EP12.07: Real-World Treatment Patterns and Outcomes After Osimertinib Progression in EGFR-Mutant NSCLC:
A Multi-Center Taiwan Study
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INTRODUCTION RESULTS

* The expanding therapeutic landscape for EGFR-mutated non-small cell lung Table 1. B I tient and clinical ch teristi Real 1d out
cancer (NSCLC)" highlights the need for real-world evidence to evaluate able 1. baseline patient and clinical characteristics eal-world gusgomes
outcomes and address unmet needs beyond osimertinib 2 S?ST L Sz,:(é;l' 1 SQ,ST L Szﬁ(é)T  For 2L and 3L cohorts receiving platinum-based chemotherapy, median rwPFS was 5.9 and 5.2 months, respectively; median rwTTNT
n= n= n= n= _ . : :
+ Taiwan presents a distinct context, as first-line osimertinib only became fully Variables Variables was 6.2 and 7.3 months; and median rwOS was 13.9 and 10.4 months, respectively (Table 3, Figure 3A-3F)
i i 1'2 i i - - - -
reimbursed in 2024.%* Previously, National Health Insurance coverage was Age (years) Histological classification Table 3. Real-world outcomes of post-progression SACT, median time in months (95% CI)
- 2,3
restricted to patients with del-19 and brain metastases,<° leading many ,
A . ive first- ) : : Mean (SD) 64.8 (16.8) 62.0 (28.1) Adenocarcinoma 51 (87.9) 239 (97.2) 2L SACT (n=58) 3L SACT (n=246)
treatment-naive patients to receive first- or second-generation EGFR tyrosine <65 vears 29 (50.0) 149 (60.6) Adenosquamous 2 (3:4) 6 (2:4) - -
kinase inhibitors (TKIs), followed by osimertinib upon acquisition of the T790M or y o c0.0 o noa o a y 1 . . O Post-progression SACT regimen n rwOS rwPFS rwTTNT n rwOS rwPFS rwTTNT
resistance mutation.? Of note, novel regimens preferred by NCCN Clinical - years (50.0) (39.4) Seomoﬂz fz ; (3-4) X (0-0) EGFR TKI 12 N.R. 3.4 (1.2toN.R) 11.8(14t0NR) 26  11.3(6.5t020.7) 3.2 (2.0to0 4.1) 3.7 (1.6 to 11.8)
Practice Guidelines in Oncology (NCCN Guidelines®)* are currently not ex arcomatol (34) (0.0 EGFR TKI + VEGFi 0 - - - 18 N.R. 45(1.3109.0) 45(2.0t019.9)
reimbursed in Taiwan: Category 1 lazertinib plus amivantamab-vmjw as a first- Male 21 (36.2) 85 (34.6) Other | 2 (3.4) 1 (0.4) Platinum-based chemotherapy 26  13.9(102toN.R) 5.9 (4.2t08.5) 62(41109.2) 109  10.4 (9.0 to 14.8) 5.2 (3.3 10 6.4) 7.3 (6.4 0 9.4)
line therapy, and amivantamab-vmjw plus chemotherapy after progression on Female 37 (63.8) 161 (654) EGFR mutations Platinum-based chemotherapy +
osimertinib Smoking status Exon 19 deletion 42 (72.4) 129 (52.4) EGFR TKI /10 / VEGFi / | 12 6.2 (3.7 t0 10.1) 3.7 (0.7 to 5.5) 3.6 (1.0 to 6.4) 43 13.6(9.3t019.4) 4.8 (4.1105.8) 9.9 (6.2 to 13.5)
Never smoker 38 (74.5) 190 (80.2) Exon 21 L858R substitution 13 (22.4) 120 (48.8) EGFR TKI + VEGFi /10 + VEGFi
» This study investigates the real-world effectiveness and treatment patterns of Current / ever smoker 13 (25.5) 47 (19.8) Exon 20 T790M 8 (13.8) 135 (54.9) Other” | 8 94 (0.7toN.R.) 94(0.7toN.R) N.R. 20 7.6 (4.1t011.2) 3.7 (2.11t06.0) 10.6 (4.1to N.R.)
therapies after osimertinib progression in NSCLC patients across two major Missing 7 9 Exon 18 G719X mutation 1 (1.7) 0 (0.0) G, confidonce meval; 21 seconcine: 3L i ine; EGFA T, sptdermal growth factor ecoptor yrosing Kinase Inhiblior. 0, Immunc-oncology: N.R., ot eachac: O, rea-word overalsurvival; wPFS,real-workd progression-res survival; wTTNT, reabwork ime to next therapy; SACT, systsmic anticancer
medical centers in Taiwan, aiming to provide valuable insights into real-world TNM staging at initial diagnosis Exon 20 S7681 mutation 0 (0.0) 1 (0.4) herapy: VEGHL vascularendohelal growh factor inhibior
clinical practice | 2 (3.4) 3 (1.3) Exon 20 insertion 0 (0.0) 17 (6.9) Figure 3. Real-world outcomes of post-progression SACT
Il 1 (1.7) ) (2.1) Exon 19 L747P mutation 0 (0.0) 1 (0.4) (B) (C)
A 1 (1.7) 6 (2.6) Exon 20 C797S mutation 0 (0.0) 4 (1.6) (A) 1.0 EGFR TKI 1.0 AT 1.0 SR——
METHODS I 0 ©0) 6 29) Brain metastasis at the nitial dose of e g e
\V; 54 (93.1) 215 (91.5) post-progression SACT line 17 (29.3) 1 (45.1) 0.8 - ';;:EGH/EGFRTK'*VEGF”'O*VEGH 0.8 ‘ g?i“s"&%ffée?ﬁé A VEQFi /10 + VEGFi 0.8 777_7 Ié)”::/rEGFi/EGFRTKI+VE%/Fi/IO+VEGFn
Missing 0 11 Prior local therapies . . z
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DeS|gn ECOG performance status group Surgery 7 (12.1) 43 (17.5) z ~ : 8
. . . . . Grade 0/1 47 92.2 219 93.2 Radiothera 16 27.6 90 36.6 = = E
» Retrospective database analysis using records from the National Taiwan Grade 2+ A ((7 8)) 16 ((6 8)) 2 27:9) (56:9) £ oa- S B £ 04 £ 04
University Hospital Integrated Medical Database and the Chang Gung Memorial Missin . ' "y ' =l = L ? R B (—
Hospltal ResearCh Database In Ta|Wan Percentagegs are derived from non-missing observations only (n). . " o = S T
. L . . . . ) 2L, second-line; 3L, third-line; ECOG, Eastern Cooperative Oncology Group; EGFR, epidermal growth factor receptor; SACT, systemic anti-cancer therapy; TNM, tumor, node, metastasis L ee— e o T e e e e
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who received 2L and 3L SACT, respectively (Figure 1) AT = e w1 | emmAS o W . o T T SR :
2“-3% Qther 50 28 10 5 3 1 1 Other 50 16 3 2 1 0 Other S0 21 5 2 1 0
13.8% : : : : : : : :
Patients age 220 years wih NSCLC who received osimertinia befween 1t January 2017 and o ol () st ovral vl 8) st progrsse. s sundval 0 Reaword e et vy, 0 e wrovrallunal (6 Renord oo sl () s v oo et e
31st December 2021 in NTUH and CGMH, n=1,730 2L, second-line; 3L, third-line; EGFR TKI, epidermal growth factor receptor tyrosine kinase inhibitor; IO, immuno-oncology; SACT, systemic anti-cancer therapy; VEGFi, vascular endothelial growth factor inhibitor
A. Patients receiving 2L SACT after progression on 1L osimertinib B. Patients receiving 3L SACT after progression on 2L osimertinib
Patients were excluded for the following reasons: *All patients receiving first-line osimertinib therapy were treated with osimertinib monotherapy (100%); TAll patients classified as receiving EGFR TKI therapy as 2L SACT were treated exclusively with osimertinib monotherapy. Other classifications of osimertinib as 2L SACT involved combination with additional
. .. . . _ SACT,; *Other treatment includes non—platinum-based chemotherapy; IO monotherapy; non-EGFR TKI regimens; osimertinib + non—EGFR TKI; osimertinib + non—platinum-based chemotherapy.
> ’ [C\I)Slmebl’tlnlb asttglf(;:')r Iat:gr-slme treatment’ n=602 1L, first-line; 2L, second-line; 3L, third-line; EGFR TKI, epidermal growth factor receptor tyrosine kinase inhibitor; 10, immuno-oncology; SACT, systemic anti-cancer therapy; VEGFi, vascular endothelial growth factor inhibitor D I S C U S S I O N A N D C O N C L U S I O N
» No subsequen , h=
» Switching to subsequent SACT not due to disease progression, n=49
Table 2. SACT regimens of post-progression SACT i i _ . . . . . . .
v 9 POSt-prog * Among patients who received 2L SACT (n=58), « In real-world setting, platinum-based chemotherapy was the predominant subsequent treatment after first- or second-line osimertinib
Adult patients with NSCLC who have received at least one subsequent SACT after progression 2L SACT 3L SACT median duration on 1L osimertinib monOtherapy was
on first-line or second-line of osimertinib, n=381 (n=58) (n=246) 7.2 months (95% Cl: 3.3 to 11.2); patients who » The effectiveness of real-world subsequent treatments following osimertinib remains suboptimal, highlighting the need for novel therapies
— ——— Variables received 3L SACT (n=246) had a median duration of for the treatment of this patient population
atients were excluded for the following reasons: - I iNi . . . . . . . . . . ..
. Osimertinb I oariv-stage NSCLE (stage LIIAL 1210 SACT regimens 2L osimertinib monotherapy of 7.4 months (95% CI: « The findings support future strategies to improve first-line treatment outcomes and to manage patients after progression on osimertinib
e stage 1A EGFR TKI 12 20.7 26 10.6 5.85 to 8.96)
* No information on date of recurrence in early-stage patients, n=21 ( : ) ( : ) ) )
« Subsequent SACT in clinical trial, n=34 EGFR TKI + VEGFi 0 (0.0) 18 (7.3)
+ Not common EGFR mutation, n=12 Platinum-based chemotherapy 26 (44.8) 109 (44.3) * Across 2L and 3L SACT, platinum'based REFERENCES, ACKNOWLEDGEMENTS & DISCLOSURES
v chemotherapy was the most common regimen (135
Adult patients with advanced NSCLC and common EGFR mutations who have received at least Platinum-based Chemotherapy + EGFR TKI / pat|ent8), fO”OWGd by platlnum_based ChemOthera py References: 1. Wu SG, et al. J Formos Med Assoc. 2026; S0929-6646(26)00130-0 (Epub ahead of print); 2. National Health Insurance Administration, Ministry of Health and Welfare. Press release on osimertinib reimbursement, Oct 17, 2024 (in Chinese). Accessed
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