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Ba Ckg roun d Linear regression was used to model the composite of total Resource utilisation, total costs and utilities

costs and health utilities, including measures of symptom Work productivity losses accounted for the highest annual
severity as well as demographic variables as explanatory costs across all disease severity groups (Figure 2).
variables. A stepwise approach was taken to variable inclusion,

using AIC to select the optimal model.

Narcolepsy type 1 (NT1), narcolepsy
type 2 (NT2), and idiopathic

hypersomnia (IH) are rare central Higher costs and lower EQ-5D utility scores were

disorders of hypersomnolence (CDH) _ _ S associated with increases in residual symptoms, including
sleepiness, cataplexy (NT1 only) and/or gart_lmpan_t using thle actual sfymptrc])m sevlemty values fokr)leach, in participants with NT1, NT2 and IH (Figure 3).
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