Health state utilities associated with geographic atrophy secondary to dry age-related
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KEY TAKEAWAYS

m Inthis cross-sectional, quantitative vignette-based study, health states
representing early GA were associated with higher preference-based utility
values than health states associated with advanced GA

m The results from this general population utility study provide robust inputs
for cost-effectiveness analyses of GA interventions, supporting health
technology assessment and evidence-based resource allocation /

INTRODUCTION

m GAis an advanced form of AMD with an impact on visual
function that may not be detected clinically until
significant disease progression and foveal involvement
has occurred (Figure 1)’

m As new treatments emerge to slow GA progression,
cost-utility analyses requiring health state utilities
(i.e., preference weights indicating QoL) will be needed
to assess their value

m Generic preference-based measures such as EQ-5D
have been shown to have limited sensitivity to severity
of visual conditions

m Therefore, the current study was conducted with
vignette-based methods to estimate utilities of various
severity levels of GA

OBJECTIVE
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m T[o estimate health state utilities specifically associated with GA for use in subsequent

economic modeling

METHODS

m Thisis across-sectional, quantitative vignette-based utility study
— Datawere collected in 1:1 in-person interviews with adults from the general

population in the UK (England and Scotland)

m Seven health state vignettes were developed based on literature review,%'? input from
clinical experts and interviews with people with GA and caregivers of people with GA

(Table 1, Figure 2)

— Vignettes described varying GA severity levels — indicated by GA lesion area (or size)
and distance of lesion to the foveal center. Each health state also described QoL impact
and included an image illustrating the visual impairment associated with the lesion

Table 1. Seven health state vighettes
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Images in table are graphical representations of GA lesions.
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Figure 2. Example of a health state vighette: GA with lesion of medium size near the

foveal center

* You have a medium blind spot

Blind spot * The blind spotis close to the centre of the fovea, where vision is clearest

* You always notice the blind spot
* Reading is difficult
— You can read a little by focusing on the parts of your vision not affected by the blind
spot, but reading is difficult and slow because the blind spot is near the centre
of your vision
— You can make reading a little easier with large print, extra light, or a magnifying
device, but your blind spot still presents difficulties
— Your reading difficulties can make some activities harder, such as reading labels
when shopping and using a computer
* You can have difficulty with tasks that require detailed vision, like threading a
needle, reading numbers from a credit card, or using a hammer
* You can get around independently in public, but it is difficult, and you may not
always see people or objects in front of you
* You have some difficulty recognising faces

Impact on daily
activities

Impact on self-care | * Yourvision does not affect your ability to care for yourself

Impact on driving * You are not confident or comfortable with driving in any situation

* Yourvisual condition has an emotional effect on you

Emotional impact s - :
P * You are concerned about the future and the possibility of your vision becoming worse

Image representing
visual impairment

A pilot study was conducted to ensure the health 4 )

states and methodology were comprehensible and Flgu.re.3. VR demonstration for
feasible participants

— After health state descriptions were refined based
on the pilot study, utilities for each health state
were estimated in a larger utility elicitation study

Prior to reviewing and valuing health states in TTO
interviews, each respondent viewed a VR
demonstration (with eye movement tracking) that
simulated predefined day-to-day scenarios presented
in the context of various GA severity levels (Figure 3)

RESULTS

Participant demographics

m Atotal of 234 participants in the UK (England, n=118; Scotland, n=116) completed their interviews
(Figure 4)
— Forty-eight participants (20.5%) reported knowing somebody diagnosed with AMD

- N
Figure 4. Participant demographics (Total N=234)

Mean (SD) age

46.9 (16.1) years
)

Ethnicity (%) Employment status (%)

21% 7.7%

3.8%

Sex, n (% — | | 3.0%
En_gland B White oLt
Lt Asian/Asian British uw;t:ll?e
B Black/African/ 0
Caribbean/Black British 44.0%
Mixed/Multiple ethnic groups Part-time
m Other work
24.4%
Scotland (47.0%) (51.3%) (1.7%)
n=116

alncludes Homemaker, Student, Unemployed, Disabled, Retired, and Other categories

— VR served as a unique way to introduce the
respondents to GA and GA of varying severity levels

During the initial part of the structured interview, participants ranked the health state
descriptions presented to them, based on their preferences
Participants then valued health states in the TTO interview in 10-year time increments (10-year
time with 5% trading increments)
— Participants were presented with a health state and offered a choice between spending
10 years in this health state versus spending various amounts of time in the full health state,
In 6-month increments

Presented at the Royal College of Ophthalmologists Annual Congress (RCO) 2026; May 18-21, 2026; Manchester, UK

Clinical characteristics

m The most commonly reported health conditions were anxiety (25.6%), depression (23.5%),
hypertension (8.1%), arthritis (7.7%), and diabetes (6.4%)

m Four participants (1.7%) reported a diagnosis of AMD (2 wet AMD, 1 dry AMD, 1 unknown).
No participants reported GA associated with their AMD

Health state rankings
m Participants compared and ranked all health states in order of preference (Table 2)

Table 2. Ranking of health states by participants

Most preferred

Least preferred

Health state rank frequency,

n (%)
A1 234 . . . . . .
(Small and far) (100.0%)
A2 . 49 173 12 - - -
(Small and near) (20.9%) (73.9%) (5.1%)
B1 . 185 49 . . . .
(Medium and far) (79.1%) (20.9%)
B2 . - . 136 98 - -
(Medium and near) (58.1%) (41.9%)
C1 . - 12 86 136 - .
(Large and far) (5.1%) (36.8%) (58.1%)
C2 . - . . - 234 -
(Large and near) (100.0%)
D . . . . . - 234
(Blind) (100.0%)

Refer to Table 1 for health state descriptions; images in table are graphical representations of GA lesions.

Mean utilities
m Health states with smaller GA lesions and lesions farther from the foveal center had greater mean
utilities (Figure 5)
— Mean health state utilities in this study are in a similar range to published utility values for GA,
although the methods of these previous studies are not directly comparable’-1°

-

igure 5. Mean health state utilities?
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aUtilities are on a scale anchored with 0 representing dead and 1 representing full health. Refer to Table 1 for health state descriptions.
Images in figure are graphical representations of GA lesions. /
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STUDY LIMITATIONS

m Limitations of vignette-based studies should be acknowledged.® In this study, utilities were
estimated based on general population preferences for the health state vignettes. The extent
to which the resulting utilities may differ from those derived from participants completing
generic measures is not known

CONCLUSIONS

m Inthis general population utility study, health states representing early GA
(smaller GA area and lesions far from the foveal center) were preferred and had
higher mean utilities than those representing advanced GA (larger GA area and
lesions near the foveal center)

m The utilities estimated in this study may be useful for cost-effectiveness
models of GA treatment to inform health technology assessment decision-
making about healthcare resource allocation

Abbreviations: AMD, age-related macular degeneration; EQ-5D, EuroQol 5-dimensions; GA, geographic atrophy; QoL, quality of life; SD, standard deviation; TTO, time trade-off;
VR, virtual reality.
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