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Baseline characteristics

>3.5 g/g at baseline.

RESULTS

Age, Mean (SD), years
Age, n (%)

>18 years
Gender, n (%), Female
Ethnicity, n (%), Not Hispanic
Race, n (%)

Caucasian

African American

Asian
Insurance type, n (%)

Commercial

Medicare

Medicaid
Proteinuria, g/g, mean (SD)
Nephrotic range proteinuria,* n (%)
eGFR, mean (SD)
CKD stage, n (%)

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5/ESKD

Unknown
Charison Comorbidity Index, mean (SD)
Any CV event, n (%)

- The prevalence cohort consisted of 9,899 patients; mean age 47.9 years (93.6% aged =18
years), 43.1% female and 58.4% Caucasian. Mean proteinuria was 4.2 g/g and evidence of
nephrotic range proteinuria* was observed in 17.6% of patients, mean estimated glomerular
filtration rate (eGFR) was 45.8 mL/min/1.73 m?2, and 68.9% had CKD stage 3-5(Table 1).
Among patients with available data, 63% had proteinuria >1.5 g/g and 38% had proteinuria

« The HRU/cost cohort consisted of 1,082 adult patients (aged =18 years) with linked claims data;
mean age 50.7 years, 42.9% female and 59.1% Caucasian. Mean proteinuria was 3.7 g/g,
evidence of nephrotic range proteinuria* was observed in 15.6% of patients, mean eGFR was
42.7 mL/min/1.73 m?2, and 72.5% had CKD stage 3-5 (Table 1).

Table 1. Baseline demographic and clinical characteristics

includes patients without proteinuria data.

- In the US, FSGS is a leading cause of kidney
failure and, if not controlled, FSGS-associated
glomerular disease often follows a progressive
course to End Stage Kidney Disease (ESKD) or
End Stage Renal Disease, also called chronic
kidney failure (CKF)1-3

» Persistent podocyte injury leads to proteinuria
and a progressive decline in glomerular filtration
rate3->

Few studies have reported the prevalence of
FSGS in the US, or the HRU/costs associated with
FSGS

Objectives

- Estimate the prevalence and profile of patients
with FSGS in the US population

« Describe FSGS patient characteristics

INTRODUCTION

- Estimate all-cause HRU and costs for patients
with FSGS stratified by proteinuria level (<1.5
g/g vs >1.5-3.5 g/g vs >3.5 g/g) and chronic
kidney disease (CKD) stage

Contact information: Mark Bensink, mark.bensink@travere.com
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 All costs were normalized/discounted and adjusted

*Pediatrics (1-18 years): UP/C =2 g/g; Adults (>18 years): UP/C >3.5 g/g or 24-hour urine protein =23.5 g/day. Denominator

Prevalence of FSGS in the United States

Figure 1. Unadjusted HRU/costs by baseline proteinuria level (PPPM)

Patients with negation terms in relation to the

« Study period extended from March 31, 2020 to

potential underestimation of US prevalence. Included patients with

FSGS-related NLP terms may have more severe disease and bias the

to 2020 USD using the Consumer Price Index and FSGS NLP term were excluded (negation terms: HErEn S, 2021
reported as per patient per month (PPPM) values 'deny’, 'failed’, 'ignore’, 'n/a', 'negative’, 'question’, + Denominators for prevalence calculations were sy resulls:
- ESKD defined as: first evidence of CKD stage 5 'reject’, 'rule out’, 'uncertain’, 'unspecified’) updated to align with method used for patient

(eGFR<15 mL/min/1.73 m2 or ICD-10: N18.5),
kidney transplant procedure, dialysis
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activity captured by claims or EHR)

identification (i.e., only including patients with

- The cost data provide a partial view of economic burden as out-of-
pocket costs to patients were not included
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CONCLUSIONS

Increasing prevalence of

FSGS was observed
between 2016 and 2020,
which may indicate better
disease awareness

Higher severity of

proteinuria (>1.5 g/g or
>3.5 g/g) and worsening
kidney function were
associated with higher costs
and HRU among patients with
FSGS in the US

Treatments that reduce

proteinuria and slow the
rate of decline in kidney
function have the potential to
reduce the resource intensity
and economic burden of FSGS
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ABBREVIATIONS

CI, confidence interval; CKD, chronic kidney
disease; CKF, chronic kidney failure; ED, emergency
department; eGFR, estimated glomerular filtration
rate; EHR, electronic health record; ESKD, end-
stage kidney disease; FSGS, focal segmental
glomerulosclerosis; HRU, healthcare resource
utilization; NLP, natural language processed; PPPM,
per-patient-per-month; SD, standard deviation;
USD, United States Dollars
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