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RESULTS

BACKGROUND

e Patients with cancer have a higher risk of COVID-19 than patients without cancer'* Mortality Risk

e We did not detect a statistically significant difference in the risk of 30-day mortality by
COVID-19 status in our multivariable logistic regression model among 1636 pairs of matched
COVID-19—positive and —negative patients (odds ratio [OR], 2.14; 95% CI, 0.71, 6.52);
however, MRRs demonstrated a significantly increased risk of overall mortality (not limited to
30 days) among COVID-19—-positive patients compared with COVID-19-negative patients
(MRR, 1.85; 95% Cil, 1.26, 2.44) (Figure 2)

Anticancer Therapy and Mortality Risk

e Although our study found no significant interaction between therapy type and COVID-19
status (positive/negative) with respect to 30-day mortality (Figure 3B), we are unable to
rule out potentially clinically relevant effects within the bounds of the 95% Cls for each
interaction term

Patient Population

e A total of 21,060 patients with cancer were identified (Figure 1), of whom 1636 (7.8%) were

e Patients with cancer who develop COVID-19 have a higher short-term mortality risk than oositive for COVID-19 and 19,424 (92.2%) negative (Table 1)

patients with cancer who are COVID-19 negative®

— The long-term impact of COVID-19 on mortality in patients with cancer is increasingly Figure 1. Cohort Attrition

clear but requires further examination*®
Figure 3B. OR Estimates for 30-Day Mortality by Variable From Multivariate Logistic

Regression Models

Patients with a history of any cancer with a definitive
COVID-19 PCR test result or diagnosis code

e Although many studies have shown no increased mortality risk for COVID-19—-positive
patients with cancer receiving anticancer treatments, including surgery, chemotherapy,
immunotherapy, or targeted therapy, results have varied between studies® "

(n=431,966)

Patients indexed after February 2020
(n=431,950)

Figure 2. Overall Mortality Risk in Matched Pairs of COVID-19-Positive and —Negative
Patients With Cancer
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MRR, mortality rate ratio.
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PCR, polymerase chain reaction.

OR, odds ratio.

e To understand the impact of anticancer treatment on the effect of COVID-19 with respect
to 30-day mortality

METHODS

Patient Population
e The Optum® de-identified COVID-19 Electronic Health Record dataset (January 7, 2021

Predictors of Mortality Risk

e The strongest factors influencing 30-day mortality were age >75 years (OR, 5.42; 95% Cl,
2.21,13.28), inpatient COVID-19 testing/diagnosis (OR, 4.78; 95% CI, 3.04, 7.53), Charlson
Comorbidity Index >3 (OR, 2.24; 95% CI, 1.30, 3.89), and metastatic disease (OR, 1.80; 95% Cl,
1.21, 2.68) (Figure 3A)

e Demographics and clinical characteristics were fairly well balanced prior to matching between
COVID-19-negative and COVID-19—-positive patients (Table 1)

Table 1. Baseline Characteristics

COVID-19
Negative

COVID-19
Positive
(N=1636)

e COVID-19 showed a trend toward an increased 30-day mortality risk and

Figure 3A. OR Estimates for 30-Day Mortality by Variable From Multivariate Logistic significantly increased the overall mortality risk not limited to a 30-day window
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COVID-19 positivity

e Matched mortality rate ratios (MRRs; death not limited to 30 days) were also calculated
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CCl, Charlson Comorbidity Index.

Not shown: cancer type, region, insurance status, month/year of index.
*COVID-19 negative, n=19,419; COVID-19 positive, n=1635.

The number of patients with non-missing values is denoted with n=XXX.

CCl, Charlson Comorbidity Index; OR, odds ratio.
Reference values: age, <55; region, Midwest; COVID-19 setting, ambulatory; smoking status, never smoked; insurance, commercial; CCI

score, 0-2; time since first cancer diagnosis, 0-1 year; month/year of index, March 2020. Treatment categories were not mutually exclusive

and thus have no reference value.
*Continued in Figure 3B in next column.
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