* Further real-world studies are needed to evaluate clinical outcomes
among patients with EGFRm (Ex19del/L858R) metastatic NSCLC
receiving osimertinib monotherapy, particularly those with TP53
co-alterations

* EMR data captures patient demographic and clinical characteristics,
genomic profiling data, diagnoses, physician orders and drug
administrations, and laboratory results

* The follow-up period was defined as the time from the index date until
the earliest of patient’s last visit or death

P6 Background

Real-world clinical outcomes
among patients with EGFR-

mutated (Ex19del/L858R)

metastatic NSCLC treated at
City of Hope with osimertinib

Study measures and statistical analysis

* Time to discontinuation (TTD), time to next treatment (TTNT), and
overall survival (OS), as provided by City of Hope, were evaluated from
osimertinib monotherapy initiation using Kaplan-Meier analyses, stratified
by TP53 alteration status

— TTD was defined as the time from the initiation of the line of therapy
to the end of the line of therapy; TTNT was defined as the time from
the initiation of the line of therapy to the initiation of the next line of
therapy; OS was defined as the time from the initiation of the line of
therapy to the date of death

Patients without discontinuation, a subsequent line of therapy, or
date of death were censored at the end of the follow-up period

* Data were de-identified and complied with the patient health information
Obiecti requirements of the Health Insurance Portability and Accountability Act
jective (HIPAA)
* To describe clinical outcomes among patients with EGFRm
(Ex19del/L858R) metastatic NSCLC receiving osimertinib monotherapy as

their first treatment at City of Hope, stratified by TP53 alteration status

Methods

Data source

* For patients with advanced NSCLC and EGFR mutations treated with

tyrosine kinase inhibitors (TKIs), the 5-year survival rate is below 20%3# Study design and study population

* A descriptive retrospective cohort study design was used

e Adults with EGFRm (Ex19del/L858R) metastatic NSCLC initiating
osimertinib monotherapy as their first observed treatment at City of
Hope were descriptively analyzed

* Osimertinib monotherapy is one of the first-line (1L) treatment options,®
while more effective combination regimens are recently approved based
on Phase 3 trials confirming superior efficacy®’

* TP53 co-alterations occur in ~50% of EGFRm NSCLC® and have been
associated with more aggressive disease and less favorable outcomes with
EGFR TKI therapy;® in a meta-analysis of 24 studies, concurrent TP53
mutations were associated with shorter progression free survival (hazard
ratio [HR], 1.51) and overall survival (HR, 1.64) versus TP53 wild-type®

* Electronic medical records (EMR) data from City of Hope were used * The index date was defined as the date of initiation of osimertinib
(1/1/2018-12/31/2025). monotherapy for EGFRm (Ex19del/L858R) NSCLC

* City of Hope is a National Cancer Institute-designated Comprehensive
Cancer Center comprised of a national system of hospitals and
treatment centers

* Patient demographic and clinical characteristics, including biomarker
status, prior and up to the index date (baseline period) were described

Results
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Given the nature of structured EMR data, inaccuracies and misclassification may arise due to coding
errors and missing data
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