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Recruitment Problem Lens 1: Potential Cohort Reach Lens 3: Probability of Target Reach

Patient-level targeting prioritizes providers based on historical Via each HCP pool, how many more patients can be reached compared to the site-employed pool, and how many more providers are involved in accessing these? Using 100 providers, probability of meeting patient targets via random selection:
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Lens 2: Efficient HCP Selection Conclusions and Strategic Implications

Rapid escalation to specialist from community

Per TA: 10,000 randomly sampled eligible patients - HCPs with 2025 encounters &
How does patient reach vary across 3 HCP selection strategies using a finite numbers of providers which are trial site employed or affiliated?

relevant specialty - Top 3 hospital trial sites by cohort encounter volume through O

employments Expanding networks increases g Patient overlap shares enable
theoretical reach an efficiency-reach trade-off

HCP RecrUitment POOIS TO p'ra n ked HCP SEleCtiOn COnSiStently Ca ptu I‘eS mOI"e patients With fewer prOViderS Including affiliated or network-employed Filtering by patient overlap reduces provider
providers substantially increases eligible pool size but concentrates patient opportunity.
cohort size across all therapeutic areas, For T1D and TNBC, providers with patient
Patients Reached by Nu mber Of HCPS and Recru itment Strategy confirming affiliation data adds value encounter overlap to trial site yield a higher
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* Claims-based overlap metrics may understate care relationships where claims visibility is limited.

encountered both the provider and trial site

* Indirect connection; provider employed in a facility in the same network as trial site Slightly higher median patient reach when sampling from patient overlap subset compared to all site employed/affiliated providers for T1D and TNBC

= Overlapping interquartile ranges indicates this strategy is not reliably better than sampling from the wider network, particularly for T1D.

Site Employed or Affiliated with Patient Encounter Overlap: C, D

Limitations Detailed Methodology:

Number of trial site patients

] Higher numbers of RMS patients reached more frequently when sampling the unfiltered employed/affiliated provider set.
Patient Encounter Overlap Present * Volume-based site selection may over-represent large academic centers versus community or rural settings.

For encounters in claims occurring within a Slow incremental increase for RMS after high numbers of patients reached initially; continuing to sample from providers with historic patient overlap with trial sites has
fixed 12-month period

A minimum number of patients have encountered both provider and trial site within a
12-month lookback period

* Only three TAs evaluated; findings may not generalize to rare or highly centralized disease areas.

diminishing returns for this TA. « Random 10K-patient sampling per TA; results may vary with different cohort compositions.

* Qutreach simulations do not model provider/patient willingness or geographic constraints.
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