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@® Lung cancer is the second most common cancer in the United States, and is a leading cause ® AnswerY identified 17,587 patients from 3812 pro- 3796 (23.0%) 3977 (241%) 5433 (32.9%)
of cancer-related mortality, with an estimated 229,6410 new cases and 124,990 deaths viders with mNSCLC’of which 927 patients from Total Number of Patients 17587 927
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projected in 2026’ 387 providers were EGFR-positive Patients with " Patients with Patients with Patients with Age
@ NSCLC is the most common lung cancer subtype, and accounts for approximately 80-85% of all lung _ _ NSCLC mNSCLC known biomarker EGFR-positive Patients with record, n (%) 14,746 (83.8) 802 (86.5)
cancers @ The mean age of all patients with mNSCLC and the (N=35512) (n=17.587) testing status mNSCLC? \ D ’ é76 10 685 (116
_ o _ o _ _ EGFR-positive subgroup was approximately 68 (n=3725) (n=927) e ean (SD) 6 (11.0) 2 (11.6)
NSCLC is a heterqgenous group of eplthe!lal m?llgnanmes, including adenocarcinoma, years. A majority of patients in both cohorts was \ 4 A 4 Gender
sgquamous cell carcinoma, and large cell carcinoma White (871%/83.9%), and the geographic distribu- \V4 \V4 Patients with record. n (%) 17460 (99.3) 924 (997)
NSCLC shows significant clinical and molecular heterogeneity, including variability in tion of patients across the United States was sim- o
genetic mutations, histological features, and tumor microenvironment; these factors ilar in both groups 100% 49 8% 21 2% Male, n (%) 8620(50.9) 396 (38.9)
influence prognosis and treatment outcomes? ) : Female, n (%) 8640 (49.5) 568 (61.5)
@ Figure 1and Table 1 show the baseline and clinical -
@® Approximately 60% of patients are diagnosed at an advanced stage of disease, which remains characteristics of the study cohort Ethnicity
particularly challenging to treat and is associated with poor outcomes? Patients with record, n (%) 9773 (55.6) 564 (60.8)
@® Treatment of mMNSCLC utilizes targeted therapy or chemotherapy, and is often guided by Serived from ot of oationts with a k . o tosting stat African-American, n (%) 973 (10.0) 50 (8.9)
O 2Derived from the number of patients with a kKnown biomarker testing status.
molecular profiling® P 8 South: Hispanic, n (%) 153 (1.6) 5(0.9)
Mutations in the EGFR tyrosine kinase domain are a major oncogenic driver of NSCLC, 4432 (26.8%) White, n (%) 8513 (871) 473 (83.9)

promoting tumor growth and survival®

@ Optimal treatment sequencing remains unclear in EGFR-mutated mNSCLC, presenting challenges
in clinical decision-making*

{ ] ] Real-world initial treatment of mMNSCLC commonly utilizes chemotherapy, whereas patients Across the mMNSCLC cohort, patients spent a short time on 1L treatment and experienced
Objectlve with EGFR-mutated disease commonly receive targeted therapies frequent switching, likely driven by disease progression

@ This research characterizes real-world treatment patterns among community and academic physicians

and identifies reasons for treatment transitions, particularly among an EGFR-positive patient subgroup Tre at m e nt Patte rn S : AI I Pat i e nts Ti m e O n 1 L Tre at m e nt

@® Figure 2 shows that in all patients with mMNSCLC, chemotherapy alone (42.2%) and a chemotherapy + immunotherapy combination (27.4%) ® Figure 6 shows the time on 1L treatment for all patients with mNSCLC (n=948) and patients with EGFR-mutated mNSCLC (n=181).
M h d were the most common 1L choices Horizontal lines and crosses represent median and mean time on 1L, respectively
et 0ds @® The most common 1L-3L treatment sequence among patients reaching each line was chemotherapy alone, immunotherapy alone, then ® Overall, all patients with MNSCLC and those in the EGFR—p.ositive subgroup demonstrated short times on 1L treatments.
® This retrospective observational study utilized Amplity AnswerY™, which is Amplity’s proprietary other therapies (42.2%/34.8%/40.1%). Treatment patterns as depicted in Figure 3 show numerous and highly diffuse pathways that Furthermore, time on 1L chemotherapy and chemotherapy and immunotherapy is particularly lower than EGFR-targeted options,
B} - _ - ’ g . tient foll h iving treatment perhaps suggesting a treatment switch upon the return of biomarker results
real-world database and platform built from HIPAA-compliant transcriptions of US prescriber patients may 1ollow wnhen recelving treatmen
patient visits. Using Al and NLP, it extracts, visualizes, and summarizes treatment discussions and _ _ _ _ _ ® Among all patients with mNSCLC, those on TKI monotherapies demonstrated the highest mean time on 1L treatment followed by
clinical decisions. Since 2017, AnswerY has covered inpatient and outpatient care across more than Figure 2: 1L Treatment Choices Figure 3: Treatment Patterns and Flow Among Patients with mMNSCLC (n=17,587) osimertinib and other EGFR-targeted therapies
70 specialties. Prior to January 2025, AnswerY was known as Amplity Insights Among Patients with mNSCLC 1L 2L 3L
@® Patients who had mentioned diagnosis of MNSCLC and EGFR-positive disease from 2020-2025 (n=17,587) Figure 6: Time on 1L Treatment in Patients with mNSCLC
were included and followed from 1L through 3L treatments . 3.7 All Patients EGFR-Positive mNSCLC

@ Unstructured clinical narratives were processed using a hybrid NLP approach (rule-based and
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machine learning), supplemented by a large language model configured to ensure data privacy 2L: immunotherapy only
with no storage or reuse of inputs for training. Extracted variables were standardized, and a subset 42.2% T S——
underwent manual review for validation 25 . . . - 25 —
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‘ Conclusions ' Treatment Patterns: EGFR-Positive
@ AnswerY identified that among all patients with mNSCLC, chemotherapy is the most @® Figure 4 shows that among the EGFR-positive subgroup, osimertinib (29.3%) and other EGFR-targeted therapies (30.0%) were the most ' Treatment SWitCheS
common 1L treatment option common 1L choices
® Among the EGFR-positive subgroup a significant proportion of patients did not receive ® In the EGFR-positive subgroup, although EGFR-targeted therapies were common, approximately 39.7% of patients did not receive an ® Figure 7 shows the rates and reasons associated with 1L-2L and 2L-3L treatment switches among all patients with mNSCLC and those
EGFR-targeted 1L treatment, despite being recommended by current treatment guidelines EGFR-targeted therapy in 1L despite guideline recommendations with EGFR-mutated mNSCLC
® Fnrzsgs;hae;ﬁc?égrézrxzigfgﬁg:kggzﬂ(nj ;:’S\r/\cérzgt: clinical practice, even when outcomes @ In the same subgroup, the most common 1L-3L treatment sequence was an EGFR-targeted therapy excluding osimertinib, osimertinib, ® Among all patients with mNSCLC and EGFR-positive for the break, treatment switches from 1L to 2L included disease progression
® AEs althoush H q ; . | - then other therapies (30.0%/291%/32.8%). Treatment patterns as depicted in Figure 5 reveal that the presence of an EGFR mutation does (41.2%/30.9%), AEs (7.3%/9.3%), and planned transition (9.3%/ 2.0%)
s, although not the primary driver, account for a substantial proportion of treatment not ease the complexityv of treatment selection in mMNSCLC _ _ L _ _ o o
switches, highlighting the need for better tolerated therapies, combination strategies, and P y @® Most patients in both cohorts transitioning from 2L to 3L treatment was because of disease progression (23.1%/31.6%)
prophylactic measures Figure 4: 1L Treatment Choices Figure 5: Treatment Patterns and Flow Among Patients with EGFR-Positive mMNSCLC (n=927) = 7.7 itohes A Pati ith mNSCLC
@ These data illustrate a need for increased provider education on guideline-directed care in Among Patients with EGFR-Positive igure 7: Treatment Switches Among Patients with m
patients with EGFR-positive mNSCLC, the impact of biomarker testing on outcomes, and mNSCLC (n=927) 1L 2L 3L
continued investigations into understanding barriers to real-world treatment protocol adherence B MNSCLC EGFR-positive
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E E D I SCLOSU RES . 1L: TKI monotherapies (excl osimertinib) 2L: osimertinib (n=11,066) (n=4010) (n=867) (n=464)
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1L: other EGFR-targeted monotherapies 2L: monoclonal and bispecific antibodies . ] o
p o Auth 2L: TKI monotherapies (excl osimertinib) 3L: VEGF monotherapies Planned treatment transition/completion (%)
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1L, first-line; 2L, second-line; 3L, third-line; AEs, adverse events; Al, artificial intelligence; EGFR, epider- / 2L: chemotherapy only ’ 4 Poor tolerability/intolerance (%)
mal growth factor receptor; mMNSCLC, metastatic non-small cell lung cancer; NLP, natural language B e rerepyeancilinotherapy N : N o
processing; NSCLC, non-small cell Iung cancer; PARP. pon (ADP-ribose) polymerase; PD-11 programmed // 2L: other EGFR-targeted~combinations 3L: chemotherapyonlyl Intercurrent medical events/compllcatlons (A) 1.7 1.2 1.3 04
death-ligand 1; SD, standard deviation; TKI, tyrosine kinase inhibitor; VEGF, vascular endothelial growth factor. / L other EGF# targeted monopsasies 3Licther EGFR-targeted combinations Patient preference/refusal/nonadherence (%) 10 10 13 07
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