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Abstract

Background: The myelodysplastic syndromes (MDS) are a heteregesyroup of
marrow failure syndromes causing anemia requiradiplood cell transfusions. Since
iron overload from chronic transfusiomsy result in organ damage, it is possible that
MDS patientgpts) may develop co-morbid conditions. The ainthig analysiss to
describe clinical and economic consequences inyneéabnosed/DS pts followed over
a three year period compared to thegbout MDS in the Medicare population.

Methods: The Medicare Standard Analytic File 5% (SAF5%irtisdatabase was used
to identify pts with a new primary MDS diagnos@e from Jan-Mar 2003, and followed
till Dec 2005 or deathRts with myeloid leukemia or anemias of known causedhe
previous year were excluded. The study timefraneeaties thevidespread use of "low
intensity" treatments to reflect thatural history of MDS with transfusional and graowt
factorsupport.

Results: Of the 1,713,502 pts in SAF5%, 705 (41 per 100,8@0eloped MDS in Jan —
Mar 2003. Of these 705 cases, ba@ a previous history of unexplained anemia (23%),
43 receivegbrior chemotherapy or radiotherapy (6%), and 508vade nov@71%). MDS
pts were older than the overall SAF5% populafiét?o vs. 57% werz70 years;
p<0.0001); male (49% vs. 42%50.0003), and Caucasian (90% vs. 86%; p=0.0164).
The diagnosisf MDS was confirmed by bone marrow evaluation®@ 457%)whereas
the MDS diagnostic code was applied by the treatingician based on clinical
impression in 43%. During the 3-ydallow-up study period, 522 (74%) suffered a
cardiac-relatedvent: 142 Mis (20%); 344 CHF (49%); 374 arrhythsn(d3%);and 415
less common events (58%). 383 (54%) had no cahiaoryin 2002, and among this
cohort, 228 (60%) developed cardihsease. For comparison, of the approximately 1.7
million individualsin Medicare SAF5% database, 726,936 (42.4%) suffeaediac
disease during the 3-year study, significantly tess theMDS cohort (74%; p <0.001).
Of the 327 (46%) receiving blodhnsfusions, 7(2%) were iron chelated. Transfused
MDS pts experiencea higher rate of cardiac events; 260 (80%) traresflMDS pts



experienced a cardiac event compared with 262 MiB$59%xhat did not receive
transfusions (p=0.002). Diabetes was recom&6 (43%) of the 705 MDS pts. Of the
505 pts without a diabetiastory, 117 (23%) developed diabetes during tiged@ study.
Dyspnea as a diagnostic code was recorded in 3%8)(50f thes76 pts without a
pulmonary history, 261 (45%) developed dysphipatic diseases occurred in 13
(1.8%) MDS pts, and were new12 (1.7%). Infectious complications occurredibbo.
Deathsccurred in 278 (39%); 63% in the therapy-induegéi®o prioranemia, and 37%
de novo groups. During the 3 year study % he MDS pts were hospitalized, 59% had
1 emergency room Vis#5% received growth factor treatments, and 15% chieenapy.
In 2003, median Medicare payment for the MDS ptocbtvas $17,55&0mpared to
$1,459 for the total SAF5% Medicare population (mé&28,023 vs. $6,739; p< 0.001).
For the MDS cohort (N=705nedian Medicare payments were $34,271 for therapy
induced; $17,19for prior unexplained anemia history, and $16,483de novdvDS. In
2004, median Medicare payment for the MDS pt cofid+b50) was $11,775, compared
to $1,633 for the total SAF 5%edicare population (mean: $22,419 vs. $7,310; p<
0.001).In 2005, median Medicare payment for the MDS ptocb(N=431)was $9,840,
compared to $1,802 for the total SAF 5% Medigarpulation (mean: $21,533 vs.
$7,829; p< 0.001).

Conclusions: MDS represents a significant US health coneanong Medicare pts, with
substantial economic implicatior@rgan impairment following a diagnosis of MDS is
common withtransfusion dependent MDS pts. Since chronic aneamndeado cardiac
dysfunction and transfusional iron overload is &isown to contribute to cardiac
dysfunction, strategies to improaaemia and maintain adequate iron balance thrdwgh t
administratiorof iron chelation therapy are critical in MDS péxeivingblood
transfusions.
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