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PHARMAC: difficult choices

Analysis of HealthPAC data suggests that between March 2001 (when simvastatin was both (1) fully
funded again under Special Authority on the same basis as fluvastatin and aorvastatin and (2) was
less expensive than atorvastatin) and October 2002, there were 166,658 patient-months (some 13,900
patient-years) of atorvastatin treatment beyond February 2001 levels. These extra patients using
atorvadtatin ‘cost’ a nomina extra $2.49 million more (excluding rebates) than if they had been

instead treated with smvastatin (see Figures 1 and 2).

Figure 1
Atorvastatin and simvastatin patients
price
100,000 1 - decrease
—e—atorvastatin actual for
L simvastatin
Y .
90,000 A atorvastatin if no chahge from 1/3/01
—&— simvastatin
80,000 A
simvastatin
fully
70,000 A subsidised
agan
60,000 A
<
2
g 50,000 - W
°
c

40,000 M_/\/\/o-o.o.o.o.o.o-o-4-o.o.o.o.
30,000 A
20,000 M

10,000 A

\

<&

removal of
SA for
simvastatin

000000

o0 2D [ D o o o099 o o Q o o ddgd o o = o oo
§33228238238853298588238385385¢28558¢888¢9¢
C O 5 53 CcS2083 0 c 5833320820 ca553c52a83 0caxg

[} S o o o [} S 0 S0 [} ) (S]] [}
SPs5<=3"32§0z288SE=<3"3F0z88¢=<=3"FFO0z28S8¢L=

month

Figure 2

Apr-02

May-02
Jun-02
Jul-02
Aug-02
Sep-02
Oct-02



Atorvastatin and simvastatin costs

—&— atorvastatin actual price removal of
$3,500,000 1 decrease for SA for

—&— simvastatin simvastatin simvastatin
area between atorvaststjn
-+ O - atorvastatin if excess pts used simvastatin at equivalent doses

curves = extra,costs
$3,000,000 1
h
¥ A A
simvastatin| S -\_ 0y N

$2,500,000 1 fully
subsidised

again

$2,000,000 T
$1,500,000 T

$1,000,000 -

$500,000 1 M

total cost per month (excluding rebates)

Jul-99 |

Aug-99 |
Jul-00 |

Aug-00 |
Jul-01 |

Jan-99 |
Feb-99 |
Mar-99 |
Apr-99 |
May-99 |
Jun-99 |
Sep-99 |
Oct-99 |
Nov-99 |
Dec-99 |
Jan-00
Feb-00 |
Mar-00 |
Apr-00 |
May-00 |
Jun-00 |
Sep-00 |
Oct-00 |
Nov-00 |
Dec-00 |
Jan-01 |
Feb-01
Mar-01 |
Apr-01 |
May-01 |
Jun-01 |
Aug-01 |
Sep-01 |
Oct-01 |
Nov-01 |
Dec-01 |
Jan-02 |
Feb-02 |
Mar-02
Apr-02 |
May-02 ]
Jun-02 |
Jul-02 |
Aug-02 |
Sep-02 |
Oct-02

month

Recent HealthPAC data (for October 2002) indicate there are some 46,417 patients using atorvastatin
at a nominal cost of $23.1 million each year (excluding rebates). Simvastatin at equivalent doses
would cost some $17.8 million.

Although atorvastatin may have a place in the management of patients with very high cholesterol
levels, specia authority data have shown that less than 1% of patients with pre-existing CHD had total
cholesterol levels of 10 mmol/l and over - maybe 1,600 patients.” In fact 20% of atorvastatin patients
are currently using very high doses at greater than 40 mg/day — some 9,202 patients.

At higher doses simvastatin is said to increase HDL-C and Apo A-I significantly more than
atorvastatin.' While atorvastatin 80 mg/day decreases L DL-C/HDL-C ratios by 54.0% *, smvastatin
has largely comparable LDL-C/HDL-C lowering ability for the few patients needing very high doses
- 49.5% for smvastatin 80 mg/day? * Put another way, atorvastatin 80 mg/day confers maybe an
additional 6% absolute decrease in LDL-C (53% minus 47 %) when compared with smvastatin 80
mg/day. Other clinical trial data suggest identical LDL-C/HDL-C ratio lowering with simvastatin
80mg /day when compared with atorvastatin 40 mg/day.® °®

The above 9% greater ability of atorvastatin to reduce LDL/HDL (54.0%/49.5% RR = 1.09) does not
seem overly large for what is a surrogate endpoint and a much more expensive agent. Simvastatin 80
mg/day is stated to both provide additional LDL-C and triglyceride reductions compared to the 40 mg
dose and have an excellent safety and tolerability profile.’

Simplistically, even at high doses of atorvastatin for patients at highest risk (here, patients with total
cholesterol >7.5 mmol/l with pre-existing CHD), we would need to treat 49 patients with atorvastatin
for 5 years to prevent one more CHD event than if we were to use simvastatin. [This calculation is
based on 5-year absolute CHD risk of 62% for patients with total cholesterol >7.5 mmol/l with CHD;
simvastatin relative risk reduction (RRR) 36%; putative atorvastatin RRR 40% (based on changein
LDL/HDL for atorvastatin 80 mg/day compared with smvastatin 80 mg/dayf, i.e. 9% grester RRR);

"Based on 190,200 patients estimated from FCUAHHS [age/ sex/ CHD status] prevalence, applied to age/sex-specific
intercensal estimates for NZ population; and HealthPA C specia authority data for statins, where of 26,045 approvals where
patients were identified as being in group A1:1 and where total cholesterol (TC) was stated and, 216 had TC of 10 mmol/l or
more (0.83%)
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hence 5-year absolute risk reduction of 23% for simvastatin, 24% for atorvastatin; hence excess ARR
for atorvastatin over smvastatin of 2%; hence 5-year NNT 49.3]

This means that, after taking into account the effects of prevented CHD and stroke events on life
expectancy and quality of life, patients using atorvastatin might save 0.0200 extra QALY Sfor every
5years treatment beyond what they might have using smvastatin. This equals needing to treat 50
patients for 5 years to gain one extra quality-adjusted year or life. At $52,100 per QALY gained' this
compares poorly with other opportunities to improve population health through funding medicines.

The removal of the specid authority requirements for statins in April 2002 potentially ‘saved’ in just
the three months to June 2002 an estimated 37 ‘atistical lives' and freed up a nominal $531,000 to
the hegl tp sector by preventing cardiovascular events (see Table 3 of 14 March 2003 NZMJ viewpoint
artide”).
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7$52,069 based on nominal atorvastatin price of $1.30/day versus simvastatin $0.45/day, using the same model as for
simvastatin (http://www.pharmac.govt.nz/pdf/statin02CUA .pdf) with 54% improvement in LDL/HDL with atorvastatin
versus 49% with simvastatin? (RR 1.09). Includes 4% offsets from potential savings to DHBs through fewer cardiovascular
events because of the small surrogate advantages of atorvastatin over simvastatin. QALY s and costs discounted at 10%.

*357.9 quality-adjusted years of life saved (QALY S) for 70,073 extra person-months treated, based on discounted
cost/QALY s of $2111/QALY for simvastatin (see http://www.pharmac.govt.nz/pdf/statin02CUA .pdf, >10% 5-year
cardiovascular risk excluding pre-existing CHD) and $7690 for atorvastatin (as for simvastatin, but atorvastatin price), hence
volume-weighted discounted offsets at 37% of pharmaceutical spending. Net extra costs and patient-year equivaents are
above that predicted from simvastatin and atorvastatin individual trends for the pervious 12 months, hence total QALY S (the
total gain in quality-adjusted years of life amongst patients), discounting both costs and QALY S at 10%. The $531,152
nominal potential ‘savings' to the health sector are hospitalisation and other DHB costs averted by preventing cardiovascular
events, permitting those funds to be used to treat other health needs.

Total QALY S can trandate to ‘ statistical lives saved’, where each saved lifeis equivalent to living afull quality of life for
36.4 remaining years expected for the average New Zealand citizen, which with discounting has a present value of 9.7 years
(10% discount rate); no. ‘statistical lives saved’ = no. total discounted QALYs/9.7. Hence, the above 358 QALY strandate
t0 36.9 ‘statistical lives saved'.
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