Q CONCLUSIONS

MS-SUPPORT appears to increase DMT Iinitiation, shorten
time-to-start, improve DMT adherence, and improve long-term
mental health, with greater impact within the first few months

We have established the usability and feasibility of
MS-SUPPORT among patients and HCPs, with consistent
favorable trends in 9 of the 11 outcomes examined

o INTRODUCTION

e (linical guidelines recommend incorporating patient preferences into decisions e Guidance is lacking on how to accomplish this with over 23 DMTs available and
about DMTs for MS to improve acceptance of and adherence to DMT! limited head-to-head comparisons

@ METHODS

Randomized controlled trial: MS-SUPPORT vs usual care
e Patients referred from the MSAA and 34 HCP sites across the US
e Screening, consent, intervention, and follow-up performed online

INCLUSION CRITERIA

Patients Referring HCPs

e Adults with relapsing MS e Neurologist, PA, RN,
e MS clinic appointment or NP

e Web access e MS focus

-3 OBJECTIVE

To test the impact of a shared decision-
making tool on DMT decisions (utilization
and adherence) and the consequences of
those decisions (quality of life)

@ STUDY DESIGN
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Surveys: TO Baseline survey T1 Post-tool survey T2 Post-clinic survey 3 6 mo 9 mo 12 mo

39 OUTCOME MEASURES

Primary outcomes (assessed at TO, T2, and quarterly thereafter) Other outcomes (assessed at TO and T2):
e DMT utilization: Self-reported start, continue, switch, or stop a DMT, time-to-start e Decisional conflict:® "Do you feel SURE about the best choice...?”

e Adherence to DMT: number of doses missed during the previous month e Decision quality: "My treatment plan is helping me achieve my treatment goals”; "My treatment
Other outcomes: plan reflects what's important to me...

e Quality of life? (4-item Healthy Days Module, HR-QOL-14), 3- and 12-mo o Preferred decision-making role (Control Preference Scale)?
' ' e Risk communication and confidence (COMRADE®) (assessed at T2)

e Quality of care® (CAHPS) (assessed at T2)

@ THE INTERVENTION: MS-SUPPORT

MS-SUPPORT is an online tool that includes a series of passages and surveys for patients to read and complete
e Developed using a systematic patient-centered process e Fills key knowledge gaps, misconceptions, and barriers to shared decision-making
e Assesses patient goals and preferences e (Generates individualized reports that can be shared with HCPs (print, email, portal)

See poster PDF for
MS-SUPPORT online tool
example images and report

%) RESULTS

Characteristics of participating patients, n (%)

MS-SUPPORT
(n=262)

Usual care
(n=239)

Patient characteristic

(n=501)

Age, mean (SD) 48.1 (11.4) 48.7 (11.9)

Gender, female 225 (85.9%) 199 (83.3%)

Race, White/Caucasian 211 (80.5%) 205 (85.8%)

Education, <college grad 127 (49.3%) 111 (46.4%)

Type of MS, relapsing MS 239 (91.2%) 220 (92.1%)

Duration of MS <2 yrs 37 (14.2%) 35 (14.8%)

Current DMT use 202 (77.1%) 200 (77.1%)

e Current DMT use consistently trended higher in the
MS-SUPPORT group (1.30 [95% CI: 0.86-1.96],
Figure 1), as did the cumulative probability of starting a
DMT within the first 6 months (Figure 2), with a shorter
median time-to-start (46 vs 90 days, P=0.24)

o Perfect adherence to daily DMTs was higher in the
MS-SUPPORT group at T2 (81.25% vs 56.41%, P=0.026,
Figure 3); fewer forgot than controls (P=0.046, Figure 5)

e Mental health quality of life was higher in the MS-SUPPORT
group (vs control) at 6 and 12 months (P=0.02, Figure 6)

o Patient and HCP acceptability
— Most patients (88.2%) would recommend MS-SUPPORT
— More HCPs reported excellent communication
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Figure 4. Percent of DMT doses missed with
daily-dosed DMTs cross-sectional analyses

Figure 5. Reasons for missing DMT Doses
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Figure 6. Other outcomes: change In scores: baseline and follow-up

_ Outcome Mean difference (SD) P value
domains* Role preference (T2-TO0) (-) j—— 0.17
— No differences in the efficiency of the visit % shifted to a collaborative role, T2 vs TO I 0.37
(77%-78% in both groups rated as excellent) Decisional conflict (SURE) S 0.19
Overall: Stage of decision-making | 0.25
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0 LIMITATIONS Q NEXT STEPS
e Improvements over time in the control group and high baseline e EXxplore dissemination approaches and adding

scores suggest response and selection biases

e The COVID pandemic affected logistics, access to DMTs, and variability

e These factors reduced our power to detect an effect

Abbreviations: BIPQ, Brief Iliness Perception Questionnaire; CAHPS, Consumer Assessment of Health Plans Study; DMT, disease-modifying therapy; HCP, healthcare provider; HRQOL, health-related quality of life; MS, multiple sclerosis; MSAA, Multiple Sclerosis Association of America; QOL, quality of life; SD, standard deviation; SDM, shared decision-making.
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reinforcements, while monitoring implementation in
real-world settings to provide further insights into
the value and utility of this new type of SDM tool
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