prescrire/
Therapeultics Letter
http://iwww.ti.ube.ca/
Therapeutics Choices ( published by Canadian Pharmaceutical Association, CPA)

http://www.cdnpharm.ca/
Worst Pills, Best Pills (US)

http://www.citizen.org/hrg/

Canada Government Links

Health Canada

hitp://www.hc-sc.gc.ca/
Patented Medicine Prices Review Board

http:/Mmww.pmprb-cepmb.gc.ca/
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Ministry of Health and Ministry Responsible for Seniors, British Columbia, Canada

S. R. (Steve) Kenny

Executive Director

British Columbia Health Industry Development Office
2170 Mt. Newion X Road

Saanichton. British Columbia

Canada V8M 2B2

Tel: +1-250-544-2554

Fax: +1-250-544-2506

E-mail: skenny@caphealth.org
URL: http://www.hinetbc.org/

http://www.bchido.org/

Michael J. Hsieh, B. Sc., D. D. S.

International and Special Project Coordinator/office of the CIO
Information Management Group

Ministry of Health and Ministry Responsible for Seniors

5F, 1515 Blanshard Street

Victoria, British Columbia

Canada V8W 3C8

Tel: +1-250-952-3182

Fax: +1-250-952-2235

E-mail: michael.hsich@moh.hnet.bc.ca

Mary Baker, Ph. D.

Guidelines and Protocols Advisory Committee
1-2 1515 Blanshard Street

Victoria, British Columbia

Canada V8W 3C8

Tel: +1-250-952-1347

Fax: +1-250-952-1417

URL:  http:/mwww.hith.gov.bc.ca/msp/

Nerys Hughes

BC Pharmacare Office
2-2659 Douglas street
Victoria, British Columbia
Canada
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Capital Health Region Office, BC

Barbara Poole

2334 Trent Street

Eric Martin Pavilion, Royal Jubilee Hospital
Victoria, British Columbia

Canada

University of Victoria

Rebecca Warburton, Ph. D.
Assistant Professor

School of Public Administration
University of Victoria

P. O. Box 1700, STN. CSC
Victoria, British Columbia
Canada V8W 2Y2

Tel: +1-250-721-8066

Fax: +1-250-414-4965

E-mail: RNWARBUR@UVIC.CA

Bruce Carleton, Pharm. D.

Pharmaceutical Outcomes Research Program
BC Children’'s and Women's Hospital, and
Faculty of Pharmaceutical Sciences
University of British Columbia

2176 Health Sciences Mall

Vancouver, British Columbia

Canada V6T 1Z3

Malcolm MacLure, ScD
Manager of Statistical and Analysis and Evaluation
BC Pharmacare

Jochen R. Moehr. M. D., Ph. D.
Professor

School of Health Information Science
University of Victoria

P. O. Box 3050, STN. CSC

Victoria, British Columbia

Canada V8W 3P5

Tel: +1-250-721-8581

Fax: +1-250-472-4751

E-mail: jmoehr@hsd.uvic.ca
URL:  http:/mww.hsd.uvic.ca/HIS/his.htm/
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University of British Columbia

Bob Nakagawa, B. Sc. (Pharm.), FCSHP
Regional Pharmacy Director

Simon Fraser Health Region

Ealgle Ridge Hospital

475 Guildford Way

Port Moody, British Columbia

Canada V3H 3W9

Tel: +1-604-469-5124

Fax: +1-604-461-9972

E-mail: bob_nakagawa@sfhr.hnet.bc.ca
E-mail: nakagawa@interchange.ubc.ca -

James M. Wright, MD, Ph D, FRCP(C)

Clinical Managing Director, Therapeutics Initiative
The University of British Columbia

Dept. of Pharmacology & Therapeutics

2176 Health Sciences Mall

Vancouver, British Columbia

Canada VBT 123

Tel: +1-604-822-0700

Fax: +1-604-822-0701

E-mail: jmwright@interchange.ubc.ca
URL: hitp://mwww.interchange.ubc.ca/jauca/

Carl B. Whiteside, B. Sc., MD, CCFP
Assistant Clinical Managing Director
Therapeutics Initiative, Dept. of Pharmacology & Therapeutics
Assistant Professor, Department of Family Practice
Director, Community Based Rural Residency Program
The University of British Columbia
2176 Health Sciences Mall
Vancouver, British Columbia
Canada V6T 123
Tel: +1-604-822-5498
Fax: +1-604-822-6950
E-mail: cowh@interchange.ubc.ca
URL: hitp://www.interchange.ubc.ca/jauca/

Ken Bassett, MD Ph D
Chair, Drug Assessment Working Group
Therapeutics Initiative, Dept. of Pharmacology & Therapeutics
Assistant Professor, Department of Family Practice
The University of British Columbia
2176 Health Sciences Mall
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Vancouver, British Columbia
Canada V6T 1Z3

Tel: +1-604-822-3130

Fax: +1-604-822-5690

E-mail: bassett@interchange.ubc.ca
URL: http://www.interchange.ubc.caljaucal/

Vijaya Musini

The University of British Columbia
2176 Health Sciences Mall
Vancouver, British Columbia
Canada V6T 1Z3

E-mail:_manau@direct.ca

Aslam H Anis, Ph D

Director, Pharmacoeconomics Initiative of BC
Associate Professor of Health Economics
Department of Health Care and Epidemiology
University of British Columbia

And

Center for Health Evaluation & Outcome Sciences
St. Paul's Hospital

1081 Burrard Street

Vancouver, British Columbia

Canada V6Z 1Y6

Tel: +1-604-806-8712

Fax: +1-604-806-8778

E-mail: aslam.anis@ubc.ca

URL: htip://www.pharmacoeconomics.ubc.ca/

Yves Gagnon, Msc

Health Economist

Center for Health Evaluation & Outcome Sciences
St. Paul's Hospital

620B-1081 Burrard Street

Vancouver, British Columbia

Canada V6Z 1Y6

Tel: +1-604-806-8649

Fax: +1-604-806-8778

E-mail: gagnon@hivnet.ubc.ca
URL: http://www.cheos.ubc.ca/

John Woolcott, MA

Health Economist

Center for Health Evaluation & Outcome Sciences
St. Paul's Hospital
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620B-1081 Burrard Street
Vancouver, British Columbia
Canada V6Z 1Y6

Tel: +1-604-806-8123

Fax: +1-604-806-8778

E-mail: woolcott@cheos.ubc.ca
URL: hitp://www.cheos.ubc.ca/

Arminee Kazanjian, Dr. Soc.

Associate Director, Center for Health Services and Policy Research
Associate Professor, Department of Health Care & Epidemiology
Faulty of Medicine

The University of British Columbia

429-2194 Health Science Mall

Vancouver, British Columbia

Canada V6T 1Z3

Tel: +1-604-822-4618

Fax: +1-604-822-5690

E-mail: arminee@chspr.ubc.ca

URL:  http://www.chspr.ubc.ca/

Isabelle Savoie, MD, MHA

Assistant Professor

B. C. Office of Health Technology Assessment
Center for Health Services and Policy Research
The University of British Columbia

429-2194 Health Science Mall

Vancouver, British Columbia

Canada V6T 1Z3

Tel: +1-604-822-4726

Fax: +1-604-822-5690

E-mail: ijsavoie@chspr.ubc.ca

URL: http:/mww.chspr.ubc.ca/
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British Columbia The Canadian
Health Industry Health System

INTRODUCTION:

The Canadian Health Care System is a managed care system with participation by the federal and
municipal governments but with the primary responsibility for the organization and delivery of care
resting with the 10 provinces and 3 territories. Each province has its own health care system but the
basic standards and characteristics are common to all provincial programs.

The federal government introduced health insurance for hospital coverage in 1957 with the Hospital and
Diagnostic Services Act. In 1968 the Medical Care Services Act extended coverage to include all
medically required services of physicians. In 1984 the various pieces of legislation were incorporated
into the Canada Health Act which enshrines five basic principles that form the foundation for the
Canadian Medicare System. Federal government transfer payments to support the cost of health care
are then made to the provinces ensuring that they adhere to the five principles, which are:

Universality
Comprehensiveness
Accessibility
Portability, and
Public Administration.

Federal transfer payments to the provinces represent approximately 30% of the cost of medical and
hospital care. The total cost of health service expenditures is approximately $2,000 per capita which
represents approximately 9% of the Gross National Product. Approximately 75% of health expenditures
in Canada is financed through the public sector by various levels of government. This compares to
approximately 45% in the United States and almost 80% in the Scandinavian countries.

For the most part, physicians are reimbursed on a fee-for-service basis with some specialties being paid
on a salaried basis. Canadian hospitals are all public sector with operational costs usually being funded
on a global budget basis. This entails a process of determining the level of appropriate funding a hospital
or region should receive based on the population served, age adjusted and taking into account factors
such as referral pattems, specialties provided, and sometimes the socioeconomic status of the
population. Physicians and hospitals provide medically necessary services without any point of service
cost to the patient. Procedures such as cosmetic surgery, when not considered medically necessary, are
undertaken on a private basis.

Canada enjoys some of the most favourable health statistics in the world:

Factor Canada British Columbia
Population 30 million 3.9 million

Land Area 10 million sg. km 1 million sq. km.
Population Density 2.9 residents/sq. km. 2.9 residents/sq. km.

British Columbia Health Industry Development Office
2170 Mt. Newton X Road, Saanichton, BC V8M 2B2 Telephone: (250) 544-2554  Fax: (250) 544-2506 Email; skenny@caphealth.org
For information on the Healthcare Industry visit our website http2/www.hinetbc.org
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Life Expectancy at Birth 75.7 for males; 82.7 for females

Crude Birth Rate 13.33 births per 1,000 population
Death Rate 7.17 deaths per 1,000 population
Infant Mortality Rate 6.1 per 1,000 population

Fertility Rate 1.81

CONTACT:

The British Columbia Health Industry Development Office mobilizes health care expertise from the public
and private sectors to respond to a wide variety of international project opportunities.

FOR FURTHER INFORMATION
PLEASE CONTACT

Steve Kenny
Executive Director
British Columbia Health Industry Development Office
2170 Mt. Newton X Road
Saanichton, B.C. Canada
V8M 2B2

Tel. 1-250-544-2554
Fax. 1-250-544-2506
E-mail skenny@caphealth.org
URL: http:/mww.hinetbc.org/
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British Columbia Health Insurance
Systems

©4 Healthindustry

DESCRIPTION:

The Province of British Columbia introduced hospital insurance in 1957 along with other parts of Canada.
Medical care insurance was introduced by the Province in 1965 in preparation for the Medical Services
Insurance Act, passed in 1967 by the Government of Canada.

Hospital care coverage is provided for all legal residents of British Columbia and funding is provided to
hospitals on a global budget basis. Budgets are based on the population served, their demographics and
the referral pattem of care into and out of the region. This funding model is very well developed as is the
system of reporting acute care hospital information.

Medical care by physicians and other health practitioners is reimbursed on a fee for service pasis. The
on-line systems that supports this reimbursement mechanism features:

Teleplan:

The first on-line, physician/practitioner claims system introduced in Canada. Teleplan has been
operational since 1985 and enables the direct entry of claims information by physician/practitioner
offices, thus obviating the need for clerical data entry, speeding up the payment process, reducing errors
and generally improving the control of claims.

Claims Processing:

The claims process uses thousands of adjudication rules based on artificial intelligence to determine the
eligibility of claims submitted. Through this system, only a small number of staff are required to assess
individual claims that cannot be assessed by the computerized system.

Registration and Premium Billing:

British Columbia is one of only two provinces in Canada which charges residents medical care insurance
premiums. This system is fully integrated into the Client Registry that follows patients/residents through
various interactions with the provincial health care system and vital statistics events.

Decision Support System:

While many claims processing systems are built around operational data required to process the claims,
the decision support system is designed to provide a full range of information to support government
policy and planning functions and minimize expenses in the claims payment budget through use of good
information.

Pharmacare and Pharmanet:

British Columbia introduced the Pharmacare program in 1974. This pharmacy program covers the cost
of drugs for seniors, the chronically ill and those people on social assistance. In 1995, British Columbia

) _ British Columbia Health Industry Development Office
170 Mt. Newton X Road, Saamt.:hton. Bg VBM 2B2 Telephone: (250) 544-2554  Fax: (250) 544-2506 Email: skenny@caphealth.org
Fpr information on the Healthcare Industry visit our website http://www.hinetbc.org

57



introduced Pharmanet, possibly the most comprehensive pharmacy network in North America. Delivered
over the provincial information network, HealthNet/BC, Pharmanet connects all of the pharmacies in
British Columbia to facilitate claims submission, on-line assessment and payment of claims. Connection
to hospital emergency rooms and physician offices is in progress. Pharmanet captures prescription
information for the whole population and detects any contraindications, automatically alerting the health
provider or pharmacist. The system also helps eliminate abuse and fraud. This system is one of the
most advanced in the world and has facilitated a number of progressive policy changes, which assist in
controlling pharmacy costs.

SERVICES:

The British Columbia health insurance program and associated information systems are very mature
enabling us to assist other countries and jurisdictions by providing:

« consultation on health insurance policy and program development, financing and

information systems;

o training of staff in the development and use of health insurance programs and
information systems;

o definition of requirements, design and development of programs and information
systems.

KEY COMPANIES AND ORGANIZATIONS:

Much of the operational policy, financing and systems capacity is situated within the Medical Services
Plan and in the Acute Care division of the British Columbia Ministry of Health. Experienced staff are
available to participate in projects along with specialized health consultants from the private sector who
helped develop these systems.

Information systems development is often undertaken as a collaborative venture with Ministry staff
working with an information technology company. This partnership approach is the approach of choice
for major systems development work within British Columbia, such as the development of Pharmanet,
the provincial pharmacy network.

CONTACT:

The British Columbia Health Indystry Development Office mobilizes health care expertise from the public
and private sectors to respond to a wide variety of intemational project opportunities.

FOR FURTHER INFORMATION
PLEASE CONTACT

Steve Kenny
Executive Director
British Columbia Health Industry Development Office
2170 Mt. Newton X Road
Saanichton, B.C. Canada
V8M 2B2

Tel. 1-250-544-2554

Fax. 1-250-544-2506
E-mail skenny@caphealth.org
URL: http:/Awww.hinetbc.org/
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PHARMACARE INFORMATION SUMMARY

Pharmacare, a Ministry of Health Services program, assists British Columbia residents in paying for eligible
prescription medications and designated medical supplies including:

= gligible medications prescribed by a physician, dentist, midwife or licensed podiatrist

= insulin, needles, and syringes for diabetics

= certain ostomy supplies

blood glucose monitoring strips for diabetics with a valid Certificate of Training

= designated, pre-approved permanent prosthetic appliances and children's orthotic devices
Please contact Pharmacare for specific information on eligible benefits.

PHARMACARE PLANS

Plan A—provides coverage for permanent residents

of British Columbia who are age 65 or over and who are
enrolled in the Medical Service Plan (MSP) of

British Columbia. Pharmacare covers 100% of ingredient
costs but the patient is responsible for the first $200 in
dispensing fees each calendaryear.

Plan B—residents of licensed long-term care facilities
receive Pharmacare benefits at no charge.

Plan C—provides coverage for recipients of

B.C. Benefits {excluding Seniors). Eligibility for Plan C
is determined by the Ministry of Social Development
and Economic Security.

Plan D—provides coverage for eligible digestive
enzymes for patients registered with the province's
Cystic Fibrosis clinics. Additional items, such as
nutritional supplements and vitamins, are not covered
under Plan D but may be covered under other
Pharmacare plans for efigible Pian D patients.

Plan E—provides coverage for all British Columbia
residents who are not receiving benefits under Plans A, B
or C and for eligible medications and medical supplies
not covered under Plan D or G. Once the annual
deductible is exceeded, the family pays only 30% of
further eligible drug costs.

Plan F—provides eligible benefits at no charge to
children eligible for benefits under the At Home
Program of the Ministry for Children and Families.

Plan G—provides coverage for certain psychiatric
medications to patients registered with a Mental
Health Centre.

Home Oxygen Subsidy Program—assists with

" the cost of oxygen and oxygen equipment for in-
home use for patients who require respiratory
assistance. A physician must submit an application
to Pharmacare for this subsidy. For more
information, contact the Pharmacare Burnaby Office
at (604) 660-6707.

Palliative Care Drug Plan—on behalf of the
British Columbia Palliative Care Benefits Program,
which is funded as a continuing care service, the
drug plan covers the costs of medications listed in
the Palliative Care Drug Formulary for eligible
patients. For information, contact your physician,
local health authority, or the British Columbia
Palliative Care Association.

Note: Pharmacare does not provide out-of-province
coverage and coverage is not retroactive.

Visit the Pharmacare Web site
www, hith.qov.

i

BRITISH
COLUMBIA

For further information contact:

Pharmacare

Ministry of Health Services

P.0. Box 9655 Stn Prov Govt

Victoria BC V8W 9P2

Greater Victoria: 952-2866

Lower Mainland: 682-6849

Elsewhere in British Columbia: 1-800-554-0250

~ Please quote your Personal Health Number ~
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BBy AsR  AEAERBE (DM AR E2MELH
282 % (8)& BC 45 XAZRIpMH » O£ BC HIeg 2 mRR
ZHERTRSR

4 Pharmacare 381 % % 30 R R K - #EMBRF ERITHA S
RAE—RRFIE REARSALAORGREF - LR FRMAH
Fok # - 424 #] - BhaRB] A& Barbiturates » A 2k 8 B AR R M R R AEA LR
HEGRE - BHBECBES CAARAR)GE—REHF LR BRI
RENKRZBEGRBERY BHEALMMEL R ZARK - ZHAR
FRARTUARERS 100 RSHBERE - HANRERRAEZRE TR
HEBAEMIE  TRREERZE -
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= ~ %# ¥} ¥ (Reference Drug Program)

st 3t & & Pharmacare Lt Fl /4 R #A » REIRBH A RYESL - &
BRERFREXRARGEYAEAD - XAHPRRETABARISMHLR
HUKR, 0 IR A A8 BEAL 4G 55 B2 F > Pharmacare &4 AR AR KA B - &
B3R 44 B (reference drug) - &+t & # M 4& Pharmacare Z A& » #4F3
ARLEFRREBCEERZIARARERA -

B EAE 1995 £+ AMLEPAT  —HBRZF|E © (HH2
antagonists R4 — b H 4 R @K 5 (2)nitrates RIFHEH R
(3)NSAIDs 234 # M 85 X o 42 1997 3% fra 36 7 & o BB &4 3 4y » €135 diuretics,
beta blockers - ¥ MR FEAHFAEERS  BACEXTUARRKR
HHCEAR P RZMER - B AT 8 LA 4 30 4 diuretics and beta
blockers & # 4% & & » Pharmacare @84/ A B 2 o eyt & XM
ACE inhibitors & — 2k Ca"™ channel blockers e

ACE Inhibitors  sb3 %8 & 49 % 8 X captopril, ramipril, cilazapril and
quinapril * 3% 7% & R AR A E LR 9 1 P — 4§ - A Pharmacare 28841 ©
{8.35 4% A benazepril, enalapril, enalapril/HCTZ, fosinopril, lisinopril and
lisinopril/HCTZ » R] Pharmacare R 44 $ 4 B2z B R mS HLHRF 2 -
mERARK -

Calcium channel blockers- 4} #} dihydropyridine calcium channel blockers
¢y 44 % % felodipine » % # &R A st » Pharmacare § 2344 ° S
&5 340 3 3 » 4o amlodipine, nicardipine and nifedipine : Pharmacare =
BRHEAR2BM "EHEHRNEL % EHRAEK - %5 verapamil and
diltiazem 45 R 2 R4 ©
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# o A RS IRBR AL BRLRE AR LA > AREAH
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Pharmacare & 45 2] 45 2k 44 » R TRF 2984 -

FERBF—HBARRGAR "RUERER®  KAAHEX
RREEE » RIPEBLRMBAAA BR(A— e RBINECHEE —BAK
RARBME - WERFTRBEFETNLRG AWM B RiFey 8
3t 42 42 32 % #& Pharmacare & 247 8 8 ] A4 o

54 BHERBRBRRERALRF S - BRARKBRAIER—EER
RHAREIRENA AR A RERORBCELIBE BB ELLAREE - B
FHBHEREIBZOARAHRE  ERARREAMHREIES » TURARGH
48 B & B - 4k A » Pharmacare 4 R A RO B 5 -

=~ BB B R (Low Cost Alternative, LCA Policy)

LR K 1999 £+ — A MBPIT - BRBRARBL KRR —BERHE
FARIRBEHR > A& R & RORAGHK SRR 1B 2AHRRE - £ LCA
#3%] ¥ > Pharmacare # FA H AR By P RBR P - RARKAZE R LA
B 5 —18 LCA $4H1% = 24 sbiiif o { AR full benefit status - 5% &
TRASHALM - HIeBA 69 F — £ K4 8B 5 2 A48 > partial benefits
status » R A&EF LCA 1) » RI23RLH » X HMH LCAK » R4 LCA
MR EERAME - EM & M PAT X reference pricing # & -
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ERGAMR Y E L8 5RE partial benefit # M B S A AAT

RGLALEHRELRTERA2HEM  ANFRRAERBREARY
A SHARIRBLGRK - FRENEFERNBEHAHAONR R E
HARARELE - LESEPROEL  AFBREF KRBT E LR HY
ERIoBREAT -

jus)

- PEMBIIANGHRE

HAMRY REBBTHFINSHRBR  LARBFETHEHR  AHE

EE - FREEREHRLAEY  CRAFHBERZARIBM B TLE
LA B %t Pharmacare 2 Bt 7 i 8% -

W N =

£

® N o w

10.
11.

12.
13.
14,

ERBERMACEY  ERE=ZHFPHEH -
ERMERGER - MBI EALE  RE-—VFPHEH -

&7 Health Canada A%/ 2 38 % » .45 : Notice of Compliance (NOC),
Drug Identification Number, and Product Monograph °

. Unrestricted letter of consent permitting communication with Health

Canada, other Canadian Provinces and Territories, and with the Patented
Medicines Prices Review Board with respect to the product under review.

BAZRREAH  aEmAHY - B4 ERAK KR -
VERBIFER - ARARBARMHERE -
&7 Health Canada /74 2 3 B &) = 1z # alpha code -

ERAKCHBERBREAFIREEIRUHBERARIBRBAL - &
HitABARER - R~ REMREEFA -

#4mE X CCOHTA #£# & Ontario 35 h 2 B B RIPFHE -
WAEAT RA Z A -

AMAMBRRZEM - ££438 NOC 237 » & oy B A4 - b Special
Access program ~ R B KBy — 4 -

HUZRFEABEEN QHAEERE  MAREY - & KR MY -
EMRBLEAR TR EREH -
FRELZR RREFLABVLEHFAGTMEESXARY -
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oM RY T MTHAE - PharmaNet H8 £ X R H X 24 IR (B2
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AR5 © PharmaNet & 48 t5 ST 7 8- 40 69 3 B M 76 A% 40 B4R 08 2 B B
Wi oMM/ ARMBEERS B3R BCEBGE% -BCEMH
R4 BEGER - BCEBE 4 - 51 5B (coroner’s office) ¥ 4L » £ /v d
A Pharmacare > it b @M B LWl XA FLERM T 5| MR :
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QI ERMERFLERFIBBHRDR LR RS
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MPLATEE » -
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HEFHRMHABHRBRATHRRE - ALEHSERBEEMASE - B
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WM SE - M AR 45 PharmaNet ¥ » Aok & ok 9 #k# & 48 3% Pharmacare
Management Advisory Committee 4% » b3 %5 B ¢ & LR &4
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CCOHTA Assessment Process

CCOHTA Assessment Process

Suggestions for assessment topics

(Feedback from CCOHTA Advisory Committees)

!

Board decides on final topics

!

Literature review/
Consultation process

!

Define research question
Wirite project plan
Define target audiences

(Review by Advisory sub-committee and external experts)

Literature search, synthesis
of data, analysis, evaluation

!

Drafts of assessment

{Review by Advisory sub-committee and external experts)

!

Final assessment

!

Editing, formatting, translation,

http://www.ccohta.ca/newweb/flow.htm

printing =
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Appendix I

CENTRE FOR HEALTH SERVICES
AND POLICY RESEARCH

External Relationships

British Columbia

Research Funding
Ministry of Health

Agencies

Federal/Provincial/Territorial

« Data Access Committee ; . A

. na ~<#> Advisory Committee on
External Researchers | ¥ Health Human Resources

* Health Authorities

» Cochrane Network/Centre

« Intemational Health
Technology Organizations

* Health Facllities/Organizations

Canadian institute
for Advanced Research

* Provincial, National and
International Organizations

Repoiting Relationship ey
Research Affiliation S=3>

Annul Report, 1999 81
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Centre External Relationships

» Professional Associations/

( Ministry of Health ,

Regulatory Bodies
* Ministry of Advanced
Education

Federal/Provincial/
Territorial Advisory
Committee on Health
Human Resources

'Canadian Institute for
Advanced Research

Prograh’n in
Population Health
(Vancouver node)

E § Health Information Data Access
Development Unit _Committee
Ministry of Health

British Columbia Office of

Health Technology Assessment

* Provincial
* National
* International
Health Policy
Research Unit
Therapeutics

ahi’e I -
X an LR 7 d

* Provincial Organizations of Health

Initiative

Gteering Committ@

Technology Assessment (HTA)
» Canadian Coordinating Office of HTA

* Intemational Organizations of HTA

r .
C Ministry of Health )

Indicates reporting relationships

Indicates research affiliations
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BCOHTA STEERING COMMITTEE
Terms of Reference

Objectives:

identify and communicate with external stakeholders with respect to the mission and
objectives of the BCOHTA

set strategic direction for BCOHTA by determining relative importance/allocation of
resources to the three areas of focus: research, communication and education.

Research:

provide advice on areas/projects of concentration as appropriate

provide assistance with setting project priorities for BCOHTA research staff as
necessary

assist with identification of external expertise for collaboration, consultation and
review of documents.

Communication;

assist with development of communication strategies through identifying potential
recipients of assessment information and developing appropriate vehicles/fora

develop guidelines for allocating BCOHTA resources across competing
communication processes/vehicles, and between communication and other areas of
responsibility.

Education:;

develop guidelines for allocating BCOHTA resources across competing education
roles, and between education, communication and research activities.

Funding

assist grantholder(s) as appropriate in identifying and/or negotiating with existing
and potential new funding sources

develop guidelines for assigning BCOHTA staff to the development of new funding

sources (e.g., grants) for the Office, and providing assistance to other potential
investigators in the development of grants.
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3.2 Appraisal of cl_inical practice guidelines

To review and evaluate the process used in developing clinical practice guidelines, and to determine the
extent to which the guidelines were “evidence-based”, BCOHTA used a set of 15 appraisal criteria derived
from work done by the Institute of Medicine and the Agency for Health Care Policy and Research.*® A
comprehensive list of these criteria is presented in Table 1. The list of criteria as presented below was used
as an extraction form. The criteria were answered by “Yes/No-Describe” or “Discussed/Not Discussed”.
To meet the criteria, the information needed to be clearly provided in the documents. No assumptions or
inferences were drawn based on the name, status, or reputation of the authors or supporting organizations.

Each guideline was independently appraised by two researchers. The researchers had expertise in critical
appraisal, epidemiology, medicine, anthropology, and economics. The researchers were not blinded as to
authors or organizations. Differences betwecen the researchers were resolved by obtaining additional
information from members of the guidelines development groups.

Participants from various guidelines development groups were asked to review the appraisal of their
respective guidelines in order to: i) ensure the accuracy of the appraisal; and, ii) ensure that all relevant
background information had been considered. Whenever additional information or comections were
provided as to the guidelines development process, the results of the appraisal were based on the
additional information or corrections. When comments were made as o the research evidence considered,
changes to the appraisal were made only if the consideration of this evidence could be substantiated. The
appraisal was based on the guidelines documentation and comments available as of January 1996.
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Table 1: Criteria for appraising clinical practice guidelines

1. How was the panel constituted?
a) selected by contracting agency or requesting agency? Yes/No-Describe
b) nominated by professional or clinical organization? Yes/No-Describe
c) multi-disciplinary? (>1 health / health-related discipline) Yes/No-Describe
d) were sclection criteria established? Were they assessed by
interview of the candidate and nominating organizations?
Did they incude:
-possession of outstanding clinical and academic Yes/No-Describe
credentials?
-willingness to consider alternative opinions? Yes/No-Describe
-possession of an open mind about clinical guidelines? Yes/No-Describe
-ability to work well in group (as judged by peers)? Yes/No-Describe
¢) was a balance achieved between:
-academia vs. clinical-based practice? Yes/No-Describe
-geography? Yes/No-Describe
-gender? Yes/No-Describe
-cthnicity? Yes/No-Describe
-practice style (those who do and do not refer for cholesterol Yes/No-Describe
testing)?
f) was one chair or 2 co-chairs appointed? Yes/No-Describe
2. How were the key methods and procedural issues handled?
a) were the topic and population to be targeted by clinical Yes/No-Describe
guidelines delineated? What were they?
b) were criteria for deciding on what to include as scientific Yes/No-Describe
evidence established? What were they?
¢) was a rating scheme adopted to report on the strength of the Yes/No-Describe
evidence underlying a recommendation? Which one?
3. What process was used to conduct the literature search and to
identify the research evidence to be included?
a) was a search conducted? By who? Yes/No-Describe
b) was a search strategy elaborated? What was it? Yes/No-Describe
c) were inclusion / exclusion criteria defined? What were they? Yes/No-Describe
d) was a time frame determined? What was it? Yes/No-Describe
4. How was the strength of the research evidence assessed?
a) was an appraisal conducted? By who? Yes/No-Describe
b) were appraisal criteria used? Which ones? Yes/No-Describe
...continued
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Table 1 (continucd)

5. What rescarch cvidence was provided or was missing regarding:
The ability of the lipid tests to discriminate between those who will or
will not develop CHD?

2) prevalence Discussed/Not Discussed

b) scnsitivity and Describe

c) specificity "

d) false positive "

¢) false negative “

f) positive predictive value “

8) negative predictive value “
Whether knowledge of cholesterol level will change patient Discussed/Not Discussed
management beyond lifestyle modifications? and Describe
Whether the change in management will improve health outcomes?

a) incidence of angina and non-fatal MI Discussed/Not Discussed

b) mortality by CHD and Describe

c) all-causes mortality “

6. What was done when research evidence was missing?

a) were population sub-groups considered? Which ones? Yes/No-Describe

b) was an expert panel used? How was it composed? Yes/No-Describe

c) was panel consensus achicved on management or range of Yes/No-Describe

management strategies for all sub-groups? How was it
achieved?
7. What was the link between the research evidence and the
recommendations? i.c., Were the recommendations supported by Yes/No-Describe
research evidence or by the group’s conclusion on the research evidence?
8. Was a clinical algorithm used to present the recommendations? Yes/No-Describe
9. Were peer reviews to address the scientific validity of the
guidelines:

a) done? When? How often? Yes/No -Describe

b) done while reviewers maintained strict confidentiality? How? Yes/No-Describe

c) done first by an “inner circle” of experts? How were the Yes/No-Describe

experts nominated?

d) done sccond by an “external circle” of experts? How were the Yes/No-Describe

experts nominated?
...continued
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Table 1 (continued)

10. Was a pilot review conducted to assess:

a) the clarity of the guidelines? How was that done? Yes/No-Describe
b) the feasibility of applying the guidelines in practice? How was Yes/No-Describe
that done?
c) the “user friendliness” of the guidelines? How was that done? Yes/No-Describe
d) the utility of the guidelines in the clinical setting? How was Yes/No-Describe
that done?
) whether all the exceptions to the guidelines were mentioned? Yes/No-Describe
How was that done?
11. Was a contracting agency involved in the development of the Yes/No-Describe

clinical guidelines? Which one?

12. How was the labour divided between the requesting and Describe
contracting agencies?

13. Were future updates of the clinical guidelines planned? When? Yes/No-Describe

14. Was the description of projected health outcomes to be achieved by Yes/No-Describe

guidelines included? How were those projections estimated?

15. Was the description of projected health costs / savings to be Yes/No-Describe
achieved by clinical guidelines included? How were those
projections estimated?

4.0 SEARCH RESULTS AND SELECTED GUIDELINES

The search of the published and unpublished literature yielded 17 guidelines produced after 1990 (Table 2).
A preliminary exdmination revealed that only five of these guidelines were “potentially” evidence-based.
The other 12 guidelines clearly either were based on expert opinion or consensus or did not include any
systematic search or appraisal of the research evidence. Five reviews were also found, none of which were
based on a systematic search and appraisal of the research evidence. They were also excluded.

The guidelines developed by the BC Medical Association, though not appearing to be evidence-based, were
included as they were the only locally developed guidelines and the starting point for the Cholesterol
Panel.® The guidelines from the Task Force of the European Socicty of Cardiology, European
Atherosclerosis Society and European Society of Hypertension (1994)? and the guidelines from the US
Preventive Services Task Force (1994)* were also examined. Since the European recommendations were
not based on a systematic search and appraisal of the research evidence, and as their assessment would
have provided little additional information, a comprehensive appraisal of these guidelines was not
undertaken. The 1994 draft of the US Preventive Task Force guidelines was unavailable for citation at the
time of this report.
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B. EDUCATION WORKING GROUP

Mnndalc

* To translate evidence-based, unbiased, pharmacotherapeutic information into
relevant clinical messages.

* To develop educational strategies and disseminate these messages to physcians
and pharmacists in British Columbia.

* To measure (in cooperation with the Bvaluation Working Group) the effective-
ness of these strategies on changing prescribing patterns of the clinicians.

* To redesign strategies when they have proven to be ineffective.

* To cooperate & collaborate with local, national and international initiatives
that deliver evidence-based pharmacotherapeutic information to clinicians.

* To foster research towards improving the dissemination and implementation
of evidence based pharmacotherapy into practice.

Strategices

* Annual Drug Therapy Course

* Travelling Road Show for Community Physicians and Pharmacists.

* Teleconferences

* Academic Detailing

* Small Group Problem Based Learning Modules

* Undergraduate & Postgraduate Medical Education

Community Influentials

* Strategies Aimed at Specialists’ prescribing

Evaluation

Bvaluation of the effectiveness of a number of the strategies on prescribing pat-
terns is carried out using the Pharmanet/Pharmacare data base in cooperation
with the Bvaluation Working Group of the TI. Based on a paradigm of a cooper-
ative and collaborative delivery of continuing education this committee is made
up of representatives from academic and community-based organizations
involved in the education of physicians and pharmacists.

Membership Representation
Members represent:

* Community Based Physicians (Generalists and Specialists)
* Community Based Pharmacists

* BC Chapter College of Family Physicians of Canada

* BCMA

* Community Based CME

* Clinical Competency Program, UBC

* College of Pharmacy

* Dept. of Family Practice UBC

* Dept. of Pharmacology & Therapeutics UBC

* Dept. of Internal Medicine UBC

* Public Bducation

* Adult Bducation, UBC

* Bvaluation Working Group, TI
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THERAPEUICS

INITIATIVE

Evidence Based
Drug Therapy

What do the numbers mean?
Imcgine you just discovered that you have a risk

factor for cardiovascular disease (e.g. high LDL
cholesterol). A drug that will reduce this risk factor is
available, and it has a low incidence of side effects.
Consider the 3 following scenarios. Would you be
willing to take this drug daily for the next 5 years if
significant results from randomised placebo con-
trolled trials showed that:

1 patients taking this drug for 5 years have 34%
fewer heart attacks than patiens taking placebo; or

2 2.7% of the patients taking this drug for 5 years
had o heart attack, compared to 4.1% taking a
placebo, a difference of 1.4%; or

3 if 71 patients took this drug for five years the drug
would prevent one from having a heart attack. There is
no way of knowing in advance which person that
might be.
Dig you make the same decision for all three ‘sce-
narios? If not, you were fooled by the numbers, because

the three scenarios represent the same data from the
same trial presented to you in three different ways'2.

e Why do you and your patients need to
know the "difference between relative
risk (RR), relative risk reduction (RRR)
absolute risk reduction (ARR), and
number needed to treat (NNT)?

Benefits in clinical trials are most often presented in
trial reports and advertisements as RR (risk ratio) or
RRR; these can often be misleading to clinicians and
patients. In fact, clinicians and patients make different
drug therapy decisions, depending on the way the
results are presented; in the example shown
above fewer physicians' and patients? will
choose the therapy when is presented
as ARR and NNT than if presented as RR or
RRR. Table 1 demonstrates how the different terms
are calculated and the praclical implications of this
concept. In this example the RR and the RRR are
similar, yet the overall results are quite different.
The ARR and NNT?ive a much better appreciation
of the magnitude of the benefit and of fﬁe potential

; . oI

Evidence Based
Drug Therapy

therapeutics letter

aug/sep/oct 1996

T S e et ey e T s

{

% patients

for a positive impact in your practice. Other essential
parameters to be considered are the importance of
the outcome to the patient and the time required to
achieve the benefit (see Table 2). It is tempting
but inappropriate to extrapolate benefits
beyond the duration of the trial.

e How can you and your patient make
the most informed decision?
For most drug therapy trials ARR and NNT are
easily calculated from the data presented in the
aper. Risks of a drug therapy can also be calcu-
ated as absolute risk increase, or NNT to cause
an adverse event. When dealing with individual
patients, it is important to realise that patients
differ markedly in their attitude towcrcftoking
medications. It is therefore essential that the
practitioner is able to explain the benefits and
risks of a treatment in a form that the patient can
understand. Often the NNT to prevent or cause
events in a specified period of time are the most
meaningful. Once the patient understands the
potential benefits and risks of therapy, a joint deci-
sion can be made. To help guide the clinician and

patient, Table 2 outlines the use of these numbers to
present some of the evidence for 7 common clinical
scenarios (including the examples in Table 1).

32.6%-22.4% = 10.2%

41%-27%=1.4%

. Relative risk (RR} = Event rate lacebo)
u % Absolute risk reduction (AR

) = % Event rate [Llocebo) - % Event rate

s# % Relative risk reduction {RRR) = 1- relcrive>nsk X 100

[Drugl ¥ Number needed to treat (NNT}= 100/% absolute reduction

e A o A e e L I R AR RO
yThe Therapeutics Initiative is at arms length from" ggvernmem‘and other vested intefest gréups.-Our fu

.dissemination of therapeutic evidence. Assessmenis apply to most patients;
"are committed o evaluate the effectiveness of our educational activities usins
physicians, pharmaciesor patients. , Please nofify us if you do hot wish to
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Diuretics and beta blockers in old patients with
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RR = Relative Risk Reduction ARR = Absolute Risk Reduction NNT = Nu

* Inclusion in the loble does not necessarily imply endorsement by the Therapeutics Initiotive.
* Total mortality not included because not slatisticolly ditferent; if total mortality were odded NINT is even greoter.

* What is Evidence Based Drug Therapy?
Evidence based drug therapy means integrating
the best evidence, the individual character-
istics of the patient, and individual clinical
expertise, into a decision making process
which leads to optimal drug thercpf. This
is a complex process that requires a detailed
understanding of the evidence, including how the
evidence wos derived and an appreciafion of the
magnitude of the benefits and/or risks.

e How does the Therapeutics Initiative
compile the evidence that is presented in
the Therapeutics Letter?

First, a search is done 1o determine whether other
groups around the world have done a recent “sys-
tematic review” (meta-analysis) of the subject. \X/e
only use systematic reviews that meet rigorous sci-
entific standards {e.g. those done by the Cochrane
Collaboration). When other systematic reviews are
not available, we do a comprehensive literature
search and compile the relevant published trials.
We limit ourselves to the best evidence, the
randomised-controlled, double-blind clinical
trial, or meta-analysis of randomised controlled
trials, whenever possible. We try to focus on trials
that measure the true goal of therapy (e.g. morbidity
and mortality) and not surrogate markers [e.g. blood

References:

ressure}, and exclude frials with major methodological
laws. When this is done the number of trials that need
to be extensively critiqued is limited and manageable.
Our recommengotions are based on the best trials, the
most important of which we include in our reference list.
Before the Letter is sent out, a draft is reviewed by the
members of the Advisory and Scientific Information and
Education Committees of the Tl, representatives of the
B.C. College of Family Practice, and specialists in that
particular therapy. All suggestions are considered and
included if substantiated by evidence. Once published,
we welcome feedback. Drug therapy is a rapidly chang-
ing field and we are always open to new evidence or
evidence that we may have overlooked.

* What if the evidence is inconclusive?
Unfortunately, this situation is frequently the case. The
onlg» available evidence may be based on surrogate
endpoints, cohort studies, case control studies, or sub-
?roup analyses of randomised controlled trials. Such
orms of evidence are interesting and hypothesis gener-
ating, but are not conclusive. A good example of this is
the evidence for long-term menopausal hormone therapy
presented in Letter 14. In such cases it is important
that the proper experiment, a randomised
controlled trial, is done, and that the practi-
tioner and patient be aware that the evidence
is not conclusive at present.
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OPTIMAL PRESCRIBING COURSE

May 17, 2001
(DRAFT)

Only one profession has the power to legally prescribe a chemical which when taken will affect
every cell of the patients body. We must be absolutely certain of the benefit and harm of what
we prescribe and ensure that decision to prescribe is evidence based and made in collaboration
with the informed consent of the patient.

CONTENT PRESENTER DATE COMMENT

DRUGS FROM BIRTH TO DEATH
Development

Trials

HC / FDA reviews

To you and your patients

Post surveillance marketing
Beyond

PRINCIPLES OF PRESCRIBING
o Evidence based prescribing

o Would you prescribe this to someone
you loved?

e Lowand slow

Generic vs. trade name

Costs

What do the numbers mean?
Efficacy vs. effectiveness
Translating evidence into clinical
relevance

o Ethics / professionalism / social
responsibility

RECALLING BASIC PHARMACOLOGY
o Receptors / agonists / antagonists

o  Action at the cellular level

¢ Metabolism

o  Excretion

ACCESSING THE EVIDENCE

o Trusted, evidence based, unbiased
resources

Computer based access

Other sources

Palm pilots

Guidelines
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CONTENT

PRESENTER

DATE

COMMENT

WRITING PRESCRIPTIONS
e Basics

e Howtotake? (caps/tabs/
suppositories)

o Compliance data

For how long?

Triplicate prescriptions
Special authority

Tele refills

ADVERSE DRUG REACTIONS
o Identifying

o Interactions

o  Overdoses (intentional and
unintentional)

¢ Reporting

o The future

BRING YOUR CASES: Small Group
Problem Based Sessions

e HBP

CHF

Asthma -

Chronic pain management
Musculo-skeletal pain

GERD

ETC

COLLABORATIVE DECISION MAKING
o The patient and the Intemet

¢ Informed shared decision making

» Implement what the numbers really
mean

MONITORING SESSION
o  Bring your duplicate prescriptions for
review
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CONTENT

PRESENTER

DATE

COMMENT

MARKETING INFLUENCES

o On public (ifiness clubs / DTCA)
o On health policy

o  On the profession (physicians /
pharmacists)

Detailers

No Free Lunch / Melam / Bioject
Early adaptors efc.

On costs of drugs

Societal responsibility

Ethics

Dealing with new drugs innovators
maintainers and persisters

FORMULARIES
¢ Developing a personal fomulary and
knowing the details

ANTIBIOTICS USE AND ABUSE
e Resistance -

o Appropriate use

e Appropriate choice

PRESCRIBING, CMPA & THE LAW
¢ Interesting cases
e Principles of avoiding the Law

BRING YOUR CASES

EVALUATION

REGISTRATION WITH THE
POSTGRADUATE DEAN’S OFFICE

99




CONTENT

PRESENTER _

DATE

COMMENT

ONGOING MONITORING

MONITORING SESSION

WEANING TOWARDS INDEPENDENT
PRESCRIBING

PAYMENT FOR TEACHERS

STRATEGIES

s Databases

o (Case based

¢  Better prescribing project module and
profiles

* Duplicate prescriptions (monitoring
prescribing pattems)

o Feedback sessions

Pharmacy examples of mistakes
Palm pilot programs/databases
Practice writing prescriptions
Adverse drug reaction (SPH)

Link to resident research projects
DTC

C:Vfiles\2001\01 misc\opc.doc
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Proposal for Multi-Pronged, Sequentially
Delivered Educational Intervention

October 19, 1998

Key Words:
Evidence Based Prescribing/Clinically Relevant/Clear Messages

Prescribing Behaviors

Geographic Surveillance

Combined International Strategies
Clear Messages

Ongoing Reminders

Ongoing Monitoring

Disease Based

Collaboration

Focused Communities (Community Based)
NNT/ARR

Appropriate Surrogate Markers
Terminal Outcome Evaluations
Combined Educational Interventions
Ownership

Communication Skills

Public

Media

Pharmacist

Physician

Based on:

e Multiple, combined interventions are more effective than single interventions
(Mugford *91 BMJ) etc.

® Clear messages — delivered by a credible source — repeated often and in an attractive
way are effective ®

e Changes take time ®

® = Review of literature as outlined in EDM (Essential Drugs Monitor), Nov. 23/97,

Summary of International Conference on Improving Use of Medicine

Objective

To bring about a change in prescribing patterns as a result of delivering evidence based,
clinically relevant, pharmacotherapeutic messages using a combination of education
interventions.
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Suggestions

That this become the major intervention strategy of the EWGTI. The question would be:

Can a combination of educational strategies, delivered-over a prolonged period of time to

a test community, influence prescribing behaviors in such a way that changes resulting

reflect messages delivered through these interventions? The combined strategies would

include:

1) Those which would deliver messages from a distance (i.e. teleconference,
newsletters);

2) Those which deliver messages to a focused community of physicians and pharmacists
(travelling Road Show);

3) Those focused on individual physicians and pharmacists (prescribing advisor).

Details

These strategies would deliver clear, disease oriented, evidence based
pharmacotherapeutic messages, in a sequential manner over a prolonged period of time.
Messages would be standardized and fit into each specific strategy.

The overall process could be as follows:

Process Source

1. | Identify disease/prescriT)ing area to be the basis of | Prescribing surveillance data
message

2. [ Review the evidence DAWG

3. | Translate evidence into clinically relevant Executive Sc & I Committee
message

. | Pass message to EWGTI EWGTI/Executive
5. | Adapt message to multiple interventions EWGTI
6. | Choose test and control communities Drug surveillance data based
(PharmaNet)

7. | Review community prescribing patterns for test | PharmaNet, drug surveillance
disease drugs

8. | Begin dissemination interventions EWGTI _

9. | Newsletter Executive/EWGTI

10. | Identify community influentials and educate EWGTI

11. | TI community intervention “Drug Road Show” EWGTI
focused on physician, pharmacist and public

12. | Teleconference reminder (ongoing monitoring) EWGTI/CME

13. | Revisit community using 1:1 interventions EWGTI
prescribing advisors (ongoing monitoring)

14. | Incorporate messages into small group problem EWGTI/CCFP(BC)
solving strategy and deliver (ongoing monitoring)

15. | Teleconference reminder (ongoing monitoring) EWGTI/CME

16. | Ongoing surrogate markers which reflect terminal | EVWGTI/EWGTI
outcomes

17. | Reduce cost to DTC for participants EWGTI

18. | Terminal evaluation EVWGTI/PharmaNet

19. | Ongoing community support EWGTI

C:\files\1998\98misc\proewgti.doc
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MANAGEMENT OF HIGH BLOOD PRESSURE
How does your prescribing compare?

Group ID: AP
PhysicianID: 100

Percent of Hypertension Patients Prescribed
Thiazide Diuretics

You Your Group *  All Groups **

# Patlents: 22 212
Avg. Age: 70 85 (]

* Mean of your Problem Based Small Group
** Mean of total physicians in project

EVIDENCE:

Low dose thiazides (12.5 - 25mg HCTZ)

can be confidently prescribed first-line for
hypertension based on substantial evidence
that they reduce the risk of stroke,

coronary heart disease, and total mortality.
The same cannot be sald for high dose
thiazides or any of the other classes of drugs
(therefore most patients, > 70%, should
probably be receiving a thiazide).

Percent of Hypertension Patlents Prescribed
Calcium Channel Blockers

70

3

s

L)

Percent

8

8
iT' T 1

a —-
You Your Group * All Groups **
40 127 4040
68 66 [}

In contrast, calcium channel blockers do not
appear to reduce adverse cardiovascular
outcomes as well as other classes of drugs
based on most available evidence
(observational studies, head-to-head RCT’s).
Puaty et al. Health outcomes associated with antihypertensive
therapies used as first-line agents. A systematic review and
meta-analysis. JAMA 1997;277:739-745.

Wright et al. A systematic review of the effectiveness and
efficacy of anti-hypertensive therapies: Does the evidence assist
in choosing a first-line drug? Can Med Assoc ] 1999, in press.

See reverse for explanation of the data

BETTER PRESCRIBING PROJECT
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What drugs are included?

Thiazides:
hydrochlorothiazidé
chlorthalidone
chlorothiazide
bendrofluazide
indapamide
metolozone
methyclothiazide
polythiazide,
amiloride
spironolactone
triamterene HCL
quinethazone

either alone or in combination

Calcium channel blockers:
verapamil

diltiazem

nifedipine

felodipine

amlodipine

nicardipine

Which patients are included in
the percentages?

The graphs represent PharmaNet data (all
prescriptions in BC) for the year 1998.

We have defined total hypertension patients
as anybody who has received an antihyper-
tensive drug (thiazide, beta-blocker, ACE
inhibitor, calcium channel blocker (CCB),
alpha-blocker, vasodilator, or sympatholytic).
We removed patients who are receiving these
drugs for angina or CHF by eliminating
patients who had a previous or concurrent
prescription for nitrates or furosemide,
respectively.

Left graph:

The percentage of total hypertensive patients
receiving a thiazide diuretic.

Right graph:

The percentage of total hypertensive patients
receiving a CCB.

First bar (You)

Your individual prescribing data.

Second bar (Your group)

The average data for your PBSG.

Third bar (All groups)

The average data for all participants in the
Better Prescribing Project trial.

The number in the bar is the exact percentage
that the bar represents.

What do the vertical lines
represent?

The vertical lines in the 2nd and 3rd bars are
standard deviations. This means that the mid-
dle 67% percent of participants are included
within the extremes of those lines.

What do the numbers below the
bar represent?

Below the bars are the number of hypertensive
patients used to calculate the percentages and
the average age of those patients. This may
help you compare your data with other physi-
cians. If you want to calculate an estimate of
the total hypertensive patients, you can divide
the number of patients by the percentage and
multiply by 100.

What are potential limitations of
the data?

The data includes antihypertensive drugs pre-
scribed for conditions other than hypertension
(eg. beta blockers for migraine prevention).
PharmaNet data, like any large database, may
have coding errors. We have made every effort
to eliminate error and ensure that your person-
al data is as accurate as possible.

If you have concerns, questions or comments, please call Jeanne Legare
at the Better Prescribing Project office (604-875-3609).
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THERAPEUTICS INITIATIVE
CONFLICT OF INTEREST GUIDELINES

All Therapeutics Initiative (TI) activities must be free from any potential for
undue influence arising from the private interests of the individuals involved.
The Committee will operate on the basis of “full disclosure" and the following
conflict of interest procedures apply to all committee and working group
members, expert reviewers and staff.

1.

3.

The Tl must be meticulous in attempting to avoid any situation where
their interests conflict, or appear to conflict, with their impartial
functioning in the activities and decisions of the TI.

Tl members and their immediate families shall have no direct or indirect

financial interest in the company sponsoring an application or trial. Any

known financial or other significant consideration received from the

company must be declared in writing to the Chair. These include:

a) If they, or their group, are receiving a grant from the manufacturer or
its direct competitors.

b) If they are receiving a salary from the manufacturer or its direct
competitors.

¢) If they have an equity interest (other than mutual funds) in the
manufacturers' company or its direct competitors.

d) If they have an ongoing consultancy with the manufacturer.

e) If they serve on a scientific advisory committee of such a company.

f) If they receive payment for educational activities sponsored by the
company or its direct competitors.

Ti members should not realize any personal financial gain that has not
been approved by the chair, as a direct or indirect result of any Tl
decision or Tl sponsored project, including promotion of books, articles
or publications. In all situations where any such apparent conflict exists
the individual must inform the Chair of the Committee and abstain from
any deliberations relating to the decision or project.

Confidentiality of materials or discussions: No member shall knowingly
divulge any confidential information relating to specific drugs to any

©

106



person other than another member of the Therapeutics Initiative unless
legally required to do so.

No member shall use the information obtained as a result of his or her
appointment for personal benefit.

. Patentees are advised not to make direct contact with members of the
Therapeutics Initiative pertaining to T.l. matters. T.. members contacted
by a patentee respecting a drug product related to the T.l. must at first
opportunity disclose the nature of the contact to the chair of the T.I.

. In any situation where a real or an apparent conflict exists for a Tl

member, the following actions must be taken:

a) The conflict will be recorded in writing in the appropriate minutes.

b) The individual will absent himself/herself from the meeting during the
deliberations on the project and will not be eligible to vote on the
project decision.
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CONFLICT OF INTEREST STATEMENT

Similar to disclosures required when submitting articles for publication, reviewers
of assessments by the Drug Assessment Working Group of The Therapeutics
Initiative need to disclose all circumstances which could possibly be perceived to
be a conflict of interest. Please note that “yes” responses do not necessarily
disqualify you as a reviewer.

Please indicate whether you have any of the following affiliations with companies
who manufacture products mentioned in the assessment or with companies who
manufacture competing products:

No Yeés

1. Ownership of stock or stock options or other [] [1]
financial instruments of this product’'s manufacturer
or manufacturers of competitive products (does not
include mutual fund ownership).

2. Ongoing paid consultancy with manufacturerora [ }] [1
competitor (current or within the last 2 years).

3. Employment with manufacturer or a competitor [1 [1
(current or within the last 2 years).

4. Honorarium or other compensation from [1] [1
manufacturer or a competitor for writing a
publication or for participating in the development
of a publication

5. Grant, honorarium or other compensation from i1 [1]
manufacturer or a competitor, for conducting research.

6. Speaker fees and/or educational grants from (1 [1
manufacturer or a competitor (current or with the
last 2 years).

7. Travel assistance from manufacturer or a competitor [ ] []
to attend meetings (current or within the last 2 years).

8. Any other financial relationship with the manufacturer|[ ] []
or a competitor which could possibly be perceived to
be a conflict of interest.

o if yes, please describe:
Date Name (please print) Signature
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Pharmacoeconomic Initiative (PI) of BC

The University of British Columbia,
Vancouver B.C.

Pl Drug Submission Form+

Version 2, March 2000

The completed form should be submitted to the BC Pharmacare Program as part of

the new drug application dossier.

© Pharmacoeconomic Initiative (PI)
620-1081 Burrard St.
Vancouver, BC V6Z Y6
Tel: 604 — 806 - 8712
Fax: 604 - 806 - 8778

Email: pi@bhivnet.ubc.ca

* This form was prepared after consulting various economic guidelines such as the "Guidelines
for Economic Evaluation of Pharmaceuticals Canada" (CCOHTA 2nd Ed., 1997) and the
"Ontario draft guidelines for economic analysis of pharmaceutical products" (Detsky, 1994;
Ontario Ministry of Health, 1994).
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Pharmacoeconomic Evaluation Summary
(Confidential when complete)

SECTION 1 : MANUFACTURER INFORMATION

e List name and address of manufacturer. Include name/address of contact individual.

e Note, it is not necessary to submit this form for “line extension” products

lManufacturer: Date of Submission
DD [ MM | YY

5l

Address:

[City: Province: Postal Code:

Contact:

1M



SECTION 2: DRUG INFORMATION

o All fields must be completed.

e For current clinical practice, please cite any relevant published guidelines

(cross-reference with Section 8).

(Brand Name :

Generic Name :

ormulation

Therapeutic classification :

Alternate Drugs in this category :

ndication(s) for reimbursement eligibility:

[Usual Dose Regimen/Duration per indication:

iDescription of current clinical practice (Guidelines) relating to indication(s):
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SECTION 2 : (CONTINUED)

e Al fields must be completed. Please attach separate sheet if necessary.
[ ]

All available pack sizes in Canada along with prices must be provided.
For acute medications, include daily cost and cost per course of treatment (based on usual dose

regimen/duration, as stated above).

For chronic medications, include daily cost and cost for 30 days of treatment therapy.

Costs must be based on manufacturer list price, excluding all dispensing fees.
DIN Strength Dosage Form N.O.C Received
1
Yes [] No [ ] Date:
2)
Yes [] No [] Date:
3)
Yes [] No [] Date:
Available Price Unit Price Cost per patient for drug acquisition
Package Size Per Package
1 Daily cost:
Cost per course of treatment:
2) Daily cost:
Cost per course of treatment:
3) Daily cost:

Cost per course of treatment:
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SECTION 3: COMPARATOR DRUG/TREATMENT INFORMATION

e Please indicate all appropriate drug comparators and/or treatment comparators for this product. Include
gencric name/strength/dosage form, and therapeutic classification. Please attach separate sheet if necessary.

e Indicate selection criteria.

e Where the appropriatc comparison is not a drug but another treatment, please attach a separate sheet

outlining the treatment and indicating why it is the appropriate comparator.

Comparator Cost per patient for drug Selection
Generic name/Strength/dosage) acquisition Criteria
1) Generic name: Daily cost: Lowest cost alternative  |_|

Form/Strength:

Equivalent Dosage
Regimen:

Unit Price:

Therapeutic Classification:

Cost per course of treatment:

Common practice L

Same Indication D

2) Generic name:
Form/Strength:

Equivalent Dosage
Regimen:

Unit Price:

Therapeutic Classification:

Daily cost:

Cost per course of treatment:

Lowest cost alternative  |_|
Common practice L
Same Indication D

3) Generic name:
Form/Strength:

Equivalent Dosage
Regimen:

Unit Price:

Therapeutic Classification:

Daily cost:

Cost per course of treatment:

Lowest cost alternative | |
Common practice L

Same Indication D
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SECTION 4: THERAPEUTIC / CLINICAL ASSESSMENT

» For each comparator listed in Section 3, list any or all-relevant clinical studies comparing it to your

product (cross-reference with Section 9). Indicate type of study. Please attach a separate sheet if

Provide brief summary of clinical studies. Please attach a separate sheet if necessary.
Where a meta-analysis has been conducted to establish clinical efficacy, please attach a separate sheet
outlining the method and results.

e All unpublished/company-sponsored studies must be listed and submitted for assessment.

Comparator Clinical Study
# (Reference No.) Study Abstract/Summary
1)
2)
k)]
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SECTION 5: PHARMACOECONOMIC EVALUATION - SUMMARY

e Please provide all pertinent Pharmacocconomic information. All relevant fields must be completed.

Study Title:

Study Author(s) {See Section 8}:

Target Audicnce: [CJProvincial Formulary Study Perspective: [Societal
[Jpatient Purchaser [JProvincial
[JPrescriber [Jin-Patient
[CJGovenment Regulators [CJout-Patient
DPost-marketing surveillance [CJother, Specify:
[Jothers (ie. hospitals, insurers)
Specify:
Type of [CJCost Comparison [CJCost-effectiveness [(JCost-Benefit
Analysis Ccost Consequence L__]Cost-utility [CJProvincial Budget-Impact
[] Other, Specify
Analytic Horizon: Discounting :
OMutcome [IClinical [[JHealth-related quality [] Quality-adjusted Life
easurement:
(if relevant) Outcome of Years (QALYS)
Primary [ ] life instrument (HRQoL)
Secondary [_]
Specify: Specify:
[ Other (Specify):
Cost
. [_IDirect Costs [Jindirect Costs
Measurements: Health Care Costs | Productivity Loss /Lost
Specify: Time (Patient)
Non-Health Care d
Specify:
Side Effects O
Specify:
Is the evaluation Incremental
an incremental analysis? : Yes I:I No[] to what?
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SECTION 6: PHARMA COECONOMIC EVALUATION - SUMMARY OF
ANALYSIS & RESULTS

e The background, objective(s), hypothesis, and approach should be summarized.
o  The study results should be summarized as outlined.
o Cross-reference all tables/charts/appendices from the study.

A:OBJECTIVE/HYPOTHESIS

B: METHODOLOGY USED
(Note, include all applicable
data tables and data collection
instruments)

C: RESULTS

D: BOTTOM- LINE
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e Summarize sensitivity analysis
e Outline any and all study limitations
o Cross-reference all tables/charts/appendices from the study.

E:SENSITIVITY ANALYSIS

F: LIMITATIONS OF
ANALYSIS
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SECTION 7: Disclosure of Relationship

o Please list all study authors, including Institutions and Positions/Appointments held. Please Attach
separate sheet if necessary.

o For each author, please disclose all funding and reporting relationships, including contractual
arrangements, investigators’ autonomy and publication rights.

Names / Institution/ Position/Appointment/ Statement of

|__Addresses /Telephone No. Area of Expertise Relationship
1)
2)
3)
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SECTION 8: References (A+B)

o Indicate/List all pertinent references for cach of the categories described in the guidelines.

— Lleaseattach separate sheet if necessary

A:CLINICAL TRIALS AND STUDIES:

B: PHARMACOECONOMICS STUDIES:
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APPENDIX
FIVE

FEEDBACK FORM

The Pharmacoeconomics Initiative of BC: Perlodic Review & Annual Report, 1998-99
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E' ""! Pharmacueconoinic Initative

- - Department of Health Care and Fpldemiolngy,
werseeme  Faculty of Medicine

wawere  University of Biitish Columbia

Pl FEEDBACK FORM

GENERIC (BRAND) NAME:
MANUFACTURER:
INDICATION:

ReViEW DATE:

R TN Y T ARUTRC . TANOR. DRI T MR 0t 1 v
CRITICAL ASSESSMENT: Not |  Yes | No ! Pharmacoeconomic Initiative Scientific Committee
Applicable : Appropriate | Inappropriate : (PISC) Comments

Comparator ' ' 1
{

Cholce of drug /treatment
comparators

Selection criteria

Dose equivalence clearly
established

Tilempeutic equivalence
and/or advantage established !

Resource Utilization
Direct

Indirect

Cost Estimates

]
Direct ’ {
Indirect :
Economic Evaluation i i

Target audlence i

Study perspective |
Analytic horizon
Discounting

Outcome measurement i i
Effectiveness analysis '

Incremental analysis

Pharmacoeconomics Feedback Form, 1998-99
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Pl FEEDBACK FORM (CONTINUED)

GENERIC (BRAND) NAME:

E""! Pharmacoeconomic Initiative

et Department of Health Care and Epidemiology,
smgeeye  Faculty of Medicine

‘_w University of British Columbla

MANUFACTURER:
INDICATION:
REVIEW DATE:
5
Not Yes No Pharmacoeconomic Initiative Scientific Commiittee
CRITICAL ASSESSMENT: Applicable | Appropriate | Inappropriate (PISC) Comments

Transparency of Study
Objective
Hypothesis
Methods
Results
Replicable
'Smsmvlty analysis
Sub-group analysis
Limitations
Cost Estimates
Direct
Indirect
Economic Evaluation
Target audience
Study perspective
Analytic horizon
Discounting
Outcome measurement
Effectiveness analysis

Incremental analysis
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Di-partment of Health Care and Epldeminlugy.
wovesywm  Faculty of Medicine
" University of British Culumbia

E""' ‘! Fhanmacoeconumic Initiative
L ]

Pl FEEDBACK FORM (CONTINUED)

GENERIC (BRAND) NAME:
MANUFACTURER:
INDICATION:

REVIEW DATE:

- P Rt

FURTHER COMMENTS:

Confidential When Complete

Pharmacoeconomics Feedback Form, 1998-99 |
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PrOTOCOLS

Protocols, Guidelines and the Art of
Medicine: Science, Experience and
Common Sense

by Dr. Marshall Dahl, BCMA

There are a number of reasons to
take an optimistic view of the future
of our health care system. Despite
concerns about the lack of uniform and timely
patient access to high quality care and about the
impending shortages in nursing and physician
workforces, there are areas where improvements will
continue to occur.

One such area is the “made in BC” approach
to designing clinical protocols and guidelines to
assist physicians in providing high quality, cost-
effective care.

iDuring medical training, we received a considerable
amount of academic information that has
accumulated from the western scientific method of
hypothesis, experiment and conclusion. During the
last ten years, this approach has been applied on an
epidemiologic basis to populations and has
resulted in the evidence-based medicine movement
that has clarified many of our diagnostic and
therapeutic decision processes. As scientific
practitioners, we are comfortable with the restless
and questing nature of self-examination of

medical practice.

We also recognize that there is an Art of Medicine
that complements the scientific approach in our
interactions with the individuals who are our
patients. This Art has ancient roots in the
humanistic, Hippocratic tradition.

Art intersects with Science at the level of individual
variations in personality and disease behaviour.
This is a level of detail that cannot be captured by
broad-based epidemiologic evidence. Our individual
patients continue to present us with unique biologic
experiments that lead to inspiration and medical
advancements.

May 2001

Finally, medicine is eminently practical. Doctors
have a pragmatic approach to problem-solving and
recognize that it is not always possible to achieve
ideal goals in the real world.

British Columbia’s Protocol and Guideline process
represents a blend of these traditions. Evidence-
based medical results are reviewed by practicing
clinicians with the goal of producing practical advice
for real-world situations.

The recent Second Master Agreement between
Government, the BCMA, and the Medical Services
Commission reaffirms the importance of these
initiatives. The profession has signaled that we
wish to continue to improve the quality and cost-
effective nature of the practice of medicine in BC
through coordinated action by doctors and the
public service.

The Guidelines and Protocols Advisory Committee
has been a welcome focus of meaningful co-
operation between government and the medical
profession since 1995. Most doctors have
welcomed the balanced, education-oriented
approach of the materials sent to the profes:ion.
Physicians have also been reassured by the
knowledge that their individual judgment wil still
take precedence over general guidelines according
to the merits of the clinical situation.

The credit for this successful, balanced, and quality-
of-care oriented endeavor belongs to the
profession, to the physician and government
members who serve on GPAC and its committees
and, in particular, to Co-Chair Dr. Arun Garg. We
are all indebted to him for his clear vision, high
ethical standards and dedication to ensuring that
the Art and Science of Medicine continue to steer
the development of Clinical Guidelines and
Protocols in BC.

We look forward to continued leadership from

Dr. Garg and the committees as they seek further
innovations that will improve cost-effective patient
care in the future.
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Dr. Howard Platt
Ministry of Health

‘Guidelines and protocols strive
to bring the elegant simplicity
of a mathematical proof to the
intensely human and complex
world of medicine. All of
medicine is constructed on the

concept of similarity. What is learned from hard
experience with one patient may help another.

Knowledge derived from scientific study can be

distilled for the benefit of future patients.

Earlier dreams that guidelines and protocols would
reduce overall expenditures were soon dashed.
While costs fell where care had been excessive,
costs grew whera care had been inadequate.

The success of guidelines and protocols comes
from improved appropriateness and quality of
care. It would not have been so without the help of
thousands of doctors in British Columbia who

Next Steps for Guidelines and Protocols

This anniversary issue celebrates seven years since
the BCMA and the Ministry of Health introduced a
joint guideline and protocol initiative in BC. We look
with pride at the 32 guidelines and protocols that
speak to the success of their joint endeavours.
Building on these achievements, GPAC will begin
work with the BCMA/MSP Joint Utilization Commit-
tee (JUC) in the area of disease management. JUC
provides direction on behalf of the Medical Services
Commission in a number of utilization management
areas, and has identified chronic illness as a key
priority for action. The shared goal of GPAC and
JUC is to improve quality of care for patients with
long term debilitating illnesses focussing on
improved outcomes and efficient use of resources.

Why Disease Management?

While guidelines and protocols have proven
successful, they have limited application in
occasional care provided for brief episodes of illness
or injury. Although the majority of the population only
require episodic care, a smail proportion (about
10%) receives more than half of all physician
services provided in a year. Evidence suggests that
health outcomes for this group, the majority who
suffer chronic disorders, could be improved through
a greater focus on planned management of patients’
diseases over time. For example, a case

128

have contributed to their development and
implementation. They have justifiable reason to be
proud and celebrate.

The way ahead Is to take what we have learned
from guidelines and protocols for isolated situations,
and construct similar guidance for the management
over time of those with chronic disease. Evidence
shows there is much to gain and that improved
outcomes will more than justify the effort. But
success will require a system that assists doctors in
their work rather than impedes them, as is often the
case at present.

In another context, doctors have shown what can
be done by setting benchmarks for care and
providing the tools to achieve them. The current
remarkably low perinatal mortality was not achieved
by accident but by hard work. Similar improvements
in the outcomes for common chronic disorders
should be possible. The promise is worth all the
effort and cooperative goodwill that we can muster.

management program at St. Paul's Hospital in
Vancouver showed improved patient care for
chronic heavy users of its emergency department
along with a reduction from an average of 26.5 to
6.5 visits per year (CMAJ 2000;162:1017-1020).
On the other hand, the consequences of poorly
managed care for patients with chronic illnesses
can be fatal, as reported in another study under-
taken by St Paul’'s Hospital. This study showed that
persistent inappropriate use of asthma medications
lead to higher risks for fatal or near-fatal asthma
attacks and resulted in significantly more use of
health care resources than patients with appropriate
medication use (CMAJ 2001;164:625-631).
Evidence such as the above provides compelling
motivation to manage care better.

General Practitioner Offices:

The indexes inserted into your newslétter are in-
tended to help you keep your copies of guidelines &
protocols organized. Included are an alphabetical list
and a list by date of publication or product number.
You may wish to organize the guidelines and
protocols by product number using the indexes for
easy reference. We have supplied a spine label
should you choose to file them in a binder.

E-mail your comments to:
guidelines.protocols @ moh.hnet.bc.ca

Website:
www.hith.gov.bc.ca/msp/protoguides
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Guidelines and Protocols Binder Index
By Topic
May 2000
TOPIC NO. GUIDELINE OR PROTOCOL
Anemia 10 Use of Serum Ferritin and Total Iron and Iron
Binding Capacity
Ankle injury 28 X-ray for Acute Ankle Injury, Revised 2000
Bone density 23 Bone Density Measurement

Bone scans in prostate cancer

Bone scans in suspected
osteomyelitis
Cataracts

Chest x-ray

Cholecystectomy
Cholesterol

Colonoscopy after colorectal
cancer

Coronary artery disease and
cholesterol

Cytogenetic testing, prenatal

Diabetes, glucose and HbA¢

11

N O~ O

20

31
22

Investigation of Metastatic Bone Disease in Newly
Diagnosed Prostate Cancer Using Nuclear
Medicine Techniques, Reviewed and unchanged
April 2000

Invéstigation of Suspected Osteomyelitis in
Normal Bone Using Nuclear Medicine
Techniques, Reviewed and unchanged April 2000
Treatment of Cataract in Adults

Chest X-rays in Asymptomatic Adults
Routine Pre-Operative Testing

Treatment of Gallstones in Adults
Cholesterol Testing: Adults Under 69 Years

Follow-up of Patients After Curative Resection of
Colorectal Cancer

Cholestero! Testing: Adults Under 69 Years

Prenatal Cytogenetic Testing, Revised 2000

Use of Glucose and HbA+¢ Tests in Diagnosis and
Monitoring of Diabetes Mellitus

Guidelines and Protocols Advisory Committee
1515 Blanshard Street 1-2

Victoria BC V8W 3C8

Telephone (250) 852-1347 Fax (250) 952-1417
Email guidelines.protocols @ moh.hnet.be.ca
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Index By Topic

TOPIC NO. GUIDELINE OR PROTOCOL
Dyspepsia 24 Clinical Approach to Adult Patients with Dyspepsia
27 Detection and Treatment of Helicobacter pylori
Infection in Adults
ECG 12 24-Hour Ambulatory ECG (Holter Monitor)
30 -Electrocardiograms,-Revised 2000
6 Routine Pre-Operative Testing
Endoscopy 24 Clinical Approach to Adult Patients with Dyspepsia
21 Clinical Approach to Adult Patients with
Gastroesophageal Reflux Disease
ESR 15 ' Eryihrocyte Sedimentation Rate
Galistones 2 Treatment of Gallstones in Adults

Gastroesophageal reflux
disease

Glucose measurement in
diabetes

Helicobacter pylori

- Hepatitis, viral testing
Holter monitoring
House calls

lron

Lipid Testing
Mammography

Osteomyelitis and bone scans

Osteoporosis

21 Clinical Approach to Adult Patients with
Gastroesophageal Reflux Disease

22 Use of Glucose and HbA+c Tests in Diagnosis and
Monitoring of Diabetes Mellitus

27 Detection and Treatment of Helicobacter pylori
Infection in Adults

24 Clinical Approach to Adult Patients with Dyspepsia

17 Viral Hepatitis Testing

12 24-Hour Ambulatory ECG (Holter Monitor)

18 House Calls, Reviewed and unchanged April 2000

10 Use of Serum Ferritin and Total lron and (ron
Binding Capacity

1 Cholesterol Testing: Adults Under 69 Years
16 Use of Diagnostic Facilities for Mammography
8 Investigation of Suspected Osteomyelitis in
Normal Bone Using Nuclear Medicine
Techniques, Reviewed and unchanged April 2000

23 Bone Density Measurement
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Index By Topic

TOPIC NO. GUIDELINE OR PROTOCOL

Ova and parasites in stool 9 Ova and Parasite Testing of Stool Samples

Prenatal testing 31 Prenatal Cytogenetic Testing, Revised 2000

3 Prenatal Ultrasound
Pre-operative testing 30 Electrocardiograms, Revised 2000
6 Routine Pre-Operative Testing

Prostate cancer and bone 11 Investigation of Metastatic Bone Disease in Newly

scans Diagnosed Prostate Cancer Using Nuclear
Medicine Techniques, Reviewed and unchanged
April 2000

Serum ferritin 10 Use of Serum Feritin and Total Iron and Iron
Binding Capacity

Sleep disorders 29 Assessment and Management of Obsfructive
Sleep Apnea in Adults, Revised 2000

26 Primary Care Management of Sleep Complaints in

Adults

Stool testing for ova and 9 Ova and Parasite Testing of Stool Samples

parasites

Thyroid testing 14 Use of Thyroid Function Tests in the Diagnosis
and Monitoring of Patients with Thyroid Disease

Ultrasound, prenatal 3 Prenatal Ultrasound

Urinalysis 19 Macroscopic and Microscopic Urinalysis and
Investigation of Urinary Tract Infection

Urinary tract infection 19 Macroscopic and Microscopic Urinalysis and
Investigation of Urinary Tract infection

Viral hepatitis testing 17 Viral Hepatitis Testing

X-ray of ankle, following injury 28 X-ray for Acute Ankle Injury, Revised 1998
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GUIDELINES & PROTOCOLS
' IR

Guldelmes and Protocols Binder Index
By Date of Publication

May 2000

NO. GUIDELINE OR PROTOCOL

0 N O o A~ W N

10

1"

12

13
14

15

Cholesterol Tesﬁng: Adults Under 69 Years
Treatment of Gallstones in Adults
Prenatal Ultrasound

Chest X-rays in Asymptomatic Adults

“Treatment of Cataract in Adults

Routine Pre-Operative Testing

Electrocardiograms, Superseded (see No. 30)

Investigation of Suspected Osteomyelitis in Normal Bone
Using Nuclear Medicine Techniques, Reviewed and
unchanged April 2000

Ova and Parasite Testing of Stool Samples

Use of Serum Ferritin and Total Iron and [ron
Binding Capacity

Imiestigation of Metastatic Bone Disease in Newly

Diagnosed Prostate Cancer Using Nuclear Medicine Techniques,
Reviewed and unchanged April 2000

24-hour Ambulatory ECG (Holter Monitor)
Rranatal-Cytogenetictesting, Superseded (see No. 31)

Use of Thyroid Function Tests in the Diagnosis and
Monitoring of Patients with Thyroid Disease

Erythrocyte Sedimentation Rate

June 1996

July 1996

July 1996
October 1996
October 1996
December 1996
April 1997

April 1997

June 1997

June 1997

July 1997

August 1997

August 1997
August 1997

October 1997

Guidelines and Protocols Advisory Committee
1515 Blanshard Street 1-2

Victoria BC V8W 3C8

Telephone (250) 852-1347 Fax (250) 952-1417
Email guidelines.protocols @moh.hnet.bc.ca
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NO. GUIDELINE OR PROTOCOL

Index By Date of Publication

16
17
18
19

20

21

22

23

25

26

Use of Diagnostic Facilities for Mammography
Viral Hepatitis Testing
House Calls, Reviewed and unchanged April 2000

Macroscopic and Microscopic Urinalysis and
Investigation of Urinary Tract Infection

Follow-up of Patients After Curative Resection
of Colorectal Cancer

Clinicai Approach to Aduit Patients with
Gastroesophageal Reflux Disease

Use of Glucose and HbA¢ Tests in Diagnosis

and Monitoring of Diabetes Mellitus
Bone Density Measurement

Clinical Approach to Adult Patients with Dyspepsia

Assessment-and-Management-of-Dbstrictive
Sleep-Aprea-in-Adults, Superseded (see No. 29)

Primary Care Management of Sleep Complaints
in Adults

Detection and Treatment of Helicobacter pylori
Infection in Adults

K-ray for Acuie Ankie Injury, Revised 1998

Assessment and Management of Obstructive
Sleep Apnea’in Adults, Revised 2000

Electrocardiograms, Revised 2000

Prenatal Cytogenetic Testing, Revised 2000

133

January 1998
February 1998
March 1998
March 1998

December 1998

March 1999

March 1999

May 1999
July 1999

November 1999

November 1999

January 2000

January 2000

March 2000
April 2000
April 2000
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INTRODUCTION

This workbook has been designed to provide staff in the Capital Health Region with an
administrative framework for deciding whether or not to acquire new heaith care technology or
assess technology currently in use.

The overall technology assessment process in the Capital Health Region is described on Page
1.

Checklists on pages X to XX

Non-Medical Assessment Chacklist

Medical Assessment Checklist

Operational Assessment Checklist

Community Assessment Checklist

Vendor/Equipment Assessment Checklist

Financial Assessment Checklist

TAC Process

TAC Request

The Terms of Reference of the Technology Assessment Committee are included in the
Appendix.
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Iv.

VI.

Vil

ViiL,

IX.

TECHNOLOGY ASSESSMENT COMMITTEE (TAC) PROCESS
Sponsor completés Medical/non-Medical Technology Assessment checklist

Submits-it to TAC Chairman.

The Chairman of TAC may request the sponsor to summarize his/her
submission in a presentation at a TAC meeting.
Proposal may be sent back to sponsor for clarification.

Development by Technology Assessment Working Group.

a)  Selection of Project Leader: Project Leader will most often be the clinical
sponsor of the technology with the support of a CQI Associate.

b) Selection of Project Team: Project Leader will select team members with
help of TAC chair and CQl Associate.

c) Completion of Assessments (Project Team)
i) Medical
ii) Community
iit) Operational
iv)  Vendor/Equipment
V) Financial
Vi) Post Implementation Evaluation Framework

d) Project Leader presents completed proposal'to TAC Chair for final review
for completeness

Final Presentation to TAC.

Project leader/sponsor presents final proposal to TAC
(Members of project team may attend TAC.)

TAC approves the proposal (based on criteria) or recommends approval of
proposal to SMG.

When required,,Chairman.of TAC presents proposal with summary of
assessment and recommendations with appropriate criteria to the Strategic
Management Group (SMG) for final approval.

Technology Assessment Committee acquisition request forwarded to
Manager, Capital and Business, as appropriate.

Implementation of technology.

Follow-up evaluation of technology by Clinical/Hospital

. Department/Community.

Presentation of follow-up evaluation of technology to TAC.

Presentation of evaluation of technology to SMG by TAC Chairmaan, as
appropriate.
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NON-MEDICAL ASSESSMENT CHECKLIST
(TO BE COMPLETED BY SPONSOR OF THE TECHNOLOGY)

Traditionally, the first step is to search the scientific literature for studies which examine
the technology in question. It is important to consider all possible alternatives, especially
since future development may render the technology obsolete.

- In addition to surveying the scientific literature, information may be obtained by soliciting
reports from vendors or other user facilities.

# ITEM DATE COMPLETED
1 | Do you have approval of your Functional Officer/Department Head?

2 | Describe the Technology - brief narrative, including function

3 .| Is this technology being requested as a result of accreditation,
‘C.S.A,, or other regulatory change such as WCB?

4 | Are there other alternatives to this technology?

5 | (a) can this technology be accommodated in an alternative
setting? i.e. common location, shared services

(b) is this technology currently available elsewhere?

(c) why would CHR bring this technology to Victoria?

(d) describe the suitability of this technology to CHR.

6 | Under normal conditions:

(a) , describe the benefits of this technology

(b) describe any risks associated with this technology
Staff/Patient/Safety -

7 | Within CHR, where will this technology be ideally located?

8 | Does this technology require specialized training?. Operator/Service

9 | Isthere potential to use this technology in other settings in the
CHR?

10 | Whatis the potential impact of implementation of this technology on
other programs/departments/services?

11 | Complete an appropriate literature search. * (See #6 page 3)

* If you require assistance in performing a literature search or review, contact the Manager, Library Services
or the Manager, Research and Accreditation.

#1TAC\TAC\Process.Rev.March/og
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MEDICAL ASSESSMENT CHECKLIST
(TO BE COMPLETED BY SPONSOR OF THE TECHNOLOGY)

Traditionally, the first step is to search the scientific literature for studies which examine the technology
in question. In determining if the technology "makes sense" from medical and epidemiological points of
view, comparative studies of alternatives for treating the same clinical condition will be particularly
valuable. As mentioned earlier, it is important to corisider all possible alternatives (both medical
devices and procedures), especially since future medical developments may render a technology
obsolete. If randomized clinical trials are available, please include them in the literature review.

In addition to surveying the scientific literature, facilities may obtain information by soliciting reports from
vendors, or querying knowledgeable medical staff. Other sources of technical information are HANYS'
Compendium of Clinical Protocols, Criteria and Efficacy Research.

# ITEM DATE
COMPLETED

1 Do you have approval from your Section/Department?
2 Describe the technology - brief narralive, including function

3 Identify the pracedure or treatment that will be replaced by the new technology OR
if tis an entirely new procedure/treatment for CHR

4 | Avre there other altemative approaches or procedures to this technology

5 |a) Can this technology be accommodated in an alternate setting e.9. community clinic or doctor's office.

b) Is this technology currently available in another centre?

c) Why would CHR bring this technology to Victoria?

d) Describe the patient population suitable for this technology (include number, classification, inpatient vs.
outpatient).

6 | Complete an appropriale fiterature search *
. Brief history of technology

. Is there evidence that technology has been proven in the clinical setting (no white ratstt)
. Has a critical appraisal of the technology from the fiterature been done?
. Clearly state objectives of introduction of technology

7 | Describe the benefits and risks of the technology.

8 | Within CHR where will this technology be ideally located? (eg. OR, Medical Imaging efc).
9 | Does this technology require specialized credentalling?
10 | Whatother Sections/Departments could utiize this technology?

11 | Whatis the potential impact on other areas? List all areas/services that may be impacted by the implementation of
the technology.

12 | For diagnostic technology:
Describe how this technology will improve reliability and accuracy of the diagnostic process (eg. faster, more
refiable),

* If you require assistance in performing a literature search or review, contact the Manager, Library Services or the Manager,
Research and Accreditation.

MTAC\TAC\Process.Rev.March/99
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OPERATIONAL ASSESSMENT CHECKLIST
(TO BE COMPLETED BY PROJECT TEAM)

he purpose of this Assessment is to examine internal operational factors related to the implementation
of the new technology. This will help to determine the organization's requirements related to the new

technology and should also clarify any limitations. The assessment is also designed to determine the
potential impact of the technology on quality of care.

The initial Assessment of a new technology must include the following information. Subsequent
assessments need only be updated.

# ITEM DATE COMPLETED

1 | Explain how the technology is consistent with the CHR Strategic Plan (Mission, Philosophy, Role
Statement, Goals & Objectives)?

2 | Explain how the technology is consistent with the Strategic Plans of the Programs/Departments
directly involved in implementing the technology?

3 | Isthe technology complimentary to other programs and servicesin the CHR? Piease describe,
4 | How does the lechnology enhance the quality of care in the CHR?

5 | Do we have the diagnostic/screening tools to properly identify the patients that will benefit from
the technology?

6 | Arehospital staff currently trained/certified 1o operate this technology? If not, what
education/training is required?

7 | Describe the impact this technology will have on other programs, departments and/or services
(eg. laboratory, OR, Booking, elc.). Oblain signatures of all Regional Director’s of affected
departments. .(see sign-off sheet).

8 | Wil the provision/of this technology generate additional demands on existing technologies {eg. -
pacemaker after ablation)?-Specify the technologies affected and what the impact will be.

g | Does impleme;l!alion of this technology require addiitiongl space and/or renovalion work?
Please provide provisional plans/estimates, as required.

Project Leader Signature

Date of completion

#1TAC\TAC\Process.Rev.March/99
139



EXTERNAL FACTORS CHECKLIST
(TO BE COMPLETED BY PROJECT TEAM)

1 The purposa of this assessment is to determine the characteristics of the environment extemal to the CHR that affect the provision of
quality health care as it relates to the new technology. The extemal environment is scanned for health care needs, resources,
opportunities for the organization and possible obstacles to the implementation and operation of the new technology.

# ITEM DATE
COMPLETED

Identify the potential patient catchment area.
Develop a profile of the population that will benefit by the technology.

Identify major govemmental and regulatory issues which have implications for the organization.

Identify and evaluate issues of competition and duplication of services.

W I |-

Are there resources available in the community to support the technology and is the community aware '
of the potential impact? (explain fully). Obtain signatures as required (see sign-off sheet)

Project Leader Signature

Date of completion

#1TAC\TAC\Process.Rev.March/98
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FINANCIAL ASSESSMENT CHECKLIST
(TO BE COMPLETED BY PROJECT TEAM)

The initial acquisition cost of a new technology - ie. whether'the equipment is expensive or inexpensive
- may not be indicative of the potential ongoing operating costs. A technology may have a low initial
acquisition cost, but its frequency of use could result in considerable operating costs. This situation
often occurs in high use diagnostic technologies and in treatment technologies for chronic conditions.
Certain diagnostic procedures, however, may be billable to MSP, and the resulting revenue may
partially or completely offset the additional operating costs. In order to assess the financial feasibility of
the new technology, a cost/benefit analysis, which includes a comparison of the operating costs of the
new versus the current technology is required. It is important that this analysis reflects the cost for all
departments impacted by the implementation of the new technology.

#1TAC\TAC\Process.Rev.March/99
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# ITEM

DATE COMPLETED

SIGNATURE

1. | CostBenefits Analysis: compara the new versus the current
technology

- identify workioad volumes
- determine staffing levels (Regular + Refief)
- Calculate

staffing cosls

supply costs
offsetting revenue

2. | Summarize the incidental "costs/savings"

3 k!enh:fy Startup-operating costs (stafiing and supplies,education)

4. | Identify Capital Costs (equipment and construction/renovation)

#ITAC\TAC\Process.Rev.March/o9 142




VENDOR/EQUIPMENT ASSESSMENT CHECKLIST
(TO BE COMPLETED BY PROJECT TEAM)

The purpose ‘of the Vendor/Equipment Assessment is to examine and compare the
advantages/benefits of each vendor and/or item under consideration. This assessment should
determine the full operating requirements of the technology - the reliability and business strength of the
vendor and the scope of possible contractual agreements with the vendor. The unit under
consideration should be evaluated against comparable models available from other vendors, including

the available options. Some of this assessment is not required until after the technology has been
approved.

A special warning is in order for equipment that has recently been introduced. In many cases, no
reliable information will be available, the price is likely to drop considerably the year following its
introduction, and it may be rendered obsolete by a more refined version.

DATE SIGNATURE

Proposed Equipment:
User Department: ("

Wil this equipment/instrumentation replace existing
equipment/technology:

Equipment Description:

Approximate Price:

Options/Accessories: $

Consumables (estimatez] annual cost)

Manufacturer/Distributor;

Additional Information:

Approximate installation price $

Estimated Construction/Renavation Costs:
(including drawing, if appropriate)

#1TAC\TAC\Process.Rev.Marchv/ag
143



VENDOR/EQUIPMENT ASSESSMENT
PROPOSED EQUIPMENT ASSESSMENT

VENDOR INFORMATION Vendor #1 Vendor #2 Vendor #3

Manufacturer (oem)

Distributor

Brand/Mode!

Market release date (HAW/CSA/FDA
Approval)

Head Office

Service Department

Delivery

Current Users comparison Info:

For completion afer approval of technology in some cases.

#1TAC\TAC\Process.Rev.March/o9
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VENDOR/EQUIPMENT ASSESSMENT
PROPOSED EQUIPMENT ASSESSMENT

COST Vendor #1 Vendor #2 Vendor #3

Base Price

GST

PST

Freight

Customs/Brokerage

Instaflation:
(By Vendor)

Installation;
ByCHR*

a) Utilities
- Air
- Plumbing
- Electrical

b) Construction

- Weight/
Dimensions

——

Consumables:
(estimated annual cost)

*to be completed by Plant Services

#1TAC\TAC\Process.Rev.March/o9
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VENDOR/EQUIPMENT ASSESSMENT
PROPOSED EQUIPMENT ASSESSMENT

SERVICES/WARRANTY Vendor #1 Vendor #2 Vendor #3

Warranty Period

Warranty Cost

Service Contract

Term:

Type:

Price:

Inservice Education
On site/Off site

Duration

Service Training

Level

Price

On site/off site

Manuals:
Operation
Service

Schematics
Troubleshooting

#1 IAC\TAC\Process.Rev.March/a9
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TECHNOLOGY ASSESSMENT COMMITTEE (TAC) PROCESS
PROJECT WORKSHEET

I INITIAL PRESENTATION TO TECHNOLOGY ASSESSMENT COMMITTEE

A) Sponsor completes Medical/non Medical Technology Assessment checklist
Date Sponsor's Signature,
B) Technology Assessment Committee approves proposal for further development by

the Technology Assessment Working Group.

Date TAC Chairman's Signature

C) TAC daes not approve proposal for further development:
Date Returned to Sponsor yes [J
no O
Forwarded to SMG for consideration yes O
no O
TAC Chairman's Signature
in. PROPOSAL DEVELOPMENT BY WORKING GROUP
A) Selection of Project Leader
Date
B) Selection of Project Team Members
Date
Team Members Department

(Select members from affected/related areas)

#1TAC\TAC\Process.Rev.March/99
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TECHNOLOGY ASSESSMENT COMMITTEE (TAC) PROCESS

C) Completion of Assessment

DATE SIGNATURE
i) Medical
ii) Community
iy | Facility

iv) Financial

V) Vendor/Equipment

D) Project Leader presents completed proposal to TAC Chair for final review .

Date TAC Chair
PRESENTATION TO TAC
A) Project leader and sponsor present final proposal to TAC

(Members of project team may attend TAC.)

B) TAC Approves Proposal

Date Signature of TAC Chairman
v. PRESENTATION TO SMG (when required)
Date
Approved Yes O
No a
Technology Acquisition form sent to
Date
V. IMPLEMENTATION OF TECHNOLOGY
Date
VI. EVALUATION OF TECHNOLOGY REPORT
A) Presentation to TAC
Date
B) Presentation to SMG (when required)
Date
#1TAC\TAC\Process.Rev.March/99
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TECHNOLOGY ACQUISITION REQUEST

(TO BE COMPLETED BY CHAIRMAN OF TAC AND FORWARDED TO MANAGER,

CAPITAL AND BUSINESS)
Department(s)
Prepared by:
Project Leader
Date
1. Equipment/service requested
Type: Quantity
Date of expected acquisition
2. Priority

a Urgent (required immediately for patient/staff safety)
o Necessary (required for continued operation of the service/department)

O Desired (required to expand or improve services)
3A  Typeofitem
O New item service
4] Replacement iterm/service
O Expansion item/service
3B 0 Budgeted
O Not Budgeted
4, Which departments/providers will use this equipment/service?
Name(s) of department service (providers)
5. Does this equipment/service duplicate existing technology?
o No
O Yes, describe
6. Does this equipment/service replace existing technology?
O No
8] Yes, describe
Date of Approval at K&=S
Chairman of TAC
Signature
#1TAC\TAC\Process.Rev.March/99
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