October 15, 2021
Dr. Steven D. Pearson
President
Institute for Clinical and Economic Review
Two Liberty Square, Ninth Floor
Boston, MA 02109
Dear Dr. Pearson,
The Partnership to Improve Patient Care (PIPC) appreciates this opportunity to comment on the
Institute for Clinical and Economic Review’s (ICER) draft evidence report on severe asthma.
Asthma impacts about 25 million Americans, and it is a condition that disproportionately impacts
Black and Hispanic patients. With this in mind, it is important that ICER handle this assessment
in a way that does not exacerbate health inequities that are already very prevalent in the asthma
community. PIPC requests ICER consider the following comments.
ICER’s model is unrepresentative of real-world settings.
ICER takes its baseline inputs from placebo rates from randomized clinical trials (RCT) not from
real world data – this makes the model unrepresentative of real-world settings.
The annual probability of an exacerbation of 1.82 per year was taken from the RCT placebo
arms. We know that RCT populations are typically far healthier than the actual indicated
population for the treatment. In the case of asthma, this is particularly concerning as
communities of color are typically underrepresented in RCTs, and there are major racial
disparities in the burden of asthma in the United States. A recent report by the Asthma and
Allergy Foundation of America found that non-Hispanic Black Americans are almost three times
as likely to die from asthma-related causes than non-Hispanic white Americans. 1
Recent studies designed to estimate the real world rate of exacerbation in a severe asthma
population have showed a much higher rate of exacerbation, ranging from 2.68-3.97 per year; 2
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2.195 - 2.687 per year; 3 2.7 per year; 4 4.92 per year; 5 and as much as 8.3 per year. 6 All of these
studies suggest a baseline exacerbation rate of at least 50% higher than that used by ICER and
some suggest a rate greater than 400% higher than that used in the ICER model.
This reliance on RCT data, which does not include a representative population of asthma
patients, leads to a model that underestimates the burden of the disease and as such an
underestimate of the value of any incremental treatment effect.
PIPC continues to express concern with ICER’s consistent use of the Quality-Adjusted Life
Year (QALY).
PIPC has consistently voiced concern with ICER continuing to rely on the QALY in its
assessments despite its discriminatory implications for people with disabilities. In addition to its
discriminatory impacts for people with disabilities, traditional cost-effectiveness assessments
relying on the QALY have similarly discriminatory implications for communities of color, which
bear a heavier burden of disease in asthma.
Most cost-effectiveness assessments rely on data from RCTs (issues with which we have touched
on above) and health utility preference weighting surveys, which rely on inputs from primarily
Caucasian populations. These assessments are largely based on outcomes to the “average”
patient and do not account for patient subgroups. This means key components like social
determinants of health are not captured, and ultimately treatments that may be very effective for
minority populations can be undervalued. 7
The model makes the likely incorrect assumption that the reduction in risk of exacerbation
at 52 weeks seen in the RCTs is the peak of the treatment’s effectiveness.
Several studies have shown that the impact of continued biologics use improves over time. 8
Effectiveness (particularly reduced exacerbation rates) improves year after year for at least four
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years. This is not a factor that has been incorporated into the model, which only assumes the rate
achieved in the RCT at year one. 9
The choice of disutility for exacerbations used in the ICER model is an underestimate.
ICER calculated the disutility of an exacerbation from a study undertaken in the UK, which
estimated that the health state utility of an asthma patient without exacerbation was 0.89, an
exacerbation that did not lead to hospitalization would have a utility of 0.57, and an exacerbation
that led to hospitalization a utility of 0.33. 10 This would mean the disutility of a non-hospitalized
exacerbation is -0.32 (0.89-0.57) and the disutility of an exacerbation that leads to hospitalization
is -056 (0.89-0.33).
Yet, the ICER model uses a disutility of 0.1 and 0.2 for these two states, despite referencing this
study as its source. It seems the cause of this error is misinterpretation of the data. A fourth
column in table 2 of Lloyd (2007) represents the mean change in utility over the course of the
data collection period and the estimates for this fall over time within states was 0.1 and 0.2
respectively. We believe these data were mistakenly used as estimates of mean disutility for
exacerbation without hospitalization and exacerbation with hospitalization in the model.
In addition, the study also states that these utilities represent the mean for the patients over a onemonth period for which data was collected. The ICER model applies these utilities for just 2
weeks (a single model cycle), so even if the disutilities used were correct, they would be
providing half of the absolute disutility associated with the exacerbations themselves.
Taking into account both of these elements, the ICER model underestimates the disutility of
exacerbation, and the absolute disutility for an exacerbation in the model is approximately one
sixth of what it should be. As net benefit in the model is based largely on the rate and severity of
exacerbations this means the incremental gain in health utility is likely to be six times higher
than those calculated by the ICER model.
Conclusion
First, PIPC urges ICER to review the technical components of the model to ensure it is providing
accurate results. Second, PIPC cautions ICER about the use of a QALY-based cost-effectiveness
analysis relying on RCT data to evaluate treatments for asthma. It is likely that this will
underestimate their benefit for patients and people of color and continue to exacerbate health
disparities already experienced by asthma patients.
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Sincerely,

Tony Coelho
Chairman
Partnership to Improve Patient Care
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