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Background

What are the limitations of this observational study?

- This patient sample may not represent most patients with PAH, as 36% of patients were
diagnosed 12 months ago

- Respondent practice settings were self-reported

Results (continued)

- Observational studies can provide descriptive
data regarding real-world management of

- Patients diagnosed with PAH 1 or =6 years ago, or those with low-risk status (as recorded in the patient charts), were
less likely to be prescribed a PAH-specific combination regimen

people living with PAH : A PAH Regimen by Time Since Diagnosis PAH Regimen for Low-Risk Patients
» The current standard of care for PAH is g A 52 100 - R 1009 o e
con3|der_ed upfront combination therapy for \/—J p < ﬂ ﬂ Low 9
most patients'’ S 51 1 8s > ” G 75-
- This analysis characterized real-world treatment | } ( g g 81 Monotherapy
patterns in the US and investigated factors @ \ / S 50- 5 50- \\ M Dual therapy
associated with, and reasons for, use of s = S oo S riple fherapy
monotherapy based on a retrospective medical g_ 257 g_ 2> m
chart review & . | 1|4 1|3 a 0 U-nkn?wn8 \n_ KEY RESULTS
12 months ago 1 to <6 years ago =6 years ago Risk status PAH Tx in low-risk
(n=277) (n=443) (n=48) (n=768) patients (n=69) » Monotherapy use was higher in patients diagnosed with PAH 1 year or =6

Methods

Intermed, intermediate; PAH, pulmonary arterial hypertension; Tx, therapy. yearS aQO, WHO FC ”, reCeiVing care at CCCS or non-PAH Centers, on
Medicare-only or no insurance

* An online questionnaire was fielded to - Patients with WHO FC I, potentially considered to have less severe disease, were more likely to be treated with . . .
PAH-treating physicians in the US between N N monotherapy 4 y » Top reasons for monotherapy: patle.nts doing weI_I on monotherapy, disease
December 2023 and Fek.)ruary 2024 = = - PAH care at CCCs coincided with higher monotherapy use, as compared to in other treatment settings except for not Seve_re enqugh, and patient choice of no additional .thera.py | |

* Respondents were required to: non-PAH-focused settings » Sub-optimal clinical status was reported for 17% of patients in total, including

— Have 5-40 years of experience in — o | | ' o
hei . I)’: P — PAH Regimen by Current Functional Class PAH Regimen by PHA Center Type 12 ./o of the. pat.lents COnSIdereq to be doing well on monOthera.py’ .6 o of the
eir speciaity patients with disease not considered severe enough for combination therapy,
— Be personally involved in management — 1 17 LT and 25% of patients who did not want additional therapy
and treatment of =10 PAH patients in the = E Ll e 35 £ | D5 o =
previous month, with =5 patients treated % = 61
with PAH-specific therapy = 5 50— %5 50 " WHAT DO THE RESULTS OF THIS STUDY MEAN?
P%Sg'g;‘fa%c’v";et‘i ‘;e(')‘:‘f;‘“_f'edons‘fd"éa' t S N ” S - Heavy use of monotherapy in patients with PAH contrasts with recent
recor ru eir most recen — = — - S 257 S 257 Y :
adult patients with PAH meeting the — — § : " § - : - - glcjlldce“thens ?ncﬂ[ srt;g?_ist?rant;nr;\ft nﬁerc]i for health care provider (HCP)
: TR 0 i | | 0 | i | |
following criteria: FC I ol FC IV PHA-CCC PHA-RCP Non-PHA Non-PAH egucation or aite _a | e_ eatment options |
— Diagnosed =1 year ago (n=499) (n=251) (n=18) (n=342) (n=131) (n=143) S » Monotherapy use in patients treated at a CCC or a non-PAH center may point
— World Health Organization (WHO) Functional Class (FC) II-IV (FC IV limited CCC, Centers of Comprehensive Care; FC, Functional Class; PAH, pulmonary arterial hypertension; PHA, Pulmonary Hypertension Association; to the_ Complexﬂy of I_DAH treatment in the real _world, requiring individualized
to <1 chart) RCP, Regional Clinical Programs. care in patient situations not addressed by guidelines

— Currently receiving PAH-specific therapy
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types of insurance coverage
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regimen complexity, and patient support were selected for =2% of patients on monotherapy.



