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data, treatment patterns, and outcomes were collected.

* EFS was defined as the time from early-stage diagnosis to recurrence,
treatment failure, or death. Overall survival (OS) was measured from
diagnosis to death from any cause.
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ROS1-, or RET-rearranged NSCLC treated with neoadjuvant therapy.
*Median follow-up was 4.4 years. Sixteen EFS events and nine deaths were

Figure 2. Treatment pathways of the study population from diagnosis onwards. observed during follow-up.

A. EFS according to neoadjuvant treatment B. EFS according to adjuvant TKI
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Figure 5. Recurrence Patterns and Sites According to Adjuvant TKI Treatment. Patient 03 was
an ALK patient on adjuvant crizotinib.

Figure 4. Event-free survival according to treatment strategy. Kaplan—Meier curves showing event-free survival according to (A) neoadjuvant treatment (platinum-based
chemotherapy in orange vs TKI therapy in blue) and (B) adjuvant TKI exposure (TKI therapy in blue vs no TKI therapy in red).
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Figure 1. Flow diagram of patient selection for the neoadjuvant treatment analysis in patients

with ALK, RET. and ROS1 fusions. - Prospective clinical trials are needed to validate genotype-directed perioperative strategies across fusion-positive NSCLC.
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