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Background. Theobjectiveof thisworkwastodetermine
the cost-effectiveness of temozolomide compared with
that of radiotherapy alone in the adjuvant treatment of
newly diagnosed glioblastoma. Temozolomide is the
only chemotherapeutic agent to have demonstrated a sig-
nificant survival benefit ina randomized clinical trial. Our
analysis builds on earlier work by incorporating caregiver
time costs andgeneric temozolomide availability. It is also
the first analysis applicable to the US context.
Methods. A systematic literature review was conducted
to collect relevant data. Transition probabilities were cal-
culated from randomized controlled trial data comparing
temozolomide plus radiotherapy with radiotherapy
alone. Direct costs were calculated from charges reported
by the Mayo Clinic. Utilities were obtained from a previ-
ous cost-utility analysis. Using these data, a Markov
model with a 1-month cycle length and 5-year time
horizon was constructed.
Results. TheadditionofbrandTemodarandgeneric temo-
zolomide to the standard radiotherapy regimen was associ-
ated with base-case incremental cost-effectiveness ratios of
$102 364 and $8875, respectively, per quality-adjusted
life-year. The model was most sensitive to the progression-
free survival associated with the use of only radiotherapy.
Conclusions. Both the brand and generic base-case esti-
mates are cost-effective under a willingness-to-pay
threshold of $150 000 per quality-adjusted life-year. All
1-way sensitivity analyses produced incremental cost-
effectiveness ratios below this threshold. We conclude
that both the brand Temodar and generic temozolomide
are cost-effective treatments for newly diagnosed glio-
blastoma within the US context. However, assuming
that the generic product produces equivalent quality of

life and survival benefits, it would be significantly more
cost-effective than the brand option.

Keywords: brain tumor, cost-effectiveness, glioblastoma,
health-technology assessment, temozolomide.

E
ach year there are �13 000 deaths and 22 000 new
cases of malignant brain and CNS tumors in the
United States.1 According to the 2011 report of

the Central Brain Tumor Registry of the United States,
gliomas accounted for 80% of all malignant brain and
CNS tumors, while glioblastomas alone accounted for
�40%.2 Gliomas are graded by the World Health
Organization (WHO) according to their prognosis and
histological appearance. High-grade gliomas (HGGs)
include anaplastic astrocytomas (WHO grade III) and
glioblastomas (WHO grade IV). Without any treatment,
a diagnosis of glioblastoma can imply a life expectancy
of less than a year.3–5 With modern treatment, 2-year sur-
vival is roughly 25% and 5-year survival is roughly 10%.6

The treatment of newly diagnosed glioblastoma begins
with surgical resection and histological confirmation of
the diagnosis. Adjuvant radiotherapy has been shown to
extend overall survival (OS) from 3–4 months to
around 9–10 months.4 Prior to 2005, the use of chemo-
therapy in the adjuvant setting was controversial. Some
had suspected that nitrosourea drugs might be effective
treatments owing to their lipophilicity and subsequent
ability to cross the blood–brain barrier.7 Throughout
the 1970’s and 1980’s numerous clinical trials evaluated
the benefit of nitrosourea drugs such as carmustine,
lomustine, dacarbazine, and a procarbazine/CCNU/vin-
cristine regimen, in the adjuvant setting for the treatment
of newly diagnosed glioblastoma.8–11 However, there
has been no randomized controlled trial that has demon-
strated a significant survival benefit associated with the
use of a nitrosourea-based chemotherapy regimen in the
adjuvant setting. The use of nitrosoureas in this setting
gained some popularity in the US; however, the practice
was avoided in Europe.7,12 A 2002 meta-analysis of
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HGG outcomes demonstrated a 5 percentage point in-
crease in 2-year survival (from 15% to 20%) associated
with the use of achemotherapeutic agent in addition to ra-
diotherapy in the adjuvant setting relative to radiotherapy
alone.7 While this evidence may give some general
support to the use of adjuvant chemotherapy, it should
be noted that the studies in the meta-analysis included
grade III glioma patients as well as grade IV glioblastoma
patients and several different nitrosourea drug regimens.

In 2005 the FDA approved temozolomide for the
treatment of adults newly diagnosed with glioblastoma
in the adjuvant setting concomitant with radiotherapy
and as maintenance therapy.13 Temozolomide is an oral
alkylating agent that resembles many of the nitrosoureas
with respect to both structure and mechanism of action.
Aside from its superior efficacy, temozolomide’s
advantages over nitrosoureas include its ability to be
taken orally and an improved adverse-effect profile.
Temozolomide’s FDA approval was primarily the result
of a pivotal clinical trial conducted by Stupp et al.12

That study demonstrated a median OS benefit of 2.5
months and a median progression-free survival (PFS)
benefit of 1.9 months associated with the use of temozolo-
mide versus radiotherapy alone.

Study Objective

This cost-utility analysis evaluates the incremental cost-
effectiveness ratio (ICER), expressed as the monetary
costs per additional quality-adjusted life-year (QALY),
gained from the incorporation of temozolomide into the
traditional adjuvant treatment regimen. It used a US soci-
etal perspective and modeled all costs and benefits over a
time horizon of 5 years. The model compared
temozolomide + radiotherapy with radiotherapy alone.
Such information should prove invaluable to clinicians
and policymakers when guiding adjuvant treatment.

Methods

Model, Patients, and Treatment

A Markov model was constructed using Microsoft Excel.
The model contained 3 health states: stable disease,
progressive disease, and death (Fig. 1). One thousand
hypothetical patients began their model simulation
with stable disease. These hypothetical patients were
assumed to have the same distribution of baseline charac-
teristics reported by Stupp et al.12 At the end of each
month, patients had a given probability of transitioning
to another health state or remaining in their current
health state. No backward transitions were permitted
(patients were not allowed to transition back to stable
disease after progressing). Stable disease was divided
into 4 different phases of treatment: month 1, month 2,
months 3–7, and subsequent months, on the basis of
the different doses of temozolomide recommended by
the temozolomide prescribing information.

Transition Probabilities

Median OS and median PFS were obtained from Stupp
et al,6 whose study was an update to an earlier paper,12

following the same cohort of patients beyond 5 years.
Athanassiou et al14 also conducted a similar randomized
controlled trial; however, Stupp and colleagues observed
significantly more patients (573 vs 110) for a longer
period of time (60 mo vs 18 mo).6,14 From these
medians, the monthly probability of each allowable tran-
sitionwithin themodelwascalculated.Thedecreasingex-
ponential approximation of life expectancy (DEALE)
method was used to calculate these monthly probabili-
ties.15,16 The DEALE method assumes that patients
have a constant hazard of death throughout the time
period being modeled. While restrictive, this assumption
was justified in this case because the patients’ life expec-
tancy was so short.

Direct Costs

The cost of surgery was ignored because this model
focused solely on guiding adjuvant treatment decisions.
The costs of physician visits, laboratory tests, imaging,
and caregiver support were applied equally to both
groups in all phases of stable and progressive disease.
The costs of temozolomide therapy, radiotherapy, and
adverse-event prophylaxis were applied differently in
each phase of stable disease and progressive disease to ac-
curately reflect the dosing of temozolomide recommend-
ed in its prescribing information (Table 1).

Charges associated with the treatment of HGGs
were published by the Mayo Clinic in 1996.17 To our
knowledge, these are the only published estimates of the
cost of various health care services involved in glioblasto-
ma treatment within the United States. The charges were

Fig. 1. The Markov model. The Markov model contains 3 possible

health states: stable disease, progressive disease, and death. All

hypothetical patients began with stable disease. At the end of each

model cycle (1 mo), patients had a defined probability of

transitioning to another health state or remaining in their current

health state. No backward transitions (improvements) were

permitted.
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separated into a number of categories: surgery, radiother-
apy, chemotherapy, laboratory tests, imaging, outpatient
physician visits, inpatient physician visits, inpatient hos-
pital services (labeled “other” in the original publication),
and ancillary charges. Chemotherapy charges likely reflect-
ed the use of nitrosoureas and were ignored in our analysis.
The other charges were converted to costs using a
cost-to-charge ratio (assumed to be 0.75 in the base-case
analysis, but this was varied in sensitivity analysis) and
inflated to 2011 US dollars using the medical services con-
sumer price index. These costs were then divided by the
median PFS, in months, of the population being treated in
the Mayo Clinic report to obtain the expected cost for
each service per progression-free month. The median PFS
in the Mayo Clinic study was significantly longer than
that in the Stupp et al studies6,12 (10.5 mo vs 6.9 mo)
because the former included grade III as well as grade IV
glioma patients. It is possible that because of this, these
direct cost figures may be underestimated. All of the direct
cost estimates are varied in sensitivity analysis.

Base-case Temodar prices were obtained from the
Veterans Affairs Federal Supply Schedule.18 The Federal
Supply Schedule offers a more realistic source of drug
prices than the average wholesale price, which would be
highly influenced by rebates and other unobservable
factors. The average price of generic medications in the
US is roughly 75% lower than the average price of
branded medications.19 Therefore, the future price of
generic temozolomide was estimated by reducing each
of the brand Temodar unit prices by 75%.

The required dose of temozolomide was calculated ac-
cording to its prescribing information using US mean

height and weight to calculate mean body surface area.
During month 1 of stable disease treatment, patients
receiving temozolomide got a dosage of 75 mg/m2/day
concomitantly with radiotherapy. During month 2,
patients receiving temozolomide began maintenance
therapy at a dosage of 150 mg/m2/day for 5 days.
According to the temozolomide prescribing information,
if patients have not experienced a serious adverse reaction,
it is recommended that the maintenance dosage be in-
creased to 200 mg/m2/day for 5 days per month at the be-
ginning of month3. Stuppet al12 reported that only 67% of
patients qualified for this increased maintenance dose.
Therefore, the model assumed that only 67% of patients re-
ceived this increasedmaintenancedoseduringmonths3–7.
After month 7, if patients remained in the stable disease
health state, it was assumed that they received no treatment
but continued to incur other costs.

It was assumed that patients using temozolomide
would receive adverse-event prophylaxis against oppor-
tunistic infections, nausea, headaches, and constipation.
In reality, although prophylaxis against opportunistic in-
fection is essential, most patients do not require continual
prophylaxis against nausea, headaches, and constipation.
This assumption greatly simplified the model and, as dem-
onstrated by the sensitivity analysis, had a very minimal
impact on the ICER.

Indirect Costs

Caregiver time was included as an indirect cost. Because
this model took a societal perspective, the cost of the
disease and its treatment borne by other members of

Table 1. Input costs

SD Month 1 SD Month 2 SD Months 3–7 SD Subsequent Months PD Death

Radiotherapy + temozolomide

Temodara $4620 $1650 $2019 $0

Generic temozolomide $1155 $413 $505 $0

Radiotherapy $1424 $0 $0 $0

AE prophylaxisb $136 $136 $136 $0

Physician visits $646 $646 $646 $646

Lab and imaging $1337 $1337 $1337 $1337

Caregiver timec $433 $433 $433 $433

Total $8596 $4203 $4572 $2417 $5608 $0

Radiotherapy

Radiotherapy $1424 $0 $0 $0

Physician visits $646 $646 $646 $646

Lab and imaging $1337 $1337 $1337 $1337

Caregiver timec $433 $433 $433 $433

Total $3840 $2417 $2417 $2417 $6699 $0

Abbreviations: SD, stable disease; PD, progressive disease; AE, adverse event.
All costs are reported as 2011 US dollars per month.
aThe base-case prices of a 100-mg capsule and a 20-mg capsule were $110 and $22, respectively. These were taken from the Veterans
Affairs Federal Supply Schedule. Generic price was estimated by reducing these prices by 75%.
bIt was assumed that patients using temozolomide would receive continual prophylaxis against opportunistic infections, nausea, constipation,
and headache.
cInformal caregiver time was previously estimated to be 10 h/wk. This estimate, along with the median hourly compensation of a home
health aide ($10.83), was used to calculate the value of caregiver time.
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society (nonpatients) had to be considered. Hayman
et al.20 estimated the mean time informal caregivers of
elderly cancer patients spent providing assistance with ac-
tivities of daily living (ADLs) to be 10 hours per week.
According to the Bureau of Labor Statistic’s National
Compensation Survey, the mean compensation rate for
a home health aide in the US is $10.83 per hour.21 This
implies that the time cost associated with informal care-
giving for cancer patients is $433 per month. There is no
literature specifically quantifying time spent by informal
caregivers for glioblastoma patients. Hayman et al20 in-
cluded caregivers for elderly patients suffering from a
variety of cancers. The patients receiving temozolomide
in this model are generally younger than the elderly pa-
tients included in the study by Hayman et al.20

Assuming that elderly cancer patients generally require
more care than do middle-aged cancer patients, we
could be overestimating caregiver time costs. However,
there are also several other indirect costs that are not
directly related to ADLs, such as transportation costs
and symptom management. These costs were not includ-
ed in the analysis by Hayman et al,20 which could indicate
that this is an underestimate of caregiver time costs.
Ultimately, the net effect of these potential biases is diffi-
cult to determine. The cost of caregiver time was also
varied in sensitivity analyses.

Cost of Progressive Disease

Stupp et al6 reported the various salvage treatments (a
second surgery, a second round of radiotherapy, a
second round of chemotherapy) sought after patients
were found to have progressive disease. Cost per month
in progression was calculated based on these utilization
data combined with the costs associated with each treat-
ment from the Mayo Clinic publication described
earlier. Patients with progressive disease were assumed
to have the same laboratory, imaging, physician visit,
and caregiving costs as those with stable disease.
Inpatient hospitalization costs, which were excluded
from the calculation of cost per progression-free month,
were included in the estimated cost of a month with pro-
gressive disease. Because Stupp and colleagues did not
report any specific salvage chemotherapy regimens used,
salvage chemotherapy costs were assumed to be equal to
the first round of adjuvant temozolomide costs.

Health State Utilities

Garside et al22 published the only estimates of utility asso-
ciated with glioblastoma health states. Garside et al de-
signed a similar Markov model to evaluate the use of
temozolomide and carmustine wafers (separate analyses)
in the adjuvant treatment of newly diagnosed glioblasto-
ma. As part of the UK Value of Health Project, healthy
volunteers from the general UK population were given
standard gambles in an attempt to elicit UK societal pref-
erences for a variety of health states. Unfortunately, at the
time of the temozolomide evaluation, relevant utilities
had been elicited from only 36 individuals. A number

this small is not likely to be representative of the UK pop-
ulation and is even less likely to be representative of the US
population, but these are the only estimates of utility to
date. These utility values were used in the base-case anal-
ysis and were varied in sensitivity analyses (Table 2).

Results

Using all base-case parameters, the use of Temodar pro-
duced an additional 1.8 months in overall life expectancy,
0.93 quality-adjusted life-months, and 0.078 QALYs at
an additional cost of $7962 per patient. These additional
costs included the acquisition of Temodar, adverse-event
prophylaxis, and any additional treatment that occurred
as a result of Temodar-treated patients living longer.
Dividing the mean incremental lifetime costs ($7962) by
the mean incremental lifetime QALYs (0.078), we calculat-
ed thebase-case ICERtobe$102 364perQALY.Theuseof
generic temozolomide produced equivalent benefits at a
mean incremental cost of $690 per patient, resulting in a
base-case ICER of $8875 per QALY.

One-way sensitivity analysis revealed that the PFS of
patients who received radiotherapy only was the biggest
driver of model results. However, also significant were
the utility associated with temozolomide’s maintenance
phase of stable disease treatment, the utility associated
with the “no treatment” phase of stable disease (after pa-
tients had completed concomitant and maintenance
phases but remained stable), the cost of progressive
disease, and the cost of temozolomide (Table 3A and B).
The resulting tornado diagrams are displayed in Fig. 2A
and B. Because the base-case ICER for generic temozolo-
mide was so low, several of the 1-way sensitivity analyses
produced lower-bound ICERs that were negative. In this
case, a negative ICER simply indicates dominance.
Using these new parameter values, generic temozolomide
was not only cost-effective, but also cost-saving—it
produced positive QALY gains and resulted in lower
costs on average. However, because negative ICERs can
sometimes be ambiguous (either the numerator or the
denominator can be negative), they are conventionally
not displayed. Instead, we simply indicate “dominant”
where appropriate in Table 3B and Fig. 2B.

Probabilistic sensitivity analysis based on a Monte
Carlo simulation (10 000 simulations) was done. The re-
sulting cost-effectiveness acceptability curves are dis-
played in Fig. 3A and B. The resulting ICER scatterplots

Table 2. Input health state utilities

Stable disease

Temozolomide + radiotherapy 0.743

Temozolomide 0.733

Radiotherapy 0.824

No treatment 0.887

Progressive disease 0.731

Death 0

All health state utilities were elicited from healthy UK volunteers
using standard gambles and reported by Garside et al.22
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are displayed in Fig. 4A and B. Using a threshold of
$150 000 per QALY, 63% of the Temodar simulations
and 80% of the generic temozolomide simulations pro-
duced cost-effective ICERs. The maximum probabilities

of cost-effectiveness at an infinite willingness-to-pay
were81.8% and82.0% forTemodarandgeneric temozo-
lomide, respectively.

Table 3A. One-Way Sensitivity Analysis (Brand Temodar)

Parameter Range ICER (Cost
Per QALY,

Discounted)

Change in
ICER (%)

Overall Survival
(RT + TMZ)

22 Weeks $104,765 2.35

+ 2 Weeks $101,592 20.75

Progression Free
Survival
(RT + TMZ)

22 Weeks $119,955 17.18

+ 2 Weeks $77,473 224.32

Overall Survival (RT) 22 Weeks $107,710 5.12

+ 2 Weeks $86,475 215.60

Progression Free
Survival (RT)

22 Weeks $53,606 247.63

+ 2 Weeks $133,240 30.16

Temodar Costs Both Doses
220%

$76,959 224.82

Both Doses
+20%

$126,975 24.02

+ 6 Cycles $137,354 34.18

Radiotherapy Costs 220% $102,311 20.05

+20% $102,414 0.05

AE Prophylaxis Costs 220% $101,110 21.23

+20% $103,609 1.22

Physician Visit Costs 220% $99,705 22.60

+20% $105,024 2.60

Lab / Imaging Costs 220% $96,874 25.36

+20% $107,861 5.37

Caregiver Time Costs 220% $100,569 21.75

+20% $104,142 1.74

Progression Costs 220% $123,263 20.42

+20% $81,509 220.37

RT (SD) Utility 210% $94,065 28.11

+10% $112,284 9.69

RT + TMZ (SD) Utility 210% $111,161 8.59

+10% $94,775 27.41

TMZ (SD) Utility 210% $142,862 39.56

+10% $79,798 222.04

No Treatment (SD)
Utility

210% $85,955 216.25

+10% $126,488 23.24

PD Utility 210% $104,067 1.66

+10% $100,716 21.61

Annual Discounting
Rate

5% $106,292 3.84

10% $116,850 14.15

Cost to Charge Ratio 0.5 $115,245 12.58

1 $89,483 212.58

RT - Radiotherapy; TMZ - Temozolomide; AE - Adverse Event;
SD - Stable Disease; PD - Progressive Disease; ICER - Incremental
Cost-Effectiveness Ratio; QALY - Quality Adjusted Life-Year

Table 3B. One-Way Sensitivity Analysis (Generic Temozolomide)

Parameter Range ICER (Cost
Per QALY,

Discounted)

Change in
ICER (%)

Overall Survival
(RT + TMZ)

22 Weeks Dominant N/A

+2 Weeks $32,659 267.99

Progression Free
Survival
(RT + TMZ)

22 Weeks $35,782 303.18

+2 Weeks Dominant N/A

Overall Survival (RT) 22 Weeks $38,793 337.10

+2 Weeks Dominant N/A

Progression Free
Survival (RT)

22 Weeks Dominant N/A

+2 Weeks $45,821 416.29

Temodar Costs Both Doses
-20%

$2,642 270.23

Both Doses
+20%

$15,107 70.22

+6 Cycles $20,552 131.57

Radiotherapy Costs 220% $8,826 20.55

+20% $8,927 0.59

AE Prophylaxis Costs 220% $7,625 214.08

+20% $10,124 14.07

Physician Visit Costs 220% $6,220 229.92

+20% $11,539 30.02

Lab/Imaging Costs 220% $3,389 261.81

+20% $14,377 61.99

Caregiver Time Costs 220% $7,084 220.18

+20% $10,657 20.08

Progression Costs 220% $26,082 193.88

+20% Dominant N/A

RT (SD) Utility 210% $8,017 29.67

+10% $9,730 9.63

RT + TMZ (SD) Utility 210% $9,634 8.55

+10% $8,219 27.39

TMZ (SD) Utility 210% $13,360 39.27

+10% $6,923 221.99

No Treatment (SD)
Utility

210% $7,449 216.07

+10% $10,976 23.67

PD Utility 210% $9,022 1.66

+10% $8,732 21.61

Annual Discounting
Rate

5% $8,427 25.05

10% $7,407 216.54

Cost to Charge Ratio 0.5 $21,756 145.14

1 Dominant N/A

RT - Radiotherapy; TMZ - Temozolomide; AE - Adverse Event;
SD - Stable Disease; PD - Progressive Disease; ICER - Incremental
Cost-Effectiveness Ratio; QALY - Quality Adjusted Life-Year;
N/A – Not Applicable. Dominance indicates that the use of generic
temozolomide produced positive QALY gains and lowered costs.
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Fig. 2. One-waysensitivityanalysis tornadodiagrams. (A) Brand Temodar. (B) Generic temozolomide. All survival estimates were variedby 2 wk.

All costestimateswerevariedby20%.All utilityestimateswerevariedby10%.Annualdiscounting rates included3%(base-case),5%,and10%.

Cost-to-charge ratios included 0.5, 0.75 (base-case), and 1. Negative ICER estimates indicate that the treatment was dominant and were

truncated at zero to avoid ambiguity. Abbreviations: RT, radiotherapy; TMZ, temozolomide; SD, stable disease; PD, progressive disease.
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Discussion

We are aware of 3 previous cost-effectiveness analyses of
temozolomide’suse in the adjuvant treatment of newlydi-
agnosed glioblastoma. Garside and colleagues22 conduct-
ed a cost-utility analysis from the perspective of the UK
National Health Service. They estimated a base-case
ICER of £35 861 (�US$56 000) per QALY.22 Per the
National Institute for Clinical Excellence Guidelines for
Manufacturers and Sponsors, indirect costs, such as care-
giver time, were not included. It should also be noted that
direct costs in the UK single-payer health care system

and the US fragmented health care system are often dra-
matically different. These discrepancies are the result of
different utilization patterns and different unit costs.
The direct comparison of cost-effectiveness analyses con-
ducted within the context of different health care systems
has been widely discouraged.23,24

During the Stupp et al clinical trial,12 a subset of treat-
ment centers agreed to collect economic data in addition
to the required clinical data. Lamers et al25 used these
data to conduct another cost-effectiveness analysis. Fifteen
treatment centers in 5 countries (Austria, Switzerland,
Germany, Canada, and the Netherlands) participated in

Fig. 3. Cost-effectiveness acceptability curves. (A) Temodar brand. (B) Generic temozolomide. A Monte Carlo simulation was used to estimate

theprobabilityof cost-effectivenessasa functionof the societalwillingness-to-pay foraQALY.Underawillingness-to-pay thresholdof$150 000

per QALY, 63% of the simulations produced cost-effective ICERs.
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the economic evaluation. None of the US treatment centers
participated.Using theDutchunit costs, the researchers cal-
culated an ICER of E37 361 per life-year.

Unfortunately, because neither of the quality of life in-
struments administered during the clinical trial—the
European Organisation for Research and Treatment of
Cancer (EORTC) QLQ-C30 and QLQ-BN20—is prefer-
ence weighted, the researchers were unable to express the
calculated ICER as a cost per QALY. Instead, they calcu-
lated the incremental cost per life-year gained without ad-
justment for the quality of life. Because these patients had
less thanperfect qualityof life, the costper life-yeargained
will always be lower than the cost per QALY. It is also

worth noting that the researchers used a lower discount-
ing rate for the life-years gained than for the costs of treat-
ment. This will also lower the ICER relative to our
estimates, which all employ an equal discounting rate
for costs and benefits. Differential discounting has been
rejected by the majority of academic journals and govern-
ment agencies, including the US Public Health Service
Panel on Cost-Effectiveness in Medicine.26

More recently, Wu and colleagues27 constructed
another Markov model to evaluate the cost-effectiveness
of temozolomide in several subgroups of patients. Among
the “overall cohort” (comparable to the patients studied
in clinical trials and simulated in our analysis), the

Fig. 4. Simulated ICER scatterplots. (A) Temodar brand. (B) Generic temozolomide. The costs incurred and QALYs gained from 10 000 model

simulations are plotted. The majority of the resulting cloud occurs in quadrant 1 of the cost-effectiveness plane, indicating that use of

temozolomide produces additional QALYs at an additional cost.
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base-case ICER was estimated to be $87 940 per QALY.
Wu et al27 assumed a Chinese societal perspective and
did not include indirect costs.

Based on a 1982 cost-effectiveness analysis of renal
dialysis for patients with chronic renal failure, many
modern cost-effectiveness analyses using a US societal
perspective inappropriately continue to assume a cost
per QALY willingness-to-pay threshold for cost-
effectiveness no greater than $50 000 per QALY.28–31

Recently, economists and clinicians have begun to call
that figure into question.32,33 Estimates with more theo-
retical and empirical support have ranged from
$100 000 to $200 000per QALY.34–38 The WHO hasen-
dorsed a threshold of 3 times the gross domestic product
of the country in which the intervention is to be imple-
mented.39 In the United States, this represents a threshold
of roughly $150 000 per QALY.

Limitations

Alldirectmedical costsother than thecostof temozolomide
were calculated from charges reported by the Mayo Clinic
in 1996. Although the calculated costs were adjusted to
2011 US dollars, changing practice patterns may make
this conversion imperfect. However, calculating costs this
way is still preferable to using cost data from outside the
US, which would almost certainly be distorted by different
unit prices and practice patterns.23,24

The modeled dosing of temozolomide was based on the
approvedtemozolomideprescribing information;however,
clinicians in the US sometimes use 12 cycles of temozolo-
mide instead of the approved 6. Although our goal was to
make this analysis applicable to the US context, we could
notaccuratelymodel12cyclesof temozolomide in thebase-
case analysis because the clinical trials, from which we
derived all of the survival data, used 6 cycles. However, if
we assume that the 12-cycle regimen produced equivalent
survival as the 6-cycle regimen, then we can adjust our
model so that the costs of stable disease treatment in
months 8–12 were equivalent to those of months 3–7.
This produces new ICERs of $137 354 per QALY and
$20 552 per QALY for Temodar and generic temozolo-
mide, respectively (Table 3A and B). Both of these ICERs
are ,$150 000 per QALY and thus could be considered
more cost-effective than using only radiotherapy.
However, they are both higher than the respective brand
andgenericbase-case ICERs, indicating thatunder theseas-
sumptions, 6 cycles of adjuvant temozolomide is still more
cost-effective than 12 cycles of adjuvant temozolomide.

Assuming that the ratio of OS to PFS is unchanged
(�2:1), a 12-cycle regimen of Temodar would be more
cost-effective than a 6-cycle regimen of Temodar if it pro-
duced an additional 2 months of OS and 1 month of PFS.
Under the same assumption, a 12-cycle regimen of
generic temozolomide would be more cost-effective than
a 6-cycle regimen of generic temozolomide if it produced
an additional 2 weeks of OS and 1 week of PFS.
However, we are unaware of any clinical or survival evi-
dence to support more than 6 cycles of temozolomide.

It was assumed that all patients using temozolomide
would be receiving continual prophylaxis against oppor-
tunistic infection, nausea, headache, and constipation.
This can be viewed as an overestimate of the true costs as-
sociated with adverse-event prophylaxis. However, as the
sensitivity analysis demonstrated, the model was ex-
tremely insensitive to thecostof adverse-eventprophylax-
is. A 20% reduction in adverse-event prophylaxis costs
decreased the ICER by 1.23%.

Itwasalsoassumed that informal caregiversofpatients
with glioblastoma spend an average of 10 h per week as-
sisting patients with ADLs. As previously mentioned,
multiple factors could make this an overestimate or un-
derestimate of the true caregiver time commitment. It is
therefore reassuring that a 20% increase or decrease in
caregiver time costs was associated with a ,2% increase
or decrease, respectively, in the ICER.

Probably the most important assumption concerns the
applicability of utility values elicited from a small sample
of UKcitizens to the generalUSpopulation. Bothprevious
cost-effectiveness analyses have used these data because
they represent the only source of elicited preferences for
relevant health states. However, these estimates seem to
demonstrate a significant quality of life decrement associ-
ated with the use of temozolomide (roughly equivalent to
the decrement associated with disease progression). This
finding is at odds with the quality of life data measured
during the Stupp et al12 clinical trial and reported sepa-
rately by Taphoorn and colleagues,40 who found no stat-
istically significant difference in qualityof life between the
temozolomide + radiotherapy group and the radiothera-
py alone group using the EORTC QLQ-C30 and
QLQ-BN20 instruments. Given these discrepancies, sen-
sitivity analyses around the utility estimates were of par-
ticular importance. It was found that increasing the
utility associated with temozolomide’s use in the mainte-
nance phase of stable disease treatment (the period of
greatest exposure to temozolomide) by 10% decreased
the brand Temodar ICER to $79 798 per QALY.

Conclusion

Thispaperdescribes thefirst cost-utilityanalysis of temozo-
lomide in the adjuvant treatment of newly diagnosed glio-
blastoma to use a US societal perspective, include indirect
costs, and estimate the impact of generic temozolomide
availability. Both the brand and generic base-case ICERs
were cost-effective using a willingness-to-pay threshold ap-
propriate for a US societal context ($150 000 per QALY).
One-way sensitivity analyses showed that the ICERs re-
mained cost-effective as input parameters were varied to
reflect theoretically reasonable uncertainty.
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