Predicting disease activity for patients with Relapsing Remitting Multiple Sclerosis using Electronic Medical Records | r1.39%

Authors: Jennie Medin!, Alexandre Joyeux!, Stefan Braune?, Arnfin Bergmann?, John Rigg?3, Lichao Wang3
'Novartis Pharma AG, Basel, Switzerland “NeuroTransData GmbH, Neuberg, Germany 3IMS Health, London, United Kingdom

CONCLUSIONS

This study demonstrated that real world Electronic Medical Record (EMR) data could be used to successfully stratify Relapsing Remitting Multiple-Sclerosis (RRMS) patients according to the probability of experiencing a relapse. This confirms the feasibility of using routinely collected EMR data to develop risk stratification tools to support clinical
decision-making

Moderate to good predictive accuracy was obtained for predicting relapse for a composite cohort on BRACE therapy. However, the accuracy of predicting relapse was poor to moderate for most subcohorts involving treatment switch / escalation from BRACE therapy. This suggests that risk stratification may be effective based on
predictions of disease activity, but that ‘prescriptive’ predictions (counterfactual predictions for ‘what if’ patient treatement transitions) remain as yet unproven as an effective basis for risk stratification. Research is on-going to improve model accuracy for all algorithms, especially for treatment switch / escalation cohorts
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