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Conclusions and Implications

This analysis leveraged a large payer dataset to identify notable associations between demographics,
healthcare resource utilization, and SDOH domains

Results

Table 1: Member Baseline Characteristics

Background

 Type II diabetes (T2D) has been well documented as one of the most common chronic
diseases in the United States. It has a notably high prevalence in the Medicare Seepn] e ThamEy

population, affecting an estimated 27.5% of beneficiaries in comparison to 11.3% in No Yes e Line Thamsy L .

Figure 1: Logistic Regression Model: Odds Ratio

Table 2: Member SDI Characteristics .
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Inclusion criteria included members with at least two paid claims for metformin in the
study year and diagnosis of T2D within the study year and prior year.

To assess SDOH of members, a proprietary index covering associated domains (economy,
education, food access, health coverage, and language) at the census level was utilized,
with a low score corresponding with low exposure to social conditions that could hinder
optimal health, and a high score corresponding with high exposure.

Exclusion criteria included diagnosis of end-stage renal disease (ESRD) or hospice care
within the study year or prior year.

Chi-Square tests were used to determine the differences in proportions for categorical
variables between the customers that either filled or did not fill a second-line agent.

The probability of having a second-line agent filled or not filled was assessed using a
multivariable linear regression.

Statistical significance was defined as p < 0.05.
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In total, 43,818 members met the study criteria and were included in the analysis.

Statistically significant differences existed between most demographic characteristics in both the unadjusted
and multivariate analysis, such as special needs plans (SNP) enrolled members, and low income subsidy (LIS)
status. In the multivariate analysis, chronic condition SNP (C-SNP) and dual eligible SNP (D-SNP) members
were 33.1% and 9.2% more likely to fill a second-line agent compared to non-SNP members respectively,
and LIS members were 27.4% more likely to fill a second-line agent compared to non-LIS members.

In the multivariate analysis, a few statistically significant associations were found between the levels of the
SDOH domain index scores. Members with a very high economy score were 8.5% less likely to fill a second-
line agent than those with a low score, members with a medium food access score were 11.4% more likely to
fill a second-line agent than those with a low score, and members with a very high language score were
16.8% more likely to fill a second-line medication than those with a low score.

In the unadjusted analysis, both increased member medical cost share and total medical cost were associated
with a greater likelihood of filling a second-line agent; however in the multivariate analysis this association
was only significant for total medical cost. A member total medical cost of $1000-$2499 was associated with

a 16.3% increased likelihood to fill compared to a member tota

Members with chronic kidney disease (CKD) were 23.4% more

members with Part D insulin use were 206.2% more likely to fil

medical cost of <$1000.

ikely to fill a second-line medication, and
a second line agent.
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