The economic burden of patients diagnosed with non-alcoholic steatohepatitis in France, Germany, Italy, Spain and the United Kingdom in 2018
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Figure 1. Model overview Figure 6. Per person health system costs of NASH, EU5 2018
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Results: Economic, health system and wellbeing costs
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 Table T shows costs by type for each EU5 country, and the notable
variation in these costs across the EUS countries

* Total health system costs were greater in patients with advanced
fibrosis due to NASH (F3-F4 excluding decompensated cirrhosis),
compared with those with FO-F2 NASH (Figure 5)

 Average per person health system costs were €1,470 to €1,244 with
any-stage NASH, and €2,875 per person with advanced fibrosis due
to NASH (F3-F4 excluding decompensated cirrhosis) (Figure 6)

Wellbeing costs

« Total wellbeing costs (borne directly by the individuals) ranged
from €41,536 to €90,379 million, primarily driven by the high
mortality rate of patients with NASH (Figure 4c¢)

Costs per person (€) Costs per person (€)

 The higher risk of progression to decompensated cirrhosis
(DCC), hepatocellular carcinoma (HCC), liver transplant or
death in people with advanced liver fibrosis due to NASH
(F3-F4 excluding decompensated cirrhosis), means that the
disease burden and incurred costs increase with disease
severity."* F4 excludes decompensated cirrhosis throughout
this poster

Wellbeing costs*

_ Wellbeing costs
Total wellbeing

Years of life lost
due to premature
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Statistical
LifeYear (VSLY)
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High scenario B Low scenario
High scenario: Estes 2018; Low scenario: Younhossi 2016
F3-F4 (excluding decompensated cirrhosis); DCC: Decompensated cirrhosis. Note that low scenario

costs per person are higher as some cost elements are the same for low and high scenarios, but are
spread across fewer people overall for low scenario calculations. * Exchange rate of £1 = €1.10936.
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*Only diagnosed patients incur economic costs in the model
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Figure 2. Cost-of-illness model estimates the costs of NASH in
2018 - definition of the base period

Past Base year Future

Conclusions

* There is a need for comprehensive epidemiological and
economic data on the impact of advanced fibrosis due to
NASH, which could help foster changes in public health
measures to tackle this healthcare challenge

* This study identified a low level of diagnosis of advanced liver
fibrosis due to NASH (F3-F4 excluding decompensated cirrhosis)
In the EUS countries (2018)

A

C

 This study was conducted to estimate the disease burden and
economic costs in adult patients diagnosed with NASH in the
European Union 5 (EU5) countries (France, Germany, ltaly,
Spain and the United Kingdom) during 2018

B**

 The lowest prevalence and diagnosis rates were seen in France,

Table 1. Health system costs (FO-F4 excluding DCC), EU5 2018, _
ltaly and Spain
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were living with FO-F2 NASH, and 0.9-2.0 million were living with
advanced fibrosis due to NASH (F3-F4 excluding decompensated
cirrhosis) (Figure 3)

« The model estimates the costs of NASH in a given year (2018), person heath system costs of advanced fibrosis due to NASH
not lifetime costs. To make this distinction, three different patient

cohorts are considered (Figure 2)

Figure 4. Total economic, direct health system and wellbeing
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