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Characteristic N=2136
Age at index, years

Mean (SD) 76.3 (9.8)
Median (IQR) 76.0 (69.8-84.0)

Age group, years, %
≤65 12
65-74 33
75-84 31
≥85 23

Male sex, % 99

Incidence per 
100,000 PY

24

12

0

HYPOTHESIS

BACKGROUND

PRESENTED AT THE HEART FAILURE SOCIETY OF AMERICA ANNUAL MEETING 2025; SEPTEMBER 26-29, 2025; MINNEAPOLIS, MN, USA.

FUNDING: The study was funded by Arizona State University, the US Department of Veterans Affairs, and BridgeBio Pharma, Inc. (San Francisco, CA, USA).
ABBREVIATIONS: ATTR-CM, transthyretin amyloid cardiomyopathy; DMT, disease-modifying therapy; ICD-9-CM, International Classification of Diseases, Ninth Revision, Clinical Modification; ICD-10-CM, International Classification of Diseases, Tenth Revision, Clinical Modification; IQR, interquartile range; 
PY, person-years; SD, standard deviation; US, United States; VA, Veterans Affairs.
ACKNOWLEDGMENTS: This material is the result of work supported with resources and the use of facilities at the Southern Arizona VA Health System, Tucson, AZ, and Arizona State University. The content does not represent the views of VA or the United States Government. All authors contributed to and approved the 
presentation; editorial support was provided by Kavitha Kuppusamy, PhD, and Shweta Rane, PhD, CMPP, of BridgeBio Pharma, Inc. Writing and editorial assistance were provided by Robert Schupp, PharmD, CMPP, of The Lockwood Group (Stamford, CT, USA), funded by BridgeBio Pharma, Inc.

REFERENCES: 1. Ruberg FL, et al. J Am Coll Cardiol. 2019;73(22):2872-2891. 2. Maurer MS, et al. N Engl J Med. 2018;379(11):1007-1016. 3. Gillmore JD, et al. N Engl J Med. 2024;390(2):132-142. 4. Fontana M, et al. N Engl J Med. 2025;392(1):33-44. 5. Hellenbart EL, et al. Pharmacotherapy. 2025;45(2):124-144. 
6. AMVUTTRA (vutrisiran). Package insert. Alnylam Pharmaceuticals, Inc.; 2025. 7. Achten A, et al. Expert Rev Cardiovasc Ther. 2025;23(1-2):1-4. 8. Le DE, et al. JACC Adv. 2025;4(2):101533. 
DISCLOSURES: SD, RS, VA, AM, SS, and BS: No relevant financial relationships to disclose; MU: Employee and stockholder of BridgeBio Pharma, Inc., and stockholder of Pfizer, Inc.; LH and HF: Employees and stockholders of BridgeBio Pharma, Inc.

• Despite improved awareness of ATTR-CM following the 
introduction of disease-modifying therapies (DMT), state-level 
differences in the diagnosis of ATTR-CM in the US VA population 
have not been reported and, if present, may offer opportunities to 
improve access to therapy.

KEY TAKEAWAYS
• The documented incidence of ATTR-CM in the VA population increased nationally after the approval of DMT, possibly due to improved awareness7

• Geographic disparities exist in the incidence of ATTR-CM at the state level, with some high-incidence states continuing to improve disease recognition and diagnosis, and lower-incidence states with an opportunity for 
improved identification

• Further investigation is needed around factors such as access to cardiovascular care and disease awareness to understand the reasons for state-level differences in ATTR-CM diagnosis and how to improve care across 
VA facilities

• ATTR-CM is a rare, underdiagnosed, life-threatening progressive disease 
of the heart1

• Disease awareness has improved since the approval of DMTs for ATTR-CM, 
namely tafamidis (2019), acoramidis (2024), and vutrisiran (2025)2-7

• The Veterans Health Administration is the largest integrated US 
healthcare system, providing care at 172 medical centers and 
1138 outpatient sites of care, and serving 9 million enrolled veterans 
each year8

• State-level differences in the diagnosis of ATTR-CM in the VA population 
have not been reported and, if present, may offer opportunities to 
improve access and clinical outcomes through earlier intervention

METHODS
• Study design/setting: This was a retrospective cohort study using data from 

routine clinical care of veterans across all VA facilities in the US from January 
2012 to December 2021, accessed from electronic health records (VA 
Arches/MDClone)

• Eligibility criteria: ATTR-CM was defined using a combination of ICD codes 
for systemic amyloidosis and heart failure

– Patients were included if they had 2 diagnoses of heart failure (inpatient 
or outpatient) or 1 principal discharge diagnosis of heart failure, and 2 
diagnoses of ATTR-CM (inpatient or outpatient) (ICD-9-CM 277.3 codes and 
ICD-10-CM E85 codes with some exclusions)

– Patients who had diagnoses, medications, or procedures associated with 
light-chain amyloidosis or multiple myeloma were excluded

• Outcomes: The primary outcomes were estimated ATTR-CM incidence rate, 
defined as diagnosed cases per 100,000 person-years (PY), which were 
analyzed by state/territory for the time periods before (2016-2018) and after 
(2019-2021) the availability of approved DMT (i.e., tafamidis)

– Incidence rates were standardized by age, sex, and race

– Change in incidence (Δ incidence) in ATTR-CM from pre- to post-DMT 
availability was also assessed as a measure of improved diagnosis

RESULTS
Demographics
• A total of 2136 patients with ATTR-CM from the VA were included in this 

analysis (Table 1)
• Mean (SD) age was 76.3 years (9.8), 99% were male, 52% were White, 

and 43% were Black
• Regional representation was highest from the South (35%), followed by 

the Midwest (23%)
Table 1. Baseline Patient Demographics

LIMITATIONS
• State-level ATTR-CM incidence trends at VA facilities may not represent 

geographic trends in non-VA facilities, as VA patients have 
sociodemographic characteristics that differ from the non-VA population

• This study used ICD-9-CM/ICD-10-CM codes for identification of ATTR-CM; 
further work is underway on a more nuanced approach to case 
identification beyond ICD coding

ATTR-CM Incidence by State
• Before DMT availability, median incidence of ATTR-CM across states was 

2.39 (95% CI, 2.05-2.74) per 100,000 PY, which increased to 4.86 (95% CI, 
4.38-5.34) post-DMT availability

• Puerto Rico (23.38), Utah (17.62), Rhode Island (17.58), and Oregon (15.31) 
had the highest standardized incidence rates of ATTR-CM post-DMT 
availability (Figure 1)

• Comparing the Δ incidence in ATTR-CM from pre- to post-DMT availability, 
many states/territories demonstrated an increase in incidence rates 
between these periods (Figure 2)
– The states associated with the greatest increase (Δ >8.00) in ATTR-CM 

incidence were Utah (Δ 14.37), Puerto Rico (Δ 13.49), Rhode Island (Δ 
12.49), South Dakota (Δ 9.73), and Arizona (Δ 8.14)

– The states with the greatest decrease in the incidence of ATTR-CM 
were New Mexico (−Δ 4.17) and Nevada (−Δ 2.31)

Figure 1. ATTR-CM Incidence per 100,000 PY Post-DMT Availability 
(2019-2021) by State/Territory
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The light blue section denotes the IQR and the blue line is the median incidence.
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Figure 2. Post-DMT ATTR-CM Diagnosis Improvement and Relative 
Incidence Pre-DMT Availability
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aStates with a positive change in ATTR-CM incidence demonstrated an increase in ATTR-CM diagnosis post-DMT availability. “Baseline” 
refers to the incidence of ATTR-CM pre-DMT availability.

Characteristic N=2136
Race, %

White 52
Black 43
Other 5

Region, %
Northeast 21
Midwest 23
West 21
South 35
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