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CONCLUSIONS

e This real-world observational study of patients with primary immune thrombocytopenia
(ITP) demonstrated consistent reductions in ITP-related hospitalizations, emergency
room (ER) visits, and outpatient (OP) visits following avatrombopag (AVA) initiation,
including in patients with varying ITP disease durations and prior thrombopoietin receptor
agonist (TPO-RA) exposure.

e The findings support AVA’s broad applicability and effectiveness in real-world ITP

management. The decline in hospitalizations and ER visits suggests a lower incidence of
serious ITP-related events requiring urgent or intensive medical care, and the decrease in
OP visits reflects a reduction in ongoing care needs.

Overall, the study provides real-world evidence that AVA is an effective treatment option for
patients with primary ITP that may be associated with a reduction in healthcare resource
utilization (HRU) across a clinically diverse patient population.

INTRODUCTION

* Primary ITP is an autoimmune disorder marked by low platelet counts, leading to an elevated risk of
bleeding that ranges from minor episodes to a life-threatening hemorrhage.*

* Management of ITP and its associated bleeding complications is often resource-demanding,
involving frequent medical visits and contributing to significant clinical and economic burden.?

* For adults with ITP, TPO-RAs such as AVA are widely used as treatments to enhance platelet
production in patients with inadequate response to prior ITP therapy.

* AVA's safety and efficacy have been well established in clinical studies;*> however, limited real-
world data are available on the HRU of patients receiving AVA in routine clinical practice.

Study objective

* To assess ITP-related hospitalizations, ER visits, and OP visits among adult patients who were
treated with AVA for primary ITP.

METHODS

Data Source

* REAL-AVA 2.0 was a multicenter, retrospective, non-interventional chart review study which
evaluated real-world outcomes in patients treated with AVA for primary ITP in the US.

* Participating healthcare centers included academic medical centers and community-based
practices that were geographically dispersed across US. Each healthcare center submitted de-
identified, patient-level data from up to 30 patient charts into a secure online electronic chart
review form (eCRF) from June 2023 to December 2024.

Study Design and Population

* The analysis included adults with primary ITP treated at U.S. healthcare centers who initiated AVA
between July 2019 and June 2024.

* Eligible patient charts included those with >3 months of medical records prior to AVA initiation
and 26 months of follow-up after, except in cases of shorter follow-up due to death. Patients were
excluded if they had secondary ITP or prior participation in an AVA clinical trial.

* The index date was defined as AVA initiation. The baseline period was the 3 months prior, and the
follow-up period spanned from index through the earliest of AVA discontinuation, death, last chart
entry, or data cutoff (December 31, 2024). Analyses were conducted for the full cohort and within
two stratified subgroups:

RESULTS

Patient characteristics

» 177 patients from 11 U.S. healthcare centers met inclusion criteria and were included in the analysis.

* The mean age was 56.4 (SD 18.9) years; 54% female; 75% White. Patients were geographically distributed across the
country (38% South, 34% West). Half (50%) had commercial insurance.

* The median [IQR] disease duration of ITP was 2.2 [0.3, 6.8] years.
* Based on time from initial ITP diagnosis to AVA initiation, 22% (n = 39) were categorized as having acute ITP, 16% (n = 29)

had persistent ITP, and 58% (n = 103) had chronic ITP.
~ 6 patients (3%) had missing ITP duration and were excluded from this stratification analysis.

* 117 patients (66%) had received at least one other TPO-RA before initiating AVA, while 60 patients (34%) had no prior

TPO-RA exposure.

Table 1. Patient demographic and clinical characteristics

Demographic Characteristics

All

Patients
N=177

ITP Type at AVA Initiation

Persistent
ITP
N=29

Chronic
ITP
N=103

Prior TPO-RA Treatment

No Prior
TPO-RA
N=60

Age at index date, mean £ SD, years

56.4 £18.9

58.4+17.5

61.3 £ 18.6

54.6 £19.5

58.4+19.0

52.4+18.3

Female, n (%)

96 (54.2%)

18 (46.2%)

16 (55.2%)

60 (58.3%)

67 (57.3%)

29 (48.3%)

Race/ethnicity?, n (%)

White 132 (74.6%) 27 (69.2%) 22 (75.9%) 78 (75.7%) 93 (79.5%) 39 (65.0%)
Hispanic, Latino or Spanish origin 20 (11.3%) 5(12.8%) 7 (24.1%) 8 (7.8%) 10 (8.5%) 10 (16.7%)
Black or African American 17 (9.6%) 2 (5.1%) 2 (6.9%) 12 (11.7%) 10 (8.5%) 7 (11.7%)
Other/unknown 14 (7.9%) 7 (17.9%) 1(3.4%) 6 (5.8%) 6 (5.1%) 8 (13.3%)

Geographic region, n (%)

South

67 (37.9%)

12 (30.8%)

11 (37.9%)

41 (39.8%)

44 (37.6%)

23 (38.3%)

West

60 (33.9%)

14 (35.9%)

13 (44.8%)

31 (30.1%)

39 (33.3%)

21 (35.0%)

Northeast

33 (18.6%)

10 (25.6%)

3 (10.3%)

20 (19.4%)

22 (18.8%)

11 (18.3%)

Midwest

17 (9.6%)

3(7.7%)

2 (6.9%)

11 (10.7%)

12 (10.3%)

5 (8.3%)

Insurance type?, n (%)

Commercial/private insurance

89 (50.3%)

15 (38.5%)

16 (55.2%)

56 (54.4%)

60 (51.3%)

29 (48.3%)

Medicare 65 (36.7%) 17 (43.6%) 11 (37.9%) 35 (34.0%) 46 (39.3%) 19 (31.7%)
Medicaid 42 (23.7%) 11 (28.2%) 7 (24.1%) 21 (20.4%) 27 (23.1%) 15 (25.0%)
None 5(2.8%) 3(7.7%) 0 (0.0%) 2 (1.9%) 2 (1.7%) 3 (5.0%)
Other/unknown 14 (7.9%) 2 (5.1%) 1(3.4%) 10 (9.7%) 10 (8.5%) 4 (6.7%)
Clinical Characteristics
ITP disease duration, median [IQR] years 2.2 [0.3, 6.8] 0.1[0.1, 0.2] 0.5[0.4,0.6] ©5.3[2.7,10.6] 2.8][0.8, 8.5] 0.4 0.2, 2.2]
ITP treatments during baseline, n (%)
Any TPO-RA 81 (45.8%) 12 (30.8%) 14 (48.3%) 53 (51.5%) 81 (69.2%) 0 (0.0%)
Steroids? 86 (48.6%) 26 (66.7%) 16 (55.2%) 41 (39.8%) 44 (37.6%) 42 (70.0%)

Intravenous immunoglobulin (IVIG)

47 (26.6%)

21 (53.8%)

10 (34.5%)

15 (14.6%)

27 (23.1%)

20 (33.3%)

None

29 (16.4%)

6 (15.4%)

2 (6.9%)

19 (18.4%)

15 (12.8%)

14 (23.3%)

Notes:
- Categories are not mutually exclusive.

2 Reported steroids included dexamethasone, prednisone, prednisolone, and methylprednisolone.

Figure 1. PPPM rates of ITP-related HRU among patients with 21 visit
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Notes: Median PPPM rates are bolded. * denotes statistical significance at a=0.05.

* The quarterly analysis of HRU during the baseline period through 12 months after AVA initiation
showed a marked reduction in HRU after AVA initiation (Figure 2).

* The incidence of ITP-related hospitalizations and ER visits dropped sharply post-AVA initiation.
During the baseline period, 25% of patients had >1 hospitalization and 19% had >1 ER visit; both
fell to <5% by months 4-6 and remained low. Among these patients, mean hospitalization rates
declined 1.5 to 1.0 and ER visits from 1.3 to 1.0 from the baseline period to months 7-9.

* QP visits declined gradually: 64% of patients had >1 OP visit at baseline, decreasing to ~50% by
months 7-9. Mean OP visit rates fell from 4.8 (baseline) to 2.0 (months 10-12).

Figure 2. Quarterly ITP-related HRU
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B. Number of ITP-related visits by quarter, among patients with 21 visit

Stratification by ITP disease duration

* Patients with acute, persistent, and chronic ITP experienced numerical declines in the median PPPM rates of ITP-related hospitalizations and ITP-related ER visits among patients with 21 visit from
the baseline to the follow-up period (Figure 3).

* Patients with persistent and with chronic ITP experienced a significant decline in the median PPPM rate of ITP-related OP visits, decreasing from 1.0 in the baseline period to 0.6 (persistent ITP) and
0.3 (chronic ITP) in the follow-up period (both p < 0.01). Acute ITP patients had a consistent rate of ITP-related OP visits across the same time periods.

Figure 3. PPPM rates of ITP-related HRU among patients with 21 visit, by ITP disease duration
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Stratification by TPO-RA exposure status
* Both TPO-RA—experienced and TPO-RA—naive patients experienced numerical declines in hospitalization rates (Figure 4), with median PPPM rates decreasing from 0.3 to 0.1 in both cohorts (both p=0.13).

* TPO-RA—experienced patients had a significant decrease in the rate of ITP-related ER visits from baseline to follow-up, with a decrease in the median PPPM rate from 0.3 to 0.1 (p<0.05). TPO-RA-
naive patients had a similar, though non-significant, drop in the ER visit rate (p=0.13).

» Both subgroups experienced significant reductions in PPPM OP visit rates among patients with >1 OP visit. Median PPPM rates fell from 1.2 to 0.4 visits/month in TPO-RA—experienced patients
(p<0.01) and from 0.7 to 0.4 in naive patients (p<0.05).

Figure 4. PPPM rates of ITP-related HRU among patients with 21 visit, by prior TPO-RA exposure
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