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RESULTS

Table 1. Patient demographics

LGN (LGNGO CELRRGI)E 61.32 (14.93)

INTRODUCTION LIMITATIONS

* There exists limited evidence on the association of
payer coverage and cardiovascular (CV) outcomes in
patients with hypertrophic cardiomyopathy (HCM).'

« Real-world data in this study utilized ICD-9
and -10 coding for disease identification, patient
demographics, and CV outcomes, and may be
subject to inconsistencies without patient-level
genetic and anatomical confirmation.

Table 2. Incidence rates of cardiovascular outcomes and heart transplant during follow-up
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* Therefore, we investigated these associations in a
large, national cohort of patients with HCM.

Age group, y

Clinical outcomes

_ 1.66 <0.001 0.94 0.179 0.99 0.996 1.14 <0.001
METHODS E N 9 Aoe— b0 i b0 o b0 s o0
. <0. . <V. . . . <0.
6096 (27.24) CONCLUSIONS
Study Design 5509 (22.41) _ 2.01 <0.001 2.02 <0.001 2.00 <0.001 1.13 <0.001 . . .
’ [
+ Retrospective cohort study of adult patients with HCM 5241 (21.32) 0.80 <0.001 1.23 <0.001 0.65 0.029 0.91 0.033 Patlgnt§ with Medicare and
in Optum’s Market Clarity database from Jan 1, 2013 0.84 0.072 1.37 0.030 0.43 0.210 0.85 0.174 Medicaid had greater rates of CV
through Dec 31, 2021 (index date = first HCM _ outcomes and all-cause mortalit
diagnosis) in the United States. _ 12,537 (50.99) SVT 1.23 <0.001 1.42 <0.001 1.09 0.666 0.89 0.026 d th . ” y
- Patients with 22 medical claims with a diagnosis code 190 =0.001 229 0.002 0.00 0492 1.08 0788 lcompare V_VI e
for HCM (International Classification of Diseases - o PP SCA 1.32 <0.001 2.17 <0.001 1.36 0.475 1.02 0.866 insured patients and were
(ICD)-9: 425.1, 425.11 or 425.18: ICD-10: 142.1 or 173 (45.44) - -
! ’ eI 0.76 0.100 1.44 0.119 2.70 0.132 0.77 0.220 less likely to receive septal

142.2) in any position on different dates of service
=230 days apart.

reduction therapy.

« Patients with 6 months of baseline and 26 months of _ 113 (0.46) Further research is needed to
follow-up continuous enrollment, and no evidence of ] ] ] o . :
Fabry disease or amyloidosis during the study period. 3356 (13.69) Figure 1. Patient baseline comorbidities identify and address the sources

Medicaid (n=2207)
%

Other payer (n=113)
%

Unknown/missing payer (n=3356) of these associative disparities.

US Region Commercial (n=11,173)
Northeast 6668 (27.12) %
51.64

10,502 (42.72) 20.81

Medicare (n=7737)
%

Study Outcomes

 Clinical characteristics, CV outcomes (AF, stroke,
HF, VAT, stress cardiomyopathy, SCA, and heart

transplant), and mortality. % 5504 (22.39) 1322
Statistical Methods R 912 (778 050 References

7

« Event rates per 100,000 PY to estimate risk of 1. Butzner M, et al. Am Heart J Plus: Cardiol Res Pract

Race/ethnicity 7.58

CV outcomes.

KM analysis to evaluate risk of mortality. KM survival
analysis was conducted for all-cause mortality by
payer type: Commercial (reference group), Medicare,
Medicaid, Other, and Unknown/Missing payer; all
tests were 2-sided a=0.05.

RESULTS

 Among 24,586 patients with HCM (mean age: 61.3 £

White, non-Hispanic 18,181 (73.95)

Black/African American,
non-Hispanic 4814 (19.58)

Baseline Charlson

comorbidity 1.40 (1.80)

score (continuous)

a Unless otherwise indicated.

* P<0.001 between payers.

B Hypertension*

I Coronary artery disease*

B Obesity*

Diabetes type 2*

Il Obstructive sleep apnea*

Hypothyroidism™*
| CKD*

Figure 2. Kaplan—Meier analysis of all-cause mortality during the variable follow-up period
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