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Cost-Effectiveness of Cabotegravir (CAB) + Rilpivirine (RPV) Long-

Acting (LA) in People Living with HIV (PLHIV) in Austria    

A previously published Markov-cohort-state-transition model

including a separate viral transmission model [4] was adapted to

the Austrian healthcare setting (Table 1). A utility advantage of 0.02

was applied for LA treatment based on a post-hoc analysis of

health-related quality of life (HRQoL) data from ATLAS and FLAIR.

A reduction in adherence rate of 25.6% was assumed for SoC [5].

Parameters were explored in probabilistic and one-way

deterministic sensitivity analyses (PSA & DSA).

Methods
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● Cabotegravir + rilpivirine long-acting (CAB + RPV LA), administered by intramuscular 

injection every 2 months (Q2M) is the first complete LA regimen for HIV maintenance 

treatment

● CAB + RPV LA Q2M is non-inferior to daily oral ART regarding efficacy and tolerability and 

levels of treatment satisfaction are high [1].

● CAB + RPV LA Q2M was demonstrated to generate improved health state utility; elicited 

through a post-hoc analysis of HRQoL data from ATLAS and FLAIR studies [2].

● Current antiretroviral therapy (ART) for people with HIV administered on a daily oral basis remains 

challenging for some. 

● In the base case CUA, CAB + RPV LA Q2M was the dominant (less costly, more effective) treatment 

versus SoC. Results were robust to sensitivity analyses.

● CAB+RPV LA Q2M is associated with improvement in QALYs, and lower overall costs compared with SoC 

and thus could generate savings in the Austrian healthcare system.
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Conclusion

Model description

• The model includes the health states HIV progression (viral load

[VL]), CD4 cell count and death (Figure 1).

• PLHIV are at risk of developing AIDS-defining events (ADEs) and

treatment-related adverse events (AEs) (Figure 1).

• The CEM contained a maximum of four ART lines (Figure 1).

Figure 1: Model design

Source: HEOR Ltd. 2021

Table 1: Further relevant aspects of the methods

Source: developed by IPF

Clinical Data

• Results of an anchored Bucher’s frequentist adjusted indirect

treatment comparison (ITC) including pooled ATLAS + FLAIR

and ATLAS-2M, comparing CAB+RPV LA with SoC, was used

[6].

Resource use and costs

• For all drugs included in table 1, the reimbursement prices were

taken from the official Austrian classified index of goods [7].

• Cost parameters: administration & outpatient [8], inpatient & end-

of-life (EoL) [9] & AE costs [7, 8, 9].

Costs

Figure 2 depicts the total costs (€) of CAB+RPV LA Q2M and SoC

subcategorized according to each cost component. The

comparison of CAB+RPV LA Q2M and SoC reveals cost savings

for CAB+RPV LA Q2M regarding the cost components “costs of 4L

ARTs”, “EoL costs” and “additional costs for disease transmission

(DTx)”. Whereas all other cost parameters are associated with

higher costs for CAB+RPV LA Q2M compared with SoC.

Average lifetime cost per patient in the CAB+RPV LA Q2M group

was 285,881€ whilst for those receiving SoC was 295,706€.

Prescribing CAB+RPV LA Q2M was associated with 9,825€ cost

saving. CAB+RPV LA Q2M generated 13.08 QALYs versus 12.60

QALYs for SoC. Thus, in the base case analysis, CAB+RPV LA

Q2M was the dominant treatment (Table 3).

Figure 2: Cost components of CAB LA+RPV LA Q2M and SoC 

Source: developed by IPF

Current antiretroviral therapy (ART) has improved health outcomes

for people living with HIV (PLHIV) but requires daily oral

administration, making adherence to treatment a challenge for

some patients. In this regard, Akinwunmi et al. (2021) [3] reported

that 65.8% of PLHIV were interested in trying long-acting (LA)

therapy and that the majority of patients with unmet need (about

80%-90%) felt that LA therapy would help with the various

challenges associated with taking oral ART daily. Vocabria

(cabotegravir LA, CAB LA) in combination with Rekambys

(rilpivirine LA, RPV LA) (CAB+RPV LA), administered by a

healthcare professional via intramuscular (IM) injection every 2

months (Q2M), is the first complete LA regimen for the

maintenance treatment of HIV.

Table 3: CEM and CUA results after DTx

Source: IPF calculations

Cost-effectiveness results 

CAB+RPV LA Q2M is associated with improvement in QALYs, and lower

overall costs compared with SoC and thus could generate savings in the

Austrian healthcare system.

Table 2: Effectiveness of prescribing CAB+RPV LA Q2M  

Source: IPF calculations

• patients remaining on CAB+RPV LA for longer, and

• a lower number of HIV transmissions associated with CAB+RPV LA

Q2M (Table 2). Subsequently, the QALY loss due to the onward

transmission of HIV is also lower compared with SoC.

Furthermore, PLHIV receiving CAB+RPV LA we demonstrated to

remain virological suppressed for longer and spent less time

virologically unsuppressed, “VL ≥ 50 copies/ml” (Table 2 & Figure 3).

Effectiveness of CAB+RPV LA Q2M  

Sensitivity analyses
PSA and one-way DSA were carried out to examine the robustness of

the model. The Monte-Carlo PSA results of 500 second-order

simulations plotting incremental costs versus incremental QALYs (Figure

5).

The acceptability curve revealed that in case of a willingness to pay of

about 23,000€ (acc. £20,000 NICE threshold) CAB+RPV LA Q2M was a

cost-effective strategy versus SoC in around 75% of the simulations.

The tornado diagram of the DSA illustrates the effect of variations of

CAB LA+RPV LA Q2M versus SoC on base case results. Figure 6

depicts the range of possible ICERs. The highest impact comes from the

variations of “model adherence”, “adherence to first line ART-treatment

arm“ and “adherence to first line ART-control arm”.

Source: IPF calculations

Source: IPF calculations

Figure 5: Scatterplott, CAB+RPV LA Q2M versus SoC   

Figure 6: Tornado diagram, CAB+RPV LA Q2M versus SoC 

Lower inputs results Upper inputs results

Figure 3: Mean time in health state (years) of VL 

Source: developed by IPF

Figure 4: Mean time in health state (years) of CD4 cell count

Source: developed by IPF

ART 1: first line ART of the CEM

Strengths & Limitations
A strength of the CEM is the detailed view onto viral DTx by using a

separate viral DTx model.

A limitation is that the model does not capture potential utility

improvements associated with the various advantages of CAB+RPV LA

Q2M, such as freedom from concerns related to daily oral ART.

A further limitation is that the reduction in adherence rate for SoC is

based on a publication from 2011 [5]. However, this publication was

submitted and approved by NICE (National Institute for Health and Care

Excellence) [1].

Since this CEM was conducted in 2021, the reimbursement price for the

intervention is now lower. Therefore, the results are anticipated to be

even more favorable than what is presented here.
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PLHIV treated with CAB+RPV LA Q2M lasted longer in the health state

“CD4: > 500” compared with SoC (Figure 4). CD4 cells are associated

with the functioning of the immune system regarding the body´s self

defenses. The fewer CD4 cells, the more susceptible the body is to

certain infections. If there are fewer than 200 CD4 cells, there is a high

risk of developing ADEs.

DTx: disease transmission

Table 2 summarises how the improvement in adherence and utility

associated with the administration of CAB+RPV LA Q2M has an

impact on clinically relevant outcomes; through:

The following figure 3 depicts the mean time period spent in years in

the different VL defined health states for CAB+RPV LA Q2M versus

SoC.

DOMINANT: more effective and less costly

The objective of this analysis was to evaluate the cost-effectiveness

of CAB+RPV LA Q2M, prescribed in line with its licence, compared

with standard of care (SoC) in Austria.

Objective

Figure 5: Scatterplott, CAB+RPV LA Q2M versus SoC 


