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Abstract

Background: Cardiac amyloidosis is a substantially underdiagnosed disease and contemporary
estimates of the epidemiology of amyloidosis are lacking. This study aims to determine the
incidence and prevalence of cardiac amyloidosis among Medicare beneficiaries from 2000-2012.

Methods and Results: Medicare beneficiaries were counted in the prevalence cohort in each
year they had 1) =1 principal or secondary 1ICD-9 code for amyloidosis and 2) =1principal or
secondary ICD-9 code for HF or cardiomyopathy within two years after the systemic amyloidosis
code. A beneficiary was counted in the incidence cohort only during the first year in which they
met criteria. Primary outcomes included the prevalence and incidence of hospitalizations for
cardiac amyloidosis. There were 4,746 incident cases of cardiac amyloidosis in 2012 and 15,737
prevalent cases in 2012. There was also a significant increase in the prevalence rate (8 to 17 per
100,000 person-years) and incidence rate (18 to 55 per 100,000 person-years) from 2000-2012,
most notable after 2006. Incidence and prevalence increased substantially more among men, the
elderly, and in African Americans.

Conclusions: The incidence and prevalence rates of cardiac amyloidosis are higher than
previously thought. The incidence and prevalence rates of cardiac amyloidosis among hospitalized
patients have increased since 2000, particularly among specific patient subgroups and after 2006,
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suggesting improved amyloidosis awareness and higher diagnostic rates with non-invasive
imaging. In light of these trends, cardiac amyloidosis should be considered during the /nitial work
up of patients =65 years old hospitalized with HF.
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Introduction

Methods

Cardiac amyloidosis is a substantially underdiagnosed disease. Improved awareness and
advances in imaging over the past two decades have improved the noninvasive diagnosis of
cardiac amyloidosis. However, contemporary estimates of the incidence and prevalence of
cardiac amyloidosis are lacking. Autopsy data has found wild type transthyretin (AT TRwt)
deposits in the myocardium of over 20% of octogenarians with heart failure (HF)% 2,
Current data also suggest that cardiac involvement occurs in as many as 50% of patients
with systemic light chain (AL) amyloidosis 2 and that ATTRwt amyloidosis may be
responsible for as many as 30% of heart failure with preserved ejection fraction (HFpEF)
cases in patients >75 years old.2 4 Despite these recent trends, the under recognition of
cardiac amyloidosis has resulted in significant delays in diagnosis.!

Before targeted treatment was available, the clinical implications of this delay in diagnosis
were limited. However, with reliable, non-invasive diagnostic techniques and novel
treatments for both light chain reduction in AL amyloidosis® and novel stabilizing therapies
in ATTR amyloidosis,% 7 timely diagnosis has become paramount. This study aimed to
determine the incidence and prevalence of cardiac amyloidosis between 2000 and 2012
among Medicare beneficiaries =65 years old and describe the variation in these trends by
age, gender, race and geography.

The data, analytic methods, and study materials will not be made available to other
researchers for purposes of reproducing the results or replicating the procedure as access to
Medicare data is controlled by the Center for Medicare and Medicaid’s Research Assistance
Center (ResDAC) and sharing of the data is not permitted under the terms of our data use
agreement. Subjects did not provide informed consent for the study as these data are
deidentified nationwide claims data obtained from ResDAC. The project was approved by
the Partners Healthcare Institutional Review Board

Study Population

The Medicare Provider and Analysis Review (MedPAR) files from the Centers for Medicare
& Medicaid Services (CMS) were used to identify all Medicare beneficiaries aged =65 years
enrolled in the Medicare Fee-for-Service program for at least 1 month between January 2000
and December 2014. For each year, Medicare beneficiary-years for new enroliment,
disenrollment, or death during the study period were calculated. The beneficiary-years data
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was then linked to the MedPAR inpatient claims to identify beneficiaries who had one or
more hospitalizations for cardiac amyloidosis. Cardiac amyloidosis was defined using a
combination of International Diagnosis Codes (ICD-9) for systemic amyloidosis and heart
failure (Appendix).

Person-years enrollment and inpatient data were linked. Then, a prevalence cohort and an
incident cohort were created for cardiac amyloidosis. Beneficiaries were counted in the
cardiac amyloidosis prevalence cohort in each year that they had 1) =1 principal or
secondary ICD-9 code for systemic amyloidosis and 2) =1 principal or secondary ICD-9
code for heart failure or cardiomyopathy within two years after initial systemic amyloidosis
claim (Supplementary Figure 1). Concurrent ICD-9 codes (on the same claim) for systemic
amyloidosis and heart failure were included. A beneficiary was counted in the incidence
cohort only once -during the year in which they first met criteria for the prevalence cohort
(Supplementary Figure 2).

Beneficiary Characteristics

Outcomes

Patient age was assessed in years (64-74, 75-84, =85), gender (female, male), race (white,
black, other),8 2 and eligibility for Medicaid coverage (dual-eligibility). In addition, patient
geographic region was determined based on the beneficiary zip code of residence (Midwest,
Northeast, South and West). Using inpatient claims, the number of beneficiaries with =21 HF
admission in the past 30-days and 1 year (prior to the index diagnosis of cardiac
amyloidosis) were calculated. The frequency of relevant comorbid conditions (acute
myocardial infarction (AMI), unstable angina, chronic atherosclerosis, hypertension, atrial
fibrillation, stroke, renal failure, chronic obstructive pulmonary disease (COPD), pneumonia,
dementia and diabetes) at the start of each study year were determined using the Chronic
Condition Warehouse.19 In addition, the frequency of comorbid conditions associated with
amyloidosis, i.e. anemia, autonomic neuropathy, carpel tunnel syndrome, orthostatic
hypotension, multiple myeloma, nephrotic syndrome and pleural effusions, were determined
at the start of each study year using ICD-9 codes from the preceding year.

Our primary outcomes were the prevalence and incidence of hospitalization for cardiac
amyloidosis per 100,000 person-years. For each year, the prevalence rate among fee-for-
service beneficiaries was calculated by dividing the total number of cardiac amyloidosis-
specific hospitalizations per fee-for-service beneficiary in each year by the corresponding
number of beneficiary-years of fee-for-service enrollment in that year. This calculation was
repeated for the incidence outcome as well.

Statistical Analysis

The changes in beneficiary characteristics, the observed number of prevalent and incident
hospitalizations of cardiac amyloidosis, and time to diagnosis from 2000-2012 were
assessed. Mantel-Haenszel Chi-squared test was used to evaluate whether these changes
were statistically significant. The changes in the incidence of cardiac amyloidosis-related
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hospitalizations by pre-specified demographic groups based on age, sex, and race subgroups
as described previously were examined. To assess geographic variation in the prevalence and
incidences rates, the prevalence of cardiac amyloidosis in 2000 and 2012 were mapped with
a shading gradient for counties from red to green (lowest prevalence/incidence in red to the
highest in green). The same visual/color scale of hospitalizations per 100,000 beneficiary-
years was used in 2000 and 2012 so that changes over time could be readily observed. To
assess whether geographic variation persisted over time, a Pearson correlation coefficient of
the prevalence of cardiac amyloidosis between the two periods, 2000 and 2012, weighted by
county-specific population was calculated. This analysis was repeated for the incidence
cohort. Analyses were conducted using SAS version 9.4 64-bit Windows version (SAS
Institute Inc., Cary, North Carolina). All statistical testing was two-sided and p<0.05 was
considered statistically significant.

The prevalence cohort included 121,122 cardiac amyloidosis patients and the incidence
cohort included 38,254 newly diagnosed cardiac amyloidosis patients over the 12-year study
period. The baseline characteristics of individual patients in the incidence cohort in 2000,
2012, and aggregated from 2000-2012 are displayed in Table 1. By design, all patients were
>65 years old and the age and gender distributions were similar between the two periods.
Almost 15% of patients were black and this percentage increased from 12% in 2000 to 15%
in 2012. Approximately 8% of patients hospitalized for cardiac amyloidosis had a HF
hospitalization within the previous year. In terms of comorbidities, the rate of hypertension
increased from 43% to 63% between 2000 and 2012. The frequency of concurrent renal
failure doubled from 8% in 2000 to 16% in 2012. The rates of non-cardiovascular
comorbidities, including COPD and dementia changed minimally. The rates of amyloidosis-
specific comorbidities were notable for an increase in the prevalence of orthostatic
hypotension from 9% in 2000 up to 13% in 2012 and a decline in the prevalence of multiple
myeloma from 11% in 2000 to 7% in 2012.

Temporal incidence and prevalence trends for cardiac amyloidosis between 2000 and 2012
are displayed in Figure 1. The prevalence of cardiac amyloidosis increased from 18.0 (95%
Cl 117.5-18.5) per 100,000 person-years to 55.2 (95% CI 54.3-56.0) per 100,000 person-
years (p<0.01) and the incidence of cardiac amyloidosis increased from 8 (95% CI 7.5-8.2)
patients to 16.6 (95% CI 16.2-17.1) patients per 100,000 person-years (p<0.001). Observed
in both curves is an inflection point between 2006 and 2007 where the slope of both the
prevalence and incidence lines increased. The incidence and prevalence peaked in 2012,
when there were 15,737 patients in the prevalence cohort and 4,746 patients in the incident
cohort.

Age, gender, race and geographic variations in the most contemporary estimates, from 2012,
of the incidence and prevalence of cardiac amyloidosis among different groups per 100,000
person years in 2012 is displayed in Table 2. The prevalence of cardiac amyloidosis was
higher among men (70 per 100,000 person-years) compared to women (44 per 100,000
person-years). The incidence was similar among men (18 per 100,000 person-years) as
compared to women (15 per 100,000 person-years). The highest prevalence was noted
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among black men (174 per 100,000 person-years) and the highest incidence was also
observed in this group (36 per 100,000 person-years). Geographically, the highest prevalence
was noted in the Northeast (87 per 100,00 person-years), followed by the Midwest (54 per
100,000 person-years). The highest incidence was also in the Northeast (24 per 100,000
person-years) and the Midwest (16 per 100,000 person-years).

Variation in the annual number of cardiac amyloidosis-related hospitalizations by age, sex
and race between 2000 and 2012 are displayed in Figure 2. While the number of first
hospitalizations for cardiac amyloidosis (incident cases) increased slowly in most age and
race subgroups between 2000 and 2012, the number of all hospitalizations (prevalent cases)
increased steeply after 2006 and was more pronounced in certain subgroups. Specifically,
there were increases in total hospitalization rates for cardiac amyloidosis among black
patients of all ages, with marked increases among those >75 years old. There were smaller
increases among white and other males >75 years and only minimal increases among white
and other women in all age groups.

Geographic variation in the annual number of cardiac amyloidosis-related hospitalizations
are displayed in Figure 3. Similar to the age, sex and race variation figure described above,
the number of first hospitalizations for cardiac amyloidosis increased slowly in most regions
between 2000 and 2012 but the number of all hospitalizations increased steeply after 2006,
again most pronounced in certain geographic regions -the Northeast (16 per 100,000 person-
years to 75 per 100,000 person-years) and Midwest (from 15 per 100,000 person-years to 50
per 100,000 person-years).

The geographic distribution of hospitalization for cardiac amyloidosis, by beneficiary county
of residence, between 2000 and 2012 are displayed in Figures 4a (prevalence) and 4b
(incidence). The 2000 prevalence map demonstrates a prevalence rate <15 per 100,000
person-years for most of the country. However, there were three areas of higher
hospitalization rates in the Northeast, upper Midwest and West Coast. By 2012, the
prevalence rate had increased throughout the country with rates >75 per 100,000 person
years in much of the Northeast/Atlantic coast, upper Midwest and Western cost. In 2000, the
incidence map demonstrated rates <6 per 100,000 person-years for most of the country,
again with a slightly higher rate in the upper Midwest. By 2012, incidence rates had
similarly increased across the country with rates approaching 30/100,000 person-years,
around Rochester, Minnesota and New York/Boston (30 per 100,000 person-years).

Discussion

This work builds on prior studies of systemic amyloidosis by establishing the first
contemporary, national estimate of the prevalence and incidence of cardiac amyloidosis in
the United States. This study measured the incidence and prevalence of hospitalization for
all types of cardiac amyloidosis among Medicare beneficiaries =65 years old and found that
there were at least 15,737 patients living with cardiac amyloidosis including 4,746 patients
with new diagnosis of cardiac amyloidosis in 2012. The incidence rate of cardiac
amyloidosis in 2012 was 17 per 100,000 person-years, an incidence rate comparable to that
of infective endocarditis.}1: 12 The prevalence rate of cardiac amyloidosis in 2012 was 55 per
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100,000 person-years, a prevalence rate more than double that of pulmonary hypertension.13
Since a majority of the US population =65 years are enrolled in the fee-for-service Medicare
program, these findings should be applicable to general US population =65 years.

Most prior work on epidemiology of amyloidosis has been limited to single-center
populations, younger populations and registry populations.? 14-17 Specifically, prior
estimates from Olmstead County in 1992, estimated 3,200 new cases of AL amyloidosis per
year in the United States.1> Another more recent study using commercial insurance data (i.e.
a younger population aged 18-64 years) of AL amyloidosis, found a prevalence rate of 40.5
per million in 2015 and an incidence rate of 14 cases per million in 2015.16 In contrast, the
THAQS (Transthyretin Amyloidosis Outcomes Survey) registry focused only on ATTR
amyloidosis, finding that it was a disease of elderly men with a cardiac-predominant
phenotype.1” Data from the National Amyloidosis Center in London, which provides care to
a large cohort in the United Kingdom, suggests that the diagnosis of ATTRwt has increased
exponentially there as well 18

Our study also describes the baseline characteristics of patients with cardiac amyloidosis.
We found that among US patients =65 years old hospitalized with cardiac amyloidosis, 50%
were women, 15% were black and 8% had been hospitalized at least once for HF in the
previous year. Notably, blacks were overrepresented (15%) in this cohort of patients
hospitalized with HF and amyloidosis compared to the overall US population where blacks
comprised 8.7% of the population >65 years between 2000-2012 as estimated from the
CDC’s WONDER Database.®

Paradoxically, hypertension, rather than hypotension, was present in over half of patients.
This is consistent with the inclusion of older patients in this study, who are more likely to
have coexistent hypertension and ATTR cardiac amyloidosis. This could also be an artifact
of the way Medicare chronic conditions warehouse comorbidities are coded, but also raises
the question of how much left ventricular thickening might have been previously
misdiagnosed as hypertensive heart disease. Given the high frequency of both hypertensive
heart disease and cardiac amyloidosis in African Americans, this observation highlights the
importance of disease awareness in the initial work up of left ventricular thickening,
especially with concurrent HF. As this study only included subjects =65 years, we may have
specifically sub-selected for ATTR amyloidosis and the increased incidence and prevalence
over time may be partly related to rising awareness and improved detection of ATTR form of
amyloidosis. While the overall rate of HF hospitalization has been relatively flat since
2000,20 the rate of hospitalization for cardiac amyloidosis has risen since 2006, most notably
among men, the elderly, and African Americans. We believe that the observed increase in
incidence and prevalence of cardiac amyloidosis is likely related to increased awareness of
amyloidosis and better detection rather than a change in natural history of the disease. It is
interesting to note that the cardiac magnetic resonance imaging appearance of cardiac
amyloidosis was first described in 2005, at a time when this technique is increasingly used
for HF diagnosis. This may be responsible for part of the increase in incidence and
prevalence observed after 2006. Moreover, in 2000, there were regional “hot spots” of higher
incidence and prevalence clustering around amyloidosis centers of excellence particularly in
the Midwest and in the Northeast regions of the country. However, since patients are coded
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by zip code of residence, this clustering of cardiac amyloidosis incidence and prevalence in
certain regions implies better detection of cardiac amyloidosis in these regions, rather than
hospitalization of out-of-state referral patients at these amyloidosis centers.

Despite these increases, we believe that cardiac amyloidosis remains underdiagnosed,
especially in certain areas. A prior, smaller study from London found that 11.4% of Afro-
Caribbean patients presenting with HF were ultimately diagnosed with cardiac amyloidosis,
though this number may have been even higher as not all patients were event tested for
amyloidosis.2> Moreover, we know that 3-4% of African Americans carry the high risk
Val1221 ATTR mutation.22 However, in our study, the incidence of cardiac amyloidosis
increased less from 2000-2012 in the South than in any other region, despite over 50% of
the African American population residing there.23 Taken together, these observations at least
suggest that under diagnosis of cardiac amyloidosis may be a larger issue in the Southern
United States, compared to other geographic regions.

This study utilizes national, claims-based data and the findings should only be interpreted
within the limitations of the data. First, we only have access to inpatient claims. This means
that outpatient diagnoses of amyloidosis and HF may have been missed. The declining
incidence of myeloma in this study from 2000-2012 also suggests that we may not have
accurately measured the rates of AL amyloidosis in this study, likely an artifact of inclusion
of only subjects aged =65 years. However, we do not believe this would affect the overall
prevalence or incidence trends and if anything, this renders our incidence and prevalence
estimates conservative. Secondly, because no specific ICD-9 code for cardiac amyloidosis
exists, our estimates may again be conservative. In creating our claims-based definition of
cardiac amyloidosis, we included all ICD-9 codes for HF, rather than just those for HF with
preserved ejection fraction. We did this because the ability of ICD-9 codes to accurately
distinguish between reduced and preserved ejection fraction is limited 24 and end-stage
cardiac amyloidosis patients often develop low ejection fractions as the disease progresses.
Ultimately, we believe that our findings are accurate, consistent with prior work and, if
anything, conservative.

Conclusion

The incidence and prevalence rates of cardiac amyloidosis among hospitalized patients are
increasing, most notably among men, those =75 years old and African Americans. These
trends may be explained, by a combination of increased awareness and possibly a greater
use of cardiac magnetic resonance imaging in clinical practice. To increase early diagnoses,
minimize disparities in care, and increase the opportunity to be eligible for novel therapies,
cardiac amyloidosis should be considered during the initial work up of HF in patients >65
years old.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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What is new?

. This is the first modern assessment of the incidence and prevalence rates of
cardiac amyloidosis in the United States using national data.

. This work demonstrates that the both the incidence and prevalence of cardiac
amyloidosis have increased from 2000-2012, most notably after 2006, and
among men, those >75 years old and African Americans.

What are the clinical implications?

. Given these trends, cardiac amyloidosis should now be considered during the
initial work up of a patient 265 years old presenting with new heart failure.
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Figure 1. Incidence and Prevalence Trends of Hospitalization for Cardiac Amyloidosis, 2000—
2012

This figure shows the increasing prevalence and incidence rates of hospitalization per
100,000 person years for cardiac amyloidosis between 2000 and 2012. The most notable rate
of increase can be observed after 2006-2007. The red line represents the annual prevalence
of hospitalization and the blue line represents the annual incidence of hospitalization. The
shaded areas represent the 95% confidence intervals.
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Figure 2. Variation in the Annual Number of Cardiac Amyloidosis-related Hospitalizations by

Age, Sex and Race, 2000-2012

This figure shows the increasing frequency of all hospitalizations (prevalence) and first
hospitalizations (incidence) of cardiac amyloidosis among predeteremined age and racial
subgroups between 2000 and 2012. The most notable increases are observed among elderly
black men and women. The red line shows the annual rate of all hospitalizations
(prevalence) and the blue line shows the annual rate of first hospitalizations (incidence) for
cardiac amyloidosis. The shaded areas represent the 95% confidence intervals.
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Figure 3. Variation in the Annual Number of Cardiac Amyloidosis-related Hospitalizations by
Geographic Region, 2000-2012

This figure shows the increasing frequency of all hospitalizaations (prevalence) and first
hospitalizations (incidence) for cardiac amyloidosis by geographic regions between 2000
and 2012. The frequency of all hospitalizations increases in all geographic regions after
2006-2007. The steepest icnreases can be observed in the Midwest and Northeast. The red
line shows the annual rate of all hospitalizations (prevalence) and the blue line shows the
annual rate of first hospitalizations (incidence). The shaded areas represent the 95%
confidence intervals.
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Prevalence of Cardiac Amyloidosis in the United States in 2000 and 2012
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Figure 4. Geographic Distribution of Cardiac Amyloidosis Prevalence, Incidence and Temporal
Changes between 2000 and 2012

A: Geographic distribution of cardiac amyloidosis prevalence and temporal changes between
2000 and 2012. This figure shows the prevalence of hospitalization for cardiac amyloidosis
between 2000 and 2012. The lower limit of prevalence on these maps (blue) is 0-15 cases
per 100,000 person-years and the upper limit (red) is 75-78 cases per 100,000 person-years.
B. Geographic distribution of cardiac amyloidosis incidence and temporal changes between
2000 and 2012. This figure shows the incidence of hospitalization for cardiac amyloidosis
between 2000 and 2012. The lower limit of incidence on these maps (blue) is 0-6 cases per
100,000 person-years and the upper limit (red) is 30 cases per 100,000 person-years.
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Baseline Characteristics of Individual Patients Newly Diagnosed with Cardiac Amyloidosis (Incidence

Cohort), 2000-2012

P value (linear trend

2000 2012 from 2000 to 2012) Aggregated (2000-2012)
New Cases of Cardiac Amyloidosis (incidence) 2101 4746 38254
Demographics
Age group, (%) <0.001
853 1638 13832
65-74 406) | (345) (36.2)
927 1930 16367
7584 @a1) | @07) (42.8)
321 1178 8055
£o% 1523) | (24.8) @L.1)
Gender, (%) 0.177
1079 2454 19270
Female G14) | B17) (50.4)
Race, (%) <0.001
. 1757 3763 31015
White 836) | (79.3) (8L.1)
259 728 5451
Black @23) | @5.3) (14.3)
85 255 1788
Other @0) | (.4 @7
Gender and Race, (%) <0.001
. 867 1843 15687
White Men (41.3) | (38.8) (41.0)
. 890 1920 15328
White Women @2.4) | (05 (40.1)
118 331 2470
Black Men (5.6) (7.0) 65)
141 397 2981
Black Women ©.7) 8.4) 7.8)
37 118 827
Other Men 1.8) 2.5) ©.2)
48 137 961
Other Women (2.3) (2.9 (2.5)
270 685 <0.001 5186
Dual-Eligible Enroliment, (%) (12.9) | (14.49) ' (13.6)
Geography, (%) <0.001
. 790 1760 13912
Midwest @76) | (36.0) (36.4)
475 1286 9750
Northeast (226) | (27.1) (25.5)
541 973 8391
South (25.8) | (205) (21.9)
295 781 6198
West @4.0) | (165) (16.2)
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P value (linear trend

2000 2012 from 2000 to 2012) Aggregated (2000-2012)
Prior Heart Failure Hospitalizationsf (%)
Heart Failure Hospitalization in prior 30-days of the index 42 91 0505 833
amyloidosis-related admission (%) (2.0) (1.9 ' (2.2%)
Heart Failure Hospitalization in prior 1-year of the index 180 356 0.001 3087
amyloidosis-related admission (%) (8.6) | (7.5%) ' (8.1)
Past Medical History, f(%)
Acute Myocardial Infarction (f% (12276) 0.012 (%8;’)
Unstable Angina (13 %) (f 13) 0.328 (5111)
Cardiac Atherosclerosis (gg’ %) (12%525) 0.059 (283622)
. 894 2984 21288
Hypertension 426) | (62.9) <0.001 (55.4)
e 391 985 7588
Atrial Fibrillation a86) | (0.8 0.025 (19.8)
142 393 2900
Stroke 6.8) 8.3) 0.003 (7.6)
Renal Failure (%731) (172 %) <0.001 (512151)
. . . 338 539 5206
Chronic Obstructive Pulmonary Disease @6.1) | @va) <0.001 (136)
Pneumonia (;gg;) (15154;) <0.001 (1216%
- 262 801 6892
Dementia @25) | @69 <0.001 (18.0)
: 289 933 6503
Diabetes az8) | ae.n <0.001 (17.0)
: 532 1166 9337
Anemia @53) | (24.6) <0.001 (24.4)
Autonomic Neuropathy (%35) (50352) <0.001 %E? ‘S’
Carpel Tunnel Syndrome (01%) (363) 0.013 (%)31)
Orthostatic Hypotension (:gQiL) (fg %) <0.001 (fg %77)
Multiple Myeloma (121383) (37423) <0.001 ?é’g?
Nephrotic Syndrome (f% (fi) <0.001 (‘T;')
Pleural Effusion (%1093) (%678) <0.001 ?52‘;?

Biceps tendon rupture, macroglossia, periorbital bruising and peripheral neuropathy were excluded due to counts <11

*
Prior Heart Failure Hospitalization includes any prior hospitalizations within the designated time period with a primary diagnosis of heart failure.

No secondary diagnoses are considered.
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Incidence and Prevalence of Cardiac Amyloidosis per 100,000 person-years among Medicare fee-for-service

Table 2:

Beneficiaries aged 65 years or older in 2012

Incidence
(95% Confidence Interval)

Prevalence
(95% Confidence Interval)

N (number of patients in each cohort in 2012) 4746 15737
Overall Patients (per 100,000 person-years) (16 1;1{37 n (5452'—256)
Gender
18.3 69.6
Men (17.5-19) (68.1-71.1)
15.4 43.8
Women (14.7-16) (42.8-44.9)
Race & Gender
. 14.2 36.2
White women (13.5-14.8) (35.2-37.2)
29.5 128.9
Black women (26.6-32.4) (122.9-135)
- 17.2 62.6
White men (16.4-18) (61.1-64.1)
35.6 174.0
Black men (31.8-39.4) (165.5-182.5)
12.6 33.8
Other race women (10.5-14.7) (30.3-37.2)
13.1 445
Other race men (10.8-15.5) (40.1-48.8)
Geography
Midwest 16.2 54.4
(15.4-16.9) (53-55.8)
Northeast 24.0 87.4
(22.7-25.3) (84.9-89.9)
South 135 405
(12.6-14.3) (39-41.9)
West 145 44.2
(13.4-15.5) (42.5-46)

The number (N) in each cohort in 2012 (top row) is displayed in absolute number of patients. The rest of the table is displayed in rates, the number

of patients per 100,000 person-years.
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