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Cost-effectiveness of co-administered Cagrilintide and Semaglutide Versus Semaglutide for the Second-Line Treatment of Patients with Type Two Diabetes in Australia

Abstract Content:

Aim: To calculate the cost-effective price of co-administered cagrilintide and semaglutide versus semaglutide as a second-line treatment for type 2 diabetes in Australia.

Methods: Phase-II trial results on the efficacy of cagrilintide and semaglutide in reducing hba1c and bodyweight were used to estimate 25-year diabetes-related outcomes using the United Kingdom Prospective Diabetes Study Outcomes Model 2, calibrated for an Australian population. An economic model was developed to estimate the costs and QALYs associated with the outcomes. Threshold analysis was conducted on the annual cost of co-administered cagrilintide and semaglutide to determine the maximum price premium over semaglutide which remains cost-effective at a lower than usual threshold of AUD 15,000/QALY, given that there is no unmet clinical need. Scenario analysis explored a threshold of AUD 50,000/QALY. One-way sensitivity analysis was conducted within the economic model to estimate the effect of input parameter uncertainty on the maximum premium required to meet cost effectiveness thresholds.

Results: Monotherapy semaglutide was estimated to generate 6.42 QALYs per patient, whilst co-administered cagrilintide and semaglutide generated 6.45 (incremental QALYs = 0.04). Given an annual cost of treatment for semaglutide of $7,116.31, the maximum price premium to maintain cost-effectiveness at a $15,000/QALY threshold is 0.48%. At a $50,000/QALY threshold, the maximum price premium was 2.72%. One-way sensitivity analysis of the economic model found that the maximum allowed price premium to remain cost effective at a threshold of $15,000/QALY threshold was most sensitive to the number of lower extremity amputation events, number of strokes, and number of myocardial infarction events. 

Conclusion: Co-administered cagrilintide and semaglutide could only expect reimbursement at a very small price premium. In the Australian context, a cost-minimisation approach may be favoured by the Pharmaceutical Benefits Advisory Committee in order to gain reimbursement through the Pharmaceutical Benefits Scheme.

292 words
