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INTRODUCTION

. Epidermal growth factor receptor (EGFR) mutation is a common pathogenic gene mutation in
non-small cell lung cancer (NSCLC), and exon 20 insertion mutation (EGFRex20ins) is a rare

mutation, accounting for about 4%-12% of EGFR mutations ™.

. EGFRex20ins exhibits high heterogeneity and is generally insensitive to most EGFR tyrosine
kinase inhibitors (EGFR-TKIs). Chemotherapy regimens provide limited survival benefits that

can not meet the medical needs in patients with EGFRex20ins-mNSCLC.

. Mobocertinib is a first-in-class, potent, oral, irreversible TKI designed to selectively target
EGFRex20ins mutations. In September 2021, the FDA granted accelerated approval for
mobocertinib to treat EGFRex20ins-mNSCLC. In January 2023, China National Medical Products
Administration approved mobocertinib for EGFRex20ins-mNSCLC patients who had progressed

on or after platinum-based chemotherapy.

* The evidence directly comparing mobocertinib with specific current treatments for previously

treated patients with EGFRex20ins-mNSCLC for health outcomes is lacking in China.

OBJECTIVES

To estimate lifetime health benefits of mobocertinib and currently available treatments for
Chinese patients with locally advanced or metastatic EGFRex20ins-mNSCLC who had progressed

on or after platinum-based chemotherapy.
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METHODS

The literature was searched to identify appropriate model inputs. Unadjusted single-arm meta-

analysis was used to synthesize the identified evidence.

. If no efficacy and safety data for post-platinum EGFRex20ins-mNSCLC existed, evidence on

same race (i.e., Asian) and second-line treatment of NSCLC was used.

. PFS and OS for mobocertinib were modeled using the lognormal and exponential distribution,
respectively, as they had the lowest AIC (akaike information criterion) and BIC (bayesian
information criterion) based on parametric survival analysis of the participants from Asian race
in the mobocertinib trial. Due to lack of patient-level data for the comparators, their reported

median PFS and OS were used to assume an exponential distribution.

. One-way and probabilistic sensitivity analyses (OWSA and PSA) were performed to assess the RESULTS

. In the base-case analysis (Figure 3), mobocertinib could gain 0.722 (vs. PEM/ CDDP/BEV) to
robustness of the results and parameters’ uncertainty.
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years (vs. DTX/CDDP) of PPLYs, and 1.731 (vs. high-dose osimertinib) to 2.290 incremental
Chinese patients with EGFRex20ins-mNSCLC who
. QALYs (vs. DTX/CDDP).
* Model cohort had progressed on or after platinum-based
chemotherapy e  The OWSA showed that the incremental QALYs were mainly driven by additional PFLYs and
* Treatment regimen for o PPLYs, the influential parameters included survival outcomes (PFS and overall survival) of
mobocertinib
assessment the compared treatments and the utility of health states (Figure 4). Mobocertinib has the
Control treatment DTX/CDDP, DTX/CDDP/BEV, PEM/CDDP, probability of 100.0% vs. all the comparators to gain more health benefits (total LYs and
regimens’ PEM/CDDP/BEV, and high-dose osimertinib
QALYs) based on the PSA (Table 3).
* Model outputs Life years and QALYs ,
Figure 2. SIMULATED SURVIVAL CURVES
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Table 3. PROBABILISTIC SENSITIVITY ANALYSIS (PSA)

, Incremental life years Incremental QALYs
Mobocertin 95%Cl 95%Cl
ib vs. MEDIAN - MEDIAN -
Lower Upper Lower Upper
DTX/CDDP 2.970 1.508 5.335 2.405 1.241 4.275
DTXéE\[;DP/ 2.548 1.084 4916 2.060 0.901 3.910
PEM/CDDP 2.331 0.867 4.698 1.885 0.726 3.738
EPM/CDDP 2.285 0.821 4.652 1.848 0.689 3.701
/BEV
High-dose 15 0.678 4.510 1.737 0.577 3.594
osimertinib
 Based on 5,000 Monte-Carlo simulation results
CONCLUSIONS

Mobocertinib had additional lifetime health benefits (PFLYs, PPLYs, LYs and QALYs) compared

with existing, post-platinum treatments of EGFRex20ins-mNSCLC in China. The model outputs

were robust to variations in the OWSA and PSA.
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