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@EC-L; N = 43) and patients with metastatic recurrence with or without 
locoregional recurrence (REC-M(l); N = 24). Data on treatments were 
collected during a one-year follow-up. Cost evaluation was made from the 
point of view of the French National Health Insurance. 

Results: Primary tumor of the .P-RES group was treated by surgery 
only in 18% of patients; 80% hatf radiotherapy, either alone (89%) or in 
combination with chemotherapy (20%). In the P-NRgroup, nearly all patients 
had radiotherapy, either alone (42%) or in combination with chemotherapy 
(48%). The mean global cost per patient was higher in group P-RES (FF 
117,009 versus FF 73,990) because of the impact of surgery. Costs of 
radiotherapy were FF 32,000 in group P-RES versus FF 42,000 in group 
P-NR. Costs of chemotherapy treatments were about FF 35,009 per patient 
treated with chemotherapy in either group. 

A majority (60%) of recurrent patients received only one type of treat- 
ment (mostly chemotherapy). Different regimens of mono- and combination 
chemotherapy were anatysed. Association of treatments is more frequent 
(49%) when recurrence is only locoregional: the most frequent association 
is radiotherapy + chemotherapy (39%) with (9%) or without (21%) surgery. 
Chemotherapy alone prevails in presence of metastases. The mean global 
cost per patient was higher for patients with locoregionai recurrence (L = 
FF 91,000; L+M = FF 194,000), because of the impact of surgery. As for 
patients with me&&tic recurrence, mean global hospital costs was FF 
78,000, chemotherapy accounting for about 74% of this amount. The mean 
cost of all chemotherapy treatments was FF 58,990, whatever the type of 
recurrence. 

Conclusion: Costs assessment for patients with HNSCC becomes critical 
as increasing numbers of patientereceive chemotherapy. Proper distribution 
of Health Care budget will allow to achieve utilization of new therapeutic 
scenarios. 
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Gemzar in the treatment of pancreatic cancer in the UK: An 
economic evaluation 

D. Stephenson’, N. Bobvoodl. J, McKendrickl, M. Arfstider?, M. Lees2. 
N. Maniadakis3. W. Wein3. ‘E/i tijh Besin.ostoke; 2 M-TAG, London; 3f/i - - 
tit& Erl Wood, UK 

Purpose: This study reports on an economic evaluation of Gemzar relative 
tc 5-FU, for the treatment of pancreatic cancer. 

blethoda: The perspective is that ofthe UK-NHS. Data were derived from 
a clinical trial (Bunts 1996). Total treatment costs estimates are based on 
chemotherapy, infusions, hospiiiisations, visits to health care professionals 
and concomftant medications. Resource utilisation data, derived from the 
trial, were combined with unit cost data from various UK sources. Extensive 
sensitiiky analysis was performed to test the robustness of the results. 

ReauftsYTotal treatment cost per patient on Gemzar was estimated at 
f3.569 and on 5-FU at f 1,262 - largely attributed to drug costs, Gemzar 
was associated with an incremental gain of 0.188 life years, 0.116 progres- 
slon-free-life-years and 19% of patients could be classifed as clinical benefit 
responders As such, relative to 5-FU, the incremental cost-per-clinical-ben- 
efit-responder with Gemzar is f12,172, the incremental costper-lifeyear- 
gamed is f12.208 and the incremental cost-per-progression-free-life-year 
gained is f 19,888. Senskivity analyses showed that the results did not vary 
significantly with changes of the parameters. When 5FU is administered 
by continuous infusion, the incremental cost-effectiveness of Gemzar is 
improved. 

Conclusions: This economic evaluation demonstrates that Gemzar is a 
cost-effective treatment compared to 5-FU in the treatment of pancreatic 
cancer in the context of the UK NHS. 
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cispfatin based treatments for ncin small cell lung (NSCLC) 
cancar In the UK 
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Purpose: This study reports on an economic evaluation of Gemzar/cisplatin 
IGC) relative to: mftomvcl~~osfamidelcisplatin (MIC), etoposide/cisplatin 
(PE) and mkomyctrdvinbtasttne/clsplatin (MVP). 

Methodsi: The study perspecttve is that of the UK,NHS. Data were 
derived from comparat~e ckr&al. Mais (Crino 1999, Cardenal 1997, Costa 
2000). Coating Is based on: chemotherapy, infusion, hospitalisations, visits 
to heath care professionals and concomitant medications. Costs were 

assesses over a one year period and outcomes were based on data from 
the ctinical trials 

Results: In the first settingthe cost-per-patient on GC was f5.101 and on 
MIC f4,481. DveraH tumour response rates were 39.6% a&27.8% reapec- 
tively. Thus, the incremental co&per-tumoar-msponse of GC was f5.189. 
In the second setting, the cost on GC was ~4,t42compared tof3,762on 
PE. Dverall tumour response was 40.8% and 21.9% and progres&on-free 
life years 0.575 and 0.358. Thus, the incremental cost-per-banour-response 
of GC was 22,032 and the incremental cost-per-progression+ae-life-year 
f 1,751. In the final setting, the cost of GC was’25,684 and of MVP E4,@24. 
Overall tumour response was 54.0% and 36.7% and one year survivaf 36% 
and 17%. The incremental cost-per-tumour-response of GC was f8,240 
and the incremental costper-sunrivor-at-one-year was f5.881. In .extreme 
changes to underlying variables the above ratios vary from dominance to a 
maximum of f14,OOO. 

Condosions: These results demonstrate that GIG represents a relatively 
cost-effective treatment for NSCLC with rat& comparable or below those 
of therapies currently in use within the NHS. 
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An.economic evaluation of different chemotherapyregiinens 
used in the treatment of advanced 6olorectal cancer (ACRC) 
in a Cooperative Group 
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Background: Significant changes appeared in the field of chemotherapy 
(CT)for ACRC in recent years. New drugs and combination schedules 
has been introduced. Effects on costs are yet not completely accounted. 
Economic evaluation is needed for new approaches and new drugs. 

Purpose: Economic evaluation modet ~af~plied to the co.& c? treating 
ACRC in Spain in Oncology Units Hosp.&&based. Treatment ‘schedules of 
8 consec&ve Phase II m&center trtals has been analyaed. 

Method: Total rnonthty amount has been calculated in pesetas (pts) and 
euros. Standarized dose for 1.7 m2 body surface has been used. The eco- 
nomic model includes: drug cost (per mg), pumps and inf&if devices 
(including surgtcal~implarlt procsoure), Mood tests, X-rays, costs ofprepara- 
tkm speciftc drugs, staff costs (nurse-time for administratkm and doctor-time 
for visit of.the patient). The public center medium Salary has been Used. The 
costs has not been taken in account are: premedic&on drugs, treatment of 
compllcatio&econdaty effects, refunds and travel expendfkaes., 

Reaulte: Monthlv druo-cost for treatina ACRC can varv form 6.654 pts 
(39.9 euros) to 268:524-pts (1613.8 eu&)using ‘dike&t schedules that 
has been published. Our model has been applied to 6 different CT-regimens 
testes in consecutive Phase II trials in the setting of me Cooperattve Group: 
5-Fluorouracit (6FU) PIUS low-dose Formic Acid (FA$ &laYo schedule), 5FU 
continuous inf&on’(&48 h weekly (lTD~cheduk& 5FU, c.1. .mkly plus 
Oxaliptatin (OHL-P)biweekly, 5FU c.i. plus CPT-11 both w&&ty, Tegafur- 
Uracil (UFT) plus F.A by mouth (p.0.) and UFT p.0.’ as singig.agent. The 
monthly costs for every schedule using this model, are: 45825 pts/2?8 
euros for 5FU bolus olus FA: 193.348 ots/821.1 euros for 5FU ci.; 315.715 
ptd1897.4 euros for 5FU c.i.‘ptus DHL:P; 285822 f&r/1597.6 euros for 5FU 
plus CPT-11: 77.192 btsAl68.2 euros for UFT plus FA and 41.868pbY248.4 
euros for UFT. 

Conciuslons: The new drugs and schedules cause an incremental 
costs for treating ACRC. The drug-cost can vary 40x. The Present model 
including other charges limit the variability to 7x. These anatyaes open 
possibilities to identii bther relevant costs and to reduce this costs modiing 
administration procedures and follow-up. The results of cost-benefit analysis 
based on the modeled-results (time to progression and survival) of the 
analyaed Phase II trials will be presented. 
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Pharmacoeconomic analysis of a~ced.nowsm&l cell 
lung cancer treatment mittl dacetaxWcisplatin, 
pa&taxel-cispJatin and paclitaxekarbcpiatin 

C. Rubto-Ten&’ , J.L. Trsaire’, S. Kobina2, A. Moyano3. “Avq?r& 
Pharma. S.A., Scienfific Department, h!adrid, S&n; 2,&dn&33&rma, 
HERO Department, Brkfgebater, USA; 3 Ho.+&1 Ramdn y Cajal, Medical 
Oncwbgy Depattment, Madrid, Spain 

Purpose: To compare the effiiiency (the evaluation of efficacy in relatton 


