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Introduction

Inclusion body myositis (IBM) is a rare, progressive inflammatory myopathy in which highly
differentiated, cytotoxic CD8+ T cells expressing killer cell lectin-like receptor G1 (KLRG1) invade
healthy skeletal muscle tissue'

— |IBM generally presents in adults aged >40 years, and clinical hallmarks include asymmetric
weakness and dysphagia that lead to severe disability over time®+°

Studies evaluating diagnostic journey, associated comorbidities, healthcare resource utilization
(HCRU), and mortality in patients with IBM to date have been limited in patient population size®®

Objective

* To evaluate the patient journey, comorbidities, HCRU, and mortality of patients with IBM using a
large US claims database

Claims analyses

The Real Chemistry US claims database was used to identify patients with =2 IBM diagnosis claims
based on the International Classification of Diseases, Tenth Revision (ICD-10) classification system
(ICD-10 code G72.41) and an age- and sex-matched control cohort without IBM (Figure 1)

— For patients with IBM, the first IBM diagnosis claim had to occur between 1/1/2020 and 7/30/2025
Patient characteristics, time to diagnosis, comorbidities, HCRU, and mortality were assessed

Mortality was evaluated using standardized mortality ratios (SMR) expressed as: Total yearly IBM
deaths/US population mortality rate

Figure 1. IBM patient cohort of interest
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Machine-learning analyses

Machine learning was used on an expanded dataset to estimate the number of symptomatic but
undiagnosed patients

Clinical characteristics in the claims data of confirmed diagnosed patients were used to develop a
machine learning algorithm to identify an undiagnosed population

Claims analyses

Demographic characteristics

« Data from 3659 patients with IBM and 106,968 matched controls were included in this analysis

* Among patients with IBM, 69% were aged =65 years, 60% were male, 67% were white, 41% had
commercial insurance coverage, and 40% had Medicare insurance coverage

Diagnosis in patients with IBM

* Median (SD) time from first IBM-related symptom reported to a healthcare practitioner to diagnosis
was 2.6 (2.3) years (n=3443 patients)

Of 41% of patients with IBM who originally received a diagnosis other than IBM, “myositis” was
most common (18%), followed by “polymyositis” (8%; Figure 2)

Figure 2. Differential diagnosis patterns in patients with IBM
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Disclosures

Comorbidities after diagnosis in patients with IBM

» Cardiac conditions, musculoskeletal pain, impaired mobility, and general pain were the most
common comorbidities in the IBM cohort postdiagnosis and were all more common in the IBM
cohort than in controls (Figure 3A)

— The most common cardiac comorbidities were captured as heart disease (14% in IBM vs 10%
in controls), atherosclerosis (12% vs 8%), and atrial fibrillation (9% vs 6%); there was minimal
difference in reported rates of cardiomyopathy versus controls (Figure 3B)

* Immune-mediated disorders were more common in patients with IBM than in controls
postdiagnosis, including Sjogren syndrome (16.1 times [x] more common), ankylosing spondylitis
(7.3x), lupus (7.2x), polyneuropathy (3.9x), rheumatoid arthritis (2.6x), multiple sclerosis (2.2x), and
psoriatic arthritis (2.1x)

» Several hematologic malignancies were also more common in patients with IBM than in controls
postdiagnosis, including “other lymphoid leukemia” (52.0x), multiple myeloma (2.4x), and non-
Hodgkin lymphoma (2.1x)

* Incidences of solid tumors and neurodegenerative diseases were similar between groups

Figure 3. (A) Prevalence of the most common comorbidities and (B) specific cardiac
comorbidities in patients with IBM versus matched controls postdiagnosis
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HCRU in patients with IBM after diagnosis

» Patients with IBM had more outpatient office and hospital visits, emergency room visits, inpatient
hospital visits, and use of skilled nursing services and hospice care compared with controls in the
12 months after diagnosis (Figure 4)

Figure 4. Healthcare settings visited during the first 12 months after diagnosis in patients with
IBM versus matched controls
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Mortality rates in patients with IBM

* All-cause mortality rates in 2020-2025 were significantly increased in patients with IBM compared
with controls for several age groups (Figure 5); SMRs in the age ranges of 38-47, 48-57, 58-67,
and 68+ years ranged from 1.76-8.55 (all P<0.05)

— A subgroup analysis of mortality by age groups, sex, and race showed similar patterns of
increased mortality with IBM compared with controls

Figure 5. All-cause mortality rates in 2020-2025 by age in the IBM cohort versus matched controls
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Machine-learning analyses

» Depending on the specificity used in the machine-learning model, for every patient diagnosed with
IBM, there are 1.2—1.9 patients who have symptoms of IBM but lack a formal diagnosis

Conclusions

A claims analysis showed that patients with IBM experience increased HCRU
and earlier mortality compared with a matched control cohort

- A machine-learning analysis suggested that for every patient diagnosed with IBM
in the US, there is at least 1 patient who is symptomatic and undiagnosed

- Earlier recognition of IBM is needed to provide timely and appropriate care
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