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Cost-effectiveness evaluation of sotrovimab, a monoclonal antibody, for the treatment 
of mild-to-moderate COVID-19 in patients at high risk of disease progression
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● The COVID-19 Monoclonal antibody Efficacy Trial-Intent to Care Early 

(COMET-ICE; NCT04545060) trial evaluated the efficacy and safety of 

sotrovimab administered intravenously in high-risk patients with mild-to-

moderate COVID-19.1

● Final results (n=1,057) for the primary endpoint showed a 79% (p<0.001) 

adjusted relative risk reduction (RRR) at Day 29 in all-cause 

hospitalization (>24-hour) or death in patients receiving sotrovimab 

(6/528; 1%) compared with placebo (30/529; 6%).1

● Sotrovimab was granted emergency use authorization in the United 

States (US) in May 2021, for treating patients with mild-to-moderate 

COVID-19 at high risk of progression.2

● The cohort receiving sotrovimab gained 122.19 quality-adjusted life years (QALY) over 

their lifetime (Table 4).

Table 3. Discounted cost outcomes per 1,000 patients

SoC Sotrovimab Difference

Costs accrued over outpatient treatment

Sotrovimab

Acquisition $0 $2,100,000 $2,100,000

Administration $0 $309,600 $309,600

Primary care management $0 $76,150 $76,150

Total outpatient costs $0 $2,485,750 $2,485,750

Costs accrued over inpatient treatment

Ever in intensive care unit $739,701 $155,337 –$584,363 (-79%)

General ward only $619,461 $130,087 –$489,374 (-79%)

Emergency department $71,199 $14,952 –$56,247 (-79%)

Total inpatient costs $1,430,361 $300,376
–$1,129,985 (-

79%)

Total costs $1,430,361 $2,786,126 $1,355,765 (95%)

1GlaxoSmithKline, Research Triangle Park, NC, USA; 2GlaxoSmithKline, Middlesex, UK; 3Evidera Inc., London, UK; 
4Evidera Inc., Bethesda, MD, USA; 5Evidera, Waltham, MA, USA; 6London School of Economics, London, UK
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Objective
● To evaluate the cost-effectiveness of sotrovimab versus standard 

of care (SoC) in outpatients with mild-to-moderate COVID-19 at 

high risk of progression.
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Table 5. Incremental results

Overall model SoC Sotrovimab Incremental

Total costs $1,430,361 $2,786,126 $1,355,765

Total LYs 18,564.54 18,720.86 156.32

Total QALYs 14,795.99 14,918.18 122.19

ICER per LY 

gained
$8,673.06

ICER per QALY 

gained
$11,095.56

ICER, incremental cost-effectiveness ratio

QALY, quality-adjusted life year

Figure 2. Results of the 1,000 iterations of the probabilistic 

sensitivity analysis

● Compared to SoC, the incremental 

cost-effectiveness ratio (ICER) was 

$11,096/QALY gained (Table 5).

● A one-way deterministic sensitivity analysis 

found that hospitalization rate and treatment 

cost had the largest impact on the ICER 

(Figure 1).

● Applying sotrovimab treatment effect to a 

real-world hospitalization rate (17.1%) rather 

than the adjusted rate from COMET-ICE 

(5.4%) resulted in sotrovimab being a 

dominant strategy, increasing health-related 

quality of life for patients while providing 

significant savings to the healthcare payer.

Conclusions
● Sotrovimab is cost-effective based on 

trial data and cost-saving when 

applying higher real-world 

hospitalization rates, in line with the 

recent ICER report.3

● Cost-effectiveness of sotrovimab is 

most impacted by underlying 

hospitalization rate and treatment 

cost.

Table 4. Outcomes per 1,000 patients

Health outcomes SoC Sotrovimab Difference

LYs gained

Acute: outpatient and inpatient LYs 40.33 40.77 0.44 (1.1%)

Total lifetime LYs 18,564.54 18,720.86 156.32 (0.8%)

QALYs gained

Acute: outpatient and inpatient QALYs 25.10 25.64 0.54 (2.1%)

Total lifetime QALYs 14,795.99 14,918.18 122.19 (0.8%)

The model accumulates QALYs over the lifetime of the patient, but no further costs are considered after the acute phase.

LY, life year; QALY, quality-adjusted life year

● Increased direct healthcare costs with sotrovimab for the 1,000-patient cohort were 

$1,355,765 (Table 3).

Table 1. Base-case settings

Parameter Description

Time horizon Lifetime

Hospitalization rate 5.4%

Hospital costing approach Per diem

Post-acute phase: long COVID-19 costs and outcomes Not considered

Post-acute phase: healthcare costs unrelated to COVID-19 Not considered

Discount rate (costs and health outcomes) 3%

Background mortality in post-acute phase Considered

Results

Table 2. Mortality and hospitalization outcomes per 1,000 patients

Health outcomes SoC Sotrovimab Difference

Deaths

Total 13a 3b –10 (79%)

Outpatient 0 0 0

Hospitalizations

Total 54c 11d –42 (–79%)

Discharged – general ward only 35 7 –27 (–79%)

Discharged – intensive care unit 6 1 –5 (–79%)

% of total discharged from general 

ward only
86% 86% -

Average length of stay per inpatient 

(days)
10.17 10.17 -

aSoC effective mortality of 1.3%; bSotrovimab effective mortality rate of 0.3%; cSoC effective hospitalization rate of 5.4%; 
dSotrovimab effective hospitalization rate of 1.1%  

A Microsoft Excel®-based Markov cohort model implemented with 

Discretely Integrated Condition Event (DICE) simulation compared 

sotrovimab with SoC in an outpatient setting from a US payer 

perspective.

At model development, SoC consisted of best supportive care such as 

antipyretics. Alternative mAb treatments were not included as they had 

not yet received full marketing authorization. 

Sotrovimab’s effect was obtained from the COMET-ICE primary 

endpoint (RRR=79%). 

Cost, resource use and QoL inputs were sourced from literature and 

hospital claims data (Premier Health COVID-19 Special Release 

database).

The model applied age-related baseline utility values for the US adult 

population; disutility due to the disease and level of hospitalization 

were considered in the acute setting.

The model was validated internally by the study team and externally 

by independent reviewers to compare the results for hospitalization 

costs and LoS to values reported in the literature.

As sotrovimab was an add-on to SoC, no treatment-related cost was 

allocated to SoC.

Sotrovimab’s acquisition cost was based on the wholesale 

acquisition cost prior to its acquisition by the US government. 

Lifetime time horizon includes an acute phase (90 days) and 

post-acute phase (after 90 days up to 100 years).

● Results remained consistent in the probabilistic 

sensitivity analysis, with sotrovimab being 

cost-effective in all iterations compared to SoC, 

assuming a willingness to pay (WTP) threshold 

of $50,000 (Figure 2).

Figure 1. Tornado diagram of deterministic sensitivity analysis results (ICER)

ED, emergency department; GP, general practitioner; GW, general ward; ICER, incremental cost-effectiveness ratio; ICU, intensive care unit
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QALY gained

Low range ICER High range ICER

Death in Ward (0.4% to 0.6%) -$281 $312
One time cost for GP, Outpatient ($61 to $91) -$125 $125

ED per diem ($1,061 to $1,591 -$92 $92
Death in ICU (4.1% to 6.2%) -$34 $6

Disutility: On treatment, outpatient (-0.15 to -0.23) -$6 $6
Disutility: ICU stay (-0.48 to -0.72 -$4 $4

Disutility: only GW stay(-0.24 to -0.36 -$4 $4
Disutility: GW stay after ICU stay (-0.4to -0.6) -$1 $1

Ward per diem ($1,382 to $2,072) -$800 $800

Transfer ICU to Ward (4.9% to 7.3%) -$914 $870

Transfer ED to ICU (24.8% to 37.2%) -$1,456 $2,052

ICU per diem ($3,157 to $4,735) -$956 $956

Discharge from Ward (8.7% to 13.%) -$1,305 $953

Transfer ED to Ward (55.2% to 82.8%) -$1,852 $1,744

Treatment, one time cost ($1,680 to $2,520) -$3,944 $3,944

Hospitalization rate out (4% to 6%) -$3,391 $5,086
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