Impact of delaying disease recurrence

Patients were identified from Merative™ MarketScan®
Commercial and Medicare Database in the U.S for this

Results and Interpretation

« Atotal of 3,745 patients with HER2+ eBC
were included in the study. (Figure 1)
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delineated neoadjuvant and adjuvant periods, before and
after surgery date.

Disease recurrence post-surgery was defined by restart
of chemotherapy treatment (after 90-day gap following
discontinuation of post-neoadjuvant/adjuvant therapy)
Initiation of chemotherapy more than 120 days post-
surgery (after the adjuvant window), a new diagnosis of
metastasis, or evidence of end-of-life care.

Generalized linear models (GLM) (gamma distribution
and log link) adjusting for patient demographics and

v
21 claim for the prescription or administration of a drug for treating HER2+ BC
on or after BC diagnosis date
N= 19.566 (6.7%)
v
(21 claim with a procedure code for surgery (i.e., mastectomy or lumpectomy) on or )
within one year after BC diagnosis date (earliest surgery = surgery date)
N= 10,467 (3.6%)
v
Continuous enrollment 6 months before the BC diagnosis date (pre-diagnosis
period) and from BC diagnosis through the surgery date (pre-surgery period)
N= 8,095 (2.8%)
v
(" without any non-ruleout medical claims for BC or secondary malignancy prior to
the BC diagnosis date, primary cancer other than BC prior to the surgery date, or
secondary malignancy from BC diagnosis date through 30 days after surgery date
N= 4,536 (1.6%)
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H Neoadjuvant treatment only

neoadjuvant and post-neoadjuvant treatment,
1.9% (n=70 had) surgery only, and 0.5%
(n=20) had neoadjuvant treatment only.
(Figure 2)

« Mean age was slightly younger for patients
receiving both neoadjuvant and post-
neoadjuvant treatment (51.3 years) compared
to adjuvant treatment only (55.2 years) and
surgery (56.5 years) only. (Table 1)
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difference compounds overtime. (Figure 4)
 GLM showed cumulative cost burden following
surgery was higher among patients who experienced .
recurrence in <12-months vs no recurrence ($348,834
vs $265,279). (Figure 4)

compared with patients receiving HER?2 targeted
treatment. (Figure 4)

Patients who received neoadjuvant treatment had
lower cost burden (RR 0.85, <0.001) compared with
patients that did not receive any neoadjuvant therapy.
(Figure 4)

« Patients with recurrence >12 months after surgery .
iIncurred 44% higher costs in any given month (p <
0.001) compared with patients without recurrence; this
difference compounds overtime. (Figure 5)

GLM showed cumulative cost burden following
surgery was higher among patients who experienced
recurrence in >12-months vs no recurrence ($376,755
vs $261,688). (Figure 5)
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