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Introduction
•	�	 Rozanolixizumab is a humanized IgG4 mAb that targets and 

blocks FcRn with high affinity, approved for treating AChR and 
MuSK Ab+ gMG1,2

•	�	 The molecular characteristics of rozanolixizumab and 
efgartigimod (another FcRn inhibitor) differ, which could 
warrant patients with gMG switching from efgartigimod to 
rozanolixizumab

	 – �An in vitro modeling study showed that rozanolixizumab 
achieved high intracellular drug levels more quickly than 
efgartigimod due to its higher affinity and pH-independent 
binding to FcRn, with higher IgG reductions2

	 – �Based on Phase 3 clinical trial data, AChR autoantibody 
reduction tracks more closely with total IgG clearance with 
rozanolixizumab than efgartigimod3

•	� The aim of this study was to assess real-world demographics, 
clinical characteristics, treatment patterns and HCRU among 
patients with MG initiating rozanolixizumab who switched 
from efgartigimod

Methods
•	� This was a retrospective non-interventional cohort study of 

adult patients (≥18 years) with MG treated in the US, using de-
identified, patient-level data from medical and pharmacy claims 
from the Komodo Healthcare Map® 

•	� Data were included from patients who received ≥1 infusion 
of rozanolixizumab between July 21, 2023, and February 28, 
2025, after receiving ≥1 infusion of efgartigimod in the previous 
12 months and had continuous plan coverage for 12 months 
pre- and post-index date (first recorded date for receiving 
rozanolixizumab) 

•	� The baseline period was 12 months before the index date  
and the follow-up period was 12 months after and including  
the index date
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Summary and conclusions

This retrospective, non-interventional 
cohort study assessed real-world 
demographics, clinical characteristics, 
treatment patterns and HCRU among 
patients with MG in the US who 
switched from efgartigimod 
to rozanolixizumab

In the 12 months following initiation of 
rozanolixizumab, the mean annualized 
number of cycles decreased and the 
mean treatment-free interval increased 
versus baseline (efgartigimod)

Most patients either discontinued, 
decreased or maintained their 
corticosteroid dose during follow-up, 
after initiating rozanolixizumab

In general, HCRU decreased 
during follow-up, after initiating 
rozanolixizumab 

These real-world findings demonstrate 
that switching from efgartigimod to 
rozanolixizumab is a clinically viable 
treatment strategy and was associated 
with improved treatment outcomes 
and reduced healthcare burden, which 
could occur due to differences in 
molecular characteristics

Figure 2	� Most patients either discontinued or 
decreased their corticosteroid dose during 
follow-up (after initiating rozanolixizumab)

Denominator is patients with ≥1 CS claim at BL. Data are based on claims only, so may not 
reflect what the patient ultimately received as a dose.
*Six patients with baseline CS use had missing dosage information and were excluded from 
this analysis.  
†Decreased, but did not discontinue CS.

Figure 3	� Generally, HCRU decreased during follow-up
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Figure 1	� Most patients were between 51 and 80 years of age at initiation of rozanolixizumab (a) and the most 
common comorbidities during baseline were hypertension, dyslipidemia and infections (b)
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(a) Age at initiation of RLZ (N=70) (b) Comorbidities (N=70)

Table 1	� Observed treatment patterns indicated a 
reduced treatment burden when patients 
switched from efgartigimod to rozanolixizumab

Efgartigimod Rozanolixizumab

Cycles initiated, mean (SD) 3.5 (2.0) 2.5 (1.6)

Treatment duration, weeks (SD) 38.3 (13.6) 47.2 (11.5)

Annualized cycles, mean (SD) 4.8 (2.2) 3.0 (2.2)

Treatment-free interval, weeks, (SD) 5.6 (2.7) 6.8 (4.1)

Per-patient annualized cycles=(number of cycles initiated in a year/treatment duration days)*365. 

29.7% (n=11/37)*
discontinued CS

29.7% (n=11/37)*
increased CS dose

8.1% (n=3/37)*
unchanged CS dose

32.4% (n=12/37)*
decreased CS dose†
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Results
Patient characteristics
•	�	 In total, 70 patients switched from efgartigimod to rozanolixizumab 

and were included in the analysis

•	�	 During baseline, patients had a mean (SD) age of 63.6 (15.6) years 
and 50% (n=35/70) were female

	 – �The largest proportion of the cohort (42.9%; n=30/70) was from 
the South, and more than half (55.7%; n=39/70) were covered 
by Medicare

	 – �Most patients were between the ages of 51 and 80 years and the 
most common comorbidities were hypertension, dyslipidemia 
and infections (Figure 1)

Treatment patterns
•	�	 Patients experienced a reduction in annualized treatment cycles 

(mean 4.8 vs 3.0) and increased duration of treatment-free 
intervals (mean 5.6 vs 6.8) when switching from efgartigimod to 
rozanolixizumab (Table 1)

Oral corticosteroid and NSIST use
•	�	 In total, 61.4% (n=43/70) of patients received oral corticosteroids 

during baseline and 57.1% (n=40/70) received them during 
follow-up

	 – �The mean (SD) daily dose was 7.4 mg (6.5; n=39) during baseline 
and 9.0 mg (12.1; n=34) during follow-up

	 – �Of patients receiving steroids during baseline, 29.7% (n=11/37) did 
not require steroids after initiating rozanolixizumab (Figure 2) 

•	� In total, 51.4% (n=36/70) of patients received NSISTs during 
baseline; of these, 50.0% (n=18/36) decreased the number of 
NSISTs used during follow-up, 41.7% (n=15/36) exhibited no change 
in their NSIST use and 8.3% (n=3/36) increased the number of 
NSISTs used 

•	� Most HCRU events were less frequent during follow-up than 
baseline (Figure 3)
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