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often presents as heart failure with preserved
(HFpEF) or mildly reduced (HFmrEF) ejection

ATTR-CM was diagnosed using radionucleotide
scintigraphy with SPECT as grade 2 or 3
cardiac uptake, or grade 1 uptake with a

347 patients were enrolled at 36 centers across
8 countries and 3 continents between

The number of patients in each country was
small, but there were some notable differences
in demographic and clinical characteristics
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Figure 1: Prevalence of ATTR-CM

Figure 2: Prevalence by region

Figure 3: Prevalence by (A) age and (B) sex

Internationally, 18% of evaluable high-risk patients
with HFpEF or HFmrEF were found to have previously
undiagnosed ATTR-CM.

fraction.' December 2020 and June 2023 (Table 2). Age, mean (SD), y 77.7 (8.2) 75.6 (7.5) 76.5 (7.9) 84.1 (6.6) NYHA classification, n (%) Prevalence was higher in Europe (24%) than North
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of ATTR-CM is unclear. P . ’ L . ' ' ’ ' Supine systolic BP, mmHg n=334 n=31 n=249 n=54 higher age, and a history of carpal tunnel syndrome.
, _ , _ Most patients had New York Heart Association Asian 23 (6.6) 1(3.1) 20 (7.7) 2 (3.6) . 0.0299 _ _
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