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To the Editor:
We would like to reply to the comments of Asche

et al.1 The hospitalization rate in patients with asthma de-
pends on the severity of the disease, compliance with
the treatment, and the use of other asthma medications,
especially inhaled corticosteroids. Comparing a hospital-
ization rate of an entirely different population with the one
in our study is not appropriate. In the study by Birnbaum
et al,2 the hospitalization rate was not related to asthma
only but was likely related to a number of other uniden-
tified conditions. It is unlikely that omalizumab would be
indicated in a significant number of patients in their
population. There are no data in the study by Birnbaum
et al2 on the asthma controller medications provided to the
patients. It is likely that regular use of inhaled steroids by
employees with asthma in the study by Birnbaum et al2

would have reduced the direct and indirect costs. A cost-
effectiveness analysis of a new medication should be
performed by using a population in which it would be
used.

It may be true that the incidence of emergency depart-
ment visits is actually greater in a real world setting.
However, it is unlikely that we underestimated the cost-
effectiveness of omalizumab, because the cost of emer-
gency department visits was almost negligible in our study
($0.01 per day in the omalizumab group and $0.02 per day
in the placebo group). The impact of emergency depart-
ment visits on the cost effectiveness is still minimal even if
we assume the incidence of emergency department visits
is 10 times higher in a less controlled environment.
Has the cost-effectiveness of Xolair
(omalizumab) been underestimated?

To the Editor:
In their recent article, Oba and Salzman1 report on their

cost-effectiveness analysis of Xolair (omalizumab) in
adults and adolescents with moderate to severe allergic
asthma. Additional discussion of some of the findings in
this study would benefit your readers in interpreting these
results.

Within the context of a cost-effectiveness study using
randomized control trial (RCT) data, it was methodolog-
ically sound. In the absence of quality adjusted life year
(QALY) data, they reported cost per successfully con-
trolled day, which is an emerging standard (symptom-free
days) in the literature. They used quality of life data and
reported the cost to achieve a 0.5 point increase in quality
of life. They performed a sensitivity analysis to deal with
uncertainty in their model.

The use of RCT data in this manner is generally not
representative of use and outcomes in the real world.
We have a variety of issues with the manner in which
Oba and Salzman1 determined resource use from the
RCTs.

First, the hospitalization rate is underestimated. Only
2 Xolair patients were hospitalized (<1% of patients),
whereas 13 placebo patients were hospitalized (3% of
patients). The employer-based study by Birnbaum et al2

supports a hospitalization rate of 16%. Emergency depart-
ment visits were likely also underestimated because
patients likely receive urgent treatment from the study
investigator, as opposed to having to make an emergency
department visit. Furthermore, physician office visits were
scheduled more often than one would expect in a nontrial
setting.

A significant placebo effect is present whereby 67% of
placebo arm patients had symptom improvement at the
end of the extension phase. The dropout rate for unsatis-
factory therapeutic effect in the placebo group versus
Xolair group (eg, 14:1 in the 008 study) is not econom-
ically quantifiable.

Because the authors did not use QALYs as a unit of
measure for cost-effectiveness analysis, it is difficult to
compare Xolair with other treatments without a common
outcome measure. There are no published data on the
economic benefit of improvement in the Asthma Quality
of Life Questionnaire.3 As the authors point out, it was
inappropriate of them draw a comparison between their
Asthma Quality of Life Questionnaire findings and
QALYs.

Oba and Salzman1 contend that Xolair is not cost-
effective and should be reserved for a restricted group of
patients with asthma. Given the methodological concerns
and the potential errors associated with the inclusion of
inappropriate hospital costs, the placebo and protocol
effect, and emergency care, the cost-effectiveness of
Xolair is likely greater than suggested.
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