Abstract number 1133
Poster number EP04.01-017

Cost-Effectiveness of Atezolizumab for Adjuvant Treatment of Patients With Stage IlI-lIlIA
PD-L1+ Non-Small Cell Lung Cancer

BACKGROUND

Lung cancer is the second most common cancer and is responsible for the
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Figure 1. Model structure

Costs

Drug costs associated with treatment of eNSCLC and recurrences were
based on wholesale acquisition costs'2for the base case, and average

RESULTS

At a willingness-to-pay (WTP) threshold of $150,000, atezolizumab was

Figure 3. One-way sensitivity analysis
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Since IMpower010 did not collect patient-reported outcomes, health state
utilities were derived from EQ-5D scores published in the literature and in
the IMpower150 trial (Table 3)

METHODS

CONCLUSIONS

Atezolizumab was cost-effective in 91% of iterations at a WTP threshold of
$150,000 (Figure 2)

At a WTP threshold of $150,000, atezolizumab is cost-effective vs BSC for
the adjuvant treatment of resected patients with PD-L1+ Stage II-IlIA
NSCLC, supporting utilization of this regimen as the new standard of care
in this setting

Table 1. Base case model attributes DFS curves from IMpower010 were extrapolated for both treatment
arms using log-logistic distribution, and the following adjustments were

made to ensure they predict proportions of patients in this health state Table 3. Health state utility values based on EQ-5D scores
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