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« For first-line treatment of human immunodeficiency virus (HIV), February 2013 US Department of Health and Human Services (DHHS) treatment guidelines Base Case
recommend efavirenz/emtricitabine/tenofovir (EFV/FTC/TDF) as a preferred antiretroviral regimen and elvitegravir/cobicistat/emtricitabine/tenofovir
(EVG/cobi/FTC/TDF) as an alternative antiretroviral regimen.’ « Compared to EFV/FTC/TDF, EVG/cobi/FTC/TDF’s lifetime costs were higher by $6,886, with an ICER of $166,287/QALY.
« EFV/FTC/TDF is a once-daily single tablet combining three antiretroviral medications: the non-nucleoside reverse transcriptase inhibitor EFV « EVG/cobi/FTC/TDF’s life expectancy and quality-adjusted life expectancy were higher than those of EFV/FTC/TDF by 0.0188 years and by 0.0414 QALY,
and the nucleoside reverse transcriptase inhibitors FTC and TDF. respectively.
« EVG/cobi/FTC/TDF is a once-daily single tablet regimen combining four antiretroviral medications: the integrase inhibitor EVG, the - First-line costs were higher for patients on EVG/cobi/FTC/TDF ($53,628) than for those on EFV/FTC/TDF ($28,486).

pharmacokinetic enhancer “cobi” and the nucleoside reverse transcriptase inhibitors FTC and TDF. . _ o _ .
« For both strategies, most costs were accrued for patients receiving NST or for patients with AIDS.

« While EVG/cobi/FTC/TDF and EFV/FTC/TDF were found to have similar clinical efficacy in a Phase Il clinical trial,? each of these regimens has its own

advantages; it is currently unclear how the comparative benefits and risks of these two regimens impact clinical, quality of life, and economic outcomes in HIV Cost Survival (years) QALY CER (QALY)
patients. Lifetime A Lifetime A Lifetime A ICER (LY)
Objective EFV/FTC/TDF $726,728 16.8436 14.9565
EVG/cobi/FTC/T
_ o _ _ _ _ _ _ L _ $733,615 $6,886 16.8625 0.0188 14.9979 0.0414 $365,750 $166,287
This study assessed the clinical and economic trade-offs involved in using EVG/cobi/FTC/TDF compared with EFV/FTC/TDF in first-line ART in US adults by DF
evaluating the incremental costs, life years (LY's), quality-adjusted life years (QALYs), and incremental cost-effectiveness ratios (ICERs) of EVG/cobi/FTC/TDF ICER, incremental cost-effectiveness ratio; LY, life year; QALY, quality-adjusted life year.
compared to EFV/FTC/TDF. . _ _
Incorporating 3% annual discount rate for cost, LY, and QALY outcomes. All values are per person and rounded.
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1st Line AE, adverse event; AKI, acute kidney injury; tx, therapy. IC, incremental costs; ICER, incremental cost-effectiveness ratio; IE, incremental effectiveness; QALY, quality-adjusted life year..
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® Gamma distributions for all cost parameters were used in probabilistic sensitivity analyss. Gl TOITDE 63 (140.426) S EVG/cobi/FTC/TDF, suggesting that our base case results may have overestimated EVG/cobi/FTC/TDF’s benefit.
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‘ _ _ o o _ o _ - _ b o - : I e : 1. Panel on Antiretroviral Guidelines for Adults and Adolescents, Department of Health and Human Services 2013; 2. Sax, Lancet 2012; 3. PriceRx, Wolters Kluwer Health 2012; 4. Physicians’ Fee & Coding Guide, MAG Mutual Healthcare Solutions 2012; 5. Candrilli, Clin Lymphoma
Cost included baseline monitoring components, consisting of a 10-minute physician office mg, milligrams; CNS, central nervous system Beta distributions were used for all clinical parameters in the probabilistic sensitivity analysis,
visit, 1 blood draw, 1 chemistry panel, 1 complete blood count; 1 CD4 count; 1 viral load . o N | o . | except where otherwise noted. Myeloma 2008; 6. Berger, Am J Manag Care 2009; 7. Simpson, HIV Clin Trials 2004; 8. Roskell, XV International AIDS Conference 2006; 9. Expert opinion; 10. Sullivan, Med Decis Making 2006; 11. NCHS (National Center for Health Statistics), Center for Disease Control (CDC) 2012;
(ultrasensitive quantification). Beta distributions used for all utility parameters in probabilistic sensitivity analysis. ¢ Excess mortality in addition to all-cause.
9 Cost included baseline patient monitoring plus a 15-minute physician office visit, 1 blood b Disutility is applied in the cycle in which the acute episode oceurs. d Average annual mortality by race weighted using EVG/cobi/FTC/TDF population distribution. 12. Center for Disease Control (CDC), HIV Surviellance Report 2012; 13. Wyatt, AIDS 2006; 14. Choi, Kidney Int 2007; 15. Gulick, N Eng J Med 2008 16. Baker, AIDS 2008; 17. Gilead Sciences Inc., Antiviral Drugs Advisory Committee Meeting Briefing Document 2012; 18. Rockstroh, Clin

draw, 1 viral load assessment. e < 3 : : . ) . _ ) _ , _ )
° Disutility is applied during cycle of initial diagnosis and all subsequent cycles. CD4 count <200 cellss/mm” among all patients with AIDS. Infect Dis 2011; 19. Banhegyi, Curr HIV Res 2012; 20. Johnson, AIDS 2006; 21. Anderson, Curr HIV Res 2012; 22. Hodder AIDS Res Hum Retroviruses 2012; 23. Clotet, Lancet 2007; 24. Johnson, AIDS 2005.

" Cost included baseline patient monitoring plus a 25-minute physician office visit, 1 blood " Values varied over time.

draw, 1 viral load assessment. 9 Uniform distributions were used in the probabilistic sensitivity analysis. Research supported by BriStOI'Mye rs Squibb Inc
, .

'Cost included a 15-minute physician office visit.



