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PHARMACOECONOMIC SURVEY

Pharmacoeconomic research is defined as the identification, measuvement, and comparison of the costs and consequences of

pharmaceutical products and services.

Purpose

The purpose of this survey is to assess interest in pharmacoeconomic research. The following are the objectives of this survey :

1.

A

B.

Determine who is conducting pharmacoeconomic research, how long they have actively been involved in this type of
research, and what type of training they have had in pharmacoeconomic research.

Examine the opinions concerning the need for pharmacoeconomic research, when the research should occur in the drug
development process, and how the data and conclusions can best be used.

Determine the usefulness of economic evaluations in Japan and what types of evaluations are used most often.
Determine the usefulness of Quality Of Life (QOL) research in the Japanese market and what types of QOL instruments
are used most often.

Identify the most common barriers to well-conducted pharmacoeconomic research.

What is your major area of practice?

Academia
Manufacturing/Industry
Medical Institution/Clinic
Government

Other

> a0 T

Pharmacoeconomic research is defined as the identification, measurvement, and comparison of the costs and consequences of
pharmacentical products and sevvices. Please use this definition in answering questions 2-10.
To help further define different types of pharmacoeconomic analysis, the following definitions are provided.

2.

Definition/ description

a.

Cost-benefit analysis (CBA) :

Type of analysis that measures benefit in monetary units (¥)and computes net gain or loss.

Cost-minimization analysis (CMA) :

Type of analysis that finds the lowest cost pharmaceutical (¥) among those shown to be of equal therapeutic benefit.
Cost -effectiveness analysis (CEA) :

Type of analysis that compares pharmaceuticals with thevapeutic effects measured in physical units (e. g., blood pressure,
or number of strokes) and computes a ¥ Cost/Effect ratio.

Cost-utility analysis (CUA) :

Type of analysis that measures thevapeutic consequences in utility units vather than in physical units ; computes a ¥
Cost/ Utility ratio

How many years have you participated in pharmacoeconomic research?

a. Do not participate in pharmacoeconomic research
b. 1-3 years
C. 4-6 years
d. 7-9 years
e. >9 years
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2 b. If you do not participate in pharmacoeconomic research : How many years have you utilized pharmacoeconomic research?

a. Do not utilize pharmacoeconomic research
b. 1-3 years
C. 4-6 years
d. 7-9 years
e. >0 years

3.  What specific training have you had in pharmacoeconomic research? Please check all that apply.
Advanced degree (please specify )
Fellowship
Attended workshops
On-the-job training
Other

> o T

4. Are the trends in Japan’ s health care environment altering the need for pharmacoeconomic research? Please place an X
on the scale below.
Significant increase : : : :_:  Significant decrease
in need in need

5. How appropriate is the application of pharmacoeconomic data for the following decisions? Please place an X on the line
below each item.
a. Societal decisions (eg, policy making, allocation of limited resources)

Least appropriate Most appropriate

b. Industry decisions (eg, drug development, marketing)
Least appropriate : : : : : : Most appropriate

c. Institutional decisions (eg, Physician or Hospital formulary decisions)
Least appropriate : : : : : : Most appropriate

d. Patient management decisions (eg, clinical decision making, QOL)

Least appropriate Most appropriate

e. Other

Least appropriate : : : : : : Most appropriate

6. How valuable is pharmacoeconomic research in each of the following steps in the drug research and development (R&D)
process? Please place an X on the line below each item.
a. Pre-clinical (studies in animals)

Not valuable at all : : : : : : Extremely valuable
b. Phase I (safety studies in healthy humans)
Not valuable at all : : : : : Extremely valuable

c. Phase II (smaller safety&eﬁﬁcacy studies in patients with illness)
Not valuable at all : : : : : : Extremely valuable

d. Phase III (large scale studies in patients with illness)
Not valuable at all : : : : : _ Extremely valuable

e. Phase IV (studies after the drug has been appoved and used in the medical system : Post-market studies)
Not valuable at all : : : : : : Extremely valuable
7. Are the trends in Japan’ s health care environment changing the value of research on Patient Preferences and Satisfaction
with different therapies? Please place an X on the line below best indicating your viewpoint.
Significant Increase : : : : : : Significant Decrease

in value in value

8. Given the number of available pharmaceuticals, and current health care environment in Japan, how valuable is Quality of
Life (QOL) data in differentiating comparable drugs? Please place an X on the line below best indicating your viewpoint.
Extremely valuable : : : : : : Not at all valuable
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10.

11.

Which of the following Quality of Life (QOL) instruments do you use most often? (Please mark only one response.)
a. Pre-existing general instrument

Self-developed general instrument

Pre-existing disease-specific instrument

Self-developed disease-specific instrument

Ao T

None

Which of the following economic analyses do you find most useful in your area of practice or responsibility? (Please refer
to the definitions on p. 2 before answering, and mark only one response.)
a. Cost-Benefit Analysis (CBA)
Cost-Minimization Analysis (CMA)
Cost-Effectiveness Analysis (CEA)
Cost-Utility Analysis (CUA)
None

o a0 T

Please rank, from 1 (largest) to 6 (smallest), the current barriers to expertise in pharmacoeconomic research in Japan?
a. Lack of training facilities '
b. Lack of interest in the topic
c. Lack of financial support
d. Lack of trained experts in applied pharmacoeconomics
e. Lack of good quality data
e. Other
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Japanese Pharmacoeconomic Survey

——  Methods and Results ——

Hisakazu O’chi*! Tetsuya Kuwayama*?
Nobuaki Tanaka, M.B.A.*3 Gregory P. Hess, M.D., M.B.A.**
Chris Kozma, Ph.D.*® Amy Grogg PharmD.*¢

We surveyed the representatives from the (1) Japan Pharmaceutical Manufacturers Associa-
tion,(2)health economic researchers registered with Institute for Health Economics and
Policy, (3) universities with pharmacy schools, (4) university hospitals and(5) officials in the

Ministry of Health and Welfare to assess current perspectives on pharmacoeconomic

research (PER) in Japan.

We collected 114 returns of 268 mailed questionnaires designed to assess and describe the ;
1) main conductors of PER, experience with research, and types of training received,
2) possible utilization of PER on various decision-making and on R&D processes for

pharmaceutical development,
3) methods of PER,
4) the most common barriers to well-conducted PER.

Qualitatively, PER in Japan is in the initial stages of development, and approximately 60—

65% of those sampled indicated that they are not actively conducting or utilizing PER. All

respondents indicated that PER is potentially useful and on average see its utilization as

most important in industry and in Phase IV of the R&D process. A consensus on methodol-
ogy or objectives does not exist at this time. The largest barriers to PER in Japan were
considered by respondents to be lack of trained experts and lack of good quality data.

[Key words]
medical technology assessment, pharmacoeconomic research, survey in Japan, survey of
development, specific training, possible utilization, pharmaceutical research and develop-
ment (R&D), methodology, barriers
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