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Background Results
» Whether use of disease-modifying drugs (DMDs) Fig 1. Disease-modifying drugs (DMD) for MS and Hazard of All-Cause Mortality
to tregt multiple sclerosis (MS) improves survival Adjusted Crude rate
remains poorly understood. DMD exposure status hazard ratio oer 1,000
. _ _ _ (time-varying covariate) (95% CI) person-years
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Objective Any first-generation DMD = 0.74 (0.56, 0.98) 5.89
To assess the association between the MS DMDs and Any second-generation UMD = 0.67 (0.45, 0.93) 2.95
survival in a multi-region population-based study. Beta-interferon . 0.81 (0.60, 1.09) 6.29
Glatiramer acetate = 0.76 (0.57, 1.01) 9.12
Methods Dimethyl fumarate u 0.89 (0.43, 1.86) 3.57
» Linked, population-based health administrative data ' ' ' ' ' ' ' '
in 4 Canadian provinces: British Columbia, 0.00 0.50 1.00 1.50 2.00
Saskatchewan, Manitoba & Nova Scotia. Favours exposure Adjusted hazard ratio Favours no exposure
= Any DMD and any 1st generation DMD were each associated with a 26% lower hazard of mortality
(versus no exposure).
= Second generation DMDs were associated with a 33% lower hazard of mortality (versus no
Prescription Hospital Physician \S{itzatlistics II?I:)a\I’tiECiaI exposure).

Insurance

> Population: Fig 2. Hazard of All-Cause Mortality by timing of DMD initiation and duration of follow-up

Key: Y, years of follow-up; CI, confidence interval; DMD, disease-modifying drug. Bold indicates p<0.05.
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> Study follow-up: Very .early DMD Iinitiation (2 years post-index date)
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y Early DMD initiation (5 years post-index date)
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(injectables) or 2n9 (orals/infusions) generation DMD, 10Y - 0.73(0.52, 1.02
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and by individual DMDs (selected based on priori 5Y O 0.51 50.29, 0.92%
power calculation). 10Y ¢ 0.68 (0.47,1.00
Late DMD initiation (10 years post-index date)
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> Outcomes and analyses: Be1t8Y|nte eron = 0.71 (0.48, 1.05)
_ Glatiramer acetate
= All-cause mortality: 10Y ¢ 0.66 (0.42, 1.05)
Stratified Cox proportional hazards model, | | | |
by calendar year at the index date 0.00 0.50 _ 1.00 _ 1.50
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= All models adjusted for characteristics at index :
date: age, sex, neighbourhood socioeconomic status, = Earlier DMD initiation (IFNB or glatiramer acetate versus no exposure) was associated with a
and Charlson comorbidity Index. significant mortality effect (p<0.05), but later initiation was not.
= Timing of DMD initiation was explored:
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