PCN148 Bellone M1, Zaniolo O', Martinelli E2, Marcelli G2, Orfanos P3, Pradelli L Adl :eS

COST-UTILITY OF ENTRECTINIB VERSUS CRIZOTINIB IN ROS1+ NSCLC PAIENTS:
AN AUC MODEL ADAPTED TO ITALIAN CLINICAL PRACTICE

'AdRes HE, Turin, Italy 2 Roche S.p.A., Monza, Italy 3F. Hoffmann La Roche, Basel, Switzerland

Objective

¢ Befter understanding of oncogenic signaling processes and subsequent therapy targeting specific alterations represent the real frontline of cancer treatment.

¢ Lung cancer has one of the highest rates of genetic aberrations in cancer and these aberrations have led to molecularly distinct diseases. The frequency of ROS1 rearrangements in
Non Small Cell Lung Cancer (NSCLC) patients is estimated at 1-3% (1), approximately 5-fold lower than ALK rearrangements.

¢ Entrectinib is a new potent inhibitor of the tyrosine kinases (TKI) encoded by the gene ROST (2,3).

¢ An international Area Under the Curve (AUC) model — or partitioned survival model — has been adapted to Italian clinical practice in order to estimate entrectinibb cost-utility in the
treatment of ROS1+ NSCLC, with respect to crizoftinib, currently TKI approved in Italy for ROS1+ rearrangements.

¢ A partitioned survival model with weekly cycles is used to model clinical outcomes and costs over the lifetime of Italian patients with ROS1+ NSCLC freated with entrectinilo or crizotinib.
¢ Health states are based on partitioning NSCLC patient overall survival (OS) into progression-free survival (PFS) and post-progression (PPS) (fig 1).

¢ Main clinical drivers are PFS and OS curves, estimated by parametric extrapolation with exponential function — selection was based on goodness-of-fit, assessed statistically and
visually — to observed data from the pooled entrectinib trials; given the lack of head-to-head studies, a Matched Adjusted Indirect Comparison (MAIC) has been carried out to
estimate hazard ratios of entrectinib vs. crizotinib.

¢ Utilities are generated from the STARTRK-2 EQSD-3L questionnaire data (3) valued with Italian tariffs (4).

¢ Considered costs are for mutation test (mandatory to start TKls), oral drug acquisition, adverse events management, and supportive care; unit costs are based on national literature
data and current tariffs, from NHS perspective (5-92). Drugs are costed based on protocol/label planned dose, observed length of treatment and parity price assumption (Tab 1).

¢ Costs, updated to 2018 Euro, and health gains occurring after the first year are discounted at an annual 3.5% rate (10). A half cycle correction is applied.
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Results

¢ Lifetime model results estimated Table 2 Summary of results - Values are discounted. Costs arein €. Table 3 ICER and ICUR
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