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e This study emphasizes the significant healthcare burden linked to chemotherapy regimens, particularly those containing docetaxel, in the treatment of second and
later-line (2L+) metastatic NSCLC in the U.S.

e The short treatment duration, high utilization of inpatient and emergency care, and considerable economic impact among patients receiving these therapies underscore
the urgent need for more effective, safer, and cost-efficient treatment options for NSCLC patients who experience disease progression after first-line therapy.

Key Results Figure 3: Healthcare resource use (HCRU) for 2L+ during the SACT period per patient per month (PPPM)
Figure 2: Distribution of 2L+ treatments Figure 3a: Outpatient visits (PPPM) Figure 3b: Inpatient admissions (PPPM) Figure 3c: Emergency department visits (PPPM)
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Combo, combination; Doc, docetaxel; 10, immunotherapy; PBCT, platinum-based chemotherapy; Ram, ramucirumab Combo, combination; Doc, docetaxel; 10, immunotherapy; non-PBCT, non-platinum-based chemotherapy; PBCT, platinum-based chemotherapy; Ram, ramucirumab; SACT, systemic anti-cancer treatment
Treatment patterns (outcomes) Figure 4: Mean total (all-cause) healthcare costs during the SACT period, per patient per month (PPPM)
* The most frequent second and subsequent lines (2L+) treatments were mono or dual immunotherapy (10) (40.6%), non-platinum
based chemotherapy (non-PBCT) (14.2%) and 10 plus platinum-based chemotherapy (PBCT) (12.9%) (Figure 2) A — $24'782
» Median treatment duration based on Kaplan-Meier analysis was 4.0 months. 1O+ 1P/ C T | $34'694
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* Qutpatient visits during the systemic anti-cancer therapy (SACT) period accounted for the majority of all-cause healthcare Non-PBCT comb §25'939
resource utilization (HCRU) (mean 5.18 [SD 3.09]) and were highest for PBCT mono or dual followed by Docetaxel + others. ° 0 co/d (:
+ The highest rates of inpatient (IP) admissions during the SACT period were observed among patients receiving docetaxel-based monordua 525080
regimens, with docetaxel + ramucirumab (0.30) showing the highest rate, followed by docetaxel monotherapy (0.28) (Figure 3b), ~ PBCT monoldual 521136
» Highest emergency department (ED) visits during the SACT period were observed among patients using non-PBCT Doc mono $18'502
monotherapy (0.16) followed by docetaxel monotherapy (0.15) (Figure 3c). Non-PECT Mono $16'428
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* Mean total (all-cause) healthcare costs during the SACT period were $24,782 (SD 23,134) PPPM. Others I $12'714
* Total (all-cause) costs during the SACT period were highest for 10 + PBCT ($34,694), followed by docetaxel + ramucirumab o | o o N
($30,848) ® Qutpatient visits Inpatient admissions Prescriptions ED visits
. Th e inaj orlty Of COStS were attributed tO OUtpati ent ViSitS fO” OWGd by |P admiSSi on (FI gure 4) Values above the bars are total PPPM healthcare cost for the regimen. Combo, combination; Doc, docetaxel; 10, immunotherapy; PBCT, platinum-based chemotherapy; Ram, ramucirumab; SACT, systemic anti-cancer
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Background Results
* Lung cancer is one of the leading causes of death in the United States, with non-small cell lung cancer (NSCLC) making up to 85% of cases.? Study population
+ The treatment landscape and disease burden in NSCLC are continually changing as new therapies are introduced.** » Out of the 6,752 patients who met the inclusion criteria (Table 2), we here report on the 2,125 patients that received 2L+ treatment (2,815 LOTs).
« Patients without actionable alterations are treated with non-targeted SACT, which includes conventional chemotherapy and/or 10.6 ] : : : _r
* Docetaxel, either alone or in combination with ramucirumab or nintedanib, has been extensively studied in patients who have progressed after first-line Table 2: Selection ofstudy population Baseline characteristics (Table 3)
therapy. Historically, docetaxel monotherapy has been a key treatment option. However, its efficacy is modest, and it is linked to significant toxicities.’ Criterion Number of Study population
* Current evidence on treatment patterns, healthcare costs, and HCRU for second and subsequent lines of treatment (2L+) in metastatic NSCLC within real- patients
world clinical practice in the U.S. is limited. >1 medical claim with diagnosis of lung cancer during study period 280,355 ° o * Mean age: 66.0 years (SD 10.1)
» Male: 50.8%
=1 medical claim on or after dx date with diagnosis of secondary malignancy 130,455 'm i
Objective Payor:
| . _ =1 claim for SACT for NSCLC after secondary malignancy dx 67,145 « Commercial insurance: 51.7%
* To describe real-world treatment patterns, HCRU, and healthcare costs associated with non-actionable 2L+ SACT ftherapies or metastatic NSCLC in the US , o a0
>1 claim for SACT for NSCLC initiated on or after January 01, 2020 33,010 * Medicare Advantage: 48.3%
Methods Disease characteristics
Continuously enrolled for =180 days before diagnosis to 230 days after SACT initiation 11,614
Study design  Median time since lung cancer
Retrospective observational longitudinal incident user cohort study No medications typically administered for SCLC before index date 9,198 diagnosis: 5.2 months (IQR 1.2-23.7)
. ' . 0
+ Study period: January 01, 2016 to March 31, 2023 No claims for therapies with actionable mutations during study period 8,295 SEEDehy MEIENE), 01 Lt
Comorbidities
Database No diagnosis of secondary malignancy or use of SACT within 180 days prior to dx date 6754 - t ; I
* Frequent secondary malignancies:
* Data: Merative MarketScan claims database containing medical and pharmacy claims for commercially insured and Medicare advantage patients in the US Age 218 years on index date 6,752 W . Bgne o ry maiig
. . . o ' 0
Inclusion criteria Final patients receiving 2L+ SACT 2,125 MBr.aln gglj/:) OR 0,02
* At least one medical claim with a lung cancer diagnosis (the date of Figure 1: Study design > LSl bl . Q'.O_ )
first lung cancer diagnosis = Dx date). 2L+ SACT LOTs for NSCLC 2,815 7 IO LB COma e e
* At least one medical claim on or after the diagnosis date with a Stu dy Period dx, diagnosis; LOT, line of treatment; 2L+, second and later LOTs; NSCLC, non-small cell lung cancer; SACT, systemic anti-cancer treatment; — HypertenSion: 42.8%
, , , , SCLC, small cell lung cancer — COPD: 24.9%
d|agn03|s of gecondgrii mahgnancy (the date of first secondary Continuous enrolment Therapies for actionable biomarkers/mutations do not include immunotherapies or therapies targeted at VEGF *National Cancer Institute Carlson Comorbidity Inde:
X]talllgntancy dlla.gﬂ(}SIS - StM (iX datte) th (SACT) f COPD, chronic obstructive pulmonary disease; IQR, interquartile range
* At least one claim for systemic anti-cancer therapy or
: : Dx date SM Index date .
NSCLC after 4anuairy 1 ,_2020, and on or after the SM diagnosis date (lung cancer Dx) Dx date (NSCLC SACT claim) Conclusions
(the date of this claim = index date). : : :
+ Continuous enrolment in medical and pharmacy benefits for at least | | | LOT start date @ * Treatment patterns: The most frequently administered treatments for 2L+ SACT were monotherapy or dual 10, followed by non-PBCT
180 days before the dx date and at least 30 days after the index date. | | ' } | monotherapy, and 10 + PBCT.
* Age 18 years or older on the index date. if | * | H | » HCRU: Outpatient visits accounted for the majority of HCRU and were highest for PBCT (mono or combination), including docetaxel plus PBCT
* No prior use of medications commonly used to treat small cell lung 180 d pre-Dx 180 d pre-index and other docetaxel combinations. Inpatient visits were highest among patients receiving docetaxel with ramucirumab. Emergency department
;ancer bifore thedlnﬁex date. ) s y visits were highest among patients receiving non-PBCT monotherapy including docetaxel monotherapy.
* No use of targeted therapies (i.e., therapies based on actionable iod s the ti X | iest of: i i . L . . .
biomarkers 0? mutations)p exc(ept for imrgunotherapies and treatments 1222’2?3 (Engc;dbi égeytbrsfirfgomigiiec)ﬁf anftcillt:v(i/i?)rlﬁieOSfAEgT?’ ?n:?/)iic&iztg(retrrriill’t?;tezzyngZf SACT durng fhe fne o * Healthcare costs: Outpahent VIS.I’[S accounted for most healthcare costs. Total costs during the 2L+ SACT period were highest for |0 + PBCT,
targeting vascular endothelial growth factor during the study period. Study period: January 01, 2016 to March 31, 2023: SACT period: January 01, 2020 to March 31, 2023. followed by docetaxel with ramucirumab.

. ) _ . d, days; dx, diagnosis; NSCLC, non-small cell lung cancer; SACT, systemic anti-cancer treatment; SM, secondary malignancy
* No diagnosis of secondary malignancy or SACT use during the

180 days before the Dx date. Limitations

* The study design is depicted in Figure 1 * |dentification of study subjects, assessment of baseline characteristics, and measurement of study outcomes may be subject to coding errors in the

Study outcomes (Table 1) . . database

Table 1: Outcomes reported in the current analysis | | | | | o
* Results are likely to be generalizable to most NSCLC patients in the US but elderly patients with Medicare fee-for-service or Medicaid coverage may be

* Baseline characteristics were evaluated on the index date, with ) _
Basellne ¢ DemographICS underrepresented

comorbidities and prior SACT reviewed during the 180 days

. . . . isti * Clinical characteristics
preceding, but not including the index date. SEEISIEEE " o » There is no specific ICD10 code for NSCLC; patients were identified from lung cancer diagnosis code and those receiving regimens for SCLC excluded: this

* LOTSs were identified from the diagnosis date to the index date [ SRR + Treatment categories approach has been validated against electronic medical record data'"
using an adapted version of a published algorithm.8

. Treatment duration. healthcare costs. and healthcare resource patterns » Treatment duration « LOTs were derived from claims using an adaptation of a published algorithm?® that has not been validated against other sources (e.g., clinicians or medical

utilization (HCRU) were evaluated over the SACT period, defined » Inpatient (acute and long-term) records)

as the time from the index date to the earliest of the fO”OWing: Healthcare costs? . Outpatient (physician office hospitai outpatient, |abs/imaging)

30 days after the last cycle of SACT in the current LOT, the day « Emergency department (ED) References Disclosures

before the next LOT, or the end of the follow-up period Healthcare * Pharmacy 1. https:/lwww.cancer.org/cancer/types/lung- 6. Singh N, et al. J Clin Oncol 2022;40:3323-3343. Funding for this research was provided by Amgen Inc. I.
* Given the historical importance of docetaxel as a treatment TN T e Y Healthcare costs and HCRU reported per patient per month cancer/about/key-statistics.html. 7. Comer AM, et al. Drugs Aging. 2000;17:53-80. Sultan, D. Chopra, and B. Stollenwerk are employed by

option for patients who progress on first-line therapy, we also (HCRU) (PPPM) 2. Riessk J. Am J Manag Care 201_3:1.913390-397- 8. Meng W, et al. J Biomed Inform 2019;100:103335. Amgen Inc. and hold stock in the company. D.M.

focus on patients who receiVing docetaxel'COntaining regimens. Treatment patterns, healthcare costs, and HRCU are reported for the SACT period (as defined above) 3. Lin HM, et al. / Med Econ 2020;23:894-901. 7317 9. Bure'au of Labor Sta.tIStICS' Consumer Price Index for Waterhouse has received consulting fees from Amgen Inc.

.. \ 2Healthcare costs have been adjusted to 2022 US dollars (US$) using the medical component of the Consumer Price Index.® 4. Vanderpoel J, et al. Pharmacoecon Open 2023;7:617 Medical Care, US city average, all urban consumers, A. Lonshteyn and and T. Delea are employed by Avalere

Statistical analysis : gﬁgng Xt al. J Manag Care Spec Pharm 0 ggi; rf:srfoéﬁ”iil nggﬁté% 505;16;‘2";‘53;/1(1935?1-?'i-gow : health, which has received research funding from Amgen
° inti I I 0 I | i i I i ' ) ' . , . ) LA 1=10.

All analyses were descriptive. Categorical variables are presented as n (%), while continuous variables are expressed as mean (SD) or median (interquartile 2022:28:255-265. 11.Tumer RM. wt al. Front Pharmacol 2017-8:683. Inc.

range [IQR]).
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