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Objective: To present an economic model and cost-effectiveness estimates of switching to bupropion compared to combina-
tion with bupropion after failure of an SSRI for major depressive disorder (MDD).

Material and Method: An economic model was developed to simulate the transitions of Thai outpatients with nonpsychotic
MDD who had no remission or could not tolerate the SSRI citalopram and received either sustained-release bupropion
monotherapy as switching strategy or sustained-release bupropion plus citalopram as combination strategy. Clinical data
were obtained form 2 trials of the Sequenced Treatment Alternatives to Relieve Depression (STAR*D) study. The four event
probabilities: remission rates, rates of non-remission, discontinuation rates due to intolerance, and incidence of serious
adverse events were estimated. Direct costs included drug cost, hospitalizations, and electroconvulsive therapy (ECT). The
primary outcome considered in the model was a remission of symptoms. Outputs were measured in terms of costs per
remission and costs per quality-adjusted life-years (QALYS).

Results: In the base-case analysis, the total direct costs with a bupropion switch were 22,937 THB per remission and 29,346
THB per remission with a bupropion combination. Compared with combination option, switching to bupropion also had
lower total cost per QALY (28,672 THB vs. 36,682 THB) and had cost saving of 21.8%. The incremental cost-effectiveness
of the combination regimen compared with the switching regimen was 6,409 THB per remission gained and 8,011 THB per
QALY gained. In a sensitivity analysis, combination strategy dominated switching strategy if the value of the transitional
probability of remission changed to a value of greater than 0.547.

Conclusion: The economic model indicated that treatment of MDD patients who fail to achieve remission from an SSRI with
a switch to bupropion is a cost-effectiveness treatment option compared with a combination of SSRI with bupropion.
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Major depressive disorder is a debilitating
disease that imposes a significant social and economic
burden and is projected to be the first rank of leading
causes of disability-adjusted life-year in 2030®. Since
no single treatment is uniformly effective®@?),
subsequent interventions are often needed. Second-
step treatments include discontinuing the first agent
and beginning a second (switching), combining two
antidepressants from different classes, or augmenting
the first agent with a second®.

The selective serotonin-reuptake inhibitors
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(SSRIs) are common first-step treatments, given their
relatively low toxicity and high tolerability. The
major types of switching strategies employed are
switching to another antidepressant from a different
pharmacological class (e.g., from an SSRI to a serotonin-
norepinephrine reuptake inhibitor [SNRI] or to a
norepinephrine-dopamine reuptake inhibitor [NDRI])®®
and switching to another antidepressant within the
same pharmacological class (e.g., from an SSRI to
another SSRI1)"8),

The advantage of a switch to another
antidepressant class is that it minimizes polypharmacy;,
which helps prevent toxicity and negative drug-drug
interactions, it may lead to fewer or more tolerable
side effects and can, therefore, improve patient
compliance®? while reasons in support of combining
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two antidepressants from different classes include
avoidance of loss of partial response with a
monotherapy and less risk of worsening of depressive
symptoms when a partially effective medication is
discontinued. Disadvantages of combination strategy
are increase risk of drug-drug interactions, potentiating
of side effects and drug cost®.

Bupropion, an NDRI, is an antidepressant with
novel neurotransmitter properties that not only seems
to augment SSRI or SNRI effectiveness and/or help
relieve or reverse certain adverse events associated
with these agents®®!) but also resulted in an
improvement of treatment response after switching from
an SSRI®, In step 2 of the Sequenced Treatment
Alternatives to Relieve Depression (STAR*D) study,
which included a switch from citalopram to bupropion
and combination of citalopram with bupropion, showed
that approximately one in five patients had a remission
of symptoms after switching to bupropion®? and one-
third of the participants remitted with bupropion
combination®®. However, bupropion is not approved
for the treatment of MDD in Thailand.

Critical reviews, there is no publicating study
evaluating economic aspect of bupropion in terms of
switching strategy and combination strategy in those
with inadequate benefit (intolerance or lack of
remission) with an SSRI. Therefore, the current study
aims to present an economic model and cost-
effectiveness estimates for bupropion in treatment of
MDD after failure of an SSRI using outcomes form the
STAR*D study. The main comparator treatments were
a switch to bupropion and a combination with
bupropion.

Material and Method
Model Structure

A schematic representation of the model
structure is given in Fig. 1. Adult Thai outpatients with
a nonpsychotic MDD who had no remission or could
not tolerate the SSRI citalopram received either
sustained-release bupropion (at a dose of up to 400 mg
per day) monotherapy as switching strategy or
sustained-release bupropion (at a dose of up to 400 mg
per day) plus citalopram as combination strategy. A 12-
week time horizon was applied because the STAR*D
trials from which the parameters were taken had 12-
week observation periods®?13,

At the end of each treatment, patients could
have 4 possible health states: remission, non-remission,
discontinuation due to intolerance, and occurrence of
serious adverse events. Those who had non-remission,
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discontinuation due to intolerance, or serious adverse
events were assumed to be hospitalized and, received
electroconvulsive therapy (ECT). During this process,
the patients accumulated costs and outcomes, which
were evaluated at the end of treatment.

Transitional Probabilities

The modelled transitional probabilities given
in Table 1 were derived from Rush trial®® and Trivedi
trial®. Both trails recorded remission rates, rates of
non-remission, discontinuation rates due to
intolerance, and incidence of serious adverse events.
These event probabilities were used in the model to
calculate weighted cost of each treatment outcome.

Cost and Resource-Use Estimates

The model take a direct-payer costing
perspective (year 2009 Thai Baht; THB). Modeled
resource-use items were drug costs for acute treatment.
If patients experience non-remission, intolerance, or
serious adverse events (worsening depression, suicidal
ideation/attempt, or other psychiatric condition), the
model account for the following: cost of hospitalization;
cost of drugs; cost of ECT. The model do not consider
costs and outcomes arising from possible adverse
events, indirect costs, or premature mortality. All the
resource-use assumptions, unit costs, and data sources
are presented in Table 1, 2, respectively.

Health-State Utilities

The health-state utilities used in the model
were based on a report by Revicki and Wood®®, which
used the standard gamble interviews and the 36-short
form (SF-36) values to examine differences in utilities
for 11 hypothetical depression-related states in MDD.
The utility values were collated as part of bupropion
trials®2%3, Consequently, this analysis assumed utility
values of 0.8 for remission (or euthymic state).

Model Outcomes

The primary outcome considered in the model
was a remission of symptoms - defined as a total score
of 7 or less on the 17-item Hamilton Depression Rating
Scale (HDRS-17)19 at the end of 12-week treatment
period. Quality-adjusted life-years (QALYS) were
derived as a secondary outcome because utility
assessment was not performed in the trials. The
incremental cost-effectiveness ratios (ICERs) examine
the additional costs that one strategy incurs over
another and compare this with the additional benefits.
Therefore, ICERS were calculated to assess the cost
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per remission gained and the incremental cost per QALY
gained was also investigated.

Sensitivity Analyses

In order to test the sensitivity of the model
outputs to the input assumptions, the study undertook
the one way sensitivity analysis and threshold
analysis. Selecting clinical input variables were based
on the greatest influence on model results. For the one
way sensitivity analysis, the following parameters were
varied individually: probability of remission, duration
of treatment, and cost of citalopram. Other variables
that had a relatively small effect on direct costs (e.g.,
discontinuation due to intolerance and incidence of
serious adverse events) were not undertaken.

Results
Base-Case Treatment Analysis

regimen compared with a switching regimen was 6,409
THB per remission gained and 8,011 THB per QALY
gained (Table 4).

Sensitivity Analyses

Table 5 presents the proportional change in
remission rates (40%, 50%, and 60%) and duration of
treatment (4, 6, and 8 weeks) as well as cost of citalopram
(30%, 50% and 70% discounts) for combination strategy
relative to switching strategy. Incremental cost per
remission gained and incremental cost per QALY gained
(combination compared with switching) which resulted

Table 1. Transitional Probability Estimates and Resource
Use Assumptions

Transitional probability Switching  Combination

: . and resource variable n=239) (n=279
Over 12-week period with the 2 treatment ( ) ( )
options using effectiveness data from pivotal trials  ransitional probability
including patients with a non-psychotic MDD, the Remission 0.213 0.297
model estimated that patients treated with bupropion Non-remission 0.511 0.571
monotherapy (switching strategy) experienced a Discontinuation due 0.272 0.125
remission at 21.3% whereas bupropion plus citalopram to ir_ltolerance
(combination strategy) provided 29.7% of remission. Serious adverse events:
The mean times to reach remission were 8.3 weeks for Hosplta}llzaélon for 0.004 0.007
bupropion switch and 10.2 weeks for bupropion WOrsening depression,
binati tively. Number of di tinuati suicidal ideation/attempt
combination, respectively. Number of discontinuation or other psychiatric condition
and serious adverse events are summarized in table 1. Resqyrce use variable
The model estimated that the total direct costs with a Duration of treatment (wk) 8.3 10.2
bupropion switch were 22,937 THB per remission and Dose at end of study (mg/d) 282.7 267.5
29,346 THB per remission with bupropion combination Citalopram dose at end - 54.2
(Table 3). Compared with combination option, switching of study o
to bupropion also had lower total cost per QALY (28,672 ~ Source Rust‘m T“V(elg'
THB vs. 36,682 THB) and had cost saving of 21.8%. etal etal
The incremental cost-effectiveness of a combination
Outcome
Remission q1
Non-remission (Hospitalization/ECT) q2
Switching to N
bupropion Discontinuation due to intolerance q3
(Hospitalization/ECT)
Serious adverse events (Hospitalization/ECT) q4
MDD with
failure to an SSRI L] Remission
<5
Non-remission (Hospitalization/ECT) q6
with bupropion T Discontinuation due to intolerance a7
(Hospitalization/ECT)
Serious adverse events (Hospitalization/ECT) qs
Fig. 1 The Model Structure
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from having changed clinical input variables of
combination strategy are also presented.

An increase in remission rates of combination
strategy produced a decrease (26,709 THB to 21,589
THB) in total costs of treatment. Besides, a shorter
period of getting remission and a decrease of the price
of citalopram resulted in a decrease in direct cost

Table 2. Unit Cost (THB)

Cost Unit Source
resource
/Cost
Drug
Bupropion 150 mg/d 35 Phramongkutklao
Hospital
Citalopram 20 mg/d 44 Phramongkutklao
Hospital
Cost per day
Switching 65.96
Combination 181.66
Hospitalization/ECT
Days hospitalized 20 Survey
for ECT
Cost per inpatient 600 Phramongkutklao
bed day Hospital
ECT (times) 8 Kennedy and
Giacobbe®¥
ECT per cost 1,700 Phramongkutklao
Hospital

THB = Year 2009 Thai Baht, ECT = Electroconvulsive
therapy

Table 3. Weighted Cost of Each Outcome (THB)

outcomes. Consequently, the ICERs for a remission
gained and a QALY gained were sensitive to the
probability of remission, duration of treatment to achieve
one remission, and cost of citalopram.

Since switching strategy is more cost-effective
than combination strategy, a threshold analysis sought
out the value of clinical input variables of combination
strategy that were varied until switching strategy was
found to have equal outcomes, and there is no benefit
of switching strategy over combination strategy in
terms of estimated outcome (remission). Combination
strategy dominated switching strategy if the value of
the transitional probability of remission changed to a
value of greater than 0.547 from the base-case value of
0.297. In other words, combination strategy needs 25%
of difference in remission rate compared with switching
strategy to be a more cost-effectiveness regimen.

Likewise, the threshold values of means
duration of achieving remission and cost of citalopram
for combination strategy compared with switching
strategy are 4.4 weeks and 6.15 THB, respectively. In
other words, combination strategy is more effective
and cost saving than switching strategy if it provides a
remission period before 4.4 weeks and the cost of
citalopram is less than 6.15 THB.

Discussion

This study is the first to evaluate the cost-
effectiveness of bupropion, an NDRI antidepressant,
as a switching strategy and a combination strategy in
adult outpatients with a nonpsychotic MDD who had
not achieve remission or had withdrawn from treatment
because of intolerance to a previous SSRI trial.

Health effects Medication Hospitalization ECT Total cost Probability Weight cost
Switching
Outcome 1 3,832.47 3,832.47 0.213 816.316
Outcome 2 3,832.47 12,000.00 13,600.00 29,432.47 0.511 15,039.99
Outcome 3 0.00 12,000.00 13,600.00 25,600.00 0.272 6,963.20
Outcome 4 3,832.47 12,000.00 13,600.00 29,432.47 0.004 117.73
Total 1.000 22,937.24
Combination
Outcome 5 12,970.29 12,970.29 0.297 3,852.17
Outcome 6 12,970.29 12,000.00 13,600.00 38,570.29 0.571 22,023.63
Outcome 7 0.00 12,000.00 13,600.00 25,600.00 0.125 3,200.00
Outcome 8 12,970.29 12,000.00 13,600.00 38,570.29 0.007 269.99
Total 1.000 29,345.80

THB = Year 2009 Thai Baht, ECT = Electroconvulsive therapy
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Although a combination of bupropion with an SSRI is
more effective than a switch to monotherapy and was
well tolerated®**” and is one of the more popular
combinations used in clinical practice in MDD patients
who fail to reach remission®®, this strategy is not more
cost-effective in short-term than bupropion alone for
treating adults with MDD after failure of an SSRI.
Based on the results of two STAR*D trials,
the economic model indicates that switching to
bupropion is a cost-effectiveness treatment option

Table 4. Cost-Effectiveness Analysis (THB) of Switching
vs. Combination in Base-Case Analysis

Cost-effectiveness analysis ~ Switching ~ Combination
Total cost per remission 22,937.24  29,345.80
Total cost per QALY 28,671.55  36,682.25
Cost saving (%) 21.84

Incremental cost per -6,408.56
remission gained

Incremental cost per -8,010.70

QALY gained

THB =Year 2009 Thai Baht, QALY = Quality Adjusted Life
Year

Table 5. One-Way Sensitivity Analysis on Clinical Input
Variables for Combination Relative to Switching

Cost- Total cost Incremental Incremental
effectiveness cost per cost per
analysis remission QALY
gained gained

Probability of remission

0.4 26,709.00 -3,771.76 -4,714.70

0.5 24,149.00 -1,211.76 -1,514.70

0.6 21,589.00 1,348.24 1,685.30
Duration of treatment (wk)

4 22,447.39 489.85 612.31

6 24,672.68 -1,735.44 -2,169.31

8 26,897.98 -3,960.74 -4,950.92
Cost of citalopram (THB/tab)

30.80 27,110.94 -4,173.71 -5,217.13

(-30%)

22.00 25,621.04 -2,683.80 -3,354.75

(-50%)

13.20 24,131.14 -1,193.90 -1,492.37

(-70%)

THB = Year 2009 Thai Baht, QALY = Quality Adjusted Life
Year
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compared to combination with bupropion strategy. The
total cost distribution of the 2 strategies indicated that
during the switching treatment, 66% of the total costs
were attributable to the management of non-remission,
compared with 75% of the total costs for combination
treatment. Cost of drugs in combination strategy, an
SSRI plus bupropion, is approximately 3 times higher
than switching strategy. This difference in cost of drugs
is due to the high cost of SSRI and resulted in the less
cost effectiveness of combination treatment.

In Thailand, SSRIs or other antidepressants
(SNRIs or NDRI) are costly medications. Thus,
combining two antidepressants yield a substantial
high-costly treatment option. As such, clinical decision
of selecting treatment option may be cautiously
considered not only in healthcare provider perspectives
but also in payer perspectives.

Compared with switching strategy,
combination strategy provided only 8.4% of additional
remission rates which are a little difference to achieve a
cost-effectiveness treatment option as inferred in the
model. In additions, time to remission of combination
strategy that was longer than switching strategy (10.2
vs. 8.3 weeks) was lead to a higher cost of drugs and
lastly, the less cost-effectiveness option. Although a
combination of bupropion with an SSRI is more effective
than a switch to monotherapy and was well
tolerated®®'” and is one of the more popular
combinations used in clinical practice in MDD patients
who fail to reach remission®®, this strategy is not more
cost-effective in short-term than bupropion alone for
treating adults with MDD after failure of an SSRI.

The first limitation of this study is determined
largely by the simplifying assumptions that were made
in constructing and populating the model. The validity
of the model results is restricted to the subgroup of
patients with MDD included in the STAR*D trials. The
results should not be interpreted as relevant to patients
excluded from the trials, for example, adolescents or
psychotic depression. The model did not account for
pharmacological or psychological treatment options
which are often used in clinical setting before receiving
ECT.

Secondly, the generalizability of the STAR*D
results (clinical parameters) to MDD patient population
in Thailand or Asian population is limited because the
trials were conducted in a different race or ethnic group
which may lead to differences in drug response, burden
of side effects/adverse events and discontinuation due
to intolerance.

Third, direct costs accounted for the present
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study were based only on data from Phramongkutklao
Hospital, the government general hospital, which may
be unable to generalize to other psychiatric hospital,
private hospital, or even general hospital in Thailand.
However, healthcare providers in other hospitals can
change the costs and resource use estimates in order
to capture the critical variables of the model outcomes.
Lastly, the study does not account for the indirect costs
incurred as a result of MDD. Indirect costs, such as
productivity loss due to absenteeism or loss productive
time, pose a substantial economic burden upon
society®®2 especially in patients who had partial
remission or persistent depression®-?3, Because the
accrual of indirect costs is associated with productivity
loss (due to non-remission), a combination treatment
such as SSRI plus bupropion that is able to increase
the remission rate is likely to decrease the ICERs and
provide further cost saving.

Conclusions

The results of this economic evaluation
suggest that switching to bupropion is a cost-
effectiveness alternative to the combination of SSRIs
and bupropion in the acute treatment after the failure
of an SSRI in patients with nonpsychotic MDD.
Specifically, the model indicates that a switch to
bupropion, as compared with bupropion plus SSRI,
results in lower costs and higher QALY's. Nevertheless,
further clinical trials and economic analyses of direct
comparison between these two strategies are needed
to confirm the cost-effectiveness of bupropion in each
treatment strategy.

References

1. World Health Organization. The global burden of
disease: 2004 update. Geneva: WHO Press; 2008.
Available at: http://www.who.int/healthinfo/
global_burden_diseasel/
GBD_report_2004update_full.pdf. Accessed 11
Nov 2009.

2. Fava M, Rush AJ, Trivedi MH, Nierenberg AA,
Thase ME, Sackeim HA, et al. Background and
rationale for the sequenced treatment alternatives
to relieve depression (STAR*D) study. Psychiatr
Clin North Am 2003; 26(2): 457-94.

3. Rush AJ, Fava M, Wisniewski SR, Lavori PW,
Trivedi MH, Sackeim HA, et al. Sequenced
treatment alternatives to relieve depression
(STAR*D): rationale and design. Control Clin Trials
2004;25(1): 119-42.

4. Bauer M, Bschor T, Pfennig A, Whybrow PC,

S40

10.

11.

12.

13.

14.

15.

Angst J, Versiani M, et al. World Federation of
Societies of Biological Psychiatry (WFSBP)
Guidelines for Biological Treatment of Unipolar
Depressive Disorders in Primary Care. World J Biol
Psychiatry 2007; 8(2): 67-104.

Thase ME, Blomgren SL, Birkett MA, Apter JT,
Tepner RG. Fluoxetine treatment of patients with
major depressive disorder who failed initial
treatment with sertraline. J Clin Psychiatry 1997;
58(1): 16-21.

Thase ME, Feighner JP, Lydiard RB. Citalopram
treatment of fluoxetine nonresponders. J Clin
Psychiatry 2001; 62(9): 683-7.

Fava M, McGrath PJ, Sheu WP. Switching to
reboxetine: an efficacy and safety study in patients
with major depressive disorder unresponsive to
fluoxetine. J Clin Psychopharmacol 2003; 23(4): 365-
9

Fava M, Papakostas Gl, Petersen T, Mahal Y,
Quitkin F, Stewart J, et al. Switching to bupropion
in fluoxetine-resistant major depressive disorder.
Ann Clin Psychiatry 2003; 15(1): 17-22.

Anderson IM, Ferrier IN, Baldwin RC, Cowen PJ,
Howard L, Lewis G, et al. Evidence-based
guidelines for treating depressive disorders with
antidepressants: a revision of the 2000 British
Association for Psychopharmacology guidelines.
J Psychopharmacol 2008; 22(4): 343-96.

Stahl SM, Pradko JF, Haight BR, Modell JG, Rockett
CB, Learned-Coughlin S. A Review of the
Neuropharmacology of Bupropion, a Dual
Norepinephrine and Dopamine Reuptake Inhibitor.
Prim Care Companion J Clin Psychiatry 2004; 6(4):
159-166.

Lam RW, Hossie H, Solomons K, Yatham LN.
Citalopram and bupropion-SR: combining versus
switching in patients with treatment-resistant
depression. J Clin Psychiatry 2004; 65(3): 337-40.
Rush AJ, Trivedi MH, Wisniewski SR, Stewart JW,
Nierenberg AA, Thase ME, et al. Bupropion-SR,
sertraline, or venlafaxine-XR after failure of SSRIs
for depression. N Engl J Med 2006; 354(12): 1231-
42,

Trivedi MH, Fava M, Wisniewski SR, Thase ME,
Quitkin F, Warden D, et al. Medication
augmentation after the failure of SSRIs for
depression. N Engl J Med 2006; 354(12): 1243-52.
Kennedy SH, Giacobbe P. Treatment resistant
depression—advances in somatic therapies. Ann
Clin Psychiatry 2007; 19(4): 279-87.

Revicki DA, Wood M. Patient-assigned health

J Med Assoc Thai Vol. 93 Suppl. 6 2010



16.

17.

18.

19.

state utilities for depression-related outcomes:
differences by depression severity and
antidepressant medications. J Affect Disord 1998;
48(1): 25-36.

Hamilton M. Arating scale for depression. J Neurol
Neurosurg Psychiatry 1960; 23: 56-62.

Lam RW, Hossie H, Solomons K, Yatham LN.
Citalopram and bupropion-SR: combining versus
switching in patients with treatment-resistant
depression. J Clin Psychiatry 2004; 65(3): 337-40.

Nierenberg AA, Katz J, Fava M. Acritical overview
of the pharmacologic management of treatment-
resistant depression. Psychiatr Clin North Am
2007; 30(2): 13-29.

Martin JK, Blum TC, Beach SR, Roman PM.
Subclinical depression and performance at work.
Soc Psychiatry Psychiatr Epidemiol 1996; 31(1): 3-
9.

J Med Assoc Thai Vol. 93 Suppl. 6 2010

20.

21.

22.

23.

Burton WN, Conti DJ, Chen CY, Schultz AB,
Edington DW. The role of health risk factors and
disease on worker productivity. J Occup Environ
Med 1999; 41(10): 863-77.

Stewart WF, Ricci JA, Chee E, Hahn SR,
Morganstein D. Cost of lost productive work time
among US workers with depression. JAMA 2003;
289(23): 3135-44.

Corey-Lisle PK, Birnbaum HG, Greenberg PE,
Marynchenko MB, Claxton AJ. Identification of a
claims data “signature” and economic
consequences for treatment-resistant depression.
J Clin Psychiatry 2002; 63(8): 717-26.

Simon GE, Revicki D, Heiligenstein J, Grothaus L,
VonKorff M, Katon WJ, et al. Recovery from
depression, work productivity, and health care
costs among primary care patients. Gen Hosp
Psychiatry 2000; 22(3): 153-62.

S41



MSRAUILLAIABIN AT HAAATIR N Na AN IAUYU-LssAnEraraimsitagunis
snwnilu bupropion sAEUAUNISSNHINANAIE bupropion UAIAINNITANLUAIAND SSRIs
amisulsadAs

o o

5IULE AWUIUIA

Tngiszan- Lfv"@u°7mummm"m@mmﬁm_«fgmmilmsxm?ﬂ?zmmm?ﬁ;ﬁum”unu-ﬂizz?mﬁwmmmi
wagnnz3nEhy bupropion TN sauA e bupropion wAIaINNITANIMAIAe SSRI lun193nm
TsAguLA

IAAUREIBENIS: m_/um@mm\?mmw/mm?ﬁ)mm?wﬂm‘wm@ﬂmmumﬂﬂ@wuﬂmmw iz/mm/oz/u@n
°zmYwﬂwﬂomﬁufmmmmmY;u.z/mmsfimmwZmnﬁmimwml‘mwmYzlmmmwum@mﬁnmmﬂmnm
SSRIs A® citalopram In mz?mumimmmmmﬁm/mmmimmﬂu buprop/on WansinmIaNAIL
bupropion ?Q:Jﬂi/ citalopram %@N@i/l’?x‘iﬂ@ unZﬁ)@ﬁnnﬁiﬁlﬂHﬁ 2 %qummnm STAR*D
mmm@uﬁwmmmm?m 4 pg9laun Farnirasuraelse sarnisluanaaelsa smsn17090
famfmwmmmmmnmﬂymmm numen12inmla u@:@mm?mwmmsmmmm? Y;quﬂimmmmm
Zmnmﬁ/izmmms mummmm tsenatimeanen Asininmsa lulrane1na LL@;’W’IU’?U@@QEIH’)?H?;’EI%
Tugnaae n wmw;ﬁﬂgmgmm WULAIABNABANTANLIYBNBIN7YB TR wmymmZngmmﬁumuz}ummi
mm/@of?mm:m”umm‘@ QALYs

NANTSANEY: N173IATIEN base-case WA m”uwuwwﬁzwamiz/@mmﬂm/um?my%ﬂu bupropion T
22,937 mwm@m?mwmfm Ay 29,346 U?Vlﬁl@ﬂ’)ﬁ‘ﬁdu%@ﬂfﬁ‘ﬂ?l@x?ﬂ’?ﬁ‘?ﬂ?:f’)ﬂﬂhﬁ)?ﬁl bupropion LJJ’E)LWEI‘LIH‘LI
NP3 ELANNLI) nmﬂ@aumﬁnmmuwum QALY 117 (28,672 L iiEILfiL 36,682 LM) Lm:xmuzm
ﬁié’mql’l;@ﬂﬁx 21.8 ﬂ’W incremental cost-effectiveness ﬂ/@om?fnmmmﬁﬂm’ymmﬂﬁ'ﬂum??ﬂi:mm'm”u
6,409 UMABNITANLIAS IATIANTY 1 8 AT 8,011 YmAe QALY dnau 1 e nsaiAss
A laNLa PISENEINANSZNTEaNI IR EUNSF N BN TN ANTE RSN 7aLY9912AN NN
0.547

agil: LLIIII@O’IQEJ\‘/"V)’lxitﬂﬁ‘iffjﬂ’mﬁ?zmﬁ)\i21/;/1,7/‘7;‘149,’) mié‘”ntmjﬂqE/Tm%mﬂ;ﬁ@yymmmé SSRI Mg alaEng

nwuly bupropion uIWARTIARWYU-1szAnEaamilanainissnuaunag SSRI Al bupropion

S42 J Med Assoc Thai Vol. 93 Suppl. 6 2010



