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Background Results Summary points
» The efficacy of a disease-modifying drug (DMD) is Table 1. Characteristics of the MS cohort Overall, 10,418 with MS filled a DMD

typically established via short, 2-3 year clinical prescription during the 22-year study
trials in highly select and motivated groups of -- -- period.

people with multiple sclerosis (MS). > Most were women:

» In clinical practice, DMDs are used for many years

In a more diverse population of persons with MS Socioeconomic " Variations in sex distribution observed.
. a
Women 7,693 (73.8) ?tatus. . = Ranged from 65% for alemtuzumab to
Objective Men 2,125 (26.2) ) (oSO GRS, 1 Sgg 8 ;2; 77% for glatiramer acetate.
To describe the characteristics of a population ﬁrgsi gﬁgp at 3 2:175 (20.9) > Mean (SD) age at first DMD:
with MS e).(pOsed to their first DMD in the real- < 30 years 1 860 (17.9 4 2.179 (209) » \/ariations in the average age at first
world setting. (17.9) 5 (highest income quintile) 2 129 (20 .4 prescription fill across the different
30 to 39 years 3.359 (32.2 ! (20.4)
MethOdS 40 to 49 years 3454 233 2; Unavailable 173 ( 1.7) DMDs observed.
Lo b health administra 50 to 59 years 1,475 (14.2) Comorbidity = Ranged from 35.9 (SD 10.0) years for
INKEA, population-basea neaitin administrative > 60 vears <coreb alemtuzumab to 43.6 (SD 10.9) years
data in four Canadian provinces: British = oYY 270 ( 2.6) 0 for teriflunomide.
Columbia, Saskatchewan, Manitoba and Nova : 8,673 (83.3)
) ) Calendar period : - :
Scotia (see Data sources). at first DMpD 1 1,369 (13.1) > Socioeconomic status:
2013-2017 2682 (25.7) 23 91 ( 0.9) across the income-based quintiles
i ’ ' neighborhood-level).
PreFS"‘L?‘dP?‘“ basect on s closest available measurement 1o the study enty date, (neig )
(los62010 R L > Patterns of treatment.
Table 2. Sex and age of the MS population " Changed considerably between 1996-
» Study follow-up: by individual DMD class 2012 vs. 2013-2017
= Study entry: most recent of their first MS or Age at first DMD " Increased uptake of the oral DMDs.
demye”nating event or O1/January/1 996 Mean (SD) = Likely reflects increased availability
(choice) of DMDs to treat MS.
O Study end: to the earliest of death, Overall cohort 7,693/10,418 (738) 39.6 (101) .
emigration, or 31/March/2018 o > Overall study population and
BV individual DMD implications:
> Characteristics captured: class
Beta-interferon 4,531/6,171 (73.4) 39.7 (10.0) 0
= Sex, age and DMD class: at date of 1st Glatiramer acetate 2,289/2,967 (77.1) 39.3 (10.0) w
prescription filled Natalizumab 77/116 (66.4)b 39.6 (12.0)
= Socioeconomic status (based on Fingolimod 42/56 (75.0)P 41.0 (10.9)
neighbourhood income) Dimethyl fumarate 477/711 (67.1) 39.1 (10.4) people with MS had at least some
=  Comorbidity burden (in the year pre-study Teriflunomide 238/338 (70.4) 43.6 (10.9) comorbidity.
entry, using the Charlson Comorbidity Index) Alemtuzumab 24/37 (64.9)b 35.9 (10.0)
= Calendar period 1996-2012 and 2013-2017 | | | : 0
(dlﬁerentlatlng the tlme penOdS When <5 and 25 _:Xcs:t:dle: df:tt?:sri\c/);tac:llyn;r:giae(cr;c:e;sze%;rlgevrvr:?n’f[r;?tsxz(lzgﬁi?_z)eo?fr;sitngilzl/:gﬂ;:)\//;/ii[i)r; Ztr?; g?gﬂrsj)ﬁ\r?itrl%n(.)r more provinces are suppressed and were not
individual DMD classes were available) |
Table 3. Disease-modifying drug use in the MS population
by calendar period 250 years old at the time of their first
Data sources: DMD
First DMD filled '
2013-2017
o é) n (%) of adults with MS Implications
proscription _ Hospital  Physician  Vital  Provincial  Beta-interferon 5,969 (72.0) 602 (22.4)  Older individuals or individuals with
e, _Glatiramer acetate 2,084 (26.9) 883 (32.9) comorbidity are typically excluded
e Natalizumab ~49 (0.7)2 ~67 (2.5)? from clinical trials.
e Conee s el Reseach (G Proee v Fondten—— Fingiolimod 21( 0.3) ~35(14p
e o e o (et e Oreris Teriflunomide 6 ( 0.1) 332 (12.4)  Findings illustrate the need to
erforming data analyses in Nova Scotia. i
E\Ac.:c.eis to?andltjhseBoE, Er? datan?s fadci::;catgc(l:t)\/ytPlc)g;JI?ti?n Ii):zta BC,_Ie_lrr]\d apt;:]roved tl)(y theI IZC N D|methy| fumarate NA 711 (265) ;rl:/ldgrsltandtt:e harmds antd S_e';eflts Of
|n|§ ry or nealin, arma.e,an e Ita a.IS ICS Agency. e au OI'S. aCcknowile ge. e use In ese un ers u Ie
el oL r o2 of e oo Researh Date Repostony wgerproieet Alemtuzumalb NA 37147 oups.
anuscrpt are those of he authors, and do not refect e opimions of polices of the Britsh Cotumbia ~ TOt@N 7,736 (100) 2,682 (100)

Data Steward(s), Manitoba Centre for Health Policy or Manitoba Health, Health Data Nova Scotia or
the Nova Scotia Department of Health and Wellness. This study is based, in part, on de-identified data
provided by the Saskatchewan Ministry of Health and eHealth Saskatchewan. The interpretation and Key: NA, not applicable (as those individual DMDs were marketed in Canada after 2012).

conclusions contained herein do not necessarily represent those of the Government of Saskatchewan @As per data privacy and access agreements, small cell size (<6 individuals within any group) in one or more provinces are suppressed and
’ were not included in the total count (the denominator remains the same).

the Saskatchewan Ministry of Health, or eHealth Saskatchewan. —————
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