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Asian 0 (0) <11 (NA) Enroliment criterion: DOT, months an AE and subsequent DR cannot be inferred from the claims databases
212 months of continuous enroliment in Medicare B e se a6 50 a1 18 14 1 et <11 w1 <t 11 et <11 _ - _ L
To characterize real-world long-term clinical and economic Hispanic or Latino 0 (0) <11 (NA) Parts A, B, and D both before (baseline period) Nolbrufib DR 352 209 150 106 75 49 34 28 24 16 11 <11 <11 <11 <01 y tAEtS Wtere Icientlfled following treatment initiation and may not be related
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: : : _ : Census region, n (% i i
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following an adverse event (AE) in the first-line (1L) setting Northeast 16 (99 {01 (29 ‘ Between Patients With and Without DR - Omissions and inaccuracies are inherent in claims/electronic medical
(29) (29) record data; administrative closed claims databases are designed
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e h - Ogunbiyi O et al. Blood. 2021;138:4507. AE, mean + SD [median], months ) - . In the DR cohort, patients remained on ibrutinib for All cause total costs $2641 + $4964 [$1219]  $14,608 + $5630 [$14,494]  $2231 + $2828[$1162]  $16,707 + $5099 [$15,890]
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atrial fiorillation and airial futter, and cardiac failure), congesive heart failure, peripheral vascular diseass, compared with those without a DR (adjusted HR WM-related medical costs $396 + $872 [$61] $1404 + $2092 [$597] $446 + $1193 [$77 $1576 + $3369 [$414]
https://www.congresshub.com/ pulmonary C|.rculat|on dllsorders, stroke,. valvglar dlseage, gnd ventrllcular arr.hythmlas.. o o Cl 2 2 ) :
ASH2024/Oncology/Ibrutinib/ ®Major bleeding events included gastrointestinal bleeding, intracranial bleeding, bleeding complication of a [95 /o ], 0.5 [037_07 ]) WM-related pharmacy cosSls - $11 651 + $4341 [$1 2’663] - $1 3,824 + $2283 [$1 3,958]

procedure, other bleeding, hematuria, and hemoptysis.

°Infections included pneumonia, meningitis/encephalitis, bacteremia/sepsis, cellulitis/soft tissue infections,
endocarditis, pyelonephritis, and septic arthritis/osteomyelitis.

Sarosiek
30-day readmission rates among those with an inpatient hospitalization during the period of 1L treatment. Sample sizes based on <11 patients were masked per CMS data suppression policies.

Presented at the 66th ASH Annual Meeting and Exposition, December 7—10, 2024; San Diego, California [Ref DV# 013148]






