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QUESTIONS TO THE CARDIOVASCULAR SUBCOMMITTEE OF PTAC

1. What is the strength and quality of the evidence supplied in the application?
1.1. What is the strength and quality of evidence for dabigatran vs. warfarin?
1.2. What is the strength and quality of evidence for dabigatran vs. aspirin?

2. Does dabigatran have the same or similar therapeutic effect to any pharmaceuticals
currently listed on the Pharmaceutical Schedule? If so, which pharmaceutical (or
therapeutic sub-group) and at what dose does it have the same or similar effect? %

pharmaceuticals would it replace?

4. What proportions of patients with AF are currently receivin

warfarin or clopidogrel plus aspirin? What proportions of patien rent
treatment, do you consider would switch to the use of dabliga ?
5. What is the strength and quality of evidence to s he usedogrel and

aspirin in combination for thromboprophylaxis in

6. Are there currently any problems with acces / o i ty of alternative
treatments? %

7. Does dabigatran provide any additional nefit-Qr te any additional risks
compared with other treatment optio h bP@f’r risks are different from
alternative treatments?

8.  Which patient population(s) would

the use of dabigatran? If so, for what reason

10. Should any restricti Je
should these.res ;
10.1. Is 4’ DS, scor system a commonly used and accepted clinical

classifica yst in New Zealand? If not, what would be a more appropriate

C ication system

10. th ittee consider that it would be possible to restrict dabigatran
y gve a CHADS,; score = 2 and are contraindicated to or have failed

3. " ubcommittee have any other suggestions as to how dabigatran could
; ro iately targeted given that it is an expensive drug?
&< the' Subcommittee recommend funding both strengths of dabigatran i.e 110mg
50mg?

RA. P !
What is the strength and quality of evidence supporting the supplier's

recommendation for the reduced of 220mg/day be considered in patients with a
potentially higher risk of major bleeding, for e.g. age 275 years, a CHADS, score of
23, moderate renal impairment (CrCL 30-50 mL/min), concomitant treatment with
strong P-gp inhibitors (e.g. amiodarone, quinidine or verapamil), or previous
gastrointestinal bleeding?

12. Would the use of dabigatran create any significant changes in health-sector
expenditure other than for direct treatment costs (e.g. diagnostic testing, nursing costs
or treatment of side-effects)?
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. Approximately how many warfarin INR monitoring tests do you consider would
be done per year for each warfarin patient? Do you consider that INR
monitoring creates additional GP visits (If so approximately how many per
year?) Do you consider that INR monitoring creates additional practice nurse
costs?

13. What effects would the listing of dabigatran in the Pharmaceutical Schedule have on
the current market dynamics for the alternative treatments?

14. Should dabigatran be listed in the Pharmaceutical Schedule?

o Name the decision criteria particularly relevant to a positi
recommendation and explain why each is relevant.

15. If listing is recommended, what priority rating would you give to
medium / high / only if cost-neutral]?

16.

17.

DISCUSSION @
Background Q
Pradaxa (dabigatran etixilat evioy
prevention of venous t isr
recommended that dabi d
Schedule but that it

priority following kRee, ahd hip a
days respective ppendix

application?

swed by PTAC in November 2008 for the
ng orthopaedic surgery. The Committee

etionary Community Supply (DCS) list with a low
surgery for a duration of up to 10 days and 35

(
e, systemic embolism and reduction of vascular mortality in
F). It is not yet registered for this indication in New Zealand or

Boehringe el

(75mg) ji entio

pati ial filrila

an S ntr@ Boehringer expects registration by the end of the year.

bmi %&3 Boehringer is summarised below with the incorporation of some

n from PHARMAC staff.

addition

Disea argeted

A ;ri ation (AF) is a tachyarrhythmia characterised by predominantly uncoordinated
atria[“activation with consequent deterioration of mechanical function. AF may occur as a
result of numerous cardiovascular (e.g. ischaemic heart disease or hypertension) and non-
cardiovascular conditions (e.g. thyrotoxicosis). Different types of AF have been defined
according to the timing and duration of the arrhythmia for e.g paroxysmal, persistent or
permanent. Chronic (permanent or persistent) AF is more likely to be observed in older

patients and those with additional cardiovascular problems.
Patient management, regardless of the pattern of AF, includes strategies of rate or rhythm

control to address the underlying arrhythmia. Stroke prevention with antithrombotic therapy
also forms a key part of management of patients with AF as AF is associated with a
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hypercoagulable state and a predisposition to thrombus formation. AF is associated with an
almost 5-fold increase in stroke rate.

AF is the most common cardiac arrhythmia in clinical practice and as a consequence of the
ageing population is becoming an increasingly important public health burden.

Current Treatments

The risk of stroke for a patient may be estimated based on the presence or absence o
clinical risk factors, including AF. Stroke risk classification schemes group
intermediate and low risk categories. A number of clinical classification
proposed for predicting the risk of stroke in patients with AF. Th
recognised schemes are:

e American College of Cardiology/American Heart Association%e

Cardiology (ACC/AHA/ESC)
o American College of Chest Physicians (ACCP)
e Atrial Fibrillation Investigators (AFI)
e Stroke Prevention in Atrial Fibrillation Investigat
« CHADS, x
o Framingham Heart Study
The Best Practice Guideline developed bézﬁ ew Z o'- uidelines Group (May 2005)
based on the Framingham Study recom hat a ith AF (whether paroxysmal,
persistent or permanent) should lic risk assessed. Warfarin is

th
ate to hi stroke, while aspirin is suggested
S individualised based on the balance of

4
t, adjusted-dose warfarin (six trials, 2900 participants) reduced the

n s
place 0 or n
. Adjusted-dose warfarin was also substantially more efficacious than

risk of “str
antiplatets (12 trials, 12,963 participants) with a relative risk reduction of 39%.

ost fl y used VKA.
ec x nalysis to be published (Hart et al. 2007), when compared with
(o)
nt

o

on
strQke’ prophylaxis in patients with AF, the recommended target INR range is 2.0 to 3.0.

Under-anticoagulation increases the risk of ischaemic stroke while over-anticoagulation can
result in haemorrhage, including intracerebral haemorrhage (ICH). In a study of 74 patients
with AF hospitalised for ischaemic stroke while taking warfarin, the odds of stroke compared
with the risk at an INR of 2.0, doubled at an INR of 1.7, tripled at an INR of 1.5, and
increased 6-fold at an INR of 1.3 (Hylek et al. 1996-attached in Appendix 2). Although the
incidence of ICH is low (typically between 0.1% and 0.6%), there is an increased risk at INRs
>3.5 (adjusted relative odds of 4.6) when compared to INRs 2.0-3.0 (Fang et al. 2004-
attached in Appendix 2).
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A number of factors affect the ability to maintain INRs within the target therapeutic range
(TTR), including:

e Variable responsiveness to VKAs
e Drug-drug and drug-food interactions
¢ The complexity of the dosing regimen, which requires patient education

Intensive monitoring is required for the duration of therapy to ensure that the anticoagulant

effect is maintained within the recommended target therapeutic range. Evidence suggests

that testing more frequently than every 4 weeks may lead to greater time in the therap%‘f&
ith

range. However, even in a well-controlled population monitored at a rsity teac
hospital, where patients had INR tests 23 times a year on average, AE rea@

warfarin were outside the INR target range 32.1% of the time (Jones ‘
Despite the established need for stroke prevention in patients AFRJand clened
guidelines for the use of effective treatments, the picture in-clinical>practicg. is somewhat
e targ utic range
t replicated in

PHARMAC staff note that based on NHI data, thefe s ,000 patients on
warfarin in New Zealand currently for various ‘@ cost of warfarin is

approximately $30-$60 per patient per year ool imates that the total cost of
warfarin monitoring would be approximat er pati year. This assumes that
patients are tested 2-weekly, at a cost qf r test o includes costs of clinician

time.

Aspirin @ @
The antiplatelet agent aspiri i 'ASA) is recommended for patients at low
~te-high risk category who refuse VKAs or for
whom VKAs are contra ed. s ta-analysis, antiplatelet agents (8 trials, 4876

i ients with non-valvular AF by 22% (95% CI 6%-
35%) versus po ef\al. 2007). However, adjusted-dose of warfarin was
found to be »%’ [ acious than antiplatelet agents with a relative risk
reduction of,39% {Kid

Based I staff note that there are approximately 300,000 patients on

ta,
aspjrin)\i % urrently for various indications. The drug cost of aspirin is
o@m ly $ atient per year.

Clopi(s@@ pius aspirin
, staff note that there has been two large randomised trials which investigated the
safety’o

f dual antiplatelet therapy in patients with AF. ACTIVE W compared clopidogrel plus
aspirin to warfarin and ACTIVE A compared clopidogrel plus aspirin to aspirin alone in
patients who were not candidates for anticoagulation with a VKA (see clinical papers in
Appendix 3).

The ACTIVE W trial included 6706 patients who were randomly assigned to combined
therapy with clopidogrel (75 mg/day) and aspirin (75 to 100 mg/day) or to oral
anticoagulation with a vitamin K antagonist (target INR 2.0 to 3.0). The trial was stopped at
an interim analysis after a median follow-up of 1.3 years because warfarin anticoagulation
was associated with a significantly lower annual rate of the primary end point (3.9 versus 5.6
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percent, relative risk 0.69, 95% CI 0.57-0.85). Although the overall rate of bleeding was
significantly increased in the dual antiplatelet group (15.4 versus 13.2 percent per year),
there was no significant difference in major bleeding (2.4 versus 2.2 percent per year).

The ACTIVE A trial included 7554 patients with AF who were not candidates for
anticoagulation and were randomly assigned to combined therapy with clopidogrel (75
mg/day) and aspirin (75 to 100 mg/day) or to aspirin alone at the same dose. The reasons
that patients were not considered candidates for anticoagulation included the physician's
judgment that such treatment was inappropriate (50%), a specific risk for bleeding (23%),
and strong patient preference (26%). The primary end point, as in ACTIVE W, was the fir
occurrence of stroke, systemic (non-central nervous system) embolisatign,”MI, or vas&
death. < g? 3

)
After a median follow-up period of 3.6 years, patients trea clo s
aspirin had a significantly lower annual rate of the primary combi

7.6%, RR 0.89, 95% Cl 0.81-0.98; p=0.01), which was primafily

stroke (2.4% versus 3.3%, RR 0.72, 95% CIl 0.62-0.83; p 1). On theethex hand, dual
antiplatelet therapy was associated with a significant i the—iQeidencte of major
-R92

bleeding (2.0% versus 1.3% per year, RR 1.57, 95% ;

Dabigatran &

Dabigatran etexilate is a small molecule ¢ i cd to the active principle,
dabigatran, by esterase-catalysed hy ~ @ and liver. Dabigatran is a
competitive, reversible, direct thrombin inkibitor. Si in is a plasma serine protease

The maximum plasma conc

administration, indicating
the Cmax, plasma conc i
by a rapid distributi 7d

within 4 to 6 hour

bigatran is attained within 2 hours after
version to the active drug. After reaching
ran show a biexponential decline characterised
concentrations fall to <30% of the peak level
ed by a prolonged elimination phase with a mean

The recommended daily dosage is 300 mg, given orally as 150 mg twice daily. Therapy
should be continued life-long. For patients with a potentially higher risk of major bleeding,
e.g. age 275 years, a CHADS, score of 23, moderate renal impairment (CrCL 30-50
mL/min), concomitant treatment with strong P-gp inhibitors (e.g. amiodarone, quinidine or
verapamil), or previous gastrointestinal bleeding, a reduced daily dose of 220 mg, given as
110 mg twice daily, may be considered.

Clinical data
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The available clinical evidence supporting the inclusion of dabigatran etexilate on the New
Zealand Pharmaceutical Schedule for prevention of stroke or systemic embolism and
reduction of vascular mortality in patients with atrial fibrillation is derived from two studies —
the short-term PETRO (Prevention of Embolic and Thrombotic Events in Patients with
Persistent AF) study, which was a pilot study designed to identify a safe dosage of
dabigatran etexilate in patients with AF (Ezekowitz et al. 2007); and the much larger, long-
term RE-LY (Randomized Evaluation of Long-term Anticoagulant Therapy) study which was
designed to compare the efficacy of two fixed doses of dabigatran etexilate with dose-
adjusted warfarin in patients with AF over a period of 2 years (Connolly et al. 2009).

The primary outcome of the short-term, pilot study (Ezekowitz et al.
conducted in 502 patients with AF at high risk of thrombolembolic even

twice daily combined with either no asplrln or 81 mg or 325 mg a
study established a dose-response for bleeding and an upper
dabigatran etexilate twice daily (plus aspirin), based on the frequeney,
significant bleeding events. As the duration of the trial was 2 week frequency
of thromboembolic events in the study population was Ig jons were able
to be reached

The pivotal RE-LY (Randomized Evaluation o % Therapy) study was
a large, multicentre, prospective, randomlsed t o} efficacy and safety of
two fixed dosages of dabigatran etexﬂate ice.d 150 mg twice daily) with
open-label adjusted-dose warfarin ther perio ears in a total of 18,113 AF
patients at risk of stroke (Connolly et ah lled in the study had a mean

age of 71.5 years and a dlagn05|s pers al or permanent AF with at least

one of the following characteristi - ious s IA; left ventricular ejection fraction
(LVEF) <40%; New York Hea ’ on ass Il or higher heart failure symptoms
within 6 months of screenm, 3 ears or age 65 to 74 years plus diabetes
mellitus, hypertension or rter

LUtcame w r systemic embolism, while the primary safety
outcome was major b dir ry outcomes included stroke (ischaemic/unspecified,
haemorrhagic, Rgncdisd disablihg/fatal), myocardial infarction, pulmonary embolism,
TIA, hosplt isation,v2 h. The net clinical benefit of the treatments was defined as a
composit , systemi olism, pulmonary embolism, myocardial infarction, death,
or maj . W ry analysis was designed to test whether either dose of
dab il gn-inferior to warfarin, as evaluated with Cox-proportional-hazards

afterf (no riority of the dabigatran etexilate had been established, all

ent ere determined by two-tailed tests of superiority.

subs % i -
The re E-LY study showed that for:

C Q r systemic embolism (primary outcome of the study)

dosages of dabigatran etexilate were non-inferior to warfarin (p < 0.001).
|onaIIy, the 150 mg bid dosage was statistically significantly superior to warfarin in
reducing the rate of stroke or systemic embolism (relative risk 0.66; 95% CI 0.53 — 0.82;
p < 0.001) with an absolute risk reduction (ARR) of 0.58% and number needed to treat
(NNT) of 172.

e Major bleeding events (primary safety outcome)
They were lower with both dosages of dabigatran etexilate than with dose-adjusted
warfarin. The difference versus warfarin was statistically significant for the 110 mg bid
dosage (2.71% vs. 3.36% per year; relative risk 0.80; 95% CI 0.69 — 0.93; p = 0.003;
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ARR of 0.65%; NNT = 154). With the 150 mg bid dosage, the rate of major bleeding
events was marginally lower than with warfarin (3.11% vs. 3.36% per year; relative risk
0.93; 95% CI 0.81 — 1.07; p = 0.31; ARR of 0.25%; NNT = 400). However, the rate of
gastrointestinal bleeding (which was a subcategory of major bleeding) was significantly
higher with dabigatran at the 150-mg dose than with warfarin (1.51% vs. 1.02% per year;
relative risk 1.50; 95% CI 1.10-1.89; p<0.001; ARR of 0.49%; NNT = 204).

e Intracranial haemorrhage
This was significantly lower with both dosages of dabigatran etexilate than with warfarin
(110 mg bid dosage: 0.23% vs. 0.74% per year; relative risk 0.31; 95% CI 0.20 — 0.47;
< 0.001; ARR of 0.51%; NNT = 196; -150 mg bid dosage: 0.30% vs. 0,74% per year,

relative risk 0.40; 95% CI1 0.27 — 0.60; p < 0.001; ARR 0of 0.44%; N @
e Haemorrhagic stroke

Although low, there were about one-third of those with adj i both
dosages of dabigatran etexilate. The rate of haemo a in was
0.38% per year, while with dabigatran etexilate 11Q oid it was<012% per year
(relative risk 0.31; 95% CI 0.17 — 0.56; p < 0.001; ARR 26 %7 NN 85), and with
dabigatran etexilate 150 mg bid it was 0.10% per yéa ive r ;95% Cl1 0.14 —
0.49; p < 0.001; ARR of 0.28%; NNT = 357). i \ neing as intracranial
haemorrhage is considered the most devas Qf warfarin

RR of 0.28%; NNT = 357) for

i w
98; Z
fro @ I or any cause
%@ ate dosages than with adjusted-dose
a

rin reached statistical significance with the 110
4% vs. 20.8% per year; relative risk 0.92; 95% CI
oyNNT = 71) and with the 150 mg bid dosage for
vs. 2.69% per year; relative risk 0.85; 95% CI 0.72

warfarin (relative risk 0.76; 95% CI 0
this endpoint.

‘I 6
both dosages of dabigatran etexilate in comparison with dose-
%2% per year in the 110 mg group (relative risk, 1.35; 95% CI, 0.98

m ted to better protection against coronary ischaemic events by warfarin.

.net clinical benefit outcome (a composite measure of stroke, systemic embolism,
prtfonary embolism, myocardial infarction, death or major bleeding)
This was better with both dosages of dabigatran etexilate in comparison with dose-
adjusted warfarin, though the difference versus warfarin was statistically significant only
for the 150 mg bid dosage of dabigatran etexilate. The rates of this combined outcome
measure were 7.64% per year with warfarin as compared with 7.09% per year with
dabigatran etexilate 110 mg bid (relative risk 0.92; 95% CI 0.84 — 1.02; p = 0.10; ARR of
0.55%; NNT = 182), and 6.91% per year with dabigatran etexilate 150 mg bid (relative
risk 0.91; 95% C1 0.82 — 1.00; p = 0.04; ARR of 0.73%; NNT = 137).
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Unlike an earlier direct thrombin inhibitor, ximelagatran, which was found to be hepatotoxic
and has now been withdrawn, there was no evidence of hepatotoxicity from the serial
measurements of liver function undertaken in patients receiving dabigatran etexilate in the
RE-LY study. The only adverse effect that was significantly more common with dabigatran
etexilate was dyspepsia, which occurred in 11.8% and 11.3% of patients in the 110 mg bid
and 150 mg bid dosage groups, respectively, as compared with 5.8% of patients in the
adjusted-dose warfarin group (p < 0.001 for the comparison of either dose of dabigatran
etexilate with warfarin).

The increased incidence of dyspeptic symptoms with both dosages of d atran etex@
and the mcreased risk of gastrointestinal bleedlng with the 150 mg bid com on

a low pH is required to enhance absorptlon of the drug from th
capsules contain dabigatran etexilate-coated pellets with a tartayi

Other Future Products
PHARMAC staff note that there are other oral a
development including apixaban, rivaroxaban, edoxa trlxa

Patient numbers

>

<\/<<'
JiEEEEEEEEEEEunn-

LT

“

A403026 — qgA20910 9



. Based on the supplier’s
tient numbers with various assumptions as detailed in the section above, the
i in year one rising to by year

f treatment with warfarin and aspirin are aii)roximately $30 and $5,

In calculating the net drug cost to the Pharmaceutical Schedule, PHARMAC staff assumed
that out of the patients who would be treated with dabigatran, 80% would have otherwise
been on aspirin and 20% on warfarin. This is based on the supplier's assumption that
dabigatran would be restricted to second-line therapy after warfarin. Due to the low costs of
the current available alternatives; warfarin and aspirin, this proposal is estimated to be a cost
of (5 years NPV, 8% discount rate) to DHBs even after taking into account the costs of
wartarin monitoring.
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However, PHARMAC staff note that cost-offsets like reduced hospitalisations through the
reduction in ischaemic events have not been taken into account at this stage. We also note
that although the supplier has recommended that dabigatran could be restricted to certain
patient groups as second-line therapy after warfarin, the restriction would be difficult to
enforce, possibly resulting in a high slippage rate.

International Prices

Country Source  Strength Pack Local Price Exchange ate Prlce
Size ($N
Proposal 110mg 60 E ;\/
150mg 60
United Kingdom* BNF 110mg 60 £1 12.00 @
Australia* PBS 110mg 60 $190. 7 /) . 239.29

Note: The 150mg strength capsule is not registered or funded in Yat the time of

writing hence comparisons cannot be provided.

N e
International Economic Analysis and Recom @

No international economic evaluations wer; ro the, Stettish Medicines Consortium
(SMC), National Institute for Health and I| ceIIe % CE), the Canadian Agency for
Drugs and Technologies in Health : RRarmaceutical Benefits Advisory

Committee (PBAC) of Australia f ~ in the prevention of stroke and
systemic embolism in people wi |br|IIat|o is likely to be due to it not yet being

c‘: 3 :-effectiveness of dabigatran etexilate within

stroke and systemic embolism in people with
ts will be published around June 2011.

NICE is currently appraisi
its licensed indication.fot
atrial fibrillation. NIC ‘"

rt

The Canadian or Drugs Technologies in Health (CADTH) has published a

health techpqlog (o] SSI the new anticoagulants dabigatran and rivaroxaban for
the prev %ﬁrok s with atrial fibrillation (Attached in Appendix 4 - ,note this
| cast

% s). Although neither drug is approved for this indication in

Ca Y logy assessment (HTA) concludes: patients with excellent INR
co arfarin not benefit from a change in therapy, but vitamin K antagonist
alternatives a role when warfarin is not an option or when the INR cannot be

stabilised

Cost i ess

Ati ity analysis (CUA) was received from Boehringer Ingelheim NZ Itd. PHARMAC

stafi_have undertaken a rapid review of the supplier CUA (Attached in Appendix 5). This
assessment first reviews and critiques the supplier CUA, and then makes several
amendments to the analysis. Please note that this an initial cost-effectiveness review and
further evaluation will be undertaken following advice from the Cardiovascular Subcommittee
and PTAC.

The economic evaluation estimates the cost-effectiveness ofm
_ ith AF and high or very high risk of ischa

w emic stroke using dabigatran,
warfarin, aspirin and having no treatment.
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e cost per result varied from according
o the different options (from 1-32). The sensitivity analysis conducted by the supplier
provided a range of cost per QALY result from *

In addition to determining a cost per QALY based on a weighted average for all the
treatments, it is useful to compare dabigatran to each comparator treatment separately.
Using the supplier assumptions and its Markov model this results in the following:

/2
Incremental | Incremental Cost per
Pharmaceutical Cost QALY QALY Interpretation §>
dabi is
I an.wa
Dabigatran vs. warfarin -0.017 B | terefcle ishot co%’t\%\e\/ﬁet\
Dabigatran vs. Aspirin 0.23 - NV

Dabigatran vs. No Treatment 0.57

The results show that when dabigatran was it
model shows that when an individua co@ m%
The results show that when dabigatran ompare n, the cost per QALY result is

approximately R S at it is unlikely that only warfarin
tran an e result would be a lot higher if a
: instead of warfarin. In addition, it is

intolerant patients would acces
pmpared to aspirin has been assessed

. I'herefore, the
abigatran vs. warfarin,

significant portion of patient
uncertain whether the effi
correctly.

PHARMAC staff con R{g prat i ' evidence has been presented to draw any firm
conclusions ab he "Cost-effecti ss of dabigatran compared to either warfarin or

aspirin. Furthe tion will bexundertaken following advice from the Cardiovascular

Subcommittee andh\ETAC. V
@@y%@
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Appendices

Appendix 1: PTAC minutes (November 2008) on dabigatran for VTE prophylaxis post
orthopaedic surgery.

Appendix 2: Hylek et al 1996 and Fang et al 2004
Appendix 3: Active-A and Active-W clinical papers.
Appendix 4: CADTH assessment of dabigatran for AF.

Appendix 5: Review of Supplier Economic Analysis. Dabigatran Etexilat Pre ion
of Stroke, Systemic Embolism and Reduction of Vascular Mortality s with( Atral
Fibrillation. September 2010.

Supplier'’s submission provided separately. @ @

P

Sy
©@§
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Decision Criteria
1. The health needs of all eligible people within New Zealand;
2. The particular health needs of Maori and Pacific peoples;

3. The availability and suitability of existing medicines, therapeutic medical devices and
related products and related things;

The clinical benefits and risks of pharmaceuticals;

The cost-effectiveness of meeting health needs by funding pharmaceuticals rathe
than using other publicly funded health and disability support services;

6. The budgetary impact (in terms of the pharmaceutical budget an ver| t's
overall health budget) of any changes to the Pharmaceutical Sch @

7.

8.

The direct cost to health service users;

The Government’s priorities for health funding, as set out'in objegtives ;;ified by
the Crown to PHARMAC, or in PHARMAC's Funding@en , 0 ere; and

9.  Such other criteria as PHARMAC thinks fit. % @

S

PRIORITIES FOR HEALTH FUNDING

The New Zealand Health Strategy 200
the following 13 key population h

Reduce smoking;

1
2 Improve nutrition;
3

4.

5

6 § cohol and illicit and other drug use to both individuals and

% 3 i y
- th@ @ and impact of cancer;

nce and impact of cardiovascular disease;

Re cidence and impact of diabetes;
10. ral health;
1 e violence in interpersonal relationships, families, schools and communities;
1 prove the health status of people with severe mental iliness; and

13. Ensure access to appropriate child health care services including well child and family
health care and immunisation.
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CHECKLIST FOR CARDIOVASCULAR SUBCOMMITTEE OF PTAC
PAPERS

Paper: Dabigatran for Atrial Fibrillation
Date of Meeting: 7 October 2010

All relevant information from the following sources has been included in the paper or is
attached:

/ Supplier @ &
O Clinicians @

0 PHARMAC-initiated literature searches

O PTAC requests for information %

O Other @
Principal Author: _ @ g;@
Other Authors:

. oF
D&
@@ A\

)
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