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Study population

e This retrospective observational study used the
Premier Healthcare Database (PHD), a large,
all-payer database that includes inpatient and
hospital-based outpatient discharge records from
over 1,300 geographically diverse US hospitals
and 20%-25% of all US inpatient admissions

Adult patients with la/mUC who had received any of the 1L la/mUC regimens recommended by 2024 NCCN Guidelines from Jan 1, 2020, to Jun 30, 2024.
For EV + P, only those who initiated on or after Jan 1, 2023, were included.

checkpoint inhibitors (ICls) and antibody-
drug conjugates are integrated alongside
platinum-based chemotherapy for patients

. . : Excluded patients who received carboplatin, cisplatin, EV, or ICls (ie, avelumalb, nivolumalb, pembrolizumalb, or atezolizumab) during the 180-day look-back period. ;
with la/mUC," understanding the economic from geographically diverse, nongovernmental - after discontinuation of 1L therapy, initiation of @ hospitalization days version 4.4.1
-t h ﬁ t I . t t t . ) burden could inform HCRU community and teaching hospitals?’ ' n=8,294 subsequent line of therapy, death, or the end of — Non-ED outpatient visits were defined as
WI rS = I n e re a m e n regl m e n S . * Although randomized clinical trials have * Eligible patients (Figure 1): the study period (December 31, 2024) (Figure 2) outpatient visits excluding ED outpatient visits;
between 1L regimens, data on AE profiles, (ICD-10-CM: 665 x-C68.0) between January 1 n=8 134 sum of ED and non-ED outpatient visits

HCRU, and costs from real-world US
populations are limited**”
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2020, and June 30, 2024

— Received 1L freatment regimen per National
Comprehensive Cancer Network (NCCN)
Bladder Cancer guidelines.! For those

Figure 2. Study timeline

Excluded patients who were pregnant during the index visit or at any time within the follow-up period.

n=8,132

e We previously reported an initial safety
analysis from our retrospective observational
ELEVATE UC- study® receiving EV + P, initiation was required on or

* In this updated analysis of ELEVATE UC-, after January 1, 2023

we assessed all-cause HCRU and costs in « Patients with prior la/mUC therapy within 180
pafients with la/mUC receiving 1L systemic days, incomplete hospital data submission,

Look-back period (07/01/19-09/29/23)
Assess exclusion criteria, demographics, and baseline comorbidities

Excluded patients who were on clinical trials during the index visit, 180-day look-back period, or follow-up period.

n=7,984

. Gomez.” C. Cur® regimens pregnancy, or clinical trial enrollment were 1L, first line; EV + P, enfortumab vedotin + pembrolizumab; ICI, immune checkpoint inhibitor; la/mUC, locally advanced or metastatic urothelial carcinoma; NCCN, National Comprehensive Cancer Care Network. Follow-up period (01/02/20-12/31/24)
’ excluded Assess study oufcomes
'Taussig Cancer Institute, Cleveland Clinic, Cleveland, OH, USA; “EMD Serono, Boston, MA, USA; *the healthcare business of Merck KGaA, e Pafients tfreated with 1L nivolumab + cisplatin + 1L Fesgimens of interest
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Pre-index (180 days)
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Darmstadt, Germany; “EMD Serono, Billerica, MA, USA; *Premier Inc., Charlotte, NC, USA Follow-up

*Affiliation at the time the study was conducted

gemcitabine were excluded from the analyses e Eligible patients were categorized info 6 mutually exclusive 1L freatment groups:
due to limited patient numbers in the database - EV+P — Cisplatin-based chemotherapy alone — Carboplatin-based chemotherapy alone

— Cisplatin-based chemotherapy followed by — Carboplatin-based chemotherapy followed - ICl monotherapy
avelumab 1L maintenance (1LM) by avelumab 1LM

la/mUC, locally advanced or metastatic urothelial carcinoma.

CONCLUSIONS

 Recent drug approvals in the first-line (1L) freatment setting have expanded options for
patients with locally advanced or metastatic urothelial carcinoma (la/mUC).! As the costs

RESULTS

Figure 3. All-cause healthcare costs (hospitalizations and outpatient visits) by 1L treatment regimen

Study population HCRU and all-cause costs

for tfreating bladde! cancer are high, it is important to understand the economic burden of e Among 7,984 patients, 4.3% (n=343) received EV + P, 2.8% (n=223) received cisplatin-based chemotherapy with avelumab 1LM, 45.2% * Inthe overall cohort, 45% of patients were hospitalized at least once, and the mean (SD) PPPM total cost was $14,961 (35,070) (Table 2) 40.000
these novel therapies within the current freatment landscape? (n=3,608) received cisplatin-based chemotherapy alone, 2.5% (n=201) received carboplatin-based chemotherapy with avelumab 1LM, * Risks of hospitalization were highest for patients who received carboplatin alone (51.8%) and lowest for patients who received EV + P (37.6%)
This retrospecﬁve cohort study of nearly 8,000 adult US paﬁenfs diagnosed with la/mUC 15.7% (n=1,250) received carboplatin-based chemotherapy alone, and 29.5% (n=2,35%) received ICl| monotherapy (Table 1) (Table 2) m Total cost for all-cause non-ED outpatient visit, in 2024 USD
! R . ~ _7Q)- A : ~ A ~ ° Z . : : o Total cost for all-cause ED outpatient visit, in 2024 USD
between January 2020 and June 2024 demonstrated that healthcare resource utilization Median age was 72 years (IQR, 64-78); 26.6% were female; most were White (83.4%) and had Medicare as the primary payor (69.7%) (Table 1) EV + P had the highest mean (SD) PPPM .’ro’rol costs at $38,762 (116,898). Cisplatin-based chemotherapy alone had the lowest mean (SD) a Total cost for all-cause hospitalization, in 2024 USD
(HCRU) and direct healthcare costs of la/mUC are substantial and vary considerably by 1L  Patient care setfting was 41.7% large hospitals (500+ beds), 57.3% teaching hospitals, and 85.7% urban across diverse geographic areas: PPPM total costs af $10,932 (17,342). Platinum-based chemotherapy followed by avelumab 1LM had the second-lowest mean (SD) PPPM
freat i ‘ Midwest (23.4%), Northeast (14.1%), South (47.9%), West (14.6%) (Table 1) costs (cisplafin + avelumalb: $12,435 [6,858]; carboplatin + avelumalb: $11,633 [8,583]), followed by ICI monotherapy at $16,985 (30,143) and 30,000
reaiment regimen . The median follow-up fime was 140 days (IQR, 92-175) (Table 2) carboplatin-based chemotherapy alone at $17,227 (36,012) (Table 2, Figure 3)
— In the overall cohort, 45% of patients were hospitalized at least once and the average ' * Pharmacy costs (mean [SD] PPPM cost, percentage of all-cause mean total costs) were the major driver for total costs for EV + P ($32,801
total cost was $14,961 per patient per month (PPPM) . _ o o _ [115,776], 84.6%), platinum-based chemotherapy followed by avelumab 1LM (cisplatin + avelumab: $8,713 [5,797], 70.1%; carboplatin +
. . . , . Table 1. Demographics and baseline clinical characteristics by 1L treatment regimen avelumab: $8,355 [8,212], 71.8%), and ICI monotherapy ($10,840 [17,053], 63.8%). For platinum-based chemotherapy alone, pharmacy costs NS
_ PaIIentt.s wtho r;::etlvled epforiquﬁ vgcilohn ; pelTbrollzumabt(E\é;;) fhCIIcI:I the hlgth?s: carbo-based were substantially lower (cisplatin: $4,014 [6,499], 36.7%; carboplatin: $4,551 [7,031], 26.4%) (Table 2) A 20,000
outpatient and total costs, primarily driven by pharmacy costs ( o OF @fl-cause fota Cis-based chemo | Cis-based chemo Carbo-based e Qutpatient mean (SD) PPPM costs were highest for patients who received EV + P ($33,728 [115,931]). Non-ED outpatient visits accounted for ‘3
COSII.S) Overall cohort | EV +P + avelumab 1LM chemo alone | + avelumab 1LM| chemo alone ICI monotherapy most costs: ED Oufpgﬂenf Visits conftributed m|n|mg||y (Figure 3)
. . . . =7,984 =343 =223 =3,608 =201 =1,250 =2,359
These findings may inform healthcare resource allocation and planning as new freatments & : LR e & : S & : & :
are integrated into routine care Age, median (IQR), years 72 (64-75) 73(65.5-79) | 67 (61-72) 68 (61-74) 74 (69-79) 72 (65-77) 78 (70-84) Table 2. All-cause HCRU and costs (hospitalizations and outpatient visits) by 1L treatment regimen
— Associated adverse events (AEs) across treatment regimens are reported in a Female, n (%) 2,126 (26.6) 88 (25.7) 61 (27.4) 957 (26.5) 48 (23.9) 337 (27.0) 635 (26.9) Cis-based Cis-based | Carbo-based 10.000 .
3 Overall chemo + chemo chemo + Carbo-based | ICI
separaie pos’rer (AbS"th 680, Poster Board D4) race i) cohort avelumab 1LM | alone avelumab 1LM| chemo alone | monotherapy
Future directions should assess the impact of comorbidities and disease status on HCRU and White 6,656 (83.4) 288 (84.0) 177 (79.4) 2,988 (82.8) 164 (81.6) 1,028 (82.2) 2,011 (85.2) HCRU and costs (2024 USD) (n=7,984) (n=223) (n=3,608) | (n=201) (n=1,250) (n=2,359)
costs, and explore strategies to optimize resource utilization and reduce the cost burden in Slack —— 31 (9.0 - 260 (79 14180 118 (9.4 149 (4.3 . . 140 147 298 139 278 112 154 J B .
la/mUC management o el e Vil = ol el ot Median follow-up fime, days (92-175) (98-207)  (223-454.5) (107-161)  (219-387) (91-154) (91-263) 0 S E— ____
Other/unknown 737 (9.2) 24 (7.0) 29 (13.0) 360 (10.0) 21 (10.4) 104 (8.3) 199 (8.4) Overall EV + P Cisplatin + Cisplatin Carboplatin + Carboplatin ICI
Hispanic, n (%) 454 (5.7) 17 (5.0) 24 (10.8) 199 (5.5) 15 (7.5) 67 (5.4) 132 (5.6) Al cohort avelumab 1LM avelumab 1LM monotherapy
Primary payor, n (%) . . L 1L, first line; 1LM, first-i int . ED, department; EV + P, enfortumab vedofi proli o; ICl, i heckpoint inhibitor; PPPM, tient th; USD, United
| Patients with hospitalization, n (%) 3,582 (44.9) 129 (37.6) 90 (40.4) 1,663 (46.1) 85 (42.3) 647 (51.8) 968 (41.0) STQTZ c!lr;iors, irst-line maintenance emergency departmen + P, enfortumab vedotin + pembrolizuma immune checkpoint inhibitor per patient per mon nite
Medicare 5,564 (69.7) 250 (72.9) 126 (56.5) 2,143 (59.4) 164 (81.4) 933 (74.6) 1,948 (82.6)
PLAIN LANGUAGE SUMMARY edicals 488 (6.1) 15 (4.4) 17 (7.6) 302 (8.4) 5 (2.5) 66 (5.3) 83 (3.5) fnpgg’r‘] L((S)S)for nespiElHeen, Clens: 188 (6.97)  1.57 (4.56)  0.52(1.29) 138 (4.34) | 0.45 (0.92) 409 (11.93) | 1.75(7.32)
 The aim of this study was to assess the costs of freating and caring for people with Commercial insurance 1,537 (19.3) 67 (19.5) 66 (29.6) 937 (26.0) 22 (10.9) 191 (15.3) 254 (10.8) LIMITATIONS
I I Patients with ED visits, A 1,930 (24.2 /8 (22.7 88 (39.5 /96 (22.1 /0 (34.8 322 (25.8 576 (24.4
advanced urothelial cancer in the US Other/unknown 395 (4.9) 11 (3.2) 14 (6.3) 226 (6.3) 10 (5.0} 60 (4.8) 74 (3.1) afients with ED visits, n (%) [24.2) (22.7) [57.9) (22.1) [54.8) (25:8) (24.4)
: : : e The PHD is a subset of US hospital encounters and may not be fully representative of all US admissions
The study used a national database in the US that holds medical records of people Mean CCI (SD) 5.02 (3.40) 6.27 (3.45) 6.1 (3.31) 391 (277) | 6.64(3.48) 6.22 (3.62) 5.66 (3.61) PPPM ED visits, mean (SD) 009 (042) | 0.08(020)  0.08 (0.15) 0.09 (0.57) | 0.06 (0.10) 011 (0.29) 0.09 (0.25) o o | | | | | | | | o
diagnosed with cancer / ' ' ' ' ‘ ' ‘ ' ' ' ' ' ' ' e Patient clinical characteristics were determined using ICD-10-CM diagnosis codes on hospital claims. There is a potential for misclassification
CCl. n (%) bias as a result of overcoding or undercoding of claims
In 7,984 people who were diagnosed with advanced vurothelial cancer between 2020 and T
2024 fhepdvzrage age at didggnosis was 72 years, and 73% were male 1 3.134 (39.3) 96 (28.0) 63 (28.3) 1,832 (50.8) 40 (19.9) 318 (25.4) 785 (33.3) PPPM outpatient visits, mean (SD) 3.06 (2.54) 2.59 (1.58) | 3.61 (1.78) 3.66(2.77) | 3.55(1.74) 3.28 (2.85) 2.02(1.79) * The cost data captured include all costs incurred at the hospital and therefore excludes indirect costs
. . . 2-4 4,396 (55.1) 231 (67.3) 154 (69.1) 1,676 (46.5) 148 (73.6) 814 (65.1) 1,373 (58.2)  No adjustments were made for baseline characteristics that may be directly correlated with HCRU and costs
Nearly half of people needed to be hospitalized to receive care for advanced urothelial Costs N , o , , , |
cancer 5+ 454 (5.7) 16 (4.7) 6 (2.7) 100 (2.8) 13 (6.5) 118 (9.4) 201 (8.5) e Additionally, HCRU and costs may be underestimated if pafients received care at hospitals that did not contribute data to the PHD;
, however, this potential underreporting is unlikely to differ across freatment groups
. : : Large hospital (500+ beds), n (%) 3,328 (41.7) 147 (42.9) 107 (48.0) 1,457 (40.4) 97 (48.3) 525 (42.0) 995 (42.2) PPPM costs. bharmacy. mean (SD 7,592 32,801 8,713 4,014 8,355 4,551 10,840
The average cost of care WC!S 214,961 per patient per month and differed depending on achia hosortal L5 (573 8 151 5 0 14n 8 D 001 (560 o 150 o1 (553 D P y SD) (26,968) (115,776) (5.797) (6,499 (8.212) (7,031) (17.053) e Despite these limitations, this large database that encompasses commercial, Medicare, and Medicaid populations allowed us to analyze a
the tfreatment a person received eaching hospital, n (7) ~73 (73] 78 (51.9) (62.8) 071 (58.0) 57.2) (553 354 (574 - 6193 5034 | 583 570 1 288 11,874 5766 large sample size and reflects the real-world costs and HCRU of patients with la/mUC receiving 1L therapies in the US
Future research should: Urban, n (%) 6,846 (85.7) 311 (90.7) 187 (83.9) 3,082 (65.4) 162 (80.6) 1,085 (86.8) 2,019 (85.4) PPPM costs, hospitalizations, mean (SD) (23,672) (20,099) (4,332) (16,770 (2,807) (36,493) (26,024)
. *pe : G hic | tion, n (%
- Examine how other health conditions and stages of disease affect costs eographic location, n (%) PPPM costs, ED visits, mean (SD) 151 (787) 101 (309) | 133 (338) 139 (602) | 116 (286) 197 (663) 156 (1,130)
— Assess Iong-term economic impacis of new ’rherqpies and Midwest 1,869 (23.4) 42 (12.2) 67 (30.0) 878 (24.3) 47 (23.4) 305 (24.4) 520 (22.5) GET POSTER PDF
‘ : . 8,769 33,728 10,852 5,761 10,345 5,353 11,219 Copies of this poster obtained through this Quick Response (QR) code are for personal use only and may not be reproduced
— Find ways 1[o) improve resource use and reduce costs in managing advanced urothelial Northeast L1277 {14.1] >3 (15:9) 23 (10.9) >13 (14:2) 21 (10.4) 178 (14.2) 337 (14.4) PFIFIY! COSIS, QUIRRETTIEMI VI-IIS, Ml ($12] (26,692) (115,931) (6,100) (5,710) (8,439) (6,557) (16,226) without permission from ASCO® or the corresponding author of this poster. Per ASCO requirements you will be redirected to
i South 3,824 (47.9 174 (50.7 113 (50.7 1,652 (45.8 114 (56.7 607 (48.6 1,164 (49.3 fhe ASCO meeting site.
cancer as new freatments become available o (477 (507 (507 (458 [56.7] (4.6 [47.3 PPPM costs, total (hospitalizations + 14,961 38,762 12,435 10,932 11,633 17,227 16,985
West 1,164 (14.6) 74 (21.6) 20 (9.0) 566 (15.7) 19 (9.5) 160 (12.8) 326 (13.8) outpatient visits), mean (SD) (35,070) (116,898) (6,858 (17,342) (8,583) (36,012) (30,143) .
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