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« Ambulatory cardiac monitors (ACM) are important diagnostic tools for the >1 medical claim with a technical Characteristic LTCM Holter AEM MCT  p-value . Dijagnostic yield within 90 days was highest for LTCM (33.8%), followed by MCT (27.1%), external AEM (24.6%), and Holter
assessment and treatment of asymptomatic and Symptomatic cardiac component procedure code =T 38318 154.970 29,724 64.777 (22.7%) cohorts. Zio® XT (LTCI\/I—iRhythm) subgroup had highest 90—day diagnostic yleld (352%) In multivariable analysis,
arrhythmias and conduction abnormalities. (1/01/2017 through 12/31/2018) otal (N) ’ ! ’ ! compared to LTCM iRhythm as the reference, patients were less likely to have a specified arrhythmia diagnosis recorded for all
g (N=1,582,784) A SD)  76.3(7.0) 76.1(7.0) 75.8(6.9) 75.8(6.8) <0.001 i i
. . . . - ! . . . . . . . . < 0.
» There are several classes of ACM device types and monitoring strategies: 1) ge. yrs, mean (D) (7.0) (1.0) 758(69) 75.8(6.8) device man_ufactgre.r Catego”es- . . .
hours to 14 days*) (LTCM): 3) non-continuous, event-based (up to 30 days) | elSeee e 3] 25@E) 2223 2505 2006 <06 _(46.6 %) CO.hOI”[S. LTCM iRhythm sub—cohort retest rate was the lowest at 16.8%. Inl multivariable analysis, compared to LTCM
(AEM); and 4) mobile cardiac telemetry (MCT) (direct cellular transmission; =65 years of age as of the index date ’ it e it i : iIRhythm (Zio® XT) as the reference, patients were more likely to have AQI\/I retest with MCT (OR 2.83, 2.73—2..93), Holter (QR
up to 30 days). Choice of ACM is based on the actual or suspected clinical (N=1,424,806) CCl, Charlson comorbidity index. 1.35, f1 .3t0—1 .39)t, and AEI\/: (tORt4§C§r/l1Flh4tﬁ4) Device-specific analysis showed greater odds of ACM retesting for all device
diagnosis and frequency and severity of symptoms. . . manutacturer categories relative to IRhythm.
| - . . ¥ Table 2. Multivariable Models of Clinical Outcomes by ACM Type « Annualized all-cause inpatient hospitalizations during follow-up were lowest in LTCM and Holter cohorts (mean 0.45 stays for both
« Although professional societies have provided a general framework for which . . . - : . : - :
devices to consider. there are no evidence-based orofessional societ Continuous enrollment in Medicare Parts Diagnostic Yield ACM Retest cohorts; including LTCM iRhythm sub-cohort). Annualized follow-up all-cause ED visits were lowest in the LTCM cohort (mean
. . . . . P ey A/B/D during the 12-month baseline period 0.70 visits; mean 0.69 visits for LTCM iRhythm sub-cohort). Outpatient visits were lowest in the Holter and external AEM cohorts
recommendations regarding monitor selection, which may be due to a variety (N=941,376) Monitoring Strategy ~ OR (95% Cl)  p-value OR (95% Cl)  p-value (mean 24.5 visits for both)
of factors including limited comparative data. ' . e L .
J P l LTCM iRhythm (Ref.) Ref. - Ref. - » When comparing the differences-in-differences of HCRU between LTCM and other cohorts from baseline to follow-up, Holter,
Ob t NG Prior Conditions / Procedures / LTCM Other/Unknown  0.80 (0.76-0.85) <0.001 3.51 (3.33-3.72) < 0.001 externa! AEM, and l\/ICT all hgd higher mean hospltallzatlpns (O.(.)8_, 0.10, 0.09, respgctlyely); ED visits (0.18, 0.04, 0.08,
JeC Ve Medications Exclusions o UG OGS <0901 G508 <095 respectively); and outpatient visits (0.92, 0.89, 1.17, respectively). Similarly, when comparing iRhythm LTCM to the sub-cohorts,
~ olter : <0. : <0. : T FUNTER, - - -
+ To compare effectiveness using U.S. national data to understand variation in (N=302,130) IRhythm I._TCI\/I had lower utilization for hOSpI.tahza’[IOHS, ED YISI’[S, and outpatient visits.
monitoring strategy and clinical outcomes and healthcare utilization. ) External AEM - - 4.27(4.11-4.44)F <0.001* < |ncrease in total healthcare costs over baseline was lowest in LTCM, followed by Holter, external AEM, and MCT.
, , , AEM BioTelemetry 0.60 (0.57-0.63) <0.001 4.20 (4.00-4.42) < 0.001 C :
Continuous enroliment in Medicare Parts |_| m |tat|ons
|\/| ethods A/B/D during the minimum 12-month follow- AEM Preventice 0.50 (0.47-0.53) <0.001 5.74 (5.43-6.07) < 0.001
The Cardiac Ambulatory Monitor EvaLuation of Outcomes and Time to Events up perio?imapr:gnrggglr;dzél\rzonitor of AEM Other/Unknown 0.61 (0.58-0.64) <0.001 3.68 (3.51-3.86) < 0.001 » These findings are observational, retrospective, and specific to a sample of Medicare beneficiaries.
(CAMELOT) study is a retrospective cohort study using the full (100%) (N=287,789) MCT - - asse73293)t <0001t |Conclusions
Medicare Fee-For-Service sample, including inpatient and outpatient medical MCT BioTelemetry ~ 0.71(0.69-0.74) <0.001 3.47(3.34-361) <0.001 |« |n this large, contemporary analysis of Medicare beneficiaries receiving ACM, there was substantial variation in monitoring strategy.
ga'mz Eet\f’%eg Jtanuary 1, 2016, and December 31, 2019, using Part A, Part | | MCT Preventice 0.64 (0.61-0.67) <0.001 4.02(3.834.22) <0.001 |+ Use of LTCM was associated with the highest diagnostic yield.
V\/, ar(; Tr g e hort of Medi beneficiari > 65 thout Figure 2. Diagnostic Yield by ACM Type MCT Other/Unknown 0.65 (0.63-0.68) <0.001 1.79 (1.71-1.86) < 0.001 « The Zio® XT (LTCM-iRhythm) strategy was independently associated with the highest diagnostic yield and lowest risk for repeat
) © developed a conort o edicare beneticiaries age = years without a Model variables included Age, Sex, Race/ethnicity, Geographic region, Baseline comorbid conditions, and ACM teSting and for SUbsequent acute care hospitalization.
pr.e?eding arrhythmia dliagnosils (“diagnosis—na'l've”) .to ilnvestigate. usage and 1.0 = R (E?aeseggga?g-lggg? mgﬁﬂﬁancttzfsgiﬂéa;og;ngfl_lu;tviglagiiaeblesgne%?%s%va?gﬁf;%rguarte Esc;th (Zoovebrandlevel |+ Different monitoring strategies may produce different results with respect to diagnosis and subsequent outcomes and care.
clinical outcomes associated with different ACM monltorlng Strategles' g [l LTCM iRhythm il MCT § a.neil,ysis, based on roll-up of brand-level (main model).ob’lds ratios. All other data bresented at brand-level.
« The cohort was defined by 1) identification of first occurrence of ACM E 5 rioter o
monitoring (“index date”) between January 1, 2017 and December 31, 2018 § : i Table 3. Follow-up Healthcare Resource Utilization and Costs
per identification of a CPT code; 2) no arrhythmia diagnosis during the 12- k) By Monitoring Strategy (ACM Type) By Monitoring Strategy (ACM Manufacturer)
month period prior to the index date (baseline period); 3) no evidence of an 5 08 ' \ _LTCM External AEM External AEM - MCT MCT
intervention for a conduction disturbance during the baseline per|od % ; Annualized Utilization/Cost LTCM Holter External AEM MCT p-value |Rhythm B|OTe|emetry Preventice BIOTeIemetry Preventice p-Value
« Devices of interest including LTCM, Holter, External AEM, and MCT were é 0.7 i Total (N) 38,318 154,970 20,724 64,777 30,994 10,382 7,157 29,042 11,675
ascertained by identification o_f at least one medical clqim with a technical o . F/U all-cause HCRU, Mean (SD)
component CPT code ("technical code”) for an ACM during January 1, 2017 i : Inpatient hospitalizations 0.45 (3.12) 0.45 (2.03) 0.60 (3.14) 0.60 (3.19) <0.001 0.45 (3.37) 0.61 (2.54) 0.63 (2.28) 0.62 (3.20) 0.66 (4.21) <0.001
through December 31, 2018. The date of the first observed claim for an ACM 0 S0 e 90 A from baseline 0.21 (3.13) 0.30 (2.03) 0.32 (3.14) 0.30 (3.20) <0.001 0.21 (3.37) 0.32 (2.54) 0.33 (2.28) 0.30 (3.21) 0.36 (4.20) <0.001
was defined as the index date. The manufacturer of the index ACM was Uil 2 es SIE R D-in-D compared to LTCM (p-value) Ref 0.08 (<0.001) 0.10 (<0.001) 0.09 (<0.001) Ref 0.11 (0.004) 0.12 (0.004) 0.09 (0.001) 0.15 (0.000)
determined from the National Provider Identifier (NPI) number attached when ED visits 0.70 (1.40) 0.78 (3.31) 0.87 (1.92) 0.85 (4.91) <0.001 0.69 (1.41) 0.84 (1.65) 0.90 (2.23) 0.84 (4.70) 0.88 (3.91) <0.001
available to the corresponding medical claim with technical code. - Cetesting by ACM T A from baseline -0.04 (1.59) 0.15 (3.35) 0.00 (2.03) 0.05 (4.96) <0.001 -0.05 (1.60) .0.01 (1.82) 0.02 (2.31) 0.00 (4.77) 0.05 (3.95) 0.082
« Within each device category, we also evaluated monitoring strategy by ACM- igure 3. Retesting by ype D-in-D compared to LTCM (p-value) Ref 0.18 (<0.001) 0.04 (0.014) 0.08 (0.002) Ref 0.04 (0.081) 0.07 (0.008) 0.05 (0.095) 0.09 (0.001)
brand sub-cohort, including LTCM with the iIRhythm Zio® XT patch-based Outpatient visits 25.3 (16.5) 24.5 (16.9) 24.5 (15.9) 26.1 (17.4) < 0.001 25.4 (16.6) 24.3 (15.6) 24.3 (16.0) 25.8 (16.6) 26.3 (19.4) < 0.001
device (iRhythm Technologies, San Francisco, CA). 1.0 —E Ty A from baseline 3.1 (13.72) 4.03 (14.40) 4.00 (13.41) 4.28 (14.74) <0.001 2.95 (13.81) 3.73 (13.03) 4.13 (13.59) 4.06 (14.06) 4.70 (17.15) <0.001
- Specified arrhythmias included the following, which qualify for Medicare 2 =b1igﬂriRhWhm W MCT D-in-D compared to LTCM (p-value) Ref 0.92 (<0.001) 0.89 (<0.001) 1.17 (<0.001) Ref 0.78 (0.002) 1.18 (<0.001) 1.10 (<0.001) 1.75 (<0.001)
Hierarchical Condition Code (HCC) 96 as a comorbidity that increases the E 02 \ i
potential future healthcare costs: atrial fibrillation, atrial flutter, SVT, VT, AV 2 [ —— e
block, sick sinus syndrome, and junctional premature depolarization. E 2 1
« The following clinical endpoints were evaluated: E 47 ' _ _ . .
. o 3 Healthcare Economic Information redacted in accordance with FDAMA 114 and 215t Century CURES Act.
o 90-day diagnostic yield 4] ~__ —
o 180-day retest (another ACM) “ o6 —
o Annualized healthcare resource utilization (HCRU) ’
o Differences-in-Differences of HCRU 0.5
o ’ ' 0 30 60 30 120 150 180
* Based on CPT coding information for LTCM is > 48 hours to 14 days. Time to Retesting (days) * D-in-D = Difference-In-Difference
® :
T Includes all LTCM vendors by NPI number, inclusive D ISC | OS u res
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