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Abstract

IMPORTANCE With the approval of avapritinib for adults with unresectable or metastatic
gastrointestinal stromal tumors (GISTs) harboring a platelet-derived growth factor receptor alpha
(PDGFRA) exon 18 variant, including PDGFRA D842V variants, and National Comprehensive Cancer
Network guideline recommendations as an option for patients with GIST after third-line treatment, it
is important to estimate the potential financial implications of avapritinib on a payer’s budget.

OBJECTIVE To estimate the budget impact associated with the introduction of avapritinib to a
formulary for metastatic or unresectable GISTs in patients with a PDGFRA exon 18 variant or after 3
or more previous treatments from the perspective of a US health plan.

DESIGN, SETTING, AND PARTICIPANTS For this economic evaluation, a 3-year budget impact
model was developed in March 2020, incorporating costs for drug acquisition, testing, monitoring,
adverse events, and postprogression treatment. The model assumed that avapritinib introduction
would be associated with increased PDGFRA testing rates from the current 49% to 69%. The health
plan population was assumed to be mixed 69% commercial, 22% Medicare, and 9% Medicaid. Base
case assumptions included a GIST incidence rate of 9.6 diagnoses per million people, a metastatic
PDGFRA exon 18 mutation rate of 1.9%, and progression rate from first-line to fourth-line treatment
of 17%.

EXPOSURES The model compared scenarios with and without avapritinib in a formulary.

MAIN OUTCOMES AND MEASURES Annual, total, and per member per month (PMPM)
budget impact.

RESULTS In a hypothetical 1-million member plan, fewer than 0.1 new patients with a PDGFRA exon
18 variant per year and 1.2 patients receiving fourth-line therapy per year were eligible for treatment.
With avapritinib available, the total increase in costs in year 3 for all eligible adult patients with a
PDGFRA exon 18 variant was $46 875, or $0.004 PMPM. For patients undergoing fourth-line
treatment, the total increase in costs in year 3 was $69 182, or $0.006 PMPM. The combined total
budget impact in year 3 was $115 604, or $0.010 PMPM, including an offset of $3607 in
postprogression costs avoided or delayed. The higher rates of molecular testing resulted in a minimal
incremental testing cost of $453 in year 3.

CONCLUSIONS AND RELEVANCE These results suggest that adoption of avapritinib as a treatment
option would have a minimal budget impact to a hypothetical US health plan. This would be primarily
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Abstract (continued)

attributable to the small eligible patient population and cost offsets from reduced or delayed
postprogression costs.
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Introduction

Gastrointestinal stromal tumors (GISTs) are a rare type of cancer associated with characteristic
activating variants in genes encoding the tyrosine kinase receptors for c-Kit (CD117) (KIT)
(approximately 80% of diagnoses) or platelet-derived growth factor receptor alpha (PDGFRA)
(5%-10% of diagnoses).1,2 Estimates vary, but the total number of new US GIST cases per year is
considered to be less than 3000,3 with PDGFRA exon 18 variants representing the majority of
PDGFRA variants.4,5 Approximately 30% of patients with GIST receive treatment in the adjuvant
setting, and 64% are eventually receive treatment in the metastatic or unresectable setting.6 Testing
for PDGFRA variant status is recommended in clinical guidelines, and it has been estimated (before
the introduction of avapritinib) that increasing this testing might result in lower health plan costs7,8;
however, molecular testing remains underused during the diagnostic workup. On the basis of a 2018
study of medical records for 403 US patients, only 49% of patients received testing at diagnosis.
Before the approval of avapritinib, treatment selection was typically made by line of therapy instead
of by variant status.9

Avapritinib is a precision therapy designed to be a selective and potent inhibitor of KIT and
PDGFRA variant kinases. The drug is indicated for the treatment of adults with unresectable or
metastatic GIST who harbor a PDGFRA exon 18 variant, including PDGFRA D842V.10 Patients with
PDGFRA exon 18 have previously been treated similarly to the general patient population and those
with metastatic KIT-related GIST, with kinase inhibitors including imatinib, sunitinib, and
regorafenib.7 Given that patients with PDGFRA D842V variants are typically resistant to imatinib
treatment and that other available treatment options for these patients are reported to have
suboptimal tolerability, there has been need for a more effective therapy.11,12

Avapritinib also targets variants in KIT exons 11, 11/17, and 17, with a 50% inhibitory concentration
less than 25 nM,10 and the National Comprehensive Cancer Network (NCCN) guidelines, version
2.2020, recommend avapritinib for use in certain circumstances for patients with KIT-related GIST
who experienced disease progression after treatment with imatinib, sunitinib, and regorafenib (ie, as
fourth-line treatment for GIST).7

Budget impact models (BIMs) are used by health care decision-makers to estimate the
incremental cost of including a new treatment in drug formularies. The primary objective of this
study was to estimate the budget impact of avapritinib in adult patients with unresectable or
metastatic GIST with a PDGFRA exon 18 variant or progression to fourth-line treatment from a US
managed care health plan perspective.

Methods

Model Structure, Perspective, and Time Horizon
For this economic evaluation, a BIM was developed in Microsoft Excel. The model allocated eligible
patients to treatment options based on the projected uptake of avapritinib and compared a scenario
with avapritinib with a scenario without avapritinib (Figure 1). The budget impact is the difference
between the total costs of the scenario with avapritinib and the scenario without avapritinib
(Figure 2). The BIM included information on the number of eligible patients for treatment,
depending on the rates of PDGFRA testing, and the current and anticipated market shares of
treatment options. The model was finalized on March 31, 2020. Because this research did not include
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human data, institutional review board approval was not required. The BIM was designed in line with
the methodological guidelines from the International Society for Pharmacoeconomics and Outcomes
Research (ISPOR) reporting guideline, and the study followed the Consolidated Health Economic
Evaluation Reporting Standards (CHEERS) reporting guideline.13,14

Costs were calculated based on attributable drug acquisition, monitoring, postprogression,
molecular testing, and adverse event management costs. For patients with a PDGFRA exon 18
variant, costs associated with up to 2 subsequent lines of treatment after progression for each
treatment option were modeled. For patients who received avapritinib as a fourth-line treatment,

Figure 1. Flow of Treatment of Gastrointestinal Stromal Tumors (GISTs)
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Figure 2. Budget Impact Model Calculation Structure
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costs associated with subsequent best supportive care were accounted for after treatment
progression given the lack of approved treatments.

The model used a 3-year time horizon. Incident cohorts starting each year were tracked until
estimated median survival or the model horizon was reached. No discounting of costs was required
owing to the short time horizon.

Model Inputs
Target Population
The BIM estimated the population within a 1-million member health plan eligible for treatment for
unresectable or metastatic GIST with a PDGFRA exon 18 variant or requiring fourth-line treatment.
The model base case plan was a mixed 69% commercial, 22% Medicare, and 9% Medicaid
population, believed to be a representative default mix.15 A population increase of 0.6% per year was
assumed, consistent with US Census estimates.16

The number of treated patients was calculated depending on the plan type(s) selected, the age
and sex distribution of covered lives, and the age- and sex-adjusted incidence of GIST. Other inputs
for patient population were the proportion of patients diagnosed with unresectable or metastatic
GIST (64%)17 and the proportions of patients with unresectable or metastatic GIST initiating first-line
treatment (96%)6 and progressing to fourth-line treatment (17% of those entering first-line
treatment based on a US-based medical record review of more than 400 patients). The unadjusted
incidence rate of new GIST cases in the US was assumed to be 0.96 per million. For patients with
metastatic or unresectable GIST, the PDGFRA exon 18 variant rate was identified as 1.9%.18 For each
of the 2 settings modeled, 3 newly incident cohorts entered the model in each year, with the 3
cohorts with the PDGFRA exon 18 variant tracked from year to year until the time horizon of the
model was reached, given that median survival was expected to be longer than 3 years, and patient
cohorts receiving fourth-line treatment were tracked until median survival.

Treatments and Market Share
For unresectable or metastatic GIST with a PDGFRA exon 18 variant including a D842V variant, in the
scenario without avapritinib, the market share of imatinib was assumed to be 80% and the market
share of sunitinib, regorafenib, and nilotinib was assumed to be approximately 7% each (based on a
US-based medical record review of more than 400 patients). In the scenario with the introduction
of avapritinib, the market share of all comparators decreased proportionally as avapritinib increased
its market share to 45%, 60%, and 80% in years 1, 2, and 3, respectively. For unresectable or
metastatic GIST with progression to fourth-line treatment, market share without avapritinib was
assumed to be 30% for regorafenib and sorafenib and 20% for nilotinib and pazopanib for all 3 years
based on the same medical record review. In the scenario with avapritinib, the market share of all
comparators decreased proportionally as avapritinib increased its market share to 35%, 50%, and
70% in years 1, 2, and 3, respectively.

Cost Estimation
Costs are presented in 2019 US dollars, and any costs from previous years were inflated using the
medical care component of the Consumer Price Index from the US Department of Labor.19 Drug costs
(both brand and generic) were estimated using a monthly pricing approach (Table 1),2,20-26

calculated by multiplying the wholesale acquisition cost of each treatment per dose by the duration
of treatment based on median progression-free survival (PFS) per each comparator’s respective
prescribing label, taking into account treatment cycles. Imatinib is the only treatment for which
generic wholesale acquisition cost was used; all other treatments used branded prices. Prices were
sourced from Micromedex Redbook.23 On the basis of available data when the model was finalized,
median PFS was not reached and not estimable for patients with PDGFRA exon 18. Therefore, a draft
estimate of median PFS for patients with PDGFRA exon 18 D842V of 29.5 months was used.20 For
patients with the PDGFRA exon 18 variant receiving first-line treatment with imatinib, sunitinib,
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regorafenib, and nilotinib, owing to the absence of available data and under the assumption that all
treatments have a similar (lack of) response for this variant, duration of treatment was based on the
median PFS associated with imatinib for first-line treatment of patients with the PDGFRA exon 18
variant (6.4 months).2 For patients receiving fourth-line treatment, a median PFS of 3.7 months was
used for avapritinib based on preliminary NAVIGATOR clinical trial data in the subpopulation of
patients receiving fourth-line or greater therapy.21 Duration of fourth-line treatment with
regorafenib, nilotinib, sorafenib, and pazopanib was based on the median PFS associated with repeat
imatinib treatment (1.8 months) from a clinical trial of metastatic GIST after failure of imatinib and
sunitinib therapy.22 Because all comparators in the model were orally administered, no cost for
administration was included. Real-world median overall survival associated with for first-line
treatment of patients with the PDGFRA exon 18 variant was observed to be greater than 36 months
in a natural history study.20 For patients who progressed to fourth-line treatment, the model used
overall survival of 12.3 months for avapritinib and 8.2 months for all comparators.10,22

The model estimated costs attributable to postprogression treatment given the meaningful
increase in median PFS among patients with the PDGFRA exon 18 variant.2,21 A weighted monthly
postprogression cost was calculated by multiplying the proportion of time of receipt of each line of
treatment after progression20 by the costs for each treatment line. Costs at each line were calculated
using pharmacy, monitoring, and adverse event costs for treatments observed in a proprietary
US-based medical record review of more than 400 patients with GIST, including the portion of
patients that switched to best supportive care. Details of postprogression calculations are shown in
the eTable in the Supplement.

Molecular testing rates at diagnosis were estimated at 49% in the proprietary medical record
review mentioned above and assumed in the base case to increase to 69% over 3 years when
avapritinib was introduced. A scenario analysis with rates increasing to 100% was also assessed.
Patients having the PDGFRA exon 18 variant but not tested were assumed not to be treated with
avapritinib. The increase in testing rates was associated with a corresponding increase in the
identified patients with the PDGFRA exon 18 variant. Molecular testing costs were assumed to be for
single-gene polymerase chain reaction tests.21

Treatment-specific monthly monitoring procedures and rates were based on NCCN-
recommended procedures for GIST. Treatment-specific adaptations were based on monitoring

Table 1. Drug Acquisition and Treatment Cost Inputs

Variable

First-line treatment Fourth-line treatment

Avapritinib Imatinib Sunitinib Regorafenib Nilotinib Avapritinib Regorafenib Nilotinib Sorafenib Pazopanib
Duration of treatment, moa 29.5 6.4 6.4 6.4 6.4 3.7 1.8 1.8 1.8 1.8

Drug acquisition cost
per month, $b

32 000 1404 15 023 19 493 27 557 32 000 19 493 27 557 20 148 13 913

Adverse event cost
per month, $c

407 204 180 219 51 588 219 161 56 389

Monitoring cost
per month, $d

176 191 195 176 189 176 176 189 183 189

Abbreviations: GIST, gastrointestinal stromal tumors; PDGFRA, platelet-derived growth
factor receptor alpha.
a The median progression-free survival associated with avapritinib for treatment of

PDGFRA exon 18 was not reached in the most recent data cutoff for PDGFRA exon 18.
In the absence of PDGFRA exon 18–specific median progression-free survival, the
median progression-free survival was assumed to be the same as for PDGFRA exon 18
D842V, for which more recent data are available.20 For first-line treatment, duration of
treatment was assumed to be equal to median progression-free survival.2,21,22

b Costs presented in this table do not include the post-progression costs associated with
each treatment line. Avapritinib drug acquisition for fourth-line treatment was
assumed to be the same as for PDGFRA exon 18. Drug acquisition costs per month were
extracted from the IBM Micromedex 2020.23

c Adverse event incidence rates were converted to monthly incidence rates using the
formula: monthly rate = −ln (1 − [fraction of patients with AE/time in months]). Adverse

event rates were obtained from prescribing information or clinical trials for GIST. For
avapritinib, in accordance with the prescribing information, 44% of individuals were
receiving treatment for at least 12 months and 56% for at least 6 months; a median
duration of exposure of 6 months was assumed for avapritinib on a conservative basis.
Adverse event costs are calculated as the median hospitalization cost from HCUPnet.24

d Monitoring requirements were calculated based on National Comprehensive Cancer
Network–recommended testing procedures for GIST, with treatment-specific
adaptations based on monitoring recommendations reported in the respective
prescribing information. Monitoring costs were extracted from the 2019 Centers for
Medicare & Medicaid Services Clinical Laboratory Schedule and the 2019 Centers for
Medicare & Medicaid Services Physician Fee Schedule.25,26
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recommendations in each treatment’s prescribing label, and with unit costs for monitoring were
sourced from Centers fore Medicare & Medicaid Services laboratory fee schedules and applied for the
duration of treatment.7,25

Grade 3 or higher adverse events were included in the model. Adverse event rates were
obtained from prescribing information for products approved for GIST or from pivotal clinical trials on
GIST.10,12,24,25,27-32 The adverse events included in the model were selected on the basis of 2% or
greater grade 3 or higher incidence for avapritinib in the NAVIGATOR trial interim safety analysis.33

Adverse event rates were attributable to study drug except for imatinib for which the drug-
attributable rate was not available; therefore, all cause incidence was used.28 Annualized adverse
event incidence rates were converted to monthly incidence rates using median duration of exposure
and the following formula: monthly adverse event rate = −ln (1 − [fraction of patients with adverse
events/month of exposure]). Adverse event costs were assumed to be represented by the median
hospitalization cost extracted from the Agency for Healthcare Research and Quality HCUPnet tool24

for the following International Statistical Classification of Diseases, Tenth Revision, Clinical
Modification codes: R06.00 (dyspnea, unspecified), R11.0 (nausea), R11.10 (vomiting, unspecified),
R19.7 (diarrhea, unspecified), R10.9 (unspecified abdominal pain), R60.9 (edema, unspecified),
R53.83 (other fatigue), F09 (unspecified mental disorder due to known physiological condition), J90
(pleural effusion, not elsewhere classified), R21 (rash and other nonspecific skin eruption), and R63.0
(anorexia). Other health care resource utilization costs were not included because published data
were not available with sufficient information on costs for patients with metastatic or
unresectable GIST.

Statistical Analysis
A 1-way deterministic sensitivity analysis for the BIM was conducted by increasing and decreasing key
parameter values by a factor of 20%. Key parameters included avapritinib drug price, treatment
duration, variant rate, molecular testing rate, postprogression pharmacy costs, and treated market
share for avapritinib. All analyses were performed used Microsoft Excel.

Results

In a hypothetical health plan with 1 million members and a mixed plan population (69% commercial,
22% Medicare, and 9% Medicaid), fewer than 0.1 new patients per year with GIST and the PDGFRA
exon 18 variant who received first-line therapy and 1.2 patients per year who received fourth-line
therapy for GIST were estimated to be eligible for treatment in each of the 3 years, or 1.3 patients for
both settings combined. For combined patients with the PDGFRA exon 18 variant receiving first- and
fourth-line therapy, the total number of eligible patients was 1.0 for 100% commercial coverage, 2.2
for Medicare, and 0.9 for Medicaid.

Before the introduction of avapritinib as fourth-line therapy for GIST in patients with the
PDGFRA exon 18 variant, using a base-case analysis of a 1-million member health plan, the year 3 total
cost was $62 205 from a payer perspective. The total cost with the introduction of avapritinib was
$177 809 for year 3, resulting in an incremental budget impact of $115 604 and a per member per
month (PMPM) impact of $0.010. The incremental budget impact in the first and second years of
avapritinib availability was $45 038 and $76 758, respectively, corresponding to a PMPM budget
impact of $0.004 in the first year and $0.006 in the second year. These values include cost offsets
of $454, $1999, and $3607 in avoided or delayed postprogression costs in years 1, 2, and 3,
respectively.

The year 3 budget impact considering both fourth-line treatment and presence of the PDGFRA
exon 18 variant included an increase in pharmacy cost of $112 981, increase in monitoring and testing
cost of $558, and increase in adverse event cost of $2035. The increased rates of molecular testing
resulted in an incremental health plan testing cost of $453 in year 3 of avapritinib availability.
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In an analysis of only patients with the PDGFRA exon 18 variant, the total incremental budget
impact of introducing avapritinib was $11 007 in year 1, $27 937 in year 2, and $46 875 in year 3,
corresponding to a PMPM budget impact of $0.001, $0.002, and $0.004, respectively. Details are
presented in Table 2.

For the patients with GIST receiving fourth-line treatment, the total incremental budget impact
of introducing avapritinib was $34 179 in year 1, $49 121 in year 2, and $69 182 in year 3,
corresponding to a PMPM budget impact of $0.003, $0.004, and $0.006, respectively. Results
differed by plan type, with the year 3 budget impact for both the presence of the PDGFRA exon 18
variant and fourth-line therapy for 100% commercial coverage estimated at $90 734 ($0.007
PMPM), Medicare at $205 864 ($0.017 PMPM), and Medicaid at $81 802 ($0.007 PMPM).

The sensitivity analysis was generally consistent with base case results and showed that the
combined PMPM budget impact was most sensitive to assumptions on avapritinib drug acquisition
costs, duration of fourth-line treatment, and fourth-line market share. An increase in postprogression
pharmacy costs resulted in a small decrease in the budget impact. (Figure 3). A separate scenario
analysis with testing rate increasing over 3 years to 100% with the introduction of avapritinib
resulted in incremental testing costs of $1155 and a year 3 budget impact of $65 061 ($0.005 PMPM)
for patients with the PDGFRA exon 18 variant.

Table 2. Budget Impact Model Results for Avapritinib for a 1-Million Member Health Plan by Cost Typea

Model

Value

Year 1 Year 2 Year 3
GIST, PDGFRA exon 18, and fourth-line treatment

Eligible patients, No. 1.22 1.24 1.26

Total cost, $

With avapritinib available 96 157 133 403 177 809

Without avapritinib available 51 120 56 646 62 205

Incremental budget impact

Total, $ 45 038 76 758 115 604

Owing to change in postprogression costs, $b −454 −1999 −3607

PMPM 0.004 0.006 0.010

GIST and PDGFRA exon 18

Eligible patients, No. 0.07 0.08 0.09

Total cost, $

With avapritinib available 19 200 41 398 65 636

Without avapritinib available 8192 13 461 18 761

Incremental budget impact

Total, $ 11 007 27 937 46 875

Owing to change in postprogression costs, $b −610 −2224 −3924

PMPM 0.001 0.002 0.004

GIST and fourth-line treatment

Eligible patients, No. 1.15 1.16 1.17

Total cost, $

With avapritinib available 78 203 93 408 113 735

Without avapritinib available 44 024 44 288 44 553

Incremental budget impact

Total, $ 34 179 49 121 69 182

Owing to change in postprogression costs, $b 157 225 317

PMPM 0.003 0.004 0.006

Abbreviations: GIST, gastrointestinal stromal tumors;
PDGFRA, platelet-derived growth factor receptor
alpha; PMPM, per member per month.
a The health plan population mix was 69%

commercial, 22% Medicare, and 9% Medicaid.
b Postprogression costs that have been avoided

or delayed.
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Discussion

Before the availability of avapritinib, effective treatment options for patients with GIST and the
PDGFRA exon 18 variant were lacking, leading to a poor prognosis for these patients.2,22 New
treatments for rare cancers and cancer subtypes identified with diagnostic tests have become
available in recent years, and health plans need tools to assess the economic impact and plan for
future spending. In addition, before the recent approval of ripretinib,34 there were no US Food and
Drug Administration–approved treatments for patients after 3 therapies, although avapritinib
remains listed in the NCCN guidelines as an option that may be useful under certain circumstances.

Population estimates from the model that indicate the number of patients potentially eligible
for avapritinib for fourth-line treatment of metastatic or unresectable GIST or treatment of GIST with
the PDGFRA exon 18 variant is likely to be small, with approximately 1 new patient per million
members annually in commercial and Medicaid plans and approximately 2 patients per million in a
Medicare plan. Change in testing costs had a negligible effect on total costs, with a $453 increase in
cost for a 1-million member plan based on an increase in testing rates of 20 percentage points, or
$1155 if increased to 100%.

The total budget impact for a health plan associated with the addition of avapritinib is on
average minimal, with a PMPM of less than $0.01 in a typical mixed plan. The small budget impact is
primarily reflective of the small size of the eligible patient population. The main element for the
budget increase associated with the introduction of avapritinib is higher pharmacy costs owing in
large part by substantially longer PFS compared with that associated with comparators; PFS is an
element of efficacy that is associated with increased treatment duration. This increase in treatment
duration is partially offset by a reduction in postprogression costs, as evaluated by pharmacy,
adverse event, and monitoring costs attributable to treatments taken after disease progression.

Limitations
This study has limitations. Estimates of health care resource utilization (HRU) are not included in the
model because published evidence estimating HRU for metastatic or unresectable GIST was not
found. If HRU data were available, total costs would be higher and the budget impact of avapritinib
introduction would most likely be lower given that patients receiving avapritinib spend less time with
disease progression, which is likely to be associated with higher HRU. Further research to evaluate
HRU in this context would be useful.

Uncertainties in clinical inputs included lack of data available for multiple therapies, including
the use of an estimate of median PFS associated with avapritinib for treatment of patients with the
PDGFRA exon 18 D842V variant and use of median PFS inputs extrapolated from an observational
imatinib study for all exon 18 comparators. The use of trial results in a repeat third-line setting for all
fourth-line comparators was necessary owing to lack of available data in a clinical trial setting for any

Figure 3. Sensitivity of Average Budget Impact to Change in Input Values

Postprogression pharmacy costs
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Avapritinib drug acquisition cost

Avapritinib duration of treatment, 4L+

Avapritinib duration of treatment, PDGFRA exon 18
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Avapritinib market share PDGFRA exon 18, year 3

PDGFRA exon 18 variation rate

–0.0010 0 0.00200.0010 0.0030

PDGFRA exon 18 molecular testing rate

–0.0020
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4L+ indicates fourth-line or higher therapy; PDGFRA,
platelet-derived growth factor receptor alpha; and
PMPM, per member per month.
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of the fourth-line competitors, albeit the short 1.8-month treatment duration for comparators was
unlikely to lead to underestimation of the budget impact. Although this lack of data creates
meaningful uncertainties, sensitivity analyses showed that with 20% changes to individual input
values, the PMPM budget impact remained modest at less than $0.012 PMPM in the third year after
availability.

The model assumed that the number of patients switching to fourth-line treatment after third-
line treatment did not change with the introduction of avapritinib. Estimates of the potential uptake
of avapritinib and corresponding market shares were assumption based and were predictions that
are hard to base on solid data, albeit the 70% market share prediction for fourth-line treatment in
year 3 (80% for PDGFRA exon 18) was determined before the approval of ripretinib for fourth-line
treatment of GIST and likely to resulted in a conservative estimate of the budget impact for
avapritinib. Given that ripretinib pricing has been set at the same level as avapritinib, if an assumption
is made that the 70% market share as fourth-line therapy is split between those 2 agents, the model
could be viewed as an indication of the budget impact of introducing both agents.23

Conclusions

The results of this economic modeling study suggest that the use of avapritinib for treatment of
patients with unresectable or metastatic GIST with a PDGFRA exon 18 variant or after 3 or more prior
treatments would be associated with a minimal budget impact to a US managed care health plan.
Although introduction of avapritinib is expected to increase testing costs, these costs were shown to
be negligible. The budget impact varied among several plan types evaluated (commercial, Medicare,
and Medicaid), but results were robust to wide variation in key model inputs. Results were
attributable primarily to the small patient population with this rare cancer type and to cost savings
from reduced postprogression costs.
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