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Background

* ECis the fourth most common cancer in women in developed countries. Every year, close to 100,000
new cases are registered across the European Union and the United Kingdom!!

* In Finland, approximately 900 cases of EC are diagnosed annually, primarily in women >65 years of age.?

* EC can be classified as dMMR or MMRp, based on absence or presence of proteins that have a crucial
role in the DNA mismatch repair process.®
— ESMO recommends the MMR IHC panel as the first method for MMR testing.*

— In Finland, IHC-based MMR testing for patients with EC has been recommended by FINGOG since 2018.°

* There is currently a lack of real-world data on the characteristics, treatment patterns and clinical

outcomes for patients with EC with known MMR status in Finland.

— Obtaining real-world data is important to understand patient unmet needs, inform clinical trial design
and guide the assessment of novel therapeutic strategies within this treatment landscape.

Aims

* The retrospective FIRE study used healthcare data to assess the real-world clinical characteristics,
treatment patterns, outcomes and HCRU for patients with EC in Finland.

* Here, we focus primarily on HCRU and associated medical costs for patients with advanced or
recurrent EC.

Results

Baseline characteristics
* The FIRE LOTI-PT cohort included 266 patients with advanced or recurrent EC.

* Patient demographic and clinical characteristics are detailed in the Table.

* |In the overall LOTI-PT population:
— The mean (SD) age at diagnosis was 67 (?9) years.

— At study index date, 80.1% of patients had Stage Ill EC and 19.9% had Stage IV EC.
— 86.1% of patients underwent surgery for EC (hysterectomy).

* In total, 62 patients (23.3%) in the overall LOT1-PT cohort had data on MMR status:
— Among patients with available data on MMR status, 19 (30.6%) patients had dMMR tumours and
43 (69.4%) patients had MMRp tumours.
— The observation that >30% of patients had dMMR tumours was likely a result of MMR status not
being available for 204 (76.7%) patients.
— The mean (SD) age at diagnosis was 64 (10) years for the dMMR group and 67 (10) years for the
MMRp group.
— Sixteen (84.2%) and 41 (95.3%) patients with AMMR and MMRp tumours underwent hysterectomy,
respectively.

Table: Baseline characteristics for the LOT1-PT cohort and by MMR status

LOTI-PT LOTI-PT
LOTI-PT dMMR MMRp
n (%)7 (N=266) (n=19) (n=43)
Age at diagnosis (years), mean (SD) 67 (9) 64 (10) 67 (10)
Follow-up length (years), mean (SD) 4 (2.6) 3.9 2(0.7)
Surgery for EC (hysterectomy) 229 (86.1) 16 (84.2) 41 (95.3)
Prior radiotherapy 9 (3.4) 0 (0.0) <5 (11.6)
Stage at index
I 213 (80.7) >12 (>63.2) 32 (74.4)
\Y, 53 (19.9) <5 (£26.3) 11(25.6)
MMR status
MMRp 43 (69.4)* 0 (0.0) 43 (100.0)
dMMR 19 (30.6)* 19 (100.0) 0 (0.0)
Missing 204 (76.7) 0 (0.0) 0 (0.0)
Comorbidities
Diabetes 21(8.4) <5 (£27.8) <5 («11.6)
Diabetes without complications 14 (5.6) <5 (K27.8) <5 (11.6)

TData presented as n (%) unless otherwise specified; ¥Percentage based on 62 patients with available data on MMR status.

Treatment patterns

* The most common treatments received in the 1L, 2L, 3L and 4L settings are shown in Figure 1.
— The most common 2L treatment regimens were platinum + taxane chemotherapy (8.6% of patients in
the LOTI-PT cohort), ‘other’ regimens such as gemcitabine and bevacizumab (8.3% of patients), and
doxorubicin monotherapy (6.4% of patients).

HCRU

* During the first treatment year, there was an average (95% Cl) of:
— 245 (22.8-26.2) EC-related days with outpatient contact per patient year (dMMR: 28.4 [21.6-35.6];
MMRp: 29.1 [24.2—-33.8]; Figure 2).
—11.9 (10.4-13.4) EC-related radiotherapy contacts per patient year (dMMR: 12.8 [6.4-20.2];
MMRp: 10.2 [6.5-14.3]; Figure 3).

— 3.3 (2.5-4.1) inpatient days per patient year (dMMR: 5.5 [2.4-9.8]; MMRp: 2.8 [1.3—4.7]; Figure 4).

= |Inpatient utilisation was driven by patients with dMMR tumours in Years 1 and 2.

= Of note, data on inpatient days during Years 4 and 5 reflect patients whose MMR status was unknown.

Conclusions
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EC treatment patterns in Finland were generally aligned

with ESMO treatment guidelines at the time of the study.
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EC-related HCRU and healthcare costs were highest in
the first year after diagnosis in Finland and decreased in
subsequent years.

— Increased HCRU and costs in the first year of
treatment have also been noted with other
gynaecological cancers in Finland.®

Methods

* FIRE is a multicentre, retrospective, non-interventional study of Map of Finland
patients with EC based on electronic medical records from Helsinki,
Turku and Tampere University Hospitals.

* Here, we report findings for patients diagnosed with incident
recurrent or advanced EC receiving 1L platinum- and taxane-based
treatments in the listed hospitals (LOTI-PT cohort).

* The study observation period started from availability of medication
data (1 January 2010 for Turku and 1 January 2014 for Helsinki and

Tampere) until the end of the study (30 June 2022) or death.

* Patient demographics, clinical characteristics, treatment patterns,
HCRU data (outpatient visits, radiotherapy visits, inpatient
admissions) and cost per patient are reported; cost calculations
were based on the cost per day of inpatient episodes and cost per

visit of outpatient visits. Targere
* Data are presented for the overall LOTI-PT cohort and stratified by
MMR status, where available. Turku O O
Helsinki
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Cost

* Average (95% ClI) total EC-related cost of all treatment resources was €£5973 (€£5478—-6532) per
patient year (dMMR: €8069 [£5642-12,802]; MMRp: €10,383 [€£8466-12,676]; Figure 5).
— Average total EC-related costs per patient year over Years 1-5 are shown in Figure 6.

* In the first year of follow-up, the average cost per patient year was €10,783 (€10,000-11,590; dMMR:
€12,513 [€£9460-15,706]; MMRp: €13,165 [€10,781-15,609]) for outpatient contacts, €4466 (£3856—
5087; dMMR: €£4940 [€£2286—-8017]; MMRp: €3930 [£2421-5587]) for radiotherapy contacts and
€843 (£664-1038; dMMR: €£1133 [€532-1895]; MMRp: €552 [€£299-858]) for hospitalisations.

* Average costs per patient year decreased in the second year to £2666 (£2153-3219; dMMR: €£2073
[€778-3927]; MMRp: €3530 [€£2076-5324]) for outpatient contacts, €1043 (£829-1285; dMMR:
€1414 [€£476—-2896]; MMRp: €£1429 [€£542-2534]) for radiotherapy contacts and €437 (€£278-627;
dMMR: €1552 [€131-3397]; MMRp: €555 [£214—974]) for hospitalisations.

Figure 5: Average total cost of Figure 6: Average total costs per year in the LOTI-PT cohort
treatment in the LOTI-PT cohort and by MMR status
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