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Introduction: Worldwide, incidence and prevalence of multiple sclerosis (MS) have increased over the last decades. We present a systematic epidemiological study with recent prevalence and incidence rates of MS in Bavaria.

Methods: Incidence and prevalence of MS stratified by gender, age groups and region were analyzed by data records from 2006 to 2015 of more than 10 million people insured by the Bavarian Association of Statutory Health Insurance Physicians. Official statistics of the German Federal Ministry of Health provided the size of the general population. Future prevalence was estimated with a predictive model.

Results: From 2006 to 2015 prevalence of MS in Bavaria increased from 171 per 100,000 to 277 per 100,000, while incidence rates remained relatively stable (range 16–18 per 100,000 inhabitants with a female to male ratio between 2.4:1 and 2:1). Incidence and prevalence were higher in urban than urbanized and rural areas. The prevalence is expected to increase to 374 per 100,000 in 2040 with the highest prevalence rates between 50 and 65 years.

Conclusion: The prevalence of MS in Bavaria is among the highest worldwide and will further rise over the next two decades. This demonstrates a need to strengthen healthcare provision systems due to the increasing numbers of particularly older patients with MS in the future.
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INTRODUCTION

Multiple sclerosis (MS) is one of the leading causes for disability in young adults with a major impact on quality of life of the affected persons (1, 2). Europe is a region with high prevalence rates with half of the persons reported to be affected by MS in the world living in Europe (3, 4). Population-based data from 1985 to 2011 suggest an increase of prevalence of MS worldwide with an increase of the overall number of people with MS from 2.1 million in 2008 to 2.3 million in 2013 according to the WHO (3–5). In population-based studies from 1985 to 2011, worldwide incidence rates of MS ranged from <1 per 100,000 to > 10 per 100,000 (4, 6, 7). The prevalence and incidence of MS is higher for women than men (ranging from 1.1:1 to 3:1 in the majority of European studies) (4). Over the last decades, prevalence and incidence grew at a faster rate in women than in men (4, 6–9).

In central Europe, including Switzerland, Germany, Austria and Hungary, prevalence rates ranged from 62 per 100,000 to 128 per 100,000 with the lowest rates found in the 1990s in Hungary and the highest prevalence rates analyzed in 2006 in Germany (4).

From 2005 to 2009 an increase of prevalence from 102 per 100,000 to 143 per 100,000 in Germany was reported (10). At the beginning of this century, the overall number of MS patients in Germany was estimated with approximately 120,000 to 140,000 patients and a female to male ratio of 2.5:1 (11, 12). Recent estimations of the health care provision system report about an overall number of MS patients in Germany of 200,000 (13). Reported incidence rates ranged from 4.6 per 100,000 in 1985 to 8.0 per 100,000 (14, 15). Due to the variety of data sources and survey methods applied to different geographic populations, the comparability of such results is inherently limited.

This project aimed to estimate the prevalence and incidence of MS in the German federal state of Bavaria in the years of 2006–2015 together with their regional distribution. The study comprises a systematic retrospective analysis of anonymous claims data held by the Bavarian Association of Statutory Health Insurance Physicians, covering about 85% of the population of Bavaria.

METHODS

The incidence, prevalence and corresponding regional distribution of MS in Bavaria were estimated on a yearly basis from two different data sources. Ambulatory claims data held by the Bavarian Association of Statutory Health Insurance Physicians (BASHIP) were used to assess the number of MS patients with a secured ICD-10 diagnosis G35. Study data, aggregated by year gender and age group were extracted from a pseudonymised database created by the BASHIP for the purpose of health services research. Approval was obtained from the responsible data protection officer of the BASHIP. Data covered the years 2004 to 2016 and was stratified by region, gender and the age groups [0, 15), [15, 20), [20, 25), …, [70, 110]. Here, the mathematical notation of intervals is used to indicate inclusion by squared brackets “[” and “]”, and exclusion by round brackets “(” and “)”. Therefore a patient transitions from the interval [0, 15) to the interval [15, 20) on the 15th birthday, for example. Estimates of incidence and prevalence have also been standardized to the age distribution of the European standard population (ESP) and the WHO standard population to support comparability with data of other countries (16, 17).

A patient was considered to have MS if the secured ICD-10 diagnosis G35 was present in at least two separate quarterly periods, not necessarily in the same year. The year of diagnosis was considered to be the year of incidence; a minimum period of 2.5 years was available by which to exclude a previous MS diagnosis. In subsequent years, the patient was only included in the prevalence count if a corresponding MS diagnosis was present. An MS diagnosis was assumed to be valid coded by a neurologist at least once during the observation period.

The underlying population was taken from the official KM 6-statistic of the German Federal Ministry of Health. This details the number of statutorily insured persons in Bavaria by age group and gender, but not by administrative district. The latter was therefore inferred from the regional distribution of the patient's districts of residence as observed in the BASHIP claims data.

Patients were also aggregated according to the regional planning districts as defined by the German Federal Institute for Research on building, urban affairs and spatial development, each containing between 317,000 and 2.8 million residents and classified using the categories urban, partially urbanized and rural. In urban areas, 50% of the population live in cities and the overall population density is >150 inhabitants per km2. In rural areas, less than 50% of the population live in cities and the population density outside the cities is <100 inhabitants per km2. Intermediate regions are classed as partially urbanized.

Data were restricted to the years 2006 until 2015. In an additional analysis, the prevalence for the period 2020–2040 was forecast starting with the actual data for the year 2015. For each discrete 5-year interval, the count of MS patients and the size of the general population in 2015 were transitioned from one age group to the next. At each step, several factors including the MS incidence affect the group sizes either positively or negatively. The mean values of the age specific incidence rates, which proved to be rather stable within the years 2006–2015, were used for this computation. Assuming a uniform distribution of age within the age groups, each subject spends an average of 2.5 years under the risk of two subsequent age groups considering a time interval of 5 years. The corresponding incidence rates where therefore each multiplied by a factor of 2.5 and applied to the size of the general population of a given age group to add the resulting expected count of new MS diagnoses in the transition of this age group to the next age group for a step of 5 years. In the same manner and taking the same effect, one-third of the MS patients and the general population in age group [0, 15) transitioned to the next age group. The size of the age group [0, 15) was kept stable in this analysis, which assumes constant birth rates. This stable amount of subjects not transitioning into the next age group stayed under a stable risk estimated for this age group [0, 15) for five years in each step. There was also no transition of patients from the age group [70,110] to any older age group and subjects stayed under the risk of this age group, i.e., applying the corresponding incidence, for a period of 5 years in each step. Taking a negative effect on the count of MS patients, e.g., due to death, movements or any other cause, dropout rates were computed for each age group and year from the BASHIP claims data by identification of MS patients with terminating records, i.e., patients without any claims records of any kind in the years after a given year. These dropout rates were rather stable and were averaged across years for each age group and gender. In the transition of MS patients from one age group to the other, i.e., for a time shift of 5 years, the average dropout rate of two subsequent age groups was applied five times to resemble yearly dropout. Further losses and gains also had to be expected for any cause, such as death and population movement, in the general population. Annual dropout and accrual rates between 2013 and 2014 stratified by age group and gender were therefore estimated using the so-called “birth day sample” (German: Geburtstagsstichprobe) of anonymous claims data that has been augmented with a list of all insured persons and is available from the german Institut des Bewertungsausschusses (18). These rates were used to adjust the size of the general population in the forecast as described for the dropout of MS patients above. Concerning the oldest age group [70,110] it is evident that dropout, most likely due to death, has to be taken into account as otherwise, this group size would constantly rise due to subjects transitioning into this age group with each step of 5 years taken in the forecast.

All computations were performed in R 3.4.2 (R Foundation for Statistical Computing, Vienna, Austria).

RESULTS

General Aspects

Of the 12.8 million inhabitants of Bavaria in 2015, approximately 83.5% were covered by statutory health insurance plans (Federal Statistical Office, 2015). Characteristics of the populations of statutorily and privately insured persons can be inferred from the 2015 microcensus results provided by the Federal Statistical Office. Therefore the median age of statutorily and privately insured persons was 46 and 48 years, with 52.3 and 41.5% women and a median net income of 900–1300€ and 2000–2600€, respectively. Gender is a well-known risk factor for MS and has been taken into account in the following computations.

Prevalence

The overall prevalence of MS in Bavaria increased by 62%, from 171 per 100,000 in 2006 to 277 per 100,000 in 2015 (Figure 1A, Table 1). The prevalence standardized to the age distribution of the European standard population and the WHO standard population are also given in Figure 1A and Table 1. In 2015, about 30,000 of 10,720,000 Bavarians enrolled in statutory health insurance plans were diagnosed with MS. Assuming a similar prevalence across Germany, this would suggest that approximately 230,000 persons were diagnosed with MS in 2015. The prevalence in the male population increased by 68%, from 96 per 100,000 in 2006 to 160 per 100,000 in 2015 (Figure 1A, Table 1). The prevalence in the female population increased by 61%, from 237 per 100,000 in 2006 to 382 per 100,000 in 2015 (Figure 1A, Table 1). Thus, the female to male ratio remained largely unchanged during the observation period, equalling 2.48 in 2006 and 2.38 in 2015 (Figure 1B, Table 1).
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FIGURE 1. (A) Prevalence of MS (overall, women, men and standardized to the age distribution) of the European standard population (ESP) and the WHO standard population in Bavaria from 2006 to 2015 (increase of overall prevalence of MS by 62% from 171 per 100,000 in 2006 to 277 per 100,000 in 2015, increase of prevalence of MS of men by 68% from 96 per 100,000 in 2006 to 160 per 100,000 in 2015, increase of prevalence of MS of women by 61% from 237 per 100,000 in 2006 to 382 per 100,000 in 2015). (B) Female to male ratio of prevalence of MS in Bavaria from 2006 to 2015 (decrease from 2.48 in 2006 to 2.38 in 2015).




Table 1. Overall Incidence and Prevalence of MS in Bavaria.
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The MS prevalence increased in all age groups (Figure 2A, Table 2). Overall, the median age was not different in 2006 and 2015, varying between 40 and 45 years. Therefore, 50% of the MS patients were at least 40 years. In both men and women, the strongest increase in prevalence was observed in those aged 40–60 years old. The median of the female to male ratios computed within the age groups showed only little change during the observation period, ranging from 2.49 in 2006 to 2.41 in 2015 (Figure 2B, Table 2). The female to male ratio was higher in young adults (Figure 2B, Table 2).
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FIGURE 2. (A) Prevalence of MS in Bavaria (overall, women and men) correspondent to age groups (displayed in the gray bar on top of each graph) from 2006 to 2015. (B) Female to male ratio of prevalence of MS in Bavaria correspondent to age groups from 2006 to 2015.




Table 2. Age dependent Incidence and Prevalence of MS in Bavaria.
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Incidence

The incidence of MS was investigated in the same population. Between 2006 and 2015 the incidence remained rather stable (median 17.3, range 16.3 to 18.3 per 100,000 inhabitants, Table 1). The incidence standardized to the age distribution of the European standard population and the WHO standard population are also given in this Table 1. Incidence was higher among women (median 23.0, range 21.6–24.5 per 100,000) than among men (median 10.7, range 9.2–11.8 per 100,000).

The highest incidence rates were found in persons aged 20–50 years, with a peak incidence rate of 30.3 per 100,000 in men aged 30–35 and 61.1 per 100,000 in women aged 25–30 (Table 2). Incidence rates increased slightly in the age group 15–30 but decreased slightly in older patients during the observation period.

Regional Distribution

The prevalence was higher in urban areas compared to partially urbanized and rural areas. In 2015, the prevalence was 293 in urban, 287 in partially urbanized and 262 per 100,000 in rural areas (Figure 3A). Between 2006 and 2015, the prevalence increased in urban areas by 54%, in urbanized areas by 68% and in rural areas by 64%. Incidence rates were higher in urban areas as compared to partially urbanized or rural areas (Figure 3B).
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FIGURE 3. (A) Regional distribution of prevalence of MS in Bavaria (urban, urbanized and rural areas) from 2006 to 2015 (prevalence of 293 in urban, of 287 in urbanized and of 262 per 100,000 in rural areas in 2015, increase of prevalence from 2006 to 2015 in urban by 54%, urbanized by 68% and rural by 64%). (B) Regional distribution of incidence of MS in Bavaria (urban, urbanized and rural areas) from 2006 to 2015.



FUTURE PREVALENCE RATES

The future prevalence rates in Bavaria were estimated as outlined in the methods section. According to our predictive model, the prevalence is set to reach 353 per 100,000 inhabitants by 2030 and 374 per 100,000 inhabitants by 2040, with 50% of the MS patients being older than 45 years in 2040 (Figure 4A). While a small decrease in prevalence is expected in patients below the age of 45, a sharp increase is expected among older people. In 2040, the highest prevalence will be observed in the people aged between 50 and 65 years (Figure 4B).
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FIGURE 4. (A) Forecast of the future overall prevalence of MS in Bavaria (the prevalence of 277 per 100,000 inhabitants in 2015 is expected to increase to 353 per 100,000 inhabitants by 2030 and to 374 per 100,000 inhabitants by 2040). (B) Forecast of the future prevalence of MS correspondent to age groups in Bavaria. Computational details are given in the methods section.



DISCUSSION

Multiple sclerosis is one of the leading causes of disability in young adults. Besides individual implications for the affected people, the disease represents a significant socioeconomic burden to society. We present the first authoritative data on the prevalence and incidence of MS in Bavaria, one of the largest states in Germany with more than 12 million inhabitants. We observed a notable increase in the number of MS patients over the last decade, with 18,000 Bavarians enrolled in public health insurance plans being affected in 2006 and 30,000 in 2015. This corresponds to a 62% increase in the overall prevalence, reaching 277 MS patients per 100,000 Bavarians in 2015. Assuming the same prevalence in Germany as a whole, this would suggest that currently more than 230,000 Germans are diagnosed with MS. As the prevalence among women increased at the same rate as among men between 2006 and 2015, the female to male ratio remained largely unchanged. There was no trend in the incidence rates over the last decade, which ranged from 16 to 18 per 100,000 people. We observed a slightly higher prevalence and incidence of MS in urban areas as compared to partially urbanized and rural areas. According to our forecast, the prevalence of MS will further increase at least until 2040, when we predict a prevalence of almost 374 per 100,000 Bavarians, with more than 50% of MS patients being older than 45 years. Assuming a similar trend across Germany, this would translate into more than 300,000 Germans diagnosed with MS in 2040. A sharp increase of prevalence is expected for people aged between 55 and 70 years while a small decrease in prevalence is expected in patients below the age of 45.

Previous studies of prevalence and incidence have applied different methodological approaches and can be affected by inaccuracy of diagnosis and data ascertainment with subsequently restricted comparability. A study by Hoer A and coworkers analyzed the prevalence of MS in Bavaria from 2005 to 2009 using the same ambulatory claims data combined with prescribing data (10). The study took a different approach to identifying MS patients, requiring either a single diagnosis from a neurologist or psychiatrist or the collection of MS-specific medication from a pharmacy (10). It found that MS prevalence increased from 0.123 to 0.175%, which was then projected to 102,000 to 143,000 patients in the whole German population (10). However, patient identification was based solely on a health insurance number that was subject to change (e.g., marriage, change of status or change of insurance company). The use of a persistent patient identifier enables the present study to observe patients reliably over the entire observation period, improving estimation of prevalence and enabling the estimation of incidence.

Another study evaluated nationwide Statutory Health Insurance data covering both inpatient and outpatient services in Germany for the year 2010 counting approximately 200,000 patients with MS diagnosis (13). An investigation by Hein and coworkers used another approach with data based on representative samples of groups of physicians engaged in MS treatment, with the methodological risk of double counting and without the possibility of questioning the diagnosis (12).

In the present study we performed a systematic retrospective analysis of anonymous data held by the Bavarian Association of Statutory Health Insurance Physicians covering 83.5% of the Bavarian population between 2004 and 2016. In this respect the data of MS incidence, prevalence and regional distribution corresponded to a great majority of the Bavarian population. The data represent the claims of outpatient health care providers (outpatient clinics, general practitioners and registered medical specialists) and contains broad and objective information related to MS patients. The data include regional information, allowing stratification not only by age group and gender, but also by regional aspects. A minimum observation period of 2.5 years was used to rule out any prior MS diagnoses. We provide evidence to show that the prevalence in Bavaria is among the highest in the world, reaching 277 MS patients per 100,000 people in 2015.

Studies from other countries reported similar prevalence rates such as Canada (240 per 100,000 in 2000/2001), Northern Ireland (200.5 per 100,000 in 1996) and Scotland (between 203 and 219 per 100,000) (19–21). Older studies from central European countries like Hungary (62–65 per 100,000 people at the end of the 1990s), Austria (98.5 per 100,000 at the end of the 1990s) and Switzerland (110 per 100,000 in 1986) reported lower prevalence rates (22–25). We observed an increased prevalence over the past decade similar to the results reported by studies from Denmark (58.8 in 1950 to 154.5 per 100,000 in 2005) and Norway (19.3 in 1980 to 182.4 per 100,000 in 2010) (4, 26, 27).

Several investigations provide evidence for an increasing incidence of MS (e.g., in northern Finland with an increase especially in women from 1992 to 2007 and in the Nordland County of Norway from 0.7 per 100,000 in 1970 to 1974 to 10.1 per 100,000 in 2005 to 2009) (27, 28). In our study, we found that incidence rates were stable in Bavaria between 2006 and 2015. This is one of the surprising findings of our study with an increase in prevalence despite stable incidence rates during the observation period. This might be due to an increase in incidence before the observation period, possibly caused by the broad availability of magnetic resonance imaging and introduction of new diagnostic criteria in 1983 and 2001 (29, 30). The access to more and more effective immunotherapies may have improved life expectancy of affected patients and thus have increased MS prevalence despite stable incidence rates (4, 31).

Focusing on the female to male ratio of prevalence and incidence of MS, meta-analyses of studies over the previous 20-30 years provide evidence of a general but not ubiquitous increase in the female to male ratio of incidence of MS possibly due to changes in lifestyle, particularly among women (8, 32). In the present study, the prevalence increased at the same rate in the male and female populations between 2006 to 2015.

Looking at the regional distribution, our study found that urban areas were associated with a higher prevalence than partially urbanized and rural areas. Moreover, incidence rates were higher in urban as compared to partially urbanized and rural areas. These results are in line with data of studies of Finland, Canada and South America that show regional differences in MS prevalence and incidence (19, 32–34). These differences might be explained by a better access of patients to health care providers in urbanized and urban areas including neurological doctor‘s offices as well as radiologists with MRI scanners (19, 31–36). Also environmental factors might contribute to regional differences (32–34, 37).

In this study, data on ethnic differences in the development of MS prevalence and incidence rates in the last years was not available but would be of great interest for future studies.

Our study has certain limitations. The diagnosis of MS is based on the assessment of individual Bavarian neurologists in private practice. In this respect, the diagnostic MS criteria on which clinicians based their diagnosis are unknown. Because physicians in private practice are required to participate in continuing education training and many activities for neurologists are focused on MS, we assume a high standard of MS care in private practice including knowledge on the current diagnostic MS criteria.

Patients undiagnosed in the preliminary stages of the disease and otherwise unreported cases are unaccounted for, possible leading to an underestimation of the prevalence of MS in Bavaria. Another reason for an underestimation of prevalence could be incorrect coding by physicians. Most frequently, physicians used non-specified MS diagnosis codes (ICD-10 code G35.9), hence there is only partial information on the frequency of different types and courses of MS in Bavaria. The study data encompassed 83.5% of the total Bavarian population (see Methods), limiting generalizability to the population as a whole. Moreover, the data do not cover the treatment of patients in hospitals or in outpatient units of university hospitals. Furthermore another diversification of the study might be a possible difference of the Bavarian population compared to the overall German population in respect to demographic characteristics. We counteracted this fact by using age-group- and gender-specific measures for a projection of the results onto the entire German population and standardized our results to the age distribution of the European standard population (ESP) and the WHO standard population. However we cannot rule out further, unmeasured differences in the demographic and regional structure.

In summary, our results on population based insurance data depict a considerable increase of MS prevalence in Bavaria from 2006 to 2015. The rise of prevalence of MS demonstrates a need to strengthen healthcare provision systems due to the increasing numbers of particularly older patients with MS in the next years. Future research should extend these data to the entirety of Germany. Precise information about the distribution of MS in Germany is necessary to inform the capacity planning of health care services from an economic perspective as well as from the perspective of those affected by MS.
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