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Abstract

Background: Voriconazole is well established as standard treatment for invasive aspergillosis (IA). In 2017, isavuconazole,
a new antifungal from the azole class, with a broader pathogen spectrum, was introduced in Sweden. A model
has therefore been developed to compare the cost-effectiveness of isavuconazole and voriconazole in the treatment of
possible IA in adults in Sweden.

Methods: The cost-effectiveness of isavuconazole versus voriconazole was evaluated using a decision-tree model.
Patients with possible IA entered the model, with 6% assumed to actually have mucormycosis. It was also assumed
that pathogen information would become available during the course of treatment for only 50% of patients, with
differential diagnosis unavailable for the remainder. Patients who were considered unresponsive to first-line treatment
were switched to second-line treatment with liposomal amphotericin-B. Data and clinical definitions included in the
model were taken from the published randomised clinical trial comparing isavuconazole with voriconazole for the
treatment of IA and other filamentous fungi (SECURE) and the single-arm, open-label trial and case-control analysis of
isavuconazole for the treatment of mucormycosis (VITAL). A probabilistic sensitivity analysis was used to estimate the
combined parameter uncertainty, and a deterministic sensitivity analysis and a scenario analysis were performed to test
the robustness of the model assumptions. The model followed a Swedish healthcare payer perspective, therefore only
considering direct medical costs.

Results: The base case analysis showed that isavuconazole resulted in an incremental cost-effectiveness ratio (ICER) of
174,890 Swedish krona (SEK) per additional quality adjusted life-year (QALY) gained. This was mainly due to the efficacy
of isavuconazole against IA and mucormycosis, as opposed to voriconazole, which is only effective against IA. Sensitivity
and scenario analyses of the data showed that the average ICER consistently fell below the willingness to pay
(WTP) threshold of 1,000,000 SEK. The probability of isavuconazole being cost-effective at a WTP of 170,000
SEK per QALY gained was 50% and at a WTP of 500,000 SEK per QALY gained was 100%.

Conclusions: This model suggests that the treatment of possible IA with isavuconazole is cost-effective compared with
treatment with voriconazole from a Swedish healthcare payer perspective.
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Background
Invasive fungal diseases (IFDs) are a common complica-
tion among immunocompromised patients, such as pa-
tients with haematological malignancies, haematopoietic
stem cell transplant (HSCT) recipients, solid organ trans-
plant recipients and patients in intensive care units [1].
IFDs such as invasive aspergillosis (IA) or mucormycosis
are also associated with substantial morbidity and high
mortality, especially in high-risk groups [2]. Both IFDs are
relatively rare; for example, in an epidemiology study in
France, 35,876 patients with IFDs were identified between
2001 and 2010, with an incidence of 1.4 cases/100,000
general population/year for IA and 0.09 cases/100,000
general population/year for mucormycosis [3].
Treatment of IFDs is often initiated before confirm-

ation of the causative pathogen, based on patient risk
factors and clinical and radiological signs. In the case of
IA, disease is classified as proven, probable or possible
IA based on criteria from the European Organisation for
Research and Treatment of Cancer/Invasive Fungal In-
fections Cooperative Group and the National Institute of
Allergy and Infectious Diseases Study Group [4]. In the
clinical setting, diagnosis of IA is difficult, as its symp-
toms are not specific, and the fungus can be found in
the airways of healthy individuals [5, 6]. Diagnosis of
mucormycosis is even more challenging due to its rarity
and the lack of a rapid diagnostic test, and because clinical
and radiological presentations resemble those of IA [7].
Additionally, mucormycosis can occur as a co-infection
with IA, complicating the chance of differential diagnosis
between the two diseases [8]. Therefore, most cases of
mucormycosis will initially be presumed to be IA until a
definite diagnosis is confirmed. However, based on the
10-year trend of IFDs in France [3], it can be assumed that
approximately 6% of patients diagnosed with possible IA
would actually have mucormycosis. Although epidemio-
logical data for Sweden are lacking, a single-centre, retro-
spective observational study of 100 patients with proven
or probable invasive mould disease in Sweden reported
that 14% of isolates were Mucorales spp. [9]. Making a dif-
ferential diagnosis between the two diseases is important,
as delaying treatment of mucormycosis by ≥6 days has
been reported to substantially increase mortality [10].
Isavuconazonium sulfate, the prodrug of isavuconazole,

is the most recently available antifungal triazole drug ap-
proved by the US Food and Drug Administration (FDA)
for the treatment of adults with IA or invasive mucormy-
cosis, and by the European Medicines Agency (EMA) in-
cluding Sweden for the treatment of adults with IA or the
treatment of mucormycosis when amphotericin B (AmB)
is not appropriate. Approvals were based on the results of
the SECURE trial, which included a comparator group
(voriconazole) [11], and a case-control analysis between
the single-arm VITAL study and the Fungiscope™ registry
(comparison between isavuconazole and AmB) [12], as
well as comparisons to historical data from patients with
untreated mucormycosis or delayed treatment [10, 13].
Voriconazole has long been the standard of care in the

treatment of IA, but treatment guidelines also now include
recommendations for isavuconazole for the primary treat-
ment of IA [14, 15]. Since isavuconazole and voriconazole
each have different spectra of antifungal activity and safety
profiles, it is important to determine their relative cost ef-
fectiveness. From a US hospital perspective, isavuconazole
has been demonstrated to be a cost-effective treatment for
IA in hospitalised patients compared with voriconazole
[16]. However, the cost-effectiveness of isavuconazole com-
pared with voriconazole in European countries has not
been reported. Therefore, a cost-effectiveness model was
designed to investigate the economic value to the Swedish
healthcare system of introducing isavuconazole for the
treatment of possible IA in adults when, at the point of
treatment initiation, a differential diagnosis between IA and
mucormycosis had not been achieved.

Methods
Clinical context and key assumptions
The model was developed to present a cost-utility analysis
of isavuconazole versus voriconazole in the treatment of
patients with possible IA. It was assumed that antifungal
treatment was initiated before pathogen information was
available to clinicians, and that this information would
become available during the course of treatment for only
50% of patients (base case), while differential diagnosis
would not be achieved for the remainder. The causative
pathogen was, in most cases, an Aspergillus species (94%
of patients in the base case) and a small fraction, Mucor-
ales (6%). The clinical outcomes were assigned based on
the clinical data related to the true underlying pathogens
and treatment group. The source of the clinical data was
the SECURE trial (comparison between isavuconazole and
voriconazole [11], and a case-control analysis between the
single-arm VITAL study and the Fungiscope™ registry
(comparison between isavuconazole and AmB) [12], as
well as comparisons to historical data from patients with
untreated mucormycosis or delayed treatment [10, 13].
These sources were part of the clinical review of isavuco-
nazole by the FDA and EMA (Table 1). For second-line
treatment we assumed that the resource use (e.g., treat-
ment duration) was as per first-line therapy. The model
followed a Swedish healthcare payer perspective, and
therefore only considered direct medical costs.

Model development and structure
A decision-tree approach was used to represent the short-
term patient pathway, with branches representing either
the presence of IA or mucormycosis from initial symptoms
to outcome after antifungal treatment (completion of



Table 1 Data sources for all-cause mortality at day 84

Treatment group Invasive aspergillosis Mucormycosis

Isavuconazole 29% (SECURE trial:
Randomized controlled
trial [11]a)

43% (VITAL trial: Open-label
study [12])

Voriconazole 29% (SECURE trial:
Randomized controlled
trial

Patients with delayed
treatmentb: 83%
(retrospective observational
study [10]c)

No (effective) treatmentd:
96% (meta-analysis of
untreated patients [27]e)

L-AmB liposomal amphotericin B
aAssumed to be the same for isavuconazole and voriconazole based on lack of
significant difference in the SECURE trial
bIn model: patients treated with voriconazole followed by L-AmB due to
mucormycosis identification
cAll-cause mortality at day 84 of patients with treatment delayed by more than 6days
dIn model: patients receiving voriconazole who remained undiagnosed
eMeta-analysis based on retrospective reviews [30, 43] and Fungiscope™ database
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antifungal treatment on resolution of infection or death;
Fig. 1). Patients entered the model with possible IA and
treatment was initiated with either isavuconazole or vorico-
nazole. Patients in both treatment groups with IA (irre-
spective of whether it was confirmed) could either remain
on first-line treatment, or if not responding to initial treat-
ment, could switch to second-line treatment with liposomal
amphotericin B (L-AmB). For isavuconazole-treated pa-
tients with mucormycosis, it was assumed that, irrespective
of whether the pathogen was identified during the treat-
ment course, treatment would continue for a duration
Fig. 1 Decision-tree model structure. First-level decision nodes represent th
IA/mucormycosis pathogen split. Third-level decision nodes are associated
liposomal amphotericin-B
appropriate for mucormycosis. Similarly as for IA, patients
with mucormycosis could switch to second-line treatment
with L-AmB. Voriconazole-treated patients for whom
mucormycosis was subsequently confirmed would be
switched to treatment with L-AmB. Voriconazole-treated
patients with mucormycosis that remained unidentified
would continue receiving treatment as appropriate for IA
with the consequence of not being correctly treated.
Results were extrapolated to a lifetime horizon using

the average life expectancy and quality of life relevant to
the underlying health conditions of patients treated for
IFDs. This approach follows another cost-effectiveness
model study [17].
Model inputs
Treatment regimens and dosing
First line treatment Dosing schedules for isavuconazole
and voriconazole were according to the SECURE study
and their respective summary of product characteristics
(SmPC) (Table 2) [11, 18–20]. Weight-based dosing (e.g.
voriconazole IV) was calculated using the mean weight
of 71.4 kg (standard deviation [SD]: 16.4 kg) observed for
European patients in the SECURE study. In both treat-
ment groups, it was assumed that 75% of patients started
on intravenous (IV) treatment and 25% of patients
started on oral treatment, based on data from the IA
subgroup from VITAL [12, 21]. In a scenario analysis,
the effects of assuming that 100% of patients started on
IV treatment were also tested.
e treatment comparison. Second-level decision nodes represent the
with second-line treatment options. IA, invasive aspergillosis; L-AmB,



Table 2 Resource use and acquisition costs

Resource use item Costs (SEK)

Drug costsa

-Isavuconazoleb (200 mg vial), 200 mg/day
(maintenance dose)

5311

-Isavuconazoleb (14-pack of 100 mg capsules),
200 mg/day (maintenance dose)

7067

-Voriconazolec (200mg vial), 2 × 4 mg/kg/day
(maintenance dose)

1167

-Voriconazoled (56-pack of 200 mg capsules),
400 mg/day (maintenance dose)

8008

-L-AmB (50 mg vial, 10 vials), 5 mg/kg/day 15,869

-Posaconazolee (96-pack of 100 mg tablets),
300 mg/day

27,938

Hospitalisation costs/dayf 7006

Monitoring cost/unitg 611

Adverse event costs by system order class/event

-Cardiac (i.e., cardiac arrest, tachycardia)h 18,966

-Hepatobiliary (i.e., hyperbilirubinemia,
abnormal hepatic function, jaundice, cholestasis)i

3863

-Nephrotoxicityj 89,316

L-AmB liposomal amphotericin B, SEK Swedish krona
aDrug retail prices were taken from the TLV price list for oral isavuconazole,
oral voriconazole (generic), liposomal amphotericin-B and posaconazole [27];
the retail prices of IV isavuconazole and voriconazole (generic) were taken
from Apoteket.se [28] (March 2018)
bIV and oral isavuconazole loading dose was 200 mg every 8 h on days 1 and
2; maintenance dose was initiated from day 3 onwards
cIV voriconazole loading dose was 6 mg/kg every 12 h on day 1, maintenance
dose was initiated from day 2 onwards
dOral voriconazole loading dose was 400 mg/kg on day 1, maintenance dose
was initiated from day 2 onwards
ePosaconazole loading dose was 300 mg twice daily on day 1, maintenance
dose was initiated from day 2 onwards
fCosts taken from South Sweden Price list [29]; Inpatient daily cost at
haematology clinic. Code: VD010 (p. 50)
gCost of liver function test taken from South Sweden Price list [29]
hCosts taken from South Sweden Price list [29]: Cardiac arrest uncomplicated.
Code: E48E: 43,228 SEK (29%) and tachycardia: Arrhythmia uncomplicated
inpatient [Code: E65E) 8976 SEK (71%)
iCosts taken South Sweden Price list [29]: Physician visit liver/gallbladder.
Code: G99O 3863 SEK
jCosts taken from South Sweden Price list [29]: Inpatient day at nephrology
dept. Code: VD010 9924 SEK. Based on Bruynesteyn et al., 2007, 9 incremental
days due to nephrotoxity were applied
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For the first-line treatment of IA, the treatment dura-
tions were according to the SECURE study (47.1 days)
[11, 22]. For treatment of mucormycosis, the treatment
duration of isavuconazole was set to the treatment dur-
ation observed in VITAL (149.0 days) [12]. Patients with
mucormycosis receiving voriconazole for whom patho-
gen information became available were switched to
second-line treatment after day 11, based on the median
time of 11 days (range 2–34 days) between clinical signs
and diagnosis of mucormycosis in a French nationwide
retrospective study evaluating the clinical characteristics
and outcomes of mucormycosis in allogeneic HSCT pa-
tients [23]. For patients with mucormycosis treated with
voriconazole who did not receive a diagnosis, treatment
was assumed to proceed as per that for IA (Table 3).

Second line treatment Based on data from the SECURE
and VITAL trials, it was calculated that approximately
48% of patients with IA and 33% of patients with mucor-
mycosis would require second-line treatment with L-AmB
due to insufficient response to first-line treatment, based
on the numbers who discontinued first-line treatment
minus those who died during treatment. For patients
treated initially with either isavuconazole or voriconazole
(only IA), it was assumed that non-responders would
switch to second-line treatment between 7 and 14 days
(10.5 days). For patients treated with voriconazole and
after achieving diagnosis of mucormycosis, it was assumed
that the switching occurred after 11 days.
L-AmB was used in the model as a second-line treat-

ment for both IA and mucormycosis after the failure of
both first-line treatments (isavuconazole and voricona-
zole). L-AmB was dosed at 5 mg/kg for both IA and
mucormycosis (based on current clinical practice in
Sweden for IA, and on the FungiScope™ case-control
study for mucormycosis [12, 24]). For patients with IA,
it was assumed L-AmB would be followed by oral
step-down treatment with either voriconazole (dosed as
per SmPC [18]) for patients with IA if the fungal burden
was reduced, e.g., due to the L-AmB treatment, or posaco-
nazole tablets (dosed as per SmPC [25]) in a 1:1 ratio and
the total duration (L-AmB and oral step-down treatment)
was assumed to be equal to the first-line treatment dur-
ation (47.1 days), following an approach applied in a previ-
ous economic model [17]. The duration of L-AmB for
patients with IA was based on a clinical study by Leenders
et al. in which the median duration of treatment was 14.5
days [26]. The duration of second-line step-down treat-
ment for IA patients with posaconazole or voriconazole
was calculated as the difference between 14.5 days and the
total duration of second-line treatment (47.1 days).
For patients with mucormycosis, treatment with L-AmB

was based on the matched patients from FungiScope™
case-control study (27.2 days) [12] and the second-line
step-down treatment was posaconazole (121.8 days, fol-
lowing the same estimation approach as in IA) (Table 3).

Costs of drug acquisition, hospitalisation, adverse events,
and outpatient monitoring
Drug retail prices were sourced from the Tandvards och
Lakemedelsformansverket Verket (TLV) price list [27]
(reimbursed formulations) and Apoteket.se [28] (non-reim-
bursed formulations). The cost/day of hospitalisation was
calculated as 7006 Swedish krona (SEK), based on the daily
rate reported in the South Sweden price list for inpatient
stay at a haematology clinic [29], and was assumed to
include costs associated with IV drug preparation and



Table 3 Treatment duration, and length of hospital stay

Treatment Resource use
(days)

Source

Treatment duration

First-line treatment for IA Isavuconazole 47.1 (IV: 8.1) Mean treatment duration from SECURE [11, 39]a

Voriconazole 47.1 (IV: 8.1)

First-line treatment for
mucormycosis

Isavuconazole
Voriconazole no pathogen information
available
Voriconazole non-responders prior to
switching

149.0 (IV: 15.5)
47.1 (IV: 8.1)
11.0 (IV: 8.1)

Mean treatment duration from VITAL [12, 36]
Patients treated as IA patients, assumption follows
SECURE [11, 39]
Median time between first clinical signs and
mucormycosis diagnosis, Xhaard et al. [17]

Second-line treatment
for IA

L-AmB 14.5 (IV: 14.5) Median treatment duration from Leenders et al. [19]

Oral step-down with voriconazole or
posaconazole

32.6 (IV: 0) Total duration of second-line treatment b minus
duration of treatment with liposomal amphotericin-B

Second-line treatment
for mucormycosis

L-AmB 27.2 (IV: 27.2) Median treatment duration from VITAL Fungiscope
case-control [12, 36]

Posaconazole 121.8 (IV: 0) Total duration of second-line treatmentc minus
duration of treatment with liposomal amphotericin-B

Length of hospital stay

IA Isavuconazole
Voriconazole
L-AmB

19.7
19.7
19.7

Mean duration from SECURE [11, 39]a

Mucormycosis Isavuconazole 19.3 Mean duration from VITAL [12, 36]

Voriconazole no pathogen information available 19.3 Assumption same as for isavuconazole

Voriconazole non-responders prior to switching 11.0 Duration of treatment before mucormycosis diagnosis
from Xhaard et al. [17]

L-AmB + posaconazole 27.2 Assumed: Duration the same as the mean days of IV
treatment in Fungiscope case-control (VITAL [12, 36])

aAs there was no statistical difference between treatment groups in SECURE study, the same value was taken for isavuconazole, voriconazole and L-AmB
bThe total duration of second-line treatment for IA was assumed to be the equivalent to that for isavuconazole that for first-line treatment for IA (47.1 days)
cThe total duration of second-line treatment for mucormycosis was assumed to be the equivalent to that for first-line treatment for mucormycosis with
isavuconazole (149.0 days). IA, invasive aspergillosis; IV, intravenous; L-AmB, liposomal amphotericin B
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administration as well as monitoring during the hospital
stay (Table 2).
For patients with IA, the mean duration of the initial

hospital stay was based on the duration in the SECURE
trial, which was not significantly different between treat-
ment groups (Table 3) [11, 22]. Patients on second-line
treatment with L-AmB followed by voriconazole or
posaconazole were assumed to have the same length of
hospital stay as those undergoing first-line treatment.
Patients receiving second-line treatment would incur a
proportion of first-line treatment costs plus the full costs
of second-line treatment. For isavuconazole-treated pa-
tients with mucormycosis, a mean duration of the initial
hospital stay was based on data from the VITAL trial
(Table 3) [12]. Patients treated with voriconazole for
whom pathogen information became available, were as-
sumed to be hospitalised for the 11 days prior to switch-
ing to L-AmB followed by posaconazole treatment. For
patients receiving second-line treatment with L-AmB
followed by posaconazole, the mean duration of hospital
stay was as per the duration of IV treatment observed in
the FungiScope™ case-control study [12]. Patients treated
with voriconazole for whom no pathogen information
became available were assumed to be hospitalised as per
the patients with IA (Table 3). Costs for surgical de-
bridement or other measures in patients with mucormy-
cosis were not included because data are lacking and
would not have resulted in between-group differences.
The model estimated the cost of moderate/severe ad-

verse events (AEs) of the cardiac and hepatobiliary system
organ classes, since there was a significant difference be-
tween isavuconazole and voriconazole in either the pro-
portion of patients affected or the overall number of AEs
experienced in these classes in the SECURE trial [11]. The
total number of moderate/severe AEs classed under car-
diac disorders in the isavuconazole versus voriconazole
groups was 28 of 257 patients and 47 of 259, respectively,
and the number of moderate/severe AEs classed as hepa-
tobiliary disorders was 17 of 257 and 37 of 259, respect-
ively. These AEs would be expected to have substantial
economic consequences (Table 2). For L-AmB-treated pa-
tients, the cost of treating nephrotoxicity was included,
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based on its high incidence in clinical trials [11] and its in-
clusion in previously published cost-effectiveness models
[17, 30, 31]. Incidence of nephrotoxicity in patients treated
with L-AmB was 11.5% based on the clinical trial by
Walsh et al. 2004 [32]. Costs associated with each AE were
sourced from the South Sweden price list [29] (Table 2).
For all patients, the duration of outpatient monitoring

was based on total treatment length minus the length of
hospitalisation. Based on the products’ drug labelling
and differences in hepatotoxicity, the costing for liver
function tests per treatment course was calculated (Add-
itional file 1: Table S1). Based on the South Sweden price
list [29], the cost of a liver function test of 611 SEK was
applied (Table 2).

Time horizon, discount rate and cost-effectiveness
threshold
To capture the long-term effects of isavuconazole and
voriconazole within the model, a lifetime horizon was
used. A discount rate of 3% was applied based on the re-
quirements of the TLV. A 1000,000 SEK per additional
quality-adjusted life year (QALY) willingness to pay (WTP)
threshold was applied.

Utility and life expectancy
It was assumed that patients surviving an IFD would ex-
perience the quality of life and life expectancy associated
with their underlying condition. The most common
underlying disease for patients in SECURE and VITAL
was acute myeloid leukaemia (AML) therefore the base
case analysis used a utility figure of 0.82, based on an
analysis of AML survivors [33]. A life expectancy of 17
years was sourced from survival trends of AML patients
in Sweden from 1973 to 2011 [34] and this was further
discounted using a 3% rate and value factor sum method
to 13.6 years. Both utility and life expectancy values were
tested in the deterministic sensitivity analysis and prob-
abilistic sensitivity analysis.

All-cause mortality (ACM)
Table 1 lists the data sources (SECURE, VITAL and
comparisons to historical data from patients) which were
used to populate the model. An ACM through day 84 of
29% for patients with IA was used in this analysis, as per
the isavuconazole arm of the SECURE trial (not signifi-
cantly different between treatment groups). This per-
centage was also used for second-line treatment of
patients with L-AmB without applying a mortality figure
for first-line treatment (to avoid double counting). For
patients treated with isavuconazole for mucormycosis,
an ACM at day 84 of 43% was used, based on the results
of the VITAL trial [12]. For patients treated with vorico-
nazole with mucormycosis for whom pathogen informa-
tion became available (i.e., switched to L-AmB at day 11
[23]), an ACM at day 84 of 83% was used, based on the
mortality rate observed in a study of mucormycosis that
included patients who received delayed effective treat-
ment [10]. For patients with mucormycosis treated with
voriconazole for whom no pathogen information became
available, an ACM at day 84 of 96% was used, based on
the mortality rate observed in a meta-analysis of un-
treated mucormycosis patients [13].

Sensitivity/scenario analyses and estimation of cost-
effectiveness
In probabilistic sensitivity analyses, a probability distribu-
tion for each input parameter (mucormycosis prevalence,
pathogen identification percentage, second-line treatment
drug costs, percentage receiving second-line treatment and
percentage of patients requiring therapeutic drug monitor-
ing) was defined to account for the uncertainty around the
input point estimates. During every run, a value for each of
the inputs was randomly selected simultaneously from its
probability distribution and used to calculate mean costs
and mean QALYs. The probabilistic variables and their dis-
tributional parameters are summarised in Additional file 2:
Table S2. The model was run 1000 times and mean costs
and QALYs were summarised. To test the robustness of
model assumptions, a deterministic sensitivity analysis was
also performed for a number of variables in the model
(Additional file 3: Table S3), and a scenario analysis was
performed to test how certain parameters affected the
model. The incremental cost-effectiveness ratio (ICER) was
calculated using the equation:

ICER ¼ Costs Bð Þ−Costs Að Þ
QALYs Bð Þ−QALYs Að Þ

Isavuconazole was considered cost-effective if the ICER
was less than the previously defined WTP threshold.

Results
Base case analysis
Isavuconazole was both more costly and more effective
than voriconazole (Table 4). Isavuconazole resulted in
0.3 more QALYs per patient than voriconazole at an incre-
mental cost of 52,191 SEK, resulting in an ICER of 174,890
SEK per additional QALY gained. Drug acquisition costs
were 51% higher for isavuconazole compared with vorico-
nazole, but voriconazole had higher treatment-emergent
adverse event (TEAE) costs (24%) and drug monitoring
costs (34%). Overall hospitalisation costs were comparable
between arms.

Sensitivity and scenario analyses
In probabilistic sensitivity analyses, after 1000 runs in
which estimates of variations in costs, percentages re-
quiring second-line treatment, mortality, and quality of



Table 4 Base case analysis results

Costs (SEK) Effects

Drug Hospital AEs Monitoring Total costs LYs QALYs

Isavuconazole

IAa 143,966 192,098 6819 1690 344,573 9.07 7.43

Mucormycosisa 18,489 11,427 331 307 30,554 0.45 0.37

Combined 162,455 203,525 7150 1996 375,127 9.51 7.80

Voriconazole

IAa 96,872 192,098 8395 2617 299,982 9.07 7.43

Mucormycosisa 10,877 11,582 438 58 22,954 0.08 0.07

Combined 107,749 203,680 8832 2675 322,936 9.15 7.50

Difference (isavuconazole−voriconazole) 52,191 0.3

ICER (SEK/ QALY) 174,890

AE adverse event, IA invasive aspergillosis, ICER incremental cost-effectiveness ratio, LY life year, QALY quality-adjusted life year, SEK Swedish krona
aThe costs and effects for IA and mucormycosis are weighted by their relative proportions, e.g., 94% for IA and 6% for mucormycosis
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life were randomly chosen, the average ICER consistently
fell below the WTP threshold of 1000,000 SEK. The prob-
ability of isavuconazole being cost-effective at a WTP
threshold of 175,000 SEK per QALY gained was 50% and
at a WTP threshold of 550,000 SEK per QALY gained was
100% (Fig. 2). Figure 3 shows 12 parameters that were
shown to have most influence on the model results (of the
16 parameters tested). The results were most sensitive to
changes in mortality figures. Reducing mortality by 30% in
patients receiving delayed L-AmB treatment or no effect-
ive treatment resulted in an increase of the ICER to
238,019 SEK and 252,950 SEK, respectively. Varying
mucormycosis prevalence or life expectancy by 25%, or
varying quality of life by 20%, also had a measurable effect
on the model results. Various parameters were also tested
in scenario analyses to determine their impact on the re-
sults of the model (Table 5). Using a higher mucormycosis
Fig. 2 Isavuconazole – cost-effectiveness acceptability curve from the prob
Threshold, threshold of willingness to pay cost per QALY
prevalence of 14% (obtained from a Swedish study [9]),
the ICER was reduced by 53% to 81,464 SEK. When the
proportion of patients for whom pathogen information
became available was set at 0%, the ICER was increased by
approximately 15,000 SEK, and when that proportion of
patients was set at 100%, the ICER was decreased by
approximately 20,000 SEK. Varying second-line treat-
ment costs by ±50% had little effect on the ICER. Redu-
cing the proportion of patients that required second-line
treatment to 0% reduced the ICER by approximately 20%.
The inclusion of additional therapeutic drug monitoring
for each treatment only reduced the ICER by approxi-
mately 2000 SEK. When assuming that 100% of patients
began on IV treatment, the ICER per additional QALY
gained was 190,397 SEK. When the life expectancy was
halved, the ICER was almost doubled, while increasing the
life expectancy by 50% reduced the ICER by a quarter.
abilistic sensitivity analysis. QALY, quality-adjusted life-year; WTP



Fig. 3 Deterministic sensitivity analysis of resultsa. aAll variables were tested with an upper and lower bound value of + 25 and − 25%,
respectively, except for mortality – delayed therapy with + 20 and − 30%, mortality untreated with + 4 and − 30%, and quality of life with + 20
and − 20%, with upper and lower bound values, respectively. IA, invasive aspergillosis; ICER, incremental cost-effectiveness ratio; IV, intravenous;
SEK, Swedish krona
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However, in all scenarios tested, ICER remained
cost-effective.

Discussion
This model was developed to assess the cost-effectiveness
of isavuconazole from a Swedish healthcare payer perspec-
tive for the treatment of possible IA in adult patients
when, at the point of treatment initiation, a differential
diagnosis between IA and mucormycosis had not been
achieved. Isavuconazole was found to be cost effective at a
WTP threshold of 1000,000 SEK and had an ICER of
174,890 SEK per additional QALY gained. Data for be-
tween 2005 and 2011 for TLV decisions on the inclusion
of drugs in the pharmaceutical benefits scheme show that
Table 5 Scenario sensitivity analyses

Parameter Evaluated parameter

Mucormycosis prevalence 14%

Pathogen identification percentage 0%

100%

Second-line treatment drug costs −50%

+ 50%

Percentage receiving second-line treatment 0%

Percentage requiring therapeutic drug monitoring 50% for isavuconazole a
for voriconazole/posaco

Percentage starting with IV formulation 100%

Life expectancy −50%

+ 50%

Δ, difference, ICER incremental cost-effectiveness ratio, IV intravenous, QALY quality
the lowest cost per QALY declined was 700,000 SEK while
the highest accepted was 1,220,000 SEK [35]. This com-
pares favourably also to oncology drugs that have been
assessed positively by the Swedish council for novel thera-
peutics with ICERs per QALY up to 1,080,000 SEK (with
pertuzumab being the exemption, having an ICER at
2,600,000 SEK) [36].
The higher QALYs in the isavuconazole arm than in the

voriconazole arm of the study were mainly attributable to
the lack of effect of voriconazole for the treatment of
mucormycosis. Isavuconazole is active against both Asper-
gillus and Mucorales, and may be advantageous compared
with voriconazole in patients with possible IA in whom
mucormycosis has not been ruled out. Patients receiving
ΔCosts (SEK) ΔEffects (QALYs) ICER (costs per QALY gained)

59,191 0.72 81,464

64,793 0.34 189,966

39,588 0.26 154,784

53,701 0.3 179,950

50,681 0.3 169,830

42,361 0.3 141,952

nd 75%
nazole

51,661 0.3 173,115

56,818 0.3 190,397

52,191 0.17 310,924

52,191 0.40 130,484

-adjusted life year, SEK Swedish krona
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voriconazole in this model had, on average, increased mor-
tality, as a proportion either received ineffective treatment,
or experienced a delay in receiving effective treatment
before pathogen information became available, which is re-
flective of real world situations. In a study of 230 cases of
mucormycosis in Europe, 48% of patients were receiving
antifungal drugs, including voriconazole and caspofungin,
prior to diagnosis being confirmed [37]. Similarly, in a mul-
ticentre cohort study of patients with mucormycosis after
haematopoietic stem cell transplantation, 29 cases were
identified, of which 23 were receiving antifungal treatment
at diagnosis, of which half were receiving voriconazole.
Differential diagnosis between the two pathogens is import-
ant, as untreated mucormycosis has a mortality rate ap-
proaching 100% [13] and a delay in treatment of up to 6
days has been demonstrated to result in a near doubling of
the rate of mortality (83% vs 43%) [10]. However, the ab-
sence of a differential diagnosis between IA and mucormy-
cosis can be a challenge in real-world practice where
treatments have to be administered before diagnosis, unless
the initial treatment has efficacy against both IA and
Mucorales. In fact, the selection of approximately 6% as the
percentage of patients who actually had mucormycosis in
the current study, which was based on hospital diagnosis
data (International Classification of Diseases-10 [ICD-10])
from France [3], may have been overly conservative, be-
cause the prevalence of mucormycosis among patients with
invasive mould infections has been reported to be as high
as 14% in a Swedish cohort of patients [9] or 9% in a study
of 6807 patients with IFD in North American health cen-
tres [38]. Surveillance studies from transplant centres in the
US have reported prevalence data for mucormycosis rela-
tive to all patients with IA or mucormycosis of between
around 9% [39] and 16% [40]. On the other hand, preva-
lence may vary considerably by region and by study, as rela-
tive prevalence estimates from Italian studies have ranged
from around 4% [41] to 10% [42]. The model is robust for a
wide range of mucormycosis prevalence (4 to 14%, tested
from the deterministic sensitivity analysis [DSA] and Sce-
nario analyses).
In clinical practice, differential diagnosis is difficult to

make and often patients can be infected with multiple
pathogens; in a retrospective observational study of inva-
sive mould disease in a single centre in Sweden, multiple
mould pathogens were observed in 13% of disease [9]. In
the SECURE study, only 53% of patients had pathogen in-
formation available (proven and probable cases) and only
13% of patients had proven invasive mould disease [11]; in
a German study of 170 patients evaluating the European
Organisation for Research and Treatment of Cancer and
the National Institute of Allergy and Infectious Diseases
Mycology Study Group (EORTC/MSG) criteria for IFD,
only 14% of patients had pathogen information available
(proven and probable cases) and only 3% had proven IFD.
Cost-minimization studies comparing isavuconazole with
L-AmB followed by posaconazole for the treatment of inva-
sive aspergillosis and mucormycosis have shown estimated
treatment costs to be at least 20% lower with isavuconazole
in a United Kingdom (UK) healthcare setting [21, 43]. Simi-
larly, in the treatment of mucormycosis, cost savings rela-
tive to L-AmB have been demonstrated for isavuconazole
in German and Italian healthcare settings [44, 45].
The model is limited by the published data used as inputs

in the model. Data from the SECURE and VITAL trials were
based on international populations of patients and not local-
ised data for Sweden. However, the sensitivity analyses in this
model allowed for a range of assumptions to be analysed. It
could not always be confirmed that data from literature or
international databases used in the model were relevant to
Sweden. Nevertheless, they were clinically plausible and
there was no reason to believe that they should not be ap-
plicable. Furthermore, assumptions regarding the duration
of some treatments, although plausible, were made in line
with separate cost-effectiveness analyses. Life expectancy in
the model was based on that of patients with AML. Al-
though AML was the dominant underlying condition ob-
served in the SECURE trial, it still accounted for less than
50% of the total patients. Varying life expectancy by 50% had
a measurable effect on the model, but the scenario sensitivity
analysis showed that a cost-effective ICER was still provided.
In the current model, we captured only two specific AEs

due to their suspected economic impact, whereas the SE-
CURE trial indicated notable differences between isavuco-
nazole and voriconazole in the incidence of other AEs as
well [11]. This difference may be because therapeutic drug
monitoring of voriconazole was not performed in the SE-
CURE trial. Furthermore, the rates of 30-day re-admissions
and rate of serious AEs post-discharge leading to
re-hospitalisation were numerically higher with voricona-
zole [22]. Thus, the conservative approach taken in the
current analysis is likely to have underestimated the differ-
ences between both drugs. Isavuconazole also has a lower
predisposition than voriconazole for drug-drug interactions
with immunosuppressant drugs [46]. However, the effects
of drug-drug interactions on patient and cost outcomes in
IFD patients have not been reported and hence these po-
tential differences could not be captured. Differences in
treatments for specific subpopulations of patients were not
captured in the model, particularly in subpopulations where
voriconazole treatment would not have been suitable, such
as patients with QT prolongation, severe renal impairment,
or concomitant treatment with drugs with which interac-
tions would have been an issue [18].

Conclusions
This study is the first cost-effectiveness analysis of isavu-
conazole compared with voriconazole in the treatment
of possible IA.
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Overall, from a Swedish healthcare payer perspective,
this model suggests that treatment of possible IA with
isavuconazole is cost-effective compared with voricona-
zole in adult patients due to the additional Mucorales
coverage provided by isavuconazole.

Additional files

Additional file 1: Table S1. Outpatient monitoring costs. Table
summarising the outgoing monitoring costs of patients (DOCX 13 kb)

Additional file 2: Table S2. Distributions used in the probabilistic
sensitivity analysis. Table summarising the probabilistic variables and their
distributional parameters used in the probabilistic sensitivity analysis
(DOCX 14 kb)

Additional file 3: Table S3. Parameters tested in deterministic
sensitivity analysis. Table summarising the parameters tested in the
deterministic sensitivity analysis (DOCX 13 kb)

Abbreviations
AE: Adverse event; AmB: Amphotericin B; AML: Acute myeloid leukaemia;
DSA: Deterministic sensitivity analysis; EMA: European medicines agency;
EORTC: European organization for research and treatment of cancer;
FDA: Food and drug administration; HSCT: Haematopoietic stem cell
transplant; IA: Invasive aspergillosis; ICD: International classification of
diseases; ICER: Incremental cost-effectiveness ratio; IFD: Invasive fungal
diseases; IV: Intravenous; L-AmB: Liposomal amphotericin B; MSG: Mycology
study group; QALY: Quality adjusted life-year; SD: Standard deviation;
SEK: Swedish krona; SmPC: Summary of product characteristics;
TEAE: Treatment-emergent adverse event; TLV: Tandvårds- och
läkemedelsförmånsverket; UK: United Kingdom; US: United States;
WTP: Willingness to pay

Acknowledgements
This work was supported by Basilea Pharmaceutica International Ltd. Medical
writing support was provided by Barrie Anthony, PhD, CMPP, and John
Clarke, PhD, CMPP, of Envision Scientific Solutions, funded by Basilea
Pharmaceutica International Ltd.

Funding
This analysis was funded by Basilea Pharmaceutica International Ltd. The sponsor
was involved in study design, data collection, analysis and interpretation of the
data, in collaboration with the authors. The authors were responsible for the
writing of the manuscript.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
All authors were involved in the conception and design of the study. All
authors were involved in data acquisition. LF and EB were involved in data
analysis. All authors were involved in interpretation of the study data,
drafting the manuscript and revising it critically for intellectual content. All
authors have read and approved the final manuscript.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
DK and JP are employees of Basilea Pharmaceutica International Ltd.,
Switzerland and all hold stock options with Basilea.
EB and LF report personal fees from Covance, who were commissioned by
Basilea to carry out study analysis.
JS has received personal fees from Unimedic for expert testimony, and from
Pfizer and Gilead for lectures, all outside the scope of the current work.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Covance Market Access, London, UK. 2Basilea Pharmaceutica International
Ltd, Basel, Switzerland. 3Department of Medical Sciences, Infectious Diseases,
Uppsala University, Uppsala, Sweden. 4Covance Market Access, London, UK.

Received: 23 April 2018 Accepted: 7 January 2019

References
1. Lass-Florl C. The changing face of epidemiology of invasive fungal disease

in Europe. Mycoses. 2009;52(3):197–205.
2. Neofytos D, Horn D, Anaissie E, Steinbach W, Olyaei A, Fishman J, Pfaller M,

Chang C, Webster K, Marr K. Epidemiology and outcome of invasive fungal
infection in adult hematopoietic stem cell transplant recipients: analysis of
multicenter prospective antifungal therapy (PATH) Alliance registry. Clin
Infect Dis. 2009;48(3):265–73.

3. Bitar D, Lortholary O, Le Strat Y, Nicolau J, Coignard B, Tattevin P, Che D,
Dromer F. Population-based analysis of invasive fungal infections, France,
2001-2010. Emerg Infect Dis. 2014;20(7):1149–55.

4. De Pauw B, Walsh TJ, Donnelly JP, Stevens DA, Edwards JE, Calandra T,
Pappas PG, Maertens J, Lortholary O, Kauffman CA, et al. Revised definitions
of invasive fungal disease from the European Organization for Research and
Treatment of Cancer/invasive fungal infections cooperative group and the
National Institute of Allergy and Infectious Diseases mycoses study group
(EORTC/MSG) consensus group. Clin Infect Dis. 2008;46(12):1813–21.

5. Fortun J, Carratala J, Gavalda J, Lizasoain M, Salavert M, de la Camara R, Borges
M, Cervera C, Garnacho J, Lassaleta A, et al. Guidelines for the treatment of
invasive fungal disease by aspergillus spp. and other fungi issued by the
Spanish Society of Infectious Diseases and Clinical Microbiology (SEIMC). 2011
update. Enferm Infecc Microbiol Clin. 2011;29(6):435–54.

6. Kousha M, Tadi R, Soubani AO. Pulmonary aspergillosis: a clinical review. Eur
Respir Rev. 2011;20(121):156–74.

7. Cornely OA, Arikan-Akdagli S, Dannaoui E, Groll AH, Lagrou K, Chakrabarti A,
Lanternier F, Pagano L, Skiada A, Akova M, et al. ESCMID and ECMM joint
clinical guidelines for the diagnosis and management of mucormycosis
2013. Clin Microbiol Infect. 2014;20(Suppl 3):5–26.

8. Skiada A, Lanternier F, Groll AH, Pagano L, Zimmerli S, Herbrecht R,
Lortholary O, Petrikkos GL, European conference on infections in L.
Diagnosis and treatment of mucormycosis in patients with hematological
malignancies: guidelines from the 3rd European conference on infections in
leukemia (ECIL 3). Haematologica. 2013;98(4):492–504.

9. Klingspor L, Saaedi B, Ljungman P, Szakos A. Epidemiology and outcomes
of patients with invasive mould infections: a retrospective observational
study from a single centre (2005-2009). Mycoses. 2015;58(8):470–7.

10. Chamilos G, Lewis RE, Kontoyiannis DP. Delaying amphotericin B-based
frontline therapy significantly increases mortality among patients with
hematologic malignancy who have zygomycosis. Clin Infect Dis. 2008;47(4):
503–9.

11. Maertens JA, Raad II, Marr KA, Patterson TF, Kontoyiannis DP, Cornely OA,
Bow EJ, Rahav G, Neofytos D, Aoun M, et al. Isavuconazole versus
voriconazole for primary treatment of invasive mould disease caused by
aspergillus and other filamentous fungi (SECURE): a phase 3, randomised-
controlled, non-inferiority trial. Lancet. 2016;387(10020):760–9.

12. Marty FM, Ostrosky-Zeichner L, Cornely OA, Mullane KM, Perfect JR,
Thompson GR 3rd, Alangaden GJ, Brown JM, Fredricks DN, Heinz WJ, et al.
Isavuconazole treatment for mucormycosis: a single-arm open-label trial
and case-control analysis. Lancet Infect Dis. 2016;16(7):828–37.

13. FDA Anti-infective Drugs Advisory Committee. Advisory Committee Briefing
Document. Isavuconazonium: Invasive Aspergillosis and Invasive
Mucormycosis [https://www.pharmamedtechbi.com/~/media/
Supporting%20Documents/The%20Pink%20Sheet%20DAILY/2015/January/
12015%20AIDACB101FDA_Backgrounder.pdf]. Accessed 17 Jan 2019.

14. Patterson TF, Thompson GR 3rd, Denning DW, Fishman JA, Hadley S,
Herbrecht R, Kontoyiannis DP, Marr KA, Morrison VA, Nguyen MH, et al.

https://doi.org/10.1186/s12879-019-3683-2
https://doi.org/10.1186/s12879-019-3683-2
https://doi.org/10.1186/s12879-019-3683-2
https://www.pharmamedtechbi.com/~/media/Supporting%20Documents/The%20Pink%20Sheet%20DAILY/2015/January/12015%20AIDACB101FDA_Backgrounder.pdf
https://www.pharmamedtechbi.com/~/media/Supporting%20Documents/The%20Pink%20Sheet%20DAILY/2015/January/12015%20AIDACB101FDA_Backgrounder.pdf
https://www.pharmamedtechbi.com/~/media/Supporting%20Documents/The%20Pink%20Sheet%20DAILY/2015/January/12015%20AIDACB101FDA_Backgrounder.pdf


Floros et al. BMC Infectious Diseases          (2019) 19:134 Page 11 of 11
Practice guidelines for the diagnosis and Management of Aspergillosis: 2016
update by the Infectious Diseases Society of America. Clin Infect Dis. 2016;
63(4):e1–e60.

15. Tissot F, Agrawal S, Pagano L, Petrikkos G, Groll AH, Skiada A, Lass-Florl C,
Calandra T, Viscoli C, Herbrecht R. ECIL-6 guidelines for the treatment of invasive
candidiasis, aspergillosis and mucormycosis in leukemia and hematopoietic stem
cell transplant patients. Haematologica. 2017;102(3):433–44.

16. Harrington R, Lee E, Yang H, Wei J, Messali A, Azie N, Wu EQ, Spalding J.
Cost-effectiveness analysis of Isavuconazole vs. Voriconazole as first-line
treatment for invasive aspergillosis. Adv Ther. 2017;34(1):207–20.

17. Bruynesteyn K, Gant V, McKenzie C, Pagliuca T, Poynton C, Kumar RN,
Jansen JP. A cost-effectiveness analysis of caspofungin vs. liposomal
amphotericin B for treatment of suspected fungal infections in the UK. Eur J
Haematol. 2007;78(6):532–9.

18. European Medicines Agency. Summary of Product Characteristcs. VFEND 50
mg and 200 mg film-coated tablets, VFEND 200 mg powder for solution for
infusion, VFEND 200 mg powder and solvent for solution for infusion,
VFEND 40 mg/ml powder for oral suspension. [https://www.medicines.org.
uk/emc/product/7977]. Accessed 17 Jan 2019.

19. European Medicines Agency. Summary of Product Characteristics: Cresemba
100 mg hard capsules. https://www.medicines.org.uk/emc/product/5071.
Accessed 17 Jan 2019.

20. European Medicines Agency. Summary of Product Characteristics: Cresemba
200 mg powder for concentrate for solution for infusion. https://www.
medicines.org.uk/emc/product/5069. Accessed 17 Jan 2019.

21. Bagshaw E, Kuessner D, Posthumus J, Escrig C, Blackney M, Heimann SM,
Cornely OA. The cost of treating mucormycosis with isavuconazole compared
with standard therapy in the UK. Future Microbiol. 2017;12:515–25.

22. Horn D, Goff D, Khandelwal N, Spalding J, Azie N, Shi F, Franks B, Shorr AF.
Hospital resource use of patients receiving isavuconazole vs voriconazole
for invasive mold infections in the phase III SECURE trial. J Med Econ.
2016;19(7):728–34.

23. Xhaard A, Lanternier F, Porcher R, Dannaoui E, Bergeron A, Clement L,
Lacroix C, Herbrecht R, Legrand F, Mohty M, et al. Mucormycosis after
allogeneic haematopoietic stem cell transplantation: a French multicentre
cohort study (2003-2008). Clin Microbiol Infect. 2012;18(10):E396–400.

24. European Medicines Agency. Summary of Product Characteristics: AmBisome®
50 mg powder for solution for infusion (liposomal amphotericin B). https://
www.medicines.org.uk/emc/medicine/1236. Accessed 17 Jan 2019.

25. European Medicines Agency. Summary of Product Characteristics: Noxafil
100 mg Gastro-resistant Tablets. https://www.medicines.org.uk/emc/
product/5388/smpc. Accessed 17 Jan 2019.

26. Leenders AC, Daenen S, Jansen RL, Hop WC, Lowenberg B, Wijermans PW,
Cornelissen J, Herbrecht R, van der Lelie H, Hoogsteden HC, et al. Liposomal
amphotericin B compared with amphotericin B deoxycholate in the
treatment of documented and suspected neutropenia-associated invasive
fungal infections. Br J Haematol. 1998;103(1):205–12.

27. Tandvårds- och läkemedelsförmånsverket: TLV price list https://www.tlv.se/.
Accessed 17 Jan 2019.

28. Apoteket [http://www.apoteket.se]. Accessed 17 Jan 2019.
29. Region Skåne. Price list. Inpatient daily cost at haematology clinic. Code:

VD010. 2015 [http://sodrasjukvardsregionen.se/download/regionala-priser-
och-ersattningar-for-sodra-sjukvardsregionen-2015/].

30. Ament AJ, Hubben MW, Verweij PE, de Groot R, Warris A, Donnelly JP, Van ‘t
Wout J, Severens JL. Economic evaluation of targeted treatments of invasive
aspergillosis in adult haematopoietic stem cell transplant recipients in the
Netherlands: a modelling approach. J Antimicrob Chemother. 2007;60(2):385–93.

31. Stam WB, O’Sullivan AK, Rijnders B, Lugtenburg E, Span LF, Janssen JJ,
Jansen JP. Economic evaluation of posaconazole vs. standard azole
prophylaxis in high risk neutropenic patients in the Netherlands. Eur J
Haematol. 2008;81(6):467–74.

32. Walsh TJ, Teppler H, Donowitz GR, Maertens JA, Baden LR, Dmoszynska A,
Cornely OA, Bourque MR, Lupinacci RJ, Sable CA, et al. Caspofungin versus
liposomal amphotericin B for empirical antifungal therapy in patients with
persistent fever and neutropenia. N Engl J Med. 2004;351(14):1391–402.

33. Leunis A, Redekop WK, Uyl-de Groot CA, Lowenberg B. Impaired health-
related quality of life in acute myeloid leukemia survivors: a single-center
study. Eur J Haematol. 2014;93(3):198–206.

34. Bower H, Andersson TM, Bjorkholm M, Dickman PW, Lambert PC, Derolf AR.
Continued improvement in survival of acute myeloid leukemia patients: an
application of the loss in expectation of life. Blood Cancer J. 2016;6:e390.
35. Svensson M, Nilsson FO, Arnberg K. Reimbursement decisions for
Pharmaceuticals in Sweden: the impact of disease severity and cost
effectiveness. Pharmacoeconomics. 2015;33(11):1229–36.

36. Adkins EM, Nicholson L, Floyd D, Ratcliffe M, Chevrou-Severac H. Oncology
drugs for orphan indications: how are HTA processes evolving for this
specific drug category? Clinicoecon Outcomes Res. 2017;9:327–42.

37. Skiada A, Pagano L, Groll A, Zimmerli S, Dupont B, Lagrou K, Lass-Florl C,
Bouza E, Klimko N, Gaustad P, et al. Zygomycosis in Europe: analysis of 230
cases accrued by the registry of the European Confederation of Medical
Mycology (ECMM) working group on Zygomycosis between 2005 and 2007.
Clin Microbiol Infect. 2011;17(12):1859–67.

38. Azie N, Neofytos D, Pfaller M, Meier-Kriesche HU, Quan SP, Horn D. The
PATH (prospective antifungal therapy) Alliance® registry and invasive fungal
infections: update 2012. Diagn Microbiol Infect Dis. 2012;73(4):293–300.

39. Pappas PG, Alexander BD, Andes DR, Hadley S, Kauffman CA, Freifeld A,
Anaissie EJ, Brumble LM, Herwaldt L, Ito J, et al. Invasive fungal infections
among organ transplant recipients: results of the transplant-associated
infection surveillance network (TRANSNET). Clin Infect Dis. 2010;50(8):1101–11.

40. Kontoyiannis DP, Marr KA, Park BJ, Alexander BD, Anaissie EJ, Walsh TJ, Ito J,
Andes DR, Baddley JW, Brown JM, et al. Prospective surveillance for invasive
fungal infections in hematopoietic stem cell transplant recipients, 2001-
2006: overview of the transplant-associated infection surveillance network
(TRANSNET) database. Clin Infect Dis. 2010;50(8):1091–100.

41. Pagano L, Caira M, Candoni A, Offidani M, Fianchi L, Martino B, Pastore D,
Picardi M, Bonini A, Chierichini A, et al. The epidemiology of fungal
infections in patients with hematologic malignancies: the SEIFEM-2004
study. Haematologica. 2006;91(8):1068–75.

42. Montagna MT, Lovero G, Coretti C, Martinelli D, Delia M, De Giglio O, Caira
M, Puntillo F, D’Antonio D, Venditti M, et al. SIMIFF study: Italian fungal
registry of mold infections in hematological and non-hematological
patients. Infection. 2014;42(1):141–51.

43. Bagshaw E, Enoch D, Micallef-Eynaud P, Blackney M, Posthumus P,
Longshae C, Kuessner D. The cost of treating invasive mould disease caused
by aspergillus and other filamentous fungi with isavuconazole compared
with liposomal amphotericin B followed by posaconazole in the United
Kingdom. Vienna: Presented at the 27th European Congress of Clinical
Microbiology and Infectious Diseases; 2017. p. P1740.

44. Bagshaw E, Blackney M, Heimann SM, Escrig C, Posthumus J, Kuessner
D, Cornely OA. The cost of treating mucormycosis with isavuconazole
compared with liposomal amphotericin B followed by posaconazole in
Germany: economic evaluation of the phase III VITAL study and
FungiScope matched case-control analysis. Vienna: Presented at the
27th European Congress of Clinical Microbiology and Infectious
Diseases; 2017. p. EP0396.

45. Bagshaw E, Carotti A, Blackney M, Chiarini V, Posthumus J, Kuessner D. The
cost of treating mucormycosis with isavuconazole compared with liposomal
amphotericin B followed by posaconazole in Italy: economic evaluation of
the phase III vital study and Fungiscope™ matched case-control analysis.
Marseille: Presented at the 43rd Annual Meeting of the European Society for
Blood and Marrow Transplantation; 2017. p. A352.

46. Groll AH, Desai A, Han D, Howieson C, Kato K, Akhtar S, Kowalski D,
Lademacher C, Lewis W, Pearlman H, et al. Pharmacokinetic assessment of
drug-drug interactions of Isavuconazole with the Immunosuppressants
cyclosporine, mycophenolic acid, prednisolone, Sirolimus, and tacrolimus in
healthy adults. Clin Pharmacol Drug Dev. 2017;6(1):76–85.

https://www.medicines.org.uk/emc/product/7977
https://www.medicines.org.uk/emc/product/7977
https://www.medicines.org.uk/emc/product/5071
https://www.medicines.org.uk/emc/product/5069
https://www.medicines.org.uk/emc/product/5069
https://www.medicines.org.uk/emc/medicine/1236
https://www.medicines.org.uk/emc/medicine/1236
https://www.medicines.org.uk/emc/product/5388/smpc
https://www.medicines.org.uk/emc/product/5388/smpc
https://www.tlv.se/
http://www.apoteket.se
http://sodrasjukvardsregionen.se/download/regionala-priser-och-ersattningar-for-sodra-sjukvardsregionen-2015
http://sodrasjukvardsregionen.se/download/regionala-priser-och-ersattningar-for-sodra-sjukvardsregionen-2015

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Clinical context and key assumptions
	Model development and structure
	Model inputs
	Treatment regimens and dosing

	Costs of drug acquisition, hospitalisation, adverse events, and outpatient monitoring
	Time horizon, discount rate and cost-effectiveness threshold
	Utility and life expectancy
	All-cause mortality (ACM)
	Sensitivity/scenario analyses and estimation of cost-effectiveness

	Results
	Base case analysis
	Sensitivity and scenario analyses

	Discussion
	Conclusions
	Additional files
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

