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Figure 1: Overview of the Model Structure
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LIMITATIONS

e This analysis involves the typical limitations of pharmacoeconomic analyses (i.e.,
results reflect inputs and assumptions that were employed in the analysis).

e The model used clinical inputs from the registration trials of TVR, which represent
efficacy in a controlled environment rather than in a real-world setting.

e To estimate the long-term impact of clinical trial outcomes, the model projected the
course of liver disease for each individual over his or her remaining lifetime based on
published disease-progression data.

e The distribution of patient types in prior treatment-experienced groups reflected
the patient population studied in the registration trials of TVR.

CONCLUSIONS

e Our model projected substantial reductions (about 50%
overall) in future HCV-related clinical burden in patients
with genotype 1 HCV infection who were treated with
telaprevir-based therapy compared with peginterferon/
ribavirin alone.

e Relative reductions in HCV-related clinical burden were
similar for treatment-naive and treatment-experienced
patients, indicating that telaprevir-based therapy may
have considerable long-term clinical benefits even in
hard-to-treat populations.

e Given the high costs of treating advanced liver
disease caused by HCV infection, there may be
substantial economic value associated with the
clinical benefits realized by telaprevir-based therapy,
which warrants further study on its own.
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