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Objectives
Age-related macular degeneration (AMD) is one of the most common eye
diseases causing vision loss in western industrial nations. In Austria, about 
25,000 people experience blindness in one or both eyes due to AMD. The 
Incidence averages 3.000 to 4.000 people. The purpose of this 
pharmacoeconomic analysis was to evaluate the cost-effectiveness of the 
treatment of AMD with Ranibizumab versus Verteporfine.

Methods
The analysis was conducted using a Markov Model designed to be flexible to 
target populations and was adapted to Austrian situation. Clinical data 
included in the model is based on three clinical trials (MARINA, ANCHOR and 
PIER). Evaluation of the effectiveness of therapeutic alternatives was 
determined by `Vision Years’ and `QALYs’. The period under consideration 
was 10 years and the analysis was performed from the perspective of the 
Austrian health care system. Costs are represented using data from 2007. 
Treatment paths, resource consumption, costs as well as mortality data have 
been adapted for Austria.

Results
Within the 10-year period under consideration, the costs per QALY for 
Ranibizumab amount to 9,267€ and to 8,795€ for Verteporfin. Treatment 
with Ranibizumab leads to a QALY of 4.2, that of Verteporfine to a QALY of 
3.91. 

Conclusion
The study suggests that in Austria, the treatment of age-related macular
degeneration is more cost-effective with Ranibizumab than with Verteporfine.
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Fig. 1: Model Design
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Fig. 2: Probabilistic Sensitivity Analysis

Source: IPF own calculations
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Fig. 3: Deterministic Sensitivity Analysis

Source: IPF own calculations

The probabilistic as well as the deterministic sensitivity analyses show the 
robustness of the model.
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Tab. 1: Results in EUR

The incremental cost-effectiveness-ratio (ICER) is 15,647€. The costs per 
Vision Year amounts to 13,641€ (2.85 VY) for Ranibizumab and 21,351€
(1.61VY) in the Verteporfine-group. The incremental cost-effectiveness-ratio 
(ICER) is 3,642€. Sensitivity analyses – deterministic and probabilistic -
demonstrated the robustness of the model results.

Resource Use and Cost
According to the Drug Disease Model Ranibizumab was administered 8 times
within the 1st year and 7 times within the 2nd year (average values). Patients in 
the photodynamic-therapy-group (PDT) were treated 2,8 times within the 1st 
year and 1,1 times within the second year. Due to the fact, that PDT is performed
inpatient in Austria (via DRGs), there occur no additional cost.
AMD patients visit once a month an ophthalmologist. In Advance of every RAN-
Injection an OCT is necessary.
Adverse Events lead to inpatient cost as well as to additional consultations. The 
cost of blindness is based on a cost study by Meads and Hyde (2003). All other
costs are from official Austrian price lists, tarifs and catalogues.

The model includes six a priori 
defined health states depending on 
visual acuity. A change in visual
acuity (>15 letters) leads to a 
passover to the next health state; 
the others remain. Discount rate was 
5%. The model was classified in 40 
3-month-cycles.


