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Background

Aims

* MF is a rare disease typically caused by genetic mutations in bone marrow stem cells and often results in splenomegaly, constitutional symptoms and

iy 1-3 . .
severe anaemia. This study examined

the impact of RBCT on HCRU
and associated costs for
patients with MF in France.

* JAKi are the current standard of care for systemic therapy; however, their use may also exacerbate anaemia. 4>
* Moderate and severe anaemia, and the often-corresponding need for RBCT, are associated with leukaemic transformation and worse survival outcomes .’

* Approximately 40% of patients with MF are anaemic at diagnosis, although nearly all patients with long enough survival become anaemic over the course
of disease; almost half require transfusion therapy within 1 year of diagnosis.8~1°

* There are currently no available data on the HCRU and cost of transfusion-requiring MF in France.

Methods

Figure 1: Overall study schema for the non-Tl and Tl cohorts Figure 2: Cohort selection and attrition
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follow-up (Figure 1).

— There was a minimum of 12 months follow-up after
MF diagnosis.

* All analyses were performed in two subgroups
defined by patient transfusion need during the
12-month landmark period following MF
diagnosis (subgroup assignment was not subject
to change after the landmark period) (Figure 1):

1. Non-TI (=1 transfusion) or

2. Tl (no transfusions).

* Baseline demographics and clinical
characteristics were recorded during the baseline
period, and treatment utilisation, HCRU, costs
and clinical outcomes were recorded during the
follow-up period (Figure 1).

Results

Baseline characteristics
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Index date

MF
diagnosis

Non-TI/TI group
assignment
Days [-365, 0]

Baseline characteristics
Days [-730, 0]

Days [0, Censort] — Follow-up
period

Treatment patterns, clinical
complications, HCRU,
costs, survival

tPatients were censored at death (earliest death date in the linked records), last known record for the
patient in the French SNDS datasets, or 31 December 2022 (end of latest data cut), whichever came first.

Clinical outcomes and
treatment patterns

 Specific MF diagnosis code [D474] on/after
index date, n=5762

* JAKi reimbursement on/after index date,
n=3676
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MF patients (A + B)
N=7167

Study population for the overall MF cohort
N=3667
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Patients alive and AML free after 12 months

from MF diagnosis
N=2857

Tl cohort
n=1832

Non-TI| cohort

n=1025

Two diagnoses at least 28 days apart.
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n=3500
* Age <18 years, n=2

* Prevalent cases (MF diagnosis before 2013),
n=458

» Diagnosis for other cancer during baseline,
n=2644

* Patients with >2 diagnoses’ of myelodysplastic
syndrome (ICD-10: D46) during the baseline
period, n=600

Patients with >2 diagnoses' of polycythemia
vera (ICD-10: D45) during the follow-up period,
n=457

* Errors in participant's mortality information (e.q.,
date of death being before the MF diagnosis),
n=1

Exclusion criteria
n=810
Patients who died during the 12-month landmark
period, n=742

 Patients who developed AML during the
12-month landmark period, n=68

Figure 3: HCRU for non-Tl and Tl cohortst
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TClaim with MF-related anaemia diagnosis, reimbursement for ESAs or danazol or RBCT during

the baseline period.

Conclusions
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€1315) compared with the Tl cohort (Figure 4).

the cohort during the follow-up period. Sincludes allogenic stem cell transplant. lIncludes outpatient visits and procedures, external
consultations at the hospital, ER visits without hospitalisations and outpatient laboratory services. 1Drug cost from the outpatient

pharmacy does not include ATU costs or the cost of retroceded drugs or expensive drugs not on the liste-en-sus (UCD drug cost).

Patients with MF requiring RBCT within a year of diagnosis have worse clinical outcomes, higher HCRU

and greater healthcare costs.

Potential future treatments for MF that delay or prevent the need for patients to have RBCT may improve
patient outcomes and reduce the burden of providing MF care.
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