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Background Results Figure 2. Cumulative Incidence of Mobility/Functional Impairment or Disability (Competing Figure 3. Cumulative Incidence of Presumptive SSDI per 100,000 persons (Competing Risk
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= Complex regional pain syndrome type 1 (CRPS-1) is associated with = 189,483 patients met incident CRPS-1 criteria (Figure 1) Risk Model Controlling for Insurance Disenrollment/End-of-Study Period) Model Controlling for Insurance Disenrollment/End-of-Study Period)
significant impairments in functioning and health-related quality of life. = Patients were mostly female and in their early 50s (Table 1)

= CRPS-1 results from an injury without an identifiable nerve lesion, and
associated pain and physical impairment can begin years before and

= |pnsurance: 47% commercial, 37% Medicare, 17% Medicaid 4000

= |nitial CRPS-1 Diagnosis: 47% upper limb, 23% lower limb

. : -
persist years after dlagn.os-ls. . . = Of >36,000 ICD10 codes assigned in the 18 months after CRPS-1 diagnosis
" Treatment options are [imited with no FDA-approved pharmacologic = 21 were associated with impaired mobility/function and disability

treatments and current management focused on spinal cord and DRG = The most common indicated impaired walking and gait and need for
stimulation, physical therapy and pain control.?3 continuous supervision (Table 2)
. Wh'l? CRPS-11is notin the So.uaI.S.ecu-rlty Administration BIL_'e Book of = Patients with impairment/disability more than doubled over 18 months
impairments qualifying for disability, it was added as a Medically (16.4% pre-diagnosis vs 37.0% at month 18; Figure 2)
. . . 4 ° . ) .
Determinable Impairment (MDI) in 2024. " |n the year after diagnosis, the percentage of patients with presumptive

SSDI more than doubled from 1.3% to 3.2%, or 1126 to 3198 per 100,000
(Figure 3).
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Objective
= Assess diagnoses of mobility/functional impairment and transition to

presumptive Social Security Disability Insurance (SSDI) among patients
after incident CRPS-1 diagnosis

Methods

= We conducted a retrospective cohort analysis using Komodo Health's ‘
primarily claims-derived Healthcare Map®, a longitudinal, nationally N=3-,,678
representative health service utilization database with >330 million de-
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Figure 1. Cohort selection

Any CRPS claim
1/1/2016to 12/31/2024
N=741,441

-
o
o
o

1 inpatient stay
>7 days
N=2,368

1 inpatient stay +

>1 inpatient Dx +
>1 outpatient Dx

>2 outpatient Dx +
>30 Days 15t to last Dx
N=309,265

-
o

>2 inpatient stays

N=1325 death

N=11

N=34,709

Probability of Impaired Mobility/Function or Disability (%)
Probability of Presumptive SSDI (Per 100,000 Persons)
&

o
o

US 12-mo SSDI/Medicare

>12 months
pre-index data 0 0

identified, insured US-patients.
Incident CRPS-1 patients (ICD10 G90.5x) diagnosed between 01/01/17
and 12/31/24 were identified.

Patients required to have 212 months of data with no CRPS-1 diagnosis and:

N=344,724

15t CRPS claim
Within enrollment dates
N=328,355

<2 causalgia claims or
claims >12 mo after 1st CRPS 1
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*Month 0 is before CRPS-1 diagnosis Months Following CRPS-1 Diagnosis

N=245,757

= >1 inpatient and >1 outpatient claims with a CRPS-1 diagnosis; or
= >2 outpatient claims with a CRPS-1 diagnosis >30 days apart; or

Table 2. Impaired function, mobility and disability ICD10 codes (>5%) Limitations

Closed claims

N=189,483

Impaired function/mobility/disability ICD10 codes = Claims databases represent the insured US population, 92% during this time-period.

Frequency Count | Percent

) ;2 |.npa’fc|.en’i s’iays efcih Vg;lsa ?ZI.DS—l d'?gtr;]oili; (?cr 157 d ted Table 1. COhOF characteristics R26.2 Difficulty in walking, not elsewhere classified 41,634 22 = These data represent only patients diagnosed with CRPS-1.
= An inpatient stay with a -1 diagnosis that laste ays; or ende ») ' F Count P t iy : - . : : : :
- desth Y 8 4 ograp = duladl — R26.89 Other abnormalltles of gait fif\d mobility 36,694 19 = Though adjudicated, claims data can be incomplete and miscoding can happen.
= Patients were excluded if: Male 56,677 30 ézzz 'l\IJEEd fo.:c.cznt:anuous SIHtPerV':'Oth T obil ;;’gi: ij * |t should be noted that there is a significant lag from SSDI evaluation and application to approval,
) F | 130,410 69 . nspeciriea apnormalities or gait and moDollity , . . . .
= First CRPS-1 diagnosis appeared outside of their enrollment period; UenTsoewn/Missmg 2396 . R26.81 Unsteadiness on feet 17 675 5 oftenb>%2 m.Or.\t.hT- As sucl'g.most ?f the e}/a|Uath.n;/ahpp:lcatlon;V\I/OU:cd have happened in the
= Patients had >2 claims with a diagnosis of causalgia (i.e., CRPS-2, ICD10 Age, mean (SD) 52 (16) 774.09 Other reduced mobility 12,293 5 year be qre |n|t|.a CRPS-1 diagnosis, cons!stent with the known delay from symptom onset to
G56.4x or G57.7x) in the year after initial CRPS-1 diagnosis; or <50 years 74,222 39 CRPS-1 diagnosis and before CRPS-1 was included as an MDI.
. : >50 years 114,905 61 . .
hThe;e Wdere Openglé:c!msd he £ " < d ek Unknown/Missing 356 <1 Discussion
fhein E),( ate Was © me. as the |rst- C_RPS_l |agn05|s' ateint .e _ Insurance = This is the first large-scale, nationally representative study of mobility impairments/disability in
observation period following the requisite 12 months without a diagnosis. Commercial 88,048 47 . :
. ) . . patients with CRPS-1.
Month 0 is before CRPS-1 diagnosis. Med!ca-re e 2! = Consistent with previous epidemiologic studies, CRPS-1 was most common in women >50 years
= Two reviewers adjudicated ICD10 codes in the 18 months after CRPS-1 B/':fr:;i:/i/missmg 31’92; z of age P P 5 ’ Y
diagnosis for those indicating impaired function/mobility/disability U.S. Geographic Region . CRPS-1 was twice as common in lower versus upper limbs = Presumptive SSDI was meaningfully higher in CRPS-1 patients than in
Table 1). ' : : : :
( ) . . . Northeast 12,054 22 = |mpaired function/mobility was dominated by problems with walking/gait and more than doubled in the general US population and is a known driver of Medicare cost.
= We calculated prevalence of individual impairment codes, and cumulative South 68,421 36 . L . . : ..
incidence of patients with any impaired mobility/function/disability using a Midwest 43,007 73 the year after diagnosis; a significant number of patients required continuous supervision. . . . .
. . . . West 35,843 19 = Presumptive SSDI in the 18-months post-diagnosis (1126 to 3198 per 100,000) was meaningfully " More than one-third of patients with CRPS-1 had claims related to
competing risk model controlling for insurance disenrollment/end of study. US territory 120 <1 hicher than the 185 100.000 in th | US lation.6 _ . o _ _ o
= We calculated 12-month cumulative incidence of presumptive SSDI Missing 38 <1 |g. erthan the Per . n e.genera poptia |.on. , |mpa|red mOblllty; mdUdmg need for continuous su pervision.
L . . e "> : : = Patients on SSDI make up a disproportionate share of Medicare costs: $21,954 per capita versus
(competing risk model), defined as patients <65 years old transitioning to Initial CRPS 1 Diagnosis $15.992 Medi I or 37% hicher.S
Medicare (excluding those with ESRD and ALS, who automatically qualify)?, Lower 89,303 47 o ’ t teh 'Cfatrs oc\j/etra ’ Orth tothlg er:' rie th Sl treatments patients actuall o " These findings highlight the burden to patients and disability insurers
: . 6 Upper 43,228 23 " The strength of the data are that they characterize the medical treatments patients actually receive in , , , ,
compared to US population statistics.” | | Other specified 9564 5 the US and the need for earlier diagnosis and approval of effective
= This analysis is devoid of identifiable patient information and is exempt - '
Multisite 248 <l treatments for CRPS-1
from IRB review requirements. Unspecified 47,140 25 '
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