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INTRODUCTION
▶ Breast cancer is the most common cancer worldwide that continues to have a large impact in global burden in terms of morbidity and healthcare resource utilization.1

▶ Greater than 70% of breast cancers are estrogen receptor-positive (ER+), human epidermal growth factor receptor 2-negative (HER2-), for which endocrine therapy forms the backbone of therapy.2

▶ Current treatment guidelines recommend exhausting all endocrine therapy options for ER+, HER2- breast cancers prior to transitioning to chemotherapy-based options in the metastatic setting.3,4

▶ ESR1 mutations represent a type of acquired resistance in up to 40% of patients that predominantly occurs after endocrine therapy, particularly aromatase inhibitors, reducing the efficacy of available regimens.5-9

▶ Elacestrant is a next-generation oral selective estrogen receptor degrader (SERD) for which efficacy and safety were demonstrated in the EMERALD phase III trial.10

  ‒ Elacestrant was associated with significantly prolonged progression-free survival (PFS) and a manageable safety profile for elacestrant versus SOC endocrine therapy in patients with ER+, HER2-, ESR1-mutated metastatic breast cancer 
 following progression on prior endocrine and CDK4/6 inhibitor therapy.

  ‒ Patients with at least 12 months of prior CDK4/6 inhibitor therapy experienced a median PFS of 8.6 months with elacestrant versus 1.9 months with SOC endocrine therapy, with an absolute difference of 6.7 months.11

▶ Elacestrant is the first treatment specifically for patients with ER+, HER2- advanced or metastatic breast cancer tumors that harbor ESR1 mutations who may benefit that is tailored with a manageable safety profile. 
▶ Understanding the resource implications of elacestrant as a novel treatment strategy is essential for healthcare decision-makers, providers, and patients alike.

OBJECTIVE
▶ To estimate the clinical and healthcare resource utilization (HRU) events avoided by treating patients with elacestrant vs the current SOC in a cohort of patients with ER+, HER2-, ESR1-mutated ABC/MBC.

METHODS

▶ A decision analytic model estimated the clinical events and HRU offsets resulting from treating 
patients with elacestrant over a 3-year time horizon. 

▶ The analysis took a community oncology facility-level perspective and estimated the average 
number of patients with ER+, HER2-, ESR1-mutated ABC/MBC with disease progression 
following at least one line of endocrine therapy treated at a facility each year. 

▶ The model analyzed a scenario in which the current treatment mix of eligible patients fully 
converted to elacestrant. 

▶ Median duration, PFS, and OS for each treatment were based on clinical trial data.
○ Second-line specific OS/PFS was utilized in the analysis when available.12-19

▶ Grade ≥ 3 adverse events (AE) were included if the reported incidence was at least 5% in any one 
of the treatment arms included in the analysis. 
○ The model assumed that any grade ≥ 3 adverse events required a hospitalization.

▶ The length of stay associated with each AE was based on data obtained from the Healthcare Cost 
and Utilization Project.20

▶ Healthcare resource utilization data were stratified by progression status.
▶ Progression-free healthcare resource utilization (HRU) counts were based on second line utilization 

while post-progression HRU values were derived from the third line values reported in the literature.21,22

▶ Work and activity impairment were included in the model to estimate the societal impact of MBC on 
the patient.
○ Data ranging from 32%-54% and 37%-49% for work and activity impairments, respectively, were based on a sample of 

adults with HR+/HER2- breast cancer and were stratified by treatment.29

▶ According to a report from the Institute for Women’s Policy Research, women spend 4.4 hours per day 
on unpaid household and care work, while men spend 3.5 hours per day.30

▶ Impaired work hours was estimated by multiplying the percent of employed patients31 by the percent 
of work that was impaired by a 40-hour work week.

▶ Impaired activity hours was estimated by multiplying the number of hours of unpaid household and 
care work by the percent of activity impairment for each treatment.
Work impairment was defined as the sum of the proportion of work time missed and proportion of impaired work time in the past 7 days. Activity impairment was defined as the degree regular activity was 
impaired in the past 7 days.29

Indirect Measures

RESULTS 
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CONCLUSION
▶ This decision analytic model demonstrated that treating patients 

with elacestrant resulted in a meaningful reduction in the number 
of clinical and healthcare resource utilization events.

▶ At a societal level, patients were able to reduce the number of 
hours missed at work and improve their day-to-day activities.

▶ Reducing healthcare resource utilization and other events may 
improve clinical outcomes as well as capacity challenges that 
clinics may face when treating patients with breast cancer.

▶ This model focused on the number of events avoided due to 
treating patients with elacestrant. Future studies that evaluate the 
financial impact on the healthcare system should be explored.

LIMITATIONS & ASSUMPTIONS
Limitations
▶ The model analyzed a relatively small patient population.
▶ The model analyzed a scenario where patients using the current treat-

ment mix converted to elacestrant. This is likely to differ from real-world 
practice in which not all patients may switch to elacestrant.

▶ Not all OS and PFS data were reported out to 3 years, therefore, a 
treatment’s relative decline that was observed was used to extrapolate 
the remaining time points which may lead to over- or underestimations 
in OS & PFS.

▶ The analysis is based on population-level data from the clinical trial and 
published literature which may not be fully representative of real-world 
outcomes. Individual patient outcomes are likely to vary.

Assumptions
▶ Healthcare resource utilization data obtained from the literature 

were not always specific to the postmenopausal population in 
which the data were assumed to be applicable to the eligible 
population

▶ The healthcare resource utilization, work productivity loss, and 
activity impairment inputs for elacestrant were assumed to be 
the same as endocrine therapy.

▶ Data for the male population were assumed the same as 
women when unavailable.
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ER = estrogen receptor; ESR1 = estrogen receptor 1 gene; ET = endocrine thereapy; HER2 = human epidermal growth factor receptor 2
*The model uses published data to derive the number of advanced/metastatic ER+/HER2- breast cancer female patients eligible for treatment.
The estimated eligible patient population is based on a hypothetical starting cohort of 500 breast cancer patients.

Population
Postmenopausal women or adult men with ER+, HER2-, ESR1-mutated ABC/MBC with 

disease progression following at least one line of endocrine therapy treated at a facility.
Perspective

United States Community Oncology Facility

Current Treatment Mix Outcomes
Number of deaths avoided, number 
of patients requiring subsequent 
treatment, number of fulvestrant 
administrations avoided, number of 
adverse events (AEs) avoided, days 
in the hospital (due to AEs) avoided, 
outpatient visits avoided, inpatient 
visits avoided, emergency room visits 
avoided, number of hours of missed 
work avoided, number of hours of 
activity impairment avoided

Time Horizon = 3 Years 

Intervention 
Elacestrant

Inputs
Overall survival (OS), progression-free survival 
(PFS), median duration of treatment, grade ≥3 
adverse events (AEs), healthcare resource 
utilization (inpatient, emergency room, and 
outpatient visits), work productivity loss and 
activity impairment

○ Fulvestrant
○ Anastrozole
○ Letrozole
○ Exemestane
○ Fulvestrant + 

abemaciclib
○ Fulvestrant + 

palbociclib

○ Fulvestrant + 
ribociclib

○ Fulvestrant + 
alpelisib

○ Everolimus + 
exemestane

○ Everolimus + 
fulvestrant

○ Capecitabine


