P2.079

Prognostic Value of High-Risk Pathologic Features

C. Aggarwal'; V. Tsutani?; C.M. Pierce3; J.C. Thompson3; N.M. Shariati3;
A. Samkari3; R. Krishnan3; S. Xu3; G.A. Woodard4; J.M. Lee>

1University of Pennsylvania Perelman School of Medicine, Philadelphia, PA, USA; 2Kindai University

in Resected Stage | NSCLC Using US SEE

Registry Data

Background

Table 1. Patient demographics and clinical characteristics
Total sSQ NSQ

Faculty of Medicine, Osaka, Japan; 3Merck & Co., Inc., Rahway, NJ, USA; 4Yale University School of
Medicine, New Haven, CT, USA; >David Geffen School of Medicine at University of California Los Angeles,

Los Angeles, CA, USA

Association between HRPFs and rwOS
* Among 69,672 patients (97.4%) with available data for survival analysis, the median time from

Figure 3. rwOS from time of surgery in mutually exclusive co-occurring HRPF cohorts
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Estimate the real-world prevalence and co-occurrence of HRPFs in patients with resected stage |
NSCLC, stratified by histology

|dentify patient demographic and clinical characteristics associated with the prevalence of HRPFs

CRT, chemoradiotherapy; RT, radiotherapy.
Data are n (%), with percentages out of the numbers of patients with available data for each demographic or characteristic.
alncludes segmentectomy, wedge, and other sublobar.

Prevalence and co-occurrence of HRPFs
* 56.7% of patients had 21 HRPF (SQ, 69.2%; NSQ, 53.2%)

>2 cm, and VPI) associated with the greatest HR (1.53; 95% ClI, 1.41-1.66)

Figure 1. Prognostic association of HRPFs and rwOS
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Limitations
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Prevalence of individual HRPFs included larger tumor size (>2 cm), VPI, and high-grade histology
(grade 23). Although LVI is a recognized HRPF, it is not captured in SEER for lung cancers

Other metrics used to describe HRPF burden included the presence of any HRPF and total number
of HRPFs

high-grade histology

Data are the percentages of patients with HRPFs out of the number of patients with available data.

aAny HRPF included patients with 21 individual HRPF as the numerator, with all patients (including those with missing data for individual HRPFs) as the
denominator.

b12.3% of patients had missing data for VPI (SQ: 13.4%; NSQ: 12.0%).

¢10.4% of patients had missing data for high-grade histology (SQ: 6.7%; NSQ: 11.4%).

Table 3. Prevalence of HRPFs across patient characteristics in the total population

aHR, adjusted hazard ratio.

aMultivariate Cox proportional hazards regression models adjusted for HRPF, age, sex, race, surgery type, and year; and stratified by histology.
bStage-specific multivariate Cox proportional hazards regression model adjusted for HRPF, age, sex, race, surgery type, and year.
cHistology-specific multivariate Cox proportional hazards regression models adjusted for HRPF, age, sex, race, surgery type, and year.
dMultivariate Cox proportional hazards regression models adjusted for HRPF combination, age, sex, race, surgery type, and year.

Figure 2. rwOS from time of surgery in mutually exclusive HRPF cohorts
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eligibility criteria and were included in the analysis

— 46,462 patients (64.9%) were alive at the time of data curation (November 2025)

The median time from diagnosis to surgical resection was 32.0 (IQR, 0.0-58.0) days and from
diagnosis to last follow-up was 50.0 (IQR, 22.0—85.0) months

Most patients were =65 years of age (71.2%), female (57.1%), white (82.9%), had NSQ histology
(78.4%), stage |A disease (71.9%), and right-sided (59.3%) tumors (Table 1)

93.1% of patients were treated with surgery alone without post-operative therapy

Data are the percentages of patients with HRPFs out of the total number of patients with each demographic or clinical characteristic.
aChi-square or Fisher exact test P value comparing the prevalence of each HRPF category (yes/no) across patient characteristics categories.
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