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I (0,0) Al binary outcomes (eg, “N [%] of patients with a visit”) were assessed with logistic regression. All matching variables (age, sex, geographic region, insurance type, index date) and idiopathic hypersomnia status were included as
Age <18 years covariates in the model. To account for the matched nature of the data, cluster robust variance estimates were calculated with the sandwich estimator.
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e Patients with idiopathic hypersomnia were more likely to have medical visits across care settings and provider types, compared with matched
non—idiopathic hypersomnia controls

stusc;xe/lr[;[eor]icod Time stuggdpg];iod e Almost all patients in both cohorts had >1 outpatient visit over the 2-year period, and fewer than half had >1 emergency department visit
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e The odds of having a medical visit with a pulmonary (OR, 13.67), neurology (OR, 6.68), or psychiatry (OR, 3.22) specialist are higher for patients

SR (RS ElI0TEL. with idiopathic hypersomnia than for matched non—idiopathic hypersomnia controls

bEach patient with idiopathic hypersomnia was matched with up to 5 non—idiopathic hypersomnia controls based on age,
sex, geographic region, insurance type (commercial, Medicare, Medicaid), and index date (calendar month and year of

cohort entry).

HCRU, healthcare resource utilization.
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e For medical costs, a linear regression model with an identity link function 5 ; y : : e > ny s

was used to calculate regression coefficients Odds Ratios

All counts were assessed with negative binomial models. All matching variables (age, sex, geographic region, insurance type, index date) and idiopathic hypersomnia status were included as covariates in the model. To account for the
matched nature of the data, cluster robust variance estimates were calculated with the sandwich estimator.
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e Most patients were female (65.0%) and from the US South (41.2%) and controls) and total out-of-pocket costs (85%, 79%)
had commercial insurance (75.0%)
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