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Evaluating the Market Need for an Enhanced Postoperative Respiratory Depression Treatment

BACKGROUND METHODS

Qualitative interviews gathered insights from N = 20 interviews including
surgeons, anesthesiologists, nurses, pharmacists, and payers

RESULTS
Perception of PORD

Postoperative respiratory depression (PORD) can arise from a number and
combination of variables leading to reduced pulmonary function including
prolonged supine positioning?, anesthetics and analgesics utilized during surgery,
use of narcotics for analgesic management, and can be exacerbated by certain
types of surgeries including thoracic or abdominal procedures that further
diminish lung capacity3. The majority of PORD events (85%) occur within the

initial 24 hours post-surgery.? Atelectasis occurring at the induction of anesthesia,

Sample & Methodology Key Screening Criteria

Surgeons Anesthesiologists Nurses

Surgeon + Anesthesiologist KOL Screening Criteria:

* Participate in >10 (anesthesiologist) and >20 (surgeon) surgeries per month over the past year

* >10 PORD patients in the past year

* Must have >1 peer-reviewed publications and/or book contributions on PORD in last 3 years (anesthesiologist)
* Sample to include academic and community as well as in-patient and outpatient settings of care

* Sample to include multiple surgery types associated with PORD, such as emergency, head and neck, and thoracic surgery

* Consider PORD a serious
condition due to association with
cardiac arrest and anoxic injury,;
role includes monitoring patients
following surgery and
administering PORD treatments

* Consider PORD a serious surgical
complication due to its
association with poor outcomes
such as reintubation and
increased length of stay; role
includes following up with
patients following surgery

* Consider PORD low priority given
existing methods used to control
PORD including using non -opioid
analgesics, localized anesthesia,
ventilation, and Umiting
neuromuscular blocks; role
includes initiating preanesthetic

60-minute TDIs
N=20

Nurse Screening Criteria:
* Split between inpatient and outpatient surgical settings as well as academic and community settings of care

Respondent Type
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associationwith increased need
for penoperative drugs that cause
PORD

* Keydecision maker for contracting decisions for pulmonology therapies
* Can speak to discounts that manufacturers provide for pulmonology therapies
* Knowledge of products used to treat post-operative respiratory depression 4

CONCLUSION
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« HCPs recognize downstream impact of acute presentation of PORD, however,
acknowledge unknown incidence and variable definition

 Challenges include management of PORD in the general ward, variability in
treatment capabilities, and lack of follow-up after discharge

* Analgesic non-interference, earlier recognition of PORD risk, and prophylactic @
treatment are acknowledged unmet needs

Four key unmet needs include prophylactic availability, relief without side effects,

Physicians require increased PORD education given they are uncertain of the earlier recognition, and reduced economic and clinical burden

condition’s definition and incidence

The development of prophylactic agents, treatments without side effects, and earlier recognition of PORD symptoms in hospital settings can
improve patient outcomes; reducing both clinical and economic burden
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PORD Outcomes

Despite the availability of reversal agents used to treat PORD and technigues to mitigate risk such as limiting [

anesthesia or opioid use, the indication lacks a prophylactic agent that can eliminate PORD risk without
significant adjustments to the surgical procedure (l.e., limited anesthesia or opioid use, ventilation)

| think there is anunmetneed
for prophylactic agents for
PORD and there is a lotof
work beng done now to
create non-opiod drugs”

- Anesthesiologist

PORD Definition Unmet Needs Incidence

* Respondents defined PORD as
patients with the following
characteristics:

Oxygen levels < 92 -94%

*  Prophylactic product * Secondary literature indicates that

PORD ranges from 0.3% to 17%

* Respondents defined PORD risk at
patient and surgical levels

*  Physicians acknowledge PORD’s
association with:

Prolonged recovery time

Increased length of stay amounting
to (~S$8k/day for ICU and S4k/day

E Respondents suggest that high-risk patients (those with COPD, sleep apnea, high -risk surgery types, etc.)
-» would most benefit from the availability of a prophylactic PORD treatment

Prophylactic

Availability

*  Pain relief without side effects
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Recognition Respondents highlight high economic burden associated with downstream impacts of PORD such as ‘¢

readmissions and increased length of stay; citing that an additional day in the ICU or general floor can range

An extra day in the hospital

assessed” the level of monitoring is decreased” volume shift which means the patient from S4K - $15K costs $15k and a drug that

- Anesthesiologist - Anesthesiologist needs more iv fluid and this causes 66 | would keep it simple; [PORD is prevents PORD could save a
66 When a patient is unable to maintain an imbalsnce of fluid and electrolytes, associated with | death and increased PORD cases were associated with short-term clinical burdens such as prolonged recovery time and impaired hospital downstream costs

oxygen of above 94%, | do the first risk more anesthesia, and more hospital stay and [hugher) 90-day respiratory function; left untreated it can impact a patient’s long -term outcomes due to cardiac arrest, - GPO Payer

assessment and then | consult withan
- Surgeon

Abbrevutons PORD = pantaperdiom renperdor y depresson (OPD

anesthesiologist”

narcotics”
-Anesthesiologist
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mortality rate” - Anesthesiologist

anoxic brain injury, or mortality

Research supported by asample of N = 20




