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Three national evidence
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General (DG) of Health
Malaysia. Creative and

interesting gimmicks were used
to celebrate the events.
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The first launching ceremony
was on the CPG Management
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-based
CPGs developed by MaHTAS

MINISTRY OF HEALTH
MALAYSIA

of Asthma in Adults on 3 May 2018

at Hospital Serdang. A
pre -launching CME session on
selected topics of the CPG was
conducted and delivered by the
CPG Development Group to
doctors and allied health personnel
from public health care institutions in
Selangor, Kuala Lumpur and
Putrajaya. As gimmick of the
launching, DG of Health kicked a
ball into the goal post which
symbolised the aim of achieving
asthma control in the management
of the disease.
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MaHTAS always works together with
various professional societies in both CPG
development and implementation. This
ongoing partnership helps to ensure the
utilisation of the CPG especially among
target users in the private sector. On this
note, the second launching on CPG
Management of Diabetes in Pregnancy
was held together with Malaysian
Endocrine and Metabolic  Society
(MEMS) during their 9th MEMS Annual
Congress at Hilton Kuala Lumpur on 4
May 2018. The participants of the
congress were delighted with the
gimmick of a drone carrying the CPG
which was sponsored by MEMS.

Another important aspect of a launching
ceremony is the involvement of the
media. At the third launching on CPG
Management of Colorectal Carcinoma
on 27 June 2018 in Hospital Selayang,
numerous members of the press
attended a post -launch press
conference. Information on screening
and treatment of the malignant disease
was enquired. Gimmick for the launching
was laparoscopic removal of the CPG
from a dummy colon which was easily
done by DG of Health. The event was
featured in the local media which
created awareness among the public on
colorectal carcinoma and its
management.

During all launching ceremonies, there
were presentations of CPG packages by
YBhg. Datuk Dr. Noor Hisham Abdullah to
representatives of state health
departments, medical faculties and
professional societies. This was a symbolic
mandate on the need for the CPG to be
implemented in their respective
institutions. The DG of Health
congratulated all involved in the
development of the CPGs and
highlighted the importance of
engagement of all stakeholders in the
CPG utilisation to provide quality health
care to the public
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The first meeting of HTA and CPG council for this year was held on the 6th June 2018. This meeting was chaired by
the Director General of Health YBhg Datuk Dr Noor Hisham bin Abdullah. One HTA report, four CPGs, nine TR
(Mini-HTA) and two Horizon Scanning Techbrief reports were presented at the meeting as listed below:
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=In patients with severe emphysema where medical significant differences in mortality between intervention
= approach is not effective, surgery such as lung volume and control, adverse events were more common in
: reduction surgery (LVRS) and lung transplantation may participants treated with the BLVR. The occurrence of
= be necessary. However many patients are not suitable pneumothorax especially with valve placement; and

= for this surgery due to other comorbid conditions. This increase in infectious and inflammatory events when
t limitations had led to the introduction of a new minimally using coils; probably being the most important.

s invasive therapy utilizing bronchoscopy with ultimate Airway bypass stent seemed to have the longest
= goal of reproducing the advantages seen in LVRS with procedure time whereas length of hospital stays tend to
: less risk and morbidity from the procedure. In Malaysia, be longer in patient treated with sealant compared to

: access to bronchoscopic lung volume reduction (BLVR) other BLVR techniques.

There was evidence to
;ﬂ N\ suggest that endobronchial
{ \N - coils treatment was costly

1K A; despite the clinical benefits
‘!"‘*‘ ‘/ for individual participant

from the France healthcare

lr;' :‘V/‘[\ . perspective. In Germany,
- ) . EBV was found to be
/ '/ . cost -effective compared to

. : ' medical management while
no cost -effectiveness
v Lb¢w! . whb/ |ahdlyis retrieved for other
: 9b5h. whb/ I L!I'[ +![+9 ! [ £9{ BLVR techniques.

= treatment option is limited as it is only available in two Based on the review, BLVR techniques using valves (EBV
= health care facilities namely Serdang Hospital and and unilateral IBV) seemed to have the potential to be a
University Malaya Medical Centre. valuable option for management of patients with severe
emphysema. Further studies are needed to provide more

= As compared with standard medical treatment or sham evidence for sealant, vapour ablation, airway bypass

= bronchoscopy, evidence suggested that endobrochial stents, and endobronchial coils. Hence, valve treatment

: valves (EBV), unilateral intrabronchial valves (IBV) may be offered in selected centres in MOH hospitals that

= placement, sealant, and vapour ablation led to a perform interventional bronchoscopy regularly with

= significant improvements in lung function (FEV 1) and expertise in various treatment modalites and may be

: health -related QoL (SGRQ). For endobronchial coils, only offered as a bridge to lung transplant in patients with
tparticipants with degree of aevare temphyserman g PunRnolog3d 2 SHedld a lmed
= heterogeneous emphysema distribution had greater credentialed to perform BLVR.

= magnitudes of treatment response. Studies conducted

:on partial bilateral IBV placement, however, showed no Refinement of selection criteria for the respective

= substantial clinical improvements at the end of follow -up techniques may have a significant impact on the results

= while airway bypass stents did not provide long -terms for the patient and close cooperation between

= sustainable benefit. For exercise capacity, all BLVR pulmonologists and radiologist is an essential step in
: techniques demonstrated a significant increase in six achieving t his ai m. I n add:i
= minute walking distance (6MWD) except for partial research is warranted on the long term basis while cost

= bilateral IBV placement which favoured control while implication should also be considered.

: endobronchial coils, vapour ablation, and airway bypass
: stent did not reach a significant difference.

: Finding also showed that although there were no



RADIOFREQUENCY ABLATION (RFA)
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FOR ATRIAL FIBRILLA F)
AND ECONOMIC EVALUATION

Ablation catheter

Ablation lines

ablation

ecommended by many guidelines as a
second -line therapy in patients with paroxysmal and
persistent AF after treatment with at least one AAD

adiofrequency (RFA) is

failed. However, the cost -effectiveness of RFA for AF
relative to medical therapy is uncertain and has not
been widely studied. Therefore, this review was
conducted to provide evidence on the benefits and
costs of RFA relative to AADs and suitability for
expansion of RFA treatment to selected specialised
cardiac centres in Malaysia.

There was good level of retrievable evidence to
suggest that RFA in patient with paroxysmal or/and
persistent AF increased recurrence -free survival rate,

reduced recurrence rate of atrial tachyarrhythmia or
atrial  arrhythmias, reduced the need for
cardioversion, and improved QoL when used as first
line or second line treatment.

With regard to safety, there was no difference
between ablation and AAD therapy on all -cause
mortality and stroke/transient ischemic attack (TIA)
rates for AF. Most common complications arising
from ablation were cardiac tamponade and

event for drug reaction/toxicity was
amiodarone -related dysthyroidism. Findings also
indicated that RFA was superior to AADs in reducing
cardiac -related hospitalisation and rehospitalisation.

There were studies conducted in the US and UK
showed RFA as a second -line therapy was
cost -effective for treatment of drug refractory AF. As

a first-line therapy, it was cost -effective for younger
patients (O 50 years) in
and Sweden.

We conducted decision modeling for one year
horizon and vyielded an ICER of RM56,825.41 per
QALY gained for RFA in patient with paroxysmal
or/and persistent AF who were unsuccessfully
treated with AADs. Sensitivity analysis suggested that
the cost of ablation is the major factor that
influenced the cost -effectiveness ratio. The ICER is
slightly higher than 1 GDP, which is the
cost -effectiveness threshold for Malaysia but still
within 1 -3 GDP as recommended by WHO.
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PRIMARY PERCUTANEOUS CORONARY INTE
THROMBOLYTIC THERAPY (STREPTOKINASE A
STSEGMENT ELEVATION MYOCARDIAL INFA

rdiovascular disease remains an important cause
of mortality in Malaysia accounting for 20 to 25% of all
deaths in public hospital. Coronary artery diseases or acute
coronary syndromes are part of cardiovascular diseases
where the management varies between countries.
Referring to Malaysian Clinical Practice Guidelines in 2014
on Management of Acute STEMI; two reperfusion therapies
are available, namely percutaneous coronary intervention
(PCI) or thrombolytic agents. In many countries, primary PCI
remains the preferred management option for STEMI

ECONOMIC EVAL

non -fatal reinfarction and stroke), studies showed that
primary PCI significantly prevented combined death when
compared to streptokinase. However, the rate of blood
transfusions and stroke incidence were similar in both
treatments. Meanwhile, only one study compared primary
PCl and tenecteplase, but no significant difference in
reducing death was observed.

The systematic review revealed that the primary PCI was
able to reduce hospital stay and hospital readmission when
compared to streptokinase. However, any delayed in
seeking early treatment may influence the choice of
reperfusion therapy as well as disease prognosis.

Artery

Catheter

J \\’,\, \

Stent
Plaque

Guidewire

streptokinase
1,500,000 1.U-

- .
Metalyse o
-N«ﬁt.a yseg 10.000 U .:Du‘rclfltslechnasch
plase L
= 1 Ferti
ulver und Lgsyg it e
Herstellng ener ek agsun
8 ? \nwendur
Ni
§
) Boehrin,
| e

Ingelheim

X ) gL . =

t NAYINE t/ L

{OGNBLI21AY L

compared to the conventional intravenous thrombolysis
[streptokinase (SK) and tenecteplase (TNK)] as it has been
proven to improve morbidity and mortality. However, in
most public hospitals under Ministry of Health (MOH), SK and
TNK remains the first-line treatment for acute STEMI. This is
due to the limited funding and facilities for invasive
treatment on a nationwide scale.

Our systematic review showed that primary PClI may
prevent death and non -fatal reinfarction in patients who
received the procedure within less than 12 hours after the

onset of the STEMI symptoms when compared to
streptokinase. As for combined end  -point (hnumber of death,

We conducted local economic evaluation using decision
modelling for one year horizon. The result showed that
treatment of STEMI with primary PClI compared to
streptokinase yield an incremental cost of RM10, 072.98 and
incremental QALY of 0.07. Hence, the incremental
cost -effectiveness ratio (ICER) was RM140, 532.74 per QALY.
Although the ICER was beyond both suggested
cost-ef fectiveness threshold for M
domestic product (GDP) per capita), 50% reduction of
primary PCI cost, and 20% reduction in ward admission
yielded a lower ICER; RM®60, 652.96 which was slightly higher
from the threshold.
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What we found in term

of

‘ We already know:

Blood pressure (BP) is the most
common measurement made in

from

our systematic review?

clinical practice. Valid instrument is

needed for an accurate el Gl
measurement of blood pressure. ¢CKSNE ¢l a FIAN £S@St 2F NHINRS
Digital BP measurement sets have {eadz2tA0 .ft22R tNBaadNB 6 t o
been used widely in primary, KAIKSNI dzaAy3a RAIAGEE .t YS§I adzN
secondary and tertiary healthcare YSNOdzNE &LKe3IY2YFy2YSGSNI oSy
settings as well as a self -measured YYI 3T o> [/ 2yURSyOS 0 S S
blood pressure monitoring at home. AaA3AyAUOlIyld RAGSNBYyOS 0KS
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Emicizumab is a recombinant, humanised,

= bispecific monoclonal antibody that bridges
activated factors IX and X on a phospholipid

#1

EMICIZUMAB membrane to restore the function of missing
= activated factor VIII. Its half -life is around 4 -5
PROPHYLAXIS weeks.

{
arly assessment showed that emicizumab
FOR PATIENTS.

markedly reduced bleeding in adults and
WITH

children with haemophilia A with inhibitors.
HAVEN 1 study among adults showed that
icizumab prophylaxis markedly reduced
HAEMOPHILIA glnualised bleeding rate among patients with

+2f dzYS wuwdzi H

proplylaxis treatment with by -passing agent
(BPA), 3.3 events (95% CI: 1.3, 8.1) versus 15.7
events (95% CI: 11.1, 22.3). Whereas HAVEN 2
study among children < 12 years old showed
that 94.7% of children receiving emicizumab
treatment had zero treated bleeds. As, for
safety, risk of thrombosis was higher in adults
who received concurrent treatment with
APCC that averaged > 100 U per kg daily for

>1 day. Economic evaluation conducted in
USA showed that emicizumab would reduce
spending by around $1.85M per patient/year

in patients O12 years

< 12 years old.

an

ophilia A with inhibitors compared with
WITH INHIBITORS

FVilla

1Y

group, 2.9 events
(95% CI. 1.7, 5.0)
versus 23.3 events

NDC 50242-923-01

Annualised Bleeding Events
among Patients (aged = 12 years
old) with Haemophilia A with

N
[

Inhibitors (HAVEN 1)

prophylaxis
A
leﬁ

N
o

No. of events
LY
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o

Emicizumab No

Hemlibra®
(emici_zumab-kxwh) I (95% CI 123, 439)
Injection 0 001 S | Phospholipid membrane
p< . . Imiar
158 mg/imL I B Bispecific antibody
Shgenatisrs e & results were
g e s anconed ' obtained when
- 7 compared to those FiXa ¢& ) A .
only s )
1 vial Genentech i WhO preV|0US|y

Prophylaxis prophylaxis

Emicizumab Previous BPA
Prophylaxis
Group 2

Group 1

Phospholipid membrane

received

Ca¥
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Medicine

Rituximab
which has been approved to be used for the treatment

is an anti -CD20 monoclonal antibodies
ofnon-Hodgki nés | ymphomas
[FL] and diffuse large B cell lymphoma [DLBCL], chronic
lymphocytic leukaemia (CLL), and Rheumatoid Arthritis
(RA) (specifically when anti  -tumour necrosis factor [TNF]
treatment has been inadequate or not tolerated), as
well as the rare conditions of granulomatosis with
polyangiitis (GPA) and microscopic polyangiitis (MPA). It
binds specifically to the transmembrane antigen, CD20,
a non -glycosylated phosphoprotein, located on pre
and mature B lymphocytes, subsequently induce cell
death via apoptosis. Rituximab has received US FDA

promising

One 500 mg vial
50 m vial (10 mo/m)

-B

Agency
developed by Celltrion and Rixathon (GP2013) which
( NHL )was dewelpped ky $angoz. Limijegh gvidgngeashowed
efficacy
rheumatoid arthritis. In terms of safety, the evidence

Rituximab ) H

Rituximab Biosimilars

(EMA) are Truxima (CT -P10)

for follicular lymphoma and

showed comparable adverse

events of biosimilar with
Rl reference rituximab. Budget
impact analysis of a biosimilar

product showed potential
- - ® reduction of cost in treating

uximab .

» cancer and rheumatoid

arthritis.

approval on 26 November 1997. There are several
Rituximab biosimilars being developed. Two Rituximab
biosimilars which have been approved by European
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Management of atopic eczema

T Atopic eczema (AE) is a <clinical di agnosi

Diagnostic Criteria for Atopic Dermatitis.

Serum immunoglobulin E levels, patch test, skin prick test and skin biopsy should not

be used as diagnostic tools for AE.

Management of AE depends on the disease severity and quality of life assessment.

Emollient therapy is the mainstay of treatment at any stage of AE.

Topical corticosteroids should be used appropriately for treatment of flares in AE.

Topical calcineurin inhibitors may be considered to treat flares in AE for patients

aged two years and above.

1 Ultraviolet A1 phototherapy may be used to control acute flares and narrow -band
ultraviolet B phototherapy in moderate to severe chronic AE.

1 Antihistamines should not be used as monotherapy or to substitute topical therapy
in AE.

9 Systemic corticosteroids may be considered for short -term control of severe acute
exacerbation of AE.

1 Immunomodulating agents e.g. azathioprine, cyclosporin A, methotrexate or
mycophenolate may be used in the treatment of severe AE after optimisation of
topical treatment.

9 Educational interventions should be considered as part of the management of AE.

CLINICAL PRACTICE GUIDELINES 1-[

MANAGEMENT OF
ATOPIC ECZEMA

i Targeted screening in high risk groups is necessary to detect chronic kidney disease
(CKD) & early intervention is important to delay its progression. CKD management
requires shared decision making & close collaboration between different levels of

healthcare.
1 Screening for CKD includes assessment for proteinuria, haematuria & renal function
MANAGEMENT OF [using estimated glomerular filtration rate (eGFR) based on CKD -epidemiology

(CKD-EPI) creatinine equation].

9 Detection of CKD should be followed by staging using eGFR, risk stratification with
albuminuria & determination of underlying cause. This is based on Kidney Disease
Improving Global Outcomes (KDIGO) classification.

i Target blood pressure & glycaemic control in CKD should be individualised
according to co -morbidities & age.

1 Angiotensin converting enzyme inhibitor or angiotensin receptor blocker should be
used as first-line antihypertensive agent in diabetic kidney disease (DKD) with
albuminuria&non -DKD with proteinuria 00.5 g/ day.

9 Dual renin -angiotensin system blockade should only be used in carefully
selected non -DKD patients with proteinuria under close supervision by
nephrologists.

9 All cardiovascular (CV) risk factors should be addressed in patients with CKD to
reduce CV events. Aspirin should only be used for secondary prevention of CV
disease.

1 All female patients of reproductive age with CKD should receive pre -pregnancy
care.

1 The optimal time of nephrology referral depends on the indications while the
urgency is based on the trend of eGFR.

9 Screening for CKD -related complications is recommended at CKD stage 3
onwards.

“HARONIC RIDNEY DISEASE
(SECC TION)
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‘ TESTING TREATMENTS

O2yTSNByOS 4
t N2EINF Y 0
@Sl NHa O 2

KS T0OK 1 ¢! arlk[Ay]

¢ SOKy2t23e ' aaSaavySyi

¢ KS iKSYSa 2F iKAa
|

{GNBYy3IiKSYyAy?3 ¢!

alt '{ LINBOALI GSR I Oa@Ste Ay
I OOSLIi SR YR LINBaSyidSR

¢ KNBSO2 NS NSy OS g2N)] aK2LJa 2V
AYGNRRdzOa2yZ AYGUNRRdzOAYy3 | ¢!
NEalLlyasSa G2 NBOASSHESNI 4SNB
KAIKf AIKGSR AaadzsSa FyR S

g (SOKy2t23A8Sazx OKItftSy3

FYR O2YYAGYSyid G2 2@SNO2

5NJ Wdzy F Ay KX GKS KSIFIR 2F all ¢! {=

¢N} RAa2ylf aSRAOAYSa 6! ¢av Ay alfl
AFAYSR @GltdzZofS {y26tSR3IS FTNBOEYH KRS
L Sy N aSaaizyo yR 2N} f LINSaSyidsSN
alA /dzZf GdzNT £ / SYyGNB FSIF(idz2NBR 62y RS
Odzt § dzNJ RIyOS LIS NF 2 N¥ SR 0@ 3

I ¢! aAlfAY] YSYOSNHER NIYS
GKS O2yFSNByOSs &a2YS AYLINR@SYSyd i
F2NBIFNRP ! 62dzi cH LINBaAaSYyiGSNB LI NbO
SOl fdzZ a2y 2NJ KSIFfGK aeaidisSy NBaSI NOK

¢KS flFad RFe&

¢tKS 02y TFTSNBYOS o1 a

H




+2f dzyY S wmwdzf

¢¢ Local
aCTIVITIES
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B L 1 s5er cnpask namye
(CPG) DEVELOPMENT & = y
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Consequence/Effect

Cost consequence analysis | Monetary units Description

Cost minimisation analysis | Monetary units Equivalent

Cost benefit analysis Monetary units Monetary units

Cost effectiveness analysis | Monetary units Natural units

Cost utility analysis Monetary units

' LILX ASR aililoadaald FT2N) SOz2y
AK2 LM dqiyWwdzy S Hamy @

F LI ASR aitleaasald F2N
Nl aK2L) gl a &adz00Saatdz|f
From a systematic review conducted by 3 e alt 7 A &

MaHTAS, since 1999 to April 2018, there Hv P uSOK YVA Ol t 2YOS N“EA
are 66 economic evaluation publications PO Pharmaceuticals NJ. akKzLu gl a Y2 y 3 U K|S
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