CT:

The mFARS Neurological Exam Provides
a Detailed Evaluation of a Patient’s Status’

Friedreich ataxia (FA) is the most common inherited ataxia.? While progression varies by patient, several studies estimate that
between 55% and 78% of patients with FA will require a wheelchair within 10 to 15 years after disease onset. For those with more
severe FA, this can occur in as few as 3 years.>

The modified Friedreich Ataxia Rating Scale (mFARS) is a clinically validated set of assessments that measures FA progression
and its impact on a patient’s ability to perform activities of daily living.! Changes in key mFARS scores help predict time to loss of
ambulation and inform management strategy.*>

The mFARS Assesses Current Status and Helps Predict Future Decline'*
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The mFARS Is Typically Accepted as a Clinical Trial Endpoint

Because of their correlation with disease progression, changes in mFARS scores over time are typically accepted as an
endpoint in clinical trials for potential new FA treatments.!

A patient’s disease severity and rate of progression directly
relate to the extent of the genetic triplet-repeat expansion
that causes FA. A larger expansion is associated with more
serious symptoms and a more rapid decline in function.3’
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The 4 Components of mFARS

The mFARS includes traditional elements of a neuromuscular assessment that specifically focus on a patient's disabilities.

Assessment Goals

What This Means for Patients’

Swallowing or
speaking

Brushing teeth,

Measure strength and
volume of coughing and
clarity of speech.*’

Measure motor abilities

Asking the patient to cough 3 times can reveal difficulties with
swallowing, catching their breath, or clearing their airways.

Clinical/functional impact: Risk of respiratory infection.

This component also asks the patient to say 2 phrases, such as:
“The traffic is heavy today.” and “The president lives in the
White House.”

Clinical/functional impact: Ability to communicate clearly,
a key element in maintaining independence.

The patient performs finger-to-finger, nose-to-finger, finger-chase,
and rapid hand movements.

Upper.Lim_b wjelinigy peellnidlags, related to tremors, fine MOtor ¢ ypjea1/functional impact: Ability to complete many activities of
Coordination  reaching, orturning  coordination, and s';(:adlness daily living, including getting dressed and eating, as well as written
a doorknob of hands and arms.® or electronic communication abilities. These tests can also reveal
the presence of tremors.
i o The patient performs a heel-shin slide and heel-shin tap.
Lower Limb Putting on socks Measure coordination of . ) ) : ) .
Coordination  and shoes legs and feet.* Clinical/functional impact: Likely rate of disease progression,
which is also closely correlated with upright stability results.
i - i The rate of progression is most evident in this component set. Six
Walking, sittingina  Measure loss of ambulation  components evaluate the amount of time a patient can stand or walk
Upright car, standing inline,  andimpaired ability to in a steady position without listing or needing assistive devices. Three
Stability or showering coordinate voluntary sitting components assess the patient’s seated posture.

movements (ataxia).*'° . . . . .
Clinical/functional impact: Predicts time to loss of function.

E Get tools, information,
and resources to help your
patients at ThinkFA.com.
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