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10th July 2024

Dr Mark Chakravarty
Lead non-executive director for appeals 
National Institute for Health and Care Excellence

2nd Floor
2 Redman Place
London E20 1JQ

Dear Dr Chakravarty,

Appeal against the final draft guidance for Zilucoplan for treating antibody-positive generalised myasthenia gravis [ID4008]

Introduction

1. Myaware is appealing against the recent decision by the National Institute for Health and Care Excellence (“NICE”) not to recommend Zilucoplan, within its marketing authorisation, as an add-on to standard treatment for generalised myasthenia gravis (“gMG”) in adults who test positive for anti-acetylcholine receptor antibodies (“AChR”), as set out in the Final Draft Guidance document ID4008 (“the Draft Guidance” or “FDG”).

2. We are appealing this decision because it is procedurally unfair and irrational and will lead to hundreds of gMG patients missing out on this highly effective, well-tolerated treatment which improves quality of life for patients and carers. It will have the effect of further isolating patients with gMG, particularly those who do not respond to the other treatment options discussed below, leaving them with fewer alternatives and worsening their quality of life.

3. Generalised myasthenia gravis is a rare and debilitating autoimmune condition. Typical symptoms include muscle weakness, fatigue, and problems with breathing, speaking, seeing and concentrating. This has a substantial impact on patients’ daily activities and their ability to work, and results in many patients regularly needing a high level of care. The condition is incurable, and current treatments are associated with side effects, particularly when multiple treatments are tried simultaneously. For patients whose condition does not improve with standard treatment (“refractory gMG”), there are limited options available. Such patients will typically have intravenous immunoglobulin (“IVIg”) or plasma exchange (“PLEX”), both of which require regular hospital visits and result in a high treatment burden.

4. Zilucoplan is a self-administered treatment which, if recommended, would be used only for patients with severe refractory gMG, as an add-on treatment for patients who are considered for, or on long-term use of, IVIg or PLEX.[footnoteRef:1] It offers a clinically meaningful advance in care by: [1:  See FDG §3.3 for the precise criteria for Zilucoplan eligibility which the Committee accepted. ] 


a. Improving symptoms and patients’ ability to carry out their normal activities compared with standard treatment alone. 

b. Reducing reliance on hospital-based treatments such as IVIg and PLEX.

c. Enabling corticosteroid tapering and reducing their associated harms.

d. Improving quality of life for carers.

e. Addressing a high unmet need in a rare, severely disabling condition.

Appeal Points 

5. There are several points on which we base this appeal, covering the following grounds:

a. Ground 2 – The recommendation is unreasonable in light of the evidence submitted.

6. Each ground is examined below in further detail.

Ground 2: The recommendation is unreasonable in light of the evidence submitted.

7. NICE did not recommend Zilucoplan because, in its view, the “most likely cost-effectiveness estimates are substantially above the range NICE considers an acceptable use of NHS resources”. The assumptions underpinning NICE’s economic model, which informed the conclusion that the ICER for Zilucoplan was outside the acceptable range, are set out in §3.27 of the FDG. Each of the assumptions challenged below on the ground of irrationality therefore formed a material part of the cost-effectiveness modelling and will have impacted upon NICE’s decision not to recommend Zilucoplan for gMG patients.

2.1 NICE’s conclusion that the appropriate comparator is a ‘basket’ of standard care, with some people having IVIg, some having PLEX, and some having neither, is unreasonable. 

8. This preferred assumption is listed in the second bullet point of §3.27 and considered in §3.4 of the FDG. 

9. The choice of comparator for Zilucoplan was critical to the modelling of its cost-effectiveness. UCB Pharma (“the company”) proposed at ACM1 the use of IVIg and PLEX as comparators, excluding corticosteroids and non-steroidal immunosuppressant treatments (“NSISTs”).[footnoteRef:2] But the Committee decided instead to use a ‘basket’ of standard care as the comparator, including corticosteroids and NSISTs in both arms of the model.  [2:  See §3.4, p.8. Efgartigimod was also proposed but was not included as NICE’s evaluation of it was ongoing.] 


10. The Committee’s conclusion was irrational, for the following reasons:

a. As the company explained in response to the first draft guidance consultation,[footnoteRef:3] Zilucoplan is not a therapy that is taken in combination with others but, rather, is likely to displace IVIg and PLEX for people with gMG.  [3:  See §3.5, p.9.] 


b. Insofar as the Committee relied, in support of this decision, on clinical experts’ commentary about varying access to IVIg and PLEX across the NHS,[footnoteRef:4] it was unreasonable to do so. As comments from clinical experts on the draft guidance document following ACM2 (see, eg, p.83 and p.93 of the Committee Papers for ACM3 as well as Myaware’s response on p.88) made clear, the majority of patients who take Zilucoplan are likely already to be on regular IVIg and/or PLEX: they will be a refractory population with very limited options, most of whom either do not respond to ‘rescue therapies’ such as PLEX or IVIg or who are unable to provide vascular access for such therapies. To put it simply: a central question in choosing a comparator is what Zilucoplan is most likely to be displacing, and Myaware agrees with the company that on this issue, the appropriate treatments are PLEX and IVIg. [4:  See §3.4, p.8.] 


c. Myaware would also add that Zilucoplan is a treatment that is taken after patients no longer respond to their current treatment options. The very decision to compare it to a ‘basket’ of standard care is inherently problematic, given the heterogeneous patient population and the likely cohort, and risks understating the treatment’s benefits. This is a point that was highlighted to the Committee at different stages of the appeal: see, for example, p.54 of the Committee Papers for ACM3, which identifies this subset of refractory patient, and also the patient testimony provided at pp.288-305 of the Committee Papers for ACM1, which identify two experiences of minimal symptom control on ‘standard of care’ (“SoC”) and fleeting control on IVIg and PLEX treatment, as well as the significant burden both options provide.

2.2 NICE’s conclusion that the overall EAMS cohort (n=48) was appropriate to inform the proportion of people on treatment in the ‘basket’ of standard care is unreasonable. 

11. This preferred assumption is listed in the third bullet point of §3.27 and considered in §3.5 of the FDG. 

12. The proportion of people on treatment in the ‘basket’ of standard care was determined by reference to the cohort of patients that the Committee considered appropriate. The company preferred to use a revised cohort from the efgartigimod Early Access to Medicines Scheme (“EAMS”) (n=37) which was filtered to include only those EAMS patients whose condition met the definition of refractory gMG which aligned with its target population for Zilucoplan. By contrast, the Committee considered that the identification of refractory gMG in the overall EAMS cohort (n=48) more closely reflected the identification of refractory gMG for treatment with Zilucoplan in the NHS. 

13. The Committee’s conclusion was irrational, for the following reasons:

a. The Committee accepted that there is no standardised set of criteria or mandatory definition of refractory gMG in practice, and also that it was unclear how refractory gMG was defined for the EAMS .[footnoteRef:5]  [5:  See §3.5, p.12: “there is no standardised criteria or mandatory definition of refractory gMG in clinical practice or guidelines”.] 


b. The company and EAG agreed that not all people in the EAMS cohort would necessarily meet the criteria for refractory gMG as defined by the EAMS cohort’s inclusion criteria[footnoteRef:6] and the clinical experts explained that the definition of refractory gMG was less severe in the EAMS cohort than the RAISE refractory population and those who would have Zilucoplan in the NHS.[footnoteRef:7] [6:  See §3.5, p.11: “not all people in the cohort met the inclusion criteria” and “The EAG stated that not all people in the EAMS cohort would necessarily meet the criteria for refractory gMG”.]  [7:  See §3.5, p.10: “They explained that it was less severe in the EAMS cohort than the RAISE refractory population and those who would have zilucoplan in the NHS.”] 


c. In light of these points, at ACM3 the company revised the proportions of people having IVIg, PLEX, and corticosteroids and NSISTs in its economic model. It did this by removing people from the EAMS cohort whose condition was not considered refractory, who had no treatment (and thus would not be eligible for Zilucoplan because it is licensed as an add-on treatment), and who were on corticosteroids only (who would likely try an NSIST before starting Zilucoplan). The company’s revised EAMS cohort included a smaller population (n=37) than the overall EAMS cohort (n=48). This was because 3 people in EAMS were not having any treatment and 10 people were on corticosteroids only, which meant these 13 people did not have refractory gMG.[footnoteRef:8] [8:  The company then added a further two persons to the revised EAMS cohort resulting in a total cohort of 37, as explained in §13 below.] 


d. However, the Committee then found that it was not appropriate to remove people having corticosteroids only from the EAMS cohort study “because these people could have had refractory gMG if they had previously stopped other treatments for refractory gMG based on loss of response”[footnoteRef:9] and decided to use the full EAMS cohort – in effect, assuming that all 10 people fell into this category of having previously stopped other treatments without a clear evidential basis to support that conclusion.  [9:  See §3.5, p.12.] 


e. As noted above (ground 2.1), the decision to compare Zilucoplan to a ‘basket’ of standard care is already problematic given the heterogeneous patient population, and risks understating the treatment’s benefits. To define the cohort over-broadly, and therefore distort the proportions on treatment in the comparator arm, compounds this problem.

14. It was unreasonable for the Committee to (on the one hand) accept that there is definitional uncertainty, and that a material portion of the EAMS cohort may be ineligible for Zilucoplan, and yet (on the other hand) use the entire EAMS cohort to generate precise quantitative estimates of treatment distribution for economic modelling purposes. Moreover, in taking this approach, the Committee did not give due consideration to the views of the clinical experts in relation to the appropriate cohort who would have Zilucoplan in the NHS.

15. The Committee justified its decision on the basis that the broader cohort may better reflect NHS variability. It noted in its reasoning that the company’s revised EAMS cohort reduced the already small sample size to just 37 people and considered that a “relatively larger sample size of the overall cohort may be more representative of how refractory gMG would be classified in practice, having in mind that there is no standardised criteria or mandatory definition of refractory gMG”.[footnoteRef:10] But this made no sense, in circumstances where the company's subset was more rigorously aligned to the target population for Zilucoplan and aligned with the views of clinical experts.[footnoteRef:11] The effect of the Committee’s use of the full EAMS cohort to inform the proportion of people on treatment in the ‘basket’ of standard care is that it understates the use of IVIg/PLEX in the comparator arm and therefore inflates the incremental cost of Zilucoplan, which in turn biases the ICER. [10:  See §3.5, p.12.]  [11:  The Committee also noted that the company “included 2 people on corticosteroids only as having refractory gMG to reflect those who might have previously had NSISTS” which therefore led to the company’s total cohort of 37, commenting that “the EAG commented that the company’s rationale for classifying 2 people on corticosteroids only as having refractory gMG was self-contradictory.” (§3.5, p.12) But this criticism by the EAG made no sense as a basis for the Committee’s approach: the company had effectively factored in the risk that some patients previous had NSISTs (and presumably stopped because of loss of response) by increasing its cohort by 2. The answer is not to increase the cohort further still – in effect (as noted above), assuming that all 10 patients have previously stopped other treatments. ] 


16. To be clear, in raising this point, Myaware is not endorsing a narrower definition of “refractory gMG”: as noted in §3.3 of the FDG (p.6), it is not appropriate to (for example) set a time limit when defining refractory gMG. Myaware’s concern is that the company presented a narrower cohort that better reflected the target population but NICE did not accept this for reasons that are illogical.

2.3 NICE’s conclusion that Minimal Symptom Expression (“MSE”) should be removed from the model is unreasonable. 

17. This preferred assumption is listed in the sixth bullet point of §3.27 and considered in §§3.13-3.14 of the FDG. 

18. In its economic model, the company assumed a proportion of people in the ‘continued response’ health state reached minimal symptom expression (“MSE”), 
defined as an MG-ADL score of 0 or 1. The company also assumed that people reaching MSE remain in the ‘continued response’ health state for the lifetime horizon of the economic model.

19. The Committee considered that there were uncertainties in the evidence relating to the proportion of people who reached MSE and the assumption that people would remain in this state for the lifetime horizon of the economic model. However, the Committee concluded that this should be addressed by removing MSE from the model entirely, rather than adjusting the parameters of the model based on its evaluation of the evidence. 

20. This was irrational, for five reasons. 

a. The Committee simply rejected the modelling of MSE despite the fact that the clinical expert had explained that MSE is a “clinically relevant outcome”[footnoteRef:12] (and indeed, the EAG had found that MSE “is intuitively clinically relevant because it reflects the health state with minimal symptoms”[footnoteRef:13]). Myaware’s own experience of learning from patients who have achieved MSE through Zilucoplan treatment has been profound and most welcome. It is noted that MSE has not only greatly improved patient quality of life, but in some cases saved it, as reported on the online commenting from one patient on p.141 of the Committee Papers for ACM2. In addition, the patient expert testimony for this appraisal provided on p. 303 of the Committee Papers for ACM1 emphasises the benefit of this outcome. [12:  See §3.13, p.19.]  [13:  See §3.14, p.21.] 


b. The proportion of people reaching MSE on Zilucoplan was based on RAISE-XT data. It was not merely assumption. Indeed, during ACM3, “one clinical expert explained that [the company’s assumption in its model] matches their experience with people with refractory gMG in the past 5 years”.[footnoteRef:14] The company also provided clinical expert-elicited estimates of MSE rates for IVIg, PLEX, and standard care (excluding IVIg and PLEX). Accordingly, the inputs were grounded in data, and expert opinion was used where data was lacking – a standard NICE practice.  [14:  See §3.14, p.21.] 


c. The Committee “questioned the validity of the company’s assumption that people who reached MSE were considered to be in the ‘continued response’ health state in the economic model for the entire time horizon of the model. This assumption was questionable because gMG is a condition characterised by relapse and remission and there was no evidence that zilucoplan or other treatments available for gMG can be considered curative.” However, the company defined MSE as an MG-ADL score of 0 or 1, and the company’s clinical expert elicitation report included the caveat that MSE does not necessarily imply the absence of symptoms. This is because an MG-ADL score of 1 could be associated with symptoms that impact patients’ quality of life. Accordingly, the Committee’s criticism of lifelong MSE based on the fact that Zilucoplan is not considered “curative” does not reflect how the company defined MSE.[footnoteRef:15] [15:  Nor is it clear why the company’s approach of assuming that MSE would last for the lifetime of the model in view of the fact that it does not necessarily (on the company’s definition) imply the absence of symptoms should have been the subject of concern by the Committee (see §3.14, p.22) at all.] 


d. The Committee highlighted issues in relation to the company’s expert elicitation. But at §3.16, the Committee again highlighted the uncertainties arising from the company’s use of expert elicitation in relation to proportion switching from IVIg to PLEX, but nevertheless relied upon it in concluding that the EAG’s preferred estimate should be adopted. It is inconsistent to reject MSE data because of elicitation flaws while relying on the same elicitation elsewhere in the model.

e. The Committee criticised the company’s assumption that no people on refractory standard treatment reached MSE in its base case given that 5% of people in the RAISE placebo arm reached MSE at week 12. However, this might be a reason to consider adjusting the numbers to use in the model, not to discard MSE altogether. It is irrational to address concerns about this detail by discarding a clinically important health state entirely.

2.4 NICE’s conclusions in relation to subsequent treatment distributions in the Zilucoplan arm and comparator arm of the model are opaque but appear to be irrational.

21. This preferred assumption is listed in the eighth bullet point of §3.27 and considered in §§3.15-3.16 of the FDG. 

22. The Committee concluded that the EAG’s approach was appropriate to model subsequent treatment, specifically that the “‘basket’ of standard care arm should be applied consistently in both arms: the proportion of people on subsequent IVIg, PLEX, and corticosteroids and or NSISTs only in the zilucoplan arm should be the same as the proportion of people initially having IVIg and PLEX in the ‘basket’ of standard care arm.” However, the Committee also apparently endorsed the view of the EAG that, for the ‘basket’ of standard care arm, “the company’s clinical experts generally agreed that they would not re-treat with the same initial treatment”[footnoteRef:16] and ultimately endorsed the EAG’s approach that “[i]f used once, the same treatment would not be used again as subsequent treatment”.[footnoteRef:17] The Committee also decided to use the EAG’s approach, for the ‘basket’ of standard care arm, to estimating the proportion of people switching from IVIg to PLEX and vice versa (which, as noted in §21(d) above, was based on the company’s expert elicitation). [16:  See §3.16, p.25.]  [17:  See §3.16, p.27.] 


23. It is unclear to Myaware what exactly this means in terms of the approach that was taken to modelling, and Myaware reserves the right to address this further if the position is clarified. But it seems that the Committee has decided to assume that: (i) the proportion of patients receiving subsequent IVIg, PLEX, corticosteroids and NSISTs should, for the Zilucoplan arm of the model, reflect the proportion of patients initially receiving IVIg and PLEX in the comparator arm; but (ii) the expert elicitation estimate for switching from IVIg and PLEX should be used for the comparator, ie, the ‘basket’ of standard care arm (although apparently not for the Zilucoplan arm); and (iii) at least in the comparator arm, people treated with IVIg and/or PLEX would not be re-treated with the same treatment again.

24. If so, the Committee’s approach did not have a sound basis and was inconsistent with the approach taken in the Efgartigimod appraisal (TA1069):

a. The Committee “noted there may be variations in subsequent treatment in practice and acknowledged the difficulties in modelling. It also noted that, if zilucoplan is recommended, the sequence of subsequent treatment for people who have had zilucoplan might differ from those who have only had IVIg, PLEX, or corticosteroids and NSISTs for their refractory gMG”.[footnoteRef:18] But in the Efgartigimod appraisal, the Committee decided that “the most reasonable approach would model the same proportions of people having plasma exchange and IVIg in both arms. That would mean that people who stop efgartigimod would have the same sequence of IVIg and plasma exchange as the comparator arm.”[footnoteRef:19] In other words, the Committee in the Efgartigimod appraisal resolved the uncertainty around subsequent treatments by making a simplifying assumption. While, to be clear, Myaware does not agree with the modelling of the treatment pathway in the Efgartigimod appraisal, that simplifying assumption at least avoided different costs of subsequent treatments across the arms of the economic model. [18:  See §3.15, p.24.]  [19:  TA1069 FDG, §3.15.] 

  
b. By contrast, the approach taken in this appraisal suggests that there may be different subsequent treatment costs across the arms for reasons that are not based on trial data or clinical expert views but, rather, are driven by different uses of source data and assumptions on switching for the Zilucoplan arm and the ‘basket’ of standard care arm. In addition, it appears that the Committee has decided to model a situation in which, at least in the comparator arm, a significant proportion of people initially treated with IVIg and/or PLEX people might be left only with SoC treatment (corticosteroids and/or NSISTs) instead of being re-treated. Given the heterogeneity of this cohort of refractory gMG patients and the severity of their symptoms, this makes no sense. This is exemplified on p.111 of the Committee Papers for ACM2.

25. In short, the Committee has taken an approach that appears (i) to be inconsistent with that taken in another recent appraisal of a treatment for gMG, for reasons that are unclear (indeed, unexplained), and (ii) not to reflect the realities of the limited treatment options for the relevant cohort.

2.5 NICE’s conclusion that it would consider the utility decrement associated with corticosteroid use qualitatively in its decision making is irrational.


26. This preferred assumption is listed in the tenth bullet point of §3.27 and considered in §3.20 of the FDG. 

27. In its economic model, the company accounted for the uncaptured benefits arising from the fact that patients on Zilucoplan can reduce or stop their use of corticosteroids which have a substantial impact on quality of life and can lead to severe complications such as diabetes, osteoporosis, depression and infection. This is supported by the RAISE clinical trial data discussed on p.23 of the Committee Papers for ACM2, online commenting from a patient treated with Zilucoplan on p.140 of the Committee Papers for ACM2, and the patient testimony provided by Myaware in its submission on p.267 of the Committee Papers for ACM1:

“I was diagnosed with myasthenia gravis towards the end of 2002. Post a thymectomy in early 2003 I completely crashed and ended up on a ventilator under anaesthetic for 11 days. It took four months to leave hospital and a further two before they removed the tracheotomy. I was told I had brittle myasthenia. It was advised I should receive regular IVIg as I kept crashing in the months that followed. I was also given a cocktail of other drugs to keep me stable. Fast forward to 2015 and I crashed really badly. Drugs were changed and I had to take steroids again where I put on a staggering 50kg. Today, after being on the trial for two years the only myasthenia drug I have is zilucoplan. I have been feeling so much better and I have lost 30kg so far thanks to finally coming of steroids in January this year. Zilucoplan has changed my life. I’m so so grateful for the opportunity to test this drug.”   

28. In the FDG, the Committee acknowledged the real-world clinical and human impact of corticosteroid use but nevertheless went on to exclude the quantification of corticosteroid use in the model because of limitations in the data sources. Instead, the Committee stated that it would take this factor into account qualitatively. This was irrational for three reasons:

a. The Committee accepted that Zilucoplan can reduce corticosteroid use, based on RAISE and RAISE-XT data, and accepted that EQ-5D may not capture all utility decrements. Accordingly, there was a clear basis for taking this factor into account (as the Committee implicitly accepts by stating that it would be taken into account qualitatively).

b. The company put forward specific figures reflecting the utility decrement associated with corticosteroid use using data derived from systemic lupus literature – namely, a utility decrement of 0.18 to the ‘uncontrolled’ health state for people on a high dose of corticosteroids (10 mg/day or more), and a utility decrement of 0.07 to the ‘stable’ health state for people on a low dose of corticosteroids (below 10 mg/day). The Committee rejected these figures in view of uncertainty about EQ-5D and the company’s estimates having been based on a different condition (ie, the use of proxy data).[footnoteRef:20] But these may have been reasons to adjust the figures – not to discount the data altogether.[footnoteRef:21] [20:  See §3.20, pp.31-32.]  [21:  It may be noted that, following the second draft guidance consultation, the EAG “did not comment further on the company’s response but excluded corticosteroids disutility from its base case”. In other words, the EAG did not suggest any alternative.] 


c. [bookmark: _Ref202903303]The qualitative way in which the Committee took the utility decrement into account was in deciding that the maximum acceptable ICER would be at the upper end of the range that NICE considers a cost-effective use of NHS resources.[footnoteRef:22] But even in the absence of this factor, the Committee ought to have reached this conclusion in any event given that (as was rightly acknowledged) gMG is a rare and severely debilitating lifelong condition with high unmet need. (Indeed, the uncertainties in the evidence were a product of this rarity.) So in practical terms, the utility decrement associated with corticosteroid use did not make any difference to the outcome when it should have done. [22:  See §3.29, p.39.] 


29. By not taking utility decrement into account quantitatively because of the uncertain evidence, the FDG effectively penalises gMG patients for the rarity of their condition, which has resulted in less available data compared against other more common conditions. Where a factor such as reduced corticosteroid use has huge clinical importance, the direction of effect is clear, and no better data is available, total exclusion is irrational. The appropriate response would have been for the Committee to do the best it can on the evidence available.

2.6 NICE’s conclusion that it would consider the impact of Zilucoplan on carers qualitatively in its decision making is irrational.

30. This preferred assumption is listed in the twelfth bullet point of §3.27 and considered in §3.22 of the FDG. 

31. The Committee considered it appropriate to take into account the impact of Zilucoplan on carers qualitatively in its decision making rather than factoring it into its economic modelling. This was irrational:

a. §29(c) above is repeated – the Committee should have concluded that the maximum acceptable ICER would be at the upper end of the range that NICE considers a cost-effective use of NHS resources even in the absence of this factor. Accordingly, it was effectively not taken into account at all, in the sense that it made no difference to the outcome.

b. The Committee based its decision on the approach which was taken in the efgartigimod appraisal (TA1069). In that appraisal, the Committee dealt with carer quality of life at §3.17-§3.18. It found that “depending on the severity of the condition, gMG can have a substantial impact on carers' lives” but decided to take this into account qualitatively because of limitations with the evidence. Myaware objected to this in the efgartigimod appraisal (please see p.120 of the Committee Papers for ACM3 of the Efgartigimod appraisal) and maintains that carer disutility should have been given more weight in the appraisal process. To do the same in the Zilucoplan appraisal repeats the same, unfair, error. Carer disutility is particularly important in relation to Zilucoplan given that it would be used “only for people with severe refractory gMG, as an add-on treatment for people who are considered for, or on long-term use of IVIg or PLEX”.

Conclusion

32. NICE’s decision is based on assumptions and exclusions that are internally inconsistent and irrational. It reflects an overly conservative approach to uncertainty in a rare disease context, resulting in a model that biases in favour of the status quo and underestimates the benefits and cost savings associated with Zilucoplan. It does not reflect the input or experience of clinical experts or Myaware. 

33. We respectfully request the appeal points above be discussed at an oral hearing. 

34. People with refractory gMG face severe limitations in function, independence, and quality of life. Zilucoplan offers a treatment that addresses this unmet need and should be evaluated fairly, doing the best possible with the evidence available. As is explained above, the effect of the FDG is to further isolate a cohort of patients with refractory gMG, worsening their (and their carers’) quality of life.

Yours Sincerely,


XXXXXXXXXXXXXX

XXXXXXXXXXXXX Research and Partnerships Manager of Myaware
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