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The survey titled '"Market Research Survey focusing on the management and treatment of diabetic retinopathy (DR)- with and without diabetic macular edema (DME)' aimed to provide a comprehensive view To calculate the costs related to access
of the challenges arising from patients' lack of adherence to prescribed treatments, exploring perceptions of the treatment experience from both patients with DME and the clinics, healthcare personnel, and barriers for Diabetic Macular Edema (DME)
providers responsible for care. patients over a two-year period (2022/2023),
Based on the survey conducted in 24 countries, a report was published with specific results for Colombia, regarding the five participating ophthalmology clinics. In these clinics, four printed questionnaires based on data from “International Market
using optical brand recognition were employed to gather information on the perceptions and opinions of the following groups [2]: Research Survey focusing on the management
e Patients currently receiving anti-VEGF therapy for the treatment of DME. and treatment of diabetic retinopathy (DR) —
e Healthcare professionals (or providers) who prescribe and/or administer anti-VEGF injections in the treatment of DME. with and without diabetic macular edema
e Staff members of any kind in the participating clinics who, although they do not prescribe or administer anti-VEGF injections for the treatment of DME, regularly interact with patients in other ways. (DME)”, which included Colombia

In the survey, 41 questions are specifically directed at patients with DME, addressing topics such as the interaction between patients and the medical staff responsible for their treatment, satisfaction and
adherence to prescribed treatment, and the main challenges they face when attending medical appointments. Additionally, it includes detailed information on the sociodemographic data of the patients. For
the purposes of this study, only the information from the questions directed at the patients will be considered.

Methods

This study examines the barriers to accessing treatment for Diabetic Macular Edema (DME) identified in the "Market Research Survey on the Management and Treatment of Diabetic Retinopathy (DR)- With and Without DME" conducted in Colombia, which
surveyed 325 patients. Additionally, it estimates the economic impact of DME treatments related to three approved treatment options in the country: anti-VEGF injections, corticosteroids, and laser therapy.
In public health management, measuring access to healthcare services serves as an indicator for evaluating the population's protection against iliness and the effectiveness of strategies and resources available to address various diseases.
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The Levesque classification of access to healthcare services is
Health care utilisation Health care consequences addressed through five fundamental dimensions:

» Health 4) Affordability; and 5) Appropriateness, which reflect the
characteristics from the supply side (health systems and organizations)
Ability to perceive Ability to seek Ability to reach Ability to pay Ability to engage and, from the demand side (patients, users), the following capabilities
are considered: 1) Perception capacity; 2) Search capacity; 3) Reach
capacity; 4) Payment capacity; and 5) Participation capacity
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Taking this approach as a reference, based on the data provided by the survey, it is possible to identify variables that generate access barriers, both from the perspective of patients and their environment, as well as those related to the current provision of
services by the surveyed clinics for the treatment of DME:

1. Barrier of availability, accommodation, and reach 2. Participation barrier 3. Barrier of affordability and payment capacity

To estimate the marginal costs associated with this barrier, we compared the  To estimate the costs associated with treatment non-adherence, we To estimate the marginal costs incurred by patients according to the type of treatment
expenses incurred by patients and their companions (when applicable) living in  considered the marginal costs of patients identified in the survey as funding, the following questions from the survey were used:

urban areas to those in suburban or rural areas. The following variables from the  "non-adherent" or those who missed two or more follow-up or injection e Number of surveyed patients

survey were taken into account for this calculation: appointments. It is important to note that the survey assessed adherence e Percentage of patients by type of treatment

e Number of surveyed patients solely for patients receiving anti-VEGF injection therapy e Percentage of patients by type of payment for treatment costs (Included payments;
e Residence: urban, suburban, and rural environment. Fully covered by insurance or government funding, Partially self-funded with the
e Type of treatment remainder covered by insurance or government, and Fully self-funded)
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Results

In Panel, it is observed that most patients receive anti-VEGF injections, while a smaller proportion is treated with corticosteroids or laser photocoagulation. Regarding adherence, it is found that only 16.3% (53 patients) have stopped attending treatment or
follow-up appointments, which allows us to infer that many patients are adequately following the treatment with anti-VEGF intravitreal injections.

Finally, in relation to the type of caregiver, it is highlighted that most patients with DME require an accompanying person (paid or unpaid) to assist them with their treatments. It is noted that nearly 90% of the companions/caregivers are unpaid (partners,
family members, or others), and only a small number of patients (0.6%) choose to pay for a caregiver (nurse or professional caregiver).

Figure 2. Information on the treatment of surveyed patients
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The cost results by access barriers presented in the following table correspond to the total per barrier for the two-year study period (2022 —2023), at 2024 prices.

Table 1. Marginal cost results by access barriers 2022-2023

4 Barriers # Patients Marginal Total Costs(USDS) Patient Marginal Costs(USDS) )

; ; HF : The marginal costs of this access barrier are directly influenced by the frequency of medical appointments required according to the type of
Barrier of avallablhty' accommOdahon’ and reach 92 $ 20.678 S 225 therapy, along with the time and distances needed to access the treatments

.. . ] If the 53 patients who reported being non-adherent in the survey were adherent, the healthcare system would save $456,228 USD over a
Part|C|pat|on barrier 53 S 456.228 S 8.608 period of 2 years, equivalent to 55%, as the additional costs associated with loading doses would be avoided. In terms of per patient, the
savings would be $8,608 USD over a period of 2 years.

i ili i The additional cost that tient | based on the t f health they h Iso determines their ability t th
Barrler of aﬁordablllty and payment capaCIty 100 S 191125 S 1909 re|§taed gogpeaatcégznt. at a patient INCUrs pased on tne type or nea coverage tney nave also aetermines tnelr abllity To manage the expenses
\Total $ 668.031 $10.742 /
Conclusions

Additional costs paid by patients and health system due to barriers to access in DME treatment in Colombia are not due to the effectiveness of treatment, is mainly driven by adherence and affordability of treatment. If patients were adherent to treatment,
the health system would save USDS8.608 per patient (55%), but structural factors make access to treatment limited. These results highlight the need for interventions aimed at reducing these barriers to make clinical outcomes effective as a treat & extend
protocol
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