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BACKGROUND STUDY DESIGN & DATA SOURCE KEY RESULT: RESPONSE RATES CONCLUSIONS

= Non-small cell lung cancer accounts for more than 80% of lung cancers and is often diagnosed at locally advanced or Figure 1: Study Design Figure 2: Data Pooling Process Overview m After adjustment, real-world tumor response assessment was unknown/missing for 122 of 243 m Patients in TREAT-LUNG were reflective of routine clinical
metastatic stage (IlIB, IlIC, 1V)." —— patients (50%) in the primary-2L-cohort, 206 of 361 patients (57%) in the 3L-cohort, and 311 of 557 practice, with over 20% of patients with an ECOG
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m For 1L treatment of aNSCLC lacking targetable oncogene driver mutations, which represents = 80% of all aNSCLC Database Start - A ~ Database Cutoff Fration | [ Fiatiron patients (56%) in thg com blned-(2L/3L)-c_oh.ort (Flgur e 4) A.S a result, t.he study failed to achieve performance status 22.
L : . . ) ) Eatliest Date Available 0313112020 Healtn || Analytic adequate power, which impacted the statistical validity and interpretability of the results.
cases, treatment guidelines recommend ICls as single agents or in combination with platinum-based chemotherapy or 03/01/2015 12/31/2018 paisbese | [ Datmeet | ___ e N isticallv sianifi iff - -
) Index Date = ndex Therapy Start Dete A Buoling iy || Dotaset . _ L o statistically significant differences were seen in primary or
other ICls. Source 1ViA | |5 Do Mapping || Soiedes bata Staistca m  Among the subset of the 2L-cohort with evaluable real-world tumor response data (n=121), rwORR ' . NP
| i | S} ] T2 o | was 43% in R+D group and 39% in docetaxel group, odds ratio, 1.20; 95% CI, 0.54-2.65. This lack of secondary efficacy endpoints. This finding must be
m The phase Il REVEL trial demonstrated that adding ramucirumab to docetaxel (R+D) after progression on platinum- GO | ey ol Chek | T - : Y SN P : interpreted in context of study limitations including
based ch th , t d ival in aNSCLC d to sinal t docetaxel 3 Baseline Period Follow-up Period Source | by pnalytc significant difference between groups was consistent for DCR and across 3L (n=155) and combined
ased chemotherapy improves response rates and survival in a compared to single-agent docetaxel. Variable perod prorto Varable perod (a least Dataset 1=246) cohort - _ _
H h limited RWE studi 0 9L or 3L freatment with R+D vs singl ¢ docetaxel after o inde date monts) llwingindex cae o (n=246) cohorts. - Insufficient sample size and power for primary and secondary
u owever, there are limite studies comparing 2L or reatment wi +D vs single-agent docetaxel after prior : : _ T P By e e e ] . ] _ analyses, potential selection bias inherent in passively collected
treatment with ICls and platinum-based chemotherapy* m dRettrEspectl'veﬂc]:oTJorSt study using pooled (Figure 2) real-world data drawn from 3 large oncology EHR Table 2: PropenS|ty Score Stratification Adjusted Response Rates EHR datasets, and residual confounding despite PS stratification
atabases in the U.S.: ;
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iqinati i inics (~ i i - — More importantly, the high rate of missing tumor response data
unstructured data originating from approximately 280 US cancer clinics (~800 care sites), curated via technology (N=78%) (N=43%) (N=80%) (N=75%) (N=142%) (N=104%) (>50% 0 , X et o e
. : enabled abstraction, and supplemented to resolve data gaps (e.g., Social Security Death Index and commercial death Best R = o > o overall) may have implications for the design of future
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Cancer) study aimed to characterize real-world outcomes associated with the use of R+D or docetaxel, following ICls _ o _ PR 40 39 61 53 60 52
and platinum-based chemotherapy for aNSCLC. - The COTA RWE Database comprises Ior)gltudlnal patient-level structyred and unstructgred data curated anq _ SD 34 31 32 33 32 33 —  Direct comparison between results of REVEL and TREAT-LUNG
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METHODS RESULTS LEARNINGS & LIMITATIONS

Study Population Statistical Analysis Figure 4: Patient Attrition Table 3: Selected AEs for Flatiron Health 2L Cohort before PS Stratification This study demonstrated feasibility of combining multiple complementary sources of EHR data,
mitigating sample size constraints with existing single real-world data sources, to enable more
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