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RESULTS

* Blinatumomab yields an additional 2.47 life years and 2.05 quality-adjusted life years (QALYs) vs chemotherapy.

* Blinatumomab has higher incremental costs vs chemotherapy of $242,940; higher medication costs in the blinatumomab arm are partially offset by reduced
postrelapse costs of $58,499.

* The incremental cost-effectiveness ratio (ICER) for blinatumomab vs chemotherapy is $118,659/QALY gained.

BACKGROUND AND OBJECTIVE

 Minimal residual disease (MRD) refers to residual acute lymphoblastic leukemia (ALL) that is below the sensitivity of standard microscopy, but detectable by molecular
techniques such as flow cytometry or polymerase chain reaction .

« MRD is a strong prognostic factor for patients with Philadelphia chromosome-negative (Ph—) B-cell precursor acute lymphoblastic leukemia (BCP-ALL).’

* Blinatumomab is a CD19/CD3 (bispecific T-cell engager) antibody construct that is indicated in the US for the treatment of
— Relapsed or refractory BCP-ALL
— Adults and children with BCP-ALL in first or second complete remission (CR) with MRD greater than or equal to 0.1%

Table 4. Results of the Cost-effectiveness Analysis
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ALL: acute lymphaoblastic leukemia, Blin: blinatumomab, CR1: first complete remission, HSCT: hematopoietic stem cell transplant, Ino: inotuzumab, MRD: minimal residual disease,
PRS: postrelapse survival, RFS: relapse-free survival, SOC: standard of care, 1: node 1, M: Markov node
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aAll patients start cycle 1, so this utility value is not used in the model.

bThese values were not captured in either trial and are from the study
CONCLUSIONS

Table 3. Costs Used in the Model

Parameter Point Estimate Source
Medication costs  Blinatumomab is cost-effective vs chemotherapy in ALL patients with MRD from a US healthcare payer
Blinatumomab ($, cost per mg) 113.344 [3] g
Blinatumomab dose per day: (mcg/day for 28 days / 14-day treatment-free interval) 28 Blinatumomab (BLINCYTQ®) prescribing information [4] pe I'S PeCtlve-
SOC (total cost of therapy): Vincristine / Prednisolone / Mercaptopurine / Methotrexate 2,247 .44 [3] . . o . . . . . . .
Administration costs Achieving MRD negativity with blinatumomab therapy is associated with better survival and improved
Blinatumomab: inpatient days per cycle received
Cycle 1 3 Blinatumomab (BLINCYTO®) prescribing information [4] QALYS-
Cycle 2 2 Blinatumomab (BLINCYTO®) prescribing information [4] . . . . .
Cycles 3-4 0 Binatumomab (BLINCYTO?) prescribing information 4] The results of these analyses may be useful for US healthcare payers in their deliberations regarding
Cost per inpatient da 6,498 i is. . . a . . " A . "
sinatumemat apotintcr parieem Saims Baighese Arebss b reimbursement decisions for this vulnerable population with limited treatment options.
Days per bag change 2 Assumption.
Cost per day of home infusion therapy ($) 68 BCBS of Michigan. Medicare Advantage PPO Enhanced Benefits Fee Schedule (2017).[6,8]
Cost per outpatient visit, refill of infusion pump ($) 142 CMS (2017).[7]
Standard of care: outpatient costs ($) 1,872

MRD response — Blinatumomab 83.6% BLAST Trial.[2]

MRD response — Standard of care 8% Assumption R E F E R E N C E S

Inpatient costs by MRD status
Number of days / month - MRD+ 1.9 Rose et al. ASH 2018.[8] 1. Bar M, Wood BL, Radich JP, et al. Impact of minimal residual disease, detected by flow cytometry, on outcome of 8. Rose et al. Healthcare resource utilization in adult patients with b-cell precursor acute lymphoblastic leukemia in
Number of days / month - MRD- 0.6 Rose et al. ASH 2018.[8] myeloablative hematopoietic cell transplantation for acute lymphoblastic leukemia. Leuk Res Treatment. first hematologic complete remission with and without minimal residual disease. ASH Annual Meeting 2018 (Dec 1-
Cost per inpatient day ($) 5,450 Marketscan Claims Database Analysis.[5] 2014;2014:421723. 4 2018) San Diego, California. Poster Number 4732.

Outpatient costs by MRD status 2. Gokbuget N, Dombret H, Bonifacio M, et al. Blinatumomab for minimal residual disease in adults with B-cell 9. Zhang X, Song X, Lopez-Gonzalez L, et al. Economic burden of hematopoietic stem cell transplantation (HSCT) in
N el e = [ED: 013 Rose et al. ASH 2018.[8] precursor acute lymphoblastic leukemia. Blood. 2018;131(14):1522-1531. patien’Fs with acute lymphoblastic leukemia (ALL) in the US. ASH Annual Meeting 2017 (Dec 9-12 2017) Atlanta,
Number of visits / month - MRD- 0.09 Rose et al, ASH 2018.[8] 3. 2020 ASP Drug Pricing Files. https://www.cms.gov/medicare/medicare-part-b-drug-average-sales-price/2020-asp- Georgia. Blood. 2017;130:3376. | | |
Gost per outpatientvisit 8) 109 CMS (2017)7] dr.ug-prlcmg-flles - | o 10. Delea TE, Amdghl J, quko D, etal. Cost-eﬁgctlveness of blinatumomab versus salvage ghemotherapy in relapsed

. _ 4. Blinatumomab (BLINCYTO®) prescribing information, Amgen Inc. Thousand Oaks, California. 2020. or refractory Philadelphia-chromosome-negative B-precursor acute lymphoblastic leukemia from a US payer
Probability of undergoing HSCT . . . perspective. J Med Econ. 2017:20(9):911-922.

Blinatumomab patients 72 6% BLAST Trial [2] 5. MarketScan Claims Database Analysis. Amgen Data on File. . . . _

_ _ 6. Blue Cross and Blue Shield of Michigan. Medicare Advantage PPO Enhanced Benefits Fee Schedule. 2017. 11. Chastek B, Harley C, Kallich J, et al. Health care costs for patients with cancer at the end of life. J Oncol Pract.

SOC patients 38.4% BLAST Trial.[2] _ o _ 2012;8(6):75s-80s.

Cost of HSCT (§) 394,069 Zhang et al. 2017.[9] 7. Center for Medicare and Medicaid Services. 2017.
Cost per course of subsequent salvage therapy ($)

Multi-agent chemotherapy 62,061 Delea et al. 2017.[10]

Cost of terminal care ($) 26,193 Chastek et al. 2012.[11] D I S C L O S U R E

* One-way sensitivity analyses, scenario analyses, and probabilistic sensitivity analyses were conducted to test model robustness. * The study was funded by Amgen.
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