Testing Leading to the Diagnosis of Idiopathic Pulmonary Fibrosis in Medicare Patients
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INTRODUCTION Statistical Analysis Time from Testing and Visit to IPF Diagnosis
* Descriptive statistics  Only chest X-rays, chest CTs, pulmonary function tests, and pulmonologist visits

« Kaplan-Meier curves showed proportions of first test/visit over time and time from test/visit 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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« 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).

 |nclusion criteria are illustrated In
Figure 1.

Most, but not all, patients had a pulmonologist visit prior to diagnosis.
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4000

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

* Not all patients with a claims-based IPF diagnosis received recommended testing prior to their
diagnosis.
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Study Measures » Chest CT is recommended as a crucial test in the initial evaluation of suspected IPF*, yet only
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chest computerized tomography [CT,
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(HRCT)]?, pulmonary function testing
(e.g. spirometry), oxygen saturation,
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minute walk test, arterial blood gas,
fiberoptic bronchoscopy, lung biopsy,
precipitin panel, and cardiopulmonary
exercise testing.

Distribution of CT scans per patient
to show temporal patterns, such as
repeated occurrence of tests before
diagnosis and time frame of those
tests.
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N = 9,504 newly diagnosed IPF patients
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Pulmonologist visit [ 63.6%
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a diagnosis in the absence of more effective treatments. Further research should focus on
diagnostic testing and visits among centers of excellence to determine whether results vary.

In the United States, as of 2012, there were no approved treatments for IPF.

Opportunities may exist for earlier diagnosis, potentially leading to earlier treatment and
improved patient outcomes.
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