Real-World Treatment Patterns, Healthcare Resource Utilization (HCRU) and Healthcare Costs (HCC) of Patients with Small-Cell Lung Cancer in the US

Gaurav Suri', Saad Aslam?, Rumbidzai Takundwa’, Mahi Giannopoulou?
'Amgen Ltd, Health Economics and Outcomes Research, Uxbridge, UK “Optum Life Sciences, Eden Prairie, NM, USA, *Amgen (Europe) GmbH, Rotkreuz, ZG, Switzerland

BACKGROUND and OBJECTIVES

» Small cell lung cancer (SCLC) is an aggressive lung cancer subtype that accounts for
10% to 15% of lung cancers[1,2].
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Usage = number and percentage of patients with at least one of each type of HCRU

Abbreviations: AE; adverse event, ER; emergency room, ICU; intensive care unit, LOT; line of therapy, PPPM; per patient
per month, SD; standard deviation
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