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EGFR mutations structure-based classification: different 
different EGFR-TKI sensitivity even within the same subgroup

Robichaux JP et al Nature 2021

Classical-like: Distant from ATP binding pocket  

T790M-like located in the hydrophobic core:
third-gen TKI sensitive (3S) versus resistant (3R) 

Exon 20 loop insertion: Near (NL) versus far loop (FL)

PACC: Located in the interior surface of the ATP 
binding pocket



EGFR mutation, upfront treatment option
FLAURA Trial

Soria NEJM 2018 * Ramalingam – NEJM 2019 * Malapelle – WCLC 2021 * Tan – JCO 2022

80% Common
EGFR mut

15% Western
50% Asian

Osimertinib vs. Gefitinib/Erlotinib

21.4 vs 11.0 mo
HR 0.43 (95% CI 0.32-0.56)

Exon 19 Exon 21

14.4 vs 9.5 mo
HR 0.51 (95% CI 0.36-0.71)

18.9 vs 10.2 mo
HR 0.46 

(95% CI 0.37-0.57)PFS
38.6 vs 31.8 mo

HR 0.80 
(95% CI 0.64-1.00)

Exon 19 Exon 21

HR 0.68 (95% CI 0.51-0.90) HR 1.00 (95% CI 0.71-1.40)

OS

J.Remon slide



EGFR-mutant advanced NSCLC before 2024

EGFR-mutant before 2024 



EGFR = epidermal growth factor receptor; EGFRm = epidermal growth factor receptor mutation-positive; 
NCCN = National Comprehensive Cancer Network; NSCLC = non-small cell lung cancer. 
aFor performance status 0-4; bcriteria for treatment with bevacizumab: non-squamous NSCLC, and no recent history of hemoptysis; 
cAn FDA-approved biosimilar is an appropriate substitute for bevacizumab. dIf systemic therapy regimen contains an immune checkpoint inhibitor, physicians should be aware of the long half-life of such drugs 
and data reporting adverse events when combining checkpoint inhibitors with osimertinib.

Adapted from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Non-Small Cell Lung Cancer V.3.2020. © 2020 National Comprehensive Cancer Network, Inc. To view the most recent 
and complete version of the NCCN Guidelines, go online to NCCN.org. The NCCN Guidelines are a work in progress that may be refined as often as new significant data becomes available.

aESMO-MCBS v1.1 score for new therapy/indication approved by the EMA since 1 January 2016. The score has been 
calculated by the ESMO-MCBS Working Group and validated by the ESMO Guidelines Committee; bPreferred option; cMCBS
score for the combination of bevacizumab with gefitinib or erlotinib; dNot EMA-approved.
1. Planchard D, et al. Ann Oncol. 2018;29(suppl 4):iv192–iv237 and https://www.esmo.org/Guidelines/Lung-and-Chest-
Tumours/Metastatic-Non-Small-Cell-Lung-Cancer 

NCCN and ESMO Guidelines: Treatment recommendations for first-line 
therapy of metastatic EGFR mutation-positive NSCLC



Phase 2 study of osimertinib plus bevacizumab versus 
osimertinib monotherapy for untreated NSq EGFRm+ NSCLC

1G, first generation; AE, adverse event; BICR, blinded independent central review; ECOG PS, Eastern Cooperative Oncology Group Performance Status; EGFR+, EGFR-mutation-positive; 
ORR, overall response rate; OS, overall survival; PFS, progression-free survival; Q3W, every 3 weeks; VEGF, vascular endothelial growth factor.
1. Kenmotsu H, et al. Presented at ESMO 2021:LBA44; 2. Seto T, et al. Lancet Oncol. 2014;15:1236–44; Saito H, et al. Lancet Oncol. 2019;20:625–35;
4. Nakagawa K, et al. Lancet Oncol. 2019;20:1655–69.

Background1

• Previous studies have demonstrated improved PFS when combining anti-VEGF therapy with 1G EGFR TKI therapy2−4

• This study seeks to identify if there is a PFS benefit when combining anti-VEGF therapy with osimertinib

Study design1

Key eligibility criteria

• Non-squamous EGFR+ NSCLC
• Clinical stage IIIB, IIIC, IV, or 

recurrence after surgical 
resection

• Previously untreated
• ECOG PS 0–1
• Age 20+ years
• No symptomatic brain 

metastases

Osimertinib (80 mg, daily)
+

Bevacizumab (15 mg/kg, Q3W)

Osimertinib (80 mg, daily)

Randomised 
1:1

Primary endpoint

• PFS by BICR

Secondary endpoints

• PFS by investigators
• ORR
• OS
• AEs

N=122

WJOG9717L

Hirotsugu Kenmotsu et al, JTO 2023



Progression-free survival Overall survival

ORR: 86 vs 82% (+Bev)

mPFS: 20.2 vs 22.1mo (+Bev)

Hirotsugu Kenmotsu et al, JTO 2023



OSIRAM-1 (TORG1833) RAMOSE (LUN18-335)

Xiuning Le et al, ESMO 2023Y Nakahara et al, ESMO 2023



Xiuning Le et al, ESMO 2023

PFS

Y Nakahara et al, ESMO 2023



NEJ009: Study design1 CTRI/2016/08/007149: Study design2

AUC, area under the curve; ECOG PS, Eastern Cooperative Oncology Group Performance Status; EGFRm, epidermal growth factor receptor mutant; ILD, interstitial lung disease; IPF, idiopathic pulmonary fibrosis; NSCLC, non-small cell lung cancer; 
ORR, objective response rate; OS overall survival; PD, progressive disease;  PFS, progression-free survival; PFS2, time to second objective disease progression; PS, Performance Status; Q21D, every 21 days; QoL, quality of life
1. Hosomi Y, et al. J Clin Oncol 2020;38(2):115−23; 2. Noronha V, et al. J Clin Oncol 2020;38(2):124−136 

Add chemotherapy



Gefitinib + chemotherapy in treatment-naïve, EGFRm NSCLC: 
PFS

The data listed are from different clinical trials. Not for cross-trial comparison.
CB = carboplatin; EGFR = epidermal growth factor receptor; EGFRm = epidermal growth factor receptor mutation-positive; HR = hazard ratio; No = number; NSCLC = non-small cell lung cancer; OS = overall survival; PEM = pemetrexed; 
PFS = progression-free survival; TKI = tyrosine kinase inhibitor.
1. Nakamura A et al. Presented at: ASCO Annual Meeting; June 1-5, 2018; Chicago, IL. 2. Noronha V, et al. Presented at: ASCO Annual Meeting; 31 May-4 June 2019; Chicago, IL. 

HR, 0.494 (95% CI, 0.391-0.625); p<0.001

Gefitinib (n=172)
Gefitinib + CB + PEM (n=169)

Median PFS, months (95% CI)
11.2 (9.0-13.4)
20.9 (18.0-24.0)

HR, 0.51 (95% CI, 0.39-0.66); p<0.0001

Gefitinib (n=176)
Gefitinib + CB + PEM (n=174)

Median PFS, months (95% CI)
8 (7.0-9.0)

16 (13.5-18.5)
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Pts with untreated locally 
advanced / metastatic EGFRm NSCLC

Key inclusion criteria:   
• Aged ≥18 years (Japan: ≥20 years)
• Pathologically confirmed non-squamous 

NSCLC
• Ex19del / L858R (local / central test)
• WHO PS 0 / 1
• No prior systemic therapy for advanced 

NSCLC

Randomisation 1:1 (N=557)

Osimertinib 80 mg (QD) + pemetrexed 500 mg/m2 + 
carboplatin AUC5 

or cisplatin 75 mg/m2 (Q3W for 4 cycles), followed by 
maintenance osimertinib 80 mg (QD) + pemetrexed (Q3W)*

n=279

Osimertinib 80 mg (QD)
n=278

Primary endpoint:
• PFS by investigator assessment per 

RECIST 1.1†‡

Key secondary endpoints:
• OS, ORR, DoR, DCR, HRQoL, 

safety (AEs by CTCAE v5), PFS2†

Pts with CNS metastases which were asymptomatic 
(not requiring steroids) or had a stable neurological 
status for ≥2 weeks after completion of definitive 
treatment and steroids, if received, were allowed

Follow-up: 
• RECIST 1.1 assessment at 6 and 12 weeks, then every 12 weeks until RECIST 1.1 defined radiological disease 

progression or other withdrawal criteria were met
• Brain imaging mandatory at baseline (all pts; 84% received MRI) and progression for all pts, and at scheduled 

assessments until progression for pts with baseline CNS metastases
• All CNS scans were assessed by neuroradiologist CNS BICR using modified RECIST guidance

FLAURA2 PHASE III STUDY

1. Jänne et al. WCLC 2023: abstract / presidential symposium PL03.13
2. D.Planchard et al, NEJM 2023 



PFS per BICR assessmentPFS per investigator assessment

1. Jänne et al. WCLC 2023: abstract / presidential symposium PL03.13
2. D.Planchard et al, NEJM 2023 

1L OSIMERTINIB WITH THE ADDITION OF CTx SIGNIFICANTLY IMPROVES 
PFS VS OSIMERTINIB MONOTHERAPY

25.5 vs 16.7mo 29.4 vs 19.9mo

HR: 0.62
+8.8mo

HR: 0.62
+9.5mo
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OSIMERTINIB WITH ADDITION OF CTx SHOWED CONSISTENT PFS BENEFIT 
ACROSS SUBGROUPS COMPARED WITH OSIMERTINIB MONOTHERAPY

PFS by baseline CNS metastases status* 

Favours osimertinib + CTx

PFS across subgroups*
Osi + CTx

(Events / pts)
Osi mono

(Events / pts) HR (95% CI)

All pts Stratified log-rank 120 / 279 166 / 278 0.62 (0.49, 0.79)
Unadjusted Cox PH 120 / 279 166 / 278 0.62 (0.49, 0.78)

Sex Male 51 / 106 73 / 109 0.54 (0.37, 0.77)
Female 69 / 173 93 / 169 0.67 (0.49, 0.92)

Race
Chinese Asian 26 / 71 43 / 69 0.49 (0.30, 0.81)
Non-Chinese Asian 54 / 107 65 / 107 0.76 (0.53, 1.09)
Non-Asian 40 / 101 58 / 102 0.55 (0.37, 0.83)

EGFR mutation
test method

Central 52 / 121 67 / 119 0.73 (0.51, 1.05)
Local 68 / 158 99 / 159 0.55 (0.40, 0.74)

Age at screening <65 years 73 / 174 97 / 166 0.59 (0.44, 0.80)
≥65 years 47 / 105 69 / 112 0.68 (0.47, 0.98)

Smoking history Yes 43 / 91 57 / 97 0.63 (0.42, 0.94)
No 77 / 188 109 / 181 0.61 (0.46, 0.82)

EGFR mutation† Ex19del 65 / 172 94 / 169 0.60 (0.44, 0.83)
L858R 55 / 106 70 / 107 0.63 (0.44, 0.90)

WHO PS 0 48 / 101 57 / 102 0.79 (0.54, 1.16)
1 72 / 178 109 / 176 0.53 (0.39, 0.72)

CNS status 
at baseline

Yes 52 / 116 79 / 110 0.47 (0.33, 0.66)
No 68 / 163 87 / 168 0.75 (0.55, 1.03)

0.5
Favours osimertinib

0.1

David Planchard, MD, PhD

Osi+CTx

HR: 0.47 (with BM) and 0.75 (without BM)

1. Jänne et al. WCLC 2023: abstract / presidential symposium PL03.13
2. D.Planchard et al, NEJM 2023 



106 95 91 83 76 67 62 47 31 19 12 0 0
107 92 82 68 61 52 40 31 19 15 5 0 0

0.8

1.0

0.6
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0.2

0
0 3 6 33 36302724211815129

Time from randomisation (months)

mPFS, months (95% CI)

Osimertinib + CTx 24.7 (19.5, 27.4)

Osimertinib monotherapy 13.9 (11.1, 19.4)

HR (95% CI) 0.63 (0.44, 0.90)

PFS by investigator assessment in the subgroups of patients 
by  L858R mutation / CNS metastases at baseline

Data cut-off: 03 April 2023
*Per investigator; patients with co-occurring Ex19del and L858R mutations were included in the Ex19del group; †CNS metastases determined by the investigator and recorded in the eCRF
CI, confidence interval; ; CNS, central nervous system; CTx, chemotherapy; eCRF, electronic case report form; EGFR, epidermal growth factor receptor; Ex19del, exon 19 deletion; HR, hazard ratio; (m)PFS, (median) progression-free survival; NC, not calculable
AstraZeneca data on file

L858R*

116 101 98 93 84 77 70 58 34 19 8 2 0
110 95 84 73 60 50 37 32 21 13 5 1 0

With CNS metastases†

0.8
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0.4

0.2

0
0 3 6 33 36302724211815129

mPFS, months (95% CI)

Osimertinib + platinum-
pemetrexed 

24.9 (22.0, NC)

Osimertinib monotherapy 13.8 (11.0, 16.7)

HR (95% CI) 0.47 (0.33, 0.66)
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mPFS improvement 
11.1 months

mPFS improvement   
10.8 months 

Prof Pasi A. Jänne et al, WCLC 2023



Osimertinib + platinum-pemetrexed (cEFR; n=38*) Osimertinib monotherapy (cEFR; n=38)
Median best percentage change from 
baseline in CNS target lesion size: -94% 
(range -100 to +7)
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Median best percentage change from 
baseline in CNS target lesion size: -61% 
(range -100 to +68)
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cFAS (n=222)
Measurable + non-measurable BM

cEFR (n=78)
Measurable BM

CNS response‡ Osi + CTx (n=118) Osi mono (n=104) Osi + CTx (n=40) Osi mono (n=38)
CNS ORR, % (95% CI) 73 (64 to 81) 69 (59 to 78) 88 (73 to 96) 87 (72 to 96)

Complete response, n (%) 70 (59) 45 (43) 19 (48) 6 (16)
Partial response, n (%) 16 (14) 27 (26) 16 (40) 27 (71)

CNS DCR, % (95% CI) 91 (84 to 95) 93 (87 to 97) 95 (83 to 99) 97 (86 to 100)
Median DoR, months (95% CI)§ NR (23.8, NC) 26.2 (19.4, NC) NR (21.6, NC) 20.9 (12.6, NC)
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OSIMERTINIB WITH THE ADDITION OF CTx DEMONSTRATED A HIGH 
PROPORTION OF COMPLETE RESPONSES IN THE CNS BY CNS BICR

CR:48% CR:16%

David Planchard, MD, PhD
Pasi A. Jänne; David Planchard et al, JCO 2023



Content of this presentation is copyright and responsibility of the author. Permission is required for re-use.

SECOND INTERIM OVERALL SURVIVAL ANALYSIS 

Natalia Valdiviezo

Median OS, months (95% CI)
– Osi + CTx NR (38.0, NC)
– Osi mono 36.7 (33.2, NC)

Overall maturity: 41%
Median follow-up for OS, months (range):

Osimertinib + platinum-pemetrexed, 31.7 (0.1–43.3) 
Osimertinib monotherapy, 30.5 (0.1–43.0)

Time from randomisation (months)
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3 6 33 36302724211815129 42 4539

92%

89% 80%

72% 64%

50%

OS: HR=0.75 (95% CI 0.57, 0.97); p=0.0280†

1.0

0.8

0.6

0.4

0.2

0

0

Data cut-off: 08 January 2024

†A p-value of ≤0.000001 was required for statistical significance at this second interim analysis
CI, confidence interval; CTx, chemotherapy; HR, hazard ratio; mono, monotherapy; NC, not calculable; NR, not reached; OS, overall survival; osi, osimertinib

No. at risk:
267 258 121 71169190218226236240245253
267 260 102 64142170195213228244251257

5 031
7 034

279
278



FLAURA J.C.Soria et al, NEJM 2018
FLAURA 2 D.Planchard et al, NEJM 2023

-All comers ?
-BM ?
-L858R ?
-High tumor burden ?
-ctDNA+ ?
-co-mutations ?
-Pt preference ?

Management of EGFR-mutant NSCLC in early 2023
1L 2L

mPFS per BICR: 29.4mo



MARIPOSA: 1st line Amivantamb + Lazertinib

B.C.Choy et al, ESMO 2023



B.C.Choy et al, ESMO 2023

23.7 vs 16.6mo
HR: 0.70
+7.7mo

PFS by BIRC (Primary Endpoint)



B.C.Choy et al, ESMO 2023

PFS across Predefined Subgroups



PFS by Baseline Brain Metastases

E.Felip et al, ASCO 2024

PFS by baseline brain metastases 



Intracranial PFS

SM.Gadgeel et al, WCLC 2024



Updated Overall Survival Analysisa

SM.Gadgeel et al, WCLC 2024



B.C.Choy et al, ESMO 2023VTE: venous thromboembolism

Safety Profile

+ Prophylactic dose anticoagulations first 4 mo…

37% 9%

IRR: infusion-related reactions



Slide 4

Stephanie Saw, ASCO 2024

Efficacy of 1st line treatment options 

24.9m



Similar OS…



BUT at the expense of increased toxicities

Stephanie Saw, ASCO 2024

BUT increased toxicities



Baseline and on-treatment plasma EGFRmAcquired mechanisms of resistance Impact of baseline TP53 alterations 

ESMO Asia 2023 AACR 2024 WCLC 2024

FLAURA2: Ongoing exploratory analysis 

TP53 alterations appeared to be 
a prognostic factor for PFS 
across both treatment arms



PFS by Detectable Baseline EGFRm ctDNA by ddPCR

E.Felip et al, ASCO 2024; annals of onco 2024

PFS by detectable baseline EGFRm ctDNA by ddPCR



PFS by TP53 Co-mutations and Wild-type TP53

E.Felip et al, ASCO 2024; annals of onco 2024

PFS by TP53 Co-mutations ands wild-type TP53



B.Besse et all, ESMO 2024

vMET and EGFR-based resistance mechanisms



B.Besse et all, ESMO 2024

vMET and EGFR independent resistance mechanisms



B.Besse et all, ESMO 2024

vFrequency of complex resistance



Heterogenous mechanisms of AR on osimertinib

J.Remon, ASCO 2024



By-pass mechanisms: MET amplification

J.Remon, ASCO 2024



By pass mechanisms: RET fusion 

J.Remon, ASCO 2024



Immunotherapy at EGFR TKI PD in EGFRm NSCLC

J.Remon, ASCO 2024



PRESENTED BY:
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Li Zhang, MD

HARMONi-A (Ivonescimab) 

Ivonescimab
20mg/kg 

+ 
Pemetrexed 500 mg/m2

Carboplatin AUC5 
Q3W for 4 cycles

Placebo
+ 

Pemetrexed 500 mg/m2

Carboplatin AUC5 
Q3W for 4 cycles

Placebo
Q3W 

+ 
Pemetrexed 500 

mg/m2 Q3W

Ivonescimab
20mg/kg Q3W  

+ 
Pemetrexed 500 

mg/m2 Q3W

R
(1:1)

Key Eligibility Criteria
• nsq-NSCLC (Stage IIIB/C ineligible for surgery or 

local therapy and IV )

• EGFR sensitive mutation positive

• ECOG PS 0 or1

• Regardless PD-L1 expression

Stratification Factors:
• Exposure to 3rd EGFR-TKI before (yes vs. no)

• Brain metastases (yes vs. no)

Treatment until:

• Intolerable toxicity

• No clinical benefit

• Initiation of new 
anti-tumor therapy

Up to 24 months

Li Zhang et al, ASCO 2024

Endpoints
• Primary: Progression-free survival by independent radiologic review committee (IRRC)

• Secondary: Overall survival, Response rate, Duration of response, Time to response and Safety



PRESENTED BY:
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Li Zhang, MD

Study Met primary endpoint of PFS per IRRC

mPFS 7.1 vs 4.8mo
HR: 0.46

PFS

mPFS: 7.1 vs 4.8mo
HR: 0.46, p<0.001 Li Zhang et al, ASCO 2024

No. of events/No. of patients

Ivonescimab
+ Chemo

Placebo 
+ Chemo

HR (95% CI)
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Li Zhang, MD

Overall Survival (at 52% of Data Maturity)

Data cutoff date: December 2023 
(median follow-up of 17.6 months)

HR, hazard ratio; CI, confidence interval.

HR:  0.80 (0.59, 1.08)
after 52% of data 
maturity

OS is consistent for both 
analysis

mPFS 17.1 vs 14.5mo
HR: 0.80

Li Zhang et al, ASCO 2024



Agnostic treatment upon osimertinib disease PD

J.Remon, ASCO 2024



Best Antitumor Response and ORR by Prior Therapy Group

39%
36%
21%

N=162pts

Catherine A.Shu et al, ASCO 2022

CHRYSALIS-2 (Amivantamab+Lazertinib)

ORR:33%
mDOR:9.6mo



A.Passaro et al, ESMO 2023; Annals of onco 2023

MARIPOSA-2



HR:0.48

HR:0.44

A.Passaro et al, ESMO 2023; Annals of onco 2023

blinded independent central review

Investigator

Ami/Chemo and Ami/Lazer/Chemo vs Chemo 
lead to improvements in PFS and ORR



S.Popat et al, ESMO 2024

PFS after first subsequent therapy



S.Popat et al, ESMO 2024

Overall survial



VTE: 22%

Ami/Lazer/Chemo
• Interruption: 77%
• Dose reduction: 65%
• Discontinuation: 34%

VTE: venous thromboembolism

Signficant toxicities with Ami/Chemo and Ami/Lazer/Chemo

A.Passaro et al, ESMO 2023; Annals of onco 2023

50%

56%

40%

VTE: 10%



FLAURA J.C.Soria et al, NEJM 2018
FLAURA 2 D.Planchard et al, NEJM 2023
MARIPOSA-2 A.Passaro et al, Annals of onco 2023

mPFS per BICR: 29.4mo

X

Management of EGFR-mutant NSCLC in early 2023
1L 2L



PALOMA-3: Phase 3 Study Design

N.B.Leighl et al, ASCO 2024

SC vs IV Amivantamab + Lazertinib (PALOMA-3)



ORR and DoR

N.B.Leighl et al, ASCO 2024

ORR and PFS

HR: 0.84

PK Endpoints met noninferiority 
criteria



Incidence of IRR-related Symptoms

IRR: infusion-related reactions

Incidence of IRR-related symptoms

N.B.Leighl et al, ASCO 2024



Overall Survival

HR: 0.62, p=0.02

Overall Survival

N.B.Leighl et al, ASCO 2024



Encouraging efficacy of TelisoV + Osimertinib,
in pts with EGFRmut, c-MET+

ORR: 53%
mPFS: 6.8mo (5.3-9.2)
mDOR: 8.0mo (5.6-NR)

H. Horinouchi et al, ESMO Asia 2023

Telisotuzumab vedotin + Osimertinib: Phase 1



Study of BL-B01D1-101

Li Zhang et al, ESMO 2023 – Yuxiang MA et al, lancet onco 2024



Efficacy in NSCLC EGFRmut

Li Zhang et al, ESMO 2023 – Yuxiang MA et al, lancet onco 2024

cORR: 52%

mPFS: 5.6mo
mDOR: 8.5mo



ORR: 29.8%

Patritumab Deruxtecan (HERTHENA-Lung01 study)
phase II HERTHENA-Lung01 in pts with EGFR–mutated NSCLC after progression on EGFR TKI therapy and platinum-based chemotherapy
Tumor reduction across diverse mechanisms of EGFR TKI resistance

N=225

Helena A. Yu et al, JCO 2023



Patritumab Deruxtecan is Being Evaluated vs Chemotherapy in Advanced 
EGFRm NSCLC After TKI Failure in the Phase 3 HERTHENA-Lung02 trial

• Locally advanced/metastatic non-squamous NSCLC 
not amenable to curative surgery or radiation

• EGFR exon 19 deletion or L858R 
• 1-2 prior lines of EGFR TKI treatment, including third-

generation TKI, in locally advanced/metastatic setting 
• No other prior systemic therapies in the locally 

advanced/metastatic setting
• Progression during or after treatment with third-generation 

EGFR TKI for locally advanced/metastatic disease
• ≥1 measurable lesion
• ECOG PS 0-1

(N = ∼560)

Patritumab deruxtecan 

Pemetrexed + 
cisplatin/carboplatin 

1. https:/clinicaltrials.gov/study/NCT05338970. 

• Primary endpoint: PFS (BICR RECIST v1.1)
• Secondary endpoints: OS, PFS (INV), PFS (LSCP), ORR, DOR, CBR, DCR, TTR QOL, safety

R

September 2024. Patritumab deruxtecan demonstrated statistically significant 
improvement in PFS vs doublet chemotherapy



Luis Paz-Ares et al, ESMO 2023

Tropion-Lung 05 (Dato-DXd) 

43.6% 23.5%

5.8mo 4.3mo



ADC in EGFR mut. NSCLC upon TKI progression

J.Remon, ASCO 2024

ADC in EGFR mut – upon TKI progression



J.Wolf , ESMO 2024

MARIPOSA-2 in the context of different trtt options



US Availability



Key considerations in choosing treatment approach

Stephanie Saw, ASCO 2024

Key considerations in choosing treatment approach



Slide 3
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