Brazil

PBI18

Biologic Therapies For Moderate-to-Severe Psoriasis: Cost Per
Responder Analysis Considering Private Healthcare System In

Carvalho, AVE!: Duarte, GV4: lanhez, M3: Silva, BL#: Biella, CA%: Santos, RF*

'Hospital Moinhos de Vento, Porto Alegre, Brazil “Sociedade Brasileira de Dermatologia, Grupo para Pesquisa e Avaliacao da Psoriase e da
Artrite Psoriasica (GRAPPA), Instituto Baiano de Imunoterapia, Bahia, Brazil; SUniversidade Federal de Goias, Goiania, Brazil; “AbbVie Brazil,
Sao Paulo, Brazil

Virtual ISPOR 2020, May 18-20

INTRODUCTION METHODS

Psoriasis (PsO) is a chronic painful, inflammatory and debilitating systemic condition, currently considered of
public health concern by the World Health Organization (WHQO).1? Psoriasis has a relevant impact on quality of
life, due to its high disabling potential given by the involvement of the skin and the consequent isolation and/or
social discrimination, as well as by the eventual joint involvement and the high risk of comorbidities.® The most
common PsO type is plague PsO, usually characterized by well-demarcated red plagues with silvery scales. In
the past 15 years, management of plaque psoriasis has evolved towards biologic medications, targeting diverse
cytokines involved in PsO pathophysiology such as tumor necrosis factor (TNF), interleukin-12, interleukin-23,
and interleukin-17.2 Recently, biologic drug classes as the interleukin 23 (IL-23) antagonists have demonstrated
more pronounced reduction in PsO lesions, a critical outcome in PsO trials and an unmet need for patients.*
Most of biologics clinical trials adopts Psoriasis Area and Severity Index (PASI) outcomes as primary endpoints.
PASI combines both qualitative and quantitative dimensions of PsO manifestations in a single measure. PASI
score varies from 0 (no disease) to 72 (maximal disease severity) and clinical trials usually report the reduction
In patients’ PASI scores from baseline values after treatment — i.e., a clinical improvement of at least 75% (PASI
75), 90% (PASI 90), or 100% (PASI 100).> Regardless of a historically solid presence of PASI 75 as primary
endpoint in PsO randomized controlled trials (RCT),> updates in clinical guidelines have reinforced that a PASI
90 response may represent a better efficacy outcome for moderate-to-severe disease, as its achievement is
related to higher clinically significant improvements on quality of life.® In this scenario of multiple medication,
understanding of comparative efficacy and its association with costs is critical to inform clinical and economic
decisions. Cost-per-responder has been widely used for this purpose, both in the scientific literature and on

health technology assessments (HTA)":

The cost-effectiveness of biologic therapies for moderate-to-severe PsO was assessed for the Brazilian private
healthcare system (Sistema de Saude Suplementar) using a cost-per-responder (CpR) analysis based on a
network meta-analysis (NMA) previously published.2 Adalimumab, etanercept, guselkumab, infliximab,
IXekizumab, risankizumab, secukinumab, and ustekinumab (considering marketing authorization in Brazil) were
iIncluded and placebo was the common comparator for all drugs. NMA included short-term (10-16 weeks)
randomized controlled trials and long-term (44-60 weeks) trials, which were identified in a systematic literature
review. Trials included were phase Il and Ill clinical trials enrolling adults with moderate-to-severe PsO and the
outcomes of interest (PASI 75, 90, and 100) were reported. Long-term analysis was performed in two different
perspectives: a base case, that Iincluded etanercept, ixekizumab, risankizumab, secukinumab, and
ustekinumab, and a sensitivity analysis that comprised only phase Il studies found in the systematic review 8.
For 2-years estimations, response rates of long-term trials (44-60 weeks) were maintained. The cost per patient
In each treatment arm was calculated for short (10-16 weeks) and long-term (1 and 2 years) periods, once
dosing schedules for some comparators in the primary response period are different from those in the
maintenance period. To provide an accurate estimate, the cost calculation considered both first-year and
maintenance period costs. The mean weight attributed to patients in the model was 70.0 kg, and the proportion
of patients with weight <100 kg for ustekinumab cost estimation was assumed as 80.0%.

Unit costs included pharmacy costs only and were sourced from the Brazilian official database (Camara de
Regulacdo do Mercado de Medicamentos [CMED]), considering the ex-factory price added by 18% of value
added tax.® Monitoring costs (laboratory tests, physician visits etc) were not included in the cost estimation, once

they are not significantly different between biologic drugs considered in the decision model.

OBJECTIVES

To assess the cost-per-responder of biologic therapies available in Brazil to treat moderate-to-severe plague psoriasis (PsO) using as outcomes a reduction of 75%, 90%, and 100% in Psoriasis Area and Severity Index (PASI

75/90/100), considering private healthcare system perspective.

RESULTS

In all time frames and PASI response criteria (75, 90 and 100), the lowest CpR observed was for risankizumab and guselkumab in the short-term period and for risankizumab followed by ixekizumab in the long-term periods (Figure 1).

Overall, the differences in the mean CpR between risankizumab and other biologic drugs increased with higher PASI reduction. Highest CpR in the short-term was observed for infliximab in PASI 75 response and etanercept in PASI

90 and PASI 100 responses; etanercept presented the highest CpR in the long-term analysis (1- and 2-years), considering all PASI response criteria.

Considering the NMA sensitivity analysis®, which analyzed all 8 medications in a long-term perspective (1- and 2-year of treatment), lowest CpR for PASI 75 and PASI 90 were achieved by risankizumab and guselkumab.

Risankizumab showed the lowest CpR, for PASI 100, followed by ixekizumab in both periods.
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base case results: A) primary response period; B) first year of considering the sensitivity analysis: A) first year of treatment; B) 2 years

*Drug acquisition costs within the period expressed in BRL (Brazilian reais); Brazilian official database (Camara de Regula¢ao do Mercado de _
treatment; C) 2 years of treatment. Cl. Confidence Interval. of treatment.

Medicamentos [CMED]), considering the ex-factory price added by 18% of value added tax; **BRL.

DISCUSSION AND CONCLUSIONS

The current CpR analysis adopted a methodologically rigorous NMA of biologic medications for moderate-to-severe PsO to identify effectiveness of each therapeutic option.® Short-term results are consistent with findings from a

recent Cochrane NMA10 comparing drug classes and unique drugs for moderate-to-severe PsO in follow-up durations ranging from 8-24 weeks. Authors identified that the anti-1L23 drugs risankizumab and guselkumab, infliximab
and IL17 inhibitors (secukinumab and ixekizumab) were significantly more effective than ustekinumab, adalimumab, certolizumab and etanercept.t® Given the introduction of novel biologic treatment options for moderate-to-severe

PsO In Brazil, this long-term analysis can help guide resource allocation decision-making. Among the evaluated biologic therapies, risankizumab was associated with the lowest CpR in all analyzed PASI outcomes, with more

pronounced difference in higher PASI responses, considering Brazilian private healthcare system.
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