Patient characteristics, dosing patterns, and outcomes associated with intravenous
70 and subcutaneous efgartigimod among patients with generalized myasthenia gravis
in clinical practice
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BACKGROUND | METHODS ~

e Data were collected from the My VYVGART Path PSP, which captures patients initiating EFG since January 2022.
O On December 17, 2021, the US Food and Drug Administration (FDA) approved * Enrolled adults (aged 218 years) with gMG who had initiated EFG on or after August 1, 2023 (SC-EFG approval: June 20, 2023).
intravenous (1V) efgartigimod (EFG) for the treatment of anti-acetylcholine » Selection period: August 1, 2023, to December 31, 2024.
receptor antibody-positive generalized myasthenia gravis (gMG).! Subsequently, Dosing pattern analysis MG-ADL analysis
the subcutaneous (SC) formulation received FDA approval on June 20, 2023.2 A
pre-filled syringe (PFS) for SC-EFG was recently approved on April 10, 2025.

Cohort selection Cohort selection

Eligible patients (N=2878) Eligible patients (N=2878)

O The SC formulation complements IV-EFG by offering more flexibility and another

) ) .. . i ) Used IV-EFG only and Used SC-EFG only and Used IV-EFG only and Used SC-EFG only and
option for patients. It allows for faster administration compared to IV, including completed 21 cycle completed >1 cycle had MG-ADL available had MG-ADL available
the possibility of self-administration with the PFS.3 n=1346 n=330 n=862 n=214
A Measures Measures
As. IV-E.FG has been available for Ionger, most.pulc.)llshed ewdenqe for. EFG has » Best achieved disease state at any time after EFG initiation was assessed in 2 ways. (1)
primarily focused on the IV formulation.*> This highlights a gap in evidence related |—Treatment period—| Gap |—Treatment period I Largest observed response was defined as the difference between each patient’s baseline
- - NG - and lowest Myasthenia Gravis—Activities of Daily Living (MG-ADL) score captured at any
to the SCformulation in Us clinical practice. f ? ? ? S ? ? ? % time point after EFG initiation. (2) The distribution of lowest achieved MG-ADL score was
A Th : — : Individualized gaps based presented according to clinical severity thresholds (e.g., MG-ADL 0—4 [mild disease]).
This study assessed patient characteristics, dosing patterns, and outcomes among EFG infusions on clinical evaluation EFG infusions , , |
T : : : cre . * MG-ADL improvement over time was evaluated at the population level, as MG-ADL
individuals with gMG using IV- or SC-EFG in the US; Utlllzmg the IargeSt dataset of  Mean gaps between cycles (in weeks) and mean annualized number of cycles (in scores were not captured at discrete timepoints. All available MG-ADL scores captured in
EFG users to date from the My VYVGART Path patient support program (PSP), weeks, calculated as 3 weeks plus mean gap between cycles, divided by 52 weeks) each month after EFG initiation (up to 6 months) were converted into difference from
\_ were measured among patients who completed at least 1 cycle. patient-matched baseline scores and averaged. )
RESULTS .
Dosing patterns
Overall patient characteristics O The mean gaps between cycles (7 weeks) were similar between both formulations, with an average annualized utilization of 5.2 cycles across both
O Of the total 2878 patients who initiated EFG, 1992 (69%) patients received IV-EFG only groups (Table 2).

and 622 (22%) received SC-EFG only throughout their follow-up period. O The most common gap between cycles was 4 weeks for both IV-EFG and SC-EFG users (Figure 1).

0O Baseline characteristics were similar between IV-EFG and SC-EFG cohorts (Table 1).

TABLE 2 Dosing patterns FIGURE 1 Distribution of gaps between cycles
O Over half (55%) of SC-EFG users initiated EFG in the second half of 2024, reflecting a 45%
gradual and more recent increase in uptake of SC-EFG among new initiators, owing to its verc TN 40% 38.7% B IV.EFG
more recent approval (Table 1). (n=1346) (n=330) 5 35% 39 0% S
o 30%
TABLE 1 Baseline characteristics 2 %
Mean gap, weeks 7 (0-56) 7 (0-39) Z oy 24.3%5 4 39,
(range) & -
Estimated average Tgc- 15%
Age annualized* EFG 9 o% ) I3%
utilization, by number >-2 2 ° 3/ 2% 5 5%4 7cy3 5% 2.4% o o 0 0 3.6%
Mean age, years (SD) 65.8 (15.4) 67.0 (15.3) oo ’ 5% 0.2% 0.9% 18%0 [3.3% | 9.50% %7 %4?1[7141?1 |5§)2%>1/Mo°-6% 05 0.5% - 3 0%
>65 years 1278 (64.2) 411 (66.1) ot cycles oy 03% _fLG% - ”’ B o ol e Cwm 200% [01% 04% 04% g
SEX, n (%) *Annualized cycles were calculated by dividing weeks in a year 0 1 7 8 9 10 11 12 13 14 15 16 17 18+
Male 1120 (56 2) 343 (55 1) (52) by gap between cycles and mean treatment period length. Percent of total gaps
Female 868 (43.6) 279 (44.9) MG-ADL analysis: Best achieved disease state
Insurance,* n (%) O MG-ADL improvements were similar between IV and SC users, with mean reduction of 5.4 and 4.8 points from baseline, respectively; nearly 80% of
Commercial 643 (32.3) 194 (31.2) patients achieved MG-ADL scores <4 (indicates mild disease state) following EFG initiation (Figure 2).
Government 1389 (69.7) 435 (69.9)
Other 47 (2.4) 10 (1.6) FIGURE 2 Best achieved disease state after EFG initiation
Prior treatment, n (%)*' Minimum largest observed response* e P;I;—ADL distribution before and after EFG
AChE inhibitors 709 (53.5) 277 (66.4) IV-EFG (n=862) SC-EFG (n=214) EFG (n=862) SCERG n=21d)
Any NSIST 209 (15.8) 54 (12.9) _— =9 . 10% — —_
, : >9 17%
Any steroid 725 (54.8) 253 (60.7) P ——— 28 I 15% 18% 18%
Any advanced therapy 786 (59.4) 235 (56.4) >7 I 34% 27 I 3%
Timing of EFG initiation, n (%) >6 I /5% S —— W 1024
25 I 57% 2> I 51% % :
H2 2023 746 (37.4) 84 (13.5) ¥ 7 N o 48% 79% o 30% 70
>4 I 9% >4 | ©3% °
H1 2024 667 (33.5) 195 (31.4) > 0-4
>3 [ S29% >3 [ 76%
H2 2024 579 (29.1) 343 (55.1) . 299 S6o .
>2 [ 39% N 36% 17% 19%
No. of cycles completed, n (%)
1 416 (21) 131 (21) | Bgfore EFG After EFG Before EFG After EFG
2 308 (16) 70 (11) *Calculated using the difference between the patient’s baseline and the lowest MG-ADL score recorded by the patient any time after EFG initiation.
"Mean improvement in score was calculated by subtracting the baseline score from the best follow-up score.
3 208 (10) 62 (10) MG-ADL analysis: Improvements over time
o 4+|_ GADL , 414 (21) 67 (11) O MG-ADL improvements over time were similar and sustained in both groups (Figure 3).
aseline - score
Mean (SD) 8.1(3.7) 7.6 (3.4) FIGURE 3 MG-ADL improvements over time
' Mean MG-ADL response by month of capture* @ IV-EFG
Median (IQR) 8.0 (5.0, 11.0) 8.0 (5.0, 9.8) p y p
Distribution, n (%) =
0—4 points 146 (17.0) 40 (18.7) 3 E
5-9 points 411 (47.7) 120 (56.1) =g
10-24 points 305 (35.4) 54 (25.2) 23 a4 ac Iy
*Percentages might not add up to 100 since patients can be tagged to multiple payers or report multiple class of treatments. 8 g . 38 -3.9 -4.1
*Only a subset of patients had prior treatment information captured (1324 [67%] in IV-EFG cohort; 417 [67%] in SC-EFG cohort). Since treatment =

information is no longer captured in the PSP, recent patients might not have any treatment information available. h h h h h h
*Most recent score in the baseline period was considered as baseline score. Only a subset of patients were considered who had baseline (before EFG Month 1 Month 2 Month 3 Month 4 Month 5 Month 6

initiation) scores and at least 4 MG-ADL scores captured after EFG initiation (862 [43%] in IV-EFG cohort; 214 [34%] in SC-EFG cohort).
IV: n 862 746 642 582 514 481 393
SC: n 214 185 168 147 116 102 74

*Calculated as the difference between the baseline score and the lowest (best) MG-ADL score recorded during the specific month after EFG initiation. n represents patients who had any MG-ADL score captured in the month.

KEY TAKEAWAYS LIMITATIONS

e Analysis of a large cohort of EFG users in the US e The observed annual utilization patterns of IV-EFG and SC-EFG were * Data were obtained as part of a PSP, resulting in

.. : missing capture of detailed clinical variables that
y similar, with 4 weeks as the most common gap between cycles. 2 » e
may uncover additional insights.

q demonstrated similar clinical benefit between IV-EFG and

SC-EFG. A - Ssimilar dosing patterns suggest that physicians are applying Follow-up availability was limited owing to the
* Most patients achieved rapid, substantial, and sustained comparable individualized dosing strategies irrespective of the relatively recent approval of SC-EFG; further data
clinical improvements regardless of EFG formulation. administration route. collection is warranted for additional analyses.
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