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METHODS

e A published NMA for non-small cell lung cancer served as a case study to estimate
PFS for erlotinib.?
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e e There are several factors to consider when choosing the most
appropriate reference treatment for deriving survival estimates
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e Data maturity (dacomitinib) estimated the most consistent results across survival
functions (range of 0.93 months [13.54-14.46 months]), however, was less
consistent with RWE (3.24-4.16 month [3.7/6 month average] deviation from
the RWE).

e Survival estimates using the most recent study (osimertinib) and the trial with the
longest follow-up (chemotherapy) had 3.41-4.82 month (4.19 month average) and
0.62-7.31 month (3.22 month average) deviations from the RWE, respectively.
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For ease of comparison, the survival curves and outcomes in Figure 1 and Figure 2 have been color coordinated to the relevant reference treatment options in this table).

EGFR: epidermal growth factor receptor; GEN: generation NMA: network meta-analysis; NR: not reported; PFS: progression-free survival; TKI: tyrosine kinase inhibitor.
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