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Healthcare resource utilization, costs, and outcomes among patients with extensive-stage small cell
lung cancer In the United States: A retrospective, real-world analysis of administrative claims data
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Costs

* The mean (xSD) total all-cause PPPM costs were $18,143 ($13,989) for LOT1, $21,446 ($20,844) for LOT2, $17,853 ($20,111)
for LOT3, and $19,893 ($35,849) for LOT4 (Figure 2)

Table 1. Patient characteristics at 1L treatment index
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* We performed an observational, retrospective, real-world study using administrative claims data to analyze HCRU, costs,
treatment patterns, and outcomes among patients with ES-SCLC in the US

METHODS

pharmacy visits were mostly utlized for reasons not related to ES-SCLC Treatment patte 'ns * This study was subject to limitations typically associated with administrative claims-based datasets, including misclassification

due to miscoding, misdiagnosis, or underreporting, which may have resulted in the misestimation of median OS data and
underestimation of comorbidities

Furthermore, the high prevalence of comorbidities in patients with ES-SCLC may prevent accurate attribution of HCRU and costs
to either all-cause or ES-SCLC—-related reasons

* The use of proxy criteria to identify patients with ES-SCLC may have resulted in the inclusion of patients with other types of lung
cancer and the exclusion of patients with EGFR-mutated transformed SCLC with prior EGFR TKI use

* In LOT1, the majority of patients received PBC (94%), mostly in combination with either a topoisomerase inhibitor only (50%) or

Figure 1. Percentage of patients with all-cause and ES-SCLC-related with a topoisomerase inhibitor and an anti-PD-(L)1 agent (42%; Figure 3) .

* Beyond LOT1, there was no clear standard of care; the most common treatments were:
use of each HCRU category by LOT® — LOT2: Anti—PD-(L)1 monotherapy (34%); PBC + anti—PD-(L)1 + topoisomerase inhibitor (15%)

— LOT3: Topoisomerase inhibitors administered as monotherapy (21%); anti-PD-(L)1 monotherapy (19%)
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is no ICD-10-CM code specifically for ES-SCLC: §§ : §§ : % 5 Flgu re 3. Treatment Categorles by LOT® which was after the end of the study period
. : : : : : : : : : : : <© KK ! o0 ! ::0:01 ::0:{
=1 inpatient claim with a primary diagnosis of lung cancer (ICD-10-CM C34.xx) or 22 non-diagnostic outpatient claims S o20% ! o2l ! ol 529 0!
: : : Nl : : : : ~ 60- bo%S | 008 | o5l (46.1) 0% 2750 7
(30—365 days apart) with a lung cancer diagnosis at any time; the earliest evidence of lung cancer was set as the diagnostic [0 el B | 43.7 o5 | 44.8 Jes] 7> S0 os\p LOT1 LOT2 LOT3 LOT4 RE FERE N CES
index date £ SR @) | e S Treatment category, n (%)° (\=o532) (n=1049) (n=308) (n=78)
XX £S5 ! ol I ! 0208 XN Il KXS .
— >1 inpatient claim with a primary diagnosis of a secondary cancer (ICD-10-CM C77.xx, C78.xx, or C79.xx) or =2 = 40- 5 5 ' 28.6 sl P 57 o~ 22 Il 5l 5 2900 Patients from treatment PBC + topoisomerase 10
non-diagnostic outpatient claims with a secondary cancer diagnosis at any time (to indicate metastatic disease); the earliest & :::2:1 ;3:21 - (33) 3:2: o " (3.6) 3:2: | Sl =5 FreeeTEs e inhibitor 1266 (50) 127 (12) 34 (11) * 1. Sgltos A, etal. Front Oncol. 2020’10'1974_'
. s o ool ol | R Il K | S 1 I KX Il KX Dingemans AC, et al. Ann Oncol. 2021;32:839-853.
evidence OT m.eta.statlc disease was set as the metastatllc Index dat.e. _ _ o o _ _ 20 §€ §1 | E:?i E:?: :?? | Po%! §3 E:?i ?? :?? 2250 - PBC_"‘ anti—PD-(_L)1_ + 1060 (42) 162 (15) 21 (9) % NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Small Cell Lung Cancer Version 4.2025.
— Tre_e_ltment |nd|cat|ve. of ES-_SCLC (any 1L, 2L, or ?;L regimen containing carboplatin or cisplatin in combination V\_nth etoposide 3?? :?3 : ;?? :§ E:?i | :?? :§ :§1 E:?i E:?; topc_nsomerase inhibitor https://www.nccn.org/professionals/physician_gls/pdf/sclc.pdf. Accessed April 10, 2025.
or irinotecan, or lurbinectedin); the start of a LOT indicative of treatment for ES-SCLC was set as the treatment index date <Xl XS I st I 5 B B % I <5 Il % < I st Il K< 2000 - Anti—PD-(L)1 52 (2) 355 (34) 59 (19) 17 (22 4. SEER Explorer Application. National Cancer Institute. Surveillance, Epidemiology, and End Results Program.
for each LOT | o MK | sl sl e o IR o B 555 B R < WS KX monotherapy (2) (34) 59(19) (22) . e > ’
0 https://seer.cancer.gov/statistics-network/explorer/. Accessed April 9, 2025.
— To further minimize the inclusion of patients with NSCLC, patients with EGFR TKI use in 1L, 2L, or 3L were excluded LOT1 LOT2 LOT3 1750 PBC “other’® 49 (2) . x * 5. Aarts MJ, et al. Clin Lung Cancer. 2015;16:282-291.
Patients must have been continuously enrolled with both medical and pharmacy benefits for 26 months prior to the index (N=2532) (n=1049) (n=308) Anv lurbinectedi 6. Epstein RS, etal. J Med Econ. 2022,25:108-118.
treatment date and 230 days after the index treatment date 0@\»@ < e0 | [ ] c:rllltalil;irlirg‘gefegirrl\rgn 46 (2) 154 (15) 46 (15) . 573 Ealducc(:;l HL Ocholggy ( V{\‘flasg)n Pa,;ké 2003;71_177(1125615?21; )13257—32-
* Patients were considered to have started a new LOT if they had 21 claim for a new ES-SCLC~indicative therapy which was not a Ay 2 - yman L5 and BUderer MW, SUpport L.ancer [nef. ) 1:£9799.
component of the current LOT >28 days after initiating current LOT i\\ A Inpatient hospitalizations 5 Anti-PD-(L)1 “other” 24 (1) 64 (6) 26(8) * 9. Huo J, etal. Value Health. 2018;21:334-340. |
— Inthe case of a aab of 260 davs brior to a subsequent claim for a LOT with the same compbonents. patients were considered 0 %% ER visits £ 1250 - . R 10. U.S. Food and Drug Administration. FDA grants accelerated approval to tarlatamab-dlle for extensive stage small cell lung cancer.
gap of = ysp 9 P , P %% Anv bhveician office visits 2Data above each bar represent the percentage of patients with all-cause utilization of each healthcare o Topoisomerase inhibitor % https://www.fda.gov/drugs/resources-information-approved-drugs/fda-grants-accelerated-approval-tarlatamab-dlle-extensive-stage-
to h tarted LOT K y phy 24 (1) 102 (10) 63 (21)
O have Started a new B 5% Primary care physician office visits resource, with the percentage of patients with ES-SCLC—related utilization of each healthcare resource monotherapy small-cell-lung-cancer. Accessed April 10, 2025.
* All eligible patients were included in the LOT1 cohort; patients who received 21, 22, and 23 subsequent LOTs after 1L were also B % Post-acute care visits presented in parentheses. Patients may have been included in 21 LOT cohort. Where n<11 for 1000 - Chemotherapv “other” . 61 (6) 41 (13) 25 (32)
included in the LOT2, LOT3, and LOT4 cohorts, respectively B %  Pharmacy visits® ES-SCLC-related HCRU, data are not included in bars. Including collection of a new or refilled prescription. Py AB B REVIATIONS
* The primary objective was to assess HCRU and costs (summarized descriptively) during each LOT (1L—4L) among all patients 750 - Other x x x *
with ES-SCLC "
a . _ . . _ . . . _ . . _ . . . . . . . . .
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e primary position on the claim, outpatient medical claims with a diagnosis tor lung cancer in any position, and outpatien = LOT2 LOT3 LOT4 a LOT and where numbers could be back-calculated from data in other rows in the utilization; ICD-10-CM, International Classification of Diseases, Tenth Revision, Clinical Modification; LOT, line of therapy; NSCLC, non-
pharmacy claims for all treatments indicated for ES-SCLC | same column, exact numbers and percentages are not provided to align with Centers small cell lung cancer; OS, overall survival; PBC, platinum-based chemotherapy; PD-(L)1, programmed death (ligand) 1; PPPM, per patient
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* Atotal of 2532 patients with ES-SCLC who received 21 LOT were identified, among whom 1049 (41.4%), 308 (12.2%), and : .
Primary care physician

78 (3.1%) also received 2L, 3L, and 4L therapy, respectively, within the study period office Vvisits 0.66 0.56 0.62 0.52 0.72 0.64 0.72 0.61 * The median OS from LOT1 initiation among 1605 Medicare beneficiaries was 9.8 months (95% CI, 9.1-10.3; Figure 4) Editorial support was provided in accordance with Good Publication Practice guidelines (ismpp.org/gpp-2022).
— The dataset comprised 1605 Medicare beneficiaries (63.4%) and 927 patients with records in Inovalon MORE? (36.6%) Post—acute care Visits 0.09 007 013 012 013 011 019 016 * Shorter median OS was observed from initiation of LOT2 (6.1 months [95% Cl, 5.7-6.7]) and LOT3 (4.0 months
* At 1L treatment index, the median age was 69.0 years, nearly 70% of patients were from the Midwest and South, and the majority Pharmacy visits® 342 002 356 003 377 003 430 0.04 [95% CI, 3.2-5.3]) DISC LOSU RES

were White (73.7%; Table 1)
* Comorbidities were common, and >70% of patients had COPD

* Among the 50 patients who received LOT4 (3.1% of those who received LOT1), median OS from treatment initiation was
5.1 months (95% ClI, 3.0-5.7)

aPatients may have been included in 21 LOT cohort. ®Including collection of a new or refilled prescription. Sudhir Unni is an employee of Daiichi Sankyo, Inc.
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