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INTRODUCTION TABLES AND FIGURES

Table 1: Baseline characteristics for total (N=802) and four aHCC subgroups

« Hepatocellular carcinoma (HCC) is a form of primary liver cancer
3,500 patients were diagnosed with HCC and 1,650 patients have died Mean + SD 657 + 12.0 66.9 + 10.9 613+ 148 631 + 15.2 650 + 12.2
from it in Canada (1). Median (IQR) 66 (59 - 74) 68 (61 - 75) 63 (56 - 71) 63 (57 - 73) 64 (57 - 75)

* Previously, sorafenib (2) had been the standard of care for aHCC as first Female 143 (17.8%) 83 (19.4%) 8 (22.2%) 11 (15.3%) 41 (15.4%)
line (1L); lenvatinib (3) and atezolizumab+bevacizumab (4) were - Male 659 (82.2%) 344 (80.6%) 28 (77.8%) 61 (84.7%) 226 (84.6%)
approved as 1L treatments as of 2020 and 2022 in Canada, respectively. Mean + SD 184 +183 183 +183 290+ 2.49 1.93 + 1.83 1.81 + 1.82

« Limited contemporaneous evidence Is available on treatment patterns, scoret Median (IQR) 1(1-3) 1(0-3) 2(0-3) 1(1- 3) 1(1-2)
clinical outcomes, healthcare resource utilization (HCRU) and costs No prior ablation received; n 739 (92.14%) *405 - 409 *31 - 35 32(44 .44%) 267 (100%)
associated with the management of aHCC in Canada. b s ) e — — — —

« Our study recently reported on the treatment patterns, survival and costs
(6). Here, we report our findings on the HCRU on the same aHCC cohort
In Ontario, Canada.

 This study used real-world, provincial-level data from administrative
databases to understand the HCRU in aHCC patient population in

IQR = Interquartile range (25-75%), LRT = locoregional therapy, SBRT = stereotactic body radiation therapy, SD = standard deviation, TACE = transarterial chemoembolization. TThe Charlson Comorbidity Index was first developed in 1987 by Mary
Charlson and colleagues as a weighted index to predict risk of death within 1 year of hospitalization for patients with specific comorbid conditions. *Due to small cell suppression of values <5 and back calculation, only ranges of values have been
included instead of actual values and no percentages.

HCRU for the Overall Cohort from Diagnosis

Table 2: HCRU Encounters from Diagnosis

Type of HCRU

Number of

Encounters| patients

Num.ber o encounters
per patient
per year
619

Mean
number of

Mean
number of

Number of | Number of
Encounters| patients
60 35

Number of | Number of
. encounters
Encounters| patients per patient
per year
189 101

Mean
number of
encounters
per patient

Figure 1. Mean Number of Encounters Per Patient Per Year
on Selected HCRU from Diagnosis (Year 1)
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« A total of 7,322 patients were identified using relevant HCC diagnosis
codes, of which 802 met the aHCC diagnosis criteria.

 Table 1 shows that the median age for the total cohort was 66 and that
over 80% were male. The mean duration of disease (diagnosis until end
of follow-up) was 1.0 yeatr.

« Table 2 provides the HCRU for the overall cohort (n=802) from
diagnosis to death or end of follow-up. For years 1 — 3, the total number

*1-5= Only range given due to small cell suppression; NA= not available due to calculation; ED= emergency department; EGD=esophagogastroduodenoscopy, OHIP= Ontario Health Insurance Plan; SBRT=
stereotactic body radiation therapy, TACE= transarterial chemoembolization. Note that dialysis, non-physician, shadow-billing visits, and TARE were determined but not included in the table.

HCRU for 1L HCC Group from Treatment Initiation

Table 3: HCRU Encounters from Treatment Initiation
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Figure 2: Mean Number of Per Patient Per Year on Selected
HCRU from Treatment Initiation in 1L HCC-Systemic Treated
Subgroup (Year 1)
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 Figure 2 displays the mean number of encounters per patient per year
on selected resources from treatment initiation for year 1 in the subset of
patients who were treated with 1L HCC-systemic therapy.

*1-5= Only range given due to small cell suppression; NA= not available due to calculation; ED= emergency department; EGD=esophagogastroduodenoscopy, OHIP= Ontario Health Insurance Plan; SBRT=
stereotactic body radiation therapy, TACE= transarterial chemoembolization. Note that dialysis, non-physician, shadow-billing visits, and TARE were determined but not included in the table.

« HCRU encounters for the overall cohort (n=802) from diagnosis was highest for physician visits (consisting of GP and
m specialists [e.g., medical oncologists, therapeutic radiologists]) yet low for inpatient hospitalizations, indicating aHCC
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HCRU encounters for the 1L HCC-treated patients (n=427) from treatment initiation demonstrated similar trends as the

overall cohort, with more outpatient-based care than inpatient-based care.
 The overall study demonstrates HCRU patterns of aHCC patients from the sorafenib era, and the results can be used to
further contextualize the novel and emerging treatments in this therapeutic armamentarium.
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