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Cost-Effectiveness Analysis of Long-acting 
Injectable Once-monthly of Aripiprazole 
Compared with Long-acting Injectable Once-
monthly Paliperidone Palmitate for the Treatment 
of Stable Schizophrenia Patients in Thailand

ABSTRACT
Objective: Long-acting injectable (LAI)-aripiprazole and LAI-paliperidone palmitate are both second-generation 
antipsychotics that have been introduced to increase drug compliance in patients. These attributes are expected 
to enhance drug compliance, particularly in stable patients. The previous studies demonstrated that the efficacy of 
LAI-aripiprazole and LAI-paliperidone palmitate is controversial. Nevertheless, the costs of treatments and adverse 
events of both LAI-aripiprazole and LAI-paliperidone palmitate are unlikeness. As there had been no previous 
cost-effectiveness studies comparing the use of LAI-aripiprazole and LAI-paliperidone palmitate in Thailand, this 
study was carried out to investigate the matter.
Materials and Methods: This study analysed the cost-effectiveness of LAI-aripiprazole compared with LAI-paliperidone 
palmitate in the treatment of stable schizophrenia, by using the Markov model from a societal perspective. 
Results: The total cost of treatment with LAI-aripiprazole and LAI-paliperidone palmitate was 1,334,919.05 baht 
and 1,329,818.79 baht, respectively, while the quality-adjusted life years (QALYs) were both 16.35 years. Life-year of 
the treatment with LAI-aripiprazole and LAI-paliperidone was 24.27 years and 24.25 years, respectively. The cost-
effectiveness ratios (CER) of the treatment with LAI-aripiprazole and LAI-paliperidone palmitate were 81,652.85 
baht/QALY gained and 81,330.94 baht/QALY gained, respectively. 
Conclusion: In Thailand, the treatment of stable schizophrenia with LAI-aripiprazole was shown to provide similar 
benefits to LAI-paliperidone palmitate in terms of QALYs, despite being more costly. Comparatively, LAI-aripiprazole 
exhibited better clinical efficacy and led to a longer average life expectancy than LAI-paliperidone. Treatment with 
LAI-aripiprazole may be dominant strategy, especially with a 2% reduction in drug cost. The results could contribute 
to appropriate decision-making by policymakers. 
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INTRODUCTION
	 Schizophrenia is a chronic mental illness affecting 
cognition, emotion, and behaviour. Over 24 million 
people around the world are impacted by the illness. With 
about 5.5 million sufferers, China has the highest rate of 
schizophrenia in the entire globe.1 Schizophrenia incidence 
rates range from 8 to 43 per 100,000 individuals.2,3 It is 
a considerable economic and social burden worldwide 
since the afflicted patients are hardly able to work. 
Nowadays, schizophrenia is one of the 25 leading causes 
of disability worldwide4 and one of the top ten causes of 
Disability-Adjusted Life Years (DALYs).4,5 In Thailand, 
approximately 8.8 per 1000 of the population suffer from 
schizophrenia, and was the eighth or ninth leading cause 
of years lived with disability.6 It also consumed a large 
amount of annual cost of treatment (i.e., estimated to 
be THB 87,000 (USD 2,600) per person or THB 31,000 
million (USD 925 million) for the entire schizophrenic 
population in Thailand.7

	 Treatment of schizophrenia includes both 
pharmacological and non-pharmacological therapies.8 The 
goal of treatment is to improve the patient’s quality of life by 
reducing the symptoms and preventing relapse of patients. 
For example, conventional and atypical antipsychotics 
are commonly used for the treatment of schizophrenia9, 
but conventional antipsychotics produces extrapyramidal 
symptoms (EPS) while atypical antipsychotics have been 
reported as metabolic adverse events, e.g., weight gain, 
hyperlipidemia, and hyperglycemia. Both adverse events 
have affected patients’ compliance.9,10 Therefore, for 
some patients, even if they control their symptoms and 
are discharged from the hospital, 30-40% of discharged 
patients relapse within 1-2 years.11 Patient compliance is 
one of the important factors associated with relapse.12-15 
Non-adherent patients were approximately three times 
more likely to be hospitalized in a given year, according 
to a study conducted in the United States.16

	 Recently, long-acting injection (LAI) antipsychotics 
have been suggested to be used17, particularly in the 
prevention of relapse for non-compliant patients, according 
to the most evidence-based guidelines for the maintenance 
treatment of schizophrenia.18 LAIs are recommended as a 
first-line treatment.18 Thai clinical guidelines19 have been 
updated to include LAI first-generation antipsychotics 
(e.g., Fluphenazine decanoate and Haloperidol decanoate) 
as well as LAI second-generation antipsychotics (e.g., 
LAI-aripiprazole and LAI-paliperidone palmitate) to 
improve medication compliance in stable schizophrenia 
patients. Currently, LAI second-generation have been 
used more than first-generation antipsychotics because 
they have lower EPS side effects.19 

	 LAI-aripiprazole and LAI-paliperidone are both 
second-generation antipsychotics that have been introduced 
to increase drug compliance20 since they are LAIs and 
administered once a month. These attributes are expected 
to enhance drug compliance, particularly for stable patients 
who are not inpatients. However, they have different 
pharmacological mechanisms.21 Aripiprazole is a partial 
agonist at dopamine D2 and serotonin 5-HT1A receptors 
and an antagonist at 5HT2A receptors while Paliperidone 
is an antagonist at D2 and 5HT2A receptors. The different 
mechanisms may contribute to different effectiveness 
and tolerability.22 The previous comparative studies23,24 
demonstrated that the efficacy of LAI-aripiprazole and 
LAI-paliperidone is controversial. Nevertheless, the costs 
of treatments and adverse events of both LAI-aripiprazole 
and LAI-paliperidone are unlikeness.22,23 Utilizing the 
economic evaluation as a tool for selecting the optimal 
LAI strategy would be reasonable.
	 Previously, no cost-effectiveness studies have been 
carried out that compared the use of LAI-aripiprazole 
and LAI-paliperidone palmitate in Thailand from the 
societal perspective. A cost-effectiveness study is crucial 
in order to evaluate and compare these antipsychotics. 
Therefore, the cost-effectiveness of LAI-aripiprazole 
and LAI-paliperidone palmitate was investigated in this 
study.

MATERIALS AND METHODS	
Study design
	 This study was health economic evaluation using 
a Markov model to compare the cost-effectiveness of 
LAI-aripiprazole with LAI- Paliperidone palmitate for 
the treatment of stable schizophrenia. The analysis was 
carried out using cost-effectiveness ratios (CER) and 
presented humanistic outcomes in Quality-Adjusted 
Life Years (QALYs). The perspective of this study was 
societal. Future costs and utilities were discounted at 
3 percent per year.24 This study has been reviewed and 
approved by the Human Research Ethics Committee of 
Silpakorn University (COE 65.1007-165)

Treatments
	 This study compared monthly dosages of LAI-
aripiprazole 400 mg and LAI-paliperidone palmitate 
156 mg (equivalent dose of Paliperidone 100 mg).25-28 
Patients with schizophrenia who did not respond to LAI-
aripiprazole or LAI-paliperidone palmitate treatment 
were switched to 300 mg per day of clozapine29, which 
is the only antipsychotic medicine approved by the FDA 
for treatment-resistant schizophrenia.30
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Decision model
	 The decision model was developed based on 
previously studies of antipsychotics used in the treatment 
of schizophrenia patients.31 A Markov model was used 
to perform decision analysis through Microsoft Excel 
2020. The model and assumptions were validated for the 
disease sequence to ensure its appropriateness for the 
treatment of stable schizophrenia in Thailand by three 
psychiatrists.
	 The model comprises three main health states including 
remission under the first antipsychotic, relapse, and death, 
see Fig 1. A ‘death state’ is a state where a patient dies 
for any reason. ‘Relapse state’ denotes patients who have 
suffered an exacerbation of their condition and hospital 
admission, due to non-compliance or the inefficacy of 
LAI-aripiprazole or LAI-paliperidone. Patients who are 
not in the death or relapse state are in the ‘remission 
state’ Transition probabilities and health state utilities 
were reviewed and derived from published literature.
	 The model simulated stable schizophrenia patients 
over the period of their lifetime. Patients were assigned 
400 mg LAI-aripiprazole every 4 weeks or 156 mg LAI-
paliperidone palmitate (equivalent dose of Paliperidone 
100 mg) every 4 weeks. All stable patients under first 
LAI antipsychotic entered the model in the ‘remission 
state’ at the beginning of the simulation. It was assumed 
that the health transition state cycle was 4 weeks. At 
the end of each cycle, mortality rate, the probability of 
relapse status, and any adverse events occurrence (i.e., 
akathisia, dystonia, parkinsonism, dyskinesia, diabetes 
mellitus, hyperprolactinemia, and weight gain) were 
assessed for each group of LAI antipsychotics until all 
the patients died. Patients with ‘remission state’ were 
not changed health state if they did not experience any 

adverse events. Patients who did not respond to LAI due 
to inefficacy of the treatment were switched to 300 mg 
per day of clozapine as a second antipsychotic. Patients 
who experienced relapse due to one of two conditions: (1) 
Non-compliance with, or inefficacy of LAI-aripiprazole 
or LAI-paliperidone palmitate, or (2) Relapse from 
remission with taking clozapine were moved to the 
relapse state and were switched to 300 mg per day of 
clozapine as a second antipsychotic. Assumingly, patients 
who switched to clozapine would continue receiving it 
until the end of the study. Patients in all states could be 
moved to the death state throughout the study period 
according to the probability of death.

Assumptions of the model
	 1. Patients did not withdraw from the treatment 
during the study and remained until the end of study.
	 2. Patients who received LAI-aripiprazole were 
initially administered with a single injection of 400 mg 
aripiprazole followed by 20 mg of oral aripiprazole for 
the first 14 days (i.e., concurrent with the first dose of 
LAI). This was followed by monthly injections of 400 
mg aripiprazole thereafter.
	 3. Patients who received LAI-paliperidone palmitate 
were initially administered with injection of 400 mg 
(equivalent dose of Paliperidone 250 mg) in the first 
month. This was followed by monthly injections of 156 mg 
paliperidone palmitate (equivalent dose of Paliperidone 
100 mg) thereafter.
	 4. Patients administered with LAI-aripiprazole or 
LAI-paliperidone could potentially experience common 
adverse drug reactions, i.e., akathisia, dystonia, parkinsonism, 
dyskinesia, diabetes mellitus, hyperprolactinemia, and 
weight gain.

Fig 1. Markov model structure of Schizophrenia disorder.
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	 5. Hyperprolactinemia was defined as a serum 
prolactin level greater than or equal to 25 ng/mL and 
patients who experienced hyperprolactinemia were 
switched to clozapine 300 mg per day (or 100 mg three 
times per day).
	 6. Weight gain was defined as body weight increased 
to greater than or equal to 7 percent of basal body weight, 
and patients who experienced weight gain were provided 
with counselling.
	 7. Diabetes mellitus was defined as plasma glucose 
levels greater than or equal to 200 mg/dl or fasting 
blood glucose levels greater than or equal to 126 mg/dl 
which could be reversed when treated with 1,000 mg of 
metformin daily to control diabetes.
	 8. Patients who had akathisia were treated with 40 
mg per day of propranolol.
	 9. Patients who had dyskinesia were switched to 
clozapine 300 mg per day (or 100 mg three times per 
day).
	 10. Patients who had dystonia were assumed to be 
suffering from only mild dystonia and were treated with 
6 mg of trihexyphenidyl per day (or 2 mg three times 
per day).
	 11. Patients who had parkinsonism were treated 
with 6 mg of trihexyphenidyl per day (or 2 mg three 
times per day).
	 12. Patients who switched to clozapine and experienced 
a form of agranulocytosis, which is defined as ANC <500 
cells per microlith, received 300 micrograms of filgrastim 
daily, for 7 days.
	 13. Patients who did not respond to LAI due to 
inefficacy were switched to 300 mg per day of clozapine 
as a second antipsychotic.
	 14. Patients in a relapsed state of health relapsed 
due to one of two conditions: (1) Non-compliance with, 
or inefficacy of LAI-aripiprazole or LAI-paliperidone 
palmitate, or (2) Relapse from remission while taking 
clozapine.
	 15. Patients had not received other antipsychotics 
or other co-interventions.
	 16. Patients in all health states who received LAI-
aripiprazole or LAI-paliperidone palmitate could be 
moved to the death state based on the normal mortality 
rate of the Thai population.32 In the case of patients who 
received clozapine, the mortality rate was based on the 
mortality rate of schizophrenia patients.33

Time horizon
	 A Markov model was developed to imitate the 
treatment of adult schizophrenia patients over a lifetime 
period from the age of 18 until death with a life expectancy 

of not more than 75.7 years.34 A cycle length of 4 weeks 
was considered appropriate to capture both the clinical 
treatment and associated events such as relapses and 
adverse drug reactions from a survey of treatment in 
Thailand.7

Probability of clinical outcomes
	 A systematic search was conducted in Medline, 
SCOPUS and Cochrane databases. The keywords were 
“schizophrenia, Paliperidone, and Aripiprazole”, with 
filtering by randomized controlled trial, meta-analysis, 
systematic reviews, full text and English published literature. 
Two reviewers independently reviewed abstracts, and 
articles sequentially to select studies for data abstraction 
based on the study eligibility criteria. All searched literature 
was evaluated and given a JADAD score. All probabilities 
were converted into risks over 4 weeks because of the 
cycle length and are shown in Table 1.
	 Studies were identified as eligible for inclusion if 
they were published as full papers and in the English 
language. All transition probabilities were obtained from 
studies involving schizophrenia patients who have used 
LAI-aripiprazole or LAI-paliperidone. The utility of 
health states was obtained from studies involving Thai 
schizophrenia patients who used LAI-aripiprazole or LAI-
paliperidone with/or without any adverse events. Where 
search results were inconclusive, the study proceeded as 
follows: (i) involving schizophrenia patients controlled 
by antipsychotics drug and whether they had side effects, 
or (ii) other patients who had utility of health state and 
side effects, or (iii) utility was retrieved from international 
studies due to the limited data in Thailand. Articles 
were excluded from the review if they met any of the 
following criteria: (i) non-full text papers, (ii) editorials 
and opinions, letters, research protocols, conference 
abstracts, duplicate reports of the same study, and notes 
and books.

Costs
	 All costs are expressed in Thai baht and are shown 
in Table 1. Drug treatment costs were derived from the 
Drug and Medical Supply Information Center (DMSIC) 
and the Ministry of Public Health, Thailand.35

	 All drug costs (i.e., LAI-aripiprazole, LAI-
paliperidone palmitate, Clozapine, metformin, propranolol, 
trihexyphenidyl, and filgrastim) were obtained from 
the drug’s median price in Thailand. Costs of meals, 
nursing care costs, and laboratory costs including tests 
for FBS, haemoglobin A1c, serum prolactin, and complete 
blood counts were obtained from the mean cost per 
unit of secondary care by standard cost lists for health 
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TABLE 1. All parameters used in the Markov model. 

Parameters	 Distribution	 Mean ± SE	 References

Probabilities			 
Transition probabilities			 
LAI-aripiprazole			 

	 Relapse from Inefficacy	 Beta	 0.02260 ± 0.00797	 25-28

	 Relapse from non-compliance	 Beta	 0.00355 ± 0.00859	 26

	 Probabilities of adverse drug reaction	 	 	

	 	 Hyperprolactinemia	 Beta	 0.00000 ± 0.00000	 28

	 	 Akathisia	 Beta	 0.00229 ± 0.00217	 22, 23, 25

	 	 Dyskinesia	 Beta	 0.00057 ± 0.00146	 23

	 	 Dystonia	 Beta	 0.00132 ± 0.00185	 22, 23

	 	 Parkinsonism	 Beta	 0.00356 ± 0.00302	 22, 23

	 	 Weight gain	 Beta	 0.00277 ± 0.00172	 22, 23, 28, 43, 44

	 	 Diabetes	 Beta	 0.00015 ± 0.00124	 43

LAI-paliperidone palmitate			 
	 Relapse from Inefficacy	 Beta	 0.02497 ± 0.00880	 26-28

	 Relapse from non-compliance	 Beta	 0.00378 ± 0.00575	 26

	 Probabilities of adverse drug reaction	 	 	

	 	 Hyperprolactinemia	 Beta	 0.00002 ± 0.00000	 25

	 	 Akathisia	 Beta	 0.00169 ± 0.00213	 22, 23, 25

	 	 Dyskinesia	 Beta	 0.00047 ± 0.00169	 23

	 	 Dystonia	 Beta	 0.00066 ± 0.00155	 22, 23

	 	 Parkinsonism	 Beta	 0.00197 ± 0.00203	 22, 23

	 	 Weight gain	 Beta	 0.00900 ± 0.00295	 22, 23, 25, 44, 45

	 	 Diabetes	 Beta	 0.00008 ± 0.00001	 45

Clozapine			 

	 Remission	 Beta	 0.09109 ± 0.02877	 43

	 Relapse	 Beta	 0.09136 ± 0.00342	 28, 46

	 Agranulocytosis	 Beta	 0.00077 ± 0.00278	 47

	 Weight gain	 Beta	 0.02269 ± 0.01489	 47

	 Diabetes	 Beta	 0.00124 ± 0.00352	 47

Costs			 
Medicine costs			 

     LAI-aripiprazole 400 mg	 Gamma	 6,848.00 ± 684.80	 35

     Aripiprazole 10 mg (per tablet)	 Gamma	 99.74 ± 9.97	 35

	 LAI-paliperidone palmitate 156 mg	 Gamma	 6,947.51 ± 694.75	 35 

	 (equivalent dose of paliperidone 100 mg)	

	 LAI-paliperidone palmitate 234 mg 	 Gamma	 8,914.16 ± 891.41	 35

	 (equivalent dose 150 mg)	

	 Clozapine 100 mg (per tablet)	 Gamma	 1.57 ± 0.16	 35

	 Metformin 500 mg (per tablet)	 Gamma	 0.36 ± 0.04	 35

	 Trihexyphenidyl 2 mg (per tablet) 	 Gamma	 0.20 ± 0.02	 35

	 Propranolol 40 mg (per tablet)	 Gamma	 0.23 ± 0.02	 35

	 Filgrastim 300 micrograms	 Gamma	 432.45 ± 43.25	 35
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TABLE 1. All parameters used in the Markov model. (Continue)

Parameters	 Distribution	 Mean ± SE	 References

Laboratory costs				  
	 HbA1c (per unit)	 Gamma	 237.21 ± 23.72	 48

	 Serum prolactin (per unit)	 Gamma	 475.60 ± 47.56	 48

	 Complete blood count (per unit)	 Gamma	 142.09 ± 14.21	 48

Treatments and Additional Procedures			 
	 Hospitalization (per admission)	 Gamma	 25,610.53 ± 2,561.05	 7

	 OPD service (per visit)	 Gamma	 592.53 ± 59.25	 7

	 Psychoeducation (per year)	 Gamma	 3,143.11 ± 314.31	 7

Direct non-medical costs			 
     Travel (per visit)	 Gamma	 256.11 ± 25.61	 7

	 Meal (per visit)	 Gamma	 61.66 ± 6.17	 48

Utility			 
	 Remission state	 Beta	 0.690 ± 0.026	 40, 41

	 Relapse state	 Beta	 0.578 ± 0.028	 40, 41

	 Hyperprolactinemia	 Beta	 0.618 ± 0.027	 38, 41

	 Akathisia	 Beta	 0.639 ± 0.056	 39-41

	 Dyskinesia	 Beta	 0.608 ± 0.040	 39-41

	 Dystonia	 Beta	 0.449 ± 0.054	 40-42

	 Parkinsonism	 Beta	 0.626 ± 0.011	 39-41

	 Weight gain	 Beta	 0.664 ± 0.027	 40, 41

	 Diabetes	 Beta	 0.664 ± 0.027	 40, 41

	 Agranulocytosis	 Beta	 0.460 ± 0.059	 49

technology assessment in Thailand.35 Costs of Out-
Patient Department (OPD) services, hospitalization, 
psychoeducation, travel expenses and family time were 
obtained from previous studies carried out in Thailand.7 
The frequencies of outpatient visits and admissions per 
year from surveys of mental illness in Thailand were 7.7 
and 0.5, respectively.36

	 All costs were adjusted to 2021 values using the 
consumer price index from the Bureau of Trade and 
Economic indices, The Ministry of Commerce, Thailand.37

Utility values
	 Quality-adjusted life-years (QALYs) were used for 
outcomes measurement. The humanistic outcomes were 
measured in utility weights for different health states and 
side effects, ranging from 0 (death) to 1 (perfect health). 
Utility weights were multiplied by life expectancies to 
generate QALYs. 
	 Utility values of remission states were estimated 

based on the disability weights according to previous 
studies.31 Utility values of other health states were obtained 
from previous studies.38-42 All utility values are shown 
in Table 1.

One-way sensitivity and probabilistic sensitivity analysis
	 Random Monte Carlo Simulation was applied 
for probabilistic sensitivity analyses using Microsoft 
Excel 2020. All variables were randomized and run 
1,000 times to generate the probability distribution and 
the ICER estimation. Beta distribution was used for 
transition probabilities and utility value, and gamma 
distribution was used for costs.  The results are shown as 
a cost-effectiveness plane between incremental costs and 
incremental QALYs. One-way sensitivity analysis was 
performed using Microsoft Excel 2020. The parameter 
values were changed individually and regularly to the 
lowest and highest values. The results of one-way sensitivity 
analyses were presented in tornado diagram.
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RESULTS
Cost-effectiveness analysis
	 The cost-effectiveness analysis results (presented 
in Table 2) showed that the total cost of treatment with 
LAI-aripiprazole and LAI-paliperidone palmitate was 
LAI-aripiprazole 1,334,919.05 baht and 1,329,818.79 
baht, respectively, while the QALYs were 16.35 years for 
both. Life years of the treatment with LAI-aripiprazole 
and LAI-paliperidone was 24.27 years and 24.25 years, 
respectively. 
	 The CER of the treatment with LAI-aripiprazole and 
LAI-paliperidone palmitate was 81,652.85 baht/QALY 
gained and 81,330.94 baht/QALY gained, respectively. 
Due to the significantly lower CER, treatment with 
LAI-paliperidone palmitate is more cost-effective than 
treatment with LAI-aripiprazole.

One-way sensitivity and probabilistic sensitivity analysis
	 Fig 2 presented the one-way sensitivity analysis 
result in a tornado diagram. According to the findings, 
the probability of LAI-aripiprazole-induced dyskinesia 
was the variable with the greatest influence on the ICER. 
The probabilistic sensitivity analysis result is presented in 
Fig 3 as a cost-effectiveness plane between the incremental 
cost and the incremental QALYs of treatment with LAI-
aripiprazole compared with LAI-paliperidone palmitate. 
The Monte Carlo simulations randomized each variable 
1,000 times. The red point represents the base-case ICER.

DISCUSSION
	 A previous economic evaluation study of aripiprazole 
in Thailand31 suggested that oral aripiprazole was the 
dominant strategy, showing greater QALYs and lower 

TABLE 2. Cost-effectiveness results.

		  Total cost	 Life Years	 QALYs	 CER
		  (Baht)	 (Years)	 (Years)	 (Baht/QALY)

LAI-aripiprazole	 1,334,919.05	  24.27	 16.35	 81,652.85

LAI-paliperidone palmitate	 1,329,818.79	  24.25	 16.35	 81,330.94

Fig 2. The tornado diagram depicts the results of a one-way sensitivity analysis.
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Fig 3. The cost-effectiveness plane of treatment with LAI-aripiprazole compared with LAI paliperidone palmitate.

cost than risperidone in acute schizophrenia patients. 
However, no previous studies have investigated the economic 
evaluation of LAI-aripiprazole’s use in treating patients 
with stable schizophrenia. This analysis represented the 
first economic evaluation comparing LAI-aripiprazole 
with LAI-paliperidone palmitate for the treatment of 
stable schizophrenia patients in Thailand. The study 
revealed that both LAI-aripiprazole and LAI-paliperidone 
palmitate were similarly beneficial in terms of QALYs, 
despite the fact that the drug cost of LAI-aripiprazole was 
cheaper than LAI-paliperidone palmitate. This notion 
may be considered LAI-aripiprazole as a cost-effective 
strategy for the treatment of stable schizophrenia patients 
in Thailand.
	 Regarding the possible adverse events associated 
with LAI-aripiprazole or LAI-paliperidone palmitate 
treatment, such as hyperprolactinemia, akathisia, dyskinesia, 
dystonia, parkinsonism, diabetes, and weight gain, previous 
studies conducted in the United States25,50, the United 
Kingdom51, Finland52 and France45, only considered 
and included some of these events in their economic 
models. In contrast, this study took into consideration 
all potential adverse events that could impact both costs 
and utilities, providing a more realistic model that aligns 
with clinical practices. However, it’s worth noting that 
adverse drug reactions were assumed to be mild, as they 
were closely monitored every 4 weeks in accordance 

with the cycle length in the model. Nevertheless, it is 
important to recognize that despite such monitoring, 
some adverse events can still occur and may be severe, 
especially in the short term. The probability of patients 
experiencing relapse symptoms with once-monthly 
LAI-aripiprazole treatment was lower than that of those 
receiving once-monthly LAI-paliperidone palmitate. 
This could lead to savings in long-term treatment costs. 
However, from an economic perspective, efficacy is 
not the only consideration; overall costs, including the 
treatment of adverse drug events, must also be taken 
into account. The use of LAI-aripiprazole may result 
in higher total costs due to the management of side 
effects, leading to a higher CER.  Considering that both 
LAIs have similar QALYs, LAI-aripiprazole’s superior 
clinical efficacy and longer life expectancy compared 
to LAI-paliperidone. It’s possible that LAI-aripiprazole 
justifies a 2% price decrease and might be offered LAI-
aripiprazole as a dominating strategy for compensating 
the costs associated with treating side effects, particularly 
dyskinesia management.
	 This study encountered some limitations regarding 
data availability. Specifically, there were few randomized 
controlled trials (RCTs) that directly compared the efficacy 
and adverse drug reactions of LAI-aripiprazole with LAI-
paliperidone palmitate, and no previous studies were 
conducted in Thailand. Consequently, the probabilities 
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of transitioning between health states and experiencing 
adverse drug reactions were derived from international 
resources. To enhance the probabilities’ validity and 
minimize the effects of confounding factors, sensitivity 
analysis was performed based on global data. Additionally, 
utility values were obtained and recalculated into utility 
weights specifically for Thai schizophrenia patients. 
The use of different values from various data sources 
and diverse populations resulted in a notable variation 
in the likelihood of side effects and efficacy for each 
patient receiving LAI treatment. This variability holds 
the potential to significantly impact the overall treatment 
outcome, as manifested by the conspicuous amplitude 
of sensitivity dispersion observed among the sensitivity 
results. Moreover, this study did not include sexual 
dysfunction and neuroleptic malignant syndrome (NMS) 
as adverse drug reactions of antipsychotics due to their 
rarity and the limited availability of relevant data.
	 Further economic evaluation studies are required 
to evaluated the cost-effectiveness of LAI-aripiprazole 
and LAI-paliperidone palmitate using the real-word 
data in Thai stable schizophrenia patients to provide a 
more accurate and reliable evaluation.

CONCLUSION
	 In Thailand, the treatment of stable schizophrenia with 
LAI-aripiprazole was found to yield similarly beneficial 
results in terms of QALYs when compared to treatment 
with LAI-paliperidone palmitate, despite being more costly. 
Comparatively, LAI-aripiprazole exhibited better clinical 
efficacy and led to a longer average life expectancy than 
LAI-paliperidone. If the drug cost of LAI-aripiprazole 
were decreased by 2%, treatment with LAI-aripiprazole 
would become a dominant cost-effectiveness strategy. 
The results of this study could contribute to informed 
decision-making by policymakers.
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