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INTRODUCTION

Statistical Analysis

Descriptive statistics
Kaplan-Meier curves showed proportions of first test/visit over time and time from test/visit

Time from Testing and Visit to IPF Diagnosis

* Only chest X-rays, chest CTs, pulmonary function tests, and pulmonologist visits

were received by >50% of IPF patients in the 5 years pre-diagnosis (Figure 2).

Figure 4. Time from First Diagnostic Test and First Pulmonologist Visit to IPF Diagnosis (N=9,504)
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 Inclusion criteria are illustrated in
Figure 1.

Study Measures

« Patient demographics, time to event
and cumulative proportions of IPF
patients receiving first respiratory
test and first pulmonologist visit
within 5 baseline years preceding
IPF diagnosis.

¥

Included 16,625 newly diagnosed IPF patients
(no claims with IPF as a listed diagnosis within
1 year before the index date)

¥

Included 14,628 patients 69 or older at the
Index date

¥

Included 10,683 patients with continuous
enrollment in fee-for-service Medicare for =25

one (Figure 3).

By the time of diagnosis, three-quarters (76.9%) of patients had a chest CT (Figure 2).
About two-thirds (63.6%) of patients had at least 1 pulmonologist visit prior to an IPF
diagnosis (Figure 2).

Figure 2. Cumulative Proportions of Patients Receiving First Diagnostic Test and First
Pulmonologist Visit during the 5 Years? prior to IPF Diagnosis (N=9,504)
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» Results confirm many tests are performed in the 5 years prior to establishing a diagnosis of IPF.
Most, but not all, patients had a pulmonologist visit prior to diagnosis.

* Not all patients with a claims-based |IPF diagnosis received recommended testing prior to their
diagnosis.

« Chest CT is recommended as a crucial test in the initial evaluation of suspected IPF?, yet only
about three-fourths of patients received a chest CT.

* The majority of initial pulmonologist visits occurred more than a year before the first IPF
diagnosis, suggesting an opportunity for earlier diagnosis.

* More work is needed to understand whether our findings reflect a lack of knowledge among
clinicians about what to do when respiratory symptoms present or a lack of urgency to establish
a diagnosis in the absence of more effective treatments. Further research should focus on
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a Procedure codes for high-resolution and routine CT are the same. ° Includes ANA, Rheumatoid Factor, DNA (DS) Antibodies,

Sm and Sm/RNP Antibodies, Scleroderma Antibodies (SCLA-70), and Sjogren’s Antibodies (SSA, SSB).

older represent the largest proportion of IPF cases.
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