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Abstract
The aim of this study was to compare the cost-utility of the first available single-pill triple combination antihypertensive therapy containing valsartan (V), amlodipine (A) and hydrochlorothiazide (H), with each of the same components dual combinations in patients with moderate to severe hypertension.
A Markov model with eight health states was constructed. The short-term effect of antihypertensive treatment on blood pressure was extrapolated through the Hellenic SCORE and Framingham risk equations, estimating the long-term survival and quality-adjusted life-years (QALYs) saved. Costs and outcomes were evaluated over lifetime, divided into annual cycles and discounted at 3.0 % with 2013 as reference year. The analysis was conducted by the Greek third-party-payer perspective.
The triple combination treatment cost was estimated at €16,525 compared to €15,480 for V/A, €14,125 for V/H and €11,690 for A/H. The QALYs saved with the triple combination were 12.76 vs. 12.64, 12.61 and 12.38 for double combinations respectively. The incremental cost-effectiveness ratio of the triple combination versus V/A and A/H was far lower than the Greek GDP per capita (€8,690/QALY and €12,695/QALY, respectively) and really close for V/H (€16,192/QALY), suggesting V/A/H combination to be cost-effective. Extensive sensitivity analyses confirmed the robustness of the results. The probability that the triple combination is cost effective was more than 90 % at a willingness-to-pay threshold of €18,000/QALY.
This is the first study to evaluate the cost-utility of a single-pill triple combination. The single-pill V/A/H therapy is a cost-effective antihypertensive choice for the treatment of moderate to severe hypertension, compared to its dual components.

Electronic supplementary material
The online version of this article (doi:10.​1186/​s12962-015-0036-x) contains supplementary material, which is available to authorized users.

Keywords
HypertensionBlood pressureValsartanAmlodipineCost-effectivenessCost-utilityQALY
Introduction
Hypertension is the most common chronic disease in the Western world; its prevalence in the adult population is higher than 25 %, and is estimated to increase by 30 % by 2025 [1, 2]. Furthermore, hypertension is a major risk factor for cardiovascular disease (CVD) (including coronary artery disease, heart failure and stroke), chronic kidney disease (CKD) and overall mortality [3–5]. Thus, elevated blood pressure (BP) is characterized as the primary attributable risk for death worldwide, accounting for approximately 7.5 million deaths (12.8 % of the total of all deaths) and 57 million disability-adjusted life years (DALYs) according to the World Health Organization (WHO) [6]. Extensive evidence suggests that antihypertensive treatment significantly reduces cardiovascular morbidity and mortality. At the same time, co-ordinated efforts in different countries have led to significant improvements in hypertension awareness and treatment rates; however, BP control rates remain low and unacceptable, particularly in Europe [3].
Several reasons for this poor control of hypertension have been proposed, among which inappropriate treatment regimens (i.e., absence of combination treatment, inadequate doses or inappropriate combinations) and poor adherence to treatment appear to be the most important [3, 7]. Therefore, current guidelines recommend immediate initiation of drug treatment in individuals with grade 3 hypertension alone or with grade 2 hypertension combined with 3 or more additional risk factors simultaneously with lifestyle changes [3]. Initiation of combined drug treatment and prompt up-titration is advisable for individuals with high CVD risk. When three drugs are required, the most rational combination appears to be a renin–angiotensin system blocker, a dihydropirydine calcium antagonist, and a diuretic at effective doses [8]. Furthermore, since regimen complexity is a major reason for poor compliance [7, 9], current recommendations advocate the use of fixed-dose single-pill combinations to improve BP control rates [3].
In November 2009, the European Medicines Agency (EMEA) approved the first single-pill, triple combination of amlodipine (A), valsartan (V) and hydrochlorothiazide (HCTZ, H), and several months later another triple combination with olmesartan, amlodipine and HCTZ was approved. The combination of V/A/H has shown [10] to be particularly potent and safe in moderate and severe hypertension. In Greece, where 25 %-30 % of the adult population are hypertensive, but less than one third of them are controlled [11], V/A/H constitutes, at the time this study was conducted, the first available single-pill triple antihypertensive combination but also the most expensive antihypertensive pill in the Greek pharmaceutical market.
Greece among other countries, especially in Southern Europe, is experiencing a very difficult economic situation and there are various austerity measures that will be implemented in the pharmaceutical sector. These measures aim to reduce the country’s annual pharmaceutical bill to less than 2 billion Euros. As the cost-effectiveness of this new V/A/H combination is totally unknown, there may be some arguments about whether it should be reimbursed by third-party-payers. Therefore, the aim of this study was to evaluate the cost-effectiveness of the single-pill combination V/A/H against each of the dual combinations deriving from the same components in patients with moderate to severe hypertension.

Methods
A Markov model evaluating the cost-utility and the cost-effectiveness of the single-pill triple antihypertensive therapy V/A/H against each of the dual components was constructed. The short-term effect of antihypertensive treatment on BP was extrapolated through the use of predictive modelling in order to estimate the long-term survival [12]. The analysis was conducted by the Greek third-party-payer perspective, the recently founded National Organization for the Provision of Health Services (EOPYY), which covers the health expenditures of more than 90 % of Greek citizens. An annual discounting rate of 3 % was used for effectiveness and cost estimations [13].
Overview of model structure
The structure of the model is illustrated in Fig. 1. In particular, this model consists of eight states of health status in respect of cardiovascular morbidity and mortality: “Healthy” with hypertension, angina, acute myocardial infarction (AMI), post AMI, stroke, post-stroke, congestive heart failure (CHF) and death from cardiovascular or other cause. A particular cost and quality of life (QoL) value is assigned to each health state. Each arrow represents a transition from one health state to another, which can occur with a certain probability at yearly intervals. In general, patients enter the model in the “healthy with hypertension” state and can experience one of the following events during each model cycle: death, angina, AMI, stroke or CHF. Patients experiencing angina can move into AMI, stroke, CHF or death. Patients experiencing a CHF event can only die during the following model cycles; otherwise they remain in the same state. Patients experiencing an AMI or stroke spend one year in an interim state, before transitioning to the post-AMI or post-stroke state. Only patients that do not die during this first year make a transition to the “Post MI” and “Post stroke” states. These states are very similar to the “AMI” and “stroke” states. However, the main idea behind this specific construct of the Markov model is to allow for a worse prognosis and higher cost in the first year after a non-fatal event compared with the second and subsequent years. Patients at the state of “post-MI” (or “post-stroke”) may experience a recurrent event and then transit to the AMI state (or “stroke”), or experience another non-fatal (i.e., angina, CHF, stroke) or fatal event. The model runs up to the time that it can be assumed that all patients are dead. The model was developed in Microsoft Excel 2003.[image: A12962_2015_36_Fig1_HTML.gif]
Fig. 1A graphical presentation of the Markov model




                

Model inputs
Comparators, doses and treatment effect
In the present study the single-pill triple treatment of V/A/H 320/10/25 mg was compared with each of the dual components: V/H 320/25 mg, V/A 320/10 mg and A/H 10/25 mg. The treatment measure was the mean reduction in systolic blood pressure (SBP), which was extracted from the only head-to-head clinical trial published in 2009 demonstrating a 39.7, 32.0, 33.5 and 31.5 mmHg reduction for the V/A/H, V/H, V/A and A/H combinations respectively (Additional file 1: Figure S1) [14].

Transition probabilities
The probabilities for experiencing a fatal or non-fatal cardiovascular event (transition probabilities) were calculated based on the post-treatment blood pressure, which is incorporated in the risk equations of Hellenic SCORE and Framingham, along with other relevant parameters. The Hellenic SCORE risk equation was used to calculate the 10-year cardiovascular death risk, which was subsequently transformed into the corresponding annual probability [15]. The Framingham risk equation was used to calculate the annual probability of experiencing an AMI, angina, CHF, stroke as well as subsequent non-fatal AMI and angina [10, 16–19]. The annual probability for a subsequent stroke event was extracted from the most recent NICE guideline on hypertension [20] due to lack of relative predictive equations. Transition probabilities for non-cardiovascular death were estimated by using the Greek mortality rates based on the latest data of the Hellenic Statistical Authority [21].

Baseline population
The demographic and baseline characteristics of the target population are described in Table 1. It was assumed that the Greeks had a low cardiovascular risk profile based on epidemiological data [22–24]. The “High” and “Low” risk refer to the two risk regions of the European population, which exhibit the highest and lowest risk for developing cardiovascular diseases. The former includes countries such as Russia, Bulgaria and Latvia, while the latter includes countries such as Greece, Sweden, France and Germany [22].Table 1Summary of demographic and clinical input parameters applied in the baseline model


	Characteristic
	Value
	Reference

	Mean age (SD), years
	53.2 (10.3)
	Calhoun et al. (2009) [10]

	Male (%)
	55.3
	Calhoun et al. (2009) [10]

	Mean SBP (SD), mmHg
	169.9 (14.1)
	Calhoun et al. (2009) [10]

	Mean DBP (SD), mmHg
	106.5 (5.1)
	Calhoun et al. (2009) [10]

	Male smokers (% of males)
	51 %
	Pitsavos et al. (2003) [23]

	Female smokers (% of females)
	39 %
	Pitsavos et al. (2003) [23]

	Male diabetics (% of males)
	11.2 %
	WHO (accessed 11/2013) [24]

	Female diabetics (% of females)
	10.5 %
	WHO (accessed 11/2013) [24]

	Total cholesterol (mmol/L)
	5
	Pitsavos et al. (2003) [23]

	HDL cholesterol (mmol/L)
	1.25
	Pitsavos et al. (2003) [23]

	Body mass index (kg/m2)
	27
	Pitsavos et al. (2003) [23]



                          Abbreviations: SBP systolic blood pressure, DBP diastolic blood pressure



                  

Utility values
Due to lack of utility values for the Greek population under evaluation, health utilities were extracted from recent published studies and reviews that have already been applied to similar Greek populations [25]. QALYs were calculated based on the above utility weights, whereby the assumption applied was that patients experiencing an event have constant utility for the whole duration of one year (Table 2).Table 2Utilities used in the model (Maniadakis et al. 2011 [25])


	Age
	Healthy/HTN
	Angina/AMI/Post AMI
	Stroke/Post-stroke
	Heart Failure

	Men
	Women
	Men
	Women
	Men
	Women
	Men
	Women

	20
	0.91
	0.88
	0.84
	0.81
	0.82
	0.79
	n.a.
	n.a.

	25
	n.a.
	n.a.
	n.a.
	n.a.
	n.a.
	n.a.
	0.69
	0.63

	30
	0.90
	0.86
	0.83
	0.79
	0.81
	0.77
	n.a.
	n.a.

	40
	0.86
	0.85
	0.79
	0.78
	0.77
	0.76
	n.a.
	n.a.

	46
	n.a.
	n.a.
	n.a.
	n.a.
	n.a.
	n.a.
	0.61
	0.56

	50
	0.84
	0.82
	0.77
	0.75
	0.75
	0.73
	n.a.
	n.a.

	60
	0.83
	0.78
	0.76
	0.71
	0.74
	0.69
	n.a.
	n.a.

	65
	n.a.
	n.a.
	n.a.
	n.a.
	n.a.
	n.a.
	0.57
	0.52

	70
	0.81
	0.78
	0.74
	0.71
	0.72
	0.69
	n.a.
	n.a.

	80
	0.74
	0.74
	0.67
	0.67
	0.65
	0.65
	n.a.
	n.a.



                          Abbreviations: AMI acute myocardial infarction, HTN hypertension, N/A non-applicable



                  

Costs calculation
In the present model, only direct health care costs were taken into consideration. The total state-specific cost was calculated based on the costs of hospitalisation, outpatient visits, concomitant medications, laboratory and imaging diagnostic examinations (Table 3) as well as the cost of antihypertensive treatment (Table 4). The cost derived from the treatment of adverse events was not considered in this analysis because there were no statistical differences among the different treatment choices [10]. The hospitalisation cost was estimated based on the Diagnostic Related Groups (DRGs). This cost was obtained from the Government Gazette issued in March 2012 by the Ministry of Health. The rest of the cost components were calculated by multiplying the number of units for each resource (i.e., number of outpatient visits) by the corresponding unit cost available from the Government Gazette. The unit costs data correspond to the year 2013. For the estimation of patient-level antihypertensive medication costs, the daily dose of each drug was combined with the relevant price obtained from the bulletin issued by the Greek Ministry of Health. The annual cost of each comparator medication was calculated based on the assumption that patients would take the same daily dose of each drug, every day throughout the year, until they experience a fatal event.Table 3Cost of health resources used in the baseline model (in Euros, €)


	Hospitalisation costsa
                              
	DRG code
	Cost

	Condition
	 	 
	Hypertension
	K37X
	355

	Angina
	K47M
	940

	Post-Angina
	K47X
	424

	Myocardial Infarction (MI)
	K40M
	1818

	Post-MI
	K32X
	968

	Stroke
	N30Mβ
	1625

	Post-Stroke
	N30Mβ
	1625

	CHF
	Κ42Χ
	849

	Rehabilitation (Stroke)
	S20Χ
	2716

	Death
	-
	1200

	Intervention
	 	 
	PCI
	Κ15Χ
	1761

	CABG
	Κ05Χ
	6495

	Angiography
	Κ32Α
	498

	Pacemaker
	Κ12Χ
	2831

	ICD
	Κ01Χ
	11,291

	CRT
	-
	7270

	Heart Transplantation
	Ε05Α
	34,000

	Clinical, Laboratory and Imaging Exam Costsb
                              
	 	Cost

	Outpatients Visits
	 	10

	Physiotherapists
	 	20

	CT Scans
	 	71.11

	MRI
	 	236.95

	MRA
	 	235.00

	Thallium Scintigraphy
	 	260.00

	Carotid Triplex
	 	73.37

	Echocardiography
	 	70.00

	Blood and Biochemistry Testsc
                              
	 	57.40

	Treadmill Stress Test
	 	28.11



                          Abbreviations: CHF congestive heart failure, PCI percutaneous coronary intervention, CABG coronary artery bypass graft, ICD implantable cardioverter-defibrillator, CRT cardiac resynchronisation therapy, CT computed tomography, MRI magnetic resonance imaging, MRA Magnetic Resonance Angiography

                          aHospitalisation costs derive from the Government Gazette issued in March 2012 by the Ministry of Health; cost of death is extracted from Maniadakis et al. 2005 [37] and CRT cost is obtained from a Government Gazette published in 2007

                          bClinical, laboratory and imagining examination costs are obtained from a Government Gazette that is valid in November, 2013

                          cRoutine laboratory tests include blood count, urine test, test for levels of glucose, urea, creatinine, sodium, potassium, SGOT (serum glutamic-oxaloacetic transaminase), SGPT (serum glutamic-pyruvic transaminase), CPK (creatine phosphokinase), total cholesterol, HDL-C (high-density lipoprotein cholesterol), LDL-C (low-density lipoprotein cholesterol), triglycerides, uric acid



                    Table 4Drug pricesa used in the baseline model (in Euros, €)


	Drug name
	Package (tablets × dose in mg)
	Retail price per package
	Daily cost for EOPPY

	V/A/H brandedb
                              
	28 × 320/10/25
	43.84
	1.17

	V/A brandedb, c
                              
	28 × 160/5
	26.50
	1.42

	V/H branded
	14 × 320/25
	14.42
	0.77

	V/H generic
	14 × 320/25
	10.96
	0.59

	Valsartan branded
	14 × 320
	11.77
	0.63

	Valsartan generic
	28 × 320
	13.86
	0.37

	Amlodipine branded
	14 × 10
	6.78
	0.36

	Amlodipine generic
	30 × 10
	9.69
	0.24

	Hydrochlorothiazide
	20 × 25
	0.69
	0.03



                          aDrug prices were obtained through the Government Gazette published by the Greek Ministry of Health and are expressed in 2013 values (€)

                          bNo available generic for V/A/H and V/A combinations; not available A/H combination neither in branded nor generic form

                          cNo available package at 320/10 mg; therefore two tablets per day were necessary to reach the same strength



                  


Economic analysis
The primary outcome was the cost-utility of the triple antihypertensive treatment over comparators, calculating the incremental cost effectiveness ratio (ICER) of Euros per quality-adjusted life years (QALY) saved. Secondary outcomes included QALYs saved, life-years gained (LYG), total cost for each comparator and the ICER per LYG. In general, when V/A/H is associated with higher effectiveness and higher cost, it is considered highly cost-effective when the ICER is lower than the Gross Domestic Product (GDP) per capita of the country, cost-effective when the ICER is one to three times higher than the GDP per capita and non cost-effective when the ICER is higher than three times the GDP per capita – a specific predetermined threshold recommended by the World Health Organization [26, 27]. According to the International Monetary Fund (IMF), the GDP per capita in Greece has been estimated at €16,303 for 2013 [28].
The majority of input data used in the current model are subject to variation. Therefore, in order to overcome the issue of uncertainty, a probabilistic sensitivity analysis was conducted. Probability distributions were selected based on the nature of variables [29]. For costs, the logarithms were assumed to be normally distributed. In general, the distribution parameters were estimated based on mean and standard deviations (SD) of published data (if available), whereas in case information on parameters variability was unavailable, their standard deviation was assumed to be equal to 10 % of the mean.
Following this, 5000 estimates of costs, LYs, QALYs, and incremental cost per QALY saved and per LYG (life year gained) were obtained by applying the bootstrapping technique. The bootstrap percentile method was used to obtain the uncertainty appropriate intervals for each parameter, as described elsewhere [30]. The results are presented as mean (95 % uncertainty interval). A cost-effectiveness acceptability curve was plotted, indicating the proportion of simulations according to which V/A/H is considered cost-effective over its comparators at different levels of willingness to pay per effectiveness unit gained [31].
Sensitivity analyses
In our study, the impact of six assumptions used in the Markov model was tested in one-way sensitivity analyses by varying the following data: (1) costs and outcomes were discounted at 0 % and at 6 %, (2) drugs were substituted by the cheapest generics, (3) the costs and the use of other health resources were modified (±50 %), (4) drug prices were estimated based on alternative sickness fund coverage, and the synthesis of the population was changed to include (4) patients with different age groups (40, 60 and 70 years), (5) 100 % patients with diabetes, and (6) 100 % patients with prior CVD.



Results
Costs
The total discounted cost for participants receiving the triple combination (V/A/H) was €16,525.25, whereas for the dual combinations of V/H, V/A and A/H the total discounted costs were €14,124.74, €15,480.46, €11,690.08 respectively (Table 5). In all combinations, except for A/H, total costs were made up mainly of drug costs, which accounted for 41.54 %, 31.60 % and 37.21 % of the overall costs of V/A/H, V/H, V/A respectively.Table 5Total Costs per Category (values in Euros (€)


	Cost Category
	V/A/H
	V/H
	A/V
	A/H

	Drugs
	6863.94
	4464.02
	5760.68
	2206.07

	Other Medication
	1732.86
	1733.97
	1773.32
	1690.92

	Hospitalisation
	2567.05
	2613.56
	2621.59
	2560.13

	Outpatient Visits
	400.32
	402.42
	403.43
	394.44

	Vascular Interventions
	1818.07
	1779.99
	1785.88
	1743.21

	Laboratory Exams
	2572.37
	2552.66
	2558.97
	2501.37

	Death
	570.62
	578.11
	576.59
	593.94

	Total Costa
                            
	16,525.25
	14,124.74
	15,480.46
	11,690.08



                        aAdding up the values for each combination might differ from the total cost value due to rounding



                

Clinical outcomes
Table 6 presents the effectiveness results comparing the triple single-pill combination (V/A/H) with each possible dual combination. The analysis showed that the triple combination was more effective compared to its dual components for both estimates of QALYs and LYGs. Patients who received V/A/H gained 12.76 QALYs and 15.99 LYs. Therefore, V/A/H was associated with a gain of 0.12 to 0.38 QALYs and 0.14 to 0.49 LYs when compared with its dual components.Table 6Baseline deterministic cost, effectiveness and cost-effectiveness results comparing the triple single-pill combination (V/A/H) with each possible dual combination


	Treatment alternative
	Cost (€)
	Incremental Cost (€)
	Effectiveness (QALYs/LYs)
	Incremental effectiveness (QALYs/LYs)
	ICER (€/QALY or €/LY)

	
                              In QALYs
                            
	 	 	 	 	 
	 V/A/H
	16,525.25
	 	12.76
	 	 
	 V/H
	14,124.74
	2400.51
	12.61
	0.15
	16,192.40

	 V/A
	15,480.46
	1044.79
	12.64
	0.12
	8690.13

	 A/H
	11,690.08
	4835.17
	12.38
	0.38
	12,694.89

	
                              In LYs
                            
	 	 	 	 	 
	 V/A/H
	16,525.25
	 	15.99
	 	 
	 V/H
	14,124.74
	2400.51
	15.81
	0.18
	7456.95

	 V/A
	15,480.46
	1044.79
	15.85
	0.14
	4073.82

	 A/H
	11,690.08
	4835.17
	15.50
	0.49
	5002.20



                        Abbreviations: V valsartan, H hydrochlorothiazide, A amlodipine, QALY quality-adjusted life year, LY life year, ICER incremental cost-effectiveness ratio



                

Cost-effectiveness
The ICER was calculated with respect to the triple single-pill combination of V/A/H (Table 6). Compared to the examined dual combinations, V/A/H presented a cost per QALYs ratio of €16,192.40 when tested against V/H combination, of 8690.13 against V/A combination and of €12,694.89 against the A/H combination.
The probabilistic analysis also suggested that V/A/H is cost-effective compared to V/H, V/A and A/H dual combinations, since the mean ICER is either slightly higher or lower than the GDP per capita. For patients receiving the triple combination, there was an incremental survival benefit (in QALYs) of 0.15 (95 % CI, 0.04-0.26), 0.12 (95 % CI, 0.01-0.23) and 0.38 (95 % CI, 0.27-0.49) compared to V/H, V/A and A/H combinations respectively (Figs. 2a, b, c). Based on the above data, there is more than 90 % probability for the triple combination to be cost-effective at a willingness-to-pay threshold of €18,000/QALY (Fig. 3).[image: A12962_2015_36_Fig2_HTML.gif]
Fig. 2Cost-effectiveness plane for V/A/H versus V/H (a), V/A (b) and A/H (c). Εach point represents an estimate of the ICER in €/QALY




                  [image: A12962_2015_36_Fig3_HTML.gif]
Fig. 3Cost-effectiveness acceptability curve




                

Sensitivity analyses
Table 7 depicts our sensitivity analyses. Our results were shown to be robust for the six variables we evaluated in one-way sensitivity analyses. In most cases, the single-pill combination was proven to be a cost-effective choice, since the ICER value was lower than €20,000/QALY and usually lower than the GDP per capita.Table 7One-way sensitivity analyses (Incremental Cost-Effectiveness Ratio expressed in €/QALY; discounted at 3 %)


	Value
	V/H
	V/A
	A/H

	Baseline
	16,192.40
	8690.13
	12,694.89

	Discount rate
	 	 	 
	 Low: 0 %
	9136.23
	4899.12
	6528.41

	 High: 6 %
	18,887.19
	10,127.14
	15,888.91

	Generic Substitution
	 	 	 
	 Cheapest generics
	30,021.13
	21,881.33
	12,870.17

	 Marginal price (further price decrease −75 %)
	41,707.74
	51,015.44
	17,685.29

	Health resources cost
	 	 	 
	 50 % decrease
	16,188.30
	8766.81
	12,518.28

	 50 % increase
	16,202.98
	8620.55
	12,875.81

	Price estimation based on alternative sickness fund coverage

	 Deterministic
	30,021.13
	15,609.78
	11,069.45

	 Probabilistic (mean)
	26,105.42
	18,295.66
	11,298.31

	Age group
	 	 	 
	 40 years
	12,976.54
	7133.45
	16,440.77

	 60 years
	19,162.85
	10,037.84
	11,961.30

	 70 years
	23,846.40
	11,883.61
	9960.84

	Clinical characteristics
	 	 	 
	 All patients diabetics
	16,477.38
	8711.76
	13,137.42

	 Prior CVD
	15,342.43
	7966.95
	11,985.83



                        Abbreviations: V valsartan, H hydrochlorothiazide, A amlodipine, CVD cardiovascular disease



                
In the case of generic substitution, although the single-pill triple combination remained more costly (due to drug costs) compared to the other dual combinations, it was still cost-effective in comparison with the cheapest generic combinations. By examining fluctuations in the prices of generics, we determined that V/A/H ceases to be cost-effective only in the case of a generic drug price reduction of 75 % and above.


Discussion
The present study is the first cost-effectiveness analysis of a single-pill triple antihypertensive combination versus its dual components. This analysis was performed from the perspective of the Greek third-party payer, which is currently covering the healthcare expenditures of more than 90 % of the Greek population. The clinical effectiveness of all comparators was based on the results of the only head-to- head clinical trial available to date [14]. Using a Markov model and assuming that the beneficial effects of the triple combination and the respective comparators would be maintained while patients remain on these drugs, we estimated that the triple single-pill combination would be expected to increase life expectancy by 0.14 to 0.49 years and QALYs by 0.12 to 0.38 in comparison with its dual components. We also observed that the ICER for V/A/H in the main analysis in comparison with the three dual combinations under examination (A/H, V/H and V/A) was lower than the Greek GDP per capita. These results suggest that although the triple combination is the most expensive antihypertensive pill in Greece, it is also a cost-effective choice among patients with grade 2 and 3 hypertension.
In the present study, we also conducted a probabilistic analysis and extensive sensitivity analyses modifying the most important input parameters in order to test the robustness of our results. There was a probability of more than 90 % for the triple combination to be cost-effective at a willingness-to-pay threshold of €18,000/QALY. The results of these analyses were particularly stable in modifying the input parameters regarding the prevalence of diabetes and the incidence of prior CVD. The results remained constant in different age groups; however the ICER was lower in younger hypertensive patients reflecting the higher lifetime risk of cardiovascular adverse events and the importance of hypertension control in younger ages. The modification of the health resources cost (±50 %) did not change the results significantly, nor did the estimation of the daily drug cost for the third-party payer by using an alternative sickness fund coverage method that has recently been introduced and is based on the following formula: Daily Drug Cost = [75 % (Sickness Fund Price)] – [50 % (Retail Price – Sickness Fund Price)]. Finally, the substitution of the branded drugs by the cheapest available generics maintained the cost-effectiveness of the triple combination, despite the increase in the ICER values. The analysis showed that for V/A/H not to be cost-effective, generic prices should fall further by at least 75 %.
Suboptimal antihypertensive regimens, including absence of treatment intensification or inappropriate combinations have long been considered a main reason for the poor control rates of hypertension in many countries [3, 7]. It has also been documented for a long time that a large proportion of patients presenting treatment-resistant hypertension, in reality, either receives improper combinations or is poorly compliant with the prescribed treatment [32]. For patients requiring more than two drugs to be controlled, a combination of a renin–angiotensin system blocker, a dihydropyridine calcium antagonist, and a diuretic at effective doses is widely proposed as the first choice due to proven efficacy and favorable adverse-effect profile [7, 8].
In addition to the above, it is well-known that adherence to antihypertensive treatment may fall by as much as 50 % within the first year [33], and regimen complexity is a major reason for this [7, 9]. Increased adherence to antihypertensive treatment is associated with better BP control [34] and reduced cardiovascular events [35]. Use of fixed-dose, single-pill combination treatment has recently been shown to markedly improve patient compliance [36], and thus, current recommendations advocate the use of fixed-dose combinations (including triple combinations, when necessary) to improve BP control and reduce associated morbidity and mortality [3]. Hence, it is of major importance to stress that this study probably underestimates the cost-effectiveness of the triple single-pill combination, as it is expected that a single-pill formulation would further improve adherence and persistence to treatment, thus leading to better BP control and reduced cardiovascular complications, versus comparator treatments including 2 to 3 different pills.
There are some potential limitations to our study. Since transition probabilities specific to the Greek population were not available, probabilities for AMI, angina, CHF, stroke, subsequent non-fatal AMI and angina were extracted from the Framingham study and probabilities for subsequent stroke and hypertension from the relevant NICE guidelines. The utility values used are also not specific to the Greek hypertensive population and a divergence affecting the outcomes of the model could be possible. We strongly believe, however, that no apparent epidemiological reasons exist for the Greek hypertensive population to differ from the relevant population of other Western Societies in the above-mentioned parameters.
To estimate the medication cost we assumed that patients remain on the same daily dose throughout the duration of the model; this might not always be the case, affecting the cost-effectiveness results. Finally, a limitation rather common to modelling analyses is the fact that QALY results are driven primarily by the cost of the drugs. We used a sensitivity analysis with generic substitution to address this issue and we found that drug cost has an impact on our results but did not affect the final cost-effectiveness profile of the triple single-pill combination over the dual combinations.
In conclusion, this first cost-effectiveness analysis of a triple single-pill antihypertensive combination suggests that a triple single-pill combination of valsartan, amlodipine and hydrochlorothiazide is expected to increase life expectancy and QALYs in comparison with each of the dual components, and it is also a cost-effective choice, as its ICER versus the dual combinations was lower than the Greek GDP per capita. These results were proven robust after an extensive set of sensitivity analyses. Additionally, the beneficial effects of increased compliance following a single-pill combination may in reality increase the cost-effectiveness of the triple combination. Further studies in different settings or with different triple single-pill combinations are awaited to shed more light on this field.
Perspectives
Overall, the single-pill triple combination fulfills all the current guideline recommendations for patients with grade 2 and 3 hypertension or high cardiovascular risk as it is one of the most effective antihypertensive pills in reducing SBP and DBP, it allows early initiation of combination therapy and is the most rational combination, containing a blocker of RAAS, a calcium antagonist and a diuretic at effective doses. Moreover, it is the first available single-pill triple combination antihypertensive therapy and one of the three approved by the EMEA. The above in addition to the cost-effectiveness nature of the drug indicated by the results of our study, render the triple combination a preferable choice for the treatment of grade 2 and 3 hypertension.

Novelty and Significance: 1) What Is New, 2) What Is Relevant?

                  1.What Is New?	The present study constitutes the first cost-effectiveness analysis of a triple single-pill combination for the management of high blood pressure versus its dual components.




                        

 

2.What Is Relevant?	Recent treatment guidelines clarify the preference for single-pill combinations since they increase treatment adherence, improve patient compliance and therefore, reduce morbidity and mortality associated with inadequate blood pressure control. Therefore, it is of great importance to perform an economic evaluation for such a triple combination in order to examine its cost-effectiveness and determine whether it should replace current treatments or not. Due to the present economic situation, extra light should be shed on such a cost-effectiveness analysis as its results might lead to long-term cost-savings within healthcare budgets.




                        

 

3.Summary	The results of our study showed that the single-pill triple combination is cost-effective compared to its dual components, rendering it a preferable choice for the treatment of grade 2 and 3 hypertension.




                        

 



                


Acknowledgements
We acknowledge Eleni Gialama, specialist in English literature and Maria Zouka, Consultant Anesthesiologist in AHEPA University Hospital for reviewing and editing the manuscript as specialists in English language.
Source of funding
The study was funded by Novartis (Hellas) S.A.C.I.


References
1.
Kearney PM, Whelton M, Reynolds K, Muntner P, Whelton PK, He J. Global burden of hypertension: analysis of worldwide data. Lancet. 2005;365(9455):217–23.PubMedCrossRef

2.
Wolf-Maier K, Cooper RS, Banegas JR, et al. Hypertension prevalence and blood pressure levels in 6 European countries, Canada, and the United States. JAMA. 2003;289(18):2363–9.PubMedCrossRef

3.
Mancia G, Fagard R, Narkiewicz K, et al. 2013 ESH/ESC Guidelines for the management of arterial hypertension: the Task Force for the management of arterial hypertension of the European Society of Hypertension (ESH) and of the European Society of Cardiology (ESC). J Hypertens. 2013;31(7):1281–357.PubMedCrossRef

4.
Lewington S, Clarke R, Qizilbash N, Peto R, Collins R. Age-specific relevance of usual blood pressure to vascular mortality: a meta-analysis of individual data for one million adults in 61 prospective studies. Lancet. 2002;360(9349):1903–13.PubMedCrossRef

5.
Fox CS, Larson MG, Leip EP, Culleton B, Wilson PW, Levy D. Predictors of new-onset kidney disease in a community-based population. JAMA. 2004;291(7):844–50.PubMedCrossRef

6.
World Heatlh Organization. Global Health Observatory (GHO). Raised blood pressure. 2013. http://​www.​who.​int/​gho/​ncd/​risk_​factors/​blood_​pressure_​prevalence_​text/​en/​index.​html. Accessed October 2013.

7.
Sarafidis PA, Bakris GL. Resistant hypertension: an overview of evaluation and treatment. J Am Coll Cardiol. 2008;52(22):1749–57.PubMedCrossRef

8.
Mancia G, Laurent S, Agabiti-Rosei E, et al. Reappraisal of European guidelines on hypertension management: a European Society of Hypertension Task Force document. Blood Press. 2009;18(6):308–47.PubMedCrossRef

9.
Chapman RH, Benner JS, Petrilla AA, et al. Predictors of adherence with antihypertensive and lipid-lowering therapy. Arch Intern Med. 2005;165(10):1147–52.PubMedCrossRef

10.
Kannel WB, D’Agostino RB, Silbershatz H, Belanger AJ, Wilson PW, Levy D. Profile for estimating risk of heart failure. Arch Intern Med. 1999;159(11):1197–204.PubMedCrossRef

11.
Psaltopoulou T, Orfanos P, Naska A, Lenas D, Trichopoulos D, Trichopoulou A. Prevalence, awareness, treatment and control of hypertension in a general population sample of 26,913 adults in the Greek EPIC study. Int J Epidemiol. 2004;33(6):1345–52.PubMedCrossRef

12.
Grieve R, Hutton J, Green C. Selecting methods for the prediction of future events in cost-effectiveness models: a decision-framework and example from the cardiovascular field. Health Policy. 2003;64(3):311–24.PubMedCrossRef

13.
Tan-Torres Edejer T et al. WHO Guide to Cost-Effectiveness Analysis. 2003. http://​www.​who.​int/​choice/​publications/​p_​2003_​generalised_​cea.​pdf Accessed November 2014.

14.
Calhoun DA, Lacourciere Y, Chiang YT, Glazer RD. Triple antihypertensive therapy with amlodipine, valsartan, and hydrochlorothiazide: a randomized clinical trial. Hypertension. 2009;54(1):32–9.PubMedCrossRef

15.
Panagiotakos DB, Fitzgerald AP, Pitsavos C, Pipilis A, Graham I, Stefanadis C. Statistical modelling of 10-year fatal cardiovascular disease risk in Greece: the HellenicSCORE (a calibration of the ESC SCORE project). Hellenic J Cardiol. 2007;48(2):55–63.PubMed

16.
D’Agostino Sr RB, Vasan RS, Pencina MJ, et al. General cardiovascular risk profile for use in primary care: the Framingham Heart Study. Circulation. 2008;117(6):743–53.PubMedCrossRef

17.
D’Agostino RB, Wolf PA, Belanger AJ, Kannel WB. Stroke risk profile: adjustment for antihypertensive medication. The Framingham Study. Stroke. 1994;25(1):40–3.PubMedCrossRef

18.
Wilson PW, D’Agostino RB, Levy D, Belanger AM, Silbershatz H, Kannel WB. Prediction of coronary heart disease using risk factor categories. Circulation. 1998;97(18):1837–47.PubMedCrossRef

19.
D’Agostino RB, Russell MW, Huse DM, et al. Primary and subsequent coronary risk appraisal: new results from the Framingham study. Am Heart J. 2000;139(2 Pt 1):272–81.PubMedCrossRef

20.
National Institute of Clinical Excellence. NICE Clinical Guidelines 127. Hypertension: Clinical Management of Primary Hypertension in Adults. 2011. http://​www.​nice.​org.​uk/​nicemedia/​live/​13561/​56008/​56008.​pdf. Accessed November 2011.

21.
Hellenic Statistιc Authority (EL.STAT.); http://​www.​statistics.​gr/​portal/​page/​portal/​ESYE.

22.
Perk J, De Backer G, Gohlke H, et al. European Guidelines on cardiovascular disease prevention in clinical practice (version 2012). The Fifth Joint Task Force of the European Society of Cardiology and Other Societies on Cardiovascular Disease Prevention in Clinical Practice (constituted by representatives of nine societies and by invited experts). Eur Heart J. 2012;33(13):1635–701.PubMedCrossRef

23.
Pitsavos C, Panagiotakos DB, Chrysohoou C, Stefanadis C. Epidemiology of cardiovascular risk factors in Greece: aims, design and baseline characteristics of the ATTICA study. BMC Public Health. 2003;3:32.PubMedCentralPubMedCrossRef

24.
World Health Organization. Global Health Observatory Data Repository. 2011. http://​apps.​who.​int/​gho/​data/​node.​main. Accessed November 2011.

25.
Maniadakis N, Ekman M, Fragoulakis V, Papagiannopoulou V, Yfantopoulos J. Economic evaluation of irbesartan in combination with hydrochlorothiazide in the treatment of hypertension in Greece. Eur J Health Econ. 2011;12(3):253–61.PubMedCrossRef

26.
Eichler HG, Kong SX, Gerth WC, Mavros P, Jonsson B. Use of cost-effectiveness analysis in health-care resource allocation decision-making: how are cost-effectiveness thresholds expected to emerge? Value Health. 2004;7(5):518–28.PubMedCrossRef

27.
World Health Organization. Cost-effectiveness thresholds. Choosing Interventions that are Cost-Effective (WHO-CHOICE). http://​www.​who.​int/​choice/​costs/​CER_​thresholds/​en/​index.​html. Accessed November 2013.

28.
International Monetary Fund. 2013; www.​imf.​org. Accessed 11/11/2013.

29.
Briggs A, Claxton K, Sculpher M. Decision Modelling for Health Economic Evaluation. In: Gray A, Briggs A, editors. Handbooks in Health Economic Evaluation. New York: Oxford University Press Inc; 2006.

30.
Barber JA, Thompson SG. Analysis of cost data in randomized trials: an application of the non-parametric bootstrap. Stat Med. 2000;19(23):3219–36.PubMedCrossRef

31.
Lothgren M, Zethraeus N. Definition, interpretation and calculation of cost-effectiveness acceptability curves. Health Econ. 2000;9(7):623–30.PubMedCrossRef

32.
Sarafidis PA, Bakris GL. State of hypertension management in the United States: confluence of risk factors and the prevalence of resistant hypertension. J Clin Hypertens (Greenwich). 2008;10(2):130–9.CrossRef

33.
Vrijens B, Vincze G, Kristanto P, Urquhart J, Burnier M. Adherence to prescribed antihypertensive drug treatments: longitudinal study of electronically compiled dosing histories. BMJ. 2008;336(7653):1114–7.PubMedCentralPubMedCrossRef

34.
Bramley TJ, Gerbino PP, Nightengale BS, Frech-Tamas F. Relationship of blood pressure control to adherence with antihypertensive monotherapy in 13 managed care organizations. J Manag Care Pharm. 2006;12(3):239–45.PubMed

35.
Mazzaglia G, Ambrosioni E, Alacqua M, et al. Adherence to antihypertensive medications and cardiovascular morbidity among newly diagnosed hypertensive patients. Circulation. 2009;120(16):1598–605.PubMedCrossRef

36.
Gupta AK, Arshad S, Poulter NR. Compliance, safety, and effectiveness of fixed-dose combinations of antihypertensive agents: a meta-analysis. Hypertension. 2010;55(2):399–407.PubMedCrossRef

37.
Maniadakis N, Kaitelidou D, Siskou O, Spinthouri M, Liaropoulos L, Fragoulakis B, et al. Economic Evaluation of Treatment Strategies for Patients Suffering Acute Myocardial Infarction in Greece. Hell J Cardiol. 2005;46:212–21.



Competing interest
Dr Stafylas has received research funding for this study from Novartis (Hellas) S.A.C.I.. However, Novartis had no involvement in the design of the study, the structure of the model and the analysis of the results. Dr Hatzikou and Dr Georgiopoulos are employees of Novartis and they have contributed to the discussion of the results. The remaining authors have no conflict to disclose with regard to the present study.

Authors’ contributions
PSt has designed the study protocol. PSt, GK and NM have developed the Markov model and performed the economic evaluation. PSt and GK prepared the first draft manuscript. DG and PSa have confirmed the appropriateness of the clinical data used in the model and contributed in the discussion of the results from the clinical point of view. MH and NM have confirmed the appropriateness of the economic data used in the model and contributed to the discussion of the results from the economic point of view. All authors have read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12962_2015_36_Fig2_HTML.gif
[r———
D

o

s00me Issmareany

rav0me Bassseany, s ezsieann

a0 . raoseony

snsoe [ ——

ome o0e
i MG aw am  aw em ok am  aw om ol om  ow  om  os
noramentl Efethonees (GALYE) el Ectannes (ALY
©
amome.

Sm el em om aw ok om  am o
incrammental EMectvenass (GALYS)





OEBPS/contact.gif





OEBPS/A12962_2015_36_Fig3_HTML.gif
B e e

P

08

Probabilty to be cost.offective = 91.2% at &
willngness-to-pay thrashold of €15 000QALY

20000 30000 0,000 50000
ICER Threshold in €QALY

VAMvE VH  e— VA v V/A e VIAH ve ATH





OEBPS/A12962_2015_36_Fig1_HTML.gif





