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e The mean (SD) CCl score was 0.7 (1.3) e Atindex, 7,337 (76.5%) people with nrSPMS were on disease-modifying therapy (DMT)
e Secondary progressive multiple sclerosis (SPMS) is characterized by irreversible disability Baseline demographics e MS-related comorbidities were reported in 78.8% (n=7.553) of people with nrSPMS. The top and 2,235 (23.3%) were not on any DMT
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pr:>gr§55|on ar.wd.develolp.s Iln aplprOX{rT:;ately 507% of people initially diagnosed with  Atotal of 9,588 people with nrSPMS were included, with a mean (standard deviation [SD]) five most common MS-related comorbidities were malaise/fatigue, depression, burning/ * Qcrelizumab (15.6%), glatiramer acetate (13.8%), and dimethyl fumarate (12.7%) were the top
re apsmg.—remlttlng TN ]RE &2 er05|.s’ . - age of 489 (10.6) years numbness/tingling, abnormal gait, and anxiety (Figure 4) three most commonly utilized DMTs by the end of observation period
* People with SPMS who do not experience further relapses but contgmue to have disability  Most participants were female (74.8%) and covered by commercial insurance (93.3%) e Other comorbidities were reported in 64.4% (n=6,175) of people with nrSPMS, while autoimmune » Among the treated nrSPMS population (n=7,353), 691% continued their index DMT through
accumulation are classified as having nonrelapsing SPMS (nrSPMS) comorbidities and urinary tract infections were observed in 18.9% (n=1,816) and 13.9% (n=1,332), end of the 2-year observation period, 26.2% discontinued treatment, and 4.7% switched to
e At present, limited data are available on the clinical and economic outcomes, as well as ] . , - ) ] respectivel another DMT bv the end of the 2-vear observation period (Fiaure 6
treztment oatterns in the nrSPMS population Figure 2: Attrition chart for the identification of nrSPMS cohort in claims database Y y y & (Fig )
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People who had a claim with an MS diagnosis during the ID period [ N=75.492 J J g Figure 6: Treatment patterns in people with nrSPMS
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administrative claims database from January 01, 2018, to June 30, 2023 (Figure 1) | l & 5o _ people with nrSPMS remained
e People with nrSPMS were identified based on specific inclusion criteria using a claims-based 0% ~ . \ \ on th_e'r index DMT by the end of
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algorithm* during the identification period, i.e., from January 01, 2018 through June 30, 2021 People who were aged <70 years N=16,494 alaise/fatigue epression numbnuergsl?tlngllng bnormal gait nxiety . fumarate
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recorded during the identification period People who did not have a primary diagnosis of other neurological disorders o Fingolimod [{866(118%) 1927 (26.2%) of all 7,353 treated
(Alzheimer’s, Parkinson’s disease, myasthenia gravis, or stroke) during the 2-year N=14,704 By the end of the 2-year observation period, all-cause hospitalization occurred in 2.2% k people with nrSPMS stopped their
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, , o , — ° = 540,000 4 o=@ & DMT, disease-modifying therapy; nrSPMS, nonrelapsing secondary progressive multiple sclerosis.
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* Healthcare resource utilization (HCRU) and healthcare costs (HCCs) were also evaluated, % healthcare costs medical claims outpatient service Infections® LIMITATIONS
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which comprised of inpatient admissions, emergency department (ED) visits, non-ED 2 20% ($146,926) ($60,356) (558,895) e As with all claims database analyses, this study is subject to potential miscoding that may
outpatient service visits, medical and pharmacy costs, cost of infections, and use of specific S 10% - ] affect patient identification
healthcare services 0% M 0.6% (n=33) Data presented as the mean cost. . , . .
° Infections Leukopenia Elevation of liver aIncludes outpatient hospital, lab, home care, and telehealth, which together account for about 90% of other * Results may not be generalizable to uninsured populations or patients aged >65 years, who
Statistical analysis transaminase levels outpatient services. are under-represented in commercial claims data
. . o o "Defined as costs of medical claims with a diagnosis of infections in any field plus the costs of antibiotics or antivirals
: StUdy measures were summarized using descriptive statistical methods Data presented as the percentage of people. nis the subset of people with nrSPMS. pharmacy claims with days of supply <21 days filled within 7 days of an infection medical claim.
e All costs were reported in US dollars (adjusted to Year 2023) nrSPMS, nonrelapsing secondary progressive multiple sclerosis. ED, emergency department; HCC, healthcare costs; nrSPMS, nonrelapsing secondary progressive multiple sclerosis. CONCLUSIONS
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